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CHAPTER I

I' TRCDUCT ION

(a) Purpose of the study

The transition from the hone to the school is a serious one and

the readiness of the child to participate successfully in the new experi-

ence is to a large extent determined at hme in the pre-school years and

in the nature of the relationship between the parent and the child. Chil-

dren who deviate to any appreciable extent in one direction or another from

the normal range of intelligence may encounter difficulties in the school

situation that often reflect a discrepancy between the child's ability and

his school grade placement. This may account for a poor school adjustment

.

However, ./hen a child of normal intelligence fails to make the prcoen

school adjustment, it may be considered symptomatic of other difficulties.

The possibilities of these difficulties are manifold. The importance of

the relationship oi the child with his parents has been much written about

and its significance established. The nature of this relationship and the

effect upon the child's adjustments is brought out in the school situation

of the primary grades with perhaps more clarity than any other early area

°i adjustment, since the new situation calls for emotional readiness as well

as mental readiness for the acquisition of knowledge and mroup socializa-

tion. i he mother s contect with the child in the pre-school years and her

attitudes and relationship with the child are of such significance in his

personality development that it would seen to play an important role in the

child's school adjustment.

ith this observation as a framework for the project, the writer



.

'

.

I

*

t

. .



2

has set forth to study twenty cases of children in the primary trades and

of normal intellectual ability who were referred to the Child Guidance

Clinics of the Division of
’
Tental Hygiene because of poor school adjust-

ment. The study sins to throw light on the effect maternal attitudes have

on the school adjustment of the children referred and the therapeutic value

of services rendered. The writer will attempt to make subjective interpre-

tations of the case material presented as a means of establishing the con-

nection between the maternal attitudes and the school picture of poor ad-

justment. The interpretations are based on the psychiatric and social

evaluations from the case records and are inferable from them.

(b) Scope

All the cases were opened for full service between 1938 and 1943

and had been subsequently closed some time before this study was under-

taken. The writer investigated all the cases referred for poor school ad-

justment that were registered with the division covering this period and

selected only those significantly related to the subject. Many cases had

to be discarded in the sifting process because of other factors largely

significant in contributing to the poor school adjustment, such as par-

ticular physical and educational disabilities which are beyond the scope

of this paper. Criteria for selection include average I.Q., school place-

ment in grades I through III, and referral for poor school adjustment.

Only those cases in which both parents were living in the home were se-

lected, since the emotional picture of a broken home imposes other con-

siderations that might h8ve a significant bearing on the child's school

adjustment. There were no limitations set as to sources of referral end
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the cases were chosen indiscriminately frcm several of the child guidance

clinics. Cases enhancing other problems symptomatic of difficulties in

personality development, such as enuresis, nailbiting, and food capricious-

ness, have been included when they were found a ccampanying the referral

but were not the focal problem in the situation.

(c) ilethod

All the data in the study were obtained from the twenty cases

chosen. A schedule was devised listing the factors to be feathered from

the cases studied and included face sheet information of age, sex, I.Q.,

ordinal position, grade, repetition of grades, and other problems. The

remainder of the schedule called for information regarding the personality

traits of the child, his play life, mental development, relationships with

members of the family group, school and social adjustment, and the clinic

staff's observations and evaluations. In addition to this, information

was studied concerning the mother, her personality, attitudes toward the

child, the school, and the child's problem, her attitudes toward other

siblings, her cooperation in treatment and the psychiatrist's and social

worker's evaluation of her. Notice has been given to the clinic services

rendered, the duration of clinic contact and the condition of the case

upon closing.
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CHAPTER II

DEFINITIONS

(a) poor school adjustment

Poor school adjustment may denote poor academic achievement, or

poor social adjustment in the classroan. Poor academic achievement may

result from a particular disability, such as a reading disability, and thus

hamper a child's social adjustment in the classroom or create so much con-

cern and pressure from home that the effects of it extend to the social and

emotional areas of the child's adjustment as well as to his educational

progress. In the cases selected for study, poor school adjustment includes

such disabilities but not as problems in themselves. The case was studied

when the disability accompanied the total picture but did not feature as

the main problem effecting the poor school adjustment. Poor social adjust-

ment in the classroom may create many blocks to successful school adjust-

ment and often reflects poor preparation for the school situation in the

pre-school years. Unwholesome sibling rivalry fostered by maternal atti-

tudes may be another reason for poor school adjustment as well as emotional

immaturity of the child. The reasons are manifold but the purpose of this

paper is not to investigate the causative factors in the situation except

as they came out for clarification, but rather to investigate the effects

of the maternal attitudes largely contributing to the school adjustment.

(b) Normal I.Q.

The writer has used a normal range of I.Q. for reasons stated in

the introduction but has taken the privilege of including one case of a

slightly higher than average I.Q. (113), in which it was felt that flexi-



-

.

I
•

-

.

.

•

.

*
•:

""
.

• •

.
'

•

,

.

. . f

. .

. .



bility was justified in light of the study. In all the cases the children

rated at least average ability which, assuming proper 'Trade placement,

should equip them for successful adjustment.

(c) 3 sternal attitudes

i'at-ernal attitudes studied as an integral part of this project

refer to such attitudes as overprotection by oversolicitude toward the

child, "babying" and "spoiling," preventing independence, limiting outside

social contacts and hampering emotional maturity by fostering the child's

dependence .

Rejection of the child refers to the overcritica 1, nagging atti-

tude of mother and the denial of responsibility for the child's training

and behavior. Often this attitude is seen towards an unwanted child whose

failure to adjust in school creates further manifestations of rejection.

Inconsistency refers to the mother whose attitude tovard the child fluctu-

ates from one of overprotection to harsh, emotional discipline.

Inherent in a mother's attitude toward her child may be the

element of identification with someone of emotional significance to her,

creating an overanxious or perhaps resentful attitude toward the child, the

type determined by the nature of the identification. The mother's own un-

satisfied desires or thwarted ambitions may affect her attitude toward the

child and her treatment of him. She may transfer her ambitions for herself

to the child or work through her own need for success by seeking realiza-

tion of it in him. Disagreement on child rearing between parents may

create an anxious attitude on the mother's part that may assume the form

of overprotect ive defensiveness of the child and a lack of control over
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In the close relationship between the mother and the child, all

these attitudes leave their mark on the child's personality end may deter-

mine, to a large extent, his adjustment outside the home. hat are the ef-

fects of these attitudes on the child's very early experience in the new

world of school, which represents the child's real first emancipation from

his mother?



. ' r ,

.



7

CHAPTER III

STRUCTURE OF THE CHILD GUIDANCE CLI?TIC

-H'D IHTERACTION OF CLINIC PERSONNEL

(a) History

The Massachusetts Division of Mental Hygiene is a division of the

Massachusetts Department of Health. Following the first VorId far there

was growing recognition that preventive measures would he the best way of

treating the problem of the mentally ill. The Division was organized in

1922 under the supervision of what was then known as the Department of Men-

tal Diseases. Under the combined efforts of Doctor Douglas A. Thom, the

first director of the Division, and Doctor George M. Kline the program got

under way.

The Division has grown and expanded greatly since its inception.

It originally concentrated on the problems of early childhood and their

treatment but now its preventive program envelops three phases of mental

hygiene

1. Carrying out the work of the Child Guidance Clinics.

2. Directing the educational program which entails the training of

all students in the Division and in the institutions under the Department

of Mental Health and the distribution of Mental Hygiene information.

3. Directing and coordinating both divisional and institutional re-

search.

The first "habit clinic" was established and directed, as a pri-

vate enterprise, in Boston, in 1921 by Dr. Douglas Thom. It handled only

cases of young children with undesirable habits. The clinic later served

as a model for the present day Massachusetts Child Guidance Clinics. In
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June, 1923, one year after the Division of Mental Hygiene had come into

existence, the Habit Clinics for children of pre-school age were estab-

lished. The clinics' purpose was to help establish in pre-school children

good physical, mental and emotional habits to prepare the child better for

adolescence and adulthood. There were no age specifications laid down in

the organisation of the first clinics but it soon became evident that more

than half of the total number of the cases carried consisted of children of

grammar school age. On January 1, 1939, the age range for admittance to

the clinics was set down so that children up through fourteen years of age

could be accepted for study and treatment. The name was changed from the

Habit Clinic to the Child Guidance Clinics. Before this, the original

habit clinic separated from the other clinics of the Division but continued

under private support, retaining Dr. Them as its director, and its original

name. Habit Clinic. The clinics have in the past, and still do, accept

only children of normal ability for treatment.

(b) Organization

The Massachusetts Child Guidance Clinics, like those of Pennsyl-

vania, Illinois, Hew ork and California, are conducted by the state Govern-

ment. In Massachusetts, through the Department of 'lental Health, the state

offers clinic services to emotionally maladjusted children which either re-

place or supplement the programs of the State Hospitals. The clinics of

the Division differ from the clinics conducted by the state hospitals in

that there is less emphasis upon mental disease, in order to abolish the

connotation of inevitable psychosis.

At present there are four Child Guidance Clinics operating under



.

T ,

. .1 ' .
-

•
,



9

the auspices of the Division. They are the clinics at

1. . est End health Unit

2. Lowell

3. Brockton School Department

4. Quincy

In the past there were many more clinics operating under the

Division which often served as demonstrations for the community. The with-

drawal of a clinic is usually because the community appreciates the value

of the clinic's service and establishes its own clinics through local re-

sources. Some clinics closed for lack of community interest. Each clinic

serves not only the city in which it is held, but also the surrounding com-

munities .

(c) Service to the "VTiole Child"

The clinic makes a thorough study of the total personality of

e8ch child, focusing on his intellectual, social, and emotional life. The

staff members include psychiatrists, psychologists ,
s ccial workers, and

special therapists for speech and reading difficulties.

(d) Categories of Service rendered

1. Full Service

a case is given full service when intensive treatment has been

prescribed and the social worker has obtained a full social history from

contact with the parents, the school teacher, and perhaps other interested

individuals. The child’s physical condition is determined through infor-

mation received. & psychological examination is siven the child and the

social worker then proceeds to carry out the therapeutic recommendations
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of the psychiatrist and psychologist. During the period of clinic contact,

the parent and child usually have regular clinic appointments with the

psychiatrist and social worker.

2. Special Service

There are cases where intensive treatment is not warranted

ar.d just enough information is needed to guide the clinic staff in deter-

mining future activity. There are five categories of treatment into which

special service cases fall.

a) Children who are brought to clinic f'or diagnosis and consultation

only.

b) Mentally retarded children who are unable to benefit from clinic

treatment

.

c) Children who are referred to another agency which is Qualified to

meet their needs, such as a school, social agency, hospital of the Division

of Mental Deficiency.

d) Children who can be treated at clinic without social study.

These may be children referred because of a particular disability such as

in speech or reading.

e) Cases where clinic contact must be of' short duration because of

the distance from home to the clinic or because the family does not wish

further service. It often happens that after a full social service history

has been taken, the family severs contact with the clinic and loses inter-

est in treatment.

(e) Interaction of Clinic lersonnel

15ach clinic unit is composed of a staff of three: psychiatrist.
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psychiatric social worker, and psychologist. In those clinics where spe-

cial services are available, such as occupational therapy, speech and read-

ing therapy, special therapists are on the staff.

mhe social worker has the first contact with each new referral.

3very case accepted is cleared through the Social Service Index. At the

child's first clinic visit, he is given a psychological examination. Then

both he and the mother, or both parents, are interviewed by the psychia-

trist. Previous to these initial interviews with the psychiatrist, the

social worker informs the psychiatrist of as much of the social situation

as was obtained in the intake interview, and the psychologist reports the

psychometric rating. ^ach new case is discussed by the staff to decide

whether or not a child would benefit fx-on a full type of service or whether

less intensive treatment would be sufficient for his needs. If full ser-

vice has been decided upon, the social worker then mets a full social ser-

vice history from the parents and other social agencies that- have had con-

tact with the case. If the child is of school age, the school teacher is

interviewed

.

The psychiatrist carries on treatment directly with the child and

often with the parent. In some cases, the psychiatrist recommends that the

social worker carry treatment along with the mother after the psychiatrist

has had an initial interview with her. In cases where the social worker

enters into a treatment relationship with mother, conferences are held be-

tween the psychiatrist and social worker to re-evaluate continuously and

clarify better the nature of the case and the progress of treatment. In

home or clinic contacts with the parent, the social worker helps her to

view the total situation in a more satisfactory way and may attempt to help



.

.

•

.
1

,

•

'

,

'



her in special areas of child management. The focus in treatment is always

on the child. ’he social worker aids in carrying out the psychiatrist's

recommendations on an environmental level in order to remedy the social de-

privations which influence the child's total development. The social worker

may work along with other social agencies and maintain necessary school con-

tacts where it is felt important in the treatment process of the whole

child
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CHAFTER IV

THE REJECTING MOTHER

(a) Introduction

In this chapter and the three succeeding ones, the -writer will

attempt to present individual case situations as they seem to fall into

their most natural categories in reference to the maternal attitudes they

represent. The writer has divided the total number of twenty cases in

view of the psychiatrist's diagnosis and what she felt soundly inferable

from the case material. Clear-cut division is difficult to make consider-

ing the many factors that must be considered in classifying maternal atti-

tudes. Since the focus of the case material is on the effects of the mater-

nal attitudes on the school adjustment of the cases selected for study, the

grouping of the cases into chapters has been determined by an attempt to

select the predominant source of the poor school adjustment in the mother's

relationship with the child. This plan will serve as a frame of reference

rather than any precise classification of maternal attitude.

The first set of cases to be presented has been classified as

those representing "rejection." It is hoped that in viewing these cases

at the end of the chapter, the writer will be able to summarize from the

case material certain effects that seem consistent with the children se-

lected for this group.

The following cases have been summarized from the fully recorded

cases according to the schedule drawn up (see appendix).
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TABLE I

ISTRIBUTIOI OF SEa, aGE, GRADE D PSYCHOMETRIC SATING OF
Five CASES STUDIED

DIVISICl CF HEifTAL HYGIEHS CHILD GUIDaJCE cli ICS

1 -y— T t r -l- i
— -

Case Lumber Sex 1 Age Grade I.Q.

1 Boy 7 yrs . 7 mos . III 101

2 Girl yrs . 6 mos . III 100

3 Boy 7 yrs . 10 mos . II 100

4 Boy 5 yrs . 9 mos . I 98

5 Boy 8 yrs . III 104

(b) Individual Case Situations

Case No . 1

Fatient is a seven-year-old boy of average intellectual ability

(I.'i. 101) v.ho is in the third grade. T
'e is the older of tvc children, the

younger being one year old. I 'other describes patient as destructive, hyper-

active, and high strung, exhibiting a quick temper "when things aren't the

v;ay he likes them. He never minds the first time and has to be threatened.

He sucks his thumb, is dependent upon mother, and likes service, "e just

recently began dressing himself. He is not affectionate.

Play Life - Fatient plays with cousin who is his age but does not

have many friends. He says "he doesn't care" that he hasn t many friends.
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He is bossy in his play and runs -wild when he is outside playing. Mother

sends him to the navies once a week to get him out of the house.

School Life - patient went to pre-kindergarten at three years of

acre and to public kindergarten at four years of acre. Teacher reports that

patient will not do his work if he is not in the mood and does not want to

settle down. Patient attends Hebrew School and although teacher has urged

mother to keep him out, she will not withdraw him.

Clinic Observations

Psychologist - Patient is a hyperactive restless child, who

is more busy expressing his opinions and in following his own desires than

in conforming to routine. He appears to be undisciplined snd needs strict

training in conformity before he can progress in school work.

psychiatrist - patient is awkward, ill at ease, generally

immature, boastful and aggressive.

Pother - Pother states that patient has never been satisfactory

to her because he has always been such an unhappy child and arrived at a

time when she did not want him. Her second child, whcm mother considers

happy and -veil adjusted, was the only one she wanted. Pother admits that

she is impatient and irritable with patient. Mother and father disagree

on discipline. Mother feels that father is too stern since he whips pa-

tient frequently.

Treatment - Case was known to clinic for 9 months during which

time few visits were made. Mother was unable to give any time to clinic

therapy and was not prepared to accept clinic therapy at the time. Case

was closed as unimproved.
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Comment - Fatient appears to be obviously rejected and was thrown

into a school situation when he was three years old. The attitude of re-

jection that mother has apparently shown, has been furthered by sending him

to public school so youn? and by sending him to ebrev; School. -s a result,

the child has lacked any feeling of security in the home with which to pre-

pare him for school. He has never learned to conform through the building-

up of a wholesome ego ideal through parental identification, and therefore,

cannot conform to school routine. On top of the recognizable rejection,

mother is so critical of patient that he has received nothin? but a feeline:

of inadequac ich he has expressed in an a??ressive, boastful manner.

other’s need for psychotherapy for her own harassed state and clarification

of her destructive attitudes was ?reat but her la ck of interest and inac-

cessibility made treatment impossible.

Case To» -

Fatient is an eight -year-old girl o^ average intellectual ability

(I,<4 . 100) and the oldest child of three rirls, the others a?ed six ''ears

8nd five and a half months. Che is in the third ?rsde and was referred by

the school because of poor school work and dislike of school. other de-

scribes patient as feelin^ superior. She is "sassy,
'

'thinks she knows it

all, ' and is a poor mixer. She has one friend at a time and must dominate

the relationship. It- takes patient a long time to fall asleep and she has

been bitinm her nails since she entered school.

School Life - Fatient entered the first 'n-ade at six yeans and

ten months of age and says she hates school, ^eacher reports that patient

shows a constant desire for attention and tries to vet it from the teacher
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by telling tales of other children. She is unpopular with other children

in the class and often has emotional flare-ups when things do not no her

•way. She is not at all attentive and shows little effort.

Clinic Observations of Patient - Patient manifested nervous, ap-

prehensive behavior at clinic and appeared to be an emotional, over-sensi-

tive child, crying easily and being very conscious of any slight favor

shown to her six-year-old sister. Patient displays great hostility toward

her sister and her success at school. She says she has to try to do better

than her sister because her sister is better than she is. "Mother has al-

ways said so .'
1 Patient complains of mother's favoritism. She projects

upon sister all her misdemeanors.

Mother - Mother expresses a great deal of antagonism toward pa-

tient. '.'other is the only person to whom patient is aggressive.

Treatment - Case was known to clinic for twenty-two months during

which time mother and child were given psychotherapy and patient, in ad-

dition, attended hobby class. Pother gained insight into her attitude of

fostering sibling rivalry and patient was able to express her hostility in

an acceptable way. This contributed to a better school adjustment, rela-

tionship with sister, and with other children.

Comment - Pstient felt keenly the favoritism shown by mother to

younger sister which created a need for her to act- superior at heme and

stimulated a constant drive for attention at- school, "er relationship with

other children seems to be what Anna Freud speaks of as the child putting

their school companions in the place of their siblings and fighting out

with them the conflicts which they were not able to work through in their

homes, patient felt inferior to sister who made a successful adjustment
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at school, and under the constant tension to compete and surpass, was un-

able to work up to capacity and make a satisfactory adjustment. 'other

fostered this drive for superiority and was obvious in her favoritism which

had a direct relation to patient's poor adjustment. Lacking security at

home, she was not able to fortify herself adequately with security at school

in order to make a successful adjustment.

Ca s © . o . 3

Patient is a seven-year-old boy of average ability (I.Q. 100) who

is the first child in a family of four children. Eis two younger sisters

are ages six and two respectively. He is in the second grade and was re-

ferred by the school because of poor school adjustment. Eother describes

patient as stubborn, irritable and "fussy.'
1

He sucks 'his thumb, is defiant

with mother and gets angry with sisters easily. He is generous, shews no

je8 lousy and is very affectionate with mother, showing more love for her

than anyone else. He is disobedient and is inclined to be "fresh" and

"saucy" to mother. He tries to blame things on sisters and fights with

them a great deal. 'other claims thst no kind of discipline helps; she has

tried whipring and putting him to bed but he just becomes more defiant.

hen patient visits relatives who make more of him than they do of sisters,

he is no disciplinary problem.

Play Life - patient is bossy with children of his own age and

younger and quarrels frequently with the neighborhood children. other

often goes out to settle patient's quarrels and sends other children home

w ven they won't let him play with his own things. He enjoys the movies but

has no group activity. Patient had no playmates before entering school.
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School Life - At the age of three and a half, patient attended

nursery school for six months and entered the first grade at six years of

age. Patient liked school last year and did very well but dislikes the

teacher this year . The school reports that mother has caused a 'Treat, deal

of trouble at school, coning up to speak with the teacher every time 8

complaint against the child was made. Patient does not met along well with

the other children at school and presents the picture of a poorly trained,

ill kempt child. He carries stories to school about there being no food at

home .

Clinic Observation of Child

orker - Patient is rude and impudent to mother and mani-

fests little training and discipline.

Psychologist - Patient has normal average intellectual ca-

pacity, is friendly and likable. He speaks endearingly of sister 7 ancy

whom he says he loves more than any other member of the family.

I’other - other is a 'nervous’’ and worrisome person who worker

observes to be whining and fretful. She complains of the neighbors and

school and on the one hand blames them for the child's maladjustment, while

on the other she seems hypercritical of patient and seems to reject him.

She attributes most of the child's difficulty in school on the teacher.

Mother seems unstable. This is reflected in the way she keeps her hone,

which is dirty and cluttered. She speaks of her happy childhood and seems

to have come from a better background than is now provided for her by fa-

ther. The family live in a poor neighborhood which provides too few de-

sirable outlets for an active boy.

Treatment - This case vras known to clinic for fourteen months
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during; which time only four clinic visits were made. Attempts of the so-

cial worker to work with mother with the aim of interesting’ her in therapy

snd in accepting- responsibility for patient's behavior were unsuccessful

because of mother's difficult, unstable, and complaining; personality. Al-

though. five school visits were made, little progress was achieved, due to

mother's marked projective tendency to blame patient's maladjustment on the

school and her unwillingness to cooperate. Case was closed because of

mother's attitude - condition unknown.

Comment - bother's fluctuating; attitude toward the boy seems to

indicate a rejection of the child. Her dissatisfaction ever her difficult

economic situation, along; with her lack of interest- in the home, seems to

extend to a renunciation of maternal responsibilities. She has neglected

her responsibility of training and disciplining the child and evades as-

suming the responsibility, by blaming the school and neighborhood for pa-

tient's difficulties, bother's continuous complaints against the school

and her interference with its activity has prevented the child from making

his adjustment in the classroom. His dislike for his teacher is a direct

reflection of mother's attitude, which seems to spring from her resentment

of the school's implications that, the child's lack of training- and inability

to met along with the group is attributable to her. Instead of her guilt

expressing- itself through passivity in regard to the school situation, she

has exhibited a defensive, belligerent attitude, projecting all her inade-

quacies as a mother on the school authorities, and placing- herself in a

position inaccessible for psychotherapy.
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Case l o. 4

Patient is a f ive-ye8r-old boy of average intellectual ability

(I.Q. 98) who is in the first grade. Me is the younger of two boys, born

so soon after the first child that mother did not feel that- she was in con-

dition to have another child. From t^ree to eighteen months of sse, pa-

tient had six operations which imposed a great financial burden on the

family. Patient has never had regular responsibilities and, because he is

slow in his movements, mother is inclined to dress him. He "adores teasing

people," is defiant with mother, and has tantrums when he is crossed, and

bites his nails. Mother states that "he is nervous and wears me to a thread

and he knows it." He has a "silly" streak and loves to attract attention

to himself by his silly behavior. other acrses with teacher who seys he

has a "hateful disposition." He will not let older brother dominate him

and pesters him and destroys his things. Fatient does not react favorably

to any discipline which mother or father attempt.

Play Life - patient has no children of his own a^e to play with.
- .

Until last year he always played with brother's friends whom he got alone

with until he became "ornery" and teased them so that they w ill not let him

play with them. Patient always fights his own battles. He jumps from one

thing to another in his play activities but is happiest when he has a ham-

mer and a nail.

School Life - Patient entered nursery school at three years of

arre , and was reported to have been a behavior problem, resulting in his

being isolated from the rest of the group. He was in kindergarten for a

year and was placed on trial in the first grade, "eacher reports that pa-
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tient requires a great deal of individual attention. He requests unneces-

sary help from teacher but when he does not get the attention he is looking

for, he does things for himself. He bothers the other children in the class

constantly by tripping them and performing such bizarre antics as winding

his necktie around his ears. He is very erratic in his performance and is

easily upset by small incidents. He pays no attention to class directions

and requires much more than his share of attention in a class of forty-one

children. Teacher finds that competition works with him.

Clinic Observations of Child

horker - Fatient appears hyperactive and difficult to con-

trol. Poorly trained.

Psychologist - Patient's attitude is definitely immature,

which undoubtedly contributes to his difficult school adjustment.

Psychiatrist - Patient boasts of being the best boy in his

class at school. His serious impairment of vision probably explains the at-

tention end waiting upon which mother gives him. He has had so much done

for him that he thinks the school should do it too.

I-other - bother hates housework and gets so restless and irri-

tated with children that she sends them out of the house, locks the door

and sits down to knit, ’"other states that maternal grandmother stays in

the heme so much that mother feels she could leave the care of the children

to her and they would be better cared for. She feels that patient has al-

ways been a burden because of ill health and compares him unfavorably with

brother whom she claims was always easier to train and has adjusted well to

school. Patient has been a great expense to the family because of special

medical care he has had to have. Mother states that the chief reason pa-




























































































































































































































































