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CHAPTER I

INTRODUCTION
[PURPOSE:

This 13 a study ef e group of cerebral palsied children who
have been seen at the Merecy ﬁbspital Children's Rehabilitation
Center and whose behavior aﬁd attitudes suggest emotional prob-
lemss It has been recognized by the clinic staff that many of
these children are exbibiting emotional problems whiech pPrevent

or delay the initiation of the therapy program and, therefore,

estrict thq benefits.. This causes modification of therapy un-
il the disturbance is alleviated or other approaches are found.
pecifically, therefore,:ft is hoped that this study will reveal
ome of the elements of this emotional disturbance and its &ffect

the results of the recommended therapy program.

BOURCE ¢

e na—

The primary source material for this study is the clinical
fecords of a group of sixty-eight cerebral palsied children known
Lo the Mercy H68pita1 Children's Rehabilitation Centerf sometime
petween Februgry 14, 1949 and August 31, 1954. In this group

¥The Current title of the medical facility i1s used in this

hesis instead of the former name, Mercy Free Dispensory Cerebral
alsy Clinic. '

1




there were $hirty nine active and twenty nine closed cases.
[METHOD :

This project was undertaken by a group of five students from
the Loyola University Sehool of Social Work. The selection of
the material and the general focus was made possible following
lo discussion with the professional staff of the e¢linic in groeup
jgsssatons and individually.

The material for this thesis was obtained through a study of

vailable case histories in the master file of the Mercy Hospital

ildren's Rehabilitation Center. A review of several of these
ages was made and resulted in the drafting of a tentative sched-
.0c This schedule was presented to the professional elinic‘ttt!f,
uring a group session, far the purpose of discussing strengths
nd weaknesses of the sghedule. The c¢linic personnel indiecated
reéé which needed dévélgpment and offered suggestions for a more
omﬁréhensive study. The schedule was then revised and tested
ith a random sanple,'in‘ﬁhich every tenth case was gelected for
tudye. Ubon compleiion of the sample study, minor adjustments
ere made in the schedule; The revised schedule (See Appendix)
as the basls for this group study.

The records were alphabetically arranged and placed in num-
rical sequence. The total number of éase‘histories was divided
qually among the students and, upon completion of the study, the

nformation obtained was transfaered to a mester schedule. The




[schedule ineluded four broad catagories:

l. general identifying information,

2. medical and soclal history,

3+ psychological evaluation,

4, dleagnostic work-up and treatment.
| After the data was compiled, each student selected a specific
Brea of concentratipn. Of the total cases studied, one hundred

pnd thirty—eigh£ cages were active and ninety were closed. Thirty=-

ine, or approximately twenty-eight percent of the active cases,

nd twenty-nine, or approximately thirty-two percent of the closed
ases were considered by the clinic steff to be exhibiting #n emo-
ionsal problem. This stﬁdy is,therefore, based on sixty-eight |
[cases or approximately tﬁirty percent of the total number of cases

ptudied by the group.

MERCY EGPITAL CHILDREN'S REHABILITATION CENTER

hISTOKY: .y
The Mercy Hospital Gh;ldren's Rehabilitation Center, formérly

nown as the‘cerebrtl Palsy clinic of Mercy Hospital and Dispen=-

tary, has been in existanse since February 14, 1949.

Under an affiliation%ggreement, on March 27, 1953, the ser=-
ices of the Cerebral Palsy Clinic at Merey Hospital and the fac-

[1itiea of the Martha Washington Home for Crippled Children were

initeds The facilities of the Martha Washington Home for Crippled

Children provided for in-patient care and space for a treatment




4
center. The Mercy Cerebral Palsy Clinic had been limited largely
to diagnostic services. The affiliation, therefore, combined the
efforts of these two groups on behalf of cerebral palsied child-
ren. The patients were admitted to the clinie for a perlod of
three months, were evaluated during that time, and reeveluated
each three months. |

Financial difficulties caused the affiliation progrmh to be
dissolved on September 30, 1954. Mercy Hospital, however, de=-
cided to continue their diagnostic‘clinic and to initiate a pro-
jgram of rehabilitation an out-patient basis only.l

PERATION OF CLINIC:
The Mercy Hospica;,ghildren's Rehabilitation Center treatment

hregram 1s based on a teamwork approach and incorporates the med-

ical speclelties of pediatrics, neurologj, orthopedics, and phy-

ical medicine, with the auxiliary services of soclal service;
sychology; physical, oqc&pational, and speech therapy io serve
he complicated needs of the patient. Consultation in the other
pec1a1§§§s of medicine and all laboratory facilities are avail-
ble thrdugh Mercy Free Dispensary. When there 18 a need for

eclal teéta requiring hospitalization, the child is placed in
ercy Hospital..

lrnformation taken from material campiled for publicity pur=-
boses for Cerebral Palsy Clinic of Mercy Hospital, 1955.




Upon being admitted for evaluation, a history of the birth
d development of the child 1s obtained. The child is then seen
y the Medical Director, a pediatrician, who may recommend further
lexamination by the four medical hpecialiats: the physical, occu-~
pational, and speech therapists; and the psychologist; or may re-
lcommend amy other medicdl and laboratory examinations. The re-
jsults of these examinations are reviewed by the Medical Director

nd the other members of the team in a staff discussion, where the
tehabilitation Plan 18 worked out. |
When intensive treatment appears to be indicated, the chlild 1is
[scheduled for'therapyigéveral times weekly on a trial baslis and
later.redhedkéd; other children, for whom intensive treatment does
jpot appear feasible, are placed on a home program and the parents
jare given instruction in therapy. A third group of children who
lenter the clinie for evaluation are referred by private physicians
for consultation services and evaluations.

The medical social worker and psychologist provide counseling
for parents or older patientis when this service is indicated.

Children receiving intensive therapy and those for whom inten~

ive therapy was not feasible at the time of the initial evaluation|
Ere rechecked periodically by the team, to evaluate the pfogress

Ain or results of treatment and to make recommendation accordingly.
Fees for the clinic are based upon the parents' ability to pay.
[The ¢linic is being supported by contributions made by various com-




rnumty organizations and interested individuals.?
Table I shows that twenty-seven, or approximately forty percent
of sixty-elght patients were cases initlally diagnosed at Mercy
Iﬂospital Children's Rehabilitation Center as being children handi-
capped as a reault of Cerebral Palsy. The rest of the cases had .
[been originally diagnosed as Cerebral Palsy by private physicians
Jor other clinies. 4ll wefe studied in the complete dlagnostic pro-

lcess at Mercy, however,

TABLE I
NUMBER OF INTTIAL CEREBRAL PALSY DIAGNOSES MADE AT
MECRC £S5 BOMPARED WITH THOSE MADE BY PRIVATE
PHYSICIANS AND OTHER CLINICS¥

Sources A L 7 - Nugber of Children

Totﬁloooo‘t‘_oo“oococo»ooo.o 68

Private Physicians and other 6linics o « « « o 41
mﬁgohm‘;pit ® o o 8 s 0 s 0 s s 0 0 0 0 0 0 27

Bach of the patients known to the clinic has been referred by

ne of the sources indicated in Table II. The highest percentage
f referrals have been mde by professional persons. <These includel
ohysicians, therapists, psychologists, etec. A few referrals have
een made by friends of the family. This referral information was

21bia,

*From this point on Mercy Hospital Children's Rehabilitation
Center will be designated MHCRC,




not recorded in eight of the case histories.

TABLE II
SOURCE OF REFERRALS TO MHCRC

Sources Number of Children

TOLAL o o ¢ o o o o s o o v s e 0 o oo 68
Brofessional ,‘. * o o 0 0 0 0 0 00 00000 2B
Agency...........:.,....‘.‘.1@
PUDLICIET o o o' o o o o o o 0 oo o o oo e 12
Friendse « o o o o oo 0 o oo o oo oo c . 6

Infomationnotredorded........... 8

WHAT IS CEREBRAL PALSY?

Cerebral Palsy may be defined as "comprising a group of cone
ditions which affeot the oontrol of the voluntary motor system and
which have their origin in lesions of various parts of the
brain."S Because Cersbral Palsy has its origin in the brain, the
child afflioted by this disease may have impaired vision, hearing,
or defective speech. TIntellectual eapacity, upon which so much
attention 1s being foocused in recent studues, may also be affect-
ed. Some of the causal factors of cerebral palsy are:

1, DBrenatal factors recognized as genetic defects or

injuries acquired in the uterus. These injuries may be

caused by prenatal anoxia, cerebral.hemorrhage, or an RH

3winthrop M. Phelps, The Cerebral Palsiea,(chifagg,)p. 1111
9




fadtor. 7
2. HNatal factors, which include anoxia due to narcotiocs,
or difficult delivery; and cerebral hemorrhage due to
traumas to the head, bleeding tendencies, constitutional
factors, or sudden pressure changes.

3. Post-natal factors, which are classified as traumas,
infections, toxins, and anoxia.4

At times the gqualitative nature of Cerebral Palsy may be indi-

ated by the topographieal distribution of the involvement. In
[ome instances, legSQare more involved than arms, and in others,
jone side more than the other. The following terms are wsed in this
Istudy and are defined by Dr. Perlstein:d
A. Paraplegia involves the legs only.
B. Diplegia invelves the legs primarily and the arms to a
slight extent.
C. Quadriplegia involves all four extremities.
D. Hemiplegia is a lateralized conditlon to one-half of
the body. Patlents with this condition have greater in-
volvement of the:.arm.
There are five general classificaiions of Cerebral Palay based

lon the observgble, outstanding clinical symptoms. These classifi-

1 4?2 A. Perlsteih, M. D., Infantile Cerebral Palaz,(chicago,lgse
p.10-

Srbid., p. 7,8




9
ations are (1) spasticity, which is characterized by a clasp-knife
1igidity of muscles resulting in stiffness of movement. ZThere is
resent an inablility to relex muscles which are contracted con-
tantly to their highest degree; (2) athetosis, which is & condi=-
ion shown by uncontrolled, writhing movements; (3) ataxia, which

s a disorder of body balance. In some cases the handicap iz ap=-

arent only by poor hand and eye coordination, or a staggering walk
4) rigidity, which 1s & condition of paralysis of muscles that arer'
ery 80ft;6 and (5) tremors, which can be observed in the uncon-
[rollablo rhythmie motion of the muscles.”

Patients having Cerebral.Palsy, formerly known as Spastic Par-
jplysis, represent the second largest group of erippled children,
the first being those afflicted with Poliomyelitis. Cerebral Pal-
[sy is no longer considered a hopeless condition since some measure
jof rehabllitation can be ' achieved by a majority of the patients if
the proper facilities are provided. 1In the past few years diagnos-
tic and treatment centers have been established throughout the

" jeountry. These centers provide not only medical treatment, but -

leducational, social and family guidance as ‘well.e

S1v1d., pe 9

7M. I. Dunsdon, The Educability of Cerebral Palsy Children,

Loilggg, )pe 9, 10 |

8ric Denhoff, M. D.; Victor N. Smirnoff, M. D,; Raymond H.
Folden, Mo A., Medical Progress, Cerebral Palsy,(Providence,R. I.,n|

o~~~
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PRESENTATION OF THE STUDY

This study of the case historiescof sixty-elght Cerebral Pal-

led children attempts, in & general way, to consider all possible
[ecorded environmental factors. Specifically, emphasls is focused
hpon the child's emotional reaction to his condition and his en-
Firomment, and hnw h1s handicap affects his immediate famlly and
peers, and influences his total person.

Chapters II and ITI give a picture of the enviromnment of these

hildren. The medical problems will be presented in Chapter Iv

y conaidering prenatal, natal, snd postenstal factors related to
he cerebral palsied patsent. The physical involvement of the
icap will also be cxplainod in qualitstive and quantitative
erms. The behavioral problems will be considered in Chapter V

111 be given in the a;xth obapter.

nd illustrated through case studies. A swmmary and conclusions '

32




CHAPTER IT
AN ANALYSIS OF THE STUDY GROUP

The purpose of this chapter is to deseribe the sixty-eight
patients with information revesled by the face sheet of the cliniec
record. Identifying data, such as, residence, sex, age at ad-
pussion, racg religion, educeation, and number of sibling, will
first be presented. Ages of the children's parents, the marital

|:t.atuls of the mothers, and occupation of the primary wage earners
111 be added.

DENCE | |

There are no residemce requirements in the clinic's 1n$#ke
policy. As is shown in Table III, over eighty percent of the
Cerebral Palsied children studiled at the MEORC ére residents of

isago. The balance of the study group, with the exception of
wo patients, live in other sress of the state of Illinois. Zhe
'act that two patients are residents of othér states would indi-
pate the prestige of the ¢lini¢ as a diagnostic and treatment
Lenter; the lack of facilitles to diagnose and treat these child-
ren in neighboring states; or the determination by parents to ex~
haust all possible resources before accepting,with some degree of
Finality, the diagnosis and treatment plans offered elsewhers.
11
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[fhis last factor will be illustrated in Chapter IV, where consid-

feration 1s given the disposition of the twenty~nine closed cases.

TABLE III

RESIDENCE OF CEREBRAL PALSED CHILDREN
IN THE STUDY GROUP

Location Number of Children

01ty000000000'o.0000000056
subuerQOQ..'OOOOQOOOOOOS
Other areas of State ¢« « ¢ ¢ ¢ o ¢ s o o o 7

2

‘ Out of State ¢« « ¢ ¢ ¢ ¢« o ¢ ¢ ¢ o o o o o

[EEX AND AGE AT ADMITTANCE _
Bvidence of the close spproximating incidence of Cerebral Palsy]
in both sexes is foundiin- Table IV. This study of aixty-oight‘
[Cerebral Palslied children does show, however, a slight male pro-
ponderance.

The majority (fortygthree) of the children in this study were
ﬁnder 8ix years of age ihon adiitted to this clinic. Tha{average
bge was dlightly over four years, with the males being slightly
jplder. The age diatriﬁution is clearly denoted in. Table IV,
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TABLE IV

SEX DISTRIBUTION AND AGE AT ADMISS ION
OF CEREBRAL PALSIED CHIIDREN

aieAdgig::Z;  Male |  Female Total

[onder 1 ) 1 1
1 -2 | 10 8 18
-4 7 10 17
-6 4 3 7
-8 4 2 6
b - 10 4 1 5
11 - 12 6 4 10
13 and over -0 2 2
Information not reoordgguw . 0 2 2
L Total 35 33 , 68

RACB AND RELIGION
Although MHCRC is under Catholic ausplces, there are no re-

l1igious or racial restriotions in the clinic's intake policy.
Race and religious backgrounds are described in Table V. The

Jority of children in the study group, approximately eighty-nine
ercent, were white, with almost an equal distribution of Roman

Catholics and Protestants.
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- TABLE V
RACE AND RELIGION OF CHIIDREN IN THE STUDY GROUP

Religion White Negro Total
Catholic 4 32 2 34
Frotestant 28 S 33
Jewish ' 1 0 1l

Total 61 7 68

TRAINING AND EDUCATION

Ganeral retardation.of the study group i1s indicated in Table
Vi, dealing with training and education. Forty-nine of the sixty-
eight children studied, were of school age. One child was in an
jungradéd class. Only seventeen were attending regular classes,
and five were 1n special schools for crippled children. Twenty-

four school-age children were not in school.

_TABLE VI

EDUCATIONAL STATUS OF THE SCHOOL AGE
CHIIDREN IN THE STUDY GROUP

Classification : Number of Children
Graded Classroom « s « o o o o o o o o o 17
Ungraded Classroolm « s « ¢ o o « o o o & 1
Special SChoOl o« ¢ « ¢ ¢ ¢ ¢ o o o « o o 5
Nurgery School « o« « o o o o ¢ o o o o @ 2

Not attending School « ¢« o« ¢ o o o o o & 24
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AGE OF PARENTS

The mean age of fathers and mothers, at the birth of the pat~
ients studied, was thirty-one and twenty-six, respectively. Thir-
teen of the mothers were under twenty-five years of age at the
birth of their Cerebral Palsied child. Twentyefive mothers were
between thirty and thirty-nine years of age; The ages of nine .

fathers and four mothers were not given in the ¢ linic record.

TABLE VII
AGE OF PARENTS AT BIRTH OF CEREBRAL PALSIED CHILD

Ages Fathgr Mother

15 - 19 Tt 0 1
0 - 26 - 5 12
5 - 29 R | 17 | 26
0~ 34 o 14 17
ks - 39 - 16 8
ko - 44 | i )
Information not recorded 9 4
_Total 68 68

UMBER OF SIBLINGS AND SIBLING POSITICON

It is noted in Table VIII that in thirteen of the sixty-eight
Tamilies, the patient was the only child and that in thirty of the
Bixty-eight families, he had a younger sibling. These findings
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re very simtlar to those revealed by the Connecticut study.? The
able shows that having a cerebral palsied child may have affected
he size of many families. There are only six families in which
he patient had three siblings and only four families in which he
ad four siblings. These ten families account for approximately
ourteen percent of the families studied. The effect of the cer-

bral palsied child on the normal siblings is of concern. ZThe

hild's disability may cause him to receive most of the attention,
d this may possibly result in sibling rivelry, which would affect
he patient, sibling, 6r both.

TABLE VIII

NUMBER OF. SIBLINGS AND ORDINAL POSITION
OF CEREBRAL PALSIED CHILD

? Nanber and Fosltlion -
_ Glassification EFQEP T 2 31 4 | Not Recorded ﬂ

e -
i

Erdim; Position - | 371 8| 3 1

YRy

atient§ yith sibling] 13 28 17 6 4 (¢}

PR

MARITAL _B_MUS OF MOTHER -

Table fﬁ*shows that sﬁkty, or approximately eighty-eight per-
kent, of the mothers of tle Gerebral palsied children were married.

Three mpthers”@bre remarried, but the records did not show if the

N ‘,‘
A h

9the Study of; erebral_ga&;y in Connecticut,(Hartford,
’: ,p‘ 74-
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present husbands were the fathers of the patients. At the time of
the study one mother was widowed, one had adopted the patient when

he was an infant, and one was a foster parent.

‘TABLE IX
MARITAL STATUS OF MOTHER
Marital Status Number

Marrioed « ¢ o o ¢ o o o o o ¢ o o ¢ o o o o o o 60
Separated « o+ 4+ ¢ o o o s e s 4 s e e s e e o s
Remarried « o« o o« o o ¢ o o o o o o o o s o o o
Widowed . . . . ; e o s s s s s s s s 8 s e s
Adoptive Pabentv, * o 8 5 5 s e s+ s s e s s o @
Foster Parent « « o« « o o o ¢ o o o o 2 o o o

Informationnot recorded 5 ¢ o * & o o+ & & & »

Lﬂ S ™

Total 68

{OCCUPATION OF PRINCIPAL WAGE EARNER

The occupation of the fathers were of a wide variety as 1is
ghown by the distribution of all types of employment catagories,
in Table X. Thirty-six fathers were classified as pperatives and

raftsmen; twelve'as engaged in clerical and sales work; four as
Erofessional and semi-professional; and seven as service workers.
Thus the occupations of the great majority of the group were of a
professional or skilled type. One family, in wmhich the father was
deceased was recelving old age and survivors insurance. Occupationw

Was not recorded in five case histories.
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. TABLE X
EMPLOYMENT CLASSIFICATION OF PRINCIPAL WAGE EARNER¥
Classification | Rumber

Professional o« o« « ¢ ¢ o o o s ¢ o o ¢ o s o 0o ¢ 2
Semi-Professional . « ¢« ¢ o ¢ ¢ ¢« o ¢ s o o o o 2
Froprietors, Menagers, and Officlals . + « « « + 3
Clerical, Sales and KIindred .« « « « « o o o o » 12
Craftsmen, Foremen, and Kindréd e s s s o s s o 24

opemtive and Kindred ® & ® o & © » &6 % e * e @ 12

Service Workers Except Domestic .« « ¢ o o ¢« o« » 7
Ochpa‘bion not recorded e & & o o & & o 8 o ® @ 5

Total 67#%*

*Federal job classificetion as listed by the Census Bureau.
##0ne parent was not employed but was supported by old age and
Turvivors insurance,
ISUMMARY
Attention may be called to three items presented above as pos=-
jsible factors influenc ing or aggravating the emotional problems of
the Cerebral Palsied child, and affecting the size of the family.
l. The average age of the mothers was twenty-six years.
Twenty-five mothers were older than thirty years of age
at the birth of their cerebral palsied child. Thirtesn
of the mothers were under twenty-five years of age and
one mother was not yet nineteen years old.

2. The effect of Cerebral Palsy on the size of families
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hag been noted. In this study, no family consisted of
more than four children in addition to the cerebral pal-
sied child. There 13 a possibility that the emotional
life of the parents was affected by the birth of the cer-
ebral palsied child.

S In thirty-sevenccases, the cerebral palsied child was
the eldest child in the family. Sibling rivalry, which
commonly oceurs in various degrees during the development
of physically and mentally average children, was censider-
ed as an important factor which might have had serious re-
percussions on the cerebral palsied child's emotional and
physical development, possibly adversely affecting the
general home atmosphere. The content of sibling rivalry
as exhibited in the families of the cerebral palsied pat-
ients studied, will be discussed in Chapter IV.




CHAPTER III

MEDICAL PROBLEMS RELATING TO THE
CEREBRAL PALSIED PATIENT

This chapter will econsider birth history; early development;
diagnosis and recommendations; results of treatment; and disposi-
tion of cases. The intelligence measurability, general awareness,
and educability prognosis of the study group will be considered in
effort to present as complete a picture as possiblef The psychol-
ogical evaluations of the patients, which will be reported compre-
{group project study reflects, to a large degree, the measurablility
and educability prognosis of the children.

[BIRTH HISTORY

The mothers' hiétory of pregnacles, live blrths, miscarriages,

and the ordinal position of the cerebral palsied child are analyzed|
in Table Xi. It is ravad;od that the number of subsequent preg-
nancies deminishes aftér the second. Twenty women each reported
two pregnanc les. Th1s19q?pilation of figures reveals a high in-
cidence of two pregnanciaggand two live births, as well as, a high
incidence of cases in wh;ch the cerebral palsied child was the firsi ;
born. This indicates that after the birth of the cerebral palsied
child, these mothers gave bifth to a second child. Although as
previously stated, the largest number of living children in the

20




21
[families stydied was five, two mothers reported nine pregnancies

leach. The following table reveals some of the multiple factors

perating in the procreation histories of the mothers of cerebral
alsied children. The smaller ratio of multiple births campared

th the number of pregnancies seems to be influenced by early mis-
carriages. Two mothers had nine pregnancies and yet the highest
jnumber of live births in the study group was six.
The mamber of récords not reporting some of the above informae
tion suggest that 4in some cases the mother was reluctant to re-
fpeel informstion conserning her pregnancies. Attempts to securse
the information may have aroused within some of the mothers many
feelings indidating emotional involvement in the areas which coreat-
jed discomfort and requested free expression. The average number
fof pregnancies, live birtha, and ordinal position of the patients

lore 2, 2.7, and 1.7, reapectively.

SR g ek
g

.. TABLE XI

HISTORY OF PREGNANCIES, MISCARRIAGES, LIVE BIRTHS,
AND ORPINAL POSITION OF PATIENT

W
Dlassification ’ i ‘

o
Ol111213141516171'81 9 JRecord]Total

FPregnancies - ]12 |20 |12 |10 { 4 | 2 | - | - ]| 2 6 68
Births - |12 |27 |13 | 6 | 3 | 1 | = | - § - 4 68
Miscarriages 42| 9 | S | 8 | = | =} = | = | = | = 10 68

rdinal . ‘
osition -126 s f9t6e{1]1{1})-1- 6 68




XTI,

infectuous diseases were reported.

no complications during pregnancy.

The birih histories of the children studied revealed the fol-
lowing oamplications assocliated with, or possibly producing the
brain damage: (1) thrée mothers réported nervousness and depreision
{moods during pregnancy; (2) five reported Rh Blood factor incompa-
tibility; (3) four mothers reported hemorrhagingduring pregnancy;
(4) placenta previa, and exlampsia was reported in two cases; (5)
two cases of hypertension were reported; (6) one sccident, and a
case of early surgery were considered as aetiologlcal factors. No
Twenty-nine mothers reported
Information was not available

regarding this factor in eleven case histories, as shown in Table

TABLE XII
PREGNANCY COMPLICATIONS

22

omplications 'j;vﬂﬁmber Complications Number
sychle Disturﬁances | s | Traqmntic Experiences 2
emotologic L] Other 1
Hemorrhage 4 Combination of above 9
Placenta 1 Not recorded 11
[foxemia 1. ]|No complications 29
Shronic‘Diéease v2l Toial 68
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Information econcerning the presentation at birth and prematur-
ity of the Cerebral Palsied child was extremely limited in the
case histories. Of the thirty-six in which the presentation of
the patient was recorded, only two were breech. The unavailabil-
ity of data regarding this factor prevents ceomperison with the
number of breech births in the general population. It is known
that the breech presentation'in the general population is 2.1 per-
cent, as compared with sixteen percent in the cases of the cerebra]
palsied children studied in Connecticut.lO Table XIII indicates
that one patient in the study group was delivered by Caesarian
section.

Birth wélght 1s recognized as the most reliable indication of
length of gestation. Aﬁy child weighing five pounds, eight ounces
or less 1s classified premature in this study. In the fifty of
the sixty-elight cases studied at the MHCRC, in which birth weight
was known by the parent, torty-three infants were full term. (See
Tables XIII and XIvV.) Thble XIV shows that seven, or fourteen per-
cent of these fifty 1nfants, weighed between two pounds, nine ountH
es and five pounds, eight ounces. The incidence of prematurity in
cerebral.palsied children revealed in thls study was also observed
in the Connecticut study of 109 Cerebral Palsied children.ll

Information coneerning the labor process was obtained in all

1,0Ib.id ey Do 44 _
1l1pid,




Periods of leabor.

Eondition
bor:
Nom.looooc,»,oooo

Precipitate . « ¢ ¢ o &
ErOlOﬂged * o ¢ 8 s o

[Presentation:

Head ¢ o o ¢ ¢ o ¢ o o o
Breech « ¢ ¢« ¢ o ¢ oo o
Céesartan Seetidns . « .

Information not recorded

Erematurity:
TOIM ¢ o o o o o o o o o
Premature * & ¢ o ® o @

Information not recorded

the case histories, as is shown in Table XIII. Normal labor was
reported in forty-nine or seventy-two percent of the cases, while
there was not notable diffemence in the two extremes of labor; pro-

longed labor was revealed in nine cases, and ten mothers had short

TABLE XIII
EABOR, PRESENTATION AND PREMATURITY

24

Numbex]
. o o 49
¢« o 10
« s 9
Total 68
* & o 35
e o o 23
¢ e o 1
o e o 32
Total 68
* o+ o 43
s & o v
¢ o o 18
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. TABLE XIV \
BIRTH WEIGHT OF PATIENTS
Weight Number
2 1bBe, 9 02¢ = 5 1DSe, 8 0Zs o o o o ¢ o o o o o o 7
5 1b8., O 02¢ = 8 1b8., B 02¢ ¢ o ¢ o » o o o o o o 44

8 1bSo, 9 02, and over S 2810 e BB 0 08 6 -8 s 3
Information not recorded e & o 5 ¢ & o o o o @ 18
Total 68

In this study an attempt was made to evaluate the information
given by parents regarding the presence in the child of findings
suggestive of brain damage. Fifty-six of the sixty-eight children,]
for whom neo-natal history was avalilbble, were reported to have
had significant‘difficulties in the neonatorum. The condition
reported by the mothers are clearly denoted in Table XV. Thirteen
gave historles of moderate to severeanoxia; eight gave histories
of convulsions soon aftep birth; eight gave a history of jaundice
at birth; seven indicated feeding problems; and thirteen gave his-
tories of a canbination of some of the above difficulties. The
eno-natal histories of seven patients indicated a normal physical
condition. |
The significance of these findings 1s that a high percentage
of children who have Cereﬁral Palsy present suggestive symptoms
in the first four weeks of life. This may point to the advisabil-

ity of more intensive evaluation of children who present specifie
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Lbnormal fifdings in the neo=-natal period with the hope of an
learlied diagnosis of Cerebral Palsy.12 Although it 1s recognized,

lof course, that many of these conditions may abate spontaneously

End are not necessarily assoclated with or indicative of cerebral

alsy.

TABLE XV
PHYSICAL QQKD;TION MANIFESTED AT BIRTH OF PATIENTS
Condition ‘ Number

el

Anoxia..o.o......o..........o 13

Cynos is ® ® ¢ 8 % o © o € e 8 8 & ® 8 e 6 o o s & @ 9
Convulsions o o B o ¢ o o 8 © & o 8 6 o o ® e e s @ 8
Jaundico ¢ o o o o ¢ 6 0 o ¢ o o s ‘o e ¢ & o & o o @ 8

FoedingProblemo.‘...........o.o.-‘,"'?

More than one condition manifested « « o o o s o o o 13

Normal condition Indicatod « « o« ¢ ¢ o ¢ ¢ o o o o o 7
Information not recorded e o o s s o s 8 o s o s 3
Total 68

Lhysical Development

The ma jority of Cerebral Palsy children in the study group were
fretarded in their motor development. Many children had a history
fof marked retardation in achieving head, sitting, and standing bal-

pnce. Verbal deviations also were noted. The average patient

121b14., p. 46
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palked at thirty-five months, and spoke hls first words at 29.5
jronths. None of the patients could hold their head momentarily

rect at the age of one month; and only four could accomplish this
ask at the end of five months, which according to GeselllS, far
xceeds the maximum time allowed for the average or normal child

o accamplish this phase of physical development. In'sixteen cases
he patients never held their heads erect. It mnust be noted, how-
Efer, that in thirty-seven cases the information contained in

able XVI was not available in the records.

TABLE XVI
PATIENTS HELD HEAD ERECT

Age in Months Number of Children
Birth = 1 o« ¢ o ¢ oo o o ¢ o o o ¢ o o 0
2 -3 2
4 -5 2
6 -7 1
8 -9 5
10 =11 v 4 e s e 0 e 0 e o e e e e 3
12 - 13 1
14 - 15 0
16 - 17 0
13

Arnold Gesell, M. D.,, C. S. Amatruda, M. D., Developmental
Diagnogis,( New York, 1941,) p. 427-447
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- TABLE XVI (continued)
PATIENTS HELD HEAD ERECT

Age in Months Number of Children
18 and over o d i o s o s o s s o e s e s 1
Never held head erect . « o« ¢ o o o o » 16
Information not recorded « « « o« o o » o 37

Total 68

The average patient in this study achieved an unsteady sitting
balance at fourteen months, approximately one half year later than
the normal child.l?4 Thirteen patients wers not able to sit alone.
ffhe medical histories revealed this information in all but fifteen
cases. (See Table XVII.). |

TABLE XVII
AGE PATIENTS SAT ALONE

Age in Months Number of Children
Birth = 5 o o o ¢ 6 ¢ o ¢ o o s o o ¢ o 2

6 - 10 e o o o 5 6 & 6 s s s s v o @ 13

11 - 15 e e e e e e e e e e '8
16 - 20 * o o o o % s 8 s 6 s e s o @ 9
21 - 25 o o o o o s 8 86 s o o o s e @ 5
26 - 30 ®7a s o 8 o o 8 o s s s e s 0
31 - 35 ® o o 5 s e o o o o s o s e 0

14

Tbid., p. 47
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- . TABLE XVII (continued)
AGE PATIENTS SAT ALONE

Age in Eonihs Number of Children
36 - 40 1
41 - 45 1
46 - 50 1
Never sat alone . . . e o s o e b s b s 13
Information not recorded « « o « ¢ o o & 15
Total 68

General retardation émong the study group again is evidenced
in Table XVIII. The meﬁn age for standing was twenty~four and one-
half months; for walking, thirty-five months; for first words,
twenty-nine months. Of significance 1s the faect that, up to the
time this study was made, sixteen children in the group had never
stobd alone, seventeen had never walkéd alone, and eighteen had
never spoken a wofd. However, the number of cases in which this

information was unobtainable should be noted,
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v TABLE XVIII

AGE PATIENTS STOOD ALONE, WAIKED ALONE,
AND SPOKE FIRST WORDS

Age in Months | stood Alone Walked Alone First Words
Birth - 6 o0 0 0
7-12 3 0 0
13 - 18- 7 3 5
19 - 24 1l 6 S
25 = 30 6 8 4
31‘ - 36 1l 3 4
37 - 42 1 6 4
43 - 48 0 1l o
49 - 54 1 3 2
55 - 60 0 3 1
6l md over . 2 5 2
Never 16 17 18
Not recorded 30 13 ‘ 22
Total 68 ' ‘ - 68 68

Dunsdenl® states that a child who is unable to sit independ-
antly, does not have the opportunity for the characteristic ex-

15y, 1. Dunsdon, The BEducebility of Cerebral P:als;,' Children,

Newnes Educational PablIshIng Company, itd., p. 19
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ploratory bshaviour of the normal child. He says, of the Cerebral
Palsied child, "Until he can balance his head and trunk éufficient-
ly to maintain a sitting posture for more than just a few seconds,
the normal widening of his interests through visual stimull 1s
bound to be restricted.” Although intellectual development may be
directly affected, 1£'wou1d seem that DPhysical retardation also
would affect the Cerebral Palsy child emotionally.

DIAGNOSIS

Before a method of treatment is outlined by the doctor, a
diagnosis 1s made. This diagnosis, in additkon to defining the
condition neurologicaliy, describes the area of motor involvementd

In this study, spabticity occured most frequently, accounting
for twenty~four diadbl@d children. Nineteen children were athe-
toid. One child was diagnosed as having the ataxia type of Cer-
ebral Palsy. Spast;c%@j~had afflicted the four extremities in
eleven cases, Spastic hemiplegla was next in incidence #ith seven
cases. Four children were listed only as having Cerebral Falsy
and the area of involidﬁ;nt ;as not designated. The incidence
ratéafﬁhraneﬁs_of.inroliéﬁent in other members of the group were:
hemiplegia, nine; paraglegia, four; diplegia, one; and quadriple~
gla, twenty-four. It may be noted in Table XIX that the area of

involvement was not indicated in thirty case histories.

161p1d., p. 20
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. TABLE XIX

CORRELATION BETWEEN NEUROLOGICAL DIAGNOSIS AND
LOCALIZATION OF MOTOR INVOLVEMENT

Motor fnvofveman%

Piagnoais HemI- [Fara- JDi- |Quadri-{¥one
gleginjglggia plegialplegia |Indicated] Total
Spasticity 7 2 1l 11 3 24
thetosis - 2 - 6 11 19
Eigidity | 2 | - - 3 3 8
taxia : - - - - 1l 1l
r;omar : - - - - 2 2
plixed Type - - - 3 3 6
Cerebral Palsy
nly - - - 1 3 4
Eyaluationa )
ot Completed - - .- - 4 4
- Total 9 4 1 24 30 68

A correlation between the age when an abnormality was mani-

ﬁested and a diagnosis of Cerebral Palsy was made is shown in

able XX. The average age when an abnormality was obaerved was

pproximately four moniﬁi;m An abnormality was recognized before
he child was six monthu'oid in thirty-two or fifty=nine percent
Ef the cases in which this information is known. The average

nitial diagnosis, however, was made at approximately twenty

nths. Many case historles indlcated that parents were orig-
nally told their ohild would "grow out of it", which probably
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Lccounta for the lapse of time until & definite dlagnosis was made.
Bome of this delay in early diagnosis and treatment of Cerebral

Pa1sy may indicete that Cerebral Palsy is stlll regarded as & con-

1tion of which to be ashamed and, therefore, hidden,l7 Also the
arents may find it diffiocult to face the possibility of having
heir fears confirmed by medical disgnosis,

TABLE XX

CORRELATION BETWEEN AGE ABNORMALITY MANIFESTED AND
AGE DIAGNOSIS OF CEREBRAL PALSY COMPLETED

Agezin Months | Manifested Completed
Birth through 6 - 32 9
7 through 12 I 16 13
13 through 18 4 6
19 through 24 1 13
25 through 30 1 5
31 through 36 0 6
537 through 42 0 12
[Information not recorded , 114 4
' Total 68 68
& TOw,

\)@*’ LPV@LAAﬁQQ}
UNIVERS ITY

7

Peggy Derse, "The Emotional Problems of
pastic, Athetoid and Ataxia Type of Cerebral Palsy 14,"
The Americen Journal of Qccupational Therapy, IV, (November-Desember
1950])p.252

e
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PROGNOSIS AND RECCMMENDATIONS

The prognosis of the Cerébral Palsy children who were seen
at MHCRC is shown in Table XXI. The medical histories revealed
that, upon completion of the evaluations, it was felt that ten
patients could, after intensive treatment, lead relatively normsl
lives. A prognosis of "fair" was made in nine cases. Of signi-
ficance is the fact that a prognosis of "poor" was made in twen-
ty-seven cases. It was determined, at the time of evaluation,
that many of the latter patients could not profit from treatment
because of an emotional disturbance whioch interfered with and,
in a few cases, prevented the intiation of treatment. A few of
these childbén”hgd been helped through the immediate utilization
lof service offered 5yy£he Mercy Child Guidance Clinic.

TABLE XXI
PROGNOSIS OF CEREBRAL PALSIED CHILDREN

Classification Number of Children
000Q ¢ o ¢ ¢ ¢ o o 6 06 o o s o 6 6 s o o 10
FAIT o o ¢ o o o o o o 8 s o 0 s o o o » 9
POOX o ¢ ¢ o o o o o ¢ o o o o o s o o 27
Guarded .« o ¢ o ¢ ¢ o ¢ s 0 e s s . e e 8

.
.
.
.
.
.
.
.
»

Evaluation not completed

Prognosis not recorded « ¢« « o ¢ ¢ s o o 10
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Treatment recommendations were made immediately upon comple-
tion of the evaluation. The following table illustrates these
recommendations. Placement in special institutions, such as, a
convalescent custodial hbapital, or a treatment home for crippled
children, was recommended for eleven children. It was recommended,
however, c¢linic services be extended to firty-thfee children of
the study group. Four children were still being evalueted at the
time information for this study was belng compiled.

TABLE XXII
' TREATMENT RECOMMENDATIONS

Recémmendation Number of Children
Special Ingtitutions ¢« ¢« ¢« o ¢ ¢ ¢ o o & 11
Clinic treatment ~ o o o o o o o o o o 53
Evaluations not completed + ¢« ¢« ¢ o o &« 4

Total 68

[RESULTS OF THERAPY
The fifty-three patients, who accepted the services of the

tlinic, received one type of therapy or combination of types of
herapies. There were three ochildren who received only one type
pf therapy. One of the patients received occupetional therapy,
in which an evaluation of some improvement was reported; and the

* kkwo other children received only physiecal therapy, in which an

valuation of some improvement also was entered. Nine children

ecelved the services of both the physical and ococupational ther-
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lapists. One of these patients received an evaluation of no ime-
provement from boih therapista. Eight children received an eval-
uation of some improvement. Each of the remaining four patients
received speech therapy in addition to the two mentioned before.
Those children who do not respond to treatment, and in some cases
Fuwe regressed, are evelusted &s having shown "no improvement".

A child who makes dny positive response to treatment is evaluated
jas having made "some improvement", while "marked" is definite.
The treatment results of the children who received occupationajl

jphysical, and speesh. therapy are illustrated in Table XXIII.

TABLE XXIII

TREATMENT RESULZS FOR FORTYONE CHILDREN
WHO RECEIVED OCCUPATIONAL, PHYSICAL,
AND SPEECH THERAPY

e of b Taprovemont Evelustion

erapy Narked | Some Ko | Not completed Total
ceupational 3 | 1s 8 14 41
hysical 3 9 9 20 ' 4]
peech 3 11 8 19 41

It is significant that only three patients had responded to treat-
yﬁmx with "marked improvement".

An attempt is made by the psychologist to evaluate the intel=-
lectual capacity of all children known to the MHCRC. However, many

pf the children are lnaccessible, because of the severity of the
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physical condition, or hyperactivity and uncooperativeness. There-
fore, modifications o: the standardized test material or procedure
Lmust be made. In-many'cases even segments'br standardized tests
cannot be appiied. Cage records reveal, &s is shown in Table'XXIV,
that the intellectual capacity of twenty-five children was measur-
able éccording to stendard procedures and test materials. The men-
tal ability of nine patients was partially measurable and some mod-
ifications were made to accomodate these chlildren. The intellect-
ual capacity of twenx& patients, who were in contact (socislly
lalert), was, however, not measurable. The children comprising
this non-measurable group were observed as not being meaningfully
Juware of the world about them. They were, however, aware of their
enviromment. This information reveals the extent of mentel and
emotional retardation of these children.

Table XXV 1llustrates the educability prognosis of the Cerebrs ]}
Palsy patients studied. This prognosis was made by the psycholo-
Jgist after the psychological evaluation of each child was complet-
ed. The table shows clearly that forty-three, or approximately
Jsixty-three percent of the children have 1little chance for quali-
fying for even an ungraded ¢classroom. Eleven patients are capsble
fof qualifying for an gngraded class, and ten patlents probably will
lattain normsl achievemént. The prognosis of four patients was un-

petermined.
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. . TABLE XXIV |
INTELLIGENT MEASURABILITY 'AND GENERAL AWARENESS OF PATIENTS

R K AWareness
easurability ~Tn contact | Out of contact Total
easurable 25 - 25
artially Measurable 9 - 9
on Measurable A ‘ 20 | 14 54
Total 54 ' 14 | | 68
TABLE XXV

EDUCABILITY PROGNOSIS OF CEREBRAL PALSY PATIENTS

Prognosis | | Number of Patients
T L 10
Fail o« o ¢ o ¢ ¢ o o oo s o o o oo o @ 11
POOXr ¢« ¢ o ¢ o o ¢ o o ¢ 6 o s ¢ o o o & 43
Undetermined « ¢« o ¢ o o o ¢ ¢ s ¢ ¢ o o 4

Total 68

In the first chapter it was explained that twenty-nine of the
sixfy-eight cagses studied were closed at the time this material
was being compiled. It is significant to consider the.disposition
of these cases. Table XXVI shows that four of these chlldren are
receiving custodial care. One child returned to his out-of-state

home after receiving the full benefits of the diagnostic evalua-
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tion and treatment resommendation. The child's parents originally
requested this service. Five children expired; four while receiv-
ing custodial eare, and;the other child while a patient in a hos-
pital. The medical records of nineteen children revealed no in-
formation concerning disposition other than "no return". A study
}or these records indicated that there were a few "uncooperative"
parents. Among these were some who could not accept the diagnosis
land, therefore, sought the services of other cliniecs and private
[physicians. The emotional canponents of these people will be con=-
Wsidered in the following chapter.

TABLE XXVI
DISPOSITION OF TWENTY-NINE CLOSED CASES

Disposition ‘ Number of Closed Cases
Custodisal Gare o « « o o o & + o 4 . 4
Out-of-State Res;dgnce o o s o o o o 1
Deceased * s o o o o o s s o @ 4]
Contact Terminated-No reason given . 19
| Total 29
[SUMMARY

A descriptive picture of data from medical histopies was pre-
fznted in this chapter. Table XI revealed that although the inci-
}dence waes greater for the children born first, or at least second,

the greater incidence of mothers with more than one pregnancy and

lbirth would indicate the birth of younger siblings in some of th681
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-cabes.' Although there is a lower incidence of préﬂaturity in this
|study group, as compared with the Connectlcut study, this factor
Ldoes not have much significance, since this information was not ob-
tained in eighteen cases. The high incldence of unrecorded infor-
Wmation regarding the type of birth presentation precludes any def-
inlte conc lusions.

The study of the physical development of the children indi-
cated that many have a history of marked physical retardation.

For this reason we can assume that exploratory behavior of many
of these Cerebral Palsy children was restricted and, therefore,
the possibility of emotional involvement was very great.

The delay in early diagnosis and treatment is illustrated in
Table XX. A oomparison of Tables XX and XXI indicates that, in
spite of the fact that many prognoses of "poor" were made, most
of the children, nevertheless, were recommended for treatment.

The importance of early diagnosis‘is made obvious by considering
the information revealed in Table XX.

The difficulties encountered in evaluating the patient psy-
chologieally were considered briefly in this chapter. In the par-
agraph dealing with the procedure on psychological testing of
Cerebral Palsied children, an attempt was made to show why it .is

necessary to be flexible in this evaluation.




jemotional 1mp11cat1¢ha of the handicap. The effect that the dis-

CHAPTER IV

EMOTIONAL PROBLEMS
Until very recently, physicians, teachers, and parents, treat-
ing or living with handicapped children, were engaged in searching
for and primarily concerned with corrective measnres along physi-

cal or medical lines. Little, if any, attention was given to the

jability has upon the emotional growth and development of the child

‘tf-themany canplex mechanisms employed by the child to overcome

is handicap and gratify his emotlonal needs was ove:jlooked.18

The emotional 1ife of the hendicapped child recently has be-
ﬂbome an important subject for study and research. 4Attempts, there-
fore, are being made to look upon the emotional life of the handi-
fcapped child as a vital link in the difficult task of treating and
lrehabilitating the patient.l®

The fact that emotional disturbances can be diverted into

Ehysical channels 1s explained in the psychosematic concept con-
erning the body-mind relationship. Conversely, physical symp-

18Marcus*Guensberg, M. D., Emotional Implication of Handicaps,
lreprinted from the February, 1950 1ssue of the Crippied ohild, p.l

191p14.

41
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toms, and erganic conditions, have emotional concomitants. These
emotional repercussions oould be of greater significance to the
patient than the physical manifestations of the illness. The men-
tal attitude one develops towards a physical illness or a handicap
plays as vital a part‘in the course of the 1llness as the purely
physical and medical aspects of 1t. Our abllllity to overcome an
illness does not depend exclusively on the results of the medical
therapeutic recommendations of the physician,20 |

This chapter will consider the etiological factors and s&mp-
toms indicating possible emotional disturbances. In addition to
studyling -the nature of the patient's emotional problem, attention
will be given the emotional climate in which the chlld lives.
This emotional climate,\possibly the mbst important aspect of the
child's 1ife, includes the attitudes and feelings of his parents

and siblings.

ATTITUDE OF PARENTS -

The attitude of the parents as an influencing factor in the
habilitation or rehabilitation of the Cerebral Palsied ehild has
been emphasized by Dr, SHerman Little:

No treatment program for children with Cerebral Palsy is
complete unless there is available trained personnel to

work with tlecparents and children around the emotional
reactions which are an inevitable part of the picture and

201p14. .
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which may severaly interfere witglthe response to medical
and eventual general adjustment.

The case :ecoids of sixty-four of the sixty-eight patients in
this study revealed a definite description of the mother's per=
sonality or emotional stability as a possible etliological factor
of the child's emotional disturbance.

Overprotection was recognized as the major unfavorable par-
ental attitude by the clinic staff. Twenty-one or approximately
thirty-two percent ofythe mothers were considered over-protective.
Although it was recognized that this attitude was associsted with
other psychlie components, overprotection was & possible nmajor per- |
sonality trait. In these cases the parents were so profoundly
aware of their ohild'sﬁlimitations and greater needs for affection
and security that they:developed this over-protective attitude.

It also ias found that in many of these instances, the psasrents
assumed an attitude of martyrdom and heaped an excessive amount of
iove, devotion and care on the defective or handicappsd child.

The consequences: of this type of parental attitude will be con-
sidered later in this chapter when the emotional disturbances of
the pat;ents are discuaeod.

fenﬁgﬁ%hers were dpseribed 88 being extremely demanding of the

clinie. These parents were almost hostile in their attitudes and

.213herman Little, "The Psychosomatic Aspect", Spastic Review,
vole X no. 4 (April 1949)
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demands for* therapeutic results. Iack of cooperation and insight
also were characteristic of these demanding mothers. One mother
was described as very bitter towards the clinlic staff because she
considered the treatment resulted in insufficient improvement in
her child, These parents had found it extremely difficult to ac-
cept the physical‘diagnosis of their child. This non-accepting
attitude was espesially strong when mental retardation was indi-
ecated.

Rejection of the ehild by the mother was detected in éighteen
cases. This attitude renged from open rejection toward the child,
in about four cases, to an unrealistic approach toward the child's
limitations in the baldnce of the cases. The majority of these
pmothers hed seen many physicians in the hope of obtaining a fav-
lorable evaluation. An impression was created in the records that
the mothers had never reached a true understanding of what the
Lchild could or could not do. In considering the cases of open
}ejection not much more can be added to Dr. Guensberg's explanatioﬁ:
The mother of a feeblaminded or deaf-mute child will show

a much greater readiness to accept a post-natal injury,

an insignificant fall or lllness as the cause of her child's
mental retardation or deafness rather than to admit an in-
herent defect in the ¢hild's brain, which she is ineclined
to identify with a defeect within herself. 1In extreme cases,
such an attitude may eventually lead to utter rejection of
the defective or handicapped child with all the tragic con-

sequences that sugg a rejection may generate for the child
and mother alike.

22Guensberg, Pe 3
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Although there were only four specific cases of mothers with
guilt feelings, it was suspected that this problem wes a casual
factor in many of the above discussed emotional manifestations.
Therefore, the incidence of guilt feelings in parents who have
Cerebral Palsied children may be fairly large.

The profound feelings of gullt may be evidenced by self-con-
demnation and self-punishment, in that the thought of having creat
ed something defective may produce feelings of failure and frustras
tion. To relieve these guilt feelings, the mother often may resor$
to an unwillingness to face and accept the harsh reality by over
protection and infantilization.2®

Six mothers were described in the case histories as being
"fearful® and "dependent". One mother revealed that she felt she
was being negleéiedYby‘ﬁer husband. The problem of alecoholism
was indicated for one mother. Another had been in a mental hos-
pital. Only two mothers were recognized in the medieal histories
as being "mature". -

The fathers' attitude toward the patients was generally sim-
ilar to the mothers. Aloﬁholism in the father was reported in
three cases. Total reje&tibn of the patient and partiality to-
wardva younger sibling waszfevealed in one case histbry. Four

fathers were described in the records as "not willing to assume

231bid.
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ny responafbility" for the welfare of the child. Two fathers re-

orted that the spouse gave too much time to the patlient and,
Ehererore, they felt neglected. One father was described as re-
keiving a deep satisfaction in caring for the child. The balance
bf the thirty cases, in which some information about the fathers
lcould be obtained, revealed that unrealistlic attitudes, overpro-
tection, rejection, guilt feelings, and insecurity were, as in the

jothers, similarly distributed in frequency.

THE CHILD N |
The psycho-sexual development of the Cerebral Palsied child

is basically the same as in the normal child. Howevaer, since the

Eeriod of dependency is related to his physical disability, he may
eem to have‘ﬁ longér period of dependency. Activity, the normasl
eans for a child to léarn about the world, is definitely limited
An the Cerebral Palsied child. The limitation of his activities,
ﬁhe slowness of perforﬁance and ail the other difficulties which
Rimit aciivit& def}nitely affect the emotional stability of the
khild.. Frustrations arewgfeatér and more frequent. 4Anxiety,

hen it does appear, tends to be more intensse. the ehild may’choos%
to escape from réality or may be openly aggressive and hostile.
hohabilitation, in the latter stage, is extremely difficﬁl£.24

241he psychiatrist's Role in Treatment of Cerebral Palsy, by
ward D. Oreenwood, M. D. KReprinted Trom EEe(DeoemEer, I§5¥) Jdssue

f The Crippled Child.
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With eaeh of the patients studied, the attitude, behavior, or
disposition, which indicates a possible emotional problem, is pre-
sented according to whether child's emotional reaction is aggres-
sive end negativistic or one of withdrawal. The terms used in the
¢linic records deacribe the predominant behavior pattern or re-
action to a situations

Thirty—eight.ehildren were recognized by the staff as being
aggressively negativistic. Nine of these patients demanded an
excessive amount of attention from either the parents or the ther-
apists. Enuresis was regarded as a definite symptom of an emotions-
al disturbance in the medical nistories of two patients. Eighteen
patients were described as "uncooperative, hyper-active, ibpitable,)
or easily distr#eied'} Seven cases of temper tantrums, and asso-
clated feeding problems were reported. The mother's of two p#t-
ients reported that their children were very disobedient in the
|home. One ehild was deaoribed as being a "school behavior pro-
blem".

Twenty-one patients were considered by the clinic xtaff to be
quite withdrawn. Fourteen patients were observed specifically as
being very passive and dependent. Elght children revealed appre-
hensiveness when encountering new situations or activities.

The case histories revealed very little information concerning
the relationship between pdtients and siblings. Information re=-
gérding the matter was lvailable in only thirty-two percent of the
records studied. The mothers of elght patients reported that a
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good, accepting relationship existed between the patiént and sib-
lings. A tendenoy, by the siblings, to overprotect the Cerebral
Palsied patient was reported in two cases. Sibling rivalry was
suggested in twelve histories. Many of these parents felt that
the patient's siblings were hostile and rejecting because of the
Faddition&l attent lon givén to the_patients, by the parents. For

one s8ibling truancy was a problem.

CASE A

This 1s the case of Mary M, two year old female, whose condl-
tion was diagnosed as athetold quadriplegia. This patient was de-
soribed as highly distractible, hyper-active, and very dependent.
It was felt that the mother was overprotective.

The parents first realized the presence of a medical problem
when the patient, at the age of elght months, could not sit up.
The mother had had four pregnancies. The first and third preg-
nancies resulted in misearriages. The patient was the first live
birth. A sibling was born as a result of the fourth pregnancy.

During the evaluation and the three month treatment period'
which followéd, the patient preferred to be alone. ‘When the moth-
er attempted to touch a toy, the child eried and screamed. It was
extremely difficult for the e¢linic staff to get sustained interest
from the patient. The psychologist felt that the outlook for ed-
ucability was good, but that the emotlonal component might inter-

fere with treatment and thus result in a regressive pattern.
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After the three month period of treatment the physical therapist
reported no improvement. The occupational therapist reported a
decrease in the patient's attention span. The clinic staff recom-
Hmended treatment for another three month period, and suggested that

the mother be offered casework services.

CASE B

George, & two year old white male, who was admitted to the
cliniec for evaluation and treatment recommendations, presented
another type of emotional problem. The clinic staff reported the
problem of temper tantrums in this child, and that both parents
seemed quite immature.

The area of physical 1nv§lvement was not indicated in any of
the individual staff reports. A final diagnosis was not made,
Lsince the initial evaluation process was not camnpleted. The med-
ical report indicated & normal birth history.

The physical theraplist reported that the patient was capable
of performing many funotional activities but felt that the mother
was frustrating him, resulting in the temper tantrums. The occu-
pational therapist pointed out that when the ehild was allowed somqd:
freedom;:, he would take a<cup of water, which was placed in fromt
of him, in both hands and drink from it. The therapist also ad-
vised that much more could be accomplished with the boy when given
an opportunity for independent sctivity. The mother informed the
staff that many of the activities which were performed in the clinike
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were not ascomplished in the home. The psychologist noted a near
normal level of mental ability, however, becamse of the child's
disturbed background and lack of stimulation, it was doubtful that
the teat results gave a valid measure of ability. The neurologist
recognized the problem of hyper-activity and ruled out mental re-

tardation.

@ASE C

Mary, age fourteen, was aduitted to the clinic for counseling
service beasue of a school adjustment problem. The patient's
condition was diagnospd as spastic quadriplegia.
' The mother told of how she had been concerned about Mary
since the child's birth, but had been told by her physician that
she was overly concerned. The doctor advised the mother not to
worry. Mary's mothér gave the following birth and developmental
history: Mary had convulsions approximately two weeks after birth
and was given oxygen. Soon after, she developed an acute diges-
tive condition which lasted for approximately three years. %hen
Mary was three years old, her mother began to feel that the vomitiﬁg
"was used against me". She noticed that the child walked on the
tips of her toes, stiff legged, with her arms up and head down.
The mother expressed the feeling that Mery could have walked cor-
rectly if she wanted to. She was a feeding problem until she
reached the age of five. Her manner of eating disturbed her fath-

er to the extent that he would turn his head in another direction.
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As Mary approached adolescence, her inability for form satis-
fying relationships with her peers besame more of & problem for
jher. .
Intensive couseling for Mary and her mother was the prominent

recommendation.

S UMMARY

It has been the purpose of this chapter to present the emo-
tional problems of the lerebral Palsied children studied from and
described in the ¢ase records.

The high incidence of rejection, over-protestion, and infan=-
tilization suggests the probably cause of emotional:dependence
and various behavior problems in these children. These parental
attitudes and problems add a handicap of emotional dependency to
the existing physical handicap of the child, thus prolonging and

complicating the process of treatment.




CHAPTER V

SUMMARY AND CONCLUSIONS
The purpese ef this study 1s te reveal seme ef the emetienal
~'pleménja which thiﬂstaff ef the MHCRC have“recognized as Negative
kly affeéting fesﬁlfé of modicai treatment.
'Twe items ﬁoro\pdrtinent in the thesls as pessible facters
l&nflugncing the emotiéndl problems of the cerebral palsisd child-
rén in the stﬁdy; age ;f ﬁother and ordinal position of cerebral
falsied child. Although the average age 0f the mothars was twenty-
pix years, twenty-five of the sixty-eight mothers were older than
thirty years of age ot the birth of théir cerebral palsied child.
hight mothers were bet;éen thirty-five aﬁd forty years of age.

Thirty-seven patients are first born. In thieteen of these case$

Ehe patient’had no siblings. Thus, it seems that having a cerebral
aléied child may have affected the size of many families.
Sibling rivalry was recognized as an important factor which

had serious repercussions on some of the children.

Astudy of the phsical development of the children indicated

52
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bhat many had a history of marked physical retardation. Because
pf this, it was assumed that exploratéry behavior of many of these

Terebral palsied children was restricted, and therefore, the

possibility of emotional involvement was very great.

“al
The high incidence of rejection, over-protection, and infantili

fatlion suggests the proximate reason for these children being
$motionally dependent and for their various behavior problems. It ff
peems, therefore,’ﬁhat these parentsl attitudes and behaviorisms
Pad added an emotidnal‘handicap to the existing physical hgpdicap
Ff the child, thus prdionging and complicating the pBocess éf treatd:
ﬁent.

The case records 1@d1cate the need to take into account and

heal with parental attitudes, so that better medical results could

pe achieved. It is concelvable that since the parent-child rqlﬁ;nlni
lonship is essentially a process of Interaction of the‘perségal
Ities of parent and child, the emotional attitude of the parent

brofoundly affects the cerebral palsied child's emotional life.
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APPEND IX

SCHEDULE
Identifying Information:

I. Birth Date jge at Admission Height Weight
Sex Race Religion .

II. Source of Beterral

III. Different Diagnosis Prior to Admission
Treatment: OT PT ST Surgery Medication

IV. Age of Child when Abnormality was first Observed
Noted by: a) MD b) Mother ¢) Other
Diagnosed as Cerebral Palsy: Type Involvement

Age - -

Social History:

I, Family Constellation: Age at birth Marital Statis:
_ of CP child: M, B, S, W, RM.

a) Father

b) Mother

¢) Children: at home awsy

II. Patient: Other Placement Prior to Admission
a) Foster Home b) Institution
Reason for Placement
Number of Placéments

III. Other CP members in the femily

IV. Others with illnesses in the family
V. Others in the home__

VI. Living arrangements:

a) Own Home b) Rent ¢) With Relatives
d) Number of Rooms e) Floor

56




VII.

VIII.

IX.

Health
I.

II.

I1I.
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Economic Status: Employed Unemployed Occupation Income

a) Father

b) Mother

¢) Siblings

d) oOthers

Group Hospital Plan Insurance: Yes Ho
Attitudes: As Observed by:
a) Mother

b) Pather

¢) Siblings

d) Others

Marital Situetion as reported by:
Father Mother Others
Mother:

a) Com;lications During Pregnancy
b) History of Accidené, Physical 33'_BIIIf", or 8erious
Illness During Pregnancy

6) labor: Normal _ Prolonged_____ Other
d) Delivery: Breech Footling _ Head Transverse
Versiona)l and Extraction Instrument

d) Birth: Caesarian Section Normal Premature
Delayed Other

f)) Para Gravida Which Pregnancy CP. Miscarriagﬂ

5 R S—

child:

a) Birth: Normal _Anoxia_ __  Cyanosis Jaundice

Resuscitation | Corvulsions ______Birth We Teht Feeaing

Method.

b) Mother's Account of Early Sgyptoms-

¢) Physical Development: Held Head Erect Sat Alone
Stood Alone Walked_  First Words ____Tollet

Trained

d) iIllness or Accident During Childhood

Training and Educetlon

a) Level of Achievement: Nursery School Kindergarten
Grade School Ungraded Room SpecTal Room

Speclal School ~ High School
b) Reason not 1n Sehool




58
IV. BSoctal Activity: Spectator Participant

Ve Present Behavior

Psychological Evaluation

Measurable Non-measurable Fully Measurable
‘Practically Weasurable In Contact Largely out ol
Contact

Outlook for Educability (good, fair, poor)

biagnostic Advisory Study

I. Recommendations:
a) Re-evalutation
b) Treatment
1) out PatTent Home Care Institution
2) o7 PT ~ BT Casework services

II. Results of Trestment:Marked Some No .
Improvement Improvement Improvement
PT
oT
ST

Case work Treatment
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