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CHAPTER I

INTRODUCTION

This is a study of the significance of the presenting problem in a
child guidanee clinic as studied in-reietion‘to the maternal attitudes of
mothers of latency age boys with enuresis. Two groups of families of a
latency age child were studied. One of these groups mentiocned enuresis
as a presenting problem, while, in the other group, although enuresis was
present it was not mentioned as the‘ﬁréseﬁtingrpfdblem‘ |

>'The ﬁresentihg problem is that:BehaGior'about which the parent is most
conc¢erned and for which she seeks help at the time of referral. There may
be present many other problems about which the parent may have little con-
cern or awareness. Increasingly in psychlatric cllnlcs it is felt that
the 31gn1flcance of the patient's problem to him and the explaining of
this in the present life situation is most productive for further treat-
menﬁ. ‘The mother's deséription of the presenﬁiﬁg problem will suggest
her attitude to the symptom and to thé’éhiid;'andfbe related to the possi-
bilities for treatment. |

i Although-the‘focuéjof this stuay is en°the’preeenting problem,the
motﬁer(s attitude to hef son and to ﬁis‘syﬂptém}was examined.' This was
consideredbneeéséery since the beha#ief 6%”§euegzchildren is 1argeiy de-
termined by the emotional climate invwhich they live. The climate re-
flects the attitude which the mother has to ﬁhese'children. The mother's
attitude is felt to be"ef great impofténee 5éééeee'of the recognition of

the interdependance of the child and his mother; the child is still




developing and hence very sensitive to his enviromment.

In considering the preser;ting problem and maternal attitudes it was
felt desirable to consider a symptom which these boys displayed as their
adaption to inner conflict. The symptom of enuresis was chosen since
this is a .symptoin frequently observed in children referred to a child
guidance clinic. Also when t‘gis symptom is found in latency age boys the
mother-child relationship is suggested as crucial.

In this study twenty families with latency age enuretic boys have
been sele'cted from the population of the clinic between 'the years 1955 -
,1959; In each case the following areas were examined: background charac-
teristies; duration of the”Symptom and mother's attitude to it; mother's
attitude to her own childhood, her husband, her son and her son's problem;
in addition, her attitude to change and who would do the work.

The setting of the study is the Douglas A. Thom Clinic for Children.
This is a child éuidance clinic situated in Metropolitan Beston. The
cl:l.m_c generally services children between the ages of five and twelve
having emotional problems. It studies and treats these children and their

families.




CHAPTER ITT -

THEORETICAL CONSIDERATION

This is a study of thé significance of theigresenting problem in a
child guidance clinic, as it relates to maternal attitudes toward latency
age boys Wlth the symptom of enuresis.

Increa51ng1y in all psychlatric cllnlcs, adult as well as chlld,

history ﬁo the empha51s and 1mportance'of.the,presenting problem. In

child guidaﬁcelclinics‘this is thé symptbﬁ.ﬁﬁiéh_the mother notes as most

important;f Perlman states:

. The problem is the client's problem and his impetus is
to get help w1th it as he sees and feels it. The problem
as the client sees it may truly be the ¢entral problem
or it may be the peripherol one on whlch he has centered
his concern. Whichever it is, co’mon serise tells us that,
since we can help with a problem only through the person
that, has it, we must, at least at first, start with the
trodbled person’s center of concern, w1th.what he feels
is’ cruc1a1. Sometimes the caseworker is so clear in his
owWn mlnd.that the problem the client’ presents is not the
ireal® one, or he is so eager to present his own specula-
tions about the problem's sources, that he-starts to focus
upon the area of his, rather than the cllent's interests.
When thls happens, he may find that’ he. has gained full
comprehen31on of the problem but has lost the person whose
problem 1t 1s.‘ :

In chlld.guidance, the problem.whlch the mother presents is the
child‘s.; However, partlcularly'w1th the very young child, the mother-

child relatlonshlp 1s of basic importance 1n the chlld's development;

lPerlman, Helen.  Social Case Work, page 28.-




and in treating an emotionally disturbed child, the mother is always in-
cluded in the treatment plan.
Hamilton observes that:
During the firét twenty-five years of child guidance the
etiology of symptomatic behavier has been pursued, and

the startling discovery has been made that parental at-
titudes are significantly causal.

Bro@y3 in_disqugs;ng the relationshipldf}ﬁhe.mother to her infant
stateé that the conﬁriputions of psychoanalysislté the understanding of
the méthé:~infant relationship centers abqui‘one_theme: the frequent
prevalence in both partners of an nnconscious struggle for the achievg-
ment of llbldinal and aggressive aims toward each other. This unconscious
struggle is characterlzed by'numerous confllctS'whlch.may'be manifested
more or less overtly'—’and this-is brougﬁﬁ”fﬁrther’along with the find-
ing of the Group for the Advancement of.Péjéhiatfy'Pamphlet(that:

éradﬁally a5 the child experlencés’minimalzand hence
tolerable frustrations of his basic needs and is satis-
fied repetitively by the mother he more actively turns
toward her with 1ncrea51ﬁ§‘535fidence and patience. !

In considering the mother's attitudes, however, we must remember that
her attitudes are derivatives of her own. early experience and as Hamilton
states thét:

Serious rejection usually stems fror the original ex-
perience now carried over to a 2nd generation. It is

2Hami1ton, Gordon, Psychotherapy and Child Guidance, p. 8.

3Brod.y, Sylvia, Patterns of Mothering, p. 89.

L

Group for the Advancement of Psychiatry Report, #38, p. 318.




not this child that the mother rejects but this child has
touched off her feeling of being unloved by her own parents.

Therefore really the mother's attitude to ‘her own child can only be
wnderstood through a study of- the mother's own experience. Wichman and
Langford state:

Conflicts in feelings in early relationships are later
reflected in the parent's relationship with  the child.
The pressures, the over-meticulous care or neglect bear
a relation to those which %}gured-conspicuously in the
parentts own home earlier.

It may'seém-ﬁhat in discuséing-thé mother-child relationship that
stress has been laid on the relationships in the‘pre~1atency period.
However, even in latency, when the boy turns somewhat more from the
parental environment and the cedipal period te school and his peers his
parents nevertheless continue to be of great importance to him.

Josselyn states thab:

He camnot feel safe in this new world he is exploring
unless he can also feel assured that when anxiety or
frustration becomes unbearable he can return to the pri-
mary relationships that gave him security before.

and again that the Yserious problems of this age group, however, are

- 8
the problems that result from the failure of earlier childhood.® TIf

the child has not satisfactorily passed through

5Hamilton, Gordon, op. cit., page 277.

6W':Lchman and Langford, "Parents in a Children's Psychiatric Clinic"
Journal of Orthopsychiatry, vol. XLV, p. 220.

~7Josselyn,'1rene M., Psychosocial Development of Children. Family
Service Association of America, p. 75.

BIbidt’ P' 77-




the earlier stages of development with sufficient emotionsl satisfaction
the effect may show up in latency. Hamilton states:

If the parental situation has not been worked through

the child is still struggling with his primitive im-

pulses and is still confused in his identifications.

In éddition, althbugh often 'theée- Problems have persisted for some-
time,'becausé of the child's ‘close association with his family, his 4if-
ficulties have rnot shown up until la'bencjt When he moves out from the
i‘amily' group to form ’proader relationshijéé, ’

Thef'éfére in treating the symptomotoiog'y. ‘of the latency age child
one must ‘conéider'the parents in order to help the child., It is in this
area of 'ﬁhe ‘pax.‘ér}tal relationéhips, and the A_iintﬁera'otion of the parents with
fhe child', that» fghe so¢ial worker 1s paﬂigﬁlérlj.v_gc‘bive.‘ o |

Howéve'r,A althoﬁghswe are well a‘ware'{pf‘;‘ ﬁhé .pé}rental relationshﬁ.ps R
and the impdfﬁanée“df the mother's attltudeas significant, we must in
child gu:i’dé.ncé deal with the mother in thebeglnning. In casework it is
axiomati§ “that we begln where the clien‘t;. 13 ,anq 'éxplore his problem as he
sees 1t. The emphasis:is on what the mo"s_l"lélj thlnks the p;c'oblem is, | for
as a cliérit éiv’és thé 'ﬁea:aing, a situatioﬂf_j:%pi_‘cj:isﬂﬁor her, this becomes the
beginnmé of treatmenﬁ; The mother startsmththe presenting problem of
the child snd the worker considers "the symptom and the attitude which
the mother has 'ﬁé'it; :r;ot in the ligh.t:.of? ;ﬁﬁaﬁxl‘éd up to this-attitude,

but around the area of the fact that the mother has such an attitude in

9Hamil_‘oon, Gordon, op. cit. p. 21lk. B




her present behavior."lo

In child guidance in the beginning of the relationship experience we
explore the ideas of the parent regarding the child, and the attitude of
the parent to the child. No limit is set on the problem and "it is
recognized that the feelings of the mother and her anxiety around the

. . 11 . . -
problem are of primary importance." We might say, in other words,
during the application and diagnostic intefﬁieWs_it"is crucial for the
social worker to listen to the presentingtproblem as the mother perceives
it and her feelings around it.

In this study we are concerned with_materhal attitudes and feelings
around the symptom of enuresis both when it occurs as a presenting problem
and when it is part bf; but not, the-preéentihg'problem. Then it seems
important to look at some of the literature on enuresis.

Enuresis which Webster“defines as involuntary emission of urine,
is discussed by English and Pearson who state that:

Bnuresis is a condition in which the child who has been
toilet trained or has passed the age where toilet train-
ing should be complebed wets himself during the day or
the bed at night. Since toilet training is not expected
to be complete before the age of three and a half, any
wetting before that time cannot be called enuresis; nor
can the term be applied to the occasional accident that
all children have even after that time; nor to the in-

continence which is only a minor symptom of ‘some other
illness such as pyelltls 12

Aptaker, Herbert: Causality and Treatment American Journal of
Ortho-psychiatry, vol. IX, p. 3387. -

llColeman, Short and Her'schberg. Intake Tnterviews in Children's
Cases. American Journal of Orthopsychiatry, #105, p. 183.

lenglish, 0.8., and Gerald Pearson, EmotionalA?roblems'gg Living,




There seems to be no quarrel with consideration of children over
three and a half and in fact most of the material dedls with children over
six years. However, when continued beyond six it does indicate that some-
thing has gone awry with the child's development and Michaels states that:

Both from our studies and from our clinical experience
there seems to be no doubt as to the great importance
of enuresis as one of the most significant indicators
of disharmony within the personality.
However, even among those who agree thatb enuresis is psychological in

1

origin- there are a variety of causes offered. Mo claims the reason of

5 the wish of a neglected child to gain attention,

poor btraining, Bakwinl
and MacGuinne5816 who claims that wetting is an expression of antagonism
against parental domination of children otherwise submissive in their be-
havior. Pearson finds that "enuresis present from birth is the commonest
type,“l7 and some factors are given as low socio-economic families, limited
intelligence, and poor training. Enuresis sometimes occurs after a dry

period, this usually follows an "up-setting" experience, regression to a

more infantile level, and a third factor is the desire for revenge.

13M1chae1s, Joseph J. and Sylvia E. Goodman, "Enuresis and Age of
Cessation in 1000 Neuropsychiatric Patients," American Journal
of Orthopsychiatry, vol. IX 1/39, p. 63.

l}‘L.Mohr, A. J. and E. H. Waterhouse, "Neuroses in Children"
American Journal of Disturbed Children, vol. 27, 1929.

158akwin, Harry, "Enuresis in Children', Journal of Pediatrics,
vol. 145, 1928.

16MacGuinness, "The Treatment of Enuresis in Children," Medical

Clinic North America, vol. 19, p. 286, 1935.

17Pearson, Common Neuroses of Children and Adults, p. 120.




This would indicate that as Margaret Gerard fownd from a review of
the literature that:

Enuresis is not % clinical entity to which one can ascribe
a single cause. L

2 Dr. Gerard found in a study of 72 cases referred to the psychiatric
service over a period of 7 years that 7 were found to wet for psychical
causes. Of the regéining 65, only kU could be ascribed to faulty train-
ing, and the other 6l showed definite diagnosible psycho-genlc causation.
Again among these 61, 5 coincided with the arrival of a sibling with
other regressive symptoms, 8 others had never responded in training and
evidénced various degrees of a stubborn and aggressive behavior. This was
in response to fejecting'attitudes of parents. The remaining hé presented
neuroses, in each of which was found a distinct and similar clinical syn-
drome and in which gnuresis was only oﬁe'bf'the‘éymptoms. This Gerard
found "according to our experience! proﬁébli fepfeSents the most common
cause of enuresis. Here wetting oécurred during sleep or unconsciousness
and was therefore true'enﬁrésis.

Further Gerard found’that the manifest attitudes of boys and girls
among these enuretiés were consistent but aifféred stfikingly. Since this
study deals with mother's attiiudes toward latency age boys, Dr. Gerard's
findings in regard %o boys ﬁill be consideréd here. She found the boys
to be passive, retiring, and éelf—depreeiatory. They were slow and

dawdling in daily actiﬁity, and school achievement was below that expected

Gerard, Margaret, "Enuresis a Study in Etiology"
Journal of Orthopsychiatry, wol. IX, January, 1939, p. 130,
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from their intelligence quotient. As to their personality patterns which
were neurotic, the boys indicated a fear of women as dangerous persons
who could injure them. Therefore they defended against this fear by identi-
fication with the woman and avoidance of the active male role. '

Since these consistent neurotic patterns appeared in such a large
number of cases studied, Dr. Gerard queétioned, then, what were the ex-
periences of these children which led to the emotional conflict for which
so.luti'on was found in this symptomotology. In her study the mother-son
relation is suggested. as crucials

The boys, in turn conceiving the female role as dangerous
to the man, may accept the mother's rejecting attitudes as
corroboration of evil intent, and they attempt to avoid the
danger also by identification, but with the woman not with
the man, and by denying their masculinity. 19 4
Therefore it would seem most valuable to study the attitude of mothers
to their sons , which developed this response.

Sears, Macoby; and Levinzo in their study of 379 mothers in child
rearing practices report‘that: “Thrée things were related to late per-
sistence of bedwetting.! One was the severity of toilet training and
another the mother's _affectional warmth. Both of these were related to
the amount éi‘ emotional upset during training.

.. 23

. R 21 22
These readings in Pearson , Gerard , and Sears, Macoby and Levin ~,

l9G’e‘rard, Margaret, M.D., "Enuresis,-4 Study in Etiology". The

Emotionally Disturbed Child, p. 136.

2050ars, Macoby and Levin, Child Rearing Practices, p. 131.

2]'Pezan.rson, op. cit.
2zcu‘rereu:'d, op. cit.

23Seau‘s;, Macoby and Levin, op. cit.
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indicate that a child's problems, 1.e., the specific symptom of enuresis,
.is the result of the interaction with his family enviromment but primarily
his interaction with his mother.

This will be of particular impact again to the social worker since
the mother's attitude to the symptom will reflect what responsibility she
does teke in this aréa and how much the symptom disturbs her. Also since
the mother's attitudes are integrated into her personality the way she |
relates to her son will be the‘way she will relate to the worker. Perlman
sayss

They (the attitude of obedi'ent, helpless, approval-seeking,
resistant, or defying) can be understood as behavior that

is symbolic of relationships to,other potent persons in the
client's past or present life.-zh

The issue to be considered in this study concerns the importance of
the pi‘esenti'ng complaint. This is an important focus in working with
peoplé, and particuldrly for the social worker in a child guidance clinic.
As the mother tells us the presenting complaint and its history she pie-
tures her concern about the -symptom, and how willing she is to work toward
altering if. The social worker is concerned with encouraging a relation-
ship within which the mother may work toward solving her problem. In the
early relationship, when the mother first presents the problem, she may
reveal her attitude to treatment, what she expects of the clinie, the
responsibility for the problem, and the possibility of change.

The presenting complaint here considered is enuresis. In addition to

Perlman, Helen, Op. cit., p. 31.
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bude to he;c' son,
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CHAPTER IIT

METHODOLOGY

Purpose of the Study

The purpose of this study is 10 examine the significance of the
presenting problem iﬁ a child guidance c¢linic, and further concerns itself
with maternal attitudes toward latency age boys with enuresis. Two groups
of mothers were stodied, one group mentioned enuresis as the presenting
problem while the other group did not, although enuresis was present. The
sample W;.é 'éelec‘bed on the basis of the Er’oblgm' presented by the mother ab
the time of her initial telephone call to “the Douglas A. Thom Clinic for
Children. The cases studied Weré seen through the years 1955 - 1959.

The Setting ' S

The ‘Douglas A. Thom Clinic for Chlldren was founded in 1921 (then
named 'the Habit Cl];n:Lc for Child Gmdanc;). as on_g: of the pioneering clinics
in this coun‘oryandmthe world. At th;xf ﬁiﬁej‘ﬁﬁe program consisfved of
diagnostié studies of the child in his social .milieu, and treztment in the
form of va.'c.ivice and suggestions to the parents. “ Under the influence of
psychoanalytic work with children, the ngwiy” organized Thom Clinic began
o ‘apply psychotherapeutic techniques to the child himse]i‘.l With this
new interest in dynamic psychology, casewéi'kers began to treat parents

for their own pr;);olems; Caseworkers quegjeiéﬁed the wisdom of the approach

1
The Douglas A. Thom Clinic for Chlldran, Inc. Annual Report for
the year 1957, Boston, 1957, p. 8. - -

13




however. They maintained that parents should be accepted in the role in
which they present themselves to the clinic not as informants, nor as
patients, but as individuwals who are troubled about a relationship in
which they are involved. The child guidance worker then took as his task
the fostering and enhancing‘of therparent‘s strength in deciding to help
the child, and helping the parent to support the child's psychological
growth as it received fresh impetus from psychothei'ap;y.2 Thus in the
1950's there evolved the traditional chiid guidance patterh of weekly
psychothérapy1for the child and caseworkﬁfor thevmother.

While this coﬁtinues to be a major pért'qf the clinic's program,
the clinic has extended its function.by'pf&#idiﬁg:consultation services
o othernagencies in the community (i.e. nursery day care cénters)f
Furthermore, as other agencies in the com@unity‘began to treat children
with a mild neuroées and situational,upsétslvihe clinic began to absorb
in its caseload an increasing number. of §é?iéusly disturbed c¢hildren, and
multi-problem families, which required yearévof intensive treatment.
Through the stimmlation of these difficult cases, the clinic developed
its emphasis upon the “family diagnosis“; andléxperimented.with new btypes
of treatment for these"i‘amilies.3 The family study is now used in assess-
ing the ﬁreatability of more disturbed families, and in guiding treatment

plans and techniques.

ZWitmer, Helen Lieland, Psychiatric Interviews with Children.
New York: Commonwealth Fund, 1946.

3Annual Report for the year 1957. The Douglas A. Thom Clinic for
Children, Inc. Boston, 1957, p. 1l2.
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The V"chronic problem family" which is a current concern of many com-
munity’agencies, precipitated the clinic's research study on families of
antisocial children. This reflects the clinic's concern in providing
optimum service to its families, and also, perhaps, lending assistance to
other community agencies in their work with these difficult-to-treat
families.

Intake Policy and Procedure at the Douglas A. Thom Clinic for Children

All of the procedures at the Thom Clinic from the time of referral to~
final disposition have the two major aims of acquiring a most thorough
understanding of, and to give optimem serﬁi@glﬁé;"eéch family.h Recogniz-
ing that psychotherapy~is not a panacea, thé ciiniéiattempts to select only
those.familiesiwho can benefit from and uﬁiliié’the'services aveilable.

' We consider the Thom Clinic to be primarily a study and
treatment center for emotionally disturbed children. Of
the children referred to us, we treat all whom we believe
we can treat from the standpoints of our estimate of
‘their pathology, and of willingness and ability of their
parents to permit change in their child, and from that of
the capacity of our clinic facilities.S,

The Selective and therapeutic processfbgéipszat the point of the
telephone:reférral, the first step in.theiigﬁake,prboess at the Thom. Al-
though the se initial'calls usually last only'ten or fifteen minutes, a
skilled and semsitive social worker can make a‘significant beginning in

understanding the family structure, the areas in which breakdown of func-

tioning have occurred, and the strengths of “the situation.6 Having

brvid., p. 16.
5Ivid., p. 11

6The Douglas A. Thom Clinic, Inc. Annual Report for the Year 1957,
(Boston), p. 20.
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elicited enough information, the worker begins to formilate a tentative
diagnosis, and give consideration to whether this client is at the appro-
priate agency.

If it is obvious that the client is not eligible for the services
of the clinic, the worker can direct the referral to a more suitbable source
at this point. The intake policy includes the following principles:

1. Age: generally, children between the ages of five
‘and twelve are accepted. However, the child younger
than five years and the child in early adolescence
are also eligible.

2. Regidence: generally, the family must live in the
greater Boston areas which are members of the United
Fund. Families residing outside of these areas and
in communities where psychiatric child services
(state or private) are not available are also eli-
gible. :

3. If the problem is princ¢ipally a physical one, the
case is referred to a hospital setting.

li. Severely disturbed children (e.g., certain psychotics)
may be referred elsewhere, d.e., to a private psy-
chiatrist, residential treatment center, psychiatrically-
oriented day school, etc.

5. Persons with sufficient financial resources available,
and who are also not willing to wait for a clinic ap-
pointment, are encouraged to seek private treatment.
The determination of fees is based on a "sliding scale®
fee schedule. S
The worker taking bthe intake call records the imformation in the
Intake Book. Xach referral that is not referred elsewheére, is presented
in the Tntake Committee meeting, with enough informétion to formulate a
tentative diagnosis and prognosis. - The Assoclate Director presides over

these meetings and the members include the clinic spcial workers and a

staff psychologist. The worker who took the call has the responsibility
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of conveying %o his colleagues the tone of the client, his feélings about
help, as well as the nature of the problem. The decision of the Intake
Committee is then recorded in the Intake Book. If the referrsl is ac-
cepted, the worker who took the call will notify the parent or referring
ageney of the decision. If the parents of the child have net yet con-
tacted the clinic (in the case of an agency referral) they will be en-
couraged to do so, since it is important that the parents show a genuine
interest in getting help for the child.

At this poini, the name is'placed on the appropriate waiting list for
assignment: application interview, reevaluation, or research study. The
application interview is a joint> interview, and the workeTs imitisl con-
tact with the two parents. The joint interview'is an important step in
the process of securing first-hand knowledge of the parent's attitudes
toward help, their complementary strengths agdufrailties in their inter-
relationships, what part each has in the Child‘é problem, énd'what re-
sources are present in the fémily with which td work.7 Following this
initial appraisal of the total family unit, the diagnostic study is
initiated, with the mother ordinarily seen by a social worker while the
child is‘séen by a psychiatrist in three interviews. The father is then
seen at least once by a sociai‘workarqnpsjdhﬁﬁﬁﬁst. The purpose of the
diagnésticvstudy is to formulate a diagnosis of the pérénts and the child;
to assess the family member 's motivations and abilities to involve them-

selves in the helping process.

7The Bouglas.A. Thom Clinic, Inc., Annual Report for the year 1955,
(Boston).
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To cope with the increasing number of disturbed families that were:
referred to the Thom Clinic in the early 1950's, the psychiatric family
study was devised. In this, an attempt is made to appraise the person-
ality of each parent and the disturbed child, with particular emphasis upon
their dynamic interrelationships. The psychiatrist sees both parents
together (and at times, iﬁ separate interviews), and spends a few sessions
with the child alone. The aim of this study is to establish a balance in
the fémily unit and to facilitéte optimum functioning for all ﬁhe mem'bers‘8
- While the family study is applied principally to the more disturbed
families referred to the clinic, this focus on the dynamics and equili-
brium of the family unit is at the core gf'the[diégnostic thinking at the
Thom.,

Tt was found that all children in emotional trouble do not
profit from psychiatric treatment, that treatment for one

or two members of -a family may so change the family equilibrium
that the child's improvement cannot long be maintained in the
face of increasing stress for other familyfmembers;9.

Consultation is another formléf‘treatment at the clinic. Intensive
treatmenﬁ cases have been followed by conéultatidﬁé at regular monthly or
bimonthly intervals when it was felf thaf‘a child énd parent have reached
a plateaun level of progress, and yet require conﬁinued guidance, observa-
tion, and support to stabilize the progress they hgve made: This may also

serve to prepare a family for laber intensive treatment, or for referral

to another agency for a different kind of help.

8Ibid.

9Ibid.,‘_'p. 15.

EESEIRE
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The Sample Selection

Since the intake book outlines the child'!'s problems as seen by the
mother, 1t was from this book that the cases for this study were first
selected. The intake book was investigated for the years 1955 - 1959.
Here is listed the name of the child and the presenting pro‘t;lem. The
majority of the clinic's population is latency age so “bhis_ area presented
no difficulty. Proceeding backwards from the year 1959 cases of boys
were selected in which the symptom of enuresis was given as the first
problem.

Next the cases were reviewed as t0 which discipline was responsible
for the application and diagnostic interviews. Those completed by a
social worker were selected. Xach case which came up in order and met
the criteria of age, sex, symptom, and who in addition were living with
their natural parents were chosen.

The comparative ten cases were selected in the same mamner except
that in the considerafion of the symptom these cases were considered on
the basis of enuresis being present but not the first problem.

Following the selection, the face sheet information, referral data,
and diagnostic study was applied to a schedule. The data were collected
in each case on information given by the mother about herself, her family
situation, the child and his problem, and the mother's attitude toward
the child, toward his symptom, and toward involving hergelf in the help-
ing process. The information that the mother éave about her own early
life and her feelings about it were also explored in an attempt to see if

there is any relation between what happened to the mother as a child and

what is happening to her own child. No attempt was made to follow these
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cases into treatment or final disposition.

In this study the following aspects will be considered, in relation
to the presenting problem and fhe mother's abttitude to it: +the homogeneity
of the background information in the two groups; then, the history of the
symptom including the mother's attitude to it. In this latter area con-
sideration will be given to av comparison, in the two groups, of how the
symptom was handléd. Following this a comparison of the motherls attitude
to her own early life and then that of her son. Finally the mother's at-
' tidude toward help mll be examined with tile focus on her attitude toward

change and who will do the work.




CHAPTER IV

DATA PRESENTATION

The data that will be discussed is first, the background data pre-
sented by the parents al the time of the application interview,'when the
parents discuss for the first time, at the clinic, the child's problem
and the family situation.

In this chapter PRESENTING will represgnt the group iﬁ which enuresis
was ‘the presenting prqblem and OTHER theAgroup,where enuresis was present
but %as gotAthe.presenting problém. |

In both groups the majority of mothers were in the 29 - 39 age bracket
, and of the Jewish religion. This is indicative of-the general population
at the clinic where the majority of themothers are in their mid-thirties,
'énd, in 1953, a study made indicated that forty-three per cent of the
clinic population was Jewish, thirty per cent Protestant; and twenty-one
per cen®t Catholic.

A1l of these boys were living with their natural parents and in
only thréé instances were there others than thé natural family living in
the household. This occurred three times in tﬁe PRESENTING group. In one
home there was a patermal grandfather present, in another a paternal grand-

mother and in the third a maternal grandmother

1 .
The Douglas A. Thom Clinic fer Ghlldren, Inc. Annual Report,
1953, page 7.
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The following table, Table 1, illustrates the relation in both groups

of age of mother and the religion of the family.
TABLE 1

AGE OF MOTHER AND RELIGION

PRESENTING Protes- ¢ OTHER  Protes-
Age Catholic = Jewish tant : Age Catholic  Jewish tant
20-29 1 - - : 20-29 - - -
29-39 —_— 6 2 $°29-39 1 6 1
39-h9 - 1 - 'z 39-U9 - 1 -
549-59 - - - e 1 -

L9-59 -

"“Tables 2 and 3 indicate the relationship in both groups in age of

mother, first, to her education and then to the fathers.

TABLE 2
AGE OF MOTHER TO OWN EDUCATION

PRESENTING o OTHER
Age B Grammar High OOllege : A-ge = - Grammar . High College
20-29 - 1 - : 20-29 - - -
29-39 1 L 3 : 29-39 1 l 3
39-h9 - - 1 : 39-49 - 1 -
19-59 - - - : 19-59 - - 1

TABLE 3
'AGE OF MOTHER TO FATHER'S EDUCATION

PRESENTING ' . OTHER
Age’: ~ (Grammar High College : Age  Grammar . High College
20-29 - - 1 '+ 20-29 - - -
29-39 - 3 5 :729-39 - 3 5
39-49 - 1 - 3 \39-)49 - 1 -
49-59 . - - - : L9-59 - 1 -
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In the matter of income the members of the OTHER group had on the
whole a slightly higher income. This is shown in Table L.

TABILE 4
INCOME OF GROUPS

Growp $3,000 - $5000  $5,000. - $7000 $7,000 to $10,000 Over
a $10,000
PRESENTING 5 3 . - _ 2
OTHER 1 ' g 3 1

In the matter of income, howeyer,.dnring a recent study at the clinic
it was estimated that, in general, parents(presenting themselves at'the
Thom clinic appear to underestimate their income, so tﬁat'it,could be
speculated that the majority would fall into the middle income group of
$5000 to $7000, or lower middle class. |

Regardless of income the mobhers of both groups of children were not
employed outside the home except for one mother in the PRESENTING group.
In this instance the mother had an M.A. in Bducation, and taught part time
in night school. This was a family where the income was small, and in-
sufficient, since the father éttempfed to maintain the family by buaying
and selling ladies handbags on commission.

In considering the father's occupation, the following prevailed as
shown in Table 5. '

TABLE 5
FATHER'S OCCUPATION

Group Unskilled Semi-skilled Salesman White Professional
Collar
PRESENTING 1 1 b 2 2

OTHER 2 1 3 1 3
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" As noted from Table 5 at least half of the fathers were semi-skilled
or white collar workers. In the professional cateéory; the PRESENTING
group included a business executive, and a bank officer. The OTHER group
included a comtractor, a dentist, and an engineer.

As stated before all of these boys were in the latency age groué
ranging from 6 years to 11. The PRESENTING group tended to have younger

boys than the OTHER group. This is noted in Table 6.

TABLE 6
AGE OF BOYS
Group . 6 7 8 9 10 1
PRESENTING 2 . 3 1 I - -
OTHER - 2 2 2 1 2 1

As to position in the family more than half the boys in each group
were first children. This is shown in Table 7.

TABLE 7
ORDINAE POSITION

Group _ SN - 3
PRESENTING 6 3 1
OTHER - T 2 1

Table 8 shows that in no insbance were these boys only children.

TABLE 8
NUMBER OF OTHER SIBLINGS

Group 1 2 3 kL 5 6

PRESENTING ly 5 1 - - -
OTHER. - 6 2 1 - - 1
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At least three-quarters of the families, however, came from families
Qf no more than three children, which indicates further similarity in these
groups of children.

Table 9 examines the age to grade in school. Appropriate age to
grade indicates any boy who was within twelve months of the age considered
average, in our culture, for grade, i.e. six years for grade one, etc. Any
boy more than twelve months asbove the age considered average was considered
inappropriate.

Table 9 shows an additional similarity in the two groups, since more
than half in each group were situated appropriately. This is somewhat dif-
ferent than many children in the clinic who are so absorbed in their inner
conflict that they have little energﬁ to expend on learning.

TABLE 9

RELATTONSHIP OF AGE TO GRADE

GROUP Appropriate age to grade Inappropriate age to grade
PRESENTING 6 . .
OTHER. » 7 . ' : ' 3

Of those boys in inappropriate grades the retardation was very slight,
in two instances in the PRESENTING group all L were repeating one grade,
but 2 were age 9 and in the fourth grade, one 7 in the second, and a fourth
almost 10 and in the third. In the OTHER group there were three one grade
behind bub, in addition, were doing poorly.

Thus in background characteristics the PRESENTING group and the
OTHER group are strikingly similar. Most of the mothers of both groups

afe in the age range 29-39, and more than half are of the Jewish religion.
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In addition these mothers had at least a high school education and four in
each group had a college education. The fathers' education was similar
and the majority were employed above the semi-skilled class, either as
salesmen, white collar workers or professionals.

More than half the boys were first borm; all had siblings and the
majority were in the appropriate grade to age of boy.

Information about the Symptom

Even before the application, at the time of referral, it is of con-
cern to the social worker to know the community source that referred the
family. In this sample the majority of children in both groups were re-
ferred by the family aoctor, one in the PRESENTING group was self-referred.

Table 10 shows the source of Referrzl.

TABLE 10
SOURCE OF REFERRAL

Pedia- Doctor and School - Other Other

Group trician Medical psychologist Social psy. Self . Friend
Clinic Service

PRESENTING 3 3 1 1 1 1 -

OTHER 3 - 3 2 1 - 1

Many ofvthese famiiies had.preViously consulted their family physician
about this problem even when‘thé eventual referral had come from the school
psychologist. Another psychiatric source frequently consulted was a child
guidanée clinic.in the same community which treats younger children.

The precipitating factor which fiﬁally got the child to the clinic
was not clearly established although the presentlng problem is 81gn1f1cant—

1y different in each group. In the PRESENTING group enuresis is llsted




27

as the first and most disturbing symptom while in the OTHER group it is
mentioned, but little concern is shown. The all pervading concern is for

gsome other symptom. This is shown in Table 11.

4

TABLE 11
PRESENTING PROBLEM

Poor
Group Enuresis 522201 Tmmature Phobia Aggressive Nervous
PRESENTING 10 - - - - -

OTHER - b 3 2 1 -

Of *he mothers of the boys in the PRESENTING group who listed
Enuresis only three mentioned additional problems. Two of these mentioned
‘poor school work, and one that her boy was also immature. With the mothers
of the OTHER group enuresis was mentioned only as an after-thought but in
addition to the presenting problem two mothers mentioned that their child
was nervous and another that he was immature.

Table 12 shows the number of children who had previously been trained,
and those who had not. Here the term -never trained- is used to indicate
those boys whose mothers camnot recall their having control over emission
of urine at night for a period of at least a year. Recurrence indicates
those boys whose mothers recallbthat'they'did have qontrol over emission
of urine for at least a year and then reverted to wetting. Table 12 is
shown on page 28.

In both groups although the mothers expressed differing views bn the
importance of the’symptom their children's response to training had evi-

dently been the same.
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TABLE 12
DURATION OF SYMPTOM

Group Never trained Recurrence
PRESENTING 7 3
OTHER 7 3

The mothers in the PRESENTING group used many methods of punishment to
correct the symptom. Table lB'indicates the many methods of punishment
used by the mothers in this group in order to correct the symptom. Here
the term "physical punishhent“ indicates the use of physical force such as
épénking.. "Withdrawal of love" is behavior on the part of the mother
characterized by lack of response or verbalization of great disapproval.
UNagging and scolding" is behavior on the part of the mother characterized
by reiteration in a whining or strident voice disapproval of the child's
actions. "Praise! is as defined by Sears, Macoby, and Levin, "a symbolic

reward implying approval or affection.”
Mothers' Attitudes

TABLE 13
MOTHERS' ATTITUDE TO SYMPTOM

PRESENTING GROUP

Mother Physical  'rendfawal Naggiog Praise
Punishment - love Scolding
1 - 1 1 -
2 1 1 - 1
3 = 1 - -
h - 1 - -
5 1 1 1 -
6 1 1 - -
7 1 - 1 -
8 - 1 - -
9 - 1 - -
10 - 1 - -
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In the OTHER group mothers ignored the symptom except that two used
praise.

In the PRESENTING group a withdrawal of love would be a mother who
constantly told her son it was all his fanlt and ridiculed him for wetting,
another who shamed her child, another told the child she did not love him
because he was bad and that he would grow up and go to jail.

In the OTHER..group, in ignoring the symptom, one mother said that she
felt it was cfuel to wake up her boy at night to go to the bathroom, another
reported she had a washing machine, and the doctor said.he would stop be-
fore he was married, while a third thought that it was hereditary in her
son since his father wet the bed uﬁtil'he was elght and the paternal grand-
mother until she was twenty.

It was then felt important to look at whether these mothers had made
any prior atfempts to solve the problem and to relate thisAto the duration
of the problem.

This seems important since one would feel that prior atbtempts to change
the situation would indicate a desire for change. See Table 1.

TABLE 1l
PRIOR ATTEMPTS BY MOTHERS

PRESENTING Never Recur- : OTHER Never Recur-
Source Trained rence : Trained rence
Pediatrician 2 1 : 2 -
Social Service 1 - : - -
Psychiatric Clinic 1 - - -
Medical Clinic 2 1 - -
School Psychologist 1 i - -

None 4 :
Friend s - 2
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In the OTHER group of mothers they had done little to cope with the
symptom of enuresis except in two instances to consult their pediatrician
and in two instanées to‘consult with friends. However, they had endeav-
ored to cope with other presenting problems which they considered more
crucial. In two cases of phobia the mothers had previously consulted
other mental health clinics and in two cases, of the child being very im-
mature, the mothers had consulted a pediatrician. Howéver, the six other
mothers were pressured into consultation by others. One stated that the
Y.M.C.A. worker stimulated her into considering her son's difficulty, four
were motivated by school comnsellors and one by a social worker at the
¢linic where the mother was receiving treatment for her own personality
problem. All of these mothers showed ambivalence as to whether their son
had a problem.

In regard to the symptom many of the families in both groups had con-
sulted their family pediatrician, and the majority in the OTHER group had
beeﬁ referred by other than medical sources. The symptom of enuresis was
the presenting problém.in all the PRESENTING group but was not in any of
the OTHER group. However, the results were exactly the same for both
groupé although the symptom had been handled differently.

Table 15 indicate& the mothers! attitude toward her own schooling.
For this Table and hereafter in this bhap.ter, the terms of Yaccepting,"
Uambivalent!, and "rejecting?, shall be wnderstood to mean:

Accepting is a positive recognition and permission
for the needs of another.

Ambivalent is feeling positively and negatively at
.the same time toward the needs of another.

Rejecting is the withdrawing of libidinal investment
in the needs of another.
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5
TABLE 15
MOTHERS ' ATTITUDES TO SCHOOL

Group Accepting Ambivalent Rejecting Unknown
PRESENTING b 2 - b

OTHER 3 - 3 N

As is seen four members of eaqhvgroup did not speak of their school
at all.
An exémple of the attitude of acceptance was one mother who said:
"] did well in school®, of ambivalence "I'm not sure I did well®, and
that of rejection as YSchool was alﬁayé miserable, I couldn't learn any-
thingh. |
Leés than half of the mothers spoke of their attitude to their peers.
In eaéh group four mothers.spbke»oflattiéude to peer relationships. in
theiPRESENTING group oﬁe ﬁas accepting; two ambivalent, and one rejecting.
In the OTHER‘group'one was ambivalent, and four were rejecting.
‘Table 16 shows the attitudes of'theAmothers to their own childhood.
In this Table and hereafter in the chaptér‘the terms “happy', %overpro-
tective®, and H"unhappy" will be undérétood té mean

Happy'indicates an appropriate gratification of ego
needs.

Overprotective indicates a need to shelter the child
wnrealistically from environmental influences.

Very.unhappy indicates very little gratification of
ego needs.

Table 16 appears on page 32.
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TABLE 16
MOTHERS' ATTITUDES TO HOME

Group Happy  Ambivalent - Over Protective Very Unhappy
PRESENTING 3 1 , 1 5
OTHER 3 2 - | 5

In the PRESENTING group those mothers who spoke of their childhood as
happy said, f'mother was wonderful, and father an angel; I had five devoted
sisters; we were a very affectionate family": ‘those ambivalent as "mother
Was»téonderful, but my brother geot all a‘otention;" to rejection where a
a mother reported she was punished severely, had two feeble minded brothers,
and a very depriving mother. |

In the OTHER group, an example of_ "happy was the mother who said her
mother was wonderful and she had a clo;e family, while the ambivalent
spoke of her home being "“generally good"but I was a dopey kid who con-
formed tqo muchtt. vAnd the rejectingwas Mmy mother was alcoholic I some-
times had to go and finc'i her, and bring her home; my father and mother
went years without speaking and I waé the go—between."‘

In mothers' attitudes to their sons, their atiitudes towards school,

peers, and home were again looked at. This is shown in Table 17.
TABLE 17
MOTHERS' ATTITUDES TO SON'S SCHOOL

Group Accepting Ambivalence Rejecting
PRESENTING 5 \ 3 2
OTHER 2 2 6

Here there is a great divergence, and this can be partly explained by
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the fa;:t that the presenting problem in the OTHER group freguently in-
volved school difficulties. In the diagnostic interviews six mothers in
this group mentioned acting out in school, repeating a grade, disliking to
go to school, and being "kicked out".
In Table 18 the mothers' attitude to her son’.s peers is shown.
TABLE 18

MOTHERS' ATTITUDES TO SON'S PEERS

Group Accepting Ambivalent Rejecting Unknown
PRESENTING 3 5 | 1 1
OTHER - - 2 6 2

Here again more than one-half of the mothers in the OTHER group saw
their sons as unable to get along well with others their age. Ih: oo
The most positively that any mother quke about this was "he would like to
have friends but it's hard work for him.® The six mothers whose attitude
was rejecting said he has no friends, he rarely plays with anyone, and the
kids call him stupid.

Table 19 indicates the mothers' attitude to their soms at home.

TABLE 19

MOTHERS ' ATTITUDES TO SONS AT HOME

Group Accepting Ambivalent Overprotecting Rejecting
PRESENTTING 1 1 6 2
OTHER - 1 5 L .-

It is interesting here that, in each group, imlonlycone:instance were
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the mothers accepting. This was indicated by the PRESENTING mother who saw
her child as a genius, and the OTHER mother who said he was extremely gen-
erous, always well mannered, and_never aggressive. In the.groups in which
the mothers overprotected their children there were elements of rejection
"L féed him and care for him but sometimes he makes me so mad and I fly
 off +the handie." Another mother told of dressing her boy although he is
nine years old, but then said, "he couldn't do anything right." In the
actual rejection in the FRESENTING group one mother said, "he repulses me,
I wonder if he is crazy!. Atibirth, she said, she Yold the doctor she was
afraid she didn't like this child and he still exasperates her with very
repulsive manners.

Only in the area of attitudes in the home is there sufficient data
to relate the mother's attitude to her own childhood'iﬁ her home and her
attitude to her son.

In the PRESENTING group the mother whose own childhood was acceptable
was accepting of her son. The mother who was ambivalent about her own
childhood was overprotectivé of her son. In the five cases where the
mothér'spoke of her own mother as rejecting, in three insténces she
overprotected her son, and in two she rejected.him.

In the OTHER group, of the three mothers who described their own
childhood as acceptable, two were overprotective of their son, and one
was ambivalent. Two mothers who exXpressed feelings of ambivalence about
their own.chiidhood.were ambivalent or overprotective of their sons. OFf
the five mothers who were rejected at home three mothers were overpro-
tecting, one accepting, and one ambivalent.

Since ‘the mother!s attitude to her son is sometimes a reflection of
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her attitude to her husband it is interesting to look at this manifestation.

Hamilton questions: "How much is the parents' distructiveness directed
toward the child and how much is displaced from another person - the hus-

2
band for instance.mn This is shown in Table 20.

¢
TABLE 20

MOTHER'S ATTITUDE TO HER HUSBAND

Group Accepting Ambivalent Rejecting .
PRESENTING 5 3 2
OTHER 3 5 2

One acceptlng mother spoke of her husband as "a wonderful husband
and an ideal father, we see eye to eye on everything." One ﬁother whose
attitude was ambivalent said: 9T don't respect him much but he lets me do
as I please." The mothers who spoke of rejection spoke frankly. One said,
"My husband is self-centered and insensitive; he is critical of me. We
have a poor marriage."

In Table 21 the mothersﬁ attitudes to their soﬁs in relationship to
their attitudes to their husbands is shown.

TABEE 21

MOTHERS' ATTITUDES TO THEIR SONS TO THOSE TOWARD THEIR HUSBANDS

]

Attitude to son  Accepting Ambivalent Rejecting
PRESENTING OTHER PRESENTING OTHER  PRESENTING OTHER
Accepbing - 1 - - - -
Ambivalent - 2 - 1 1 2
Overpro-
tive L - 2 h 1 2
Rejecting 1 - 1 - - -

2Gordon Hamilton, Psychotherapy and Child Guidance, p. 283.
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Here the attitudes of ambivalence and overprotection prevail both in
the mother's attitude to her husband and to her son, which suggests feel-
ings of hostility.

Where the mother placed responsibility for the problem was then ex-
plored. This is shown in Table 22. )

TABLE 22 .
MOTHER PLACED RESPONSIBILITY FOR PROBLEM OF ENURESIS

Self ‘Child's
Group Blame Confusion He can't help it Fault Physical
PRESENTING L 2 1 3 -
OTHER 1 2 3 2- 2

In Table 23 is shown the mothers'! accepting of the symptom.
\ - o
TABLE 23 |
MOTHERS ' ACCEPTANCE OF SYMPTOM OF ENURESIS
Group Acceptable Tairly . Fairly Unacceptable
, Acceptable | Unacceptable

PRESENTING - 2 3 | 5
OTHFR - L 6 ' - -

It is noted that the definition acceptable can be illustrated by the
mother who said, "bed wetting is no problem, his father wet the bed until
older; this is natural for boys," and fairly acceptable as "I don't like
it but I can tolerate it." Fairiy wmacceptable as, "I don't like it,
because I think he is lazy," and unacceptable as "I am.diséﬁsted at a
wet Bed.‘ It is repulsive to me and.makeé me nervoﬁs; it is so much extra
wash."

Tt is noted that in the OTHER group the enuresis was either accepta-

ble or fairly acceptable in ali cases. This appears to be because the
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mothers were greatly concerned about the presenting problem which in this
group was not enuresis and could then accept the enuresis. They expressed
this in "he will outgrow iﬁ", - "hig brother won't eat, that's worse;"
"it's becanse of his room phobia,® and .”I am concerned about his school
woz_‘k."

Following this the mother's attit.ﬁde to change was explored. This
is shown in Table 2li. - |

TABLE 2k
MOTHERS ' ATTITUDES TO CHANGE

Fairly Fairly Impossible

Group Possible .
Possible Impossible
PRESENTING b 5 1 -
OTHER k 3 _ 2 1
Table 25 shows mother's attitude to who will de work.
TABLE 25
MOTHER 'S ATTITUDE TO WHO WILL DO WORK
Group Clinic Will Ambivalent T will
PRESENTING 6 1 3

OTHER | 6 h -

In each group more than half felt that, by some magic of the clinic,
all would be worked out. Such expressions as "I waht to told what to do -
like you are neglecting your child and you should devote half an hour a
day to him", or "find out what is-wrong and tell wus®; "it is all in your
hands"; orvtvhe mﬁbivalent who say "I don't know if iie ﬁas a problem, the

Y.M.C.A. says he has'"; "I'm not a psychologist, I don't know;" or those
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who were willing to involve themselves and said, "I need help myself" or
"4ell me how I can be at fault.®
The mother's attitude to change was then compared with who will do

work, and this is shown in Table 26.

TABLE 26

MOTHER'S ATTITUDE T0O CHANGE COMPARED TO WHO WILL DO WORK

[

PRESENTING : OTHER

Atti- . Anmbiva- ) : Atti- Anmbiva-

tude Clinic lent Iwill : +tude Clinic lent I will
Possible - 1 3 f Possible N - -
Fairly ; f Fairly

Possible 6 - - . Possible 2 1 -
Fairly Im- - ‘ Fairly Im-

possible - - - ° possible - 2 -
Impossible - - -  Impossible - 1 -
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CHAPTER V

SUMMARY AND CONCLUSIONS

This has been a study of the significance of the presenting problem
in regard to the maternal attitudes toward enuretic latency age boys. The
study‘wasvconfined to the application and diagnostic interviews in a child
guidance clinic. A comparison was made between two groups of mothers; one
group mentioned enuresis as a presenting problem; the other, although en-
uresis was present, did not mention it.

The first area explored was the béckground characteristics. It was
seen that the mothers in both groups were between 29 and 39 years of age;
that more than half were of the Jewish religion, and that the education of
the fathers and mothers of both groups was similar. In general, too, be-
cause of the income andvjob status of the father one would consider these
families to be lower middle class. These charactefistics not only re-
vealed similarity between the tﬁo groups but were gimilar to the general
clinic population. All of the boys were of the latency age but the OTHER

. group tended to be somewhat older than the PRESENTING group. None of the
PRESENTING group was over mine years of age but the OTHER group had two
ten—yeér—olds and one eleven.

This, however, does not seem significant since these boys are still
in +the age range of latency and would be concerned with similar problems
relative to this time in their lives.

More than half of the boys inm both groups were first children. It

might be conjectured that, therefore, the age of the mother was yonngér in
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these boys' early years. In addition the newness of her role might lead to
insecurity which would influence her handling of these children. However,
we have no information as to how these mothers felt about their pregnancy
and subsequent motherhood, and therefore little on which to base this.

A1l of these boys had siblings, three-quarters of both groups came
from families of three children which also is indicatiye of the general
clinic population. Most of the children were in appropriate grade for
their age. All of this information indicates a homogenelty of background
characteristics.

The next area explored was the symptom. Thg first point looked at
was the source of referral and there the majority of the PRESENTING group
had been referred by a medical clinic. The majority of the OTHER group had
been referred by another community resource, the school psychologist, or
other psychiatric or social service sources. This may be because of the
attitude of the mother to the problem. The possibility is that where the
mother saw the crucial problem as enuresis she had first, in general, con-
vsultéd a medical source. Where the crucial problem was seen by her as a
phobié, poor school work, or immaturity she had usuwally been pressured into
coming to the cliﬁie by anocther community source.

The symptom of enuresis was the cricial problem in the PRESENTING
group and for the OTHER group poor schbol‘work, immaturity, or a phobia.
Where enuresis was the importanﬁ iséue the mothers had attempted to manage
this in many ways, but where it was not the issue they had done very little
gbout it. However, this difference in handling and attitude had the same
outcome. Seven boys in each group had never acquired training and with

three boys in each group wetting was a recurrence. This would seem to




indicate that enuresis was serving %o relieve an inner conflict and there-
fore responded little to either excessive attention, or none at all, on
the part of the mother.

Following this the mother's attitude to the sympi:om was explored and
it is here that there is great divergence in each group. In the PRESENTING
group where the mother saw enuresis as the important issue .she had tried to
treat the symptom in numerous ways. Almost all awakened the boys at night;
shamed them, physically punished them; rewarded them, and two éventual'ly
bought euretones. Their concern about £he symptom pervaded their attitude
to their sons. In the OTHER group although these boys were enuretic also
there was an almost complete lack of effort on the mother's paft to change
the behavior of her sorn in this area. Her attitude was tha‘b the symptom
was inherited, or due to some other problem which if removed, would lead
to the cessation of enuresis. This divergence of attitude was further
confirmed in the area of whether these mothers considered the symptom ac-
ceptable or unacceptable. In the PRESENTING group three-quarters of the
mothers considered the symptom fairly or totally unacceptable, whereas in
the OTHER group the ﬁother_ considered the sympfom acceptable or fairly ac-
ceptable. |

These findings would be important to 'Ehe social worker in a child
guidance clinic since although basically the attitude of the mother to her
son may be the same, her attitude to the symptom is different. She will
then be helped only if the worker realizes that "This first center of con-
cern is not necessarily the basic problem; it is rather the one the client

finds uppermost in his anxiety at a given time. The caseworker must start
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with the client where he stands."l It is important to explore what the
mother feels is critical rather than to push the boy and his mother into
categories because the child shows symptoms of enuresis.

The next area covered was the mother's attitudes first to her own
childhood and then to her boy's. This was done in three areas, school,
peer-relatioﬁships and home.

Material about the mother's attitude to_her own schooling and her
peers was available from 6 mothers in each éroup. In the PRESENTING group
more than half of them were accepting of school while of the number in the
OTHER group was divided equally between acceptiﬁg and iejecting. These
mothers! attitudes to tieir-sons! schooling was somewhat comparable. The
mothers in the PRESENTING were accepting of half of their boys in the
areas of school and only rejecting of two, while the OTHER group of mothers
were rejecting of 6 in the area of school. In the mothers' remembrances.
of their own home 1life half the mothers in both groups remembered their
own home life as very unhappy. ‘Three of the ten remembered life in their
own homes as very happy but this is questionable and is perhaps due to
their inability to express hostility to their own parents, for in most
instances these home relationships sounded too idyllic. Regardless of
their attitudes to their own home relationships these mbthers were largely
overprotectiﬁe or ambivalent to their boys. .This raises the question of

unconscious rejection and bears out Gerard's findings in a number of the

1
Perlman, Helen. op. cit., page 30.
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mothers of enuretic boys stuéied by her, "The largest number of mothers of
the neurotic boys were on the Whole‘u.nconscious of their re'jection but the
attitudes were disclosed by their mechanism of overcompensation evidenced
in their bebhavior toward their sons. These ﬁomen were excessively over-
solicitouszand fearful of injury of the patient, as well as constantly
sup‘ervising and, directing him in all his aotivities."2

In the PRESENTING GROUP 6 mothers were overprotective, and several
spoke of dressing their sons even at 8 years, of being nervous aboulb them
at all times as "they are so precious." In the OTHER group the mothers
also were overprotective but were somewhat more ambivalent about it.
Gerard's findings of the relationship of mothers to their husbands and to
their sons, however, was not borne out here. | "Tn several instances the
boys were identified with a consciously rejectgéd 'husba.nd and these mothers
admitted that they could not love the particular child as much as the
others because of the resemblance to the unloved 1'_n_'tsbands.“3 This does
not appear in the sample in this study since onlyA two*mothérs.ﬁ_n each
group openly rejected their husbands although at least half were either
ambivalent or rejecting. The twd who openly rejected their husbands were
ambivalent or overprotectiire of their sons.

The mothers' perception of their sons' ability to change and ‘of who
will do the work was next explored. This was in relation to the symptom.

The results remained primarily the same in both groups. In both groups

2
Gerard, op. cit., page 138.

3Gerard, op. cit., page 138.




the majority of mothers felt that their sons' ability to change was at
least fairly possible and more than half felt the clinic would do the

work. This, however, i§ frequently found in the general clinic population.
Mothers first applying often have a magical belief in the omnipotence of
the clinic. However, in the PRESENTING group at least 3 mothers were able
to face their own involvement at this early stage of treatment. None of
the mothers in the OTHER group were able to do this.

It appears, therefore, that the most striking difference in these
groups is in the area of the mother's attitude to the symptom, whether she
considered it crucial or noﬁ. This“should be of interest to soéialvwork~
‘ers in considering parents as they come to the clinic, and in meeting the
mother where she is and where she 1s willing to start in treatment.

vIt is basic in beginning the application and diagnostic process in
child guidance that "we notice and accept rather than explore."h Frequent-
1y the mother has waited a long time to get to the clinic and is fearful of
what will be expected of her. The caseworker's task is to form a relation-
ship for without this she cannot work. The worker's first task is to
listen without reservation to tﬁe mother's presenting problem; that is
why she has come. Also, unless the worker listens she does‘not know the
precise'nature of the problem. Only if the worker can listen comforta-
bly and openmindedly for the mother to present her problem in her own way
can the mother begin to relate productively.

Scientifically caseworkers know that people can more easily ask for

Hamilton, Gordon, Social Case Work, p. 29.
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help if they project their difficulties on an external factor - here the
child's problem. The mother must project her attitude away from herself
as she proceeds to the attitude being her's. However, her attitude to the
-presenting probiem as she portraj%‘it will show the worker her attitude to
ber child and to the worker.

It is important to remember that the mother comes for help with the
child and is not, in the beginning, asking for help in her relationship
to the child. Thé child guidance clinic's very structure gives her a de-
fense. Caseworkers are naturally'orientéd to work with the mother in a
disturbed parent-child rélationship, but this assumption is erroneous.

The mother first thinks of the symptom rather than her relationship to
the child and, classically, continues to present the child's problem far
into the relationship. If the worker fails to stick with the problem as
the mother presents it, but shifts the focus to another area for the sake
of the work involved, this will appear to the mother as rejection of her-
self and the child.

Initially it is known that in general the mother comes to the clinic
feeling guilty around her own involvement and anger at the necessity for
coming to the clinie. She can more easily express these feelings around
the presenting symptom. If the worker refuses to acknowledge the present-
ing problem and to shift the areas of guilt and hostility the mother may
become so frightened or angry that-she will act out her rejection and
fail to return. In a child guidance clinic, it is the worker's task to
free the mother to allow her son to receive help.

Tt is clear from the small sample in ‘this study the different mean-

ing which enuresis has to these two groups of mothers. Whatever each
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mother shares as the presenting problem is the place at which the case-
worker should start. This is basic and yet is apt to be forgotten in get-
ting on with the work of the particular agency in which the worker finds
himself. The general acceptance of this is noted in the movement of child
guidance clinics who are no longer interested in long history taking with
the mother but in the problem as it incapacitates the mother-child-rela-
tionship today.
A next step in consideration might be a study leading %o an exam-

ination of the reason why one group of mothers presents this symptom and
another does not. It might be speculated that familial patterns in some

instances lead to an ungquestioning acceptance of this symptom.
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APPENDIX

SCHEDULE

I. BACKGROUND CHARACTERISTICS

Age

Appropriateness of school grade
Health

Nationality Background

Religion

II. COMPOSITION OF HOME

Ordinal Position
Other members related
Other menbers wrelated

Siblings

ITL. SOCIO-ECONOMIGC

Tncome

One'or Both Parents Working
Educational Background of Parents
a. Grammér School

b. High School

c. College

Father's type of Job

a. TUnskilled

b. Semi-skilled

c. Skilled

d. Professional
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IV. SYMPTOM
1. Duration
a. Always

b. Recurrence
2. Prior Attempts to Solve
a. Other Social Service
b. Other psychlatric service
c. Consultation with physician
d. Discussed with friends
V. HOW THEY GOT TO CLINIGC
1. Method of'reférral
a. Self
- b. Doctor
c. Others:
2. Precipitating Factor
VI. MOTHER'S ATTITUDE TO OWN CHILDHOOD
1l. School
a, Accépting
b. Ambivalent
c. Rejecting
2. Recreation
a. Accepting
b. Ambivalent

c. Réjecting
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VIT.

Peer Group

a. Accepting

b. Ambivalent

¢. Rejecting

Home

a. Accepting

b. Ambivalent

¢c. Overprotection

d. Rejection

MOTHER 'S ATTITUDE TC SON

l.

School

a. Accepting

b. Ambivalent

c. Rejection
Recreation

a. Accepting

b .‘ Overprotecting
¢. Ambivalent

d. Rejecting

3, Peer Group

a. AMAccepting
b. Overprotecting
c. Ambivalent

d. Rejecting
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VIITI.

. Home
a. Accepliing
b. Overprotection
c. Ambivalent
d. Rejecting
MOTHER'S ATTITUDE TO HUSBAND
a. Accepting |
b. Ambivélent
c. Rejecting
HOW PROBLEM HANDLED
1. Physical Punishment
2. Withdrawal of Tove
3. Isolation
li. -Praise
MOTHER 'S ATTITUDE TO SYMPTOM

1. Acceptable to

wnacceptable
2. -Responsibility
a., Others b. Own Fault
3. Change
a. Possible impossible

b. I will do work

c. (Clinic will do work

e
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