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Preface

SOME six years ago a group of child psychiatrists felt the need for the estab-
lishment of an Association of Child Psychiatrists and those who were
necessary co-workers coming from cognate fields. It soon became clear
that the medium for the publication of researches and clinical experience
was a necessary instrument of communication. Today both the Association
and the Journal of Child Psychology and Psychiatry have succeeded in being
important vehicles for the discussion of the rapidly developing specialty.
Pergamon Press saw that the success of the journal gave grounds for the
shaping of a composite volume embodying the theories, methods and clinical
problems up to date. It was at first suggested that an Encyclopaedia of Child
Psychiatry was called for, or at least a handbook of reference for the growing
number of workers in the field. When the Editor was approached to consider
this proposal it was felt that both these suggestions were not only premature
but far too ambitious for so nascent a subject with so many affiliated disci-
plines. In accepting the invitation (with some trepidation) the Press and the
Editor came to the conclusion that there were reasonable grounds for de-
signing a joint endeavour which would mobilize the present attitudes to
theory, method, and the basic clinical manifestations and such social issues
which seemed to play so important a part in the lives of parents and
children. The passage of time, in the editor’s forty years of child psychiatric
experience, has begun to show that the subject seemed to disclose certain
basic theories and methods which were being employed, sometimes not
clearly expressed, which influenced the subsequent edifice of clinical ob-
servations and the therapeutic endeavours which urgent child problems
confronted the psychiatrist and his associates. The title Foundations of Child
Psychiatry seemed to fall in with the existing state of the subject, that is
that there were basic principles about which there was some measure of
agreement and which seemed to be a safe substrate area on which the edifice
of thinking and practice could be based. The demonstrative article “the”’
has been carefully omitted as it might well imply that these were certain
incontravertible foundation stones. These foundations are not all laid bare
but such as have been disclosed by a number of thinkers and workers are
a good basis for operational work. The superstructure of clinical work and
therapy can be altered as time enriches our data and gives ground for change.
It was obvious that no person could dare embrace the whole of a growing
discipline and therefore the co-operation of specialists was a prime necessity.
That such a collective was possible does, the editor claims, show that the
la CP ix



X PREFACE

many collaborators have a common interest, and can work together. The
table of contents will show that there are some serious omissions, that is,
subjects of growing clinical import receive scant attention. It was hoped to
have an authoritative chapter on the growing interest in the effects of minimal
brain injuries at the peri-natal period. This contribution was not forthcoming.
Further, and associated with this subject, was the important field of the
epilepsies and the episodic disorders of a like kind which present interesting
clinical and theoretical problems. There are other problems too which
biochemical advances throw up which psychiatrists cannot ignore, and the
sequelae of glandular dysfunctions which have grave mental consequences.
But these are in many respects the province of paediatric thought and prac-
tice which is becoming, as this volume shows, closer and closer linked with
child psychiatry. In other words, these issues are not ignored but may be
left to the pediatric field. This field of the close relations between paediatrics
and psychiatry has, we feel, been recognized by the inclusion of two chapters
representing American and British views.

Equally the growing interest in, and the striking new insights into the
genetics of mental subnormality justifies the considerable space allotted this
subject which has tended to be regarded as a study in its own right, and
properly left to special textbooks. But in a study of foundations as in
this volume, it was felt that it should be woven into child psychiatric theory
and practice. Social studies have also been given special weight in order to
stress the part that the family and the social situation play in the emergence
of psychological disorders and the need for a social orientation in therapy.

The editor expresses his indebtedness to the Directors of Pergamon Press
for having suggested the creation of this book and stimulated its production
as a composite work by prominent thinkers and workers in this field.



Introduction

OWING to the prominence that has been given in recent years to the Child
Guidance Clinic many are left with the impression that the overall study
and treatment of the psychological disorders of childhood stem from this
establishment. This had its origin in the United States where the munificence
of the Commonwealth Fund gave prominence to the new and novel ap-
proach, indeed it standardized a type of team endeavour which has perhaps
had its good and its limiting effects. The very term “child guidance” implied
that we had an instrument, efficient as well as insightful, for the guidance
of parents and teachers in their management of disturbed children. To guide,
means to have the necessary knowledge for prescribing remedies. Although
the clinic used the services and expertise of psychiatrist, psychologist and
social worker it gave an air of omniscience and omnipotence. The team
acted as a unity and therefore its decisions had some measure of finality.
This team structure did have an organic quality which implied, and rightly,
that the three basic disciplines were interconnected and disclosed the many
facets which made understanding almost complete. It is true that with
the progress of modern medicine a growing number of sciences were
co-opted to make diagnosis more comprehensive. Nevertheless the working
together has not achieved the unity that the Child Guidance Clinic appeared
to claim. Historically viewed, however, the approach to child disorders of
conduct and character had roots in many discrete fields. Naturally paedi-
atrics had the first entry into the field of study because the very structure of
medicine concentrated the physician’s attention on the vicissitudes of a
child’s health seen as the outcome of bodily disturbances which clearly did
have psychological consequences. Anatomy and physiology and the growing
interest in the organic roots of emotional expression established a bias
which dominated all aspects of child disorder. The turning point in the study
appears to have been the emergence of the psychodynamic theories of con-
duct initiated largely by Freud and some of the French school. The delin-
quency studies of Healey and Bronner in America, and of Aichorn in Vienna,
well before the emergence of the Clinic team were the beginnings of the
practical application of psychodynamics to child disorders of behaviour.
It would be shortsighted and unhistorical to deny to earlier physicians and
laymen concern about the health both physical and mental, of children.
Dr. Alexander Walk has recently surveyed what he called the prehistory of
child psychiatry, disclosing that over the centuries child disturbances were
viewed at times with surprising insight. Alienists were prone to apply the

la* xi



Xii INTRODUCTION

concepts of adult mental disorders to children, but their knowledge was
largely based upon similarity of appearances rather than to the operation
of similar causal agencies. Yet even in the Renaissance the great families were
concerned with the proper upbringing of children. Phillipe Aries has dis-
closed in his book The Centuries of Childhood that the attitude to children
in our Western culture was profoundly influenced by the religious structure
of the community and its social hierarchical unfolding and changes. All these
contributed to the pressures on the growing child and on parental attitudes
towards them. The Age of Enlightenment to which Rousseau made the most
striking contribution as far as child upbringing was concerned, might well be
regarded as a catalytic agent which accelerated the interest in the specific
problems of the child as well as by encouraging profound social changes.
Alongside the advances in medicine went the psychological approach to
education as something more than the application of discipline and rote
learning to child growth on the mental side. Later the designing of tests of
abilities and the overall cognitive endowment became a cornerstone in the
edifice; further, the rapid growth of sociology and social anthropology made
of the family and its social relations a special study of the child and its
destiny a special concern. Genetics and biochemistry were to make funda-
mental contributions to the organic roots of the mental life, and finally
psychoanalysis with its individual approach to the growth of the mind
made of childhood experiences one of the foundations of the character of
the adult. The aphorism that the child is the father of the man became more
than a poet’s insight.

These considerations bring into relief the many foundation stones upon
which a scientific study of the child is possible.

Those who are to enter this expanding field of child study ought to be
acquainted not only with the case material which is presented to them in
bewildering complexity but with the theoretical constructs which tend to
shape the collected data and for good or ill determine the therapeutic mea-
sures applied. A detached examination of these theories and clinical
issues is the scientific intention of this book. There will be much inevitable
overlap in such a volume but there is no need to apologize for this because
on such issues as paediatric relations which may vary in different countries,
developing sciences do not always follow similar lines. In the social field
there will be and must be differences in approach, and not alone in the varie-
ties of clinical experiences, but, in the evaluative judgements which inevitably
enter into the normative and still young sciences. This is not a confession
that child psychiatry remains wholly within the confines of scientific method,
but an indication of the intellectual adventure which should attract all
those who enter a developing field of such vital import to the community.
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CHAPTER 1

Child Psychiatry and the World Health Organization
by DoNALD F. BUCKLE

THE explicit aim of the World Health Organization is to promote and pro-
tect the health of all peoples, health being a state of complete physical,
mental and social well-being and not merely the absence of disease or in-
firmity.” In practice, the Organization deals in ideas, education and as-
sistance.®

Within a year of the establishment of the World Health Organization
in September 1948, it had convened a meeting of an expert committee
to advise on its future programme in mental health.® This expert committee
made two important recommendations, the first that *“the most important
single long-term principle for the future work of WHO in the fostering of
mental health is the encouragement of the incorporation into public-health
work of the responsibility for promoting the mental as well as the physical
health of the community”, and the second “the desirability of concentrating
especially on the therapeutic and preventive psychiatry of childhood”.
Within a short space of time, two monographs were published, both based
on surveys of situations as they existed in the Member States. The first mono-
graph was by Bovet® on Psychiatric aspects of juvenile delinquency; ten
years later, there appeared, also as a contribution to the United Nations
programme on the prevention of crime, a study on juvenile delinquency by
Gibbens.”

The second monograph was by Bowlby® on Maternal care and mental
health. It had a tremendous impact and aroused world-wide attention to
the unfavourable effects of separating sick children from their parents,
with consequent improvements in practices. A later follow-up in this field
was the establishment of a European WHO study group on the child in
hospital which specified ways of avoiding a sick child having the anxieties
of separation added to those of his physical illness.*?’ Various researches
in this subject were sponsored by WHO.11-14

The provision of more detailed help to the Member States of WHO is
organized through its six regional offices in Alexandria, Brazzaville, New
Delhi, Manila, Washington and Copenhagen. Naturally, problems of ill

3
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health brought about by infectious diseases have received priority in Asia,
Africa and Latin America, although nutritional problems sometimes com-
plicate mental health.*!- 42 In Europe, where the presenting health problems
are different, and where the need to tackle mental health questions is more
urgent, the Organization has been most active in implementing the recom-
mendations of its first expert committee. European countries possess a
reasonably well-structured organization for the treatment of adult psychoses,
but there are serious gaps in the health services for the psychiatric disorders
of children. The Regional Office for Europe has endeavoured to improve
this position in two principal ways, through providing training by means
of consultations, courses and fellowships, and through the setting up of a
series of small highly-organized international seminars for the discussion
of key problems in this field. These seminars usually contain about fifty
participants, most of whom are nominated by Member States. Three such
seminars on child guidance have been held in 1952, 1956 and 1960,(16: 17. 20
and two have been held on problems of subnormal children, in 1957 and
1959.¢23: 24) In 1962 a seminar was held on mental health and the family, %
and in 1963 a seminar was held on the in-patient psychiatric treatment of
children.?® The aims of all these meetings have been to provide, through
discussion, a kind of mutual education for the participants through the
appreciation of one another’s work and points of view. In all more than
400 persons have been involved in these seminars, including eighty consult-
ants and lecturers; all the countries in the European Region have been re-
presented. The United Nations and UNESCO have collaborated. Arising from
the European meeting in 1956, a third WHO monograph in the field of
child psychiatry was published on the subject of child guidance centres,
under the joint authorship of Buckle and Lebovici.*”

The foster care of children was the subject of three United Nations
seminars in which WHO participated.

WHO has also sponsored two important seminars conducted by the World
Federation for Mental Health, the one on mental health and infant develop-
ment, held in the United Kingdom in 1952,®® and the other on mental
health and family life, held in the Philippines in 1958.31> A WHO seminar on
mental health in childhood was held in 1953 in Australia.®*#> A UNESCO con-
ference on education and the mental health of children in Europe was held
in Paris in 1952;37” WHO was represented at this meeting, which based
part of its discussions on a joint UNESCO-WHO report on mental hygiene
in the nursery school.3®?

More direct training activities have included the provision of numerous
fellowships for study abroad for short and long periods of up to 2 years or
more, and a systematic course in child psychotherapy arranged by WHO
was given in Barcelona from 1957 to 1960. On many occasions WHO has
sponsored and financed lectureships in different countries. Its expert com-
mittees have advised on education and training in mental health.(4+ 5. 4
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Although at the beginning of its work it was clear that the main needs in
the more developed countries lay in increasing the amount of services in
child psychiatry—particularly in child guidance—and in the solution of
certain inter-professional problems which arise through the demands of
teamwork in this complex field, two currently important lines of develop-
ment now require attention.

The first of these is the application of scientific methods of assessment,
recording and statistics to the evaluation of child psychiatric work.(!9’
This can only be done through the establishment of regular, operational,
recording systems which include prognostic assessments. Thus, through
classification of methods of treatment—psychotherapy, medication, social
work, counselling, and combinations of these methods, and through regular,
periodic assessments of the children and families under treatment, one may
learn something of the effects of the different forms of therapy offered by
child psychiatric teams. These studies can be commenced on a relatively
short-term basis, but need to be continued over a long period, with long-
term catamnestic studies, before findings of permanent value can be ad-
duced. This type of operational research is already under way in some coun-
tries. The methodology of surveys of child mental ill-health, necessary to
provide information for planning services, has been of recent concern. 20 25
Briefly, the need for treatment of children is such that about one-sixth of
children in a European community require professional attention at one
time. However, such a loose statement is of little value to an administrator
who is planning a therapeutic service; accurate assessments of the terrain
are required, and such complicated subjects as the relation of incidence
rates to changing public appreciation of mental health services must be
dealt with in a realistic manner. This epidemiological problem is being
faced in several projects with which WHO is closely concerned.

The second current problem in the field of the child psychiatry arises from an
ever increasing and deeper appreciation of the importance of the family to the
child’s psychological state and the need for a more highly-integrated treat-
ment of the family as a unit than has hitherto been the case. A book on this
subject, dealing with questions of group therapy with families, the relation
of marital problems to child development, the changing roles of women in
our societies, and research in parent-child simultaneous therapy has been
prepared.®® Although child psychiatry has always recognized the impor-
tance of parents, the psychiatry of the future will expose more intimate rela-
tionships in family transmission and family learning and, consequently, new
therapeutic techniques based on ideas deriving from milieu therapy, and
new educational procedures using role-playing games, transactional analysis
and psychodrama will evolve.
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CHAPTER 2

The Relationship of Pediatrics to Child Psychiatry

U.S.A. View by MILTON J. E. SENN

HisToRICAL EVOLUTION OF THE RELATIONSHIP

That there is an established relationship between the disciplines of
pediatrics and child psychiatry is today generally acknowledged. The depth
and scope of the liaison, and its practical utilization in everyday activity is
yet to be fully realized—but that a relationship exists is no longer questioned.

It was not always so. It took several decades to establish the groundwork
and prove the premises for such a relationship before it could undertake to
assume its valid role in the gestalt picture of the child—physiologically,
psychologically, sociologically, and culturally.

Hence, one may view the relationship of pediatrics to child psychiatry,
and their importance to each other, in terms of what they have been, what
they are now and what the potential seems to be for the future.

There are some who feel that pediatrics failed as a precursor for child
psychiatry, yet they would like to believe that pediatrics can still redeem
itself as a significant contributor to the training services of child psychi atrists,

Looking at the past, there is evidence of very early interest on the part of
pediatrics in what today is called child psychiatry. It is also clear that such
interest waxed and waned over the years and was implemented too infre-
quently with appropriate changes in the diagnosis and treatment of patients
and in training pediatricians. But what is more important and encouraging
is that it engaged the attention of a few leading American and British prac-
titioners of pediatrics in the behavior of children. This attention persisted
and culminated in profound changes in pediatric education in the U.S.A.
and in fostering within psychiatry an awareness of the unique nature of
infants and children and the family.

Although no body of knowledge or of clinical practice was sufficiently
integrated to constitute an organized speciality called *child psychiatry”
until the nineteen-twenties, the roots of that development in medicine may
be clearly traced to concepts held by a few unusual pediatricians as early
as the end of the preceding century.

Such writers as Jacobi and Rachford in the U.S.A., Guthrie in Great
Britain, and Czerny in Germany, were pioneers not only in fostering

9
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specialization in medicine of a profession dealing with the diseases of children,
but in emphasizing that the pediatrician’s scope of concern must be broad
and comprehensive. ‘“‘Pediatrics deals with the entire organism”, wrote
Jacobi in 1889.¢" The natural tie of pediatrics with psychiatry was envisioned
when in the same paper on The Relations of Pediatrics to General Medicine
Jacobi said, “Psychiatry, too, has learned from the mental aberrations
occurring at an early age.”

Those medical writers among the American and British pediatricians
who early foresaw the emergence of a changing pediatrics did little realize
that they were fostering child psychiatry. They thought of behaviour prin-
cipally as resulting from physiological functions of various parts of the body.
Their interest in organic pathology naturally led them to think of psycho-
pathology in terms of neurologic mechanisms, especially functions of the brain.

Rachford® followed Setchenow, the Russian physiologist, in linking
neuroses of childhood with action in involuntary inhibitory centers of the
brain. Faulty nervous systems, especially structural deficiencies of the cortex
of the brain, were believed responsible for a variety of behavioral disorders
which included epilepsy, hysteria, enuresis, neurasthenia and many others.
The general immaturity of the young human organism made it particularly
susceptible to influences of heredity and environment. Intoxications of
various kinds were believed to affect the central nervous system. These
could be the products of autointoxication as in diseases of the biliary
system, or of the glands of internal secretion, such as toxins from the thyroid
gland.

Although thyrotoxicosis of the variety seen in adulthood was not recog-
nized in infancy and early childhood, nervous babies with general irritability
and rapid heart action were recognized frequently in clinical practice. Their
symptoms were believed due to thyroid gland malfunction which produced
intoxication. Cretinism and myxoedema were recognized as distinct clinical
entities produced by a perversion of the normal chemistry of the body re-
sulting from a deficiency of thyroid secretion. Excess of thyroid gland se-
cretion was also considered as a cause of neurotic disease, the behavioral
pathology being the result of a speed-up in the growth and development of
the nervous system.

The American pediatrician Rachford had been trained in chemistry as
well as in clinical medicine and so it was natural for him to think of disease
in terms of physiological and chemical mechanisms. Practicing at a time
when there was much interest in nutrition and in infant feeding, Rachford
used the model which explained the etiology of malnutrition to explain the
genesis of hysteria. Rachford reasoned that if there was not enough food
to nourish muscle cells and this produced poor nutrition and a failure to
thrive, why could there not also be a lack of nutriment in the nerve cells,
thus producing a malfunctioning central nervous system? Poor blood, in-
testinal toxemias, as well as bacterial intoxications from infectious diseases
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such as tuberculosis, often seemed combined in producing the ‘hysterical
personality .

Present-day concerns about the ill effects of rapid and extreme changesin
our society especially urbanization andindustrialization, wereeven at that time
advanced by Rachford in connection with those forces and neurotic illness.
In the early nineteen hundreds the impure air and the noises of the city, the
strain of school life and of school examinations, were already given a promi-
nent place in the list of etiological agents making children emotionally
disturbed. Many of the same behavioral traits which are considered as
symptoms of neurotic difficulties today, such as sleep disturbances, habit
spasms, finger sucking, and masturbation were described in Rachford’s
book in 1905. One difference is that sexuality was dealt with sparingly,
but its relationship to neurotic disorders was expressed unequivocally:
masturbation caused insanity!

A book even more remarkable than Rachford’s was printed in London
in 1907.¢® Although its author’s interest in pediatrics was as broad as that
of his American counterpart, he dealt more deeply with his subject as if he
were, in fact, a child psychiatrist. Leonard Guthrie must have been an
unusual person because his book is so unusual. The extent to which he and
his writings influenced and excited interest in the neurotic child of the
twentieth century is not known. Unfortunately for pediatrics and for child
psychiatry, his premature and tragic death deprived us of what might have
been an especially rich blending of clinical pediatric insight with that of
dynamic psychology.

Like others of his time, Guthrie listed as basic causes of neuroses the
instability of the nervous system in early life, the imperfect development
of the higher brain centers, defects in the inhibitory function by the higher
over the lower centers along with other imperfections in the pathways of the
various nerve impulses. Like Rachford and medical scientists everywhere,
he also believed that autointoxication, gastrointestinal disease and parasites
were agents commonly producing neurotic illness.

Yet Guthrie was not satisfied that these theories explained all the be-
havioral problems he encountered in pediatric practice. Although he had no
theory of emotional development, his intuition, erudition and extensive
reading of the best in literature, as well as clinical experience, gave him
psychological insights into some of the mental mechanisms accepted today
by psychiatrists as being basic forces in the production of many behavioral
traits. Coinciding too with some current concepts of personality develop-
ment derived from many present-day studies, are Guthrie’s ideas about the
influence of heredity as a determinant of neuroses; neurotic children in-
variably were the products of neurotic parents; an unstable emotional tem-
perament was passed on from parent to child.

But Guthrie was interested not only in tracing the causative relationships
of emotional disorders such as neurasthenia, hysteria, and various psycho-
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somatic conditions (particularly the allergies), but he also attempted to
help parents and children to overcome their difficulties. With this in mind
he admonished them not to view themselves as sinners and warned against
the psychic hazard of excessive guilt feelings. “The forces of heredity are
mysterious, complex and little understood. It is therefore unjust to parents
and to children alike to exaggerate the scanty knowledge we possess.
‘Neither hath this man sinned nor his parents, that he was born blind’, is
a statement which might be remembered with advantage.”

The high incidence of communicable diseases and the high infant mortality
in the first quarter of this century focused interest of pediatricians on bac-
terial diseases and their prophylaxis. Yet the pediatric horizon was ever
widening in a measurable fashion. Practices in public health and preventive
medicine proved successful in controlling infectious diseases. These results
stimulated some pediatricians to think of the possibility of combating the
harmful influences of social deprivation. It opened the door to a view that
this was not the “best of all possible worlds” and that many disorders
stemmed directly from inadequacies of the social system. In 1915, Chapin
advocated the selective boarding out of infants who were being reared in
poor physical surroundings so they might receive individual care, better
food, and affection.

Behavioral disorders were increasingly given more attention in pediatric
practice because they frustrated physicians who did not have scientific tech-
niques for correcting them, as they did for the management of physical
diseases. Psychopathology continued to be explained primarily as neuro-
pathology. This point of view was held by both pediatricians and psychia-
trists, and methods of treatment were those of the neurologist, that is
primarily by drugs, re-education by conditioning or persuasion. With a
rise of interest by American psychologists in psycho-metric testing, pediatrics
became aware of the value of intelligence testing.

In 1911 at Yale, Gesell, working as a psychologist, began his systematic
studies on the problems of mental retardation leading to extensive investi-
gations of normative behavior of infants and children. The work of Gesell
gave pediatricians some maturational landmarks of development to identify
in their growing child-patients. However, his research had little influence in
basically changing the concepts held by psychiatrists about behavior and
personality development. Only recently has his technique of developmental
diagnosis been found practical and useful to pediatric neurologists. In
Great Britain, Hector C. Cameron ® in 1919 reminded physicians and others
of the emotional features of parent—child relationships, an aspect of human
relations too often neglected in pediatric practice and only now re-discovered
by child guidance clinics.

Beginning about 1930, strong voices were heard in Great Britain and in
the U.S.A., provoking pediatricians and psychiatrists to consider the value
which might come to such practitioners if they converged their interests,
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which for so long had maintained only sporadic and tenuous contacts.
In 1930, Kanner was assigned by Adolf Meyer, Chairman of the Department
of Psychiatry at Johns Hopkins, to a position in the pediatric division of
that School of Medicine. At the invitation of the Professor of Pediatrics,
Edwards Park, an arrangement had been made which permitted Kanner to
study children and their problems in an environment which brought to-
gether a number of medical scientists with a common aim to study the
diseases of children. Kanner” found the recorded observations of his
medical colleagues valuable in his studies and in turn he was able to point
up the psychological, educational, social and cultural ramifications of
illness.

Of his work Kanner likes to say that his appointment was, “the first
pseudopodium stretching out into pediatrics from the psychiatric amoeba”.
But his appointment was much more than an excrescence. It was an act
having great influence in the rapprochement between pediatrics and psychi-
atry locally and nationally. The appointment of Kanner was tangible evidence
of the interest in mental hygiene and child guidance held by Meyer, whose
theory of psychobiology stressed the importance of the patient as a person
whose entire life history must be studied in order to understand his problems
as well as his mental and physical capacities.

Following Meyer’s precepts and examples, Kanner used social workers,
schools and other agencies to provide information about the patient and to
help him in his life’s adjustment. These practical suggestions not only be-
came basic principles in child psychiatry but influenced both pediatric
education and practice to think of mental health as a part of physical growth.
The pediatric and child psychiatry alliance developed by Kanner not only
helped to dispel the criticism of such prominent American pediatricians as
Brennemann‘® who accused psychiatry of viewing emotional disorders un-
scientifically, but it helped to do away with a conception of neurotic behavior
as being caused by either organic or non-organic conditions. Multiple causa-
lity as well as eclecticism in the treatment of emotional disorders were
demonstrated by Kanner.

The community child guidance clinics which had started in the U.S.A. about
1920 had little direct relationship with pediatrics except through the use of
a pediatrician to help assess physical health of patients presenting emotional
problems. Nor did pediatrics have more to offer to psychiatry at that time,
and it was not until late in the nineteen-thirties that child psychiatrists and
pediatricians in child guidance clinics began to teach each other about the
development of infants and children, and to assess critically the relationship
between physical illness and behavior. A small number of pediatricians who
had become active partners in the work of the child guidance clinic became
restless and dissatisfied with the narrowness of their roles and were stimulated
to learn more about personality development and human behavior. As a
tesult some left pediatrics, sought training in psychiatry and psychoanalysis,
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and themselves became directors of clinics or practitioners of child psychi-
atry.

In the nineteen-thirties, as pediatricians in the U.S.A. had contact with
psychoanalytically oriented psychiatrists, the influence of psychoanalytic
theory and practice became manifest in pediatrics. Psychoanalysts urged
pediatricians to view child development through their concepts of personality
development, as well as the pediatric concepts and techniques used in the
care of physically sick children. Many pediatricians were made uncomfor-
table, even angry, by such an approach and found a champion in Brenne-
mann‘® who challenged psychiatrists to forsake an attitude of absolutism
in viewing emotional disorders and urged them to become more objective,
self-scrutinizing, pluralistic and relativistic.

Other pediatric leaders such as Powers and Aldrich were more sympa-
thetic to the psychoanalytic point of view. Although not endorsing Freud’s
theories entirely and without reservation, they found that many child-care
practices were too rigid and impersonally treated and recommended the
more humane and psychologic approach derived in part from dynamic
psychology.

The British pediatrician and psychoanalyst Winnicott, in 1931’ published
a book of clinical notes on disorders of childhood which was read with
interest and benefit by those pediatricians who were more accepting of
psychoanalytic theory. Winnicott was not only a worthy successor to Guthrie
at the Paddington Green Childrens’ Hospital, but his book was in a way an
extension of Guthrie’s efforts. Contrary to the more ready acceptance of
Winnicott’s views in the U.S.A., one reviewer in Britain not only damned
the book but called its author dangerous. In 1939, Crothers'® a pediatrician
at Harvard, with neurological training, described the quest of “the pe-
diatrician in search of mental hygiene”, and pointed out the usefulness
of educators, social workers and psychologists in pediatric practice.
Crothers presented a broad view of pediatrics and redefined the field as one
to include behavior, without making the pediatric practitioner a child
psychiatrist.

By that time the Commonwealth Fund had established fellowships in
psychiatry for persons qualified in pediatrics. It provided training for a
two-year period to prepare them as teachers in centres where pediatricians
and nurses might be given a working knowledge of medical psychology.
Thus medical psychology could then be incorporated into the practice
of pediatrics within hospital settings, both in-patient and out-patient ser-
vices.

Kanner at Hopkins, Allen at the Philadelphia Child Guidance Clinic,
Putnam and Jackson at Yale, and Senn‘'!: 12 at Cornell and Yale, took
prominent parts in training pediatricians in this fellowship program. From
this program emerged a group who sought further training in psychiatry
and ultimately became child psychiatrists. Others remained psychologically
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oriented pediatricians whose aim was to assist the integration of psychiatry
with other branches of medicine.

Although pediatrics by tradition and practice has had an interest in phy-
sical growth and development for many years, pediatricians like Washburn
at Colorado, Stuart at Harvard and Sontag at the Fels Research Institute
in Ohio, increasingly incorporated studies of personality development with
their observations of physical growth and change. At first using only tests
of intelligence, these workers then turned to personality tests, to psycho-
analytic theory, theories of cognition and learning to judge and measure
behavioral changes of children in their study populations. Psychoanalysts,
especially Kris in New York and Anna Freud in London, increasingly urged
pediatricians to interest themselves in infant and child behavior and to make
long-term observations of children beginning in the neonatal period and
extending through adolescence. The prime reason was to learn directly
about the many facets of human personality with the aim of filling gaps in
existing knowledge. In a few centers such as the Yale Child Study Center,
the University of Colorado, the Mayo Clinic, the New York Medical College,
and the Fels Institute in Ohio, pediatricians joined child psychiatrists, psycho-
logists, educators and sociologists in programs of prospective research in
child development which, with the study of retrospective psychoanalysis,
was hoped would yield information from which basic principles of child
rearing, child education and child care in health and in sickness would be
evolved.

Although in theory, pediatricians have always had an opportunity to
study infants and children in a longitudinal fashion beginning from birth,
and physicians treating children have made many observations of growing
infants and children, yet American pediatric literature contains few data
of this kind. Most often such perceptions were incidental to patient care,
made in the course of treating sick children, and frequently were not re-
corded. The merits of assessing physical growth and development of indi-
viduals longitudinally, instead of sporadically, were recognized only recently
by pediatricians, as it became apparent that fluctuations and wide limits of
difference in normal growth were easily mistaken for pathology if viewed
only at various time intervals. When similar recognition is accorded to the
merits of longitudinal studies of emotional growth and development, it is
seen that these processes also proceed regularly but with individual vari-
ations, and have a wide range of normality. Interest in longitudinal research
of growing infants and children has led to the belief by many pediatricians
today, as well as by psychiatrists, that there are advantages to viewing
human behavior and personality developmentally in clinic work as well as
in the research laboratory. The result of such thinking has been a change of
philosophy about the nature of children, their physical, psychological,
social, and intellectual selves, as well as a change of attitude about the
fundamental education and training of pediatricians and psychiatrists.
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PRESENT-DAY RELATIONSHIP OF PEDIATRICS AND CHILD PSYCHIATRY

A definition of modern pediatrics may help one understand the nature
of the contributions which are possible from that discipline in medicine to
general and child psychiatry.

Today pediatrics is considered that sector of medical science concerned
with growth and development of the child from conception through ado-
lescence, with prevention and correction of conditions interfering with his
health and his performance as a human being. This includes prevention of
all diseases, whether physical or mental, accurate and prompt diagnosis and
treatment of all pathological conditions, guidance of the child and his
parents, and association with all other persons, medical and non-medical,
required to help each child develop fully his potential capacities. In order
to practice pediatrics in such a comprehensive manner, the pediatrician re-
quires knowledge and skill to deal with a large spectrum of physical, psycho-
logical and social problems, and to use methods of public health, preventive
medicine, clinical psychology and education. To do this adequately and
successfully necessitates collaboration with persons in other disciplines,
particularly psychiatrists, clinical psychologists, social workers, educators
and sociologists. All these individuals with mutual concern and interest in
children have contributed to each other.

The particular contributions of pediatrics stem from its traditional
interest in physical disease (diagnosis, treatment and prevention), growth
and development and genetics, and from its research which has been based
primarily in biology, biochemistry, physiology, pathology, and epidemio-
logy. It is from each of these segments within pediatrics that have come con-
cepts and facts about the nature of infants, children and families, and of
practices in their care which have applicability to child psychiatry, and the
training of child psychiatrists.

It is recognized that the breadth of interrelation envisioned above is
the goal towards which practitioners of both sciences would do well to
aspire. It is also recognized that this ultimate blending of effort is fraught
with many practical difficulties, especially in private practice. But if the
guide-posts and directional motivation exist, and are well established in
the educational program, there is every reason to believe that they will
permeate and influence the entire practicing body of pediatrics and child
psychiatry.

No attempt will be made in this paper to describe or even to name the
various excellent programs of pediatric education and patient care which
are today being carried forward in Great Britain and the U.S.A. Instead
an attempt will be made to present a composite picture of the best of these
endeavors, especially those which have been experimenting for several years
in improving their work and in attempting to make contributions to child
psychiatry.
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CONTRIBUTIONS FROM PEDIATRICS TO CHILD PSYCHIATRY

1. Pediatrics offers an opportunity for child psychiatrists to observe com-
prehensively the processes of physical and behavioral development, and for
recognition of the physical and behavioral traits which ensue.

Increasingly the pediatrician in the U.S.A. is beginning his service as
guardian of the health of the infant before its birth. He serves as a consul-
tant to the obstetrician and provides anticipatory guidance to parents as
they early plan care and feeding of their babies.

The first opportunities for actually witnessing the behavior of the infant
comes post-natally, when the newborn’s reactions to birth stress and to
extra-uterine life are observed by the medical and nursing team and when
he is given the usual physical examination. In order to record in detail and
with precision those developmental characteristics which in the future may
serve as reference points against which to measure progress, the pediatrician
does well to give each newborn a Gesell developmental examination. That
technique has proved meritorious because it is structured and compre-
hensive in its approach. If the examination is made regularly by the same
competent examiner for stated periods in the first two years of the baby’s
life, much will be learned about both the neurological as well as the psycho-
logical development, and any aberrations may be detected very early.

The newborn nurseries serve as places for observing the baby’s first
reactions to feeding and to sensory stimulation. It is not uncommon for
nurses to suspect mental retardation in babies before there are any demon-
strable signs of pathology. Such “sixth sense” intuition of experienced
nurses may be checked out and then more precisely diagnosed by the devel-
opmental examination.

Early socialization responses of babies, reacting to their mothers, may
be identified by watching the nursing-couple interact. In those hospitals
where rooming-in arrangements are provided for mother and newborn, it
is not uncommon that such women make cogent observations about many
aspects of their baby’s behavior. These, too, provide clues about normal
and abnormal behavior which become more apparent with further growth
and development of the child.

Maturational phenomena such as the onset of smiling, talking, walking
and bowel and bladder control are best witnessed by parents in the home.
When reported to the attending pediatrician in the regular well-child con-
ferences and accurately recorded and arranged by him in a linear fashion,
they become important data in gauging the nature of the baby’s develop-
ment. Such vital statistics provide clues about the nature of the maternal
and child relationships, particularly the amount and kind of stimulation
being provided, and the kind of discipline being invoked. The acceptance
or non-acceptance of an infant’s particular pattern of development and
behavior tells much about parental behavior and personality. Although the
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entrée to the pediatrician is predicated on specific immediate concerns about
the baby or child, other concerns which are not quite so obvious may be
inherent in the visit. The mother may be seeking help for herself. There
may be stressful environmental problems, or serious health and emotional
problemsaffecting members of the family. The pediatrician sees himself as being
responsible for the child’s care yet there is also an associated responsibility
in terms of the entire family. It opens the door to unlimited opportunities
for learning about families, their intra-member relationships, and what these
mean for the development and health of all the members. For example,
the spread of anxiety, as if by contagion, may be seen to spread from one
person to another in a family, particularly from parent to child.

In their day-by-day practice pediatricians are epidemiologists of sorts.
They become expert important members of the public health team when they
deliberately search for diseases or other afflictions common at the same time
to many individuals in their communities. Whenever a pediatrician records
in detail an accurate family history he is making an epidemiological survey,
whether the disorder is the common cold or a compulsion neurosis. As he
elaborates his history to include family collaterals and other members of the
community, he assumes as well the role of a social psychiatrist. Today ped-
iatricians and child psychiatrists are concerned not only with the spread
of infectious diseases in poverty ridden communities, but also with delin-
quency, school failures and racial antagonisms resulting from inequities
of social, economic and political practices.

Narrowing the focus of inquiry to the family group permits also a pre-
cise formulation of the influence of heredity on physical disease and be-
havior. An accurate and detailed genetic family history has now become
an essential part of every pediatric history. With a break-through in research
on the causes of mental retardation have come important advances in under-
standing about the inborn errors of metabolism and their affects in the
production of mental deficiency, as well as important clues about the
relationship between other genetic errors and aberrations and mental illness.

A variety of projects are now being studied jointly by geneticists, bio-
chemists, physiologists, pediatricians and psychiatrists to establish the
nature of the relationship of defects in the human germ-plasm, whether
genetically or environmentally produced, and the production of off-spring
who are physically or mentally damaged Studies of the effects of irradia-
tion are examples of such detailed and longitudinal investigations being
attempted.

Extensive investigations of intra-uterine environmental factors such as
virus diseases of the mother, nutritional deficiencies, and various immunol-
ogical reactions reveal interesting associations between the production of
organic neuropsychiatric conditions and such toxic elements. Many in-
vestigations by pediatric groups joining with experts in obstetrics, epi-
demiology and neuropsychiatry demonstrate numerous sequelae of neuro-
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logical and behavioral disorders in children born prematurely. Attempts
to improve maternal care during the pregnancy period, to provide better
obstetrical practices, as well as to obtain more prompt and adequate pediatric
care for the newborn are aimed at reducing the frequency of brain damage
which is responsible for many behavior disorders. Such steps constitute
important and effective measures of primary and secondary prevention.

A number of physical variants such as prematurity, nutritional deficiency
and some infections are found in association with mental disorders more
frequently in the lower than in the higher social economic groups. Various
possibilities may be considered in the interpretation of these relationships.
Social psychiatrists in child psychiatry as well as pediatricians are offered
a tempting fare of research material in this area.

Varieties of physique and of temperament are already quite distinguishable
in early infancy, and the implications of constitutional differences for sus-
ceptibility to illness, as for the promotion of good health, are often sug-
gested. Somato-typing has never become scientific enough to be used for
specific forecasting of physical health, of growth and maturation or per-
sonality development. However, a few good studies have demonstrated that
temperament of later childhood, and possibly longer, is set early in life and
its anlagen may be perceived in the baby’s pattern of reaction throughout
the first several months of life. Psychiatrists as well as pediatricians inter-
ested in the etiologies of individual difference in behavioral style are com-
bining forces in examining the genetic, familial, pre-natal, para-natal and
early life experiences as well as the physical typologies.

On the basis of data available now, no single determinant is recognized
as being more powerful than any other. Left with the realization that a
variety of environmental mechanisms affect initial behavioral reactivity and
contribute to its final product, students of behavior find it imperative to
study the infant and young child not only within the framework of the
hospital, clinic and office, but within other milieu such as foster homes, larger
institutions, day care centers, and nursery schools. In all of these, it is
possible to see changes in behavior which follow progressively day after
day, and the developmental crises which are part of human development.
For example, the early separation anxiety which normally appears towards
the end of the first year of life, may be seen in a doctor’s office as an infant
clings to the arms of the mother at the time of an attempted examination.
But it will already have been reported by mothers when their babies in the
home were unwilling to be out of their view even for a few minutes at a
time; and it may be witnessed again later at the time of starting school.

The conflict of independence and dependence, which remains for so many
years in each child’s life, manifests itself early around such things as feeding
relationships. From then on it repeats itself at every opportunity which the
child has for striking out on his own, and yet is held back by his own
ambivalence. The specific original pattern of reaction which each child follows
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in coping with his conflict of independence versus dependence tends to
repeat itself, but in turn is reacted to by his environment.

Each environment responds selectively in showing distinct preferences
thus reinforcing these basic patterns. Long-term observations of infants,
children and their parents provide the psychologically oriented pediatrician
and the child psychiatrist with opportunities for analyzing the psychological
characteristics of his patients within the framework of whatever theory he
finds congenial. For example, the psychoanalytically inclined may focus
on the constancy of drive characteristics at different ages, document his
observations by long-term studies, and test the correctness of predictions
made from one period of time to the next.

2. Pediatrics offers opportunities for child psychiatrists o observe the
psychological concomitants of physical disease and to study in detail emotional
disturbances which are secondary to physical illness.

Pediatric wards of hospitals, clinics for ambulatory patients, offices of
physicians and the family home bring the pediatrician in contact with many
children suffering acute and chronic illnesses, with emergencies, with situa-
tions of death and near death. To all of these crises, people react with a host
of emotions, many of them easily observed but some less overt and even
disguised. Today hospitalization continues to be a threatening experience
for many people, not only for the uninformed but for those who have some
knowledge of what these institutions are and how life goes on there. It may
be assumed that every child and his parents enter the hospital, if conscious,
with feelings of apprehension, anxiety, resentment as well as with more
positive emotions of hope and trust.

Much has been written in child psychiatry, particularly psychoanalysis,
about the vulnerability of the pre-school child to surgery and body mani-
pulations of every kind. The observant pediatrician as well as the psychia-
trist collecting data may find in every pre-school child who has undergone
surgery some evidence of his concern about body change and of fantasy
about the nature of the operation. The adolescent who appears more cour-
ageous, less tearful and less overtly anxious, nevertheless demonstrates his
underlying feelings by his behavior which may be a withdrawnness, non-
communicability, complete submission or chronic complaintiveness and
excessive demanding of attention. Acute deliria, hallucinations, delusions
as well as acting-out aggression are common behavioral characteristics
observed in children in hospitals whether facing extensive and serious
surgical operations or such ordinary and routine procedures as venipunc-
ture and removal of cerebrospinal fluid.

Chronic illnesses such as diabetes mellitus, nephrosis, or birth defects
have their own psychological concomitants, their quality and extent depend-
ing on the age of the child, the psychological state of his family, the attitudes
and actions of the nursing and medical teams, the nature of the ward popu-
lations, and many others. They tell the physicians much about the personality
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of the patient and his family members, and such knowledge may be used in
predicting the character of the behavioral reactions which possibly may
appear after the child has returned to his home and whether he may require
psychiatric assistance. Here are opportunities for primary and secondary
prevention, not only of neurotic symptoms such as fear of separation from
parent, enuresis, night terrors, but probably also of major neuroses as
phobic reactions, depressions, and obsessive-compulsive behavior.

Mourning, grief and other reactions to death have been topics of inter-
est to psychiatrists for a long time. As a rule these physicians are not in
positions to see the development of grief at its very beginning, because they
are not attending physicians to the dying. The family physician and the
pediatrician are invariably involved in these matters, and with repeated
experience develop ideas about how to deal with a person who is dying, and
with those sharing grief because of the death of a loved one. As a result,
these physicians, unconsciously more than consciously, develop their own
particular patterns of coping with such people, the pattern sometimes being
not as beneficial or therapeutic as psychiatrists would like. Within the last
few years, child psychiatrists with colleagues in a few departments of
pediatrics have selected grief and mourning reactions as topics for study and
discussion. The goals have been to understand the psychologic mechanisms
involved, and to make the medical and nursery personnel more insightful
in facing an unpleasant and uncomfortable task and in helping the patient
and those bereaved.

The hospital pavilions and clinics also provide repeated opportunities for
pediatricians and child psychiatrists to witness behavior secondary to dis-
orders of the organic central nervous system. Encephalitis with its particular
behavioral syndromes is a good example. It is possible that fewer mistakes
in diagnosis might be made as when the organic cause of an emotional
illness is not recognized, if psychiatrists participated in the diagnostic
studies of children with brain tumors, becoming better informed about the
relationship of specific lesions in the brain and behavioral aberrations.

3. Pediatrics offers opportunities for child psychiatrists to observe how
modern pediatrics diagnoses illness and cares for sick children.

In a symposium published recently in the Journal of Child Psychology and
Psychiatry, *3- ' two psychiatrists with different points of view about the
training of child psychiatrists, were in agreement thata good knowledge of
pediatrics is invaluable for the training of the child psychiatrist. Although
many pediatricians believe that no child psychiatrist should be so trained
before he has been in pediatric training for at least a year, even a majority
of child psychiatrists would agree that a closely supervised training for some
period, optimally six months or more, should be within a pediatric depart-
ment. It is obvious that where such contact with pediatrics is to be meaning-
ful, it should not be cursory, unsupervised or deficient in other ways. For
child psychiatrists who have been trained in their specialty without an
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educational experience in pediatrics beyond medical undergraduate teach-
ing, an association with a department of pediatrics while in child psychiatric
training, or even later when in practice, could offer much. Especially those
psychiatrists who have not had close contact with a modern department of
pediatrics for a few years would do well to assume a relationship for even
a brief period of time in order to get a review of the newer advances in the
field of diagnosis and management of childhood illnesses. Such an asso-
ciation would demonstrate the prevalent problems which bring parents and
children to pediatricians and family physicians. They would probably be
amazed at the decrease in the number of diseases which formerly took so
much of the physician’s time in home and hospital, and even more so at
the great amount of behavioral disturbances and of health and child rearing
problems which now replace them. The decline in prevalence and in com-
plications of communicable and infectious diseases are surprising to the
child psychiatrist who has not been aware of them. Facts about the large
numbers of new drugs (anti-biotic, anti-cancer, psychopharmacological),
constitute medical information with which the psychiatrists should be
almost as well informed as the pediatrician. Furthermore, the dramatic new
techniques in surgery, such as open heart repair, organ transplantations and
limb reattachment, all carry with them not only the potential for saving and
prolonging lives, but a constellation of emotions, as despair gives way to
hope and the near-dead are restored to life as if by magic. These crucibles
of human trauma generate the need to talk with physicians and nurses about
their feelings; to express gratitude, relief, and great joy. But also new
anxieties can develop about what the future may hold. For example, there
may be many questions about the future of the child whose congenitally
damaged heart has been repaired, the probability of tissue breakdown, the
possibility of assuming a more active life physically, the advisability of
marrying and having children. The parent of the child with a transplanted
organ, asks what influence this may have in changing his body function,
lifespan, personality, sex, and his life as an adult. Too frequently the pedia-
trician plays his role as counselor by intuition rather than with knowledge
gained from experience or accurate information learned from those who
have worked with such patients over long periods of time. Here is a situ-
ation where it is logical for psychiatrists to join with pediatricians not only
in research, but once facts are determined, in the counseling and in providing
of psychotherapy.

4. Pediatrics offers an opportunity for child psychiatrists to observe
abbreviated interviewing techniques and study of biographical family history
patterns.

The psychiatrist by training is the most skilled of all the medical pro-
fessions in the art and science of taking medical histories, of interviewing
patients and families. He has taught much to non-psychiatric physicians
about the medical anamnesis and the techniques of establishing relationhips
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with patients through interviewing. This is pertinent not only for the collection
of accurate and valid data but for serving as instruments of psychotherapy.

The pediatrician because of the limitations set by the reality of practice is not
inclined to take the detailed history of the psychiatrist. The more conscientious
pediatrician nevertheless tries to demonstrate the value of his shorter method
of interviewing in which he is able to get pertinent facts which help him
elucidate family patterns, note onset of behavior disorders in the children
and in other family members. This enables him to cope with many minor
disorders like feeding and sleep irregularities in infancy, finger sucking, nail
biting, enuresis, soiling and masturbation.

The child psychiatrist who by training in psychiatry has felt safe only in
studying patients in great detail, in depth and for long periods of time, has
increasingly been forced to look to transitory methods, and abbreviated
techniques because of the great number of people who need his help. He
has not come to this change of practice with great confidence, continuing to
feel that short cuts invariably are poor substitutes for sound management.
However, briefer methods of therapy and short-term relationships as
opposed to long-term and depth analysis are methods which the psychiatri-
cally oriented pediatrician has been testing for many years. He is now in
the position to demonstrate to his colleagues in psychiatry, that many
of the so-called brief methods may have merit in helping children and parents
with emotional difficulties and do not necessarily imply superficiality.

This is not to say that the time has come when one may be complacent
about any method, whether brief or long-term, or to feel with confidence
that brief and long-term methods are interchangeable in treating children
with psychological problems. However, pediatric departments afford child
psychiatrists a laboratory where further experimentation may be carried
on, and where new methods may be tried with safety and new drugs ad-
ministered under properly controlled conditions.

5. Pediatrics offers opportunities for child psychiatrists to deal with acute
situations in which the behavior brings the child patient and his family for
emergency care and first aid treatment.

Mention has already been made of the value of emergency room ex-
perience for pediatrician and for child psychiatrist in observing behavior
which has suddenly and unexpectedly appeared and requires medical
attention. There are many conditions of this kind which demand prompt
first-aid care and which are primarily psychological in nature. Attempts
at suicide are probably the most frequent. Not only are physicians called
upon to save the life of the patient, but when that is done, to protect him
from other attempts at self-injury; to relieve his guilt, to assuage the appre-
hension of relatives and to deal with the episode in ways which are neither
disturbing to the community or falsely reassuring to anyone.

What the pediatrician does in saving the life of the patient, not only has
an effect subsequently on the physical condition of the patient but also on
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his sensorium and behavior. For example, a brain may be spared trauma,
like anoxia, by prompt and correct use of techniques and methods in resus-
citating a patient. Furthermore, what the physician does psychologically
will have a long-term influence. Punitive moralizing, as well as the deliberate
use of fear, may arouse further feelings of depression, guilt, resentment or
anxiety, and propel the patient into further thoughts of self-destruction.
The psychiatrist with his skill and knowledge could be brought into a pro-
gram of patient management as soon as possible if it were usual practice
to have him in the emergency room. The contribution of pediatrics to psy-
chiatry lies in part in his early sharing with the child psychiatrist of the
responsibility for the care of these patients.

The list of psychological emergencies facing pediatricians are many, and
include in addition to suicide attempts, child abuse (at the hands of deranged
parents or others), rape, overt disorders such as hysteria, acute schizophrenic
reactions, and anti-social behaviour such as fighting. Each of these requires of
the pediatrician quick and accurate diagnosis and emergency management.
His direct observations provide child psychiatrists with information about
the nature of the behavioral reaction, and even something about the de-
fences and mechanisms which are brought into play, consciously and un-
consciously, by the patient and others as they attempt to deal with the crisis.

In the case of a rape, for example, a pediatrician is not only in a position
to witness the acute emotional reactions in the child, but those of his
parents, neighbors, civil authorities and sometimes the clergy. Regardless
of his inclinations, he plays many roles. He is a combination of pediatrician,
psychiatrist, policeman, psychotherapist. The information he collects is
naturally of help to the psychiatrist interested in psychic trauma, in preven-
tive psychiatry, and social psychiatry. The emergency room of a city hos-
pital is a microcosm of a special kind, often serving as a laboratory for
studying sociological trends in a community, cultural changes, economic
conditions—all of which are reflected in the physical and emotional con-
ditions of patients brought to it for immediate assistance.

6. Pediatrics provides an opportunity for child psychiatrists to collaborate
in patient study and care, and to test hypotheses and techniques in a controlled
environment.

One of the trends in pediatric practice is the increase in numbers of
children admitted to hospitals because of what are called *“psychosomatic
disorders”. Ulcerative colitis, anorexia nervosa, diarrheas, allergies, and
many other conditions now constitute a large segment of the pediatrician’s
practice. Very often he is skilled in sensing early the relationship between
psyche and soma, and in knowing that one does not hurriedly attempt to
deal with one or the other aspect of the patient’s problem before giving
consideration to all the elements involved.

Fixation of attention to one aspect of the problem only, as in a hurried
attempt to rid the patient of his physical symptoms, may give temporary



THE RELATIONSHIP OF PEDIATRICS TO CHILD PSYCHIATRY 25

relief but may very soon lead to an exacerbation and even a worsening of
the patient’s condition. Or, unduly emphasizing the psychological side may
give the impression to the patient and his family that the pediatrician is
not competent to deal with the physical illness, or worse, is careless and
without understanding of suffering. Neither approach facilitates the efforts
of the psychiatrist who sooner or later joins the pediatrician as a diagnos-
tician and therapist. Granted that it is not always immediately possible to
engage the help of this colleague because of the unavailability of a child
psychiatrist, or because of the reluctance on the part of the parent and the
patient to have him in attendance, yet there is merit in an early sharing by
the pediatrician of information and plan of study procedure.

The pediatrician like the psychiatrist will have theories about the etiology
of the psychosomatic disturbance and these may be tested within a hospital
setting, particularly where a milieu is provided which removes some of the
variables which must play a part in the causation of the illness. Selective
restriction of visitors and protection from other stress may serve as thera-
peutic tests. The administration of special tests and of particular drugs may
be easier in the hospital. After the patient and his life situation have been
studied and understood as well as possible, the hospital milieu may be
gradually changed to somewhat resemble life outside of the hospital, a
decompression experience if you will, in order to prepare the patient to
cope more successfully with the ordinary exigencies of life.

7. Pediatrics offers child psychiatrists a setting in a teamwork milieu for
DpSychiatric training.

Up to now, mention has been made of pediatrics as a place where the
child psychiatrist may renew his knowledge about modern pediatric work
and where he might try out some of his special skills as a trained psychi-
atrist. Consideration may also be given to the concept of using a pediatric
service for training a child psychiatrist in psychiatry, by having him serve
as a trainee consultant to the pediatrician in the hospital wards, clinics and
in agencies outside the hospital.

In those hospitals with university affiliation where trained child psy-
chiatrists have worked as consultants, they have often felt that they have
been called in too late to help hospital professional persons cope in their
own way with emotionally disturbed and mentally sick people. But this has
changed as pediatricians have found child psychiatrists valuable colleagues,
non-threatening and helpful associates, with mutual interest in the care of
child patients. As a consequence they have sought psychiatric consultation
earlier and more readily even in instances where no psychological problems
were yet very evident.

At Cornell and at Yale, for example, child psychiatrists and trainees in
that field have quite regularly made ward rounds with the pediatric staff,
not because they expected to be or were sought as consultants each time, -
but where along with other medical colleagues and associates from other
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sciences, there might be a joining together in thinking about children who
for one reason or another had been admitted to hospital.

Out of such mass ward rounds have come some unusual suggestions
from even the non-medical participants which have been helpful in better
understanding the processes in the child, reasons for his illness, and methods
of helping him and his family. The social scientist and the geneticist, for
example, have pointed out clues showing the familial nature of a difficulty;
the child psychiatrist like the pediatrician has been helped to see the compre-
hensiveness of the problem, the variety of etiological influences, as well as
the continuum of their effects, and the manifold steps to be considered in
helping the patient resolve his problem whether it be one of physical illness
or emotional disequilibrium. The old fashioned pediatric ward-rounds, like
those of other medical rounds, whereby the Chief or the Professor was the
sole leader, is no longer realistic.

Medicine has become much too complex for any single person, however
scholarly and skilled in his particular discipline, to be the sole interpreter
of the phenomena in a patient, and the only one capable of teaching other
professional persons. Combined and integrated staff ward-rounds have
proved successful as a modern teaching device, particularly when it has
grown up naturally so that the participants have a mutual respect for each
other and enjoy an association in teaching.

8. Pediatrics serves as the “source of origin for child psychiatrists in
recognizing special mental health needs of patients and the disorders requiring
Dpsychiatric help.

Although modern pediatrics feels more competent and has been more
successful than ever in dealing with some of the behavioral disorders in
infants and children and in modifying pediatric care so as to prevent some
of the so-called minor psychologic problems, there are still too many failures
in management of even that group of disturbances. But when one looks at
severe mental illnesses such as schizophrenia, autism, the depressions, one
is impressed with the lack of skill, especially in pediatricians and others
dealing with young children, in warding off and preventing them. The
pediatrician does not have the tools, the skills, the insights to deal effectively
in a prophylactic manner with severe mental illness. His contribution to
child psychiatry then, in this sense, is a negative one.

However, there are elements of a positive nature in a pediatric approach
when child psychiatrists are given opportunities to examine and to work
with those children, and particularly those parents, where the pediatrician
feels that he is unskilled in more than intuitively recognizing what lies ahead
emotionally for his patients. Early referral to a child psychiatrist may not
always assure prevention of a mervous disorder. On the other hand, it has
been demonstrated many times that timely referral permits earlier and better

- psychotherapeutic assistance and amelioration of symptoms. The pedia-
trician has learned how to refer, when to refer and how to maintain a sup-
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portive role to those patients and their families when child psychiatrists
have become physicians in charge.

CONCLUSION

The goal of pediatrics continues to be the development of a profession
in medicine which promotes mental and physical health and well-being of
children. To attain this aim, modern pediatrics is attempting to combine
new skills and insights from the biological sciences and the social sciences
with old abilities of child study and patient care. This involves a synthesis of
many disciplines, both within and without medicine. Attempts to do this
vary from one institution to another.

The most effective methods of integration have been those in pediatric
education at the graduate level where pediatricians in training and their
pediatric teachers have opportunities to work with colleagues in psychiatry,
social work, biological and social science and education. In its development,
modern pediatrics has attempted to broaden its scope of interest and medical
involvement without sacrificing proficiency and knowledgeability in the
diagnosis and treatment of children who are ill with physical disorders
and without diluting efforts to protect the physical health of the child. It is
believed that pediatrics has fashioned itself into an important therapeutic
instrument; but more, it has become an important component of preventive
psychiatry and in this, it is closely related to both general and child psy-
chiatry.

From a recognition and acceptance by both pediatricians and child psy-
chiatrists that theirs is indeed an “indissoluble union” will come an
acceleration to both sciences in their dynamic and essential trends of progress.
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CHAPTER 3

Paediatrics and Child Psychiatry in Great Britain

by JoHN APLEY

SPECIALIZATION

Specialization increases knowledge, but at the same time fragments it.
In medicine the disadvantages of fragmentation are greatest in specialities
which are predominantly concerned with a part of the patient, a system or
organ, or which rely on special techniques. The disadvantages should be less
in those branches of medicine which focus on an age group.

When white light is resolved by a prism the colours of the spectrum can be
observed in detail; but to see whiteness the colours must be fused again.
There is no denying the need for intensive specialization in restricted fields;
paediatric haematology and paediatric cardiology have essential contri-
butions to make, and paediatric surgery and child psychiatry are now
recognized disciplines in their own right. While they amply justify speciali-
zation, at the same time they provide reasons for integration, if the welfare
of the whole child is to be paramount. It is, of course, a natural role of the
general or family practitioner to integrate and co-ordinate; but his interests
are inevitably dispersed, and for integration in depth, as well as for the
promotion of knowledge, a concentration on age-groups is contributing
much of value in the medicine of today.

What distinguishes childhood from all other ages is, in a word, growth.
Growth occurs concurrently, though at different rates, in several dimen-
sions—physical, intellectual, emotional, social—which to some extent over-
lap and influence each other. When any one of these is considered in isola-
tion their associations and their reciprocal interactions may not be ap-
preciated. Moreover, when a deviation of one becomes manifest clinically
in terms of another, its significance may remain hidden.

‘When we apply these arguments to the medicine of childhood some rele-
vant conclusions are reached. Child psychiatry and paediatrics might both
be termed specialties, but this is to use the word in different senses. The
child psychiatrist specializes in behaviour and social adaptation and he uses
special techniques: the paediatrician is a generalist or consultant in an age-
group who integrates all its aspects. The distinction is not between a child-
mind specialist and a child-body specialist. The two disciplines of child
2a OP 29
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psychiatry and paediatrics are not competitive but complementary. I believe
that they should be much more closely linked than they are at present.
There has been a long and desultory flirtation between them, but it is high
time they were married—if only for the sake of the children!

The benefits such a union can confer are certainly not restricted either
to psychiatry or to paediatrics. I shall discuss them with some diffidence, as
one who was trained first in general medicine, then in paediatrics, and has
felt impelled to broaden his views, despite the lack of a formal training
in psychiatry, to embrace the whole child.

PAEDIATRIC PRACTICE

The picture of paediatric practice which I attempt to outline is that which
is seen in Britain, though it applies also to a varying extent in other coun-
tries. Even in this country there are considerable differences in individual
practice, but the trend is in one direction.

Paediatrics is a recently developed branch of general medicine and is still
evolving and adapting. In the early decades of this century malnutrition,
infection and other physical aspects of illness absorbed almost all the ener-
gies of children’s doctors, as they do still in the hungry and under-developed
countries of the world. But as nutrition has improved, and as the threat
of acute physical disease has lessened, paediatricians are increasingly con-
fronted with childhood problems that were previously concealed and often
unsuspected, or are becoming more common. Moreover, they and parents
are setting continually advancing standards of all-round health. That the
developmental problems of the whole child, which embrace disturbances
of intellect, emotion and social adaptation, are forming an increasing part
of paediatricians’ work is due not only to their own broadening interests,
but also to the expectations and, indeed, demands of the public and of the
medical profession.

Children Referred to Paediatricians

There are regrettably few “prevalence studies™, and the cases referred to
consultant paediatricians obviously reflect in varying degrees the preferences
of parents and their doctors, the special interests of individual paediatri-
cians, and the availability (or lack of it) of child psychiatrists. A fairly con-
sistent picture can, however, be drawn.

When 14 consultant paediatricians in Britain were asked about the types
of cases they saw (Apley, 1962) they replied unanimously that “a con-
siderable proportion” of children with emotional problems were referred
to their clinics. These fell into three groups: group (a) children with a pri-
mary physical disorder (such as congenital heart disease) and an emotional
overlay; group (b) children with psychosomatic problems; group (c) children
with emotional and behavioural disturbances as such. In a survey carried
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out in Bristol by a colleague with psychiatric and paediatric training (Fair-
burn, 1962) it was shown that ““one third of paediatric referrals are precip-
itated by psychiatric disorder”. At a paediatric out-patient clinic in
another large city, while 19 per cent of the cases in 1947 had been referred
on account of emotional problems, ten years later the proportion referred
for emotional problems had increased to 36 per cent (Craig, 1959).

Personal Series

An analysis of 100 consecutive new cases referred to a paediatric out-
patient clinic in Bristol during three winter months is shown in Table 1. It
is not intended to perpetuate, still less to approve, an artificial separation
between body and mind, but to illustrate that in many children referred
by general practitioners to paediatricians the symptoms are not attri-
butable to “an organic disease”.

TABLE 1. 100 CONSECUTIVE NEW CASES REFERRED TO A PAEDIATRIC CLINIC

Age when first seen Organic disease No organic disease Total
0—1 years 14 2 16
1—2 years 6 3 9
2—3 years 4 6 10
3—4 years 8 4 12
4—5 years 3 6 9
5—6 years 3 4 7
6—7 years 1 4 5
7—8 years 2 2 4
8—9 years 3 1 4
9—10 years 3 0 3

10—11 years 2 1 3
11—12 years 6 4 10
12—13 years 2 3 5
13 years 1 2 3

58 42 100

Group I. Primary Organic Disease

The proportion with organic disease was slightly lower than had been
found in a similar survey carried out at the same clinic eight years earlier.
This group contains an unduly high proportion of children with congenital
heart disease (14), in which I have a special interest, and of children with
respiratory disease (14) because the survey was carried out in the winter.
In many of the children with serious organic disease there was evidence of
considerable emotional disturbance.

2a*
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Group II. No Organic Disease

The proportion of boys to girls was 3: 1, as compared with 2: 1 in the
whole series.

TABLE 2. NO ORGANIC DISEASE

asthma

enuresis

recurrent abdominal pain
recurrent limb pain
recurrent headaches, migraine
periodic syndrome
sleeplessness

behaviour problems
diarrhoea

feeding problem
faintness
underdevelopment
screaming attacks

slow speech development
emotional instability
normal child
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Just as Group I is “loaded” because of my special interest in heart
disease, so Group II is probably loaded with psychosomatic problems.
Nine children with asthma have been tentatively included in this group
because, in this multifactorial disorder, causative organic factors were not
demonstrated while causative or precipitating emotional disturbances were
prominent. Among the enuretic children were some with so-called ‘““matu-
rational delay” and no evidence of emotional disorder. The symptoms of
many children reflected excessive parental anxiety. It was considered neces-
sary to refer 7 of the 42 cases from the paediatric clinic to a psychiatrist.

Attention is particularly drawn to the fact that half the cases with no
organic disorder were referred for a consultant opinion before they had
reached school age or the age at which referrals to child guidance clinics are
usually made.

The Paediatrician’s Decision

Not only are emotional and behavioural disturbances common in children
who suffer from an organic disorder, but many of the children referred to
paediatricians have such disturbances without any organic disorder. Clearly,
then, paediatrics demands an understanding of the whole child. An expertise
restricted either to the body or the mind—somatectomy or psychectomy—
is insufficient for more than limited purposes.

If the paediatrician is to recognize the diverse psychological aspects of
childhood disorder he must obtain and maintain experience in them. He
must continually develop and repeatedly check his experience, if only to
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enable him to decide which of the patients that have been referred to him
are in need of specialized psychiatric care. Even if it were desirable, it
would manifestly be impossible to refer every child with an emotional or
behavioural aberration to a psychiatrist.

The paediatrician is forced, then, to make a decision. Shall he refuse con-
sciously to have anything to do with the psychical aspects of his patients?—
or shall he attempt to make himself competent to deal adequately with some
at least of them? The paediatrician who decides on the latter may be in-
fluenced by the impossibility in many instances of separating diagnosis
from treatment; for, whatever the complaint, the proper treatment of the
patient begins with the first words spoken at the first diagnostic consul-
tation.

The paediatrician’s decision is usually based on more obvious factors.
On the demands made of him by patients and family doctors; on his per-
sonal views regarding the unity of the patient; on his willingness to expand
his interests and continue to learn; on his assessment of his ability to deal
with psychological problems; on the adequacy and the acceptability of the
specialized psychiatric services that are available.

The decision may be largely moulded by the attitude of the paediatrician’s
psychiatric colleagues. The encouragement that he receives from critical
yet co-operative colleagues can provide a constant stimulus in his attempts
to understand the whole patient.

If he attempts to provide comprehensive care the paediatrician will con-
stantly have to weigh its many advantages against its potential hazards.
Will his efforts result in the harmful postponement of psychiatric treat-
ment? Will disorders be irretrievably mishandled? Will his management
create or bring to light new problems? Experience has shown that the
hazards can be avoided or minimized and, indeed, in many instances the
child who needs expert psychiatric treatment is likely to obtain it earlier
if he is first referred to a paediatrician. The upshot will depend not on the
paediatrician alone but also on his psychiatric colleagues, and the degree
to which between them they can cultivate and maintain a mutually satis-
factory liaison.

SHARED INTERESTS

Psychiatrists and paediatricians may share patients, particularly in
children’s hospitals with a modern approach, but they may more readily
share an interest in professional spheres. Some of these will be discussed
because of their importance in bringing together the two disciplines.

The Psychosomatic or Comprehensive Approach
A. Somatopsychic Disturbances

The term somatopsychic is often, and understandably, used in a pejorative
sense. We should need no reminding that disorders primarily affecting bodily
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function may disturb the whole person. The fact that the presenting symp-
tom can be psychic serves to emphasize the need for a comprehensive
approach.

Hallucinations or delirium may signal the onset of pneumonia or menin-
gitis, and depression may characterize infective hepatitis or follow influenzal
infection. More likely to be misinterpreted are the fatiguability that may be
associated with chronic renal infection; the emotional instability often pro-
nounced in untreated coeliac disease; the hysteria that occurs in amyo-
tonia congenita; the disturbed behaviour seen with lead poisoning, intra-
cranial neoplasms and degenerative nervous system disorders. Delay in
diagnosis due to overlooking such associations may be as serious as that due
to neglecting the influence of emotional disturbances in epilepsy or diabetes
mellitus.

B. Psychosomatic Disturbances

No disorder could be more “physical” than congenital heart disease.

Yet a considerable proportion of children with a cardiac malformation
develop emotional problems, associated with anxiety and over-protection,
and the disturbances may reverberate through the family. From the opposite
point of view, an anxious child with a healthy heart may develop cardiac
symptoms. “The diagnosis and management of a child with leukaemia or a
fractured arm will incorporate both physical and emotional aspects, just as
for the child with a tic or bedwetting”’ (Apley and MacKeith, 1962).
* These simple illustrations of what is termed the comprehensive or psycho-
somatic approach are reminders, which should not be necessary but in
practice often are, that in ill health the whole patient needs to be considered.
Such an approach can be equated with good medicine, and if all medicine
were good and comprehensive the term “psychosomatic” would be redundant.
Meanwhile it may serve as an indication both of the multifactorial aspects
of some common childhood disorders and of the many interests common to
psychiatry and paediatrics. I shall discuss three topics to illustrate how the
comprehensive approach can draw from both disciplines and, in return,
contribute to both.

C. Recurrent Pains in Childhood

Pains that recur over a period of months or years are among the com-
monest disorders of childhood. Recurrent limb pains, miscalled ““growing
pains”, occur in 1 of every 25 children (Apley and Naish, 1955); recurrent
headaches in 1 of every 7 (Hughes and Cooper, 1956); and recurrent ab-
dominal pains in 1 of every 9 unselected schoolchildren (Apley and Naish,
1959). But, though the pains may predominate at one site, often they occur
at more than one, or they may migrate with time from one to another. As
one child said: “Sometimes I get my tummy-ache in my head.” Bouts of
pain may be associated with pallor, vomiting and fever.
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Because the main complaint is pain, investigations are often focused on
bodily functions; so much so that the doctor himself may become “a patho-
genic agent in perpetuating the illness by his well-meaning but never-ending
efforts to find a physical cause” (Weiss, 1947). Misunderstood and un-
relieved, pain—like enuresis or asthma—may itself provoke emotional dis-
turbances. When, however, the results of controlled studies based on the
whole child are applied, not only do the contributory aetiological factors
become clear but treatment becomes rational and, as a rule, effective.

In a large series of children with recurrent pains investigation will reveal
causative organic disorders of great interest and diversity; but together
they explain only about 5 per cent of cases (Apley and MacKeith, 1962).
In the remaining 95 per cent a causative organic disorder cannot be demon-
strated, and in the large majority of this group the symptom is an expression
of a reaction pattern to emotional stress (a pattern that is commonly fami-
lial). A comprehensive approach is essential in diagnosis, for confirming or
ruling out organic disorder without harmful over-investigation, for eliciting
the essential evidence of significant emotional disturbance, and for the under-
standing of the child and his disturbance. A comprehensive approach is equally
essential for rational and successful management of the child (and the
family).

Among the children in whom the symptoms are not due to a primary
organic disorder, specialized psychiatric treatment is necessary for about 1
in 5. In the remainder good results can be achieved by the doctor who takes
advantage of both physical and psychological methods.

In practice, it is usually the paediatrician who has to assess and sort the
cases, and it is he who refers them when appropriate to a surgeon or a
psychiatrist. If he learns both from surgery and from psychiatry he will be
successful in the large majority of instances; and, in return, he is in the best
position to pass on the accumulated experience to family doctors, to sur-
geons and to psychiatrists.

D. Infections

An impression that there may be an association between emotional
disturbances and the onset and course of infections, such as the common
cold or tuberculosis, has long been current. The factors that may influence
individual susceptibility to streptococcal infection have recently been studied
in some detail (Meyer and Haggerty, 1962). For a year 100 members of
16 families were kept under observation, with clinical evaluation of all the
illnesses that occurred and periodic throat cultures and measurements of
antistreptolysin 0 titres in the blood. Among the factors that proved im-
portant were, as would be expected, the individual’s age and the closeness
of contact with a source of infection. In addition, the onset of illness, and
even a significant increase in antistreptolysin titres, was frequently related
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to acute family crises (such as accidents, illness or death in the family, the
father losing his job), or to chronic emotional stress situations.

E. Retardation of Growth

The physical growth of the child may be retarded as a result of under-
nutrition, chronic infection, disorders of bone, metabolism, endocrines and
others that are well recognized. But mental and emotional growth may be
impaired together. Why are children with Down’s syndrome (mongolism)
stunted physically?—and why may institutionalized children receiving an
adequate diet be short in stature?

Even in children living at home, a retardation of physical growth and,
even more pronounced, of skeletal maturation, in association with impaired
development of personality and intellect, may be attributable to grossly dis-
ordered family organization and severe emotional disturbances in the parents.
“The biological pathways by which environmental circumstances influence
basic processes such as growth remain matters for further investigation”
writes J. B. Richmond in the preface to *“Growth failure in Maternal De-
privation” (Patton and Gardner, 1963), and goes on to make the point that
“Elucidation (will) . . . shed further light on the early development of mind-
body relationships.” This is of the utmost relevance to the present discussion.

Intellectual Development

In the dark dungeons of mental deficiency and mental retardation gleams
of light are beginning to penetrate. They emanate from studies both of the
physical and of the psychological aspects.

Advances in chromosome research are revealing genetic causes of mental
retardation, and the literature on Down’s syndrome (mongolism) alone is
expanding so fast that frequent reviews are necessary to bring reports to-
gether (Richards, 1964). Even more promising are the continual discoveries
of biochemical aberrations which are genetically determined. Twenty or
more recognized inborn errors of metabolism are already known to be asso-
ciated with mental retardation, and the number is continually increasing.
Intellectual development may also be impaired by severe physical malnutri-
tion in the early years of life (Stoch and Smythe, 1963).

In the majority of mentally retarded children, however, physical and bio-
chemical abnormalities, and pathological changes in the brain, have not been
found and probably do not occur; and the importance of environmental
factors (familial, social and cultural) is becoming increasingly apparent. The
harmful effects of emotional and intellectual *“malnutrition” are being
revealed and may, indeed, be widespread in Western civilization. There is
evidence that severe mental defect can result from “grossly perverted
rearing” (Bourne, 1955) or from insufficient protection against emotional
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stresses (Clarke and Davis, 1963), while milder forms of mental retardation
from similar causes are not uncommon in practice.

The actiology of intellectual impairment embraces such a multitude of
factors that its further study clearly calls for increasing liaison between
psychiatry and paediatrics, and between these and many potential allies.

Prevention of Mental Disorders

Once it is agreed that the unique feature of childhood is growth, and that
bodily, emotional and intellectual threads are interwoven, the necessity for
a comprehensive approach to childhood disorders must be granted. In no
field is it more likely to be contributory than in the prevention of mental
disorders.

The “Prevention of mental disorders in children” was the stimulating
theme of the Fifth International Congress of Child Psychiatry in 1962.
I need refer to only a few of the many important contributions that were
reported in Acta Paedopsychiatrica (1962), and from this forum the reader
may refer to the fuller original sources.

In A Foundation for Preventive Practice in Child Psychiatry (p.196)
E. Lindemann presented recent evidence concerning maturation, develop-
mental stages and critical periods of growth. Dr. J. Caplan, discussing the
public health approach (p. 197) considered the phenomenon of crisis as a
focus for preventive intervention. Dr. J. Tarjan (p. 205) reviewed many so-
matic aetiological factors, emphasizing inter alia, first, that somatic organi-
zation of the brain influences the child’s psychological responses and, second,
that social factors intertwine with somatic variables.

Dr. B. Pasamanick (p. 207) summarized his well-known contributions on
“the continuum of reproductive casualty”, i.e. the pathological sequelae of
pregnancy, described as a spectrum or continuum. The sequelae range from
death through major disabilities to minor handicaps; they are not restricted
either to bodily or mental function and are often multiple.

In these and many other aspects of primary prevention the paediatrician
is intimately concerned. The part he can play is all the more important
because of his influence with parents in their children’s upbringing, and
because of his opportunities to modify potentially harmful experiences such
as hospitalization, bereavement, and chronic illness. In secondary prevention
he is often in a position to recognize the earliest manifestations of beha-
vioural and adaptational disturbances, at a time when they should be most
amenable to management.

In both primary and secondary prevention the paedatrician often carries
the responsibility for implementing what is known. If prevention is to be
widely practised, and if knowledge of it is to be advanced and promoted,
there is a clear need for active co-operation between paediatrics and child
psychiatry.
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“ MENTAL HEALTH 1S EVERYBODY’S BUSINESS”’

In our times, it is claimed, there is more mental ill-health than ever before,
though the evidence is not conclusive or entirely agreed. What is agreed is
that there is more concern about it, more time to think about it, and a greater
desire that something should be done about it. As the conquest of physical
disease achieves new triumphs people are no longer content merely to be
kept alive; they expect to enjoy living, and turn increasingly to doctors to
help them. For the medical profession this revolutionary change of attitude
raises problems as vast as those of “the population explosion”.

Although medicine is perforce sharing some of its functions in the mental
health field with allied professions, much of the territory remains uncharted
or unexplored. Many people, probably the majority, with mental illness do
not enlist medical help; and, as Taylor and Chave have shown in Mental
Health and Environment (1964), only a small proportion of the psychiatric
cases which have been diagnosed by general practitioners are referred by
them for specialist care. If only severe forms of mental illness are considered,
the psychiatric services are reaching no more than a small proportion of the
affected members of the population, as a prevalence survey in Anglesey
shows (Jones and Miles, 1964). As regards children, it was agreed at a WHO
Seminar on Child Guidance in 1960 that one in every six or seven children
can be expected to develop disturbances of adjustment, and could benefit
from expert advice, even though only a small proportion of them are in
need of intensive treatment.

The span and burden of mental illness become increasingly evident in
Western civilization, even though it does not attract nearly as much research
as its importance would justify. There are not enough trained psychiatrists
to deal even with the people who desire treatment, and probably never will
be; and with a problem of such magnitude all sorts of expedients are at-
tempted, either deliberately or faute de mieux. Patients known to have mental
disorders may be looked after by medical auxiliaries, who are not always
professionally trained (Rehin, Houghton and Martin, 1964). In a sector of
Paris a pioneering scheme, organized by Dr. S. Lebovici, brings together
child guidance teams and schoolteachers. Doctors who have no formal psy-
chiatric training may themselves take the initiative by extending their prac-
tice to embrace psychological problems. One such experiment has been
mentioned (Craig, 1959, see p.41) and another will be briefly described.

The essence of the scheme (Apley, Philips and Westmacott, 1960) was direct co-
operation in an out-patient clinic between paediatrician and psychiatric social
worker, with reference to a psychiatrist only in exceptional instances. The patients
were children with psychosomatic or emotional disorders. The methods used were
“informal psychotherapy”, resting on the exclusion of organic disorder, the evi-
dence of emotional disturbance, and reassurance accompanied by discussion and
explanations. In the largest group of cases the child and parents were helped to
adapt, and factors playing a part in emotional stresses were modified. In a small
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proportion (one in five) the child or parent needed help in his or her own right, or
the reaction pattern seemed unalterable, and the case was referred to a psychiatric
consultant. In one tenth of the cases the parents discontinued attendance.

In the series of 150 cases reported the short term results appeared satisfactory:
in two thirds symptoms were relieved or abolished and the general attitude of
the patient (and often of the parents) improved. No long-term follow-up observa-
tions were made, nor did they appear to be indicated because in a restricted com-
munity failures would be expected to be recognized and referred back.

With the methods used no serious disadvantages, arising through mis-
handling or delay, became apparent. Some clear advantages could, however,
be demonstrated. First, most children referred to a paediatric clinic with
psychosomatic or emotional disorders can be benefited without recourse to
a psychiatrist. Second, the age of referral to a paediatric clinic is often lower
than to a psychiatric or guidance clinic (see also Table 1), and a better re-
sponse to treatment would be expected. Third, many of the children referred
would never reach a psychiatrist, presumably because of an unfortunate
bias in the minds of the lay public and some family doctors.

PSYCHIATRIC AND PAEDIATRIC LIAISON

That some such bias exists, against both adult and child psychiatry, will
hardly be disputed. It is, of course, to a considerable extent based on out-of-
date conceptions of what psychiatry is and does. Many members of the
public and of the medical profession see it as it was fifty years or more ago,
when, as a child psychiatrist has said, “In the beginning of this century,
child psychiatry was limited to a sort of mental teratology without thera-
peutic consequences” (Michaux, 1962).

The unfortunate prejudice among some doctors, which was probably
implanted during their own medical training, may blind them to the emanci-
pation of psychiatry from taxonomy and institutions, and to the real ad-
vances in diagnosis and therapy (which in some instances are associated
with the incorporation of physical methods). The prejudice is reinforced by
a lack, still apparent in psychiatry, of scientific method in assessing both
diagnosis and treatment, and perpetuated by a distrust of psychiatric
jargon—though general medicine itself can to some extent be condemned
for the same reasons. A prejudice against child psychiatry in particular is
often justified on the grounds that it may be practised by psychiatrists who
have not studied or worked with children.

The faults are not, however, all on one side. In a Harveian Oration on
*“ Medicine and the affections of the mind” (1963) Sir Aubrey Lewis stated:
“In spite of all the differences in approach and subject-matter, the study
and care of psychological ills are as much a medical concern as is somatic
disease. This seems obvious to us, but it has not always been obvious, nor
outside this College is it everywhere conceded.” Having disarmed his
audience, he went on to say: ““ Cartesian dualism is disavowed, yet perforce
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implied by nearly all psychiatrists.”” When Lewis remarked that *Psychi-
atrists, like other people, used to look for single causes for single diseases;
ideas about aetiology were therefore simple, one-eyed, and usually wrong”
he was in effect inferring the need for integration. With his special interest
in, and knowledge of, the all-pervading factor of growth, the paediatrician
appears to be the natural integrator in the broad field of child health.

Entrenched positions have been taken up on both sides of the Cartesian
fence, and on the psychiatric side there is also some disagreement about the
position of child psychiatry in relation to adult psychiatry (Winnicott, 1963)
which is of concern to all those who are responsible for children. It is not
disputed that the child psychiatrist should understand adults: not only has
he to know what children will grow up to be, but he has to do his work with
the help of parents and he has to appreciate that childhood symptoms may
reflect or be provoked by parental factors. But it has not everywhere been
agreed that the child psychiatrist or psychologist needs to know more about
childhood than can be acquired merely by extrapolating backwards in time
from adult life.

Just as psychological and psychiatric knowledge and experience are essen-
tial for the paediatrician, so paediatric knowledge and experience are essential
for the child psychiatrist. I see no reason why the interested child psychiatrist
should not recognize and treat anaemia or rickets: in good psychiatric
practice bodily disorders are neither ignored nor overlooked, nor are they
automatically referred to “organic doctors”. I see no reason, similarly,
why the paediatrician should not recognize and treat both psychosomatic
and emotional disorders, within the limitations which he himself can re-
cognize. It should be unnecessary to have to say, as a Senior Medical Officer
of the Ministry of Health had to do: “Indeed, there are still one or two
psychiatrists who consider that they only are capable of dealing with the
emotional problems of children” (Alford, 1959). But both the confidence
and efficacy of psychiatrist and paediatrician will be enhanced if his col-
league is readily available.

There is an increasing acceptance of the need, after qualifying, for some
continued training in psychiatry for paediatricians, and in paediatrics for
psychiatrists. There is also a need for reciprocal education between both.
This may be achieved informally during day to day work, in joint clinics,
ward rounds, discussion groups and research projects. It may be attempted
more formally by the mutual membership of professional societies. Thus
the British Paediatric Association includes in its membership some child
psychiatrists, and the International Association for Child Psychiatry and
Allied Professions includes some paediatricians. But the extent of such
co-operation is small and often appears to be grudging.

Some of the research activities which paediatricians and psychiatrists
share have been indicated. Among others which they might profitably under-
take together are the interactions of mothers and babies in the first weeks
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of life; the correlation of physical and psychological reactions and measure-
ments; the reverberations between the emotional and physical aspects of
illness in different members of the family; the hazards of critical or vulnerable
growth periods, including puberty and adolescence. These are, however,
examples of tactical exercises: there is an over-riding need for strategic
planning, to explore and promote more complete and extensive co-operation
between the two disciplines.

Traffic, not only in patients but in staff and in ideas, should be encouraged
in both directions. That some paediatricians still do not even attempt to
learn or practise the comprehensive approach, or feel themselves threatened
by the infiltration of psychology in what they have accepted as purely
mechanistic problems, is unfortunately true, but the position is improving.
Yet it is disturbing that an eminent child psychiatrist still finds it necessary to
comment on “. .. the frequency with which psychiatrists are asked to advise
paediatricians, and the relative rarity of the converse. A curious state of
affairs, indeed, unless one were to assume that the psychiatrist knows all
that the paediatrician does, plus something more—or that what the paedia-
trician knows is of no consequence to the psychiatrist> (Eisenberg, 1962).

Between them the child psychiatrist and paediatrician have to work out not
so much how one may manage without the other, but how best to learn
from and use the expert knowledge of the other for the benefit of their
patients. In the attempts at rapprochement it is regrettable, though I believe
it is true, that most of the advances have been made by paediatricians. There
should be no barriers between psychiatry and paediatrics; they will be
eroded from both sides if we continually remind ourselves that a large part
of paediatrics is psychiatry, that a large part of preventive psychiatry is
paediatrics and, above all, that the child is a whole person rather than a
collection of parts.
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CHAPTER 4

Assessment of Childhood Disturbances+

by ANNA FREUD

WHEN diagnosing the mental disturbances of children, the child analyst is
confronted with difficulties which are due to the shifting internal scene in
a developing individual and which are not met with in adult psychiatry.
One of these difficulties concerns the fact that, during development, symp-
toms, inhibitions, and anxieties do not necessarily carry the same signi-
ficance which they assume at a later date. Although in some cases they may
be lasting, and thus the first signs of permanent pathology, in other cases
they need be no more than transient appearances of stress which emerge
whenever a particular phase of development makes specially high demands
on a child’s personality. After adaptation to that particular phase has been
achieved, or when its peak has passed, these seemingly pathological ap-
pearances either may disappear again without leaving much trace, or make
way for others. In either case, what is left behind may be no more than an
area of heightened vulnerability. These semblances of *“spontaneous cures”’
are the equivalent of what used to be called “outgrowing” of difficulties,
a phrase which, though outmoded, is in reality still quite appropriate.
Another difficulty for the diagnostician is bound up with the well-known
fact that there are no childhood alternatives to the adult’s efficiency or
failure in sex and work, vital factors which are used in adult psychiatry as
indications of intactness or disturbance. Although in what follows efforts

t The Psychoanalytic Study of the Child, vol. XVII, 1962, by permission of the editors.

This short article is a preliminary communication, extracted from an extensive study
of normal and abnormal child development, the publication of which is in preparation
by the author. The “Diagnostic Profile’’ contained in it has to be considered as a tentative
draft, open to amendment and revision of all its parts, after their usefulness has been
tested against clinical material over a prolonged period.

The case material on which the considerations are based is that of the Hampstead
Child-Therapy Clinic, an institution maintained by The Field Foundation, Inc., New
York; The Ford Foundation, New York; The Foundations’ Fund for Research in Psy-
chiatry, New Haven, Connecticut; The Anna Freud Foundation, New York; The Grant
Foundation, Inc., New York; The Estate of Flora Haas, New York; The Old Dominion
Foundation, U.S.A.; The Psychoanalytic Research and Development Fund, Inc., New
York; The Taconic Foundation, Inc., New York.
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will be made to outline some “age-adequate tasks” for children, these are
by no means of similar diagnostic significance.

Since, thus, neither symptomatology nor life tasks can be taken as reliable
guides to the assessment of mental health or illness in childhood, we are
left with the alternative idea®’ that the capacity to develop progressively,
or respectively the damage to that capacity, are the most significant factors
in determining a child’s mental future. Accordingly, it becomes the diagnosti-
cian’s task to ascertain where a given child stands on the developmental
scale, whether his position is age adequate, retarded or precocious, and in
what respect; and to what extent the observable internal and external cir-
cumstances and existent symptoms are interfering with the possibilities of
future growth.

But even this more circumscribed task, namely, to place the case of a
given child in the correct position on the scale of normal or pathological
development, is admittedly difficult, all the more so since, besides psycho-
analysis, several other disciplines such as descriptive and dynamic psychiatry,
psychology, and the social sciences have a stake in it. For the child analyst the
appraisal of the child serves not only practical but also theoretical aims.
To the first category belong the decision for and against treatment and the
choice of therapeutic method ; to the second, the attempts to formulate clearer
pictures of the initial phases of those mental disorders which are known
now principally in their later stages; to distinguish transitory from perma-
nent pathology: and in general to increase insight into the developmental
processes themselves.

The analyst’s requirement for the latter purposes is a comprehensive meta-
psychological picture of the child (i.e., one containing structural, dynamic,
economic, genetic, and adaptive data). This order cannot be filled with the
comparatively meagre facts elicited from the children or their parents at
their first contact with the Clinic. Therefore, the task of assessment, which
begins with the diagnostic team, is continued by the child analyst, i.e., it
passes from the stage of initial diagnostic procedure into the stage of therapy.
Since in analysis the method of therapy coincides with the method of explor-
ation, the whole bulk of analytic material can be utilized for the latter pur-
pose or, as happens in analytic teamwork in the Clinic, be handed back
to the diagnostician to confirm, correct, and expand his first impressions of
the case.

In what follows we attempt to outline the setting up of a metapsycho-
logical framework of this kind, i.e., of a “developmental profile”” in which
the result of the analyst’s diagnostic thinking is broken up into its compo-
nent parts. Profiles of this kind can be drawn up at various junctures,
namely, after the first contact between child and Clinic(preliminary diagnostic
stage), during analysis (treatment stage), and after the end of analysis or
follow-up (terminal stage). If this is done, the profile serves not only as a
tool for the completion and verification of diagnosis but also as an instru-
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ment to measure treatment results, i.e., as a check on the efficacy of psycho-
analytic treatment.

At the diagnostic stage the profile for each case should be initiated by the
referral symptoms of the child, his description, his family background and
history, and an enumeration of the possibly significant environmental in-
fluences. From these it proceeds to the internal picture of the child which
contains information about the structure of his personality; the dynamic
interplay within the structure; some economic factors concerning drive acti-
vity and the relative strength of id and ego forces; his adaptation to reality;
and some genetic assumptions (to be verified during and after treatment).
Thus, broken up into items, an individual profile may look as follows:

DRAFT OF DIAGNOSTIC PROFILE

I. REASON FOR REFERRAL (Arrests in Development, Behavior Problems,
Anxieties, Inhibitions, Symptoms, etc.)

II. DescrIPTION OF CHILD (Personal Appearance, Moods, Manner, etc.)
III. FAMILY BACKGROUND AND PERSONAL HISTORY
IV. PossIBLY SIGNIFICANT ENVIRONMENTAL INFLUENCES

V. ASSESSMENTS OF DEVELOPMENT

A. Drive Development

1. Libido—Examine and state

(a) with regard to phase development:
whether in the sequence of libidinal phases (oral, anal, phallic;
latency; preadolescence, adolescence) the child has ever proceeded
to his age-adequate stage, and especially beyond the anal to the
phallic level;
whether he has achieved phase dominance on it;
whether, at the time of assessment, this highest level is being main-
tained or has been abandoned regressively for an earlier one;
(b) with regard to libido distribution:
whether the self is cathected as well as the object world, and whether
there is sufficient narcissism (primary and secondary, invested in
the body, the ego, or the super-ego) to promote self-regard, self-
esteem, a sense of well-being, without leading to overestimation
of the self, undue independence of the objects, etc.; state degree
of dependence of self-regard on object relations;
(c) with regard to object libido:
whether in the level and quality of object relationships (narcissistic,
anaclitic, object constancy, preoedipal, oedipal, postoedipal,
adolescent) the child has proceeded according to age;
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whether, at the time of assessment, the highest level reached is
being maintained or has been abandoned regressively;

whether or not the existent object relationships correspond with the
maintained or regressed level of phase development.

2. Aggression.—Examine the aggressive expressions at the disposal of

the child:

(a) according to their quantity, i.e., presence or absence in the manifest
picture;

(b) according to their quality, i.e., correspondence with the level of
libido development;

(c) according to their direction toward either the object world or the
self.

B. Ego and Superego Development
(a) Examine and state the intactness or defects of ego apparatus, serving
perception, memory, motility, etc.;
(b) Examine and state in detail the intactness or otherwise of ego functions
(memory, reality testing, synthesis, control of motility, speech, second-
ary thought processes. Look out for primary deficiencies. Note un-
evennesses in the levels reached. Include results of Intelligence Tests);
(c) Examine in detail the status of the defense organization and consider:
whether defense is employed specifically against individual drives (to
be identified here) or, more generally, against drive activity and
instinctual pleasure as such;

whether defenses are age adequate, too primitive, or too precocious;

whether defense is balanced, i.e., whether the ego has at its disposal
the use of many of the important mechanisms or is restricted to the
excessive use of single ones;

whether defense is effective, especially in its dealing with anxiety,
whether it results in equilibrium or disequilibrium, lability, mobility
or deadlock within the structure;

whether and how far the child’s defense against the drives is dependent
on the object world or independent of it (superego development);

(d) Note any secondary interference of defense activity with ego achieve-
ments, i.e., the price paid by the individual for the upkeep of the
defense organization.

C. Development of the Total Personality

(Lines of Development and Mastery of Tasks)

While drive and ego development are viewed separately for purposes of
dissection, their action is seen as combined in the lines of development which
lead from the individual’s state of infantile immaturity and dependence to
the gradual mastery of his own body and its functions, to adaptation to
the object world, reality and the social community, as well as to the building
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up of an inner structure. Whatever level has been reached by a given child
in any of these respects represents the end point of a historical sequence
which can be traced, reconstructed, scrutinized for defects (this to be done
during and after treatment), and in which ego, superego, as well as drive
development have played their part. Under the influence of external and
internal factors these lines of development may proceed at a fairly equal
rate, i.e., harmoniously, or with wide divergences of speed, which lead to
the many existent imbalances, variations, and incongruities in personality
development. (See, for example, excessive speech and thought development
combined with infantilism of needs, fantasies and wishes; good achievement
of object constancy combined with low frustration tolerance and primitive
defense system; or complete dependence for feeding, defecation, etc., com-
bined with fairly mature intellectual and moral standards.)

At the time of diagnosis, the status of these developmental lines can be
investigated by using for the purpose of examination any one of the many
situations in life which pose for the child an immediate problem of mastery.
Although such tasks may seem simple and harmless when viewed from the
outside, the demands made by them on the personality show up clearly
when they are translated into terms of psychic reality. Such translations are
the indispensable prerequisites for assessing the meaning of successful
mastery as well as for understanding failure and for alloting it correctly to
the right sources in either the drives or the ego agencies.

Examples of such situations as they may occur in the life of every child
are the following:

separation from the mother;

birth of sibling;

illness and surgical intervention;

hospitalization;

entry into nursery school;

school entry;

the step from the triangular oedipal situation into a community of
peers;

the step from play to work;

the arousal of new genital strivings in adolescence;

the step from the infantile objects within the family to new love objects
outside the family;

(For one particular situation of this kind, namely, “Entry into Nursery
School,” the psychological significance of the event has been traced in
detail, taking into account the demands made on all parts of the personality.)

VI. GENETIC ASSESSMENTS (Regression and Fixation Points)

Since we assume that all infantile neuroses (and some psychotic disturb-
ances of children) are initiated by libido regressions to fixation points at
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various early levels, the location of these trouble spots in the history of the
child is one of the vital concerns of the diagnostician. At the time of initial
diagnosis such areas are betrayed:

(a) by certain forms of manifest behavior which are characteristic for the
given child and allow conclusions as to the underlying id processes
which have undergone repression and modification but have left an
unmistakable imprint. The best example is the overt obsessional char-
acter where cleanliness, orderliness, punctuality, hoarding, doubt,
indecision, slowing up, etc., betray the special difficulty experienced
by the child when coping with the impulses of the anal-sadistic phase,
i.e., a fixation to that phase. Similarly, other character formations or
attitudes betray fixation points at other levels, or in other areas. (Con-
cern for health, safety of parents and siblings show a special difficulty
of coping with the death wishes of infancy; fear of medicines, food
fads, etc., point to defense against oral fantasies; shyness to that
against exhibitionism; homesickness to unsolved ambivalence, etc.):

(b) by the child’s fantasy activity, sometimes betrayed accidentally in the
diagnostic procedure, usually only available through personality tests.
(During analysis, the child’s conscious and unconscious fantasies
provide, of course, the fullest information about the pathogenically
important parts of his developmental history);

(c) by those items in the symptomatology where the relations between
surface and depth are firmly established, not open to variation, and
well known to the diagnostician as are the symptoms of the obsessional
neurosis with their known fixation points. In contrast, symptoms such
as lying, stealing, bed wetting, etc., with their multiple causation,
convey no genetic information at the diagnostic stage.

For the diagnostician trained in the assessment of adult disturbances, it
is important to note that infantile regression differs various in respects from
regression in the adult; it does not always require fixation points and it does
not need to be permanent. As “temporary regression” it takes place along
the developmental lines mentioned before, and forms part of normal develop-
ment as an attempt at adaptation and response to frustration. Such temporary
regression may give rise to pathology, but the latter will be shortlived and
reversible. For purposes of assessment the two types of regression (temporary
or permanent, spontaneously reversible or irreversible) have to be distin-
guished from each other, only the latter type justifying therapy.

VII. DYNAMIC AND STRUCTURAL ASSESSMENTS (Conflicts)

Behavior is governed by the interplay of internal with external forces, or
of internal forces (conscious or unconscious) with each other, i.e., by the
outcome of conflicts. Examine the conflicts in the given case and classify
them as:
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(a) external conflicts between the id-ego agencies and the object world
(arousing fear of the object world);

(b) internalized conflicts between ego-superego and id after the ego agen-
cies have taken over and represent to the id the demands of the object
world (arousing guilt);

(c) internal conflicts between insufficiently fused or incompatible drive
representatives (such as unsolved ambivalence, activity versus passivity,
masculinity versus femininity, etc.).

According to the predominance of any one of the three types it may be

possible to arrive at assessments of:

(1) the level of maturity, i.e., the relative independence of the child’s
personality structure;

(2) the severity of his disturbance;

(3) the intensity of therapy needed for alleviation or removal of the
disturbance.

VIII. ASSESSMENT OF SOME GENERAL CHARACTERISTICS

The whole personality of the child should be scrutinized also for certain
general characteristics which are of possible significance for predicting the
chances for spontaneous recovery and reaction to treatment, Examine in
this connection the following areas:

(a) the child’s frustration tolerance. Where (in respect of developmental
age) the tolerance for tension and frustration is unusually low, more
anxiety will be generated than can be coped with, and the pathological
sequence of regression, defense activity, and symptom formation will
be more easily set in motion. Where frustration tolerance is high,
equilibrium will be maintained, or regained, more successfully;

(b) the child’s sublimation potential. Individuals differ widely in the de-
gree to which displaced, aim-inhibited, and neutralized gratification
can recompense them for frustrated drive fulfillment. Acceptance of
these former types of gratification (or freeing of the sublimation poten-
tial in treatment) may reduce the need for pathological solutions;

(c) the child’s over-all attitude to anxiety. Examine how far the child’s
defense against fear of the external world and anxiety caused by the
internal world is based exclusively on phobic measures and counter-
cathexes which are in themselves closely related to pathology; and
how far there is a tendency actively to master external and internal
danger situations, the latter being a sign of a basically healthy, well-
balanced ego structure;

(d) progressive developmental forces versus regressive tendencies. Both
are, normally, present in the immature personality. Where the former
outweigh the latter, the chances for normality and spontaneous re-
coveries are increased; symptom formation is more transitory since
strong forward moves to the next developmental level alter the inner
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balance of forces. Where the latter, i.e., regression, predominate, the
resistances against treatment and the stubbornness of pathological
solutions will be more formidable. The economic relations between
the two tendencies can be deduced from watching the child’s struggle
between the active wish to grow up and his reluctance to renounce
the passive pleasures of infancy.

IX. DIAGNOSIS

Finally, it is the diagnostician’s task to reassemble the items mentioned
above and to combine them in a clinically meaningful assessment. He will
have to decide between a number of categorizations such as the following:

(1) that, in spite of current manifest behavior disturbances, the personality

growth of the child is essentially healthy and falls within the wide
range of ‘“variations of normality”;

(2) that existent pathological formations (symptoms) are of a transitory

nature and can be classed as by-products of developmental strain;
(3) that there are permanent regressions which, on the one hand, cause
more permanent symptom fermation and, on the other hand, have
impoverishing effects on libido progression and crippling effects on
ego growth. According to the location of the fixation points and the
amount of ego-superego damage, the character structure or symptoms
produced will be of a neurotic, psychotic, or delinquent nature;
(4) that there are primary deficiencies of an organic nature or early de-
privations which distort development and structuralization and pro-
duce retarded, defective, and nontypical personalities; ,

(5) that there are destructive processes at work (of organic, toxic, or
psychic, known or unknown origin) which have effected, or are on the
point of effecting, a disruption of mental growth.
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CHAPTER 5

The Psychoanalytic Theory of Child Development

by W. H. GILLESPIE

INTRODUCTION

It must be made clear at the outset that this chapter will amount to no
more than a discussion of some aspects of the psychoanalytic theory of
child development; any attempt at a true exposition of the theory, even a
condensed one, would be much too ambitious, and would require a volume
rather than a chapter. It is easy to see why this is so, for the subject is almost
synonymous with psychoanalytic psychology in general. This is because
one of the most characteristic features of Freud’s approach to psychology
is the genetic point of view, which seeks to understand current manifesta-
tions and problems as the outcome of earlier circumstances or determinants.
The genetic principle was inherent in the early work of Breuer and Freud
(1895), summarized in the aphorism that “hysterics suffer from reminis-
cences”. As psychoanalytic experience and knowledge progressed it became
increasingly evident that this principle was very extensive; the origins of
neurosis, seen at first in the recent past of the patient, had to be pursued first
to adolescence, then to early childhood.

For some time Freud was misled into the belief that most, if not all, of
his neurotic patients had been exposed in childhood to some sexual ex-
perience of a traumatic kind; eventually he recognized that in general what
he had unearthed were childhood fantasies rather than memories of actual
events, and this brought about an extremely far-reaching change in his
views, for it led to the discovery of what he called “infantile sexuality” as
a normal spontaneous part of human development, something independent
of any chance or abnormal traumatic experience, since it depends funda-
mentally on innate instinctual drives. By 1905, when he published the “Three
Essays on the Theory of Sexuality”, he had already formulated the idea that
this infantile sexuality has to be regarded as the foundation upon which
much of later psychological life is built; depending on its later vicissitudes,
and particularly on the transformations that occur at puberty, the outcome
may be normal development, or neurosis, or sexual perversion. This masterly
piece of theoretical and clinical condensation should be studied by anyone
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wishing to understand the historical background as well as much of the
current content of the psychoanalytic theory of child development.

Freud’s researches were for many years directed mainly at the uncovering
of unconscious mental processes seen primarily as the outcome of instinctual
drives. During his later years, and since his death in 1939, much psycho-
analytic effort has been aimed at the better understanding of mental pro-
cesses of other kinds, many of them likewise unconscious, it is true, but
processes directed towards the understanding and control of the environ-
ment as well as towards knowledge and management of the other, drive-
impelled processes. I refer, of course, to the processes described as activities
of the ego. In this way an elaborate ego psychology has grown up and is
still expanding vigorously. Clearly the ego too has a vitally important
developmental history, paralleling the instinctual development described in
the “Three Essays”.

The theory of child development was inevitably influenced profoundly
by the actual psychoanalysis of children so soon as technical methods were
devised whereby this became practicable. The fact that this work withchildren
soon led to sharp differences of opinion both on technique and on theory
introduces a further complication. There are in fact at this time psycho-
analytic theories of child development rather than a single all-embracing
theory.

In view of these and other complications it seems best in this chapter to
present an account which is relatively clear and integrated rather than
systematic and comprehensive. I intend, therefore, to treat child develop-
ment in the chronological manner which seems natural in view of the sub-
ject matter.

PRENATAL DEVELOPMENT

We assume that most of those qualities which the human child has in
common with the young of other mammals, as well as those which are
specifically human, are the outcome of his hereditary endowment inter-
acting with a prenatal and postnatal environment which is reasonably close
to average. But we go further than this and suppose that many of the dif-
ferences which distinguish one human child from another owe their existence
in large part to inherited constitutional factors. Psychoanalysis does not
take all knowledge for its province ; the study of these constitutional, heredi-
tary factors is outside its field of investigation, and it is a vulgar error to
suppose that because a psychoanalyst, as such, is not qualified to study
certain aspects of child development this means that he denies their im-
portance. It is astonishing to discover how many apparently well-informed
people hold the grossly erroneous belief that Freud tended to deny the im-
portance of the constitutional, hereditary factor in determining individual
development.
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The unicellular fertilized ovum is evidently the first beginning of any
individual, whose original qualities are given by the usually unique endow-
ment received at conception. The development from this beginning up to
a full-term newborn baby is a vastly more revolutionary process than that
of growth from earliest babyhood up to maturity, staggering though these
latter changes certainly are. And although we are learning more and more
about the noxious influences that may affect embryonic and foetal develop-
ment, it seems reasonable to assume that most of what happens during the
intrauterine period is determined genetically rather than by the environment
provided by the mother’s body. Indeed, a leading characteristic of the pre-
natal environment, it seems fair to assume, is its relative uniformity and the
fact that it does not demand reactive adaptations on the part of the foetus.
Nevertheless, a complete metamorphosis occurs during these nine months,
the changes being presumably governed essentially by some kind of code
of instructions inherent in the fertilized ovum. Whether this vast process
of maturation that occurs before birth is accompanied by anything that can
usefully be called mental activity is, I think, still an open question for most
psychoanalysts, who are so well aware that “mental®’ is far from synonymous
with “conscious”. A few have convinced themselves that important psycho-
logical processes do occur in utero, but the majority remain sceptical.

®

NEONATAL CHANGES

Let us leave this interesting but highly speculative field and assume that
the child has been born. In doing so, we are passing over another area of
controversy, namely the psychological significance of the birth process.
At one time Otto Rank (1924) attributed the utmost importance to this as
the ultimate origin of human anxiety and neurotic suffering; and for a
while Freud was inclined to agree with him, because he had long been
impressed with the similarity between certain somatic manifestations of
anxiety and the physiological effects of the birth process. However, Freud
soon perceived that Rank was carrying this idea to excessive lengths and
dissociated himself from it; nevertheless he continued to hold that the birth
process is significant in relation to the bodily changes in anxiety.

It is when we come to consider the postnatal development of the infant
that we enter the area where it is generally agreed that at least the first
glimmerings of psychological processes can be discerned, or at least inferred.
It is now that the newborn child is inevitably exposed to situations which are
not exactly geared to his momentary needs —and the existence of such situ-
ations is perhaps the precondition for the development of mental activity,
in all its aspects, cognitive, affective and conative. We must therefore con- ,
sider what are the needs of the newborn, and what are the factors that
decide whether or not they will be met satisfactorily. Clearly, his immediate
needs correspond to those elements of the intrauterine situation of which
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he has been deprived by the event of birth, and the most obvious and pressing
one is oxygen. The successful replacement of placental supply by respiratory
activity no doubt depends on the fact that the necessary physiological
mechanisms are already at full term long since matured; and it is only
under very rare conditions that there is any failure of the environment to
supply the amount of oxygen needed. The provision of warmth and preven-
tion of excessive loss of body heat is another environmental requisite which
is nearly always forthcoming, though here it will be noted that in non-
tropical conditions the baby is dependent on human intervention for the
satisfaction of this need.

THE NURSING COUPLE

Finally, we come to the baby’s nutritive needs, and here we enter un-
mistakably into the area of psychoanalytic discourse—the area of instinctual
drives, object relationships and identifications, ego development, defence
mechanisms and so forth. Perhaps the most crucial point is this—in the
context of infant feeding, for the first time, the infant’s development becomes
unavoidably involved with one or more other human beings and with the
appropriateness and adequacy of their activities. Merell Middlemore (1941)
very properly called her study of breast feeding “The Nursing Couple”;
the point here is that whatever may be the infant’s subjective experience
and irrespective of questions as to what is the age when fantasy can be attri-
buted to him, or at which he can conceive of an external mother figure, we
know objectively that there is another human being involved, and that
there are varying degrees of adequacy with which the maternal function is
carried out.

Although this is a fact obvious to everyone, a fact acknowledged by every
psychoanalyst from Sigmund Freud onwards, it is mainly in more recent
years that the vital importance of the objective, real environment, and
especially of the kind of mothering the infant receives, has been particularly
emphasized, notably by Winnicott (1958). In his view, the normal infant
comes into the world with an innate equipment prepared to interact with
an average “good enough” environment, i.e. not requiring perfection, only
a modicum of mothering, which the average mother is sufficiently devoted
to supply. Serious difficulties will arise where this is for any reason not
forthcoming. It should be noted that Winnicott speaks of “mothering”,
and of the infant’s need to be “held” by the mother, rather than of the
feeding situation as such; and in this respect, despite a very different ap-
proach, Bowlby’s (1958) point of view is similar, for he holds that it has
_ been a psychoanalytic fallacy to place so much stress on the oral quality
of the infant’s early tie to his mother; Bowlby’s arguments are based partly
on the study of the effects of separation, partly on ethological animal
researches.
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Observation of infants nevertheless strongly suggests that if it be admitted
that they have a psychological life at all, then it is certainly focused for at
least some weeks, if not several months, upon the feeding situation; and
the satisfied young infant spends much of the remainder of his time sleeping,
and even then gives some evidence of dreaming of or hallucinating the
suckling experience. Although it is well known that a period of mutual
adaptation and learning is commonly necessary for the nursing couple be-
fore they settle down completely efficiently to their roles, nonetheless it
cannot be doubted that the average healthy infant comes into the world
endowed with a breast-seeking tendency and a sucking reflex which can be
reasonably described as a part of the human instinctual endowment. The
eagerness with which this activity is pursued, the apparently angry reaction
when it is interrupted, the ecstatic satiety followed by sleep when it is
completed, the sucking on substitute objects even at times when the nipple
is available—all these impressed others before Freud with the sexual element
in the infant’s sucking activities; but Freud was the first to pursue this idea
systematically and relentlessly. He came to see the mouth, lips, tongue, etc.
not simply as an apparatus for ingesting food, but as the first important
erotogenic zone, as important to the infant for his sexual satisfaction as
the genital erotogenic zones are for the healthy adult.

Not only does the feeding experience represent the earliest form of sexual
satisfaction—it is commonly also the occasion for the first aggressive mani-
festations, associated as these commonly are with frustrations in this area,
either for external or internal reasons. It is easy to conceive of these teleo-
logically, or if you will from the point of view of survival value, as reactions
likely to bring about a modification of the situation favourable to the in-
fants’ oral and nutritive needs. Particularly in later infancy, with the develop-
ment of teeth, biting impulses play a very important part in these aggressive
manifestations.

LiFE AND DEATH INSTINCTS

As is well known, Freud (1920) eventually formulated the polarity of the
primary instincts in terms of sexual instincts in the widest sense, and ag-
gressive instincts—usually, it is true, fused in varying proportions, but
essentially opposites rather than adjuvants. This was finally expressed by
him as the opposition between Eros and Thanatos, the life instinct and the
death instinct. This is certainly not the place to discuss these very difficult
and obscure matters, and it is mentioned here only because Melanie Klein
and many of her followers have taken these somewhat metaphysical formu-
lations of Freud very literally and applied them clinically and in the theory
of child development. According to this view the infant is exposed from the
beginning to his own death instinct, whose aim is his own death; by a pro-
cess of projection the danger is apprehended as coming from a persecuting
outside world, which he then attacks, at least in his fantasy. It will be seen
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that there is little in common between this approach to the understanding
of aggression and the view that aggression represents an essentially innate
technique (however much learning plays a part later) for attaining instinctual
aims which in themselves are not aggressive; and as both these views are
held by important groups of analysts the truth of my statement that there
is no one psychoanalytic theory of child development will be appreciated.

Melanie Klein’s Views

The fact that Melanie Klein (1932, 1948) not only accepted Freud’s
theory of an innate death instinct originally threatening to end the indi-
vidual’s own life, but adapted it to clinical uses (that is, to the understanding
of the problems of patients, both children and adults) is in at least one way
unfortunate; for the opposition and criticism directed against what many
analysts regard as a misuse of Freud’s last instinct theory has often led to a
failure to appreciate the value of her contribution to the psychoanalytic
picture of the early stages of human development which we are now con-
sidering. This contribution, as she reasonably claimed, was based firmly on
the work of Freud, and much influenced by Abraham and Ferenczi, her two
principal teachers. By applying psychoanalytic knowledge to very young
children, using the play technique which she developed, Melanie Klein
brought early childhood to life in a way analogous to what Sigmund Freud
had done for the oedipal period—in other words, she endowed it with a
mental content, and described it as filled with fantasies. She described
these in great detail, with special emphasis on highly aggressive fantasies
related to attacks on the frustrating mother and her inside, conceived as
containing all those desirable things of which the child feels deprived.
Another direction taken by such fantasies is seen when, disillusioned with
the mother as a source of all good things, the infant turns hopefully to the
father for a better breast, which becomes equated with his penis. A bridge
is thus formed at an early stage between oral and genital fantasies.

However, it must be recognized that there has always been much contro-
versy among psychoanalysts as to the status and significance of these
fantasies which her child patients revealed to Melanie Klein in their play.
It has to be remembered that the children concerned were not at the time
of treatment in the first year of life, and most of them were much older;
yet it was the events and developments of the first year that Klein main-
tained were the ones of vital importance for all subsequent development;
eventually, indeed, she seemed to hold that the individual’s psychological
fate was to a large extent decided by the age of 5 or 6 months. It was there-
fore possible for her critics to argue that, even admitting that the evidence
showed the children did indeed have fantasies such as she attributed to
them, she had failed to prove that these fantasies really originated, as she
supposed, in the earliest stages of development; were they not rather fan-
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tasies developed in later childhood, when the capacity for imagery and even
verbalization is certainly present—fantasies that were then falsely attributed
to an earlier period—fantasies about rather than fantasies accompanying
the earliest experiences? These critics suggested furthermore that the
“Kleinian” fantasies of the early suckling about the breast were intrinsically
unlikely if not impossible, in that fantasy cannot be supposed to occur until
a certain amount of postnatal development has taken place, even if it is
difficult to say just when this stage is reached. Susan Isaacs (1943) in her
classical paper on fantasy, followed Freud in treating fantasy as the mental
representative of an instinctual drive, and she appeared to argue that since
we assume the drives to be present from birth, fantasy must also begin then.
However, there is an obvious logical fallacy here; we may agree that fan-
tasy is always based ultimately on instinctual drives, but it does not follow
from this that every time an instinctual drive is active it must be accom-
panied by fantasy.

NON-DIFFERENTIATION

Let us consider, then, what are some of the less equivocal things that
psychoanalysis can tell us about the mental processes and development of
the suckling. Observation of healthy babies leaves no doubt, I think, that
the experience of successful feeding, whether from breast or bottle, is for
them the acme of pleasurable, satisfying emotional experience. At the
earliest stage, as Anna Freud put it, the infant loves the experience of feed-
ing. To say that he loves the breast or bottle, let alone the feeding mother,
is to make a statement that is unprovable and intrinsically unlikely, for we
assume that to begin with the infant is in an undifferentiated state and only
later learns to make a distinction between himself and outer objects, between
me and not-me. This is the primitive stage that has been described in psycho-
analytic theory as the stage of primary narcissism (before object-love exists)
and primary identification (before objects are recognized as external to the
self). There are theoretically comprehensible reasons for the use of these
terms, but it may avoid confusion if we remember that what we have in
mind here is a state of primary non-differentiation. We must, I think,
assume that in spite of the great changes brought about by birth, there is a
certain continuity from the prenatal to the postnatal state. The non-dif-
ferentiated state would seem natural and biologically perfectly adequate to
the intrauterine situation. It is also adequate to the postnatal state insofar
as every need of the child is instantly met as it arises by an infallible mother.
If this were possible in practice, and if we could imagine such a state of
affairs continuing indefinitely, it is interesting to speculate what the end
result of such a development might be—certainly not an adult human being
as we understand it.
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PRIMITIVE HALLUCINATION

Every infant experiences a certain amount of frustration of his instinctual
demands, including, of course, the oral ones which we are considering. The
prototype is the hungry baby who has to wait for a feed. Such frustrations
are regarded by psychoanalysts as contributing vitally to further mental
development. They open the way in two different directions. Freud (1900)
supposed that the infant’s primary response when the feed fails to materialize
is to hallucinate the feeding experience, that is, to fall back on a hallucina-
tory memory of previous satisfying experience. This may fairly be regarded
as the most primitive form or forerunner of fantasy, and one in which the
close relation to an instinctual drive, as well as to the dominance of the
pleasure principle is unmistakable. From this simple beginning one may well
imagine that the vast world of subsequent, more sophisticated fantasy takes
its origin.

OMNIPOTENCE AND MAGIC

Such primitive hallucination of the desired but missing experience gives
momentary relief, but it brings about no permanent alteration in the
situation; that requires some intervention from outside on the part of the
mother figure. This intervention, however, may well be initiated by the
infant through his cries and other psychomotor manifestations of distress.
We speak of an initial stage of unconditional omnipotence, passing into one
of conditional omnipotence (the terms refer, of course, to subjective ex-
perience). The “condition” is the carrying out of some activity, such as
crying, whose mode of action, by calling the mother’s attention to the child’s
need, is of course not apprehended by him, so that the happy outcome can
be attributed by the infant only to some ‘“magical” efficacy of his acti-
vities—thus he still retains the illusion of omnipotence.

RECOGNITION OF EXTERNAL OBJECTS

These manoeuvres, however, have their limitations, and every infant is
inevitably exposed sooner or later to experiences of frustration which they
cannot immediately resolve. Such experiences lead to a gradual enforced
recognition of the distinction between two worlds, that of the me, and that
of the not-me on which the me depends for many of its satisfactions. Thus
the first glimmerings of an awareness of an external world of reality appear
in relation to unpleasant experiences of non-satisfaction, so that there is a
deeply based tendency to feel the outer world as something hostile and
dangerous. Its capacity to afford satisfactions is at first ignored, for when it
does this it is not distinguished as something external, but conceived as part
of the omnipotent self. What we are considering now is the first develop-
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ment of the infant’s relationship to objects, and at the same time of the
“reality principle” gradually modifying, though never supplanting, the
original “ pleasure principle”.

It is important to make a clear distinction between the technical and the
everyday sense of the word “object’’. When we speak of an infant’s object-
relationship we refer to his psychological relationship to something which
he conceives of (however dimly) as not-himself, something-out-there. Thus
when an infant is at the breast he may or may not have an object-relation-
ship to the breast. Hence, the fact that in a commonsense way we may say
that ““obviously” the breast is the suckling’s first object does not justify us
in saying that “objects” in the technical sense are there from the begin-
ning—rather are they things that have to be discovered after a period of
non-recognition. Nevertheless, the breast or bottle is no doubt usually the
first “object” also in the psychoanalytic sense, because experiences of
frustration are commonly first encountered in the setting of the feeding
situation, forcing the recognition that there is something outside the control
of the me that the me wants, namely the object of an instinctual drive. This
primitive object-relationship, often described as relationship to a part-
object, develops considerably later into the formation of relationships to
whole persons as such, first the mother figure, then other people.

AMBIVALENCE

It will be apparent from what has been said that if object-relationships
are developed in this painful way, the primitive attitude of the infant to
his new-found objects is bound to be a very mixed or ambivalent one. This
is expressed by many child analysts, following the lead of Klein, by speaking
of a good breast and a bad breast, a good and a bad mother, according as
they are satisfying or frustrating. Insofar as this division or split is made,
it means that the infant does not recognize that he is dealing with one and
the same breast or mother, treating him differently at different times; and the
ability to make this synthesis is regarded as coming only later and signifying
a vitally important turning-point in development, a point when the child
begins to come to terms with the fact that he can love and hate the same
thing, so that he begins to appreciate the danger that he may destroy what
he loves by his own aggressive activity or fantasy, and may feel that he has
already done so; this in turn leads to efforts to make good the damaged
object by constructive, reparative activities. This is the essence of what
Klein (1934) called the ‘“depressive position”; its attainment was to be
regarded as evidence of a great advance in maturity as compared with the
more primitive paranoid and schizoid positions. A discussion of this theory,
perhaps the most central in the Kleinian system, would necessitate, amongst
other things, a full account of the mental mechanisms of projection and
introjection and of the concept of internal objects; such a theoretical dis-
cussion is therefore outside the scope of this chapter.



60 FOUNDATIONS OF CHILD PSYCHIATRY

It is important to grasp the fact that we are now considering not the
finding of an object, but its loss, and hence the experiences of grief and
mourning. The period of development we are dealing with is closely con-
nected with that of weaning, that is, with the loss of the first object, the
breast or bottle, and references to weaning will often be found in psycho-
analytic writings. However, just as mothering is much more than breast
feeding so weaning, in this wide analytic sense, is much more than the loss
of the breast or bottle—it is the loss of a whole way of life, a banishment
from Eden, a departure in the spirit of partir c’est un peu mourir. And just
as with Eden, the bitterest part of it all is the feeling of being responsible
for the loss through one’s own destructive greed.

The child who is losing what he has come to value so highly and to regard
as his own exclusive prerogative—the position of His Majesty the Baby—
is subject also to the pangs of jealousy, and this is an important component
in the sibling rivalry which is likely to develop later if there is a subsequent
baby; indeed the child who is being weaned is very apt to feel that someone
else, maybe the father, is benefiting from his deprivation. Many other fac-
tors are commonly involved in these intense feelings of family jealousy, as
we shall see for example in connection with the oedipal period.

i

INTROJECTION AND PROJECTION

In the earlier stages of development psychic life is much under the sway
of the pleasure-pain principle; in accordance with this, whatever is frustrating
and painful is not only regarded as bad, but also as being outside the self
(i.e. it may be projected), whereas pleasure-giving objects or experiences
are felt as part of the self, being introjected.

These primitive psychological mechanisms of introjection and projection
are modelled on the physiological functions of ingestion and excretion. We
have considered some of the psychological concomitants of the nutritional
process. In later infancy the processes of excretion come to have increasing
emotional significance for the child; there are various reasons for this.
First, there are the pleasurable sensations (anal and urethral erotism)
associated with the functions. Secondly, much aggressive fantasy goes along
with these processes, so that the excretory products may be regarded not
only as precious gifts to the mother, but as destructive, poisonous weapons,
bad parts of the self which are got rid of and forced into someone else.
Thirdly, the excreta are something intermediate between self and object—
beginning as something internal, they become something external, and serve
as a sample of the mysterious inside of the body and of the fantasied inner
objects contained there. Another vitally important point is that here too,
as in the feeding situation, the child is involved in an interaction with the
mother who attends to these functions by way of changing napkins, etc.,
and at a certain stage intervenes with some form of toilet training, thus
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invading an area where up to then the child has been his own master. Accord-
ingly, this may become a battle ground between a self-willed child and his
mother, and in this manner the foundations may be laid for later difficulties
(““anal” traits, obsessional character, etc.).

PREGENITAL SEXUALITY

One of Freud’s fundamental contributions to developmental psychology
was his discovery and insistence upon the normal sexuality of early child-
hood (Freud, 1905). Before him it was commonly supposed that sexual
feelings, fantasies and activities began with puberty, and that cases where
they manifested themselves earlier were pathological, ‘““degenerate”, etc.
Now it is true that a large part of the “infantile sexuality” of which Freud
spoke consists of the kind of psychic activities we have been considering, i.e.
associated with oral, anal and urethral erotism, and that these activities are
not universally acknowledged to be truly sexual. This objection, which can-
not be successfully sustained even in relation to pregenital activities, cer-
tainly cannot be raised against the genital aspects of infantile sexuality.

Oedipus Complex

These genital phenomena often manifest themselves at a much earlier
age, but usually become prominent at around two or three years of age
and continue so till about six (there are, of course, great individual varia-
tions). This stage of psychosexual development is characterized by erections
in the boy and genital masturbation in both sexes, though it is more often
noticed in boys: and in a period of very active curiosity and *sexual research’’.
The two outstanding intellectual problems relate to the difference between
the sexes, and to the origin of babies. At the centre of interest is the relation
between the parents, the mystery of their sexual life (“‘ primal scene’ fanta-
sies, which occur even where there seems to have been no possibility of
witnessing parental intercourse and generally take a sado-masochistic form).
There is a strong feeling of deprivation and resentment at being excluded
from all this, with the wishful fantasy of taking the place and getting rid
of one of the parents and “marrying” the other and so producing a baby.
Such fantasies are inevitably doomed to bitter disappointment. Sometimes
this is brought home to the child very painfully when the parents give him
the most cogent proof of their ‘““unfaithfulness” to him by producing
another baby themselves. In such cases the older child may not show much
of the overt sibling rivalry which is commonly seen, but may tend rather to
“adopt” the new baby as his own and to turn his resentment against one or
other of the parents.

What we have been discussing constitutes one or other variety of the
oedipus complex, an early flowering of genital sexuality and another of
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Freud’s fundamental discoveries. It will be noted that in these oedipal
fantasies the child may choose either parent for his partner, so that it may
be a heterosexual or a homosexual choice, and indeed a child often vacillates
between one and the other. Normal development involves an ultimate
heterosexual choice, and the relationship with the parent of the same sex
results in an identification with him or her. In the case of a girl, however,
it is more difficult and often takes longer for the heterosexual choice to be
made, doubtless because in her case, no less than in the boy’s, the mother
was the original object of love and the most important personal object.

Conflict

Before discussing more fully the oedipal phase of development and what
follows it we must take account of certain phenomena such as mental con-
flict and anxiety. Intrapsychic conflict is one of the most fundamental of
Freud’s concepts, and it must not be regarded as necessarily pathological.
Indeed his bipolar view of instinctual drives, first seen as ego instincts versus
sexual instincts, finally as life instinct versus death instinct, implies that con-
flict is inherent in life. The existence side by side of incompatible impulses
and tendencies is characteristic of primitive states and of what Freud
described as the primary process which dominates unconscious mental
functioning; and perhaps the term ‘“conflict” first begins to have real
psychological meaning after a certain amount of mental organization has
taken place. It is clearly an essential element in Klein’s *“depressive posi-
tion”, where the conflict between loving and destructive impulses directed
towards the same object is felt acutely by the child; attempts at reparation
aim to resolve the conflict. Here the conflict is one between opposing drives.
In other cases it may be more usefully conceptualized as conflict between
different parts of the mind, e.g. between the instinctual part (the id) and the
part that takes cognizance also of external reality (the ego).

ANXIETY

Anxiety is likewise a basic concept. It is, of course, closely related to
fear, but is a wider, more diffuse concept. Fear is the emotion felt in the
presence of an obviously threatening object or situation and is associated
with the impulse to flee. In the case of anxiety there may be no obviously
frightening situation, and the child may not know what he is afraid of, or
the object of his fear may not appear to justify it. Freud’s (1926) later view
of the problem of anxiety was, in essence, as follows. The young child
automatically develops anxiety when exposed to what Freud called a
“‘traumatic situation”. By this term he meant a situation of overwhelming
stimulation which the infant is unable to do anything about, so that he is
helplessly overwhelmed by it. The paradigm would be an abandoned,



THE PSYCHOANALYTIC THEORY OF CHILD DEVELOPMENT 63

hungry baby with no one to tend it. As ego development proceeds, with
increasing experience and maturation, a mechanism is evolved whereby the
ego, when it perceives signs suggesting that a traumatic situation is threaten-
ing to arise, mobilizes in advance some of the emotional reaction appropri-
ate to an actual traumatic situation (i.e. anxiety feelings); this is then used,
as it were, as a threat to induce the instinctual id side to give up its dangerous
impulses and so avoid the full traumatic situation. Anxiety produced in
this way was called by Freud “signal anxiety”.

When the child has developed sufficiently to distinguish the mother
figure as a person outside himself, on whom he depends for the satisfaction
of his needs (including not only physical needs but also the very important
emotional ones) he will soon learn that her presence is necessary in order
to avoid traumatic situations. His “signal anxiety™ at this stage accordingly
manifests itself largely as “separation anxiety”” and occurs whenever he
cannot be assured of her presence. Somewhat later he learns that not only
her presence but also her goodwill is necessary to him, and his anxiety
tends to show itself as fear of loss of her love. Later still, these anxieties
develop further into various forms of social anxiety; and into the need to
preserve good relations with those parts of himself (technically known as his
superego) which have identified themselves with the loving and authoritative
aspects of his parents. This last and most sophisticated form of anxiety which
arises when the child is at odds with his internalized parents or conscience is
what we know as feelings of guilt.

SUPEREGO DEVELOPMENT AND CASTRATION COMPLEX

The tendency to take over parental injunctions and make them one’s
own certainly begins quite early, based as it is on the primitive mechanism
of introjection; it is perhaps first clearly obvious in connection with toilet
training—this has been referred to as ‘““sphincter morality’’. However, the
full development of superego functioning is achieved later, and is closely
connected with the oedipus complex and with the severe conflicts and
anxieties which characterize it. The picture is clearer in the boy, whose
sexual feelings have by this time become centred in the genital erotogenic
zone, i.e. in the penis. However vague and incomplete may be his notions
of what constitutes adult sexual activity, his own genital sensations give him
an unmistakable clue to the essential role of the penis. When his oedipal
strivings meet with inevitable difficulties, frustrations and prohibitions,
the last commonly directed against his masturbatory activities, it is there-
fore not surprising that he develops anxiety and feels that the central instru-
ment of his feelings and fantasies is threatened. Thus he becomes exposed
to castration anxiety, which is generally the characteristic anxiety of the
male. Many other elements contribute to it, notably the tendency to sub-
mit passively to the father in a feminine way, and to identify with the
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mother, which constitutes an internal castration threat; but a full discussion
of castration anxiety is clearly impossible here. When such problems prove
intractable, a foundation is laid for later pathological developments such
as perversion and neurosis.

Latency

Castration anxiety is of the utmost importance in initiating the next stage
in the boy’s development. In order to save the threatened penis, he gives
up his oedipal demands, and instead identifies with his father, develops a
fully formed superego, and enters upon the latency period, which will con-
tinue until the onset of puberty; it is distinguished by a lessening in the press
of the instinctual drives, both sexual and aggressive, and tends to be domi-
nated by the various ways in which the maturing ego, influenced by the super-
ego, defends itself against the instincts and keeps them in check (see Anna
Freud, 1937). This latency period, beginning about the sixth year, is the
period of maximum tractability and educatability, a fact taken advantage of
by most educational systems. It is the time when the child’s interests and
attachments grow out from the family group to persons outside the family;
parents are supplemented by teachers, siblings by schoolfellows and friends.
The latency period is accordingly of great importance in converting the
child into a social being rather than merely a member of a family group.
Many valuable lessons not in the school curriculum are learned by a child
from contact with his peers, and a maturer, less egocentric concept of the
self gradually emerges. All this may be expressed in terms of the develop-
ment and strengthening of the ego—usually an ego that has accepted a
large measure of conformity both with the principles of conduct enjoined
by the adults and with the mores of peer groups.

OepipUs COMPLEX IN THE GIRL

We must now consider the development of the girl—does she go through
an oedipus complex strictly analogous to the boy’s? It is clear that even if
the broad outline is similar there must be very important differences. First,
she arrives at the genital stage following a primary attachment to a mother-
figure, just like the boy, and therefore quite opposite to him in another
sense, for this means that her first, pregenital love object was of her own
sex, whereas the boy’s was of the opposite sex. And secondly, although her
genital sensations may well be felt mainly in the female analogue of the
penis, the clitoris, rather in the vaginal region, she has no visible organ,
obvious erections, etc. around which to develop the type of fantasies and
anxieties which we have seen to be so characteristic of the boy. She may
become just as much engrossed as the oedipal boy in the mysteries of sex,
the origin of babies, the sexual differences, etc., and is certainly at least as
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apt to cherish the ambition to have babies of her own with the parent of
her choice; but insofar as the penis becomes a central theme for her the
essential point is, not that she feels threatened with its loss like the boy, but
that she feels deprived of it, cheated of something valuable. The relation
to the mother, which tends to be close and persistent, is impaired by this
feeling of deprivation, for she regularly blames her mother for having failed
to equip her properly in this respect. The little girl, therefore, may have
a very lively castration complex, in the sense of feeling she has been castrated,
but she does not suffer from castration anxiety in the same sense as the boy.
This castration complex of the girl no doubt depends for its existence on her
inability to be assured of her completeness as a female—an assurance which
is rarely completely attained before the actual proof when she produces a
live healthy baby in adult womanhood. Were it not for this uncertainty
about herself she would not find it so necessary to compete with boys on
their ground rather than her own.

The sense of grievance against her mother, which goes back at least to the
time of weaning, and the feeling of incompleteness impels the little girl towards
her father, so that finally, although by a different route, she develops an
oedipus complex analogous to the boy’s. Subsequent events, i.e. abandon-
ment of oedipal strivings, development of superego, and passage into the
latency period, conform to the same general pattern as in the boy, though
here again one must not expect complete parallelism.

DEVELOPMENT OF CHARACTER

The term “character” is generally used by psychoanalysts in a rather
wide sense, sometimes almost as the equivalent of ““personality.” It refers
to modes of existence, of acting and reacting, of feeling and thinking, which
are characteristic and habitual in a given individual. Such relatively un-
changing qualities imply some stable underlying mental “structure.” The
ability to develop a structure of this kind is one of the qualities we attribute
to the ego; hence we may say that character is one of the products of ego
development. It must be borne in mind that much ego activity takes place
unconsciously; and this is true also of many of the ways in which a person’s
character manifests itself.

Although the character is so closely bound up with ego development,
the kind of character an individual has depends to a very important extent
on his innate instinctual endowment, perhaps largely on the relative strengths
of its various components. The character may be looked upon as embodying
the habitual ways in which the individual learns to handle on the one hand
these instinctual forces, on the other hand the external environment,
especially the human one, which he comes gradually to understand. Much
of this development can be regarded as reflecting a progressively improving
capacity to reconcile these often conflicting demands, representing infantile
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wishes on the one hand, reality and the standards of his parents and edu-
cators on the other. Faced with this problem, the ego has recourse to a
number of defence mechanisms. Two of these are particularly relevant to
character formation.

The first is introjection combined with identification. This means that
certain qualities or aspects of another person are, as it were, taken inside
the self and then regarded as qualities of, or a part of, the self; but much
more than this, an actual modification of the ego comes about in this way,
in that the ego models itself in these respects on the other person. Many of
the resemblances in character between children and their parents undoubt-
edly come about thus rather than in any truly hereditary way.

The second mental mechanism which has a special relation to character
is that known as reaction-formation. This refers to the development of
characterological qualities which are the direct opposite of the type of
instinctual impulse which the individual apprehends as particularly dan-
gerous and in need of special control. Qualities of character developed ac-
cording to this pattern are therefore closely dependent on underlying id or
instinctual qualities; but the actual character manifestations will be the
antithesis of those underlying qualities. Thus, a strong innate aggressive
tendency may appear in the form of a demure, inoffensive exterior; and an
exhibitionistic drive to self-display may lead by reaction-formation to a
self-effacing, modest character. A number of special character types have
been described by Freud and other analysts; the best known of these is the
anal or obsessional character, based on a reaction against the anal-sadistic
components of infantile sexuality. The unmodified impulses show them-
selves in delight in dirt, disorder, destruction and the infliction of pain and
oppression on the sexual object. After reaction-formation the resultant
character traits include great orderliness and love of cleanliness, an avoid-
ance or horror of overtly aggressive behaviour, much carefulness about
money and other possessions, and other signs of defence against the pri-
mary anal tendencies, even though these may show through in various
characteristics such as obstinacy and self-will.

Much building up of character takes place during the latency period, as
is natural in view of the ego growth and defensive activities which are
typical of this phase. The character of the latency child is still, of course,
more or less childish in nature, not yet adequate to adult life, too dependent
on its immediate origins such as identifications and reaction-formations.
As we shall see, at puberty the entire arrangements laboriously built up
during latency are threatened with upheaval; the ultimate adult character
normally emerges gradually as the stresses of puberty are passed and matu-
rity is reached; but in less fortunate cases this development may miscarry
and the child-like character may be retained into adult years, or, at the oppo-
site extreme, it may be too violently repudiated, and this may lead to anti-
social developments.
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PUBERTY

The end of childhood is announced by the striking changes and devel-
opments associated with puberty and adolescence. As we have seen,
latency is a period of relative calm, stability and equilibrium, during which
fairly competent ego functions have been built up which are generally fully
capable of holding the instinctual impulses in check and maintaining a
degree of control such that there is not too much conflict either with exter-
nal authority or with superego standards (i.e. internalized authority). A
balance of forces has been struck.

Now what we refer to as instinctual impulses or drives, although conceived
of psychologically, are unmistakably closely related to biological processes.
They were defined by Freud (1915) as “the psychical representative of the
stimuli originating from within the organism and reaching the mind, as a
measure of the demand made upon the mind for work in consequence of
its connection with the body.”

Puberty, and the period leading up to it, are as we know characterized by
marked changes in the endocrine balance; there is good biological evidence
(Talbot, 1952) that during the latency period the development of the organs
producing sexual hormones is actively inhibited by brain mechanisms, and
that the onset of puberty comes about as a result of the removal of this
inhibition—an interesting corroboration of Freud’s concept of a latency
period. The psychological effect is to upset drastically the balance of forces
achieved during latency by greatly increasing the force of the instinctual
drives—and, whatever may be the explanation, there is no doubt that ag-
gressive drives are strengthened as well as sexual (i.e. libidinal) ones.

A situation is thus brought about which has features in common with the
earlier one before the onset of latency, i.e. with the period of the oedipus
complex; for now as then a relatively weak ego finds itself trying to cope
with powerful instinctual forces that threaten to overwhelm it. In the early
period this relative weakness is due to the ego’s immaturity and inexperi-
ence; at puberty the cause is different, namely the sudden accession of
strength on the part of the instinctual impulses. Accordingly we find at
puberty a kind of recapitulation of the oedipal struggle; but of course it is
by no means identical and indeed in many ways is vastly different. The
differences are mainly due to the much greater maturity and subtlety of the
ego in the pubertal child. This results in a mighty struggle between the two
sides and the mobilization by the ego of all the techniques of defence it has
learned and practised during the latency period. Sometimes one side is in
the ascendant, sometimes the other as the to-and-fro battle proceeds;
hence the astonishing contrasts and contradictions which are so characteris-
tic of adolescence and produce so strong an impression of instability as to
lead sometimes to a mistaken suspicion of a schizophrenic illness. Every
kind of instinctual impulse is liable to be activated, so that pregenital types
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of activity may appear, such as greedy eating or a falling back into dirty
personal habits, as well as genital activities, which may take overt hetero-
sexual or homosexual forms, but are often expressed chiefly in masturba-
tory fantasies or acts; aggressive impulses, however, are also greatly strength-
ened at this time. Simultaneously massive defensive efforts are put forth by
the ego, so that the manifest behaviour at any given time may be the exact
opposite—hence the characteristic asceticism, cleanliness and perfec-
tionism, idealism and tendency to stress intellectual interests.

Self-awareness and sensitiveness to the attitudes of others go along with
this ego development, of which an important aspect is the search for an
identity. This is often closely related to the problem with whom to identify
oneself, and with a tendency to repudiate the parents and other members
of the family (and the kind of values they stand for), not merely as sexual
objects (the incest barrier) but also as admirable figures suitable for identi-
fication. The objects actually selected may often at first be fairly obvious
parent substitutes—older persons who are idealized and loved in the pas-
sionate way unkindly referred to as *calf love.” In other cases, however, the
adolescent turns rather to groups or individuals of his own age with equally
passionate attachment.

Puberty, of course, is the beginning and so only a part of psychological
adolescence, and much further development must occur before full maturity
is attained; but it seems reasonable to bring to an end at this point our dis-
cussion of child development. Adolescence, the end of childhood, is a very
large subject; readers who wish to pursue further the psychoanalytic study
of adolescence are referred to the third of Freud’s (1905) “Three Essays on
the Theory of Sexuality”, and to various writings on the subject by Anna
Freud (1937, 1958).
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CHAPTER 6

On Observing Children

by E. JAMES ANTHONY

OBSERVING children is almost our main business in child psychiatry. We
observe them diagnostically and therapeutically, we observe them at dif-
ferent stages of development, we observe them directly as we interview
them or play with them, or indirectly through the eyes of their parents,
and we observe them individually and in groups. After several years of
daily observation, we accumulate a vast store of observational knowledge
which we treasure as clinical experience and which, in some undefinable
way, establishes our worth as clinicians. Most of this data lies about in the
repository of our minds gathering dust, unanalyzed and unanalyzable, but, -
every now and then, under the stimulus of a fresh observation, some form
of sorting occurs resulting in the mysterious emergence of a clinical intuition.
This is where most of us are content to leave the matter. The word “obser-
vation” has a matter-of-fact quality to it that inveigles our common sense
into accepting it without further question at its face value as one of the give-
ins of life. For everyday purposes, this raises no problem, but when we
need to put our observations to more disciplined use, as in a scientific
inquiry, it behoves us to consider this “instrument” with more circum-
spection. On so doing, the process loses its apparent simplicity and under-
goes a surprising increase in complexity. This is because we take the every-
day, bread-and-butter world very much for granted and, with almost pri-
mitive obtuseness, disregard the fact that the outside world exists in our minds
and that our minds have functions other than storing data. The mind,
therefore, adds complexity to the observation.

As one ascends the scale from the physical to the psychological, there is
likewise an increase in complexity. The first transition from inorganic to
organic makes observation more difficult because of the interdependent
parts that go to make up an organism. The second transition from organic
to psychological adds to the problem since many of the processes become
inaccessible to direct observation. Such factors as motivation, feelings and
cognitions can only be observed inferentially.

It might be supposed that the child with its apparent psychological
simplicity would be easier to observe, but this is far from being the case.

1)
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The lack of continuity, consistency and patterning in behavior and the
amorphous poorly-developed nature of the affects and cognitions tends to
render the action less intelligible, and when immaturity is coupled with
emotional disturbance, the distortions are enhanced. Speaking from experi-
ence, Beller has this to say: “One can easily understand why the bulk of
research employing direct observation and objective measurement has been
carried out with normal children and has been concentrated on nonmoti-
vational and nonaffective aspects of overt behavior” (Beller, 1959).

The complexity of the observational field when both direct and indirect
sources of observational data are considered (see Figure 1) would seem to
pose too many problems, and it is perhaps a good thing that perception
is so automatic and immediate or else we might have given up observing,
at least in the psychological field.

The first great discipline for the scientific observer is to curb his tendency
to see more than is there; that is, to add his inferences. This makes for richer
observations and a richer observational experience, but it brings in the
human mind with its grand array of distorting mechanisms. The problem
has confronted us ever since science first began to take a hand in human
affairs, and almost every generation has had to face the same set of dilemmas.
Shakow (1959) has speculated on the cross-roads of decision as they occur-
red in history. “I have speculated about how much further advanced psycho-
logy as a science might now be if it had in the latter part of the last century
permitted itself to be influenced primarily by the French hospital tradition
of Charcot rather than by the physical-physiological laboratory tradition
of Helmholtz. My thought was that because of the choice which academic
psychology made in favor of the latter, the area of personality was passed
over and the observational naturalistic stage of the development of science
was skipped. This resulted in a predominant—and I think premature—
emphasis on the experimental, the segmental, the rigorous and the mole-
cular, with a parallel neglect of the molar and the less rigorously definable
but more ‘““meaningful” behavior. It is of interest that Freud was faced
with essentially the same choice, between the Helmholtz school on the one
hand, with which he was identified until approximately 1885, and the Char-
cot influence on the other. His fellow-ship at the Salpetriere in 1885-1886
in considerable part led to his preference for the latter—with such momen-
tous gains for the field of psychology.”

Here we have the first of a series of dilemmas that have confronted the
observer. It can be stated as follows: How can one observe objectively
without losing the richness of subjective observations, and, vice versa, how
can one observe subjectively and maintain a standard of scientific rigor?
We can call this the subjectivity-objectivity dilemma.

The second dilemma, as stated by Shakow (1959) runs as follows: How
can one study human psychological phenomenon scientifically—with a
minimum of distortion—and ethically—with a minimum of inevitable tres-
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pass? There are two parts to this dilemma as stated. The first has to do
with distortion which results from “projection” and can be included under
the general problem of what William James called “the psychologist’s
fallacy” (James, 1890), that is, the error of method and interpretation in
which the psychologist confuses his own knowledge about the process with
what the subject directly experiences in the process. Shakow regards this as
a peculiar hazard of the psychologist-observer. The second aspect concerns
observation as an invasion of privacy. One has to observe in order to help,
but at what point do the rights of the individual intervene to limit obser-
vation. Goodrich (1959) has rightly pointed out that in order to understand
the observational process, one has to study the significance of the observer
for the observed and the way in which he is perceived. Depending on the
situation, on the way in which he blends with the environment or the degree
to which he is accepted, the observer will be regarded at times as an intruder
and at times as a threat. He may become a scapegoat for the reactions of the
individual or the group when regarded negatively but he may also be per-
ceived as an ally. The implicit voyeurism involved may stimulate the ob-
served one to ‘“show off”. Involved in the ethical considerations, is the
question of the hidden observer behind a one-way screen or mirror. It is
now generally agreed that the scientific gain from having the observer secreted
without the knowledge of the observed is comparatively slight compared
with the ethical loss incurred from the invasion of privacy. Children, in
particular, are quite unable to maintain ego-alien modes of behavior for
any length of time even when informed that they are under continuous
observation by an invisible observer.

The third dilemma in observation has been termed the anthropological
dilemma and can be expressed thus: How can man as a person make man
as a person the object of an empirical inquiry—how can he describe a
human condition with empirical exactness when he himself is involved in the
condition? (Strasser, 1963). As a global statement, this has philosophical
importance, but it also carries a wealth of meaning for the local situation of
observation. How can a participant-observer be both a participant and an
observer? To what extent does his involvement in the situation with the
observed person limit the accuracy of his observations? The dilemma is a
real one in another sense. In the interaction between observer and observed,
the participant-observer has immediate cues arising from the effect of his
participation that are denied to the non-participant observer. He would have
his own reactions to fall back on insomuch as the observed individual made
him feel accepted or cautious or protective or angry.

The fourth and last dilemma has to do with the study of the observational
process: To what extent can one observe the observer without jeopardizing
his position by transforming him from an observer into an object of obser-
vation? The implication here is that the instant the observer knows himself
to be observed, he ceases to become purely and simply an observer and
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“degenerates” into an object of observation. The word ‘“degenerates”
is used with reference to a famous essay by Sartre (1950) entitled The
Dialectics of the Stare. Sartre discusses the situation of a man who is
caught staring through a keyhole into a room and who is thereby trans-
formed from observer to observed. According to Sartre he “ degenerates”
into an object and in so doing his whole world is turned upside down. There
is an implicit assumption here that the observer is in a superior position to
the one observed and that the change of role involves a reduction in status.

The dilemmas, in their several ways, all point to the inherent difficulty
of keeping subject and object and the subjective and objective comfortably
within the same continuum of experience. Some of the antitheses may be
resolved by considering the purpose of the observation whether this is
directed towards research, clinical assistance or training in observation.
Basically, one has to accept the fact that the viewpoint will alter with the
circumstance, a point that can be summed up in the truism that it takes all
sorts of observations to make a world and that while we should strive
towards a common perspective for the sake of synthesizing our different
experiences, we should not be too disappointed if, in the ultimate analysis,
“we see things differently”’. Loomis and Meyer (1959) make this a point
of departure in their observations: “The scientist, the artist, and the ordi-
nary human being are each observers of their own worlds. Even when they
observe the same world, it appears differently, depending upon the point of
view of the beholder. The observation of children continues to be conducted
on numerous levels: from the causal to the romantic to the superscientific.
Each approach has something to offer; none is comprehensive—perhaps
none ever will be.”

PROBLEMS OF OBSERVATIONAL RESEARCH

The observational techniques for collecting data require to be as care-
fully delineated as any instrumental method used in research and should
logically reflect the circumstances of the study, the sample involved, the
theoretical context and the goals of the investigators.

Several preliminary decisions must be reached for the subsequent flow
of observations to proceed systematically.

The first decision we have to make is whether we undertake our own
observations or accept those offered by *reliable informants”. The problem
of direct versus indirect observation is a crucial one for researchers in the
behavioral sciences who, for want of time and personnel, often have to fall
back on secondhand observational data. Among the commonest of the
indirect sources of observation in child psychiatry are the parents despite
reflections on their unreliable memories, their limited skills in reporting and
their liability to distort as a result of emotional pressures or cultural expect-
ancies. If such criticisms were demonstrated to have much truth, it could
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have embarrassing repercussions on much of our clinical practice and re-
search since we have come to depend on these long-term, on-the-spot,
living-in observers with their twenty-four hour a day observational sched-
ules.

Several attempts have been made to rehabilitate the reputation of the
parent as an observer. In the Thomas Study (1963), agreement between
direct observations and parental reports was reliable to between the 0-05
and the 0-01 level of confidence, and in the investigation carried out by
Miller (1964) based on a “blind” Q-sort of eighty statements regarding
manifest behavior, half healthy and half unhealthy in their connotation,
by five types of observers—fathers, mothers, teachers, psychologists and
psychiatrists, it was found that the parents were the only judgemental pairs
who showed consistent agreement. The clinicians showed least consensus.

TABLE 1. AVERAGE CORRELATION AMONG TYPES OF OBSERVERS FOR REFERRED, NONREFERRED,
AND TOTAL GROUP OF 36 CHILDREN

(Adapted from Miller, 1964)

Observers Referred Nonreferred Total

1. Parent-parent 0-53 0-68 0-60
2. Parents—clinicians 0-21 0-51 0-37
3. Parents—teachers 0-26 0-43 0-35
4. Clinician—clinician 0-26 0-43 0-35
S. Clinicians-teachers 0-12 0-36 0-24
Mean 0-28 0-49 0-39

The data indicates that the interjudge Q-sort agreement on the manifest
personality of the children is low (a correlation of 0-28 between any two
sorts is significant at the 0-01 level and 37 per cent of the judgements fell
below this level). The intriguing finding in this study is the difference between
the observation of referred (that is, the clinic child) and the nonreferred,
suggesting that the type of child determines the reliability of the obser-
vation. The fact that the healthy child showed a higher degree of agree-
ment among judges might mean that he tends on the whole to behave more
consistently or that he was more expressive and communicative, giving the
judges the maximum information. To test this latter hypothesis, the children
were rated on an introversion-extroversion scale and a high correlation
between the scale and interjudge agreement was found indicating that when
judges lacked behavioral information, they relied more heavily on in-
ference. The difference could also relate to the degree of disturbance in the
referred children. In the Midtown Manhattan Study (Srole, 1962), two
psychiatrists, rating descriptions by social workers, were able to agree on the
behavior of persons who were markedly disturbed or markedly healthy, but
could not agree on pathology in the mild and moderate disturbance levels.
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Miller thoughtfully concluded that an observation could not be communi-
cated with any confidence beyond the person making the observation, and
that if this conclusion was at all valid, it also meant that our practices were
built on the existence of phenomena that were either defined as so ambiguous
as to limit communication between observers or else were so illusive as to
appear and disappear without predictable regularity.

A further drawback to the indirect observation lies in the fact that the
observational report generally follows some time after the actual obser-
vation. The reliability of the report has been shown to bear a rough inverse
relationship to the passage of time involved.

It has also been found that parents tend to “specialize” in certain types
of observation and to be singularly blind to others (Wenar). The ““scoto-
mata” (as demonstrated by a ‘““‘re-test”) on historical data involved certain
emotional areas around which the parents felt uncomfortable.

On the other hand, there are many obvious advantages to making direct
observations for ourselves rather than relying on poorly-contrived tech-
niques or unscientific witnesses. The ‘“observation of an observation”
necessarily compounds an already elaborate system of distortions and biases.
Nevertheless, direct observations also have certain disadvantages to be
reckoned with. They are necessarily limited in time, which, at once, raises
the question as to the extent to which the observations are representative.
Furthermore, the presence of the observer, even when rigorously non-
participant, may lead to some degree of self-conscious inhibition and devia-
tion from normal behavior, although this may be expected to correct itself
over a period of time. In addition, important but infrequent events may
fail to occur during a particular span of observation and therefore find
themselves excluded from the list of significant variables influencing be-
havior.

The advantages, however, of direct observation are great enough to
make it the preferred method whenever it is available. Moss (1964) sums up
its usefulness in the following illustration. The new mother remarks, as she
places her two-month baby in the tub containing two inches of water, that
he is “terribly frightened of water”. The baby remains placid throughout
the bath, but the mother is tense, awkward and apprehensive. If the situation
had not been observed directly, the observational data gained from the
mother would have been erroneous.

In place of the unreliable human informant, the investigator may install
a tape recorder, but unlike the situation with the human witness where the
problem is one of selectivity, the trouble with the machine is the absolute
lack of selectivity and the massive distortion created through channeling
everything through one perceptual modality. With children, it is especially
important to have both visual and auditory observations simultaneously.
Prall (1959) cites the example of a tape-recorded session in which one can
hear a child say, “I love my little brother.” As he makes the statement, he
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may be ringing the neck of a toy doll so that his body language may indicate
that the statement has an entirely different meaning which goes unrecorded.

Having made the case for direct observation, we can now turn our atten-
tion to the research requirements involved in observation. First and fore-
most, it is important that the members of the observational team share a
common theoretical frame of reference and, moreover, that the focus of
observation, what they are looking for, is well understood and clearly
defined. Next, the impossibility of observing the entire universe leads in-
evitably to a sampling of experience, either of behavior or of situations or of
persons, or of time or of the different viewpoints of multiple observers.
In this respect, the situation and its special nature has not received the care-
ful consideration it deserves. Brunswik (1956) rightly pointed out “the
limited generalizability of experimental studies because of their failure to
give as much attention to the sampling of situations as they did to the sam-
pling of persons”. Other important factors have to do with the relation-
ship of the observer to the observational situation, his placement in the
field and his degree of participation (all of which involves the observer’s
role), the degree of structuring of the observational situation, and, finally,
the observer’s task in recording and reporting what he observes. We will
consider these in turn.

THE OBSERVATIONAL SITUATION

In making direct observations, one has the choice of making them under
naturalistic or controlled conditions. Naturalistic observations, by defi-
nition, lack standardization. The subjects may be observed in the familiar
setting of their homes where the conditions of space, light, temperature,
noise, etc., may vary considerably from one setting to the next. Since phy-
sical factors of this kind are often important if poorly recognized deter-
minants of behavior, it becomes difficult to make valid comparisons.
However, the lack of standardization, together with the real-life situations,
introduce a variety of factors that enhance the richness, the complexity and
the meaningfulness of the data but diminish the clarity of the findings,
especially when compared with the carefully-controlled experimental situ-
ations in which only one or more variables are allowed to vary whilst the
remainder are held constant.

Whatever the situation, a certain amount of preparation is a prerequisite
for good observation. For very small children, for example, it may be
important for the mother to be present and relaxed. For older children, the
matter should be discussed beforehand unless response to stress or surprise
is being investigated. At the termination of the observational period, some
of the young subjects may need a measure of support, especially if they
have been disturbed by the intrusion. The age, social class and psycho-
pathology of the subjects likewise governs how much or how little can be
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accomplished by the observer. Where the children are suspicious, bel-
ligerent, acting out or phobic, direct observation may be contraindicated
(Goodrich, 1959).

The nature of the situation may also determine how far the observer can
play his role unobtrusively without creating a disturbance. For example,
in some situations where games are being played, he may fit easily and
naturally as another spectator. At the other extreme, it would be impossible
for him to intrude on the therapeutic interview without making his presence
felt acutely. In the intermediate situations, he may be able to sit in with
a group of children in a dining room as long as he is accepted by the care-
takers.

Knowing the nature of the situation may prepare us for certain obser-
vations so that they do not take us altogether by surprise. The ability to
anticipate is an important skill for the observer to develop. It certainly
helps to lighten his observational task.

In the following table adapted from Goodrich (1959), examples are given
of this “situational analysis” as a preparation for observation.

TABLE 2. SITUATION AND BEHAVIOR
(Adapted from Goodrich, 1959)

Type of s . Nature of Predicted

Setting Situation | Type of Children Stimulus Behavior
Residential Mealtime Preadolescent Waiting for Emergence of
Treatment Hyperactive food to be pregenital hu-
Center Hyperaggressive served mor with re-

Acting out Boys duction in
hostility

Residential Bedtime Same Being put to Emergence of
Treatment bed by female | chaotic dis-
Center attendant ruptive behavior

THE OBSERVATIONAL LABORATORY

Whereas behavioral scientists (anthropologists, sociologists) prefer to
capture their observations in a natural setting, the experimental psychologist,
as a rule, remains in the structured setting of his laboratory where he is
able to control the stimuli to which the child is exposed as well as the choice
of response behavior open to it. This is important from the point of view
of research design. Instead of waiting for something to happen, he can bring
about its occurrence by artificial means and thereby save himself a great
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amount of time and trouble. Another advantage of the laboratory situation
is the ease with which observations can be recorded and measured.

The disadvantage to a controlled, standardized environment is the small
range of situations that can be explored. It is difficult, for example, to get an
overall impression of social adjustment or the adaptive capacity of children
with minimal psychopathology. A more serious drawback is the way in
which the laboratory is perceived by the child, even when the gadgets are
skillfully concealed. The psychological “climate” is in itself stressful and
the child’s unfamiliarity with the setting may make him unduly apprehensive
and so distort his responses.

HoME OBSERVATIONS

Many of these last-named difficulties may be avoided by selecting the
home as an observational situation. The home would appear to be an ideal
setting for studying family interaction. It is a familiar setting for the parti-
cipants and they are therefore more likely to appreciate behavior and react
spontaneously. The methods of observing and the observer’s role must be
adapted to the requirements of the home situation. The observer himself
must be a trained person who can fit himself into a variety of situations,
interact with the family members in ways that might be foreign to his
personality and see the family as they see themselves (Behrens and Sherman,
1959).

The observer’s participation puts the family at their ease and so encourages
spontaneous, natural behavior. He may find himself included or excluded
from the family group but any attempt to exclude himself would be fatal
to the climate of observation. His subjective feelings and reactions are im-
portant clues to the understanding of what he is observing.

Informative observation is also difficult because of intrinsic differences
among families, such as socio-economic status, size of family or age of
children. Home observation in upper middle class homes where there is
more room and greater opportunities for privacy and, perhaps, the presence of
several servants is a different matter from observation among lower class
families where there is more interaction in smaller crowded homes. In the
former setting, the modes of behavior are more guarded whereas in the
latter, the observer is accepted more readily. The best time for observation
is undoubtedly the dinner hour when most of the family members are
gathered together, and the situation also allows the observer to participate
in a more natural way.

The presence of children makes a great difference to the situation. In the
larger families, the impact of the observer may be less and the parents may
be less inclined to focus on the child who has been referred to the clinic.
Younger children also help to promote spontaneity and natural behavior
and the younger the child the less suspicious and selfconscious he is with the
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observer. According to Behrens and Sherman (1959) the effect of the child’s
pathology on the observation is similar to that of age. A very severely
disturbed child often appears less aware of the observer and he is less apt
to modify his behavior for the visitor. The less disturbed child is more
likely to be influenced by his parents’ reaction to the observation and will
take his cues from them. A child currently receiving psychotherapy may
reflect his treatment relationship and view the stranger as a threat or ally.
The behavior of the children is sometimes explicable in terms of the amount
of preparation received for the observation.

This is clearly a complex situation and the participant observation both
enriches and limits the data collected. Such data are relatively inexact since the
situation is not controlled; more systematic observation would be difficult
in this setting without sacrificing the rich qualitative material which spon-
taneously emerges.

THE OBSERVER’S ROLE

The observer can be placed at different distances to the observed situation.
He can be in close interactive relationship with the participants as a parti-
cipant-observer, and, in the previous section, we have discussed some of
the advantages of participation. A big disadvantage is that participation
and observation do not as a rule work well together and the more involved
the observer is in the situation, the more impressionistic and nebulous are
his observations likely to become. Nevertheless, through participation, he
is able to offer a further dimension of observation, but he very much needs
to be observed himself.

Next, we can include the observer in the same living space but detach
him from the situation as a nonparticipant-observer. His observational
reliability will go up but he is likely to be confronted, in sometimes embar-
rassing ways, with provocations from the participants. The individual or
individuals to be observed have to be especially prepared for the appearance
of the nonparticipant-observer, since his “ neutrality” may be found alarming.
Children, being less self-conscious than adults, are easy to observe in this
way, since they are more likely to take the presence of extraadultsfor granted.
In every case, however, a period of acclimatization is generally necessary.
In this “potted palm™ position, a phrase coined by Dittmann, the observer
can devote himself to observing and memorizing his observations for later
recording. With certain children, he often has to be protected as his passivity
makes him a fine scapegoat for displacement of aggression. It is sometimes
difficult for the nonparticipant-observer to maintain his role without
seeming to rebuff the child. This can be done least traumatically through a
neutral non-threatening response and a referral back to the group or attendant.
Haeberle (1959) stated the observer was concerned “ not only with preventing
development of relationships between child and observers but also with
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preventing anxiety or anger on the part of the child resulting from lack of
observer response”.

If this amount of contact is found disturbing and distorting, the observer
can be screened behind a one-way mirror in a room or both separated from
the observational chamber. For certain children with a high degree of
“perceptual orientation” (Beller’s term for the child’s awareness of his sur-
roundings in a social situation), even a screened observer may prove too
distracting, and the investigator may have to fall back on indirect modes of
observation by way of information.

THE OBSERVATIONAL REPORT

The observer’s task does not end with making observations. In most in-
stances, he has to transform his accumulated observations into a report,
but before he gets to his report, he needs some form of record. The record
may be in his own mind, and he later reports from memory, from notes dic-
tated or written at the time of the observation, or from an instrumental
record.

The observational report can take various forms. The problem for the
observer lies in the amount of data he is expected to extract from any given
situation over a given period of time. The observational task may become
burdensome when he is confronted with too much information for his
““channel capacity”. As a result, he may become randomly selective and
produce a record that is patchy and inconsistent. The naturalistic observer
is under less pressure. He can vary his approach to suit the needs of the
situation. He can allow himself a generous amount of participation. He
can take notes at leisure and later prepare a narrative report based on records
made at the time and observations “recollected in tranquility”. All this is,
of course, highly subjective and maximizes opportunities for observer bias.
In addition, during periods of making notes, he may lose contact with the
situation under observation, and important transactions may thus be
missed. The naturalist, however, is looking for the significant event. He
has a good idea what he is searching for, and he is prepared to wait around
interminably until he captures it, like the lepidopterist in pursuit of a rare
species of butterfly. At times he may live-in with his subject in an attempt
to blend with the surroundings and camouflage his observational activities.
The prolongation of the observational period has the additional advantage
of reducing observational inhibitions, since it has been shown that subjects
under such circumstances tend to resume their everyday attitudes and be-
havior after a certain interval of “stranger reaction”. The average subject,
under observation, experiences increasing tension if he attempts to maintain
a facade contradictory to his prepotent behavioral tendencies. As a conse-
quence of such observational experiences, the naturalistic report has a
quality of depth, complexity, and richness about it, and sounds “true to
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life”’. What is less certain is how true it is to the particular “life”” under
observation. In many instances, it may be even more revealing of the ob-
server than the observed.

The observer in the controlled, standardized, ““laboratory” situation has
altogether a different task and approaches it in a different way. In place of
the significant event, he is in search of a representative period of observation
that offers an average portrayal of behavior. He can, if he so wishes, mani-
pulate the situation in a systematic way to encourage the emergence of
certain patterns of response required for his study; that is, he does not need
to wait around for them to occur. His assignment has usually been more
precisely delineated, and he has been vigorously trained to do no more and
no less than he has been instructed to do. He is forbidden by the rules to
pursue the unexpected butterfly, however exotic. After a period of training,
his observations are required to match reliably the observations of a fellow
observer. There is an increasing tendency for sophisticated investigators
to use ‘“lay” observers who are naive with respect to theory and theoretical
expectation and are required to function in the manner of simple box
cameras, doing nothing more than “snap” what they see.

In the past, the schedule for the laboratory observer has tended to be
heavy. He was often asked to record a wide field of activity by means of a
verbatim account made in longhand. The pressure created by this observa-
tional task—the need to select observational items, the loss of attention
during writing, the panic at lagging behind the flux of events, etc.—led to
several modifications in the observational procedure.

In the first place, it was acknowledged that the observer had to be selective
and that the observations he made required slanting in the direction of his
interest. Secondly, it had to be realized that the observational material did
not constitute a picture of reality but simply a slice of data concerning the
problem under study. This diminished the pressure *“to get everythingdown ™.

Next, there was a reduction in the time component by the technique of time
sampling, so that the observer did not have to be ““on the ball” all the time.
There was also a reduction in the number of events to be observed in any
given observational period; only precoded categories, relevant to the in-
vestigation, were checked as they occurred. The screening of the observer
was not only a device to protect those being observed, but also an attempt
to reduce the pressures of participation allowing him to concentrate solely
on observing. On an abstract level, the decision was sometimes made to
exclude the observer from the theoretical discussions and maintaining him
in a state of relative naivete was also made in order to shield his focus of
attention and keep his viewpoint as unadulterated as possible. The urge to
interpret in sophisticated observers is high, and their reliability as observers
is consequently low.

The final effort to lessen the observational task was made in terms of a
recording, first by the use of a symbolic shorthand (see Table 3) and then
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by use of specialized equipment. In the latter instance, the observer sits in
front of a keyboard that operates in conjunction with a 20-channel event
recorder. Each of the 30 keys reports a behavioral item, and when a key is
depressed, it activates one or a combination of pins in the recorder leaving
a trace that shows the total duration of the behavior observed. As many
as 10 behavioral items can be recorded simultaneously and give a continuous
record indicating total time, patterning, and sequencing. The observational
report is reduced to a series of tracings, and the total situation approximates
more closely to the model of physical science.

TABLE 3. SHORTHAND FOR OBSERVERS

(Marschak)
Approach gestures Avoidance gestures
c M C M
> | < O 5
W) M
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—_— <~
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8C —
B|C

The observational report may, therefore, be a set of symbols distributed
chronologically, markings on a revolving drum, a checklist of categories, a
descriptive account in anecdotal style, or a running commentary made
verbatim. It can be made out by the participant observer, the non-parti-
cipant observer, the screened observer, or a “blind” observer listening to
or watching an instrumental recording.

In recent years, investigators have shown dissatisfaction with either/or
choices and have tried to obtain the best of different worlds. This represents
an attempt to synthesize the naturalistic and laboratory approaches, the
subjective and objective viewpoints, using the one, in a sense, to check on
the other.
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There are various ways in which these multiple observations can be made.
One can either use the same observer to function at lower or higher levels
of abstraction of the data, or one can employ different observers making
different types of reports at different distances from the observational scene.

The former approach can also be carried out in two ways, one the reverse
of the other. As illustrated by Thomas and his group of workers (1964), the
observer writes or dictates a running commentary of the scene before him,
either in terms of individual activity or interaction or both. Following this,
he rates his protocols according to certain precoded categories, such as
activity, rhythmicity, adaptability, approach, withdrawal, distractibility,
mood quality, reaction intensity, response threshold, as the child engages in
certain types of interaction that provide a satisfactory range of significant
interpersonal behavior. These direct observations are then subsidized by
observational data obtained from ‘‘deputized observers’, such as teachers
and parents, who are asked to give a step-by-step description of both
typical and atypical incidents of action, reaction, and interaction (Bloch,
1962).

Wenar prefers to move from the molecular to the molar. In his
schedule, the observer begins with a detailed scoring sheet which offers all
the advantages of objectivity, communicability and replicability. This is
admittedly tedious in checking, but it is a great time-saver in the long run,
since no judge could possibly make the many comparisons between observa-
tion periods and between children which can be made by inspection or
statistical analysis of the detailed scores. (One of the troubles about such
categorical systems is that many of the dimensions involved are often purely
subjective and can be defined only with difficulty in terms of units or patterns
of individual behavior.) Furthermore, there is no doubt that numbers lack
subtlety and flexibility in expressing nuances of interaction. For these
reasons, Wenar arranges for his observer to “take a break” from category
reporting. He can then sit back and view an entire 15 minutes as a unit,
so that he can go through the process of selecting, combining and weighing
the situation in categorical terms, and come up with an overall rating. At
this point, he has obtained correlations between the overall ratings and the
sum of individual scores. At the third level of evaluation, the observer makes
a ‘“narrative summary” when he attempts to extract meaning from com-
plex data; the pitfalls of this last procedure can be traced to its subjectivity
and absence of rules. However, the objective scores from the first two levels
provide important correctives, and one can, therefore, test statements in
the narrative summary and correct for any tendency to strain consistency.

An alternative to “stretching” the observer is the strategic deployment
of different observers, arranged hierarchically with a division of function.
Included in the schema are participant observers, giving their own subjec-
tive feelings about being involved in interactions, non-participant observers
engaged in objective commentaries, categorizing observers making ratings
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on their scales, photographic observers storing observations that can be
played back over and over again, and finally, interpretative observers spe-
culating on the meaning of the situations being observed. Mahler (1964)
has made excellent use of such a concerted system in her study of symbiosis
and normal individuation. Haeberle (1959), making use of focused observa-
tion (as compared to non-directed, or free observation where the observer
is looking at the total field, supposedly unselectively, but nevertheless, still
selecting since no two observers see the same sequence of events in exactly
the same way) has described her method of observing a facet of behavior.
The problem of superimposing categories for analysis on data collected
without structuring can be as troublesome as utilizing precoded categories,
since much of the data may be unusable or the collection may be unbalanced,
sufficient in some areas but insufficient in others.

In her observational set-up, Haeberle placed an observer behind the
mirror rating only precoded categories; another two observers behind the
mirror took detailed notes on the child’s behavior and verbalizations using
directed but non-quantified observation. The purpose of this was to provide
clinical material as a framework in which to view the various quantified
behaviors of the children. By using two such observers, working indepen-
dently, a control was instituted on this directed but nonquantified observa-
tion technique, giving more valid and comprehensive clinical material; and,
finally, one observer participating directly with the children, who, after each
session, made impressionistic notes on her interactions with the children.
Here, use was made of clinical insight to obtain subtle information observ-
able only in direct interaction.

The method clearly allows for a great deal of flexibility, the nuclear ob-
servation being the detailed account of overt behavior and verbalization
and the sequence of events in which they occur, with the ancilliary observa-
tions adding weight to the inferences. Here is an example of one of the
recordings done with four- and five-year-olds:

Tommy, a four-year-old, started to play house with the girls, all five-years-olds, at
Carol’s invitation. Carol said, “Tommy is the big brother, Betty and Ruth are the
sisters, and I am the mother.” Then she laughed and said, *“No, Tommy will be the
baby.” Tommy’s face fell, and he shook bis head, and Carol said, “ What do you
want to be?”” Tommy, hesitantly and in a quiet voice, said, *“The big --- the big -
Carol broke in, “The big brother?”” Tommy nodded. After a moment he said, “I
want to be as big as you.”

In view of Tommy’s obvious need to be a big boy and in the light of Carol’s
treatment of him, this was classified as an incidence of aggression on Carol’s
part, although no overt physical destruction or verbal taunts were present
(Haeberle, 1959).

In many respects, one of the most interesting attempts at recording ob-
servations was made by Loomis and Meyer working with nonverbal children
(1959). Their observers talked about what they saw in front of them, whilst
4 cp
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it was going on, and in so doing reflected their affective responses to these
events through their vocalizations. The authors conceded that this was
“a primitive means for studying primitive children”, but it clearly has more
significance than that, because in giving the observer a highly dramatic
role, they are breaking radically with the general tendency towards in-
creasing unobtrusiveness.

In their view, they felt that the freedom derived from using the voice, in
contrast with the restriction imposed upon one’s pen, contributed to the
affective spontaneity of the observer in reflecting, in his descriptions, the
subtle, changing, or confusing feeling states of the child. Only by this means
was the observer able to keep pace with the fluctuations demonstrated by
these children. In addition, the authors abandoned the use of scientific
jargon which they felt prematurely codified the responses of the children.
Instead they made use of natural, everyday, graphic, and picturesque lan-
guage which included slang, neologisms, illogicalities, half-sentences, inter-
jections, allusions, noises, imitations, etc. At the same time the observer is
encouraged to respond emotionally to the situation, as well as intellectually,
and to talk “off the top of his head”, anticipating, negating, or retracting
statements as necessary. Here is an example of an episode:

Lenny is flicking and flexing the nipple of the bottle. Then he looks at the examiner
for a second and goes back over to the shelf and sits down. He is feeling either the
dolI’s mouth or lips; and I thought for a second that he was going to feed the doll
with the bottle, but he doesn’t. He turns to squeezing the bottle.

The authors describe their technique in the following way: “ Underlying
the whole procedure of ad hoc hypothesis formation and prediction is an
attitude of openness to the unexpected and sort of ‘evenly hovering atten-
tion’. While from the standpoint of affect we have beeninterestedin moment-
by-moment fluctuation, in the cognitive area our attention has focused more
upon patterns or Gestalts.” They feel that they have made a beginning in
the quest for the combination of the advantages of the viewpoint of the
scientist, the artist, and the ordinary human being in the field of observation
“through the convergence of the binocular insights of the participant exa-
miner and the empathic observer”.

THE TRAINING OF THE RELIABLE OBSERVER

It is obvious that the type of observer required for naturalistic observa-
tions will be radically different from the type of observer made use of in the
controlled, standardized, laboratory setting. The former, in general, gains
from his rich, extrinsic experiences that permit him to detect significant
events and set them within the framework of theory. For the latter, extrinsic
experience acts as a distraction since, ideally, they are asked to do no more
than function as cameras. Even the naive observer approaches the observa-
tional situation with some preconceptions that govern his anxiety, and he
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must learn to disregard these ‘“‘assumptive worlds” during his period of
training, and the more he can do so, the more reliable an observer he will
become. As Abercrombie has demonstrated in the training of medical
students so convincingly, preconceptions tend to breed misperceptions.

Attempts to cure such observational ““fixations” are currently attempted
during the training period by methods of ““ observing the observer’—filming
or tape-recording his activities or putting him in the position of being ob-
served himself.

Shapiro (1964) has evolved a technique for teaching observational skills
in child psychiatry in six sessions of watching family interactions. The
teaching materials consist of tape-recorded interviews with an entire family
followed by an assigned task performed by the family alone in which they
discuss together an open-ended, 20-item questionnaire. From the original
complete tape-recording, a 20-minute edited tape was made by selecting
critical incidents which most clearly revealed the family personalities and
interactions.

In the observational class, any observations made by a student must be
supported by evidence which is available to everyone. The students are
expected to describe what is going on before they explain why it is happening
or what it means. Group consensus is used to confirm observations made by
one student. Completed clinical case records, original tape-recordings and
treatment notes serve as additional checks and help the students distinguish
valid observations from unconfirmed speculations.

The following is a vignette from the tape. The students only know that
the family is comprised of a father, mother, and 11-year-old daughter.

Father: *“Well, Peg, that reminds me, you seem to be concerned about,
you mentioned that to me several times about her lack of ability
to get along with her playmates there in the neighborhood.”

Mother: ““She doesn’t get along with any of the children of her own age.”

Child: “They don’t get along with me!”

Mother: “They don’t get along with her.” (Sarcastically)

Doctor: “In what way?”

Child: “Well, when I want to go out and play with them, then they all
send the boys down on me. The girls that I play with, the other
ones. Sometimes the boys don’t bother me, and we do get to play
for a while. And this one girl, Marjorie, when I get to her first be-

fore anyone else, then we can play nice. But if Chris, or Roy, or
Sue is along, well, that breaks up everything.”

Doctor: *““What do they do?”

Child: ““Well, they, if they have a crowd, if they already have a couple of
kids, they don’t want any more.”

4+
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Father: <Well, do they tell you they don’t, do they tell you you can’t go
along or something like that, and . . .? In other words, you’re not—

Mother (interrupting): * They—. She just doesn’t get along like she says.
If she happens to start playing with this one little girl and they play
alone down at our house, everything is fine. They get along real
good. But if any of the other children come along, this child will
desert Mary Ann, and the group won’t take her in.”

The analysis of the tapes is carried out in sections. Having heard this,
the students volunteer their observations of the irritation in the mother’s
voice, the detachment of the father, the support given by the doctor, and the
odd-play pattern of ““three is a crowd”. A student may report his feelings
of anger at the mother’s critical attitude towards the daughter. As the tape
unwinds, the picture of the family and of its special patterns and problems
emerges. This is a second marriage for both parents. They are deeply in-
volved with each other and continuously exclude the child from their own
close relationship. The mother is highly critical of her neighbors who leave
their children in the care of baby sitters. Whilst the mother says she cannot
understand why her child acts as if she were starved for attention, the stu-
dents can directly witness how both parents unwittingly act out the theme
of “three is a crowd”, the problem which the girl has described with her
peer group. Other significant themes begin to show themselves, such as the
mother’s preoccupation with sex, and the mis-identification of her daughter
with the hated twin sister, and these help the students to understand the
dynamics of the mother’s apparent rejection of the girl. Some of the students
cannot at first perceive the mother’s anger as readily as others, and argu-
ments may arise on this and other points. Further listening to the tape helps
to resolve the disagreement.

The above is an example of clinical training in observation. Observer
training in research takes a different course. In the latter situation, the
observers are carefully instructed on making reports, recognizing categories,
and eschewing interpretations and inferences as much as possible (depend-
ing, again, on what role they are fulfilling in the observational schema).
The observers who ‘““get the hang of it” quickly show high agreement, but
most observers improve with training and experience, and eventually be-
come operationally reliable.

Observer reliability depends first of all on the observer and on his ability
to gain and maintain an objective attitude. Next it depends on the clarity
of the definitions given to the observational categories, or, in the case of
inferential observation, to the extent to which inferences are tied con-
sistently to specific behavior. Certain observers show high agreement, even
with poorly defined categories, from the fact of working together over a
long period of time. The simpler, shorter, and more concrete the observer’s
task, the more likely he is to achieve good reliability.
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THE CONFLICT OF OBSERVATIONAL ATTITUDES

So far we have been avoiding some of the issues raised in the first section
by confining ourselves to the activities rather than the attitudes of the ob-
server. The focus has been on the observational situation—whether the
observations are carried out in a familiar or unfamiliar setting, whether the
observers are visible or invisible, participant or non-participant, whether
the observed individuals are engaged in specific or non-specific activities,
whether the recordings are anecdotal, categorical or instrumental, and
whether the observations are being made for the sake of collecting data or
whether a particular theory is at stake.

In turning our attention to the attitudes of the observer and the genesis
of these attitudes, we find ourselves rapidly approaching a point of conflict
in which we are asked to take sides. In this controversy, the universe of
observers has been dichotomized into objectivistic and subjectivistic sections.
The two sides are alleged to be irreconcilable and incompatible with each
other. It is possible to hold one view or the other, but not both.

THE OBJECTIVE OBSERVER AS THE * DISINTERESTED SPECTATOR’’

It would seem as if the observer who aspires to the ““science of observation
is thereby committed to an “objectivistic reduction” for which the ultimate
model is the objectivity of the physical sciences. The physicist is regarded
as the perfect example of “‘the disinterested spectator” (Husserl, 1950)
whose attitude is characterized by non-participation (Nicht-Mitmachen)
and whose observational apparatus comprises a pair of sharp eyes connected
with a powerful brain. This type of observer makes use of a “reduction”
that retains nothing but the bare minimum of the observer’s existence.
The sounding board of his personality is muted to as silent a level as pos-
sible. He functions like the pointer of a recording instrument (Eddington,
1949). The objectivistic observer does not doubt the reality of freedom,
motivation, value systems or purpose, since this constitutes the basis of
his “personal” life, but he refrains from making use of this reality in his
scientific descriptions. He puts it “between brackets” to use Husserl’s
expression, and suspends all judgment with reference to it.

This is the sort of observer that some behavioral scientists attempt to
simulate, overlooking the fact that the physicist today is as much preoccu-
pied with the way in which the presence of the observer alters the field of
observation. It is even more difficult to exclude the observer from an ob-
servational event or to ‘““depersonalize” him for the period, but attempts
are constantly made to do so with claims that the authors have obtained
“primary, raw behavioral data, factual and objective, and with a minimum
of contamination by interpretation” [sic.].
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THE OBJECTIVE CLINICAL OBSERVER

In child psychiatry, there has been a recent trend towards the purely
factual objective. The facts are defined as observations made by a plurality
of observers who reach agreement on the basis of their objective attitudes.
(There is some circularity in this reasoning since the attitudes may be ob-
jective because they enable the observers to observe the facts in such a way
that they are in agreement.) The first duty of the clinical observer, in this
approach, is to record the facts as they occur, not retrospectively, and
phrased in the simplest, most concrete language with a minimum of adjec-
tival embellishments or qualifying clauses. The observer should put not
only his feelings but his theories “between brackets™ and treat each ob-
servation with the freshness of a first observation shorn of the influences
of past experience. The behavior to be observed should be characteristic
of the overall functioning of the child and obtained from activities in routine,
day-by-day situations. The sequence of events should be allowed to speak
for itself without influence.

The protocols are deliberately maintained at a factual level and are
descriptive of visible and audible behavior. They seem specially appropriate
for children still predominantly in the sensori-motor stage of development.
Here is an example from the records of a psychotic child who is mute:

Mary picks up the ball from the floor. She puts the ball to her mouth.
She licks the ball. She lets the ball fall on the floor. She goes to the
chair and sits down. She drums on the table with her fingers. She looks
at the mirror on the wall and smiles. She gets up and goes to the mirror.
She puts her face close to the mirror and licks it. She goes to the table.
She looks at the picture on the table. The picture is of a child sitting
on a chair blowing bubbles through a pipe. She makes a sucking move-
ment of her mouth. She puts her finger in her mouth and sucks on it.
Etc., etc.

This, then, is the flat, dull, monotonous “raw” description that is cha-
racteristic of such protocols. There is no depth, perspective and meaning
and there is not meant to be. The self-effacing observer is nowhere to be
seen although we presume he is somewhere in the room. He seems to be
doing little more than “leaving a trace” on a recording instrument.

The picture of the girl circulating around the room is accorded no greater
reality than the girl in the picture sitting in the chair blowing bubbles. Both
are included under “observable facts”. There is a hint, however, that the
elements “out there” might, if left to themselves, build up into a signi-
ficant picture. The mute child is aware of her mouth and seems equally
aware of the two-dimensional mouth of the girl in the picture. She seems to
want to make use of her mouth in the way that the girl in the picture is
making use of her mouth, and she empathically makes mouthing move-
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ments. She normally fails to make use of her mouth in the way that a speak-
ing child makes use of her mouth, and we begin to wonder if she under-
stands the various uses of the mouth for sucking, blowing bubbles and speak-
ing. We also wonder what her reaction would have been if real bubbles had
begun to emerge from the pipe in the picture. How would our objective
observer have recorded something so unusual? Would a touch of subjec-
tivity have crept in? According to Aristotle, the growth of knowledge
begins with wonder. How does one curb one’s wonder?

THE OBJECTIVE OBSERVER IN CONTEMPORARY LITERATURE

The exclusion of the participant observer from the observational situation
has had its most articulate expression in contemporary literature with the
appearance of the so-called antipsychological novel. The proponents of this
approach likewise envisage the novelist as a “disinterested spectator” and
repudiate any attempt at making him into an intermediary between the
characters and the reader. They do not “psychologize” or attempt to ana-
lyze their creations; they refrain from telling a story suggestive of some
pre-established order, and they refuse all complicity with the world of ob-
jects, in the way of animism or anthropomorphism. They regard themselves
as cameras, limited to a surface view of people as directly apprehensible in
details of gesture, speech, sounds and distance. They admit to no omni-
potent knowledge of what goes on inside the minds of their characters, be-
yond descriptions of their behavior, nor do they allow themselves to pass
judgment on the rightness and wrongness of particular actions. They con-
fine themselves to describing, measuring and defining objects as they appear,
without projecting themselves into them. The surface of things is a cover
for reality but is the only reality. The authors are conspicuous by their
absence and offer no interpretations, no clarifications; only a rigorous,
systematic description of the external environment. By sticking to externals
in this way, they believe that they present an authentic version of things-as-
they-are so that every reader can re-experience the same situation for him-
self without ambiguity.

An example of the method will convey its purpose better than any de-
scription that can be given. The following passage is taken from a novel
entitled In the Labyrinth by Robbe-Grillet (1960):

The child is where he was sitting on the floor with his legs folded under
him; it looks as if he wants to slide all the way under the bench. He
continues to stare straight ahead, his attention indicated, for want
of anything else, by his wide-open eyes. This sign, of course, is not
infallible. If the artist had meant the child to be looking at nothing in
particular, if he had imagined no specific feature for the fourth wall of
this rectangular room where only three are shown, it could be said that
the child is merely staring into space. But in that case, it was not logical
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to represent him staring at the only one of the four walls that apparently
looks out onto something. The three walls shown in the print had, as
a matter of fact, no visible opening in them. Even if there is an exit at
the left, behind the coat racks, it is certainly not the main entrance to
the tavern, whose interior arrangement would then be too out of the
ordinary. The main entrance, with white enamel letters spelling out
the word “Cafe” and the proprietor’s name in two curved lines pasted
on the glass in an oval, and below this a pleated curtain of thin, trans-
lucent material, obliging anyone who wants to look over it to stand
close against the door—this main entrance can be nowhere else but
in the wall not shown in the print, the rest of this wall being occupied
by a large window, also with a long curtain covering its lower half,
and decorated in the middle by three spheres attached to the glass—
one red one and two white ones—certainly suggesting that the exit
behind the coat racks leads to a poolroom. The child holding the box
in his arms would therefore be looking toward the door. But he is
sitting almost at floor level and obviously cannot see the street over
the curtain. He is not looking up to see some pale face pressed against
the glass, cut off at the level of the neck by the curtain. His gaze is
virtually horizontal. Has the door just opened to let in a newcomer who
would attract the boy’s attention by his unusual attire: a soldier, for
instance? This solution seems unlikely, for ordinarily the main entrance
is placed next to the bar, that is, in this case, on the far left, where there
is a small clear space in front of the men standing dressed in middle-
class clothes. The child, though, is sitting in the right-hand side of the
picture, where no passage among the jumble of benches and tables
would permit access to the rest of the room.

This passage has been selected for a number of reasons. First of all, it
has to do with the observation of a child; secondly, it is purely descriptive
without a hint of “psychologizing” any where in the passage; thirdly, as
in the clinical protocol given previously, it is difficult to tell any difference
between the behavior of the boy in the picture and the boy in real life.
Both are “out there” and both are staring at something, the nature of which
the observer, in his fixed position, is only able to deduce. He offers himself no
vantage point in this respect. Despite the language skills of the author, the
effect, as with the clinical protocol, is flat, dull, and monotonous, and the
reader is fatigued by the punctilious attention to detail. Moreover, he is left
with the uncomfortable feeling that whatever this is, it is not like life as he
himself knows and experiences it (or perhaps likes to imagine it).

A number of criticisms have been made about this objective approach in
literature which is highly pertinent to our present discussion. First of all,
it is obvious that the author has not got rid of himself; he is very much pre-
sent and participant. He constantly by his selection of items from the com-
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plex environment around him. He includes and excludes from the act of
observation in order to create a certain asthetic effect. Without such sam-
pling of experience, the product would be altogether intolerable, even if it
were possible. For example, if someone moved an arm, there would have
to be statements about how many degrees he did so, in what direction,
with what speed, to what height above the ground, with what disturbance
to his clothes, etc., etc. Followed to its logical absurdity, the author would
find himself involved in an item-by-item, second-by-second description of
the entire universe. Instead of being about to choose the particular theme or
a particular set of characters or a particular period of time, he would become,
by following this regime, involved in an infinite series in every dimension.

His selective activity also imposes itself in other areas. For example, he
describes the environment predominantly in visual terms and pays lesser
attention to the “inferior” senses of touch, taste, and smell. (This is true,
also, of clinical protocols.) His observations, therefore, are skewed in a
particular direction and convey a particular impression of the surroundings.

The third problem is one especially troublesome to the scientific observer.
He has to make use of language, which, with its use of universals, brings
about further depletions in his empiricism. When one of the characters, for
example, “sees a cat”, the author cannot avoid the use of the substantive
“cat”, which is a universal, and replace it by an infinite series of *cat-
tish” images. This would again make literature impossible.

To sum up: the “objectivistic reduction” may oversimplify the field of
observation and may create artificial barriers between the observer and the
observed, but it does offer the investigator a means of obtaining data which
can be categorized, communicated, replicated and enumerated. This fulfills
the rules of scientific evidence. The objective method, therefore, carries
conviction through its evidential strength.

What one gains on precision, nevertheless, in the objectivistic observation,
one loses in richness. The record reduces the most dramatic encounters to
bald, pedestrian descriptions and the use of observational categories have
an even more “flattening” effect. It shows itself to its best advantage when
reporting non-verbal conduct, and the behaviorist psychologist is inclined
to limit himself to such situations and to distrust inter-human verbal inter-
action as a source of scientific knowledge. For the same reason, they fre-
quently prefer to observe animal rather than human subjects. The experi-
mental psychologist, E. C. Tolman, stated openly that he was suspicious
of verbal reports. “I prefer to try to work out psychology with the aid of
more gross forms of behavior. My motto for the present is: rats no men”
(1936). (He dedicated one of his best known works to the white rat!)

It will be observed that a twofold reduction occurs with the * objectivistic
reduction”. The observer is reduced through the exclusion of his subjec-
tive reactions and the individual being observed is reduced through the
inclusion only of observable, surface behavior.
4a CP
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The objective researcher behaves as if the field of observation had certain
inherent dangers besetting it, against which he was supposed to exercise
“eternal vigilance™: his observer could contaminate the situation in a
variety of ways by his mere presence should he permit himself to become a
“presence”’, and the subjects under observation could tempt the observer
into unhealthy (that is, subjectivistic) observational attitudes, were he to get
too close to them. The “Noli me tangere” attitude is not easy to maintain
in the company of children.

THE SUBJECTIVE OBSERVER

Kluckhohn has pointed out that *“the scientist of human affairs needs
to know as much about the eye that sees as the object seen’ (1949).
The human eye, unlike the camera, is “wired up” to a complex mental
apparatus that causes the individual to react predictably and unpredictably
to visual stimuli. It is true that the human eye during development is trained
to see what other human eyes in its environment see, but it cannot be abso-
lutely relied upon to do so. Idiosyncratic factors creep into almost every act
of observation.

The subjectivists have carried the battle right into the camp of their
objectivistic ““enemies”. For them, the question is not whether the observer
can be excluded successfully from the field of observation but whether he
should be so excluded: not whether he detracts from the scientific rigor of
the situation, but whether he adds something inestimable to it. Again, the
objective observer has often assumed that the subjective approach represented
an all-too-human natural tendency and that the objective attitude required
training, tenacity of purpose, and a constant battle against subjective
encroachments.

The great subjectivist, Kierkegaard, took issue with this when he talked
of “the task of becoming subjective” (1946). “It is commonly assumed that
no art or skill is required in order to be subjective. To be sure, every human
being is a bit of a subject, in a sense. To strive to become what one already
is: who would take the pains to waste his time in such a task, involving the
greatest imaginable degree of resignation? But for this very reason alone,
it is a very difficult task, the most difficult of all tasks, in fact, precisely
because every human being has a strong natural bent and passion to become
something more and different . . . objectively, we consider only the matter
at issue, subjectively we have to regard the subject and his subjectivity . . .
the objective tendency, which proposes to make everyone an observer, and at
its maximum to transform him into so objective an observer that he becomes
almost a ghost—this tendency naturally refuses to know or listen to anything
except what stands in relationship to itself.”

Kierkegaard has no doubt, and repeats this often, that subjectivity offers
a greater approximation to the truth than objectivity, and that in order
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to develop one’s subjectivity one has to eliminate the so-called objective
attitude which he sees as a defense against the more troublesome decisions
involved in subjectivity.

Among the latter day subjectivists, mostly phenomenologists, there are
several who have pleaded the subjectivistic case cogently and lucidly with
the use of charming analogies. Jeanson asks us to take a look at an auto-
mobile. It is clearly, he says, a material thing with a certain mass, weight,
volume, etc. It is, moreover, a car of a certain make, say a 4 CV Renault.
As far as these points are concerned, there can be no difference of opinion.
Nevertheless, he points out, they do not tell us at all how the individual
sees the car. Let us assume, for example, that its owner suffers from ideas
of inferiority and is under the domineering influence of his wife. The only
thing that allows him some superiority is the fact that 4e alone in the whole
family knows how to drive. What, then, asks Jeanson, is this car really?
A 4 CV Renault or a means to escape a woman’s domineering influence?
Everyone would agree that it is a 4 CV Renault, but precisely this objective
truth is wholly unimportant and without value; it has no “validity” for
anybody. This is, of course, what Husserl would have referred to as a
“skeptical argument” in that it presupposes as a validating condition pre-
cisely what is denied in the assertions.

The sociologist, Maclver, offers the following illustration. There is, he
says, an essential difference between a paper flying before the wind and a
man flying from a pursuing crowd. The paper knows no fear and the wind
knows no hate, but without fear and hate, the man would not fly nor would
the crowd pursue. There is an explicit assumption here of emotional pur-
poses involving an anxious flight towards safety and a hateful pursuit for
vengeance. According to Mclver, it is clear that the terrified attitude of the
fleeing man and the terrifying attitude of the pursuing crowd are “seen”
and “understood”, whereas a piece of paper on the other hand, whirled
around by the wind, does not manifest any expression. Anyone, who fails
to make use of such intuitive data, does not speak the language in which
he can describe human beings and human events, since the most elementary
relationships between man and man are based on the mutual understanding
of attitude and expression. (It is important to differentiate here between the
immediate intuitive understanding of flight, pursuit, fear, and hatred, and
interpretation that is made on the basis of knowledge, experience and theory.
The latter will be discussed in the next section.)

Another sociologist, Lundberg (1956) took exception to Maclver’s
argument. He objected to the use of the terms “fear” and “hatred” as
subjective terms. He was of the opinion that only externally observable
behavior led to objective observations and that if one used the methods of
physical science, all the perceptible ““facts” could be described in the same
way by all the observers. He, therefore, preferred to describe the situation
in operationally defined terms. It was an objectively observable fact that

4a*
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the man had gone from point A to point B and the velocity of the crowd
increased from V1 to V2. More than that it was not possible to determine
through the methods of physical science. The terms ‘“fleeing” and ““pur-
suing”’ were too subjective for scientific use. Lundberg emphasized that he
did not consider Maclver’s analysis false. However, it could not be proved
to be false, and according to Popper (1960), a statement is scientific to the
extent to which it is empirically refutable, especially by observation.

The “reduction” of the observer has also brought an agonized reappraisal

from the subjectivists. The observer, like the individual observed was not
merely a “thing” that passively underwent experiences. Strasser’s indignant
rejection of this viewpoint is worth quoting:
“], this individual human being, who is looking out of the window, am
constantly involved in the conservation and modification of this specifically
human world, and this involvement is an essential feature of me as an
economic, social, and cultural being. By doing my professional duties, by
pursuing research, by writing, I am busily engaged in changing the sur-
rounding world. Accordingly, this world is not at all a complex of stimuli
undergone in a purely passive way.” (1963.)

He, therefore, concludes that he cannot conceive of himself as a record-
ing instrument with a simple pointer device. He is an active observer, fully
engaged in the act of observation and making complex use of all his facul-
ties and functions in order to enhance his observations.

Because the subjective observers cannot appeal to primary evidence whose
truth imposes itself, that is, becomes self-evident, they have to find their
convincing power elsewhere, generally in verbal conviction, or “the magic
torrent of words”. Implicit in this approach is a manipulation of suggesti-
bility, an influencing of mind by mind. A great deal of clinical data is con-
vincing in just this way, in the manner of D. H. Lawrence’s passionate
declaration: “It’s true; I feel it in my belly” (1932). Clinical observers vary
considerably in the extent to which they can convince their professional
audience by arguments based on their clinical observations. The more
linguistically skillful they are, the more realistically they can bring the
scene to life, the more conviction they will often carry. When the clinical
impressions are coupled to an interpretative framework, arguments often
seem to carry increasing weight. Nevertheless, it is in this area that the sub-
jectivists are at their most vulnerable to the attacks of the objective school.
They are currently living through a “crisis of evidence” which has set them
looking for ways and means to represent their cause more convincingly.

THE INTERPRETATIVE OBSERVERS

Whereas the objectivists are concerned with the reality of the external
environment, and the subjectivists with the reality of their own feelings with
regard to the environment, the interpretative observers are preoccupied with
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the hidden meaning of things. They are interested in the latent as opposed
to the manifest and they have a predilection for theory-making and specu-
lation. Whether subjective or objective in their outlook, they like to go
beyond the facts and have a special urge to translate symbols. In an extreme
representative of this group, there is often a gross imbalance between the
observational data available and the massive interpretations gained from
them.

It is interesting to note in this connection that Farber and Fisher (1943)
working on dream translation in subjects under hypnosis found that about
twenty per cent proved to be able translators of their own dreams. The ex-
planation for the failure of the remainder of the group was not clear, but
compared to the translators, they appeared to be inhibited and rigid char-
acters. These ““natural” translators are easy to detect among one’s patients,
since they so readily translate their observations, whether of dreams or real
life situations, for the benefit of the clinician. Among observers in training,
there also appears to be a group highly predisposed to translation (only in
part attributable to professional experience and training) and it is this that
makes them into poor observers.

THE GENESIS OF THE OBSERVER

We have been speaking so far as if we were dealing with innate tendencies
of objectivity and subjectivity, similar to the personality polarities of extro-
version and introversion, outer-directedness and inner-directedness. As
good developmental psychologists, however, we cannot take the innate for
granted, until we have followed it over time.

From the very beginning, the individual is immersed in a world clamoring
for his attention. To survive psychologically in such a bedlam of percep-
tions, he rapidly has to learn how to perceive and how not to perceive, how
to discriminate between meaningful and meaningless stimuli and how to
focus attention on a small part of the total environment, casting the rest of
it transiently into outer darkness. The child passes from merely looking to
seeing and from seeing to understanding; his perceptions grow into apper-
ceptions and form the basis of conceptions. The ability to concentrate his
attention is at first a largely physiological task, but his later observations,
under the constant tutelage of his mother, are in large part governed by
psychological factors. A liberal-minded parent may set no limits at all to
his observational horizons. His enjoyment of the sensory world is enhanced
by his pleasure in his restless explorations and discoveries. The geography
of his body, and of other bodies, is open to investigation, and bodily
sounds are acknowledged with interest.

By contrast, a child may be reared under strong injunctions against cer-
tain orders of observation: “It’s rude to stare at people”; “You mustn’t
look at your sister when she’s undressing”; “You mustn’t pay attention
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to dirty noises like that, it’s impolite,” etc. It is in this setting that inhibitions
and interests are born and give rise to the neurotic inhibitions and voyeurisms
of later life. It is probably at this early stage that the haptic observer deve-
lops his psychological shortsightedness and his profound indifference to his
visual environment.

When we come to consider the basic observational attitude that deter-
mines the subjective or objective approach, we are confronted with what
appears to be a fundamental orientation towards the “self””. The objec-
tivistic observer seems mistrustful of the “self”, regarding it as a real handi-
cap in the field of observation. He would like to ignore it or place it safely
“between brackets”, but there is always a chance that it might escape and
interfere with objectivity. As Kierkegaard (1946) hinted, the objectivists
seem afraid of the “self” and have difficulty in accommodating it within
themselves. Even in their ordinary lives, they do not accord it too much
recognition and tend, on the whole, to be outerdirected and extroversive,
disinclined to discuss self-feelings and self-problems.

The subjectivistic observer, when we trace his path clinically, also makes
his appearance fairly early in childhood as manifested by inner-directed-
ness, introversion, self-centeredness, and an over-concern for the internal
environment of thoughts, dreams, and fantasies. His approach to the exter-
nal world is mediated through his own personal frame of reference.

A developmental viewpoint furnishes a better understanding of the two
attitudes. According to Piaget, we all change worlds during development.
In the first seven years of life, we live in a pre-scientific era, when ideas of
time and space are subjective and nebulous, causality determined by magic
or phenomenistic factors, and the observational attitude highly egocentric.
The child at this stage cannot look out empathetically through the eyes
of another. His perspective remains subjective and ego-bound. In a small
test in which he is instructed to follow the progress of a miniature camera-
man over a series of mountains, the smaller child (below the age of 7) is
unable to relinquish his personal viewpoint and project himself imaginatively
into the little mountaineer. (See Fig. 2.)

A subjectivistic-objectivistic revolution occurs round about the age of
seven, from which point onward, the child develops an increasing capacity
to regard his environment objectively, relatively, and scientifically. We can
speculate that this change-over may take place in lesser degree in some rather
than in others and that the average adult will achieve a workable balance
between the two attitudes.

In our everyday lives, we also live in two worlds. There is the “everyday
world” (Husserl’s Lebenswelt) with its prescientific orientation and its
pregiven quality which is always accepted in advance as being. The pre-
scientific experience refers to a certain level of our personal, cognitive
life which is subjective and apperceptive. Strasser (1963) has compared
it to the soil in which scientific life grounds itself, developing its critical,
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systematic and objective approach to knowledge. Not only is there no sharp
boundary between prescientific and scientific life, but there is a dynamic
relationship between the two levels.

We have, therefore, two sets of relationships between the subjective and
objective: one, between an earlier and later stage of development, and the
other between one type of “world” and another. The issue has been and
still is with us and continues to remain critical in both our everyday and
scientific lives. We may also assume that the two elements are present in
every observer, however dominant one of the attitudes happens to be, and
it is probably true that no single observation is conducted without some
intervention from both. The conflict is not simply between subjective and
objective observers, but between subjectivity and objectivity in each observer.

It has been speculated that the growth of the objective attitude resulted
from social interaction and association with other observers (Piaget, 1956).
Accordingly, an observer, who hypothetically developed outside human
society, would not develop an objective component to his mode of obser-
vation, because of this absence of a ‘“‘corrective perceptual experience”.
His ontogenesis as an observer is, therefore, dependent on his submersion
in a world of observers with whom he can identify and develop an *other-
than-own” perspective.

With the repeated impact of the “corrective perceptual experience”, the
egocentric perspective diminishes, objectivity increases and the qualities of
intuition, empathy, sympathy gradually develop. The two capacities, for
seeing the other person objectively and being able to put oneself in his shoes
sympathetically and empathetically, form a matrix from which a total obser-
vational experience of the other person eventually emerges.

The truly empathetic observer (Loomis and Meyer, 1959) has auxiliary
observers stationed'in others with whom he associates and through whom
he increases his total understanding of the environment. Allied to these,
the individual, in the course of development, develops ‘“‘imaginary obser-
vers’’ who are located on the other side of things and feed him observational
information which he no longer needs to verify directly for himself. This
cohort of “imaginary observers” helps in the creation of our three-dimen-
sional world, and makes it unnecessary for us to constantly go in search
of ‘““the other side of the moon”.

As development proceeds, the ability to accept the other person’s obser-
vations, to communicate with other observers, and to record observations
with an acceptable degree of verbal accuracy transforms the child observer
into the adult observer with his characteristic greater objectivity of obser-
vation, and eventually into the scientific observer.

The extent to which differences in perceptual equipment, either as a result
of constitutional factors or post-natal organic changes, affect our basic
observational attitudes is difficult to determine, but one would expect them
to play some part, if only to fix ““thresholds” and “ceilings” of experience.
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The objectification of the external environment gradually comes about
as a result of three important observational mechanisms. The first isolates
the object, differentiating it from other objects; the second identifies the
qualities that make it a different object; and the third, by giving it a name,
and always indicating it thereafter by the same name, pushes it further into
the open community so that others can share in the process of differentiation
and identification. Name-giving is the apex and crown of experience during
early development since it confirms and ratifies the reality of the thing
named.

Having used the words ‘““subjective” and ““objective” in such a cate-
gorical fashion, it seems necessary to say something in terms of definition.
Like almost all other words in the language, they are ambiguous. The term
“objective” is used to define an attitude which makes no attempt to appeal
to the self-experience of the subject, but it is also applied when the subject
is transformed into the object of empirical research. It is also used to
designate someone whose observational attitudes are carried out without
bias and whose judgments are determined by the reality that presents itself
to him.

The term ““subjective” is used to describe an attitude that is regarded as
being governed by moods and impressions. The judgment of the subjective
observer is not submitted to a comparison with norms imposed by reality
so that his theories appear to result from emotional need rather than reason.
Looked at in its worst light, subjectivism is seen as the tendency of the indi-
vidual to lock himself up in his own ideas and feelings, thereby precluding
considerations from the objective viewpoint.

OBSERVATIONAL DEFENSES

The attitudes that we have been describing with respect to the mode of
observation are extreme instances of what in lesser form are encountered
quite frequently. It indicates the presence of a gap in what would ordinarily
be a continuum from subjective to objective and from observer to object.
If we look at this in the light of evolutionary history, we can observe that
in the first phase of man’s evolution, the appearance of speech made commu-
nication possible and put him in touch with his fellow men (and other primi-
tive investigators), at the same time emancipating him from the concrete.
In the second phase, the construction of universal, scientific theories freed
him from the limitations of prescientific discourse with its everyday, local,
national, mythical, and cultural horizons. Then came the third phase in
which an artificial restriction of experience to objective experience led to
new possibilities in developing scientific evidence of a compelling character.
However, a sad consequence of this artificial restriction led to the establish-
ment of scientific hierarchies with objectivity achieving a higher status than
subjectivity and the objective scientist more confident of his own position



ON OBSERVING CHILDREN 101

and less tolerant of the ““witch doctors” lower down on the scale. Inevitably,
the dialogue between various searchers after truth became very difficult.

At the same time, a rift appeared between the observer and the object of
observation that outlawed natural participation, permitting it under certain
artificial conditions to which apologies were always attached.

In discussing the objective attitude, it seemed to us that the pressure to
“get rid of the ‘self’” represented, to some extent, a defense against the
emergence of an infantile component of the personality with its unruly,
primitive, undisciplined qualities. It suggested a need to keep the voyeuristic
impulses under control. One could look, but only after the situation had
been carefully structured.

On the other hand, Strasser’s insistence on his rights as an active observer
would seem to suggest some concern about being turned into an object.
Can we assume that too much subjectivity makes it difficult for the indi-
vidual to function as an object of observation? In Piaget’s psychological
theory, it certainly takes a developmental revolution to transform the
attitude of the child observer from subjective to objective and to give the
child the capacity to see himself as an object among other objects. The pro-
fessional observer, more than the average observer, may have latent fears
about undergoing such a transformation. The discussion by Sartre, men-
tioned earlier, is pertinent here. At the time of the metamorphosis from ob-
served, the person experiences a radical change in the structure of his con-
sciousness. The other person’s stare takes away something from him that
he conceived of as being peculiarly his own—his observational tools. He
has entered into a new world in which he has undergone a degradation from
subject into object.

The defenses, therefore, are directed towards preventing the transforma-
tion of subject into object or the emergence of subjectivity in the subject.
They have brought about a gap in the continuum of experience and have
established hostile camps at the two poles of subjectivity and objectivity.
Representatives of both sides have argued against each other and with each
threat have withdrawn defensively to their respective poles. Such a dicho-
tomy of subject and object is another example of what Whitehead referred
to as a “bifurcation of nature” that led inevitably to untenable, extreme
scientific positions that impeded further scientific developments. If we are
to avoid this kind of outcome, it would seem imperative to resolve such dif-
ferences and defenses that beset us with as much expedition as we can muster.
We must search for methods to bridge the gap.

A SYNTHESIS

When the observational experience is considered in terms of experiental
events and experiental properties, two things become evident: the complexity
of the processes involved and their continuity. (See Table 4.)



102 FOUNDATIONS OF CHILD PSYCHIATRY

It is frequently asserted that all the sciences, from physics to psychology,
are in the same position epistemologically in that they are dependent on
reports of direct experience for their raw data, and that there is no essential
difference between the raw data of physics and that of psychology. As Kohler
(1947) has argued: “It does not matter at all whether I call myself a phy-
sicist or a psychologist when I observe a galvanometer. In both cases my
observation is directed towards the same objective experience.” In the
situation he cites, it is a fact that both investigators proceed from an experi-
ential, perceptual, observational act and that the actual report is generally
a cognitive, not a phenomenal one. The difference lies in the fact that practi-
cally always the particular experiential character is irrelevant for the physi-
cist, but in many significant situations it is central for the psychologist.

If this is true, according to Zener (1962), it would be important to develop
a much more adequate descriptive terminology and analysis of the per-
ceptual processes of observation and the linguistic processes of report re-
quired to achieve sufficient objectivity, and a much more detailed deter-
mination of the role played by experiential properties in the causal context
of the behavioral aspects of organism-environment interaction. What is
wanted, therefore, is a searching analysis of the total perceptual-behavioral
event. An understanding of events also requires a careful documentation
of the properties that compose it. Is it possible to report this in radically
non-phenomenal terms without using direct experiential references? As
Zener put it:

“It is not technically possible to characterize in radically non-pheno-
menal terms the perceiving of a colorful and fragrant flower; the wearing
noise of traffic, the movement of a melody; the uneven ground on which
one walks; the careening approach of a truck out of control; a pattern,
textured terrain viewed from an airplane; the multimodally experienced
woods on an autumnal walk, the upturned trusting face of a young child;
the pain of a toothache; resistances to an act of courage; of self deter-
mination; the joy, the suffering of another person, the painful fact of non-
communication; the charm of a human gesture or expression, painted or
real.”

(This is a curiously poetical statement from a scientific mind!)

Zener starts with the assumption that human perception of external
objects and situations occurs in a context of ongoing interaction between an
organism and its environment. His analysis, tabulated in the previous
table, accepts as fundamental the following components: the experiencing,
behaving organism-person and his internal mediating processes; the exter-
nal environment (the immediately surrounding medium of energy flux and
the generally more remote one of external objects and events); a process
of changing relationships between these two major components of the
situation during the course of the ongoing perceptual interaction itself.
It is the peculiar role of experience—the experiential properties of the per-
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ceptual interaction—that Zener emphasizes. He goes on to describe his
seven phases and the interrelations among the phases, claiming that this
paradigm constituted the only meaningful answer to the problem of rela-
tions between perception and behavior. (In this context, behavior is defined
as a publicly observable activity of muscles or glands of external secretion;
mental activity, on the other hand, is inferred from behavior rather than
being obtained directly from self observation, and knowledge of it is chiefly
theoretical. The subject’s experience in terms of its phenomenal properties
is not publicly observable but is an ““intervening variable™.)

Zener considers it anachronistic in the present age of physics to insist
upon direct observability of manifest behavior as a criterion of the subject
matter of the psychological sciences, especially as there is as yet no clear
definition of what is “directly” observable, or what is “behavior.” As he
points out, in no other science is there a single unqualified noun referring
to the totality of events studied by that science, nor are there any biological,
physical or chemical laws comparable in generality to stimulus-response
laws. “No other science handicaps itself with the incubus of a term which
so discourages analysis and encourages over-generality of interpretation of
obtained functional relationships.”

Observation does not occur in a vacuum; there is always an activity of
some organism (O) in reference to some object, event, relation, or situation
(X), and there are multiple meanings to the statement (O observes X).
This could mean that O discriminates X, differentiating X from Y ; or that
O comprehends X in a cognitive fashion; or that O recognizes experiential
properties of X as they occur in himself; or that some specific kind of
behavior has resulted from stimulation by an external object or event; or
a compound of all these meanings. Compound usage is disadvantageous
for research.

In reporting on observations, goes on Zener, there is a choice between
cognitive versus phenomenal reporting. The so-called physicist’s report a-
chieves a pragmatic, public characteristic, but a simple pointer reading is in-
sufficient for psychological observation. On the other hand, phenomenal ob-
servations are scientifically valid only if all literate, moral, and sensorily well
equipped observers agree each with each other, and there are multiple simulta-
neous observations of a single common external situation. Stated in a revised
version, the latter would run as follows: different individuals repeatedly and
independently realize specific conditions and independently and repeatedly,
under these conditions, report similar experiences. A phenomenological
description is not, in itself, fully developed science, but becomes so to the
degree that the adequate specification of the conditions of the experience
become possible.

With increasing descriptive adequacy, it should become easy to identify
more completely the conditions of given experiential properties. With result-
ing increased control over these conditions, clearer inter-observer communi-
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cation and explicit specification of experiential properties should all become
possible. Therefore, a basic proposition is that experiential events occur
and are of central significance for psychology; that experiential properties
are real, identifiable, specifiable and capable, within limits, of being reliably
reported by experiencing persons. Although these experiential properties
are private to the individual, nevertheless they constitute the ultimate data
of psychology in the area of experiential perception. In making reports,
the psychological investigator has direct access to his own experience and
three sorts of access to the experience of others all of which are indirect.
These are perceptual access, the phenomenal report, and the behavioral
indicator. In the past it has been fashionable to express skepticism about
the experiential properties of another’s perception ever being available.
However, if experience is accepted as a reality, and if the universe is ac-
cepted as orderly, and where the conditions, internal and contingent, are
similar, the experiences of two comparable individuals under similar con-
ditions should be similar. Behavior represents one other indicator of ex-
perience.

Individuals who observe can communicate within limits a report on the
experiential properties of the perceptual events. An indication of experience
cannot be certain in single instances but where there is a sufficient series of
past agreements in reporting experiences of the same events or of similar
events perceived under similar specified conditions, there is a general basis
of confidence in reporting, especially where there is a capacity to specify,
ascertain and control.

In order to be a good observer, one should have a genuine interest in the
observational experience, the capacity to maintain curiosity with reference
to it, some sensitivity to the connotational nuances as well as to the denoted
meanings of words describing experiences, combined with the constant
awareness of possible discrepancies between descriptive terms and present
experience. The observer-experiencer should have confidence in the reality
of his own experience. Where there is disagreement between observers, one
has to decide whether this results from genuine differences in the percep-
tual processes occurring within the individuals as well as from discrepancies
arising from ambiguity in phenomenal terminology, substitutions of cogni-
tive judgments for phenomenal ones, associative or influential comments and
interpretations, utilization of the language of physics rather than of pheno-
menology, and reversion to an habitual use of categories instead of a
fresh determination of each report by each actual experience, and, finally,
sheer insensitivity or even carelessness in reporting. In order to ensure that
the observer’s reports remain genuinely experiential, it is important not to
simply pass on a set of general instructions. Diversities in observational
reports when they occur among good observers are not another reason for
abandoning the introspective method; rather they provide occasions for
inquiring seriously into the multiplicity of kinds of perceptual organi-
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zations as well as into individual differences. Zener feels that it is highly
desirable that in any descriptions of observational research more explicit
specifications of subjects are routinely included.

In observational reports, one can include an unrestricted phenomenal
description of what occurs together with an indication of the presence or
absence (or level on a rating scale) of a specified experiential property.

A FoUuRr-COLUMN ANALYSIS OF A GAME BY FREUD (1920)

In addition to having his mind inwardly directed and engrossed with the
internal, subjective world, Freud gave numerous indications that he pos-
sessed an acutely observing eye. He was thus able to range freely across the
objective-subjective spectrum, apparently unaware of the gap. It was true
that as he grew older, he spent more time at the subjective end, but he was
never averse to crossing when the occasion demanded.

One explanation for his flexibility lay in the fact of his training. He
started his professional life very near to the objective pole as a neuro-
anatomist and neuropathologist; he moved towards the center as he prac-
tised as a clinical neurologist; and, eventually, he shifted over to the right
as his psychological interests deepened.

Many of his observations are not only masterpieces of a micro-technique
but seemed to reflect his line of development during his training. For
example, he would start his observations with a meticulous and detailed
description of an external event, build up evidence regarding its internal
significance, construct tentative hypotheses and then look for external
confirmation.

His account of an observation made on an 18-month-old boy who played
with a cotton reel and string in the absence of his mother could not be
bettered by any of the observational vignettes we have so far included in this
paper.

That it remains a four-column analysis signifies that Freud showed not
too much interest in the phenomenological sphere but tended to jump into
the interpretative as soon as he was able to do so.

Here, first of all, is a clinical portrait of the child which is full of deft
observations, condensed into a paragraph. The boy is ‘“brought to life”
for us.

The child was in no respect forward in his intellectual development;
... but he made himself understood by his parents and the maid-
servant, and had a good reputation for behaving ““properly”. He did
not disturb his parents at night; he scrupulously obeyed orders about
not touching various objects and not going into certain rooms;
and above all he never cried when his mother went out and left
him for hours together, although the tie to his mother was a very close
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one: she had not only nourished him herself, but had cared for him
and brought him up without any outside help.

He then goes on to the observed event that caught his interest:
Occasionally, however, this well-behaved child evinced the trouble-
some habit of flinging into the corner of the room or under the bed all
the little things he could lay his hands on, so that to gather up his
toys was often no light task. He accompanied this by an expression of
interest and gratification, emitting a loud long-drawn-out *0-0-0-oh”
which in the judgment of the mother (one that coincided with my
own) was not an interjection but meant “go away”’ (fort). I saw at last
that this was a game, and that the child used all his toys only to play
“being gone” (fortsein) with them.

Then came the first confirmation:

One day I made an observation that confirmed my view. The child had
a wooden reel with a piece of string wound round it. It never occurred
to him, for example, to drag this after him on the floor and so play
horse and cart with it, but he kept throwing it with considerable skill,
held by the string, over the side of his little draped cot, so that the reel
disappeared into it, then said his significant “0-0-0-oh’’ and drew the
reel by the string out of the cot again, greeting its reappearance with a
joyful “Da” (there).

He then interprets the meaning of the play:

The meaning of the game was then not far to seek. It was connected
with the child’s remarkable cultural achievement—the forgoing of the
satisfaction of an instinct—as the result of which he could let his
mother go away without making any fuss. He made it right with him-
self, so to speak, by dramatizing the same disappearance and return
with the objects he had at hand.

Finally, the interpretation is fully established by a further observation:
One day when the mother had been out for some hours she was greeted
on her return by the information *“Baby 0-0-0-0”> which at first re-
mained unintelligible. It soon proved that during his long lonely hours
he had found a method of bringing about his own disappearance. He
had discovered his reflection in the long mirror which nearly reached
to the ground and had then crouched down in front of it, so that the
reflection was “fort.”

The stages are tabulated in Table 5.

THE F1vE-COLUMN ANALYSIS OF A GAME BY ERIKSON

Like Freud, Erikson (1940) has been engrossed in the analysis of the
total observational process from the objective to the interpretative end.
Being a clinician, his picture of it is largely psychodynamic, but he is
shrewdly aware of the amount of distortion that can and does occur.
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TABLE 5. A FOUR-COLUMN ANALYSIS

FOUNDATIONS OF CHILD PSYCHIATRY

(Adapted from Freud)
Column 1 Column 2 Column 3 Column 4
Pre-observational The l?ehavioral Theinterpretation | The confirmation
data item

A “model” 18 month
boy—well behaved,
obedient—close tie
to mother—yet

never cried when she
left him. Threw his
toys about emitting
a gratified “o0-0-0-
oh!” (= gone away!
according to mother)

Repeatedly threw
wooden reel with
string attached over
side of cot. On its
disappearance “o-
0-0-0h!” On its re-
appearance, joyful
“Da”. More plea-
sure with second
part of game.

Reel = mother. In

place of her going

and returning, child

throws “her’”” away

and brings ‘“her”

back.

(i) Mastery of se-
paration

(i) Turning pas-
sive into active

Interpretation con-
firmed by further
observation in which
child makes his mir-
ror reflection dis-
appear with the ac-
companying ‘Baby
0-0-0-oh!”” Specula-
tion on the repeti-
tion compulsion

experience
(iii) Revenge over
being deserted

In his first column, he is concerned with a realistic appraisal of the “be-
havioral item” in terms of its onset and termination. It is an objective,
manifest description in simple everyday language of the observational action
or interaction that is to be analysed. The second column also deals with
manifest aspects of the behavior but dissects it into various morphological
parts in terms of content, affect, expression and movement. The observer’s
experience of the observational act, described in phenomenal language
comes into the picture in the third column and involves past experience of
similar situations. The fourth column deals with the latent content and the
meaning of symbolic representations and attempts a psychoanalytic recon-
struction of the scene. The last column brings confirmation as well as
stimulus to further speculation. (See Table 6.)

In the series of illustrations that follow, taken from the analysis of an
actual play situation, it will be seen how effective and diagnostically helpful
the micro-dissection of the observational process can be in uncovering a
wealth of meaning in what looks at first glance like a very simple situation
that one might hardly notice during the course of a long play session.

You will notice how much goes on in the mind of the observer in the form
of an internal dialogue full of argument and counter-argument related to the
meaning of particular observational facets. You might well be reminded
here of the passage from Robbe-Grillet given earlier. It is also worth noting
that the progress of the case is reminiscent of the analysis of a child carried
out by Burlingham, in which treatment came to a standstill and was then
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broken off because the child had a secret about the fidelity of its mother
that it could not impart to the analyst (the mother had warned the child
that the revelation might have catastrophic repercussions on her). In
Erikson’s case, the analysis of the behavioral item alerted the diagnostician
to the possible existence of s secret so that he was able to deal with this and
maintain the child in therapy. In the previous treatments, they have wrecked
themselves on the rock of this secret. (See Tables 7-16.)

TABLE 7

ILLUSTRATION OF THE OBSERVATIONAL PROCESS
(Adapted from Erikson, 1940)

The Discovery of a secret. Case information

6 year old sailor’s son in hospital for investigation (G. L. tract and EEG all
negative) and circumcision.

Complaints: Encopresis, fecal play, petty delinquency.

Circumstances: Father away from home a lot. Soils under conditions of rage -
and excitement.

Reason for referral:? further treatment? placement.

TABLE 8

The observational Process

the first contact

” <

Comes armed with gun and dagger. “I am a cop.” “Who are you going to
shoot?” “The bad guys.” “Who is the bad guy?” “ Me.”

Accepts plasticene without thanks. Makes an airplane “to bring people from
across the ocean.” (Shy smile.) Then works seriously and ignores O.
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TABLE 9

The observational Process

Category “A”
©)]

@

Ll—\_r'\_ll-?(') O

Builds  grocery As truck driver
delivers needs to

Makes small pla-
sticene balls.

Makes nut family mother
and baby nut and brother
nuts. “Whose brothers
are they?” * My mother’s
brothers.” “You mean
uncles.”

store. Game idea
emerges. Assigns
roles.

grocer (O).

(6)

Turns pale and sways as
if faint. Leaves room for
toilet. Play disruption.

e
W

Dumps nuts in
store but refuses
payment.

Q)
[ 4

' 4

20
000

0O

“This is the way I feel
when I soil.” “Who are
your mother’s brothers?”
“ Me'Q’

111
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TABLE 11

The observational process

Category “B”

(¢)) () 3)
Content: The making of The delivery of gro- The making of the nut
the balls. ceries without pay- family.
ment.

What is the relationship between the balls, the delivery, and the members of the
family?

TABLE 12

The observational process

Category “B”’

(1) 3] 3)
Spatial Relations: Puts aside wea- Seeks intimate Pt. and O work
pons and prefers contact with O to  together on pt.’s
balls. Ignores O. involve him in fantasy (micro-
game. cosm).
(O] ®) (6)

Game dominated  After play disrup- Both microcosmic

by delivery and tion pt. defecates play and autocos-

dumping of balls. (autocosm). mic symptom are
in the eliminative
mode. Dumping
in friendliness,
defecation in an-
xiety.
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TABLE 13

FOUNDATIONS OF CHILD PSYCHIATRY

Expression:

The observational process

Category “B”

)
“Nuts” also means ‘“‘cra-
zy*—a crazy family or one
in which crazy things occur.

“Me”=turning of
against the self, originally intended
for “the bad guys”. “Me”’=identi-

(€))

aggression

fication with “bad uncles” who do
crazy things.

€))

Who are these bad uncles
who do crazy things?

TABLE 14

(F.C)

Accepts clay like hungry
man without thanks.
Tairplane associated with
absent father or foreign
O (transference).

3)

Why so many brothers of
different color? Why no
father nut? O suspicious
and questions. “Uncle”
disrupts play and brings
on defecation.

The observational process
Category “C”
)

Pt. has reputation for
opening up (especially
for men) and then closing
down. A retentive-elimi-
native problem. P. H. of
punitive toilet training
by mother.

“Uncle” could signify
outsider as temporary re-
lative. ?over (s) in fa-
ther’s absence. Anger
against dirty mother who
expects him to be clean.

2

Steals, withholds feces,
yet eager to give O with-
out getting. Would give
father-figure but not
mother? making family
—homesickness.

Who are you going to
shoot? Me. Who are
mother’s brothers? Me.
Pt. victim in both cases
of mother’s secret infide-
lity. Thus conscious fac-
tor blocks access to pt.’s
confidence.
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TABLE 15

(€))]
Symbols
Balls = feces
Balls = family members
Difference in number and
color signify traumatic
family constellation.

O]
Second defense
Falls back on more usual

defense of closing up and
retaining.

The observational process
Category “D”’

03]
First defense
Uses play offered by O
to substitute delivery of
groceries for delivery of
secret.

(5)
Failure of defense
Eliminative anger re-

turns to original anger
and he defecates.

3
Failure of defense
Defense fails when pt.
unconsciously gives hint
with the making of the
nut family.

©

Nuclear conflict

Between eliminative and
retentive modes gets the
better of him through his
masochistic tendency to
express emotions in reg-
ressive and punishment
provoking way.

TABLE 16

The observational process

Category “E”

Confirmation: The patient’s mother confesses to O that there were certain epi-
sodes she had urged patient not to tell the doctors about and had added, “ Daddy
will surely kill me if he heard about it.” She then released patient from the
promise of secrecy that had blocked previous therapeutic efforts.

A TeN-COLUMN ANALYSIS OF A BEDROOM GAME

115

In Table 17, the observational process is schematized with greater elabora-
tion. In attempting to combine the advantages of the previous obser-
vational schedules, the danger has cropped up of missing the wood for the
trees. This is not as bad as I make it sound, since the main elaborations have
to do with the initial and final phases, the intermediate column being
fairly similar to those of Freud and Erikson.
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Column 1 takes into account the whole background and development of
the observer, which, as previously suggested, we have regarded as crucial
to the act of observation, although observers of genius, like Freud and
Erikson, have paid little attention to it. The idiosyncratic “frame of refer-
ence” or the spectacles through which the observer looks develops long
before he becomes a scientific observer.

Column 2 has to do with what Erikson calls the “pre-contact”, but we
have extended it into a case history. There is a suggestion here that the
previous life of the observed individual or individuals converge logically
to this moment in time when the behavior under observation takes place.
(The device was employed in a literary way by Sartre in his imaginary
biography of Genet.)

In column 3, the observer is trained to record objectively exactly what
he sees and to put everything else that occurs within himself ““between
brackets™. This is then a photographic procedure; by means of the “ob-
jectivistic reduction”, the environment is reduced to a set of objects, and
the temporal and spatial arrangements of the object within the environment
are described as factually as possible. At this point, our “disinterested
spectator” suspends all judgment. The morphoanalysis that takes place in
column 4 is still concerned with the everyday, bread-and-butter world,
which, however, is seen piecemeal. In column 5, the feelings and reactions
and experiences of the observer as present in his sympathy, empathy, and
intuition, are allowed to intrude for the first time at the same time being
recognized for what they are—subjective, experiential, and existential. By
means of the phenomenological analysis, the observer becomes sensitive
to his own responses and attentive to himself as an instrument of observation
that requires as much understanding as the external events.

By the time he has got to column 6, the observer is sufficiently at home
with the situation and himself to begin to concern himself more cognitively
with the latent content that he theoretically believes to lie behind the mani-
fest expressions. This is the column in which symbols are interpreted, de-
fenses analysed, and theories fabricated.

Columns 7 to 10 are missing in the previous schedules and are concerned
with confirmation which may be obtained through the observer repeating
the observation, through agreement among several observers, through the
behavioral reactions of the individual under observation, and finally through
self-observational reports on the part of the subject. The objectivists view
this last column with strong disfavor, regrading it as the acme of sub-
jectivism. They feel that the subject who organizes the experience cannot
be at the same time the object of this experience, since the experience is
required, according to their standards, to pass through the filter of a scien-
tific apparatus (the system of concepts, models, instruments and the rules
governing their use, the research techniques and the methods of interpre-
tation and control made use of by the scientific observer) if it hopes to qualify
5 op
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as a scientific experience. Wundt (1908) felt that *“so-called self-observation
may be presented as observation only with certain essential restrictions, and
it cannot at all lay claim to an exactness”. Bertrand Russell (1921) also
considers it exceedingly fallible as a scientific report but is not altogether
prepared to reject it out of hand. He likens it to the report of a short-
sighted person who is watching someone coming along the road at the
moment when he is firmly convinced that Jones is sure to come. If every-
body was short-sighted and obsessed with the beliefs as to what was going
to be visible, we might have to make the best of such testimony, says Russell,
but we should still need to correct its errors by taking care to collect simul-
taneous evidence from people with the most divergent expectations. No
two observers are ever going to experience the observational act of the same
situation in exactly the same way, but a fair degree of approximation can be
expected. Like Zener, he concludes that privacy of the experiential pheno-
mena does not by itself make datum unamenable to scientific treatment and,
in his opinion, simultaneous observations by two observers who show good
interobserver reliability may be the best we can do about this matter.

In the following play situation, a seven-year-old girl is observed in play
by a participant observer and by two-non-participant observers behind a
one-way screen. Observational reports were obtained from the girl and
three observers. Those of the non-participant observers were simultaneously
recorded and those of the subject and participant observer were obtained
immediately following the period of observation. A week later these four
individuals were asked to recall their observations.

Participant Observer’s Report

She played with the doll family in a bedroom scene. When the parents
and the girl were in their beds, the little girl screamed and the father doll
was brought in to see her. The little girl thought he was a burglar and that
he was going to kill her. Then he turns into her father and kisses her. She’s
no longer afraid. I said: ““The little girl wants to get the daddy away from
the mommy’s bed into her bed. Perhaps she thinks something’s been happen-
ing in their bed, and she wants to stop it.”” Patients gets very angry and
throws the girl figure into my face. I tell her that she is free to say anything
she wants to say but that I could not allow her to hurt me as this would
make her feel so bad that she might not get the hurt out of her.

Non-participant Observer’s (1) Report

The father doll and the mother doll are put to bed close together. Then
the little girl doll goes to bed. She screams and the father doll comes run-
ning and lies down on the girl’s bed. The situation is confused because the
girl doll begins calling him a burglar and says he is trying to kill her. They
struggle together. He then turns into her father again at some point, and
the little girl and the father occupy the same bed. The therapist tells the
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patient that the little girl is trying to keep the father doll away from the
mother doll so that they can’t do bad things together. The patient throws a
doll at the therapist hitting him. He looks angry and tells her angrily that
she must not try to hurt him.

Non-participant Observer’s (2) Report

The parent dolls are put to bed in one room and the child doll in another.
After a while, the girl screams and the father comes in and sits down on the
girl’s bed. She mistakes him for a burglar and thinks he is trying to kill her.
He kisses her, and she then recognizes him as her father. He stays with her
until she falls asleep again. He then returns to the parents® bed. The therapist
interprets that the girl is trying to separate the parents because of what she
imagines is taking place in their bed. This makes the patient very angry,
and she throws a child figure at him. He remains imperturbable and says
to her that in therapy it was better to talk things out than actually do them.

Subject’s Report

I played with the dolls. There was a daddy doll, and a child doll and—oh
yes, a mommy doll. I was leaving her out. (What happened?) The girl doll
was afraid that something bad was going to happen to her, so she screamed.
(And what happened then?) Her mommy came and made everything all
right, and she went to sleep. (What else happened?) Nothing happened any
more. (What happened about me?) You got angry. (Why?) You didn’t like
the story I made up.

A week later.

Participant Observer’s Report

A primal scene in which an attempt to interpret oedipal feelings was
followed by much anger. She threw one of the dolls at me. (When ques-
tioned.) “I was taken aback by the incident, but I don’t recall being angry
myself; at least as far as I can remember, the session ended well.”

Non-participant Observer’s (1) Report

A bedroom scene. The parents were separated by the child’s disturbance.
The patient was upset by the therapist’s deep-going interpretation and
attacked him. He got angry and reprimanded her. She was frightened by
this development and withdrew from further play.

Non-participant Observer’s (2) Report

The girl doll interfered with the parents at bedtime, getting father away
from mother. In her guilt over this, the girl pretended he was a burglar and
was attacking her. When she recognizes him, she returns him to the mother
to relieve her guilt. She was upset by the interpretation given along this line
and threw something at the therapist (can’t recall what).

5*
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Subject’s Report. (Do you remember what we did last week?)

Yes, we had lots of fun playing mommys and daddys. (What happened?)
I can’t remember. (Try?) . . . oh, yes, you got angry with me. (What happened
then?) You hit me, I think. (4re you sure?) It was a sort of accident, I think.
You didn’t mean to . . .

It will be noted that the girl defended herself against her oedipal strivings
by substituting the mother for the father in her observational report. Her
anger at the participant observer for his interpretation was transformed into
his anger at her on the grounds that he did not like her story. A week later,
she could only recall his anger at her, developed into an attack on her. Un-
able to tolerate this idea completely in this form, she suggested that it could
have been “accidental.”

The participant observer could not remember any anger in himself but
admitted to having been *“taken aback” by the attack. He also had the bur-
glar transformed back into the father before the kiss is given to the girl,
and he declared that the reported sequence was not “acceptable” to him.
None of the others could recall the lengthy explanation he thought he had
given to the girl. This may have been present in his mind at the time but
unspoken. At the end of a week, he was still certain that there had been
no anger, and thought that the rest of the session had gone smoothly.

The first non-participant observer appeared, by comparison, to have laid
undue stress on the sensual aspects of the story. He did this quite con-
sistently. The parents were “close together” in the bed; the burglar “lies
down” on the bed with the girl; and after the transformation of the burglar
back into the father, the little girl and her father are reported to have
“occupied the same bed”. The record also has the participant observer
interpreting to the girl that her wish to separate the father from the mother
was to prevent them from doing “bad” things together. Like the patient,
he observed the participant observer to be angry and of using an angry tone
of voice. A week later he recalled this in terms of the participant observer
reprimanding the patient and frightening her to such an extent that she
withdrew from him for the rest of the session.

The second non-participating observer’s record correspond somewhat
closely to that of the participant observer. In this context, it was of note
that both were psychiatrists and that the non-participant observer was a
subordinate with a great deal of respect and admiration for his senior whom
he regarded as his teacher, whereas the first observer was often rebellious
and resentful of the ‘“authoritarianism” of the participant observer. In his
description he has the father “sit down” on the bed. Only after the girl
has kissed the burglar does she recognize him for her father. This was the
only report that chronicled the return of the father to the mother’s bed and
interpreted the event in terms of guilt. He witnessed no anger in the parti-
cipant observer and persisted with this view after a week, picturing the



ON OBSERVING CHILDREN 121

response (? admiringly) as “imperturbable”. Unlike his fellow judge, he
felt that the rest of the session went better as a result of the interpretation
given.

The illustration highlights the difficulties connected with the process of
observation. It would seem that even the relationship between the observer
and the observed has a crucial effect on what is observed. It might, therefore,
be important to include a comment on the relationship in any observational
report. With respect to the alleged anger that was manifested in the situation,
the final verdict is very much two against two. In this context, even a
deciding vote of a fifth observer would leave us in doubt, although a multi-
plicity of observers might eventually resolve the question on a statistical
basis. It is still doubtful, however, whether the existence of numerical
superiority would be sufficiently convincing or conclusive.

A FINAL COMMENT

We have reserved a final comment from the distinguished biologist and
paleotologist who has also looked at the problem of observation in his own
inimitably comprehensive manner. Father de Chardin (1959) talks of the
need to develop a “deeper vision” and feels that in order to do so we must
““focus our eyes correctly” in a metaphorical sense.

“From the dawn of his existence, man has been held up as a spectacle
to himself. Indeed for tens of centuries he has looked at nothing but him-
self. Yet he has only just begun to take a scientific view of his own signi-
ficance in the physical world. There is no need to be surprised at this slow
awakening. It often happens that what stares us in the face is the most dif-
ficult to perceive. The child has to learn how to separate out the images
which assail the newly opened retina. For man to discover man and take
his measure, a whole series of senses are necessary, whose gradual acqui-
sition covers and punctuates the whole history of the struggles of the mind.”
The senses that de Chardin mentions as important for this “deeper vision”
are a sense of space and the objects that inhabit it, a sense of depth and a
sense of time, a sense of number and a sense of proportion, a sense of quality
and a sense of movement, and, lastly, a sense of the organic wholeness of
the observational scene.

He goes on to say: “Subjectively, first of all, we are inevitably the focus
of our own observation. In its early, naive stage, science, perhaps inevitably,
imagined that we could observe things in themselves, and they would behave
in our absence. Instinctively physicists and naturalists went to work as
though they could look down from a great height upon a world which their
consciousness would penetrate without being submitted to it or changing
it. They are now beginning to realize that even the most objective of the
observations are steeped in the conventions they adopted at the outset and
by the forms or habits of thought developed in the course of their research;
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so that, when they reach the end of their analyses, they can’t tell with any
certainty whether the structure they have made is the essence of the matter
they are studying or the reflection of their own thought. And at the same
time, they realize that because of the return shock of their discoveries, they
are committed body and soul to the network of relationships they fought
to cast upon things from outside: in fact, they are caught in their own net.
A geologist would use the words metamorphism and endomorphism. Object
and subject marry and mutually transform each other in the act of knowledge;;
and from now on, man, willy nilly, finds his own image stamped on all he
looks at. This is indeed a form of bondage.”

How then can we escape from this human bondage. De Chardin has this
to say about it, and it could not have been said with more telling force: “It
is tiresome and even humbling for the observer to be thus fettered, to be
obliged to carry with him everywhere the center of the landscape he is
crossing. But what happens when chance directs his step to a point of
vantage (a crossroads or intersecting valleys) from which not only his
vision but things themselves radiate? In that event the subjective viewpoint
coincides with the way things are distributed objectively, and perception
reaches its apogee. The landscape lights up and yields its secrets. He sees.”

This, says Pierre Teilhard de Chardin, is “the privilege of man’s know-
ledge™.

This says everything that I have been attempting to say in this presenta-
tion. In our observations, we must try to encompass the subjective and
objective viewpoints. Every now and then (and here we can recall Freud’s
observation of the little boy’s game and Erikson’s observations of the little
boy’s secret) the two viewpoints will coincide, and the landscape will light
up, and we shall suddenly see and know. It is a moment worth working for.
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CHAPTER 7

The Psycho-diagnostic Approach to Problems of
the Very Young

by RUTH GRIFFITHS

INTRODUCTION

Workers in the field of Child Psychiatry have for many years been fami-
liar with the use of mental test procedures as part of the basic investigation
necessary where a problem exists among children of school age and among
adolescents. Mental tests of many kinds have been used in investigations
of the psychiatric problems of adults, also for large-scale surveys in edu-
cation, in industry, in commerce, in the Services and in numerous social
and anthropological studies.

Mental tests for the very young, that is for babies and very young children
from the beginning of post-natal life, began to be used several decades ago
mainly in America and largely for studies of normal infant development.
These tests were to some extent the outcome of that earlier fashionable trend
in which extensive day-by-day records or protocols were accumulated (and
still are being accumulated) in a semi-scientific, semi-popular way by in-
numerable people. This trend took place side by side with many genuine
studies and tended to obscure their value.

One of the earliest successful attempts at a truly scientific scale of tests
was that of Mary Shirley and her colleagues and, soon afterwards, in the
1920’s, the late Professor Arnold Gesell began his long series of researches
into the early development of both normal and abnormal children and
produced his well-known developmental tests. His test procedures have been
extensively used, not only in America but also in many other countries.
Probably his most valuable scientific contribution was the stress, repeated
in different ways in numerous publications, that he placed on the normal
developmental sequences and their importance in assessing normality in the
infant. This development in the early phases he regarded as an inter-
weaving of many developmental trends or processes taking place in the total
developing organism. Problems arise when any of these developmental
trends are hindered or prevented in special cases.
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The experience of two world wars, of years of social unrest, the mass
movements of populations, and our present awareness of hunger, mal-
nutrition and deprivation suffered by the very young in many parts of the
world, have surely brought home to us all the importance and significance
of early investigation, prevention and treatment of the ills of infancy that
can be so far-reaching and damaging in their effects. This realization is
vital for the future of mankind. The suffering of innumerable children
through malnutrition and every kind of deprivation cannot but do untold
harm that will have repercussions on the future development of mankind
and which therefore intimately concerns us all. Organizations exist that
endeavour to relieve actual physical hardship, and these are of course
primary and fundamental. It will be, however, only through an intimate
understanding of the mental as well as the physical needs of little children
and of the nature of mental suffering in childhood—and its after-effects—
that truly comprehensive therapeutic measures can be undertaken. Here in
Britain itself today, though we may not see much actual neglect or mal-
nutrition when compared with other parts of the world, we yet have exten-
sive problems of mental retardation, of special sense disorders, of cerebral
palsy and other crippling conditions, of metabolic disorders such as phenyl-
ketonuria, and the grave effects of emotional deprivation and maladjust-
ment.

To help in all these problems, a basic programme is necessary, beginning
with the earliest possible investigation of mental status in the very young,
and here the psychiatric team, in collaboration with other specialists, can
and must contribute to a total diagnostic picture, beginning with the first
year of life.

It would now appear obvious that very early ascertainment of mental
status in the young child can provide a basic knowledge, in individual
cases, of great value, especially where some deviation from the normal is
suspected—sometimes as part of, sometimes as preliminary to, other in-
vestigations and to the planning of treatment whenever such may be indi-
cated. How can this be done with babies and very young children?

GRIFFITHS MENTAL DEVELOPMENT SCALE

The method of which the early stages are already described elsewheret
and to which further reference is made below is intended for use (and indeed
is now being used quite widely in this country and abroad) in investigations
and clinical work with children from the very beginning of life. It is virtually
a complete “clinical” investigation from the psychological and psychiatric
approach, for it covers all the significant sequences of development (or, as
I prefer to call them, the “avenues of learning”’) that can be observed in the
reactions of the child to individual test items and in the child’s general

T R. Griffiths (1954) The Abilities of Babies, University of London Press.
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behaviour, demeanour and activities. The numerous items systematically
applied can, if responses are carefully observed and recorded, provide
information to precede or supplement the medical observations of the
paediatrician, and so complete the physical with the mental examination.
In many instances the paediatrician or medical officer may prefer to use this
technique himself to supplement his observations. Alternatively, the psycho-
logist will provide a full report of his findings including a “ profile” based on
the five sub-scales of the test, showing the successes or failures of the child
in relation to one another and indicating the main channels of mental
development that may be affected by the disability, and also the extent to
which these channels may be affected and even eliminated by the disability,
thus leaving the paediatrician to arrive at a final diagnosis. In this way,
psychology has a contribution to make to diagnosis even at a very early
stage in the infant’s life, as I hope to show below.

But the psychologist’s task does not necessarily end with this detailed
examination and report of a special case. When the nature of the ailment,
disturbance, disability or defect has been diagnosed, and treatment or
other measure is contemplated or instituted, a *“follow-up’’ study is advisable
so that the child can be under psychological as well as medical observation
and changes in his mental condition can be recorded. This principle has
already been accepted and is being applied in a number of investigations.

In some cases a fotal change takes place, as for example with successful
application of the special protein-free diet in cases of phenylketonuria. The
general quotient rises in a manner such that little change takes place in
the shape of the profile. Mental energy appears to be released that has an
over-all influence rather than showing any specific effect on any particular
sub-scale.

On the other hand, however, as in cases of deafness after full investigation
at an audiology unit has been made and a hearing aid has been successfully
fitted and accepted by the child, and when the relevant care and therapy
have been provided, there can be observed not only a change in the child’s
condition affecting the general or total level of development but also a
definite, sometimes startling, change in the shape of the profile, as—the
hearing being assisted by the hearing aid—speech develops and the child
passes tests previously failed on the Hearing and Speech Scale. Thus, on
re-examination, the shape of the profile, as well as the general level of mental
development, shows a change for the better, as the trough in the profile
at Scale C (the Hearing and Speech Scale) is gradually built up.

Follow-up studies systematically carried out over a period of time will
reveal the progress rate (or P.R.) in any particular case, which may in many
instances be more significant for the child’s future than the actual G. Q.
(General Quotient = General Intelligence Quotient or Total Quotient).

Naturally, the earlier a child can be seen and his problem thoroughly
investigated, the sooner an appropriate programme of treatment and/or
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rehabilitation can be instituted. For example, in suitable cases, babies are
today being fitted with hearing aids before the end of their first year!

This raises the whole question of the method of mental testing and the
reliability of results. Considerable doubt has been thrown in the past on the
possibility of obtaining accurate or reliable mental test results in investi-
gations of infants. There were several reasons for this.

As mentioned above, a good deal of gathering of material by non-pro-
fessional and untrained people has occurred, and mental tests for babies
were in other countries used very widely and uncritically by organizations
dealing with children, the testing not always being in the hands of people
trained in the methods. Tests were also popularized to an unwarranted
extent, and published irresponsibly by popular magazines. It came to be
thought that mental assessment in this early period was a simple matter that
parents, nurses and others might undertake. This had dire results as, of
course, subsequent tests of infants did not usually give similar results or
show expected constancy under such circumstances, or have any predictive
value. _

For a time, the testing of very young subjects fell into disrepute and,
even at the present time (when a number of good scales are in use) there
are many psychologists and paediatricians who regard the accurate testing
of babies as an impossibility and are sceptical of its value. It is to be hoped
that, as much recent work gradually gets published, we shall be in a position
to prove the usefulness and reliability of early psycho-diagnosis and so
dispel the doubts still held in some quarters.

Apart from matters associated with test construction, accuracy depends
almost entirely on the way the tests are applied, and on the careful study
and following of procedures; above all, on the completeness of the examina-
tion. The would-be Examiner (no matter what his training or experience
with older subjects may have been) needs to acquire skill not only in the
application of the test items themselves but in knowing just how to observe
the infant, to stimulate him to respond, keep the rapport favourable between
examiner, mother and child, and systematically record the observations
made.

A sort of sixth sense has to be developed that enables the Examiner, in
spite of the complexity of the situation, to train himself to hear, pick up
and record every vocal sound made by the baby during the interview, noting
these sounds, syllables or clear words in the space provided on the record
form. After some practice, this recording of the heard speech of the child
becomes automatic. It should not be necessary to appeal to the mother
concerning the speech sounds that the normal baby can make, unless the
child is absolutely silent ( a rare phenomenon!). The mother may, however,
be asked to play with or talk to her baby, to get him to respond vocally,
if he has not responded vocally to the Examiner; and she may be invited
to add, to the pre-speech vocabulary recorded by the Examiner, sounds the
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child habitually uses at home. It is, however, most important to hear and
record speech sounds made during the examination itself. A silent baby may
be a deaf baby.

The Examiner also needs to know the normal development for this period
of life so completely that he cannot fail to recognize abnormal physical
movements or vocal sounds or other phenomena that might well be im-
portant in the diagnosis. He needs to understand the differences between
(for example) the responses of the baby who is below normal in all his
reactions and likely to be of slow development in the future from one who
has a specific disability which might respond to treatment, and both of
these from the premature child who is developing slowly because he is
virtually younger and more fragile than other babies of his chronological
age but will in time (if the situation is uncomplicated) catch up to his own
potential. The problems met with are almost unlimited and as varied as
human growth itself, and they are continually complicated by the many
ills that babyhood is heir to.

Only a complete test should be used in any investigation of infants. If
the baby is sleepy, or unhappy with weeping, or ill, or frightened, the test
should not be regarded as usable in research or for adequate diagnosis.
A child’s maximum effort is necessary, and it requires skill on the part of
the Examiner to obtain this. Anything less, however, does the child an in-
Jjustice. Considerable skill and much practice, with a flair for acute obser-
vation of responses, are needed for this kind of work. It should certainly
only be undertaken by those who, already trained and experienced in other
types of testing, are also willing to make a thorough study of infant psycho-
logy and infant testing. This is surely the least to be asked, for the child’s
sake and for measures that might at some time be undertaken.

Some criticism has been offered of baby tests because the items are planned
in sequences, more difficult tests being broken down into their components,
to provide a “ladder” up which the child climbs, from rung to rung, as he
learns. The whole of the locomotor series can be seen to contain only three
or four interwoven sequences. So also it is with speech: the tests follow the
normal development from open vowels, imperfectly made, to consonants
made separately, these being quite soon combined into syllables and so to
a richer babble developing into true speech. Again the whole is a sequence
representing the gradual acquisition of spoken language, resting back de-
finitely on the child’s capacity to hear, to listen, soon to understand, and in
due course to reproduce sounds and words.

Some examiners find the performance series in the second year of some
difficulty. This may be due to either or both of two factors. (1) We must not
ask too much of the child. Each separate item of the form-board series of
Scale E (Performance) represents a new skill usually a month or more (in
terms of Mental Age) above the previous one. The child is not penalized
if he can go no further. A refusal is, in the vast majority of cases, due to the
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child’s realization that he cannot do the test. The three-hole board is not
expected until near the end of the second year, which coincides with its
placing in other scales. (2) A ““play way” is needed here (and indeed through-
out the examination) which the successful examiner soon acquires. The
round hole is a “window” to be shut, or the square inset is a ‘“‘door”, etc.
A swift change to a test which the child enjoys more preserves the rapport,
and a return can be made later to complete an unfinished item, or give the
child the second attempt allowed.

The requirements of a suitable test for the purposes outlined above are,
therefore,

(1) a detailed schedule of test items covering the whole range of infant
learning and mental development;

(2) careful standardization on fairly large representative samples of the
infant population. The Griffiths Scale was standardized on representative
samples of 571 babies, a few of whom had a second test included, making
the total tests used 604, for the two years. These numbers are large and quite
adequate for the purpose. Much depends on the age-range of groupings for
different purposes. The average number was 24 in each month, when working
on equality of difficulty, and will be 70 when taken in two-monthly groupings
as in more recent studies. More data has been added to the original material,
and the most recent British census has been used for the necessary parental
occupations study. The totals for these two years: 425 in the first year
(average number 71 in each two-months group) and 436 in the second year
(average 72 in each two-months group), are more than adequate. Only
slight modification of the original scales for these two years has been found
necessary and this has been undertaken mainly to simplify the scoring.

(3) a classification giving equality of difficulty in the sub-scales, thus
providing a useful ‘““profile”” and, together with this therefore, what I have
called elsewhere a ‘““differential diagnosis of mental status™;

(4) test-retest correlations for reliability studies of normal children for
predictive value of the test and its use for both normal and handicapped
children of all groups, with follow-up studies. The test-retest correlation for
sixty babies was: r = 0-87 (See The Abilities of Babies, p. 76).

In passing, one must express an opinion in regard to the practice of re-
testing babies on successive days for day-by-day variations in a child’s per-
formance. Such a procedure would appear certain of failure, if high positive
correlations are looked for. In the first place, the ““practice effect” would
be at a maximum with the brighter babies. Children who did not respond
well on the first occasion might refuse certain items on the second day for
emotional reasons. Altogether, it does not surprise one that low correlations
between such tests were obtained in a number of studies. A good spacing
of tests would be six weeks with the youngest babies, 3 to 6 months with
older babies. This would ensure that, in a proportion of the test items, new
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ground would be broken, in that—because of the child’s increased age—
items would be taken that were not taken on the earlier occasion.

THE METHOD

As already indicated, mental assessment of the very young mustrest back—
if it is to be valid—on normal child development. A valid test must follow
the lines of normal growth and learning. For this, detailed and reliable
norms are necessary. Therefore the primary task of the research psychologist
working in this field is psychometric and involves establishing these norms
for a very large number of detailed items that follow the normal trends.

Thus, although the object of establishing diagnostic tests may be to try
to find answers to innumerable developmental problems of a-typical children
(in other words, to provide this *“differential diagnosis of mental status”
to help our understanding of special cases), the first essential of such an in-
vestigation is a comprehensive study of normal babies in every aspect of their
development and therefore covering a wide range of abilities, as observed
in large and representative samples of the normal population.

This of course means many years of study, observation and experiment,
and the laborious and time-consuming task of amassing sufficient data
finally resulting in the standardization. The scales of the Griffiths test for
the first two years of life embrace 260 separate items of development and
follow the normal sequences. These items have next to be classified in such
a way that each separate avenue of development and learning, although an
integral part of the total examination, can yet be isolated for separate study.
In its present form, each of the five sub-scales contains 52 test items and the
sub-scales are equal in difficulty at all levels, i.e. at each month of age.

Such an approach alone provides a developmental profile, for each child
examined, that can throw into relief the effects of a disability, not only on
the total picture, but also upon the trends of development affected by the
defect, and therefore show where, in other directions, the responses are
nearer to the normal or less affected. Thus, although the investigator may
be desirous of studying handicaps and their effects upon development
(or rather upon the child’s capacity to learn at this early stage), the first ob-
Ject must be to build-up and standardize a scale of tests adequate to these
purposes. This has, in this case, meant many years of research into test
construction itself, based on normal representative samples of the population
but always with the needs of the young and handicapped in mind. These
were the problems that faced me many years ago when, after trying with
inadequate instruments to test young handicapped children (suffering from
deafness, spasticity, mental defect, speech disorders, etc.) during and after
the Second World War, I decided to make a new approach and provide a
new Scale based on the needs of such children but standardized on adequate
samples of the normal population. As no such scale derived from studies
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of British subjects was available, it appeared essential to provide one for
the use of psychologists and paediatricians both in this country and abroad.

The classification of the test items into five scales, each measuring one
main developmental trend, was the next objective. It was also early realized
that these scales should be virtually equal in difficulty at each stage, so the
next consideration was to establish equality of difficulty in these sub-scales
on a statistical basis. This was achieved on a basis of monthly groupings
of the results, working out the average scores of the babies (numbers of test
items passed) month by month in each sub-scale and aiming at equality of
difficulty as a necessary condition if a child’s result on any one scale was to
be accurately compared with his result on the others. This means that, in
assessing the results, we are now in a strong position to be able to say: “This
baby did better on Scale A than on Scale B”, etc. The profiles shown below
will illustrate the significance of this fact of equality of the sub-scales, based
on averages, as a necessary condition for comparison of individual test
results in every individual case. These profiles will supplement information
of this kind published elsewhere.}

The Sub-Scales
These will now be briefly described. They are five in number:

A. Locomotor Development

This scale traces the normal locomotor development of babies from the
first to the twenty-fourth month of age, measuring from a child’s first ability
to lift his head from the pillow in the prone position, through all the stages
of learning to roll, to sit, to crawl, to stand, to walk, etc., until, at two years
of age, he arrives at jumping off steps, kicking a ball, climbing stairs and
seating himself at table. Delicate children, or crippled, or spastic, premature
or defective all show, in different degree, slowness or other special difficulty
with this scale, and the effect of the physical condition can therefore be
observed in a systematic manner, item by item, and a great deal learnt
about the child under examination.

B. Personal-Social Scale

This scale calls attention to all the intimate stages of development that
bring the child gradually from a condition of complete dependence upon
others to one in which he has acquired some degree of self-help and has
achieved a degree of emancipation in matters of feeding, dressing, clean-
liness, and the companionship of other people: from the early glancing and
looking at people, to smiling and co-operating in various ways, to a stage
where he knows himself as a person, recognizes himself in a mirror, knows

t R. Griffiths (1954), The Abilities of Babies, chapters VII, VIII.
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the names of parts of his body and is building up his personal “body
image” and an early conception of himself as a person.

The delicate or over-dependent child does not do well on this scale; and
the neglected child on the one hand, the overprotected child on the other,
both show gaps or irregularities in their personal-social development as
revealed in the item-by-item assessment. Thus, therefore, emotionally dis-
turbed, socially deprived and other maladjusted children and also psychotics
show serious gaps in the acquisition of these skills and in social compre-
hension (revealed also in their language development). Such observations
are most important for our understanding of their problems.

C. Hearing and Speech

This scale derives in part from a study of normal speech development,
including the gradual build-up of spoken language, from mere vocal sounds
to definite syllables and words and babbled phrases in the first year, to clear
words and finally to short sentences in the second. It also derives many of
its items from observation of reactions to sounds normally heard by the baby
in ordinary homely experience: the mother’s voice, the sound of a bell,
rustling of paper, etc. As in all the five scales, several sub-sequences are
interwoven in this Hearing and Speech Scale.

Not only is the actual growth of language through these early stages of
pre-speech recorded, but the response of the child himself to sounds, the
developing capacity to listen, the interest in music and attempts to sing are
all part of the hearing and speech development of the normal baby. The
baby’s imitative reactions are seldom immediate but are, for the most part,
“delayed reactions”, occurring even a day or several days after the stimulus
that caught the child’s attention. Immediate imitation of a new sound cannot
be looked for at this early stage.

A study of this delicate process of the acquisition of speech sounds, and
comprehension of meaning attached to them, is fundamental to our under-
standing of the situation of a child born deaf or acquiring deafness in early
infancy. Probably the best kind of screening test for deafness in young babies
would be through detailed observation and recording of their vocal sounds
in the early months of life, and through observation of their awareness, or
not, of the human voice—e.g. mother or father talking—with evidence of
a growing capacity to listen. The deaf child cannot listen; the slow child
does not; the intelligent hearing child is listening hard throughout all these
early months, and he soon tries to imitate, by means of increasing babble,
something of what he hears.

A child’s capacity to listen, wait, and later reproduce (or try to reproduce)
what he has heard is an important indication of normal mentality. The
detailed items of this sub-scale when applied to a child can indicate, almost
without fail, whether or not slowness at learning to speak is due to a hearing
loss, or to a more general slowness, a specific retardation or speech defect,
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or sometimes inhibition of speech due to maladjustment. Where actual
mental defect is present, rather than hearing loss, slowness will also be
apparent in the other scales and the profile will be quite a different shape
from that of the deaf baby, where the trough is always at Scale C speci-
fically. A silent child may be backward rather than deaf. The deaf child of
normal potential intelligence will lack speech or be retarded on Scale C,
but will give fairly normal responses on Scales D, E and also A.

D. Hand and Eye Co-ordination

By means of this scale (which is also applied from the earliest weeks of
life), with its series of items relating to both visual behaviour and hand and
arm movements, we are able gradually to observe as the babies develop the
co-ordination of hand and eye in the reaching out towards the environment,
and in touching, grasping and manipulating objects near them.

At first, these two functions of looking at things and manipulating them
are quite un-co-ordinated. It has sometimes been said that babies do not
“see” at all in the first few weeks of life. This is not a true or correct de-
scription of the position. Developed vision in the older child and adult is the
result of a great deal of experience of looking at, comparing, contrasting and
experimenting in the fields of vision and touch. At first, although the baby’s
eyes are normal, and the potentialities for development of vision are present,
the child—having no previous knowledge of the visual world—has got
literally to “learn” to see, from the beginning.

He commences his experience of the visual (as of the auditory) as it were
from scratch. Very early in his life, the eyes turn towards bright objects
such as a window or other light, also towards movement in the environment,
and also very early towards the mother’s face. A normal baby glances at
objects that shine and glisten, even though to us these may not appear
bright, and also towards objects that make sounds as well as movements,
such as rustling paper or rattling toys. When both visual and auditory
stimuli emanate from an object, the baby is irresistibly attracted. This is
probably why the baby glances, and presently stares, at the mother’s face;
for here there are movements of eyes that glisten and smile upon him, and
these are frequently accompanied by the movement of the lips and the sound
of the mother’s voice as she speaks softly to him. The baby will, however,
turn from this interesting experience if a curtain is suddenly drawn back
from a window, or if a new sound is made near him. This is perhaps the
reason why it has been found so difficult to photograph a young baby
looking at his mother’s face.

Long before he has sufficient head balance to turn deliberately to the
sound of a bell, the child will turn his eyes towards it, which appears generally
to be an attempt to locate the sound or see the object as well as hear the
sound it caused.
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The development of vision in relation to the environmental experience,
then, demands a capacity—even here at this early age and in an already com-
plex situation—to recognize different stimuli (visual, auditory, etc.), to
recognize the same stimulus when repeated, to differentiate one such stimulus
from another, and to begin to respond appropriately. Technically this in-
volves a great deal, even in a very young child. It involves: (i) simple aware-
ness, not of an object as such but of some quality of it; (ii) a capacity to
recognize this same quality again and therefore (iii) to compare and contrast
one simple experience with another (relation finding).

Careful observation of a normal child’s behaviour, and careful experiment,
will reveal that already the complex mechanisms of logical thought are
present in the making and are leading the child not merely to be aware of
qualities, or aspects, or sections of an object, but to grasp some idea—
through “relation finding”—of many simple objects and experiences.
Presently he will come to know objects as such: a spoon, his bottle, a toy;
not merely the sound it makes or its softness to his touch or its bright colour,
but as a combination of all these and other visual aspects; it becomes a
meaningful object. This is the development of the logical relation of *“con-
stitution”. Already in the earliest weeks of life, although the child is still
a speechless, helpless infant there is evidence of the beginnings of intellectual
activity that will lead the child in succeeding months not only to visual and
auditory recognition but to the beginnings of learning in its truest sense.

The normal baby learns at an astounding pace; he changes in the quality
of his developing comprehension almost from day to day. In the first few
months of life (1) a child can follow a moving light horizontally, at first in
a jerky way, then more smoothly and continuously; (2) he learns to fixate
and hold an object in his gaze; (3) he can glance from one object to another
and back again. As the eye muscles grow stronger and his interest in *“look-
ing” develops, he will follow a bright object such as the light of a torch or
a shining mirror in a perpendicular direction and also all round in a wide
circle slowly made by the moving object; later he will follow with his eyes
persons moving all round a room.

But during the earliest period (up to about twelve weeks of age) the baby
does not yet reach out to grasp a toy shown to him. This does not mean
that he cannot grasp; he does so whenever his hands come in contact with
an object: a familiar toy, the blankets, his mother’s hand or dress, and so on.
But that is not done by reaching for things seen. Hand movements are
developing; vision is developing; but these two different functions do not
begin to supplement each other in experience until the fourth month of life
or later. Then true reaching for and grasping of objects takes place, and
many step-by-step achievements can be observed: reaching after a dangling
toy, persevering when an awkward contact drives it from him, finally
catching it, then exploring its nature with hands and lips, by manipulating
it and also by bringing it into contact with a surface.
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Throughout the rest of the first year, the process continues, until the child
reaches the interesting stages observed early in the second year, with such
skills as early scribbling with a pencil, building up bricks into towers,
opening and closing boxes, placing insets into simple formboards (Scale E),
rolling and throwing a ball, etc. By the end of the second year the average
baby can already scribble in a circle and draw a reasonable line either in a
perpendicular or a horizontal direction. Hand and eye are co-ordinating
and will continue to aid each other, with improving skill and precision,
throughout childhood and on into adult life.

This fascinating study—for such it is—of the gradual co-ordination of
hand and eye in the intelligent individual brings us up suddenly with tragic
realization when we use these tests of Scale D with little cerebral palsied
children or with blind babies; for these struggle to carry out the simplest
movements many months after the intact child has learnt to play normally
with toys and materials. The clumsy hands of little mongol babies, the un-
wanted movements of the athetoid, the rigid grip of a ball by the spastic
child, who cannot release it at will to throw it away in play, these are the
tragedies we meet in our work that should and will stimulate us not only
towards ever better medical means of helping in infancy but towards ever
more efficient means of training and educating the handicapped child.
Research—and more research—is needed into all these problems.

E. A scale of performance tests for babies and young normal and handicapped
children.

Here we can be brief, for, like the other four scales of the Infant Test,
this scale has been fully described elsewhere. This scale, too, deals with hand
and eye co-ordination, but it differs from Scale D in that it studies, not so
much the growth of this co-ordination, but the way the child learns stage
by stage to use these growing skills in the solution of the particular problems
he meets with in his play and other activities.

In the second year, the performance test items approximate nearer to those
used with older children. In the early stages, certain simple tasks, showing
comprehension of space and form relation are included, such as: finding
a toy under a cup, discovering a sweet or toy inside a closed barrel, un-
wrapping a toy, etc.

The performance tests of the second year are useful, too, with blind children.
There are very simple form-boards and brick-boxes. Handicapped children
of all groups enjoy these tests of Scale E, but naturally do them when they
are a little older—sometimes much older—than the standardization requires.
The materials give the Examiner very useful opportunities for observing not
merely whether a child can succeed in carrying out these tasks but just how
he carries them out or tries to do so. Without worrying or disturbing the handi-
capped child, the movements of the hands can be carefully observed (sometimes
a matter of great importance) and the development of the hands— thumb
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opposition, awkwardness, spasticity, laterality, etc.—can be noticed and
comments added to the record.

The pieces of apparatus used in all these tests have been carefully selected
or specially designed to meet the needs of these youngest children in the
test situation. The babies enjoy the tests. Even the most severely handicapped
will respond, within the limits of his capacity, if the right approach is used.
How to manage the test situation with young and severely handicapped
children is part of the technique which has to be acquired, and this is not
easily described apart from the presence of the subject to be tested.

It will be found that no child is too young or too severely afflicted but
that a complete test can be obtained! In fact no child need be regarded as
‘“untestable”. Some children are more difficult to test than others; some
are very difficult. In a few cases it may be necessary to see a child more than
once to complete the examination and get a firm result.

In all this work an important feature is this opportunity to observe and
note anything unusual that may be of importance in diagnosis or give a
clue to something that might be helpful in treatment or education. There is
so much, in testing special cases (as well as normal children), that can be
usefully observed and that may be vital in extending our knowledge of these,
that the Examiner can scarcely afford to take his eyes from a child throughout
the examination, except to make his necessary written comments and to
score the tests.

PRINCIPLES TO BE OBSERVED IN TESTING YOUNG CHILDREN

A. Consideration for the Person and Personality of the Y. oungest Subject

It would be of little use to try to take up this kind of testing of babies
unless one had a genuine interest in, and indeed affection for, babies and
little children, and experienced compassion also for their immaturity,
whether normal or handicapped.

The Examiner should know intuitively when to approach a young child
with a test or to apply a stimulus, and when to pause to give him time to
adjust in an unusual situation. Certainly during the first part of the interview,
whilst the rapport may be uncertain, the approach to the child should be
gradual and unhurried. It is helpful to have the mother present (though this
is not always possible) and to allow the mother or nurse to keep the child on
her lap at least during the early part of the test. A good many of the test
items can be taken quite well with the baby on the mother’s lap. In fact,
the Examiner should handle the child only when he or she is sure of the
child’s acceptance, and then as little as may be consistent with obtaining
the information wanted. The very youngest babies usually accept a certain
amount of handling without protest, but, even here, it is often wiser to ask
the mother to move the child or change his position when that is necessary,
e.g. from her lap to the divan, or to the floor, when necessary, to observe
locomotor items.
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Every child has a personality that develops as he grows. Some are, from
the beginning, more sensitive than others. Highly intelligent babies are often
the most sensitive of all, and most likely to suffer from untoward environ-
mental circumstances. We need to remember that even at this early stage,
environmental experiences begin to make impressions, with a resultant fear
of, or resentment of, attention from strangers in some children. Thus the
gradual approach is important; so also is a quiet, receptive manner and,
in particular, keeping the voice low and avoiding any suddenness of move-
ment or speech. The older babies, if normal and from normal backgrounds,
can usually accept a natural and homely approach, and even a certain
amount of play, as, for example, with the ball items, with the pulling toys,
etc. No two children are alike, and we have, therefore, to learn to adjust
our techniques to suit any we may meet, using ingenuity in the order of items
taken and, in our general approach, keeping a happy rapport with both
mother and child in being throughout the test.

B. Meticulous Accuracy of Observation by the Examiner

We have already indicated the importance of close observation of the
child under examination. 4

There is no special “magic” in any of the test materials or test items.
The most important function of the test materials is to provide opportunity
for the Examiner to observe, with a degree of exactness, the way in which
a child behaves in relation to persons, to situations, to materials, and so
be in a position to assess his level in that particular. The whole child enters
into any one interesting experience.

Things to observe are numerous; a few may be mentioned here. Physical
activity—does the child give the impression of robust physical activity,
or is he limp, unresponsive, slow, or resistant, etc.? Does he adjust without
protest to new situations, or change easily from one activity to another?
What about his general poise: is he normally alert, looking about him and
taking notice, etc.? Can his attention be readily held to a task, or is he
easily distracted? Does he manipulate materials with interest, or quickly
lose attention or the ability to concentrate, and send everything to the floor
(as is characteristic of babies in the first year)? More particularly, how does
the child handle things? Does he show some experience of toys, e.g. the
motorcars, the dolls, etc.? Details of actual hand development are of course
listed in Scale D, and, to be sure of each of them may mean coming back
again and again to offer the ball, a cube, a pellet, the cup, and so on, to give the
Examiner opportunity to observe with exactness just where the child isup to in
all the necessary directions for scoring, e.g. development of the hand in
grasping, etc., as well as for the overall impression of the child’s liveliness,
friendliness, good adjustment—or the reverse of all these—that may be
shown in the test situation.
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C. Thoroughness and Completeness of the Examination

Every item of these scales is valid and statistically reliable; each one
carries its own quota of M. A. credit. Al the relevant items should therefore
be taken or offered. As explained above, the five scales have been (with
great labour) made so as to be equal in difficulty at each age-level of the test.
If items are omitted for any reason, the delicate balance between the sub-
scales is liable to be upset and the profile therefore inaccurate.

There is no special order in which the tests should be taken but none
should be omitted that lie within the child’s range. Refusal of an item is regard-
ed as a failure, and we do not insist after twice attempting to get the item
accepted. This point is more fully explained in the handbook. If the child
is unable to respond to an item, or refuses it, that one must be failed.
Refusals are almost always due to the child’s own realization that he cannot
succeed with this particular task. Frequently he does not understand what
is wanted. Intelligent babies, even quite young ones, are sensitive enough
not to wish to “fail” in a particular instance; they push the apparatus away,
or cry, or otherwise show disturbance. These are recorded as failures. (See
in Fig. 1 illustration of an eleven-months boy attempting, but not fully
understanding, the first formboard: item E 33, passed by 50 per cent of
children at the end of their thirteen month) [Fig. 1].

There is a more serious kind of omission that must be mentioned. The
author is frequently asked whether it is legitimate to omit a whole scale
where the child has a disability. The answer to this question is a very de-
finite ““No!” The subscale which measures a disability in a particular case
is the most important scale to be taken for that child.

A severe disability affects to some degree every one of the scales but is,
naturally, more clearly observed in the scale most relevant. We need—
especially where there are specific disabilities—to know as exactly as pos-
sible what effect this handicap is having on every one of the avenues of
learning and on the total result. Therefore, no help or advantage can in
effect be offered to a handicapped child by omitting the evidence of his actual
plight! On this will the need for treatment be decided and, when the follow-
up study is undertaken, the effects of treatment itself can frequently be
assessed and the child’s progress observed as he gradually climbs, during
a period of time, nearer to his true potential, when treatment is appropriate
and has been successful. The writer feels very definitely the importance of
putting on record for every child tested exactly what the findings are at the
time of test. Only thus can any treatment be effectively planned and further
investigation initiated. Complete and thorough tests are essential in re-
search—and every case seen is, in effect, a small research.

D. Immediate Recording
This matter is so obvious when testing young babies on a detailed scale
such as this, that it would scarcely seem necessary to refer to it, except that
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there are examples in the literature of baby testing where the recommenda-
tion is made that the examination should not be interrupted to make notes
and keep a young child waiting. Naturally one would leave any volume of
writing or reporting until after the examination; and, of course, the scoring
of the total examination would follow later. But the actual scoring of suc-
cesses and failures over individual test items cannot possibly be left to the
end of the examination, if such scoring is to be accurate.

The Examiner who is thoroughly used to the method might conceivably
go on testing until a small group of six or even eight items as a maximum
had been done. He must then break away from the child to record the results.
Such pauses in the test are salutary; the intense concentration is then relieved
for both baby and Examiner while these items are being recorded. Sometimes,
a baby previously silent becomes reassured and begins to babble when the
Examiner turns away to score some items or prepare the next piece of
apparatus.

Psycho-diagnosis is an item-by-item process. Gradually, as the child’s
responses reveal what he can do and where any difficulties lie, the mental
picture becomes clearer. Just as the strength of a chain lies in its weakest
link, so is every item in every section of the test necessary for an accurate
result.

E. Adequate Time

The whole examination takes a certain amount of time, but, if this work
is worth doing, adequate time must be made available. Normal little babies
do not take very long to test; a very young one under six months of age can
usually be tested by an experienced examiner in about 20-30 minutes. Older
babies take a little longer. Normal children in the second year may take
about 40 minutes. For special cases, of course, more time must be allowed,
and it is usual to allow an hour for each such examination, which should
also provide enough time for some conversation with the mother and for
obtaining from her the necessary background information.

F. Reporting

A report, when provided, should contain the following information:
(i) The actual results of the test, that is, the total mental age arrived at and
the general quotient (G. Q.) (ii) The results on each of the five sub-scales
separately, whenever there is a developmental problem. (iii) A graph or
histogram (if required) showing the profile.

This skeleton report should also be accompanied by a written description
of the child’s responses on each of the sub-scales, mentioning anything
unusual that has been observed and making any other comments likely to
be helpful to the psychiatrist or paediatrician for whom the reportisprepared.

Thus, in Scale A, exactly what the child could and could not do would
be described, showing his exact position in regard to learning to walk, and
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any unusual findings would be mentioned. A further brief paragraph should
be written about each of the Scales.

There would seem to be no reason why the psychologist should not end
by suggesting what, in his opinion, the child might be suffering from (as
indicated by the profile), and whether he might wish to see the child again
after a period of time or might wish to carry out a more prolonged follow-up
study.

WHAT IS AN ASSESSMENT ?

An assessment, in the psychological sense, is primarily the result of a
completed psychological examination. The test result provides a figure that
is the ratio between the child’s C.A., i.e. his actual age as measured by time,
and his so-called M. A., i.e. mental age, which is an estimate of his level of
ability at the time of test. This result is described as a quotient—usually as
an Intelligence Quotient (1.Q.).

In testing babies and young children, however, by a series of scales of
equal difficulty, as in the method under review here, it is better described
as a G.Q. or General Quotient, insofar as the examination includes tests of
five different kinds, relating to five different aspects of the child’s develop-
ment and, although each one carries a certain intellectual element or com-
ponent, each is “saturated” to a different degree with intelligence or “G”,
Therefore the total result is a composite of several things—a battery of
several tests, each one separate and in itself a complex entity.

When, with older subjects, we measure “intelligence” (so-called) with a
battery of tests, the result may be described as an estimate or assessment of
a General Factor, described by the late Professor Spearman as “G” or
general intelligence. It is in this sense that I adopted the term “G.Q.”
(general quotient) rather than I.Q. (intelligence quotient), well aware that
many specific abilities are also being measured in particular by the separate
sub-scales, as already described.

The profile, however, purports to set out and describe the entire range
of the major abilities measured, and to show the variety of tasks included
in the total assessment, and where the child succeeds or fails. This assess-
ment, at this level, involves what I have called “a differential diagnosis of
mental status”.

Diagnosis as such only begins to emerge from the assessment when we
consider this differential aspect, which can throw into relief the nature of
a disability (such as deafness), where this is present, and the effect such
disability is having on the general level of development. A complete diagno-
sis of course involves additional medical investigations which should be in
the hands of the paediatrician.

A further question next arises as to what it is that the total Scale measures.
This is a difficult theoretical issue. The statistician would rightly want to
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investigate the various statistical components of the test, to try to arrive at
the exact nature of this total G.Q. and also the more specific nature of the
separate scales. This would require an extensive research in itself.

For the time being, our purposes are fully engaged in attempts, by the
use of this method of examination, to discover handicaps among young
children, to measure their effects upon the child’s development, and try to
deal with these at the earliest possible moment. Also, the tests are being
extended to provide this kind of diagnostic approach for children of ages
at least to the end of the seventh year. This will enable psychologists,
paediatricians and medical officers to investigate by the profile technique
the problems of children during the pre-school and infant school periods,
and so to know, well in advance of the seventh year, which children need a
follow-up study or further psychological investigations and to provide, well
ahead, for those who will need special consideration in the matter of treat-
ment or special educational provision.

We may conclude this section by suggesting that what the Scale measures
is the total or general efficiency of the child at the time of test. More simply,
it measures where the child is up to in his total development, in relation to
other children of his exact chronological age. If, when examined at 6 months,
he is in all respects like an average six-month old baby, he will have a G.Q.
of 100 and we may say he is just 100 per cent. If, when examined at 10 months,
he is like an eight-month old baby, his G. Q. will be 80, i.e. 80 per cent of
his actual age. If, at 10 months, he is like a twelve-month old baby, his G.Q.
will be 120—a very satisfactory result.

CONSTANCY OF THE I. Q.

The term “intelligence quotient” was first used by Binet and Simon,
when, at the end of the nineteenth century they developed one of the first
series of tests for children from three to twelve years of age, and noticed
the great individual differences that undoubtedly exist among children. There
are in fact no two children exactly alike in the quality of their abilities, and
when these are studied in detail the differences become more obvious; the
wider the range of the tests that are used, the wider the differences between
the test results. These differences between children, displayed by different
tests, are found also among babies, even the youngest babies. In fact, from
the beginning of life, close and systematic observation brings to light the
fact of the universality of individual differences as such. Each child is unique
in his mental make-up and remains an individual throughout his life.

This does not necessarily mean, however, that his 1.Q. will remain con-
stant whenever he is tested, at any and every period of his life, and with
tests of different kinds. This fallacy—for such it is—needs careful clarifi-
cation. Theoretically, this doctrine of constancy of the 1.Q. is a satisfactory
assumption and quite valid when we are dealing with large numbers of
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children in population surveys and other sociological studies. The so-called
normal or Gaussian curve is obtained whenever large and representative
samples of people are tested for any general quality. We know the exact
shape this curve will take, if the work is accurate; exactly what proportion
of the children will have I.Q. between 90 and 110—usually about 50 per cent,
varying with the Standard Deviation of the test used; how many will be
below this level and how many above. These facts would also emerge and
be found to hold good if we made a study of the heights of adult men, or
their weights. A great many measures applied to living things provide cor-
roboration of these facts.

But these statistical facts remain valid only when we are considering
people in the mass, when we have large representative or complete samples.
When we study individuals, we discover so many exceptions to the rule, so
many children whose I. Q. does not remain constant, even throughout a few
years of their lives, that we have to pause and consider what this means.

The facts are that, even in large-scale studies, changes do take place
within the group; one child moves up a little, another slips down a few
rungs of the ladder. The larger and more representative the samples, the
more accurate the curves that describe them, also the more numerous are
the actual changes within them. Nonetheless, it is true that these changes,
under fairly stable conditions, are least to be found where the test results
cluster nearest to the average; at the lower and upper ends of the frequency
distribution such changes are more frequent. A change of five points of 1.Q.
(that is, 5 per cent up or down the scale) is usually regarded by statisticians
as non-significant. Many small changes do in fact take place in the quotients
of individual children when re-examined, even when the same scale is used.
Larger differences require some explanation, and children whose quotients
fluctuate to a great extent should be regarded as needing further study and
treated provisionally as special cases. Some disability—physical, mental
or emotional—may be disturbing the progress of the child.

This brings us to the important question of the value of testing when
dealing with special cases. We may concede the general validity of the con-
stancy of the 1.Q. under favourable conditions. Thus, whenever a child is
already making progress in school at a normal average rate, enjoys good
health, is a stable person and has no serious home worries or background
problems, it is probable that his results on successive tests, with the same
scale and by the same examiner, will remain fairly constant. Where a pro-
blem exists, the rule concerning constancy just does not hold.

Let us consider a few probabilities. Because of illness in a home, a young
baby goes away from his own mother and the significant importance of
her personal care; he is given every kind of good physical care by other
kindly people. Nonetheless he suffers a degree of emotional deprivation
and is unlikely to make normal progress. Such a case will be very briefly
described at the end of this paper (see Fig. 2).
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A boy of eighteen months is found to have very slight speech development
and consequently a low quotient in tests involving speech. On examination,
he is found to be deaf. After he has had the highly technical investigation
at the audiology unit, his deafness being confirmed by the otologist, he is
fitted with a hearing aid. It takes some time for a young child to become
accustomed to wearing a hearing aid, and the mother will need help in ways
of managing the situation, therefore frequent visits to the unit will be made.
After six months or so, the child’s intelligence is again examined by the same
profile technique as before, and it is found that his total level of ability has
risen and a quite dramatic improvement has taken place in regard to speech.t

+ See also follow-up studies on p. 145 Case K.B. (Fig. 3).
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The profile changes its shape, and the trough always found in deaf cases
at Scale C (Hearing & Speech) gradually fills up, while a total improvement
also takes place, involving other aspects of development.

In both these cases an understandable change takes place in the child’s
capacity to succeed when tested. (See profiles.) A few decades ago the general
attitude of many people dealing with very backward children was one of
acceptance of the backwardness (or mental defect) as a fact, an absolute
circumstance, that could not change. It was said of a child: “ He was born
that way”. Nothing could be done. Many such children went into insti-
tutions where they were cared for more or less adequately at a physical
level. The idea that some improvement might, under certain circumstances,
be possible was scarcely entertained. Today, we look upon defects of every
kind: special sense disorders, physical conditions, metabolic disorders, emo-
tional disturbances and even congenital conditions, as worthy of our closest
observation, and researches are in progress with the object of learning more
about these conditions and providing relevant treatment wherever possible.

There are still many conditions for which an answer, in the sense of
specific care or improvement, is not yet forthcoming. Nonetheless, quite
dramatic improvement has been obtained in children whose condition, be-
fore the last world war, would have been regarded as quite hopeless. We
therefore now look for improvement under some circumstances. Mental
tests are being used in conjunction with physical treatments to watch the
progress of the children under treatment. (See, for example, the work being
done on phenylketonuria.) We therefore look for and hope for a changing
quotient in such cases, and sometimes we find this. The psycholo-
gist entering this field of special case work has in his hands the means of
demonstrating mathematically and with a high degree of accuracy whether
or not there is intellectual improvement, which of course may also throw
light on the efficacy of the treatment and be of great help to the paedia-
trician.

Phenylketonuria, a metabolic disorder, is a very rare condition, numbers
being estimated to be as low as one case in every 16,000 of the population.
Most of these cases are very seriously defective and are cared for in insti-
tutions. A few years ago, as the result of the discovery by a biochemist,
Dr. L. 1. Woolf, at Great Ormond Street Hospital, of a special “‘protein-
free” diet, improvement in a few cases was obtained. It was found that this
improvement depended upon finding and treating these patients at a very
early age. The younger they were when started on the diet, the more likely
were they to benefit. In some cases, the treatment seemed mainly to prevent
deterioration; in others, actual improvement was obtained over a period of
years. It was also found possible to study this improvement by watching
closely the mental development of the children. Certain children who did
not have the treatment were used for the control study. The method of
testing and follow-up of these cases under treatment was the Mental De-
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velopment Scale described in this chapter. Two of the most successful results
of this diet and follow-up study are shown in the graphs below (Fig. 4).
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CONCLUSION

(a) With adequate representative samples of a population, the general
doctrine of the constancy of the 1.Q. will hold, on repeated tests, although
many changes may be taking place among individual members of the group.

(b) With handicapped children, we almost invariably find exceptions to
this rule. Without treatment, or where treatment is not yet available, de-
fective children tend to deteriorate more or less slowly as they get older, and
this is reflected in a slowly dropping I.Q. Where treatment or other measures
can help in particular cases, the quotient may rise—usually slowly, some-
times dramatically.

(¢) With young infants, so far as our knowledge goes at present, the same
principles hold. The stable average child, studied by the method described
above, progresses at an average pace and acquires each successive ability
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at the appropriate time. Not enough systematic research has so far been
done to show to what extent tests taken in infancy can be regarded as pre-
dictive of the future in individual cases. Much more systematic information
is needed, although test-retest correlations, under favourable conditions
and within the first two years, give satisfactory results, as mentioned earlier.

Tests that cover a similar wide range of abilities, comparable to those
now used for infants, are not yet generally available for older children.
Therefore, when studying babies, the only means of continuing individual
studies is to use other types of test such as the tests—usually predominantly
verbal—used for older children. We cannot expect that (a) after a period
of time and (b) with an entirely different type of test we should obtain high
correlations, although these are sometimes found.

I am myself at present studying and collating quite extensive data,
gathered in the past few years by myself and members of a small research
team, which include test results on all the five sub-scales of the infant test
already described (and one further one), to provide a continuation of the
profile technique for children up to the eighth year. When this work is com-
pleted, we shall have more to contribute on this vexed problem of infant
tests on a normal population of children being predictive; and I believe we
shall also be able to shed more light on the difficult problems of mental
growth and development in handicapped children.

What, then, is this age in which we live? World-shaking events seem
imminent. Yet, in the fields of paediatrics, child care, child research, bio-
chemistry and other allied fields of work, we find: cataracts are removed
from the eyes of children and the blind or partially sighted begin to see!
Hearing aids are provided at a very early age, sometimes before the first
birthday, and the deaf child learns to speak! The phenylketonuric child,
once seriously defective, is treated with a special chemical diet and becomes
a normal, or near normal, child. Many of us who constantly meet these
children are in danger of regarding these things as commonplace; those of
us who have longer memories know them as modern miracles. More re-
search and study is needed in all these areas. There is much more to be
learned. In some areas very little still can be done, as for example in that
largest of all groups of defectives: mongol children. But even here, research
continues and much has been learned in the past few years concerning the
genetic aspects of this and other inborn defects.
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CHAPTER 8

The Place of Longitudinal Research in the Study
of Child Development

by TERENCE MOORE

IN A recent imaginative analysis of current trends, Lawrence K. Frank®
sees the science of human development as a new discipline, emerging as
the fruition of the past fifty years of investigation in biology, medicine and
the social sciences, which will “attempt to go beyond the specific quantified
findings of the life sciences ... to a multidimensional approach to the
intact living, growing, developing, ageing organism-personality”.

Professor Frank’s challenging article looks toward the future; but
whereas the full realization of his vision is yet to come, several of the basic
components of his programme—the study of development as it takes place
in time, awareness of the interaction between child and environment, and
a measure of collaboration across disciplinary boundaries—have charac-
terized many developmental research projects for at least four decades.

In the nineteen-twenties and thirties, studies were inaugurated in various
parts of the United States in which the physical growth and mental and
personal development of numbers of individuals were to be recorded during
a considerable part of their childhood and adolescence, by teams represent-
ing several disciplines. After the war this fashion spread across the Atlantic,
with the launching of longitudinal studies in a number of Furopean and
African centres, one group being co-ordinated by the International Chil-
dren’s Centre (Falkner'®) to make possible cross-national comparisons.
Interim findings on various aspects of development have been published
by many of these centres, and more comprehensive reports have appeared
from some of the older-established American institutes. Kagan'4? has
recently summarized the coverage and present status of ten of these studies,
giving selected bibliographies.

Longitudinal studies of this kind have been criticized because of their
cost, the long wait for results, and the inevitable loss of cases; because in
some instances more data have been collected than could be used, with
no clear idea of their purpose; and because early data may be found lacking
to test hypotheses that emerge later in the course of the study. It is not my
intention to discuss these problems, or the practical difficulties of longi-
tudinal research; this has been well done by Jones® and by Kessen™®. 1
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propose instead to make a limited survey of the main areas in which type
of work has contributed to knowledge, and to mention some of the open
questions to which its contribution still seems essential. In such a brief
review I shall inevitably leave out much that is important, nor do I claim
familiarity with the whole field; the examples I choose will be those that
have come my way and seem significant. Some discussion of methods, and
some references to non-longitudinal work, will be necessary to an apprecia-
tion of the interdependence of the various research designs. For a full treat-
ment of the methods of studying children, Mussen’s handbook® is re-
commended.

First let us define essential terms. A longitudinal study is one in which
information is collected concurrently on one or many individuals over a
time span long enough to encompass a detectable change in developmental
status. Thus it differs from a cross-sectional study in observing changes in the
same individual; from retrospective study in recording development as it
takes place; and—at least for present purposes—it is to be distinguished
from both experimental and clinical studies in refraining from manipulating
the course of development. The term follow-up is sometimes applied to
retrospective studies (as in a follow-up of individuals known to have had
a particular experience in the past); but where the subjects are observed
before or during the experience and then again later, the follow-up is
essentially longitudinal, although data on the intervening period may be
missing.

Although the term “longitudinal studies” is commonly used to refer to
large, long-term, multi-disciplinary investigations, it applies equally to
small-scale studies of specific aspects of development over a limited period,
such as that of Ambrose® on the smiling response in the early months of
life. Stone and Onqué ™ provide abstracts of some 300 longitudinal studies
of child personality, with samples ranging from one case to several thou-
sand. Although the “baby biographies” which launched child study in the
nineteenth century may have had their day, systematic observations on parti-
cular functions in a single child, such as those of Lewis®® on his son’s
developing speech, still fulfil a function complementary to that of large-
sample research.

The plan of what follows is one of convenience, implying no belief in
fundamental distinctions between aspects of the individual, or of the
environment; indeed, since these aspects merge one into another, some over-
lap between sections cannot well be avoided. I shall consider in turn:

I. The Processes of Development—
A. Physical growth
B. Growth of abilities
C. Behaviour tendencies
D. Personality development.
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II. Influences on Growth—
A. The scope and limits of environmental influence
B. Cultural and sociological factors
C. Parental influences
D. Deviations from ordinary family life
E. Other critical experiences.

III. Interaction between the child and his environment.

I. THE PROCESSES OF DEVELOPMENT

A. Physical Growth

The study of physical development is interesting not only in its own right
but also for its bearings on social adjustment. It is also a useful starting
point for our purpose because its results are visible and measurable in familiar
units, and because the various types of growth provide models against which
development of psychological functions can be set for comparison.

The first distinction to be made is between growth that can be measured
along a continuum, such as height, and growth that cannot be so measured
but which results in the emergence of new structures, such as teeth, or
functions, such as walking. In the first case, assessment of an individual
consists in measuring him and comparing the measurements with current
standards for persons of his age, sex and country. In the second case,
where any particular milestone of development is concerned, the comparison
isin terms of the age at which the individual acquires the structure or func-
tion in question, in relation to the average age for acquiring it. A single
milestone is always an unreliable guide to developmental status; but a
number of such indications taken together can add up to a satisfactory
overallassessment, and this is the essence of a developmental scale. Althoughit
differs from a continuous measure such as height in its method of con-
struction and in the aspects of growth it measures, basically the two types
of assessment can both be regarded as different manifestations of a single
underlying process of maturation.

Now let us consider the types of research implied. In both kinds of assess-
ment, standards have had to be established by the examination of large num-
bers of individuals of all ages and both sexes, selected so as to be representa-
tive of all sections of the population in the country concerned. For con-
tinuous measures, means and standard deviations for males and females
are calculated at each age, usually at yearly intervals. For scales made up
of discrete milestones, the percentage passing each item at each age is noted
and the item is assigned to the age level at which a predetermined percentage
(usually 50 per cent) pass it. The establishment of norms in these ways
is essentially a task for cross-sectional research, since it is an operation
requiring the recruitment of large and carefully balanced samples of children
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of different ages at the same time. Moreover it is a task which should be
repeated at least once in every generation, for appreciable changes occur
and make old standards seriously misleading. Over the past 100 years the
increase in height and weight and the reduction of average age of attaining
sexual maturity have been documented in many countries (Tanner,®
pp. 145-155).

Cross-sectional studies therefore will continue to be needed for the peri-
odical collection of age norms, including the range of normal variation, in
every aspect of development. This is the essential scaffolding without which
the study of growth could not take place. But it is not in itself a study of
growth or development, for these are processes which take place in indivi-
duals through time, and can only be observed in the longitudinal records of
individual progress. Curves connecting the average measurements from age
to age are always more or less smooth, owing to the cancelling out of varia-
tions; but far from being the commonest pattern, the simple curve never
appears at all in life, for growth is essentially a spasmodic business, with
rapid spurts and slower periods as part of its nature. The well-known
adolescent spurt in height is one example. In the smooth curve of average
height for the population this spurt is barely perceptible; in any individual
curve it is marked. Contrast the cross-sectional (light) and longitudinal
(heavy) 50th percentile lines in Fig. 1. The reason is that, quite apart from
the difference between the sexes, individual boys or girls differ by as much as
five years in the age at which it occurs, it is commonly preceded and followed
by periods of slower growth, so that at any given age the slower and the
faster growers compensate each other. Two individuals may be equal in
height at the beginning and the end of adolescence, but differ by as much as
four inches in the middle of it, as shown in Fig. 1.

This fact has far-reaching implications. For the growth spurt has a
definite relationship to all the other changes of adolescence which cumu-
latively amount to the transition from childhood to maturity. Whether
this occurs at 12 or 15 can obviously make an enormous difference to the
individual. Early maturing boys have a clear advantage in size, strength,
athletic and sexual prowess at an age when these are highly valued in the
peer group. For girls, early adolescence may be less advantageous. But
does it make any lasting difference? In the Oakland Growth Study, in which
adolescents were followed into later life, correlations were found between
early maturing in males and adult social participation, responsibility and
prestige; and the occupational status achieved could be predicted better
from age of puberty than from ability in childhood or from parental occu-
pation. 1V

If a boy is tall for his age, will he turn out taller than the average man?
Not necessarily; for just as the adolescent spurt can vary widely in age so
can the termination of growth; the tall child may turn out to be a tall
adult growing at an average rate, or he may be advanced in growth toward
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only average adult height. If we knew how mature he was—that is to say,
what proportion of his growth process he had accomplished—the pre-
diction of his adult height would become much more feasible. We should
also know more or less when to expect the onset of puberty and the adoles-
cent growth spurt,
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A reliable measure of maturity exists in the skeletal age. When ossi-
fication is complete and the epiphyses fuse with the long bones, linear
growth ceases. From an X-ray of the hand or wrist the stage of ossification
reached in a number of bones can be observed and matched against stan-
dards to give an assessment of maturity. Through longitudinal studies, skele-
tal age measured as early as three years of age has been found to correlate
substantially with age of attaining puberty and with mature height. Prediction
of these from skeletal maturity taken in conjunction with height for age is
now possible within a reasonable, and defined, margin of error, which de-
creases as the child grows older. Moreover, since ossification is well under
way at birth, assessment of maturity reached at that stage is possible—a
development which is likely to prove of great value.

Weight, because it depends in varying proportions on bone, muscle and
fat, and is affected by diet and other factors, is much less predictable. The
weight-to-height ratio gives an indication of the type of physique, and its
constancy is being investigated in the Merrll-Palmer Longitudinal Study
(Stott?), At other centres, Sheldon’s somatotypes, which were found to
correlate with temperamental traits in adolescence (Sheldon and Stevens! %)
are being applied to children to discover how early such an association can
be detected (Davidson et al.4),

The field of psychosomatics is notoriously ill-defined. Prugh,® in a
scholarly essay with a twenty-five-page bibliography, reviews the place of
psychosomatic concepts in relation to the whole field of illness in children.
Sontag*® reminds us that the interactions between soma and psyche are
reciprocal, and mentions a few of the many ““somatopsychic” issues await-
ing longitudinal research to throw light on the sequence of events.

People who externalize their feelings tend to show less marked autonomic
reactions (changes in skin conductance, pulse rate, blood pressure and re-
spiration) than those who are more reserved and constant in mood. It was
once thought that the latter would be more liable to break down later, but
adolescents of this type, followed up in the Oakland Growth Study, were
found at the age of thirty-eight to be significantly better adjusted, having
fewer psychiatric and somewhat fewer psychosomatic symptoms (Jones?).
At the Fels Institute in Ohio, Kagan and Moss®®, who found a high
positive correlation between autonomic reactions and a tendency to con-
ceptualize in emotive terms (the joint tendency being moderately stable
through adolescence and early adult life) suggested that cognitive attitudes
might influence these physiological reactions.

The development of endocrine, metabolic, cardiac and other physiolo-
gical functions, including the pattern of neural discharge shown in the EEG,
are known mainly from cross-sectional studies, and much longitudinal work
remains to be done before they and their relationships to behaviour are
fully understood. For discussion of these, and of the whole area of physical
growth, the reader is referred to Tanner.
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B. Growth of Abilities

At first sight it might seem that the development of abilities could be
measured in much the same way as that of height. Both increase steadily
throughout childhood and adolescence, and the concept of mental age has
accustomed us to thinking in terms of a continuum, along which progress
is measured in the apparently objective units of years and months.

The objectivity, however, is illusory. To obtain a mental age of ten, a
child must pass the tests that have been empirically found (through cross-
sectional studies) to be passed by the average ten-year-old. The measure has
thus been constructed artificially so as to ensure that mean mental age
shall coincide at every point with mean chronological age, up to the age of
fourteen. (After that, the gradual slowing down of the increase in ability
to pass more tests with age has led to a compromise with the age-equi-
valence formula.) Mental age, therefore, is not an independent scale com-
parable to a measure of height; it is merely an aggregate of credits for pas-
sing discrete items, each of which may be regarded as a developmental
milestone empirically selected.

When Binet standardized his mental tests early in the century, it was soon
observed that in most individuals the intelligence quotient, or ratio of
mental to chronological age, did not vary widely on retest. Did this mean
that normal mental growth could be expected to follow the typical course
throughout, at some constant multiple of the average rate? Did departures
from the constant ratio indicate either faulty testing or abnormality in the
individual? Or was mental growth, like height, subject to spurts and pla-
teaux which cancelled out in the average? Was there an adolescent spurt,
and did it coincide with the period of rapid physical growth?

Many longitudinal studies were carried out to answer these questions, in
which children were measured and given intelligence test at intervals. One
of the best known was the Harvard Growth Study (Dearborn and Roth-
ney'?), from which it was concluded that prediction of intelligence was
extremely hazardous, that the relationship between physical and mental
growth was very slight, and that mental performance was unaffected by the
adolescent growth spurt. At Berkeley it was also found (Honzik, Macfarlane
and Allen®*?®) that correlations between I.Q. tended to decrease as the
interval between tests increased, suggesting that the unpredictability was due
less to unreliable tests than to the divergent trends of individuals; that be-
tween the ages of six and eighteen, changes of at least fifteen points of 1.Q.
were shown by 58 per cent of the children, and changes of thirty points or
more by 9 per cent; and that individual curves varied enormously. (The
examples in Fig. 2 are shown in standard deviation units to eliminate dif-
ferences of distribution at different ages.) Pinneau and Jones®V report
more recent work on this subject which leaves the picture essentially un-
changed. The further course of abilities in adult life is examined in Bir-
ren’s 2 work on aging.
6a CP



158 FOUNDATIONS OF CHILD PSYCHIATRY

+3:00 A +300 l . +3:00 | A\me 7

+2:00 21 4200 ! +2:00 M\ i@ - 1\

+100 +100 -7““ L LA RV ; A\\“”
o AN B ! 1.
3 0 /case 5 —T0 0 t\_ 7 P 0| Oy Casedd —— o
F 0 N~ =98| 100/ Case 976 —— =12| 100
s 2 -200 200

300 R 300 300

400 P ~ _'éla- 400 400

o0l Y il Y1) 500

3 6 9 12 15 18 3 6 9 12 15 18 3 6 9 12 15 18
+3.00 +300 ———
300 ) Case 553 EIQ. Case 715 A F
+2.00 200 =139 +2:00 —p“ 1\ 1
TR IR T

g HUON +1:00 V- —=—Y71q] +100 \ \\
A A oA L il N =ik
£ el | Case 764 ool Gase 567 10 R i
s A / AT e

-2:00 /‘\ &\ 10.] -200 -2:00 |— |Case 946 =110

MY N~ c77 a, ~

300 e - N 0 300

—4:00 ii l;_o‘s;v:—‘ -4:00 -4.00

500 l 1 500 500

3 6 9 12 1518 3 6 9 12 15 18 3 6 9 12 15 18
Age in Years Age in Years Age in Years
FiG. 2

The younger the child, the less predictive the I.Q. Maurer?3® collated
the findings of many studies following up ability from infancy or early
childhood. Tests of infant development, such as those of Gesell, **’ Brunet
and Lézine®> or Griffiths,?® are not nowadays claimed to yield an intelli-
gence quotient. They test a variety of abilities, motor, adaptive, vocal and
social, which are the necessary foundation skills of intelligent behaviour
but cannot be said in themselves to constitute intelligence. Nevertheless,
the scores of such tests are usually expressed in terms of mental age, and
the developmental quotients calculated analogously to 1.Q. Hopes that
these D.Q. would turn out to predict later intelligence have been largely
disappointed where variation within the normal range is concerned (though
prediction of sub-normal development is probably more reliable—Illing-
worth 7). Probable reasons for this have been discussed by Bayley 28- 29),

Longitudinal studies have thus done much to clarify the limits within
which mental growth can be predicted from the kind of tests in general
use. The trend now is toward a search for factors associated with the optimal
development of potential ability. Jones*4® offers a most comprehensive
summary of the evidence in this field up to 1954. More recently, Sontag,
Baker and Nelson®?, at the Fels Institute, studied the upward or downward
trend of 1.Q. in relation to personality ratings. They found emotional
dependence on parents to be significantly associated with loss of 1.Q. in the
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pre-school period; a number of traits clustering around the achievement
motive to characterize children whose 1.Q. rose during the school years;
and aggressiveness, self-initiation and competitiveness at pre-school ages to
predict later acceleration of 1.Q. At Berkeley, Macfarlane®® found negative
correlations between I1.Q. and the number of problems reported at every
age from 4 to 14 years. The development of intelligence appears to depend,
too, on many environmental and latent hereditary factors, as I shall discuss
below.

Another trend is toward a more critical examination of just what the
responses to intelligence tests tell us (Sigel 3?) and toward an interest in
those aspects of thinking which 1.Q. neglect or even obscure, such as cre-
ativeness and conceptual style. The stages through which children’s concepts
pass as they mature, the charting of which has been the life work of Piaget
(for an English exposition approved by Piaget, see Flavell ®¥) are currently
being subjected to longitudinal study at Geneva.

Although general intelligence has been shown to enter into all cognitive
abilities to some extent, factor analysis has also demonstrated the existence
of types of ability—verbal, spatial, numerical—as well as certain functions
such as speed, fluency of association, perseverance and the like, which
along with interests and other personality factors introduce an infinite
variety into the patterning of individual capabilities. Much work has still
to be done before the development of these patterns is understood, even
at the simplest level. Will a child who learns to talk early relative to his
general development retain a verbal bias, while one who is better at mani-
pulatingtoys than words develops a mechanical aptitude? We do not yet know.

In a classic small-sample longitudinal study (Shirley ®#) a psychologist
and a paediatrician visited twenty-seven babies in their homes at weekly
intervals throughout the first year of their lives, and fortnightly throughout
the second, carrying out extensive and most systematically planned obser-
vations of developmental status on each visit. This heroic endeavour pro-
vided the data for many useful hypotheses. For example, Shirley found that
for any given area of development such as locomotion or language, whereas
rate of development might fluctuate, the sequences in which the abilities
appeared remained essentially constant. In the locomotor area, for example,
she identified several sequences of component skills leading respectively to
crawling, sitting, standing and walking. These sequences were found to
agree closely with those noted by different investigators working by different
methods with children of different levels of ability in different cultures. As
between major areas the order of events was much more variable: thus
locomotion, manipulation and vocalization developed with considerable
independence throughout the first year, though they became more closely
related during the second.

The sequential development of behaviour figured centrally in the work
of Gesell4: 36a:b- ) his philosophy stresses the pervasiveness of matura-

6a*
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tion in growth as a whole and within each sequence. Although his best
known work is concerned with the establishment of age norms on a cross-
sectional basis, he has also presented follow-up studies of a number of indi-
viduals to demonstrate the essential regularity of development 3%,

The relationship of speech and language to intelligence is another sub-
ject appropriate for longitudinal study. Anderson®” found the language
scale more predictive of later intelligence than the other scales of infant tests,
the present writer has obtained similar results for infant girls, but not for
boys, whose later ability seems to depend more on active exploration of the
concrete properties of things (Moore4%), though for them too the verbal
formulation of ideas becomes indispensable at school age. Through obser-
vation and experiment, the role of language in concept formation has been
demonstrated by both Piaget14% and Vygotski!#® with striking differences
of interpretation; while Luria and Youdovitch,*® in an intriguing study of
twins in a nursery school, have shown the importance of speech in planning
and structuring activity.

This could lead us on to a discussion of reading and other scholastic
attainments. These depend partly on ability, partly on motivation, partly on
teaching; and some (Olson®?; Simon“®) would add a consideration of
physical maturity in deciding whether a child is ready for school, or for
formal instruction. Educational research typically proceeds by the experi-
mental method of comparing the results of different treatments; it is a dis-
tinct field and too large to include in this chapter.

C. Behaviour Tendencies

In assessing abilities we are seeking to define the repertoire of actions
(mental or motor) of a given individual at a certain time in his life. In
describing behaviour tendencies (dispositions or propensities) the problem
is to discover which actions from this repertoire he tends to select in his
daily living as compared with other individuals at the same stage of devel-
opment. This involves quite a different approach. Most people of school
age or over will display their abilities on request in a test situation; but
because self-consciousness alters behaviour, they may be unwilling or un-
able to display their propensities, some of which can only be observed
in a naturalistic setting, while others can be tested provided the subject is
unaware of the purpose of the tests.

The first problem, then, is to secure a valid sample of the subject’s be-
haviour; the second is to structure it for analysis.

Behaviour can be observed at home, at school or in special experimental
settings. It can be reported by parents, teachers, peers or by the subject
himself. The various samplings so obtained can be expected to differ con-
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siderably, both because people behave differently in different environments
and because each observer brings his own unique perception and frame of
reference. Regarding the former point, Stott“!’ would deny the existence
of traits (inherent personal differences) and substitute the term “situation-
attitudes.” Whether because behaviour really varies so widely, or because it
is variously perceived, Becker “?’ has demonstrated how little there is in
common between views of the same child held by its mother, father and
two teachers. With a sample of sixty children, he correlated factor scores
derived from seventy-two ratings made on each child by each of the four
observers. The average correlations were 0-76 between teachers, 0-52
between parents and 0-34 between parents and teachers.

Clearly no one person’s testimony has absolute validity. Relative validity
will depend on opportunities for observation, interest, experience of other
children for a standard of reference, and emotional objectivity. On the
first two counts the mother is likely to be the only satisfactory witness with
infants and children under school age provided she is at home with them.
She cannot be wholly objective, and her standards will be relative to what-
ever other children she has known well. Techniques of collecting information
from mothers are discussed by Hindley.“® Teachers are well placed for
forming standards of reference, and many of them are excellent observers,
although their attention must be divided among all their pupils. The opinions
of classmates, recorded through sociometric techniques, have the advantages
and drawbacks of group judgment; they embody the public image or per-
sona. The subject’s own testimony about himself (used extensively in the
Berkeley Guidance Study—Macfarlane¥—and by Peck and Havig-
hurst “9) clearly deserves attention; the problems of its validity are well
illustrated in Sarason’s“® study of self-reported anxiety. The value of
knowing all these points of view is obvious when we remember how impor-
tant they are, not only in assessing but actually in shaping the child’s
experience and consequent development, since they largely determine the
treatment he receives. But for the nearest approach to objective observation
there can be no substitute for psychologically trained observers.

Where can such observers operate? If they visit the child’s home in-
frequently, their presence may well distort the normal patterns of events
while they are present. Frequent visits will reduce this distortion; an experi-
ment of Buehler’s®” in which observers went daily in the capacity of
home-helps, proved very productive and might well be used at intervals in a
longitudinal study. Nursery schools are a favourite ground for observation,
and the Fels Institute ran a summer camp for its school children. Such en-
vironments provide a much wider range of physical and social opportunities
than a child’s home, and will therefore call out different and more varied
behaviour.

When it is necessary to narrow and standardize the stimuli so as to test
the subject’s responses in a specific situation, an experimental setting, gener-
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ally a playroom in the clinic or study centre, is used. While the child’s
responses to such artificial situations may not be typical of his everyday
behaviour, they are assumed to reveal significant characteristics of the per-
son. How significant and how characteristic are questions which can only
be decided by validation against observations from “real life”.

Information concerning behaviour tendencies can be structured in various
ways. I shall discuss in turn maturity scales, frequency counts and ratings.

Behaviour can be analysed into specific acts, many of which tend to appear
at a given stage of maturity. These can be arranged on a scale and given age
values like the items of a mental test. The Vineland Social Maturity Scale
(Dol1“®) is one example. It yields a “social age”, which, being based on
various kinds of self-help and self-direction, might better be termed a measure
of personal competence. A scale depending more on social interaction was
tentatively offered by Bridges. *® Like scholastic attainments, the maturity
assessed by these scales depends on a combination of ability, motivation and
training, but unlike school performance it is judged not on whether the
subject is able to meet the criteria, but on whether he habitually does so. A
seven-year-old may be quite capable of dressing himself, but if his mother
actually does so on most mornings, in this respect his social maturity falls
short of his ability. This may be because he prefers it so—a question of
motivation—or because his mother prefers it—a question of training; and
clearly the two may interact. Furthermore, he may dress himself at weekends
but not on school mornings—illustrating the effect of situational context.
Or he may have been accustomed to dress himself for some time and then
become unwilling to do so, perhaps after the birth of a baby sibling—an
example of regression. Anna Freud ®? has discussed the role of regression
in development, distinguishing those temporary regressions which are
healthy defensive reactions in times of stress, allowing the ego time to assi-
milate the experience, from pathological regressions which may permanently
impair the personality.

But behaviour varies on other dimensions beside that of maturity; two
individuals equally mature may be widely different in most other respects.
This may depend on the differential frequency of certain acts (one person
laughs frequently, another seldom), or on differences of intensity or quality
which can be judged but not exactly quantified. Frequency of actions can
be counted: the method of time-sampling amounts to doing this over a
number of periods sufficient to be representative of the subject’s behaviour.
As this exact method is seldom feasible in long-term studies, frequency is
usually estimated. This, in a study of infants’ nocturnal waking by the author
and a colleague, (Moore and Ucko®!) mothers were asked at intervals
whether their babies had wakened nightly, several times a week, once or
twice a week or less over the past fortnight, and whether this represented
an increase or decrease over the previous few weeks. This information
proved sufficient to chart individual children’s patterns of night waking
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throughout the first year (Fig. 3), revealing both a general trend and indi-
vidual variations which were found to correlate with certain characteristics
of the child and of the environment.

Each row represents one child
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Estimates of frequency, as distinct from exact counts, are one type of
rating scale. Rating scales are a flexible kind of instrument which can also
be applied to qualitative aspects of behaviour, whether judged from direct
observation or from the records taken by others. They can be made coarse
or fine as appropriate, and by precise definition, with adequate checks,
reasonable comparability between raters can usually be established.

Carefully defined ratings, made from voluminous interviews, were used
by Macfarlane®" as a basis for grading Berkeley children for their ten-
dencies to all the commoner behaviour difficulties at every age from 21
months to 14 years. This study, giving the age-sex incidence of problems,
their typical durations, and the consistency of individual differences in
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liability to problem behaviour in general, provides a useful baseline against
which to judge the problems of any individual child. Since, however, there
is no reason to suppose that the distributions are similar in different places,
or in the same place in different generations, there is a strong case for repeat-
ing studies of this kind in many countries from time to time, as is being done
at present in the European group of longitudinal studies.

D. Personality Development

Attempts to study personality as a whole have taken many different forms.
In the broadest sense personality can be said to embrace the whole of the
individual. One approach, used in the Merrill-Palmer Longitudinal Study,
is to measure as many functions as can be measured by means of maturity
scales—physical, physiological, mental, social and educational—and to study
their changing relationships through profiles and growth curves (Stott'?).

Shirley, ®¥ after quantifying as much behaviour as she could, resorted to
free prose description to record the essential individuality of her twenty-
seven babies. In an unforeseen follow-up 15 years later Neilon®? showed
that judges could identify most of the adolescents by matching descriptions
of their personalities against what Shirley had written about them as
toddlers.

Escalona attempted to predict childhood personality from detailed records
of infant behaviour. A twofold analysis of her successes and failures, as judged
by herself and a colleague (Escalona and Heider *®), compares the holistic
personality-sketch method with a more systematic rating approach, and
discusses the whole problem of prediction and its validation.

Thomas and his associates ¥ claim to have identified nine *primary
reaction patterns”, amounting to a personality profile, which prove to be
relatively constant at least through the first five years of life, and which they
see as powerful influences on the behaviour of parents and others in the
child’s environment.

The prediction of personality in early adult life from ratings made at
various periods of childhood is the subject of a report by Kagan and
Moss'® on data from the Fels Longitudinal Study. The ratings were based

- on very extensive material grouped into age spans of three to four years.
Figure 4 summarizes the average correlations of behaviour in seven key
areas as rated in middle childhood and again in the early twenties. Several
of these areas show substantial consistency for one or both sexes, and the
authors point out that those variables which are generally regarded as
appropriate to one sex tend to be more stable for individuals of that sex.
Thus, readiness of anger differentiates among males fairly constantly, while
passive withdrawal and dependence are better predictors among females.
The authors conclude that sex-role identification is a key-factor in the
organization of personality from an early age. In a searching critique,
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Honzik 37 corroborates the findings concerning the particular variables
in question, but challenges the conclusion and offers alternative inferences.
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A California follow-up from adolescence to age 33 (Tuddenham®®) pro-
duced a similar range of correlations (from 0 to 067, average 0-34) for
ratings of manifest traits in both sexes and for inferred underlying drives
in males; inferred drives were less predictive in females (average r = 0-21).

The final goal, as yet some way off, is the delimitation of the constant core
of personality from the changeable behaviour through which it is often
obliquely expressed. It is largely in pursuit of this objective that personality
tests have been developed. These multitudinous techniques vary enormously
in their approach, in the aspects of personality they explore, in the age range
for which they are suitable, in their objectivity and efficacy; but it is fair
to say that none enjoys the general acceptance accorded to the better known
intelligence tests; that the problem of what constitutes satisfactory validity
has never been solved; that suitable tests for young children are few, and
longitudinal studies of developmental trends far fewer. Nevertheless, many
of these instruments do distinguish significantly between sexes, ages, and
groups selected on clinical and other independent criteria; and some—
particularly the projective techniques—also yield a rich harvest of individu-
ally styled responses. As so often in psychology, the conclusion is that some-
thing is being measured, but no one quite knows what!

For full particulars and critical reviews of these tests (as well as of tests
of abilities) the reader is referred to the periodical Mental Measurements
Year Books edited by Buros.>®’ Vernon *4# has recently produced a well-
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balanced and constructive survey of the field. Personality tests fall into three
classes: objective, judged on directly observable functions (such as the body-
sway test of suggestibility); subjective, comprising self-reporting inventories
commonly concerned with conscious feelings, attitudes or interests; and
projective, in which the dynamic determinants of personality are inferred
either from actions projected onto characters in stories invented by the sub-
ject (sometimes with the help of pictures or dolls); or from associations to
words or incomplete sentences; or from expressive movements as in writing
or drawing, and the use of colour, form and space as in painting or arranging
mosaics; or again from the perceptual structuring of inchoate material such
as inkblots.

For investigating the subjectivity of perception, with all its emotional
overtones and significance for personality structure, Rorschach’s inkblots
(Klopfer and Davidson>™) are the technique par excellence. Going beyond
the cross-sectional norms available from previous studies, Ledwith (58> 59
collected Rorschach records from 140 children annually from six to eleven
(plus a group tested only at the beginning and end, to control the effects of
test sophistication). Besides presenting statistics on the changing scores, she
published “blind” interpretations of each record of eleven children, parallel
with data concerning their lives and daily behaviour at each stage. Like
other projective techniques, the Rorschach comes out well when evaluated
in this qualitative clinical fashion, while generally disappointing quantitative
validation through correlation with other measures.

Henry®® shows how the Thematic Apperception Test, depending on
the interpretation of ambiguous pictures, can illuminate the developing
personalities of adolescent and older subjects. The junior form of this test
(Bellak®V) capitalizes on children’s propensity for identifying with ani-
mals. Young children, however, often find it easier to express their fantasies
through the actions of dolls or puppets. Levin and Wardwell 6? review
the various uses that have been made of doll play in research. The writer
and a colleague ¢34 13% have found it most revealing of children’s fanta-
sies about family life and the significance of events in their everyday lives.
Rosenzweig ¢3 and Murphy (136> describe other diagnostic techniques found
useful in studying early personality development.

The connections between the mechanisms at work in projective responses
and those determining overt behaviour remain obscure, and it may be that
attempts to validate the one directly against the other are resting on too
naive assumptions. (Kaplan®4 and Rosenwald > have recently contri-
buted a stimulating debate to the substantial literature on this subject.)
Since correspondence at a given point in time is difficult to establish, the best
hope would seem to lie in the study of parallel changes. It would also be
quite reasonable to expect dynamic tendencies at one age to issue in overt
behaviour later on. The inclusion of techniques of personality appraisal in
longitudinal programmes, occurring in many places now, will provide a
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wealth of evidence which can scarcely fail to add to our understanding of
these baffling questions.

Character, adjustment and delinquency are aspects of personality which,
being partly dependent on the values of society, present the predictor with
a still more complicated problem. Anderson, ¢® in a large-scale follow-up
survey in which a wide variety of predictive instruments were tried out,
found no single measure adequate as a prognostic of later mental health,
although a combination of teachers’ ratings, tests of intelligence and per-
sonality, socioeconomic status and home background assessments pre-
dicted well.

The prediction of delinquent tendencies has long occupied the
Gluecks©7- 68 whose scales, based on character structure (judged from
the Rorschach), temperament (as seen in a psychiatric interview) and parent-
child relationships, are being validated by follow-up studies. Data from a
British longitudinal survey have been used (Mulligan e? al., ) to explore
the suspected association between delinquency and maladjustment at various
ages. One very interesting study, by Peck and Havighurst™“® illustrates
what can be done by team research in the study of character development.
On the basis of preliminary study of a complete age-group in a mid-western
city, they selected thirty-four children representative of a wide range of
moral character as judged by their teachers and peers, and carried out a
seven-year study of these children through adolescence, using interviews,
projective tests, self-ratings, sociometry, and the reports of parents, teachers
and others who knew the subjects. From this mass of data, after case con-
ferences, ratings were made of various personality traits and of the extent
to which each child conformed to five character types. It was found that
most of the subjects leaned to one or other type on the basis of their profile
of ratings, and that the types could be graded on a rough scale of maturity
of character. Although the forms of behaviour changed with age, and
despite varying experience, the underlying degree of moral effectiveness was
found to be remarkably consistent between the ages of ten and sixteen.

II. INFLUENCES ON DEVELOPMENT

A. The Scope and Limits of Environmental Influence

While the earlier formulations of the nature-nurture controversy now seem
naive (Frank™), its basic issues remain crucial for theory and application.
What characteristics of the individual are subject to environmental modi-
fication, to what extent, how permanently, and during what period of
growth? The experimental method of co-twin control (Gesell’®; Luria and
Youdovitch®®), in which one of a pair of ““identical”’ twins is exposed to a
specific training, is the most direct approach to this problem. Very occasion-
ally identical twins are reared in different families; Newman ef al. 59 con-
ducted a classic study of nineteen such pairs, using retrospective histories to
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supplement a battery of tests of their physical, intellectual and personal cha-
racteristics in adult life. By comparing their similarities and differences with
those of identical and fraternal twins reared together, they were able to esti-
mate the relative contributions of heredity and environment to these various
characteristics, with the proviso that this ratio would vary, especially for per-
sonality traits, not only with the measure employed but also with the de-
gree of difference of the environments compared.

Without experimentation or separation, the simple developmental study
of monozygotic twins, as compared with dizygotic twins and singly born
siblings, can be suggestive but scarcely definitive, since the more alike two
individuals are the more alike they tend to be treated. Zazzo”" has recently
explored the problems peculiar to twins of establishing separate identities
in the face of public attitudes to them. On the other hand, intra-uterine
environment often differs more radically for identical than for fraternal
twins. Nevertheless, extensive comparative studies of the correlations
between twins of the two types (Huntley*>#), or of their within-pair dif-
ferences and the persistence and changes in these differences over time
(Vandenberg?®), will at any rate show up those areas in which a common
genetic constitution leads to closer similarity than do the environmental
consequences of twinship alone.

Adopted children offer another ready-made experiment for the estimation
of relative influences. Skodak and Skeels’?> showed how the child’s intelli-
gence correlates significantly, and increasingly up to age 7, with the educa-
tion of the true mother, but negligibly with that of the foster-mother.
Honzik”® found that the corresponding correlation for children reared by
their own mothers was no higher than for Skodak’s adopted group (Fig. 5).
Comparisons for father’s education are similar. While this certainly provides
_ evidence for the hereditary component of ability, there is another side to
the picture. The mean 1.Q. of Skodak’s adopted children at 13 years was
106; that of their true mothers, 86. This difference is about twice that
expected from statistical regression, and strongly suggests that the group asa
whole had benefited considerably from beingreared in a favoured environment.

The discovery (Geber(7#) that Baganda children traditionally reared
are notably more advanced in development than European children through-
out their first year but subsequently fall behind, whereas those raised by
europeanized methods follow developmental patterns more similar to those
of white children, raises the nature-nurture issue in another form. But
attempts to sift ethnic from cultural differences have always been bedevilled
by the near-impossibility of finding truly equivalent samples in contrasting
environments or a truly equivalent environment for contrasting samples.

B. Cultural and Sociological Factors

The surprising extent of divergence between parental practices in several
European cities, revealed by parallel longitudinal studies, is illustrated in
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The cultural tradition in which a child is brought up varies widely not
only as between societies but as between sections of the same society.
Comparisons of the child-rearing practices and attitudes of parents of dif-
ferent social classes have been related to comparisons of the behaviour,
intelligence and scholastic performance of the children of these social classes
at various ages. Bronfenbrenner,’”> for example, has demonstrated dif-
ferences even between adjacent social strata in the patterns of parental
dominance, and the balances of authority and affection, associated with
maximal responsibility in adolescent boys and girls. In the sphere of abilities,
Hindley ’® has shown that British children of different social classes tend
to diverge progressively in their quotients over the first five years (Fig. 7).
Most probably genetic and environmental factors reinforce each other to
perpetuate such differences, while still permitting of frequent outcrops of
high intelligence in children from under-privileged families and indifferent
ability among the more fortunate. It appears from recent work (Bernstein‘’9)
that language functions differently in the different classes, determining in
important respects the ways in which individuals relate to their environment
long before they reach school. But Douglas®!’ has shown how the child
born into a less privileged environment is progressively penalized at every
step in his physical, mental and social development.
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Size of family and position in it are also known to affect the child’s mental
development and behaviour, presumably through the treatment he receives
and his perception of his role in relation to others (Koch®®). For a dis-
cussion of these and other sociological variables the reader is referred to
Clausen and Williams.®® In Sweden, Klackenberg-Larsson and Sten-
son*33 find deceleration of ability in the first three years among children
of young, ill-educated mothers, children conceived out of wedlock and those
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receiving frequent corporal punishment; both they and Hindley’® find it
also among children with younger siblings. Peck and Havighurst ¢ report
an interesting attempt to estimate the influence of siblings, peers, school and
church on the moral values of the children they studied, in comparison with
the influence of parents.

C. Parental Influences

There is a vast literature dealing with the impact of parents on their chil-
dren. In a common design of investigation (e.g. Sears, Maccoby and
Levin ®») the mother is interviewed intensively concerning her methods of
handling the child, and his responses, with reference to the whole of his
life to date. This retrospective method, though respectably derived from the
child guidance case history, has obvious flaws where scientific accuracy is
required, especially over a period of years and where a mother has had
several children. The tendency to wishful thinking about one’s own actions
can only be aggravated by the passage of time; but an interesting step to-
wards correcting it was taken by Becker “? who asked parents to describe
both their actual and their ideal relationship with the child, and found that
the ideal correlated better with the behaviour of the child (as rated indepen-
dently by the other parent) than did the report of what was actually done.
Altman®® also found that judgments of an experienced social worker con-
cerning the mother’s attitudes were more closely associated with a child’s
behaviour than were the mother’s own statements about her practices.

Even when objectively ascertained, specific items of parental behaviour
are rarely found to predict consequences in the child; such variables as age
and method of weaning or toilet training seem far less important than the
broader underlying attitudes. To establish these, parents may be asked to
express agreement or disagreement with a number of statements of child-
rearing policy, from which their attitudes may be scored with respect to
variables considered by competent judges to be indicated by the statements
in question. A scale of this kind has been developed by Schaefer and Bell. (85

Alternatively, where actual behaviour is in question, parents may be
interviewed on several occasions concerning what took place during the
previous twenty-four hours, and the interviews supplemented by observation
where possible. These complex data are generally structured by means of a
series of ratings which may then be submitted to a factor analysis or similar
statistical technique to establish the dimensions in terms of which the
observed behaviour can most simply be described. By applying a process
known as “circumplex ordering” to ratings made at Berkeley in infancy
and preadolescence, Schaefer and Bayley (8% have been able to demonstrate
provisional associations between maternal and child behaviour across time.
They find, for example, that maternal love shown to infant boys is moder-
ately predictive of a positive attitude to work in the same boys at twelve;
there are other long-term correlations for boys, but not for girls.



172 FOUNDATIONS OF CHILD PSYCHIATRY

It is interesting to compare the corresponding findings of another longi-
tudinal study. Kagan and Moss,"'® at the Fels Institute, found a very
high correlation (0-76) between maternal protection of infant sons and their
intellectual achievements between ten and fourteen. Maternal hostility in
infancy was correlated negatively with intellectual but positively with athle-
tic achievement. For girls the correlations were negligible. When the sub-
jects were interviewed as young adults, however, it was the girls who had
been rejected as babies who had developed intellectual mastery (r = 0-59)
while those who had been over-protected tended to under-achievement
(r = —0-50): for men the direction of the correlations was reversed. Apart
from the contrasting effects of similar treatment for boys and girls, this is an
interesting example of what the authors term “the sleeper effect”: some
types of adolescent and adult behaviour are predicted better from treatment
in infancy than from treatment in middle childhood. The writer has also
found that ratings of both the intellectual and the emotional quality of the
home, made at 24 years, showed increasing correlations with subsequent
measures of intelligence and language up to 8 years; some of these remained
significant when the influence of social class was partialled out (Moore,
in preparation).

All these findings underline the importance of knowing the home atmo-
sphere in the child’s earliest years. Since attitudes to the same child can
change considerably over time (Coleman et al.*4?) we must be chary of
retrospective assessments. The sources and changing course of parental
attitudes are themselves an important subject for longitudinal study. Faulty
relationships can arise where parents’ views of a child are ambivalently
coloured by the circumstances of conception, pregnancy or birth (Son-
tag®) or by identification of it with rejected elements in spouse, parent
or self; but such irrational attitudes can often be modified by psycho-
therapy (Dalton ¢7).

It is equally important to understand how children and adolescents per-
ceive their parents. Andry’s®® investigations and Stott’s" case studies
illustrate well how jaundiced views of parent figures, colouring the outlook
toward authority and society in general, can lead to delinquent behaviour.
At Berkeley it has been possible to record the transmission of authority
patterns by direct observation of two successive generations, together with
the children’s perceptions of their fathers (Bronson et al.® °).

The inter-relationships between parental attitudes and child behaviour
were the subject of a conference whose published proceedings present a
diversity of provocative views (Glidewell ®V).

D. Deviations from Ordinary Family Life

One way of estimating the significance of normal family life for the devel-
oping child is to observe what happens when it is lacking or interrupted.
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The study of deprived children thus becomes not only of practical but of
great theoretical importance.

Bowlby’s monograph®® on maternal deprivation has provoked a tre-
mendous amount of controversy ; further investigation and theoretical refor-
mulation which is still going on. In a recent W.H.O. publication on the
subject®® six authors give their disparate views and Ainsworth®# sums
up the research findings in a comprehensive essay. Yarrow % and Casler ©°®
have also reviewed the field, from contrasting theoretical standpoints. Fur-
ther progress depends on unravelling the effects of the many variables which
so often interact with formidable complexity. In this process, concurrent
study plays an indispensable part. Thus, Yarrow®? is investigating the
adjustment of infants placed with foster-parents in relation to age at place-
ment and type of mothering given; and Rheingold®® and other investi-
gators are seeking experimentally to determine the precise ingredients of
maternal care (and other forms of stimulation), the lack of which accounts
for deprivation effects in institution children. The effects of temporary
separation have been shown to depend on age (Schaffer and Callender 9,
have noted a sharp change in pattern at 7 months), duration, frequency of
visits (Robertson!°®), degree of individual care (Burlingham and Freud°;
David and Appell*°?), and the emotional atmosphere of the institution,
which has even been shown to affect children’s physical growth (Widdow-
son (199), Equally important, no doubt, are the prior structure of the person-
ality, especially those aspects depending on interpersonal relationships,
and the parents’ attitudes to the situation and their ways of handling it be-
fore the event and especially during the readjustment phase afterwards; but
understanding of the processes at work here requires more observational
studies like that of Robertson and Bowlby ‘*°4 with follow-up at intervals.

The consequences of daily separations in early childhood—for example,
where the mother goes out to work—though not always unfavourable,
appear to depend on many of the same factors (Stolz°%; Siegel¢106, 107, 108))
as well as on the stability of the substitute care. The writer (Moore(199)
has attempted to trace the effects on children’s behaviour and personality
of two alternatives: being left with a daily substitute mother, which faces
the child with a dual allegiance; or attending a day nursery, or nursery
school, with no one in a truly maternal role in the mother’s absence. Com-
parisons with societies in which multiple mothering is the norm (Mead (119),
including the special case of the Israeli kibbutzim (Rapaport*!), should
yield additional insight here, but have to be made with caution because of
the vastly different contexts.

The part played by the father in a child’s development is notoriously
neglected in research, chiefly owing to working hours. Of the studies that
have surmounted this hurdle, one of the most telling concerns the process
of mutual adjustment of father and child after the former’s protracted
absence on war service (Stolz(112),
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In spite of general agreement concerning the ill effects of broken homes
and fatherless families, there is an astonishing dearth of studies of children
who are in process of being brought up at home without a father. Clinical
and projective studies have suggested that such children, especially boys,
lack important elements of character formation, and retrospective studies
of broken homes (Wardle*1®) and of orphans (Brown('14) confirm the
permanence of impairment in many cases, but again hardly anything is
known of the operative conditions, or the circumstances in which persons
outside the home may become effective father-substitutes.

E. Other Critical Experiences

Many events besides separation from parents can apparently affect de-
velopment, but since evidence generally concerns those individuals who have
sustained damage, it is usually impossible to say how many have survived
comparable experiences without permanent harm. Thus, a diversity of
symptoms—sleeping and feeding problems, hyperkinesis, behaviour and
learning difficulties—have been reported in children with a history of neo-
natal anoxia, though findings (reviewed by Graham er al.!3®) are incon-
sistent. A systematic longitudinal follow-up of a sample of anoxic infants
with a carefully matched control group (Ucko*V) has clarified the situation,
revealing a persistent underlying sensitivity in most of the anoxic group
which manifests itself in different symptoms at different ages and in a chronic
tendency to over-react to change of any kind. There is need of a similar
approach to elucidate the effects of the pregnancy stresses found by Stott(!1%
to be common antecedents of mental defect, personal unforthcomingness
and susceptibility to non-infective illness in childhood.

Longitudinal studies have shown that a major illness or temporary mal-
nutrition in childhood causes a temporary slowing of physical growth,
normally followed by a recovery spurt which rapidly restores the individual
to the course of his former growth curve, or very near it (Tanner®®). Little
is known about the frequency and extent of recovery of mental or be-
havioural functions disordered by illnesses involving the nervous system.

Experiences that can have a profound influence, traumatic or otherwise,
on the developing personalities of children include temporary disturbances
in the family (Robertson‘52), the birth of a baby sibling (Greenbaum*3%),
death of any loved person (Anthony1®), illness (Anna Freud*39), surgery
(Lipton1#®; Robertson*!”) and removal of home (Stubblefield*!®).
Each of these presents a rich field for study of the range of possible con-
sequences, for good or ill, in relation to age, circumstances, preparation of
the child and handling of his reactions. Therapeutic intervention at times of
crisis, as proposed by Caplan,”*!® would provide unparalleled opportunities
of gathering observations of children undergoing these experiences, who
could later be followed up with great profit.
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ITI. INTERACTION BETWEEN THE CHILD AND His ENVIRONMENT

So far we have considered, first, aspects of the growing child—physique,
abilities, propensities, personality structure—and then some of the influences,
permanent and episodic, that impinge upon him, as though organism and
environment were distinct and separate entities. Such analysis, necessary
as it is at certain stages of science, should not cause us to forget that every
person is an integral part of his environment, produced by it and constantly
modifying it, from birth onwards. We have somehow to understand, not
only how a child is cradled in his culture, reared by his parents and affected
by his experiences, but also how he selects his experiences, changes those
about him and builds his own life out of the manifold possibilities offered
him. How can we do this?

The process of interaction between organism and environment is being
investigated at various levels. Fries, *2% Brody 2" and other analysts have
been interested for many years in studying how the characteristics of a parti-
cular baby, especially its congenital activity type, call out responses in the
mother which may be well or ill adapted to its needs, depending on her own
personality; and Sontag!® approaches the same problem from a different
point of view. That adaptation is a continuous two-way process is evident
wherever observers have recorded the behaviour of adults and children in
interaction (Caldwell and Hersher*22; Ainsworth41?; Coleman et al.* 4?),
Dalton®” offers several detailed studies showing how the members of a
family, both adults and children, mutually influence one another’s develop-
ment.

It seems quite probable that some maladjustment is due to nothing more
than temperamental incompatibility between parent and child—a lethargic
mother with a lively infant, or vice versa, tending constantly to frustrate
each other. But many frustrations can be avoided where adults realize that
their own behaviour is modifiable, and that their responsibility is not to
mould the child to a preconceived ideal, but to let it be a distinct person in
its own right. The point made by Thomas’s team, >4’ that the *“primary re-
action patterns” (adaptability, rhythmicity, distractability, intensity, thresh-
old, persistence and the like) which characterize the individual baby’s
responses from the beginning, determine the type of treatment best suited
to him, and should therefore be taken into account by parents and those
who advise them, is an attempt to structure the field of operation of parental
adaptability, the importance of which Winnicott¢'3? has always urged
against those who claim the superiority in all cases of any standard method
of child rearing.

Not only do children evoke different handling; they also meet the chal-
lenges of life in individual ways from the beginning. In her *“Coping Pro-
ject” Lois Murphy 2% and her team observed the behaviour of preschool
children to a variety of novel situations; her descriptions, vivid as a well-shot
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film, provide the data for a discussion of early ego-structuring patterns,
which are to be followed up as the children mature.

A very detailed case study of the complicated manoeuvres of one child
of two in the course of adjusting to a short bi-weekly separation from her
mother (Janis !24) illustrates how the process of coping with a problem can
modify the whole repertoire of behaviour, and thus shape the course of
development to a significant extent. Haan 43 has recently proposed a classi-
fication of healthy coping methods, distinguishing each one from its neurotic
defensive counterpart; and has explored the relationships of both (assessed
through ratings) to direction of 1.Q. change between the ages of 12 and 37.

That fantasy plays an important part in the process of coming to terms
with reality is clearly demonstrated by Griffiths, 125> who in a four-week
longitudinal study showed the adaptive trends in the sequences of dreams
and stories related to her by five-year-old children. The writer (Moore (126%)
has noted an oscillation between realistic and fantastic styles in play which
seems to reveal this process in close-up.

Alschuler and Hattwick’s (*27 illustrated volumes beautifully disclose how
nursery school children use painting and other creative outlets to work
through their problems of development and adjustment to events. This
need for creative expression and experimentation is one of the foundations
for belief in free activity in the early school years, which Gardner’s (128- 129
comparative studies have proved to foster inventiveness, independence of
mind and social co-operation.

But if children are to have internal as well as external freedom to make the
most of their potentialities, prophylaxis must start at the beginning, with
the education of prospective parents before the child is born, and continue
in the form of help and guidance available to parent and child whenever
required. This was a belief shared by Kris and Senn, who harnessed psycho-
analysis, paediatrics and other therapeutic disciplines to an intensive study
of a few families in a search for clues to the early diagnosis, and if possible
prevention, of personality disturbances (Ritvo et al.(*3%).

The indivisibility of persons is gradually undermining the artificial barriers
men have erected between their fields of interest. Clinician and theorist,
physician and psychologist, anthropologist and educator are being brought
together by the logic of their common concern with human beings; and their
discussions—such as those held at Geneva on the psychobiological develop-
ment of children (Tanner and Inhelder3!’)—sometimes give an exciting
glimpse of future possibilities.

Each individual, each unique biological structure with its unique life
history, presents the investigator with a single developing identity in a
shifting and partly self-determined environment. The human scientist, from
a partial knowledge of many such unique systems, has somehow to infer
truths of general validity. The techniques at his command and the concepts
with which he works are alike rudimentary. Yet even in thirty years he has
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made sufficient progress to recognize the crudity of his earlier efforts. Many
of the elementary faults of the first longitudinal studies can now be avoided;
some of their pioneering zeal may be recaptured as old concepts are outgrown
and fresh ventures launched in the light of new discoveries and outlooks.
For the development of individuals, which Frank sees as exemplifying the

creative process of evolution, is an inexhaustible and perennially fascinating
field of study.
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