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Abstract

A sample of 114 children in 18 outpatient psychiatric clinics were
studied over a one year period. Demographic data on the parents and the
child, a2 behavioral complaint check list, and psychlatric decisions were
collected in each case. The characteristics of the case which might lead
to diagnosis and treatment strategies were examined. A number of
characteristics of the case were related to treatment decisions: (1) very
young children were usually not diagnosed as needing help, (2) young,
educated mothers were more likely to bring a child to a clinic without the
need for treatment for the child, (3) having the father return after a
long absence often resulted In a child being brought for treatment, and
(4) generally, children who are taken to a psychiatric clinic and who are
not diagnosed are signals that parental or conjugal problems are present.
|f parents are treated, treatment is completed. |f the child Is treated,

treatment Is likely to be terminated prematurely by the parent.
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Children in Therapy as a Signal

for Help for Parents

Parental problems are often reflected In family relationships, including
disturbances in the behavior patterns of children (Ackerman, 1970). Bringing a
child to the clinician may be a more acceptable way for adults to reach out for
help.' When the.chlld is offered as the presenting problem, the clinician's
judgment is taxed to arrive at a2 clear definition of the problem and to develop
a positive treatment strategy. When a child's behavioral dysfunction is
evident, screening procedures, diagnostic processes, and treatment strategies
have been fully developed (Kessler, 1966). But strategies and procedures to
attend to familial proolems are difficult to develop when the child is
presented as a token patient (Sager & Kaplan, 1972).

When a2 child exhibits maladaptive behaviors in school or at home, inter-
vention often mobilizes parental support and soclal reinforcement as effective
modes for correction (Gordon, 1970). The strategy to intervene ty involving
parents Is quite different from being aware of primary parental or conJugaf
problems which need treatment.

What are the consequences of not recognizing the primacy of the parental,
conjugal, or personal complaint of the parent bringing the child for diagnosis
and treatment? What charac*eflsflcs of a presenting symptom pattern In a child
might alert the cliniclian to the possibllity of the child being offered as an
Introduction to help for the parent? Ihese questions constitute the Impetus
for a detalled analysis of the rationale for screening chitdren In outpatient

clinics and Intervening with the parent on parental problems.
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Method

Subiects

Data was collected from a sample of |14 children in 18 outpatient clinics
over a one year period. The children ranged in age from 2 to 17 (mean = 9.8,
sd. = 3.3). Severty-one percent of the population were méles. The children were
taken to the clinic by mother in 92% of the cases. The mother listed the following
complaints: (1) school problems, 79%; (2) behavior problems at home, 20%, and
(3) “rouble with authorities, 1%. The problems of the children were rated by
the clinician as follows: (1) school problems, 59%; (2) behavioral problems at
homes, 18%; (3) parents not getting along, (2%, and (4) other problems, |i%.
Procedure

Demographic data on the parents and the child, a behavioral complaint
check list, and the reason for the visit fo the clinician were completed by
the adult who brought the child to the clinic. The clinician recorded his
impression of why the child was brought to the clinic; who had the idea to bring
the child; the diagnoses; the disposition of the case, i.e., hospitalization,
outpatient treatment, referral, or no further treatment; and the number of times
the ¢hild was seen.

Data Analysis

Eta coefficients were used tfo examine the relationships among the demo-
graphic, behavioral, and clinical data gathered. Primary Interest was in those
cases In which no clinical dlagnosls was made, reflecting some cases of the

child being offered as a sign of family problems.

|
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Results

The following major findings summarize the results from the examination of
the strategy to refrain from diagnosing the child. The lack of diagnosis for
the child coupled with the offering of treatment for the parent reflects the
sensitivity of the clinician to looking past the presentation of the child as
problem. The results are summarized in Table |I.

(1) The younger the child, the greater the likelihood that the chi!d
was presented as the patient but was not so diagnosed by the clinician (n = .43).
The young child in a new marriage may bear the load of frustration of mother
and may become the signal for problems and concerns.

(2) The young, educated mothers present their children as problems.
The younger the mother(n = .31) and the greater the level of education
(n = .20), the more likely is the child to be presented as a2 problem to the

clinican, but the clinician Is less likely to diagnose the child as a problem.

These figures suppert the results of the age of the child. The young mother in
a new family uses the child as an introduction to help for herself.

(3) Having the father In the home affer long absences, such as military
deployment, results in a greater |lkellhood that fhe.child will be presented
as a problem but will not be diagnosed by the clinician (N = .48). Father's

return to the home and continued presence there generates friction. This results

In the mother taking a child who may not manlfest extreme behavior problems to

the clinic.

(4) The fewer number of children in the family, the less likely the child

who is presented as a problem will be diagnosed as a problem by the clinician
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(n = .28). Young mothers with young children in small families appear to
find it easler to see the focus of their problems in their child.

(5) Children presented as problems by the mother, but who are seen by
psychiatrists as indlcating parental problems, are described by the mother es
"happy" ( n = .24), "making friends easily" (n = .14), "not being dejected
or sulky" ( n = .19), and as not having "temper tantrums " (n = ,[19).
Children who ultimately receive no diagnosis are seen in a very favorable
light by the mother in spite of the fact that the mother has brought the
child to the clinic obstensively because of the child's problems.

(6) If the clinician indicates no psychiatric diagnosis for the child,
there is a greater likelihood that "no treatment" will be recommended for
the child ( n = .39); but further analysis of the data reveals that where
outpatient treatment is given, those cases in which children are given no
diagnosis and family problems are reported, more visits are made by mother
and child than in cases of children with a specific diagnosis ( n = .65).

The treatment contract is more likely to be completed after more visits in

which children recelve no diagnosis.

(7) Cempletion of treatment is more likely in cases of "no diagnoses,"
where family problems are suspected (n = ,49). Again, this data appears to
reflect mother's involvement as the primary focus of the therapeutic process

rather than the child being the reason for the therapeutic intervention.
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Table |

Dynamics of the Child as the Presenting Problem

Factor

Age of the child.

The younger child was more likely fo receive no diagnosis.

Age of the mother.
Children of younger mothers were more likely fo not

receive a diagnosis.

Amount of education of the mother.
Children of rore educated mothers were likely to

receive no diagnosis.

Time father at home.
Children with fathers who had returned home atter long

absences were more likely not to receive a diagnosis.

Number of dependents.
The fewer the number of dependents in the child's family,

the more likely the child was to receive no diagnosis.

Chlld described as:
Happy

Makes friends easily
Not dejected or sullen

Not having temper tantrums

4a

eta coefficient

.43

5

<20

«28

« 20

.24

.19

.19

Sk
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Conclusions

Several features of the clinical pattern of children brought to the
clinic by mothers indicate a potential problem in parental interaction. If
the mother does not present a picture of disturbance in her child, is young,
and has had the father in the home after an absence, the clinician should be
alert to the possibility of the need to give direct services to the mother.
When no clear childhood diagnosis is given, parental intervention might be
required. Treating the child offen results in failure of the parent tfo
complete the therapeutic contract for the child. Recognizing the parental

stresses is more likely to result in more complete intervention.

References

Ackerman, N. W. (ed). Family prccess. New York: Basic Books, 1970.

Gordon, T. Parent effectiveness training. New York: Peter H.

Wyden, Inc., 1970.

Kessler, J. W. Psychopathology of childhood. Englewood Clifts, New

Jersey: Prentice-Hall, Inc., 1966.

Sager, C. J. and Kaplan, H. S. (ed.). Progress in group and family

therapy. New York: Brunner/Maze!, lnc., 1972,

—

—etoon




unclassified

SECURITY CLASSIFICATION OF THIS PAGE (When Date Entered)

READ INSTRUCTIONS
REPORT DOCUMENTATION PAGE BEEr o EeEr Y o T
\. REPORT NUMBER - 2.°GOVT ACCESSION NO.| 3. RECIPIENT'S CATALOG NUMBER
76-64 : :

{4 TITLE (and Subtitie) ’)s_ IYPE.QF REPQRI & PERIOD COVERED

AN o
/ RN sl 2 :"7 Final pe 1
//w Children in Therapy as a Sngnal for Help for \ re }*115

" Paren’rs, T PERFORMING ORG. REPBHRT NUMBER
]' 3 : i 3 . S N

P y AUTHOR(l) e, B. CONTRACT OR GRANT NUMBER(S)
”~ e ' E .

\h k Darrel’Edwards, Susan/Flchmanr.and Newell H./

’ jBerry ; teams .

9. PERFORMING ORGANIZATION NAME AND ADDRESS 10. PROGRAM ELEMENT. PROJECT, TASK
Naval Health Research Center /””*REA° WORKUNFYNUﬁ?ERS
Lttt Do ng PNO3, 07-301 I7 0

an Diego, CA 92138
11. CONTROLLING OFFICE NAME AND ADDRESS .RSDAORT DAT‘. -
H | Octgber—+976
Naval Medical Research and Development Command™~— e sosornerirse—
Bethesda, Maryland 20014 5
14. MONITORING AGENCY NAME & ADDRESS(/f different from Controlling Office) 15.

SECURITY CLASS. (of this report)

Bureau of Medicine and Surgery‘! ‘

o R SR Unclassified
b} 13- P
“~J 15a. DECL ASSIFICATION/ DOWNGRADING
Depf: of Navy NS b sCHEDULE =
Washington, D. C. 20375
16. DISTRIBUTION STATEMENT (of this Report)

distribution unlimited.

/'L}f\ NAVHLTHR SCHC=7¢ =64
.\afj

Approved for public release;

17. DISTRIBUTION STATEMENT (of the abstract entered in Block 20, if different from Réport)y—- ... 7_ S

—

Approved for public release; distribution unlimited

18. SUPPLEMENTARY NOTES

19. KEY WORDS (Continue on reverse side {f necessary and identify by block number)

outpatient psychiatry, children, treatment, parental problems, conjugal
problems, military families

20. ABSTRACT (Continue on reverse side {f neceseary and identify by block number)

‘T #Appearance of this material in the professional literature is in support of the

Chief of Naval Material's program for Military-Civilian Technology Transfer and
Cooperative Development. Military families experience stresses which result
in a child being identified as a problem and taken to the doctor. Navy psychl-
atrists and the service families would benefit from guildelines to effective
intervention. This study defined some of those guidelines. A sample of |14
children in 18 outpatient psychiatric clinics were studied over a one year

DD ,5on'5s 1473  EDITION OF 1 NOV 65 15 OBSOLETE

S/N 0102-LF-014 6601 unclassified

SECURITY CLASSIFICATION OF THIS PAGE (When Data Entered)

594 L 44

A




.

\ unclassified 1=
SECTU@IYV CLASSIFICATION OF THIS PAGE(H#hen Dats Entered)

3Qperiod. Demographic data on the parents and the child, a behavioral
complaint check list, and psychiatric decisions were collected In each case.
The characteristics of the case which might lead to diagnosis and treatment
strategies were examined. A number of characteristics of the case were related
to freatment decisions: (1) very young children were usually not diagncsed as
needing help, (2) young, educated mothers were more likely to bring a child
to a clinic without the need for treatment for the child, (3) having the
father return after a long absence often resulted in a child being brought for
treatment, and (4) generally, children who are taken to a psychiatric clinic
and who are not diagnosed are signals that parental or conjugal problems are
present. |f parents are treated, treatment is completed. |If the child is

freated, treatment is likely to be terminated prematurely by the parent. |
‘\ h
1
\

SECURITY CLASSIFICATION OF THIS PAGE(When Data Entered)

N . e



