





their neighbours 23% of hospital care and 8% of home care mothers report_ed being on
bad terms with, or of not mixing with, their neighbours (p < .001). Views on the
effects of hospitalisation of young children were similar for hospital and h'omc; care
mothers and were strikingly similar to those in a large Welsh study on parents attitudes
to hospitalisation. Attitudes to the hospitalisation of their child for the present episode
of gastroenteritis were however sigmficantly different for hospital and home care
mothers (p <.001), hospital care mothers being significantly more in favour of
hospitalisation. Twenty two percent of hospital care mothers and 7% of the others
were/would be very happy having their child hospitalised and 58 versus 80%
were/would be very unhappy. There is probably an element of cognitive dissonance in
this.

Utilising this wide range of information, discriminant analysis was used to find the
factors which most clearly differentiated between hospital and home care mothers. The
most important variables to emerge from the discriminant analysis were social contact
and social relationship variables outside the nuclear family. The studied variables
differentiated between the two groups with 71% accuracy. For instance home care
mothers were significantly more involved in leisure and community activities and had
more shared leisure with their spouses/partners; 71% of home care mothers got out
often while 53% of hospital care mothers got out often (p < .05). In terms of shared
leisure 90% of home care mothers are often accompanied by their partner while 55% of
hospital care mothers are often accompanied by their partner (p < .05).

Home care mothers had more casual contacts than hospital care mothers (p = .003) and
met more acquaintances daily (p = .008). Only numbers of relatives contacted were the
same for the two groups. In fact 21% of hospital care and 8% of home care mothers
reported having no good friends (p <.02). Similar numbers of friends of both groups
lived near enough to be able to visit easily (56% & 66%). Hospital care mothers were
significantly less happy with their contacts with friends, 60% versus 3% wishing to see
friends more often (p < .001). When asked about the availability of any confiding
relationship, 13% of hospital and 5% of home care mothers reported having no such
relationships (p = .06). 14% of hospital care mothers had only their partners to confide
in, in contrast with 5% of home care mothers (p = .04). Hospital care families also had
significantly poorer personal resources from their original families in terms of quality of
their relationship with their families of origin (p = 0.46). Using the GHQ to measure
general psychological well-being, hospitalised mothers were significantly more
depressed than their home care counterparts (p < .05). Using Goldberg's (1972)
"case” classification, those mothers scoring 4 and greater on the scale were examined.
Forty-eight percent of hospital care and 31% of home care mothers fell above
psychiatric cut-off point (x = 3.7, p = .055); these mothers would be seen as having a
psychological symptoms meriting attention if they were seen in an assessment situation.
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Table 1

Multiple regression analysis of the influence of non-medical factors on
hospitalisation rates for gastroenteritis by hospital doctors.

Factor R2 (%)
Severity rating of gastroenteritis D) 14
Coping ability of parents P) 21
Parental attitudes to hospitalisation ® 29
Distance from G.P. / Hospital P) 40
Age of child P) 49
Type of feeding ®) 59
Conservatism ) 64
Visiting recommendations provided D) 68
Number of children (P) 72
Single parent (P) 79
Sex D) 83
IQ of family P) 88
= 28. 'D: Doctors factors. P: Parent factors.
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Table 2

Comparisons of family aspects of children hospitalized for gastroenteritis and children
managed at home for gastroenteritis.

Hospital Home
Sample Sample
n =76 n =76
- Age of child (months) 10.2 10.7
- Medical severity of symptoms (0 - 7) 5.2 5.0
- Two parent family (%) 87 92
- Maternal age (years) 26.3 28.2 %
- Number of other children 2.3 1.9 *
- Basic educationonly  (mother) (%) 55 28 *k
(father) (%) 57 39 *
- Family occupation (professional) (%) 13 29 *k
- State provided dwelling (%) 67 38 *okk
- Duration of residence (years) 4.9 4.6
- Parenting skills (0 - 8) 7.0 6.8
- Quality of marriage (0 - 40) 28.5 29.8
- Child care provided by mother (%) 73 74
father (%) 20 22
- Life events impact 0- 100) 50 44
- Family health status (0) 9.3 8.7
- Family health behaviours 0-9 2.6 3.2
- Maternal health attitudes (0 - 7 4.5 5.1  **
- Matemal GHQ - 30 (0 - 30) 10.0 7.5 *
- Matemal leisure (0 - 8) 3.3 4.4  *x*
- Shared leisure (0 - 6) 2.6 3.2 k%
CEESSR e o5
- Family of origin relationships (0 - 12) 7.4 83
*p <05 **p < .01 % p < .001 Two tailed tests.
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DISCUSSION

Doctor's Study

This empirical investigation confirms the findings of numerous surveys of the wide
variability in doctors' referral rates. In this case analysis was conducted on a single
disease, thus ruling out difficulties of the confounding of different problem
combinations and referral rates. The results illustrate that doctors differ in their referral
patterns for gastroenteritis both in an experimental situation and in their estimates of
their own working practices. Referral rates from "paper patient" cases varied from
none to 14 to 18 cases (78%) and in the doctors own work estimates from 0 - 95% of
cases.

It was of interest that being either a young child, a child of a lone parent, or a child of
an anxious mother were factors which were about equally likely (35% chance) to result
in a hospital referral. These factors were more likely to result in hospitalisation than
that of having a moderately sick child (16%). Having a severely sick child was, not
surprisingly, the most likely single factor to result in a child's hospitalisation for
gastroenteritis (38%). When all 3 non-medical factors are combined in the most serious
scenario; i.e. a young child having a severe medical problem and an anxious lone
mother, there was a 64% likelihood of hospitalisation. On the other hand the least
serious scenario in these combinations was of an older child with a mild medical
problem whose mother was calm and experienced with children and had a partner; in
this case the likelihood of hospitalisation was 5%.

It is worrying that such a large number (29%) of doctors saw the hospitalisation of
young children as having no appreciable negative effects on them. such views and
practices do not concur with the view of Mrazek (©) - "Over the past generations the
belief that hospitalisation early in life has a negative psychological effect on children has
become an established clinical axiom".

It is also of interest that working in an infectious disease hospital during training
increased the likelihood of a doctor hospitalising for gastroenteritis later on. This factor
highlights the powerful influence of past experience on doctors. It appears that
exposure during training may sensitize doctors to the potcnna}ly negative outcomes of
gastroenteritis although deaths from gastroenteritis are now quite rare.

The fact that doctor factors are responsible for almost all the ex.pl.ained variance in G.P.
referral patterns is an important findings. It illustrates the deciding role of the general
practitioner in health service usage. While non—medxca_l pfment facto_rs can be shqwn to
influence G.P. decisions on gastroenteritis (as seen in "paper patient analysis) the
G.0.'s own background and experiences most}y determine management decisions.
Thus it is that one G.P. cases to hospital. This study supports the finding that the
doctor emerges as the single most important factor (over age, sex and social class of

patients) in variations in health care decisions .

Mothers' Study

nding of this study is the fact that medical ratings of the severity
enteritis symptoms revealed no dlffcreqqcs between hospital and
the hospital care families were younger, less
tus than parents in the home care situation. They
are group and material family circumstances
r overall for hospital care families.

The most important fi
of the children's gastro .
home care groups. The parents 1n

educated and of lower occupational sta
also had larger families than the home ¢
such as housing and amenities were poore
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In terms of general family leisure activities and social contacts, hospital care families
were relatively insular. It is worrying that more many hospital care mothers report
having no friends or confidants than do home care mothers. Overall hospital care
families were more stressed, had larger demands on them and fewer resources as well
as fewer social contacts. There was evidence also that mothers in the hospital care
families were under greater psychological stress. Therefore at the time of the
gastroenteritis episode they had fewer resources both within the family and from the
neighbourhood on which they could draw in terms of social support.

Social contact variables were significantly related to demographic variables, those of
lower educational and occupational status having poorer social contacts. Gavron ® has
shown that there is a lower level of social contracts in lower socio-economic families.
She pointed to the myth of working class cohesiveness, social embeddedness and
solidarity in relation to the young mothers studied. Instead she found upper class
women enjoyed a wide circle of supportive friends.

It was clear from this study that the impact of hospitalisation on families was most
difficult where there were already difficulties or relatively scarce time, finances or child
help resources. It was ironic that those most likely to have their children hospitalised
for gastroenteritis were those who, along a number of family dimensions, could least
"afford" this option. For instance access to the hospital (via car and telephone) friends
to help out was more limited for those mothers. it is important as well to note the
similarities between the two sets of families. At this juncture a cautionary note is
appropriate. Discriminant analysis was unable to fully differentiate hospital and home
care families on the basis of a very wide range of information on families, (71%
discriminability overall) leading one to the conclusion that family variables are not the
only factors which differentiate between a hospital or home care decision. Other factors
including large inter-doctor variability (as seen in this study) may operate. The day to
day experience of the researcher (HM) was of meeting a substantial number of
"misplaced” mothers/children by customary expectations: i.e. many mothers in poor
personal and family circumstances who did manage a sick child at home and many

mothers in good personal and family circumstances who had a child hospitalised for
gastroenteritis.

The situation could be helped if there were clear gastroenteritis management instructions
on a leaflet for distribution by doctors during a gastroenteritis consultation. This
should have the effect of decreasing maternal anxiety and increasing compliance with
specific instructions. It may also be valuable to educate medical staff about the non
medical factors (such as sensitization) which influence their management decisions. On
a broader front, the provision of opportunities for social contact to young families via

social policies and provisions should help to reduce social isolation, a factor found to
be associated with hospitalisation of children for gastroenteritis.
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IMMUNIZATION UPTAKE IN 1989.

HANNAH MCGEE.

MICHAEL FITZGERALD.

SUMMARY

Evidence on current levels of immunization uptake in Britain and Ireland
is presented and options for improvement outlined.

INTRODUCTION

Despite extensive media campaigns in these islands levels of uptake of childhood
immunization have remained a cause of considerable medical concern. There is a
general consensus that the WHO European Regional target of 90% immunization cover
by 19901 will not be achieved using current strategies. Recent English figures suggest
DTP (diphtheria, tetanus and polio) uptake of 65 - 100% and measles uptake of 41 -
91% (average 69%) for 1983 - 19852. In Ireland it is difficult to assess current levels
of country-wide uptake of the various vaccines. Boland3 estimates a 50% country-
wide uptake of the much-publicised measles immunization with official sources*
reporting 55% uptake. Meanwhile a 62% uptake of BCG was recorded over a number
(n = 3) of centres5 and levels of DTP were reported to rise from a baseline of 54% to

84% in an eight year localised immunization promotion period®.

The information presented here on immunization uptake is derived from a larger Irish
study of hospitalisation for childhood gastroenteritis’.

METHOD

Information on the three routine immunizations for children under two years (BCG,
DTP and measles) was collected in the course of a larger study based in th_q greater
West Dublin area in the first quarter of 1987. One hundred and fifty-two families were
interviewed, each with a child under two years having had a recent episode of
gastroenteritis. Seventy-six of the children were admitted to an infectious diseases
hospital with gastroenteritis and 76 were managed at home with GP or casualty
department care. The time limit by which children were considered as having defaulted
on immunization is relatively generous. For instance, measles immunization is
recommended at 15 months old, unimmunized children were not considered to have
missed their measles immunization until they were 18 months old. This was to allow
for incidents such as minor illnesses which can cause immunization delays with

families intending to provide appropriate immunization to children.

- 119 -



RESULTS

Immunization levels for the two groups of children are reported in Table 1. The two
groups studied did not differ in age (hospital group: mean = 10.2 months, standard
deviation = 6.3 months; home group: mean = 10.7 months, standard deviation = 6.4
months). Immunization levels were however lower by t-test comparisons for the
hospital care group (p < .02). The main reasons cited for not availing of immunization
were childhood illness (cited by 42% of hospital and 21% of home care mothers) and
fear (cited by 2% of hospital and 17% of home care mothers). Some 11% of hospital
mothers suggested (incorrectly) that the child was too young for the immunization
queried.

Table 1

Levels of immunization achieved by hospital care and home care children.

Immunization Level Hospital Care Home Care
% %
BCG before age 3 months 95 98

+3:1 or 2:1 x 1 before
age 5 months 80 96

+3.1 or 2:1 x 2 before age

7 months 57 94
+3.1 or 2:1 x 3 before age

11 months 59 69

+ measles before age 18

months - 22 53
No immunizations 14 ‘ 5

N =152 : N=76 N =76



DISCUSSION

The home care sample, expected to represent the typical young family (neither
exceptionally capable or incapable in the management of gastroenteritis as a common
childhood disorder), had measles immunization levels (53%) similar to national
estimates quoted earlier. Levels of immunization uptake were satisfactory for both
groups in the early postnatal period but began to decline and diverge at about the six-
month period. This fall off represents the age-old problem of health education: how to
maintain health-orientated behaviours beyond a point of intensive contact, in this case
the perinatal period.

In the larger study from which this date is taken? the major factors differentiating those
caring for their sick children in hospital rather than at home was social integration;
hospital care families were less socially integrated than home care families. As with
other aspects of the larger study those who were more socially integrated were adopting
more health-orientated practices for their children; higher levels of immunization were
associated with more maternal leisure activities (r = .25, p < .05) and more leisure
shared with spouses (r = .34, p < .01). Such findings have been reported elsewhere8.
This suggests that selective attention to groups at risk regarding immunization uptake
could usefully focus on those who are socially isolated in the community. Such an
outreach might initially appear to be an expensive use of scarce resources. However,
many issues such as nutrition, early parenting and immunization can be addressed by
the same services. Furthermore cost-benefit analysis of immunization uptake estimates
a 10 : 1 benefit for measles® and an 11 : 1 benefit for pertussis!. Opportunities for
opportunistic immunization promotion may also be available in the paediatric hospital
situation. Figures reported here suggest that many children attending hospital have
immunization delays and even in the U.S. where compulsory immunization by school
age exists, 19% of hospitalised pre-school children in one study had a documented
delay in immunization11.

Whatever the strategy adopted it is clear that current practice in Ireland and Britain
cannot achieve the WHO target of 90% immunization cover by 1990. We need to look
seriously at other options for achieving comprehensive Immunization cover.
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THE ONSET OF MENARCHE IN AN EASTERN HEALTH
BOARD POPULATION.

MICHAEL FITZGERALD.
MARY O'HANLON.

ANTHONY KINSELLA.

SUMMARY

Eight hundred and thirty six school girls were studied. The mean age
of reported onset was 12.5 + 0.06 with a standard deviation of 1.1
years. There was no statistical difference between social classes,
number of siblings, or place of the child within the family.

INTRODUCTION

The age of menarche is of importance to the physical and psychological well being of
the adolescent girl (Rutter, 1976). Psychological trauma associated with premature or
delayed puberty is well documented. The age of menarche is the most commonly
utilized indicator of the age of puberty.

The age of menarche is not fixed but varies between populations and overtime (Tanner,
1976). Since it therefore cannot be assumed that the chronology of menarche will be
the same between populations or even in the same population overtime or under
different environmental circumstances, it is necessary to study each population
separately and to make periodic re-examinations (Zacharias, 1970).

The age of menarche in Ireland was found to be 13 + 0.02 years in 1973 (Tanner) apd
13.5 + 0.08 years in 1986 (Hoey). In France it was 13.2 years (Ray, 1972) while
among Melanasians in New Guinea it was as late as 18.4 years (Malcolm, 1970).

Age of menarche has been associated with family size (Roberts, 1971). Roberts also
showed no independent effect for social class or family position.

METHOD

S i nt area were approached and all girls in each school age 10 - 17
ygzlilfsoisvé?eﬂ;;;?ci}claed. The questiggnairc included present age, age of menarche,
number of brothers and number of sisters, position in the family and both parents
occupation. Written parental consent was necessary for the girl to answer the
questionnaire. Eight hundred and thirty six girls participated in the study. The socio-
economics group was classified by Father's occupation using the United Kingdom

Registrar General Clarification (1970).
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RESULTS

Mean age of onset of menarche as reported by the girls was 12.5 + 0.06 with a
standard deviation of 1.1 years. Place within the family, number of siblings and socio-
economic groupings are shown in the Table 1 - 3. Using chi-square analysis, none of
the variables were significantly related to age of menarche.

DISCUSSION

The age of menarche (12.5 years) was lower than that found by Hoey et al. (1986) and
correlate with London (13.0), (Tanner, 1981) and American (12.8), (McMahon, 1973)
figures.

The lack of social class influence on the age of onset suggests a reasonable degree of
nutrition in these children.

Unlike the Roberts Study (1971) no association was found between age of menarche
and family size. The results concur with Roberts in that and show that no independent
effect for position of the child within the family and this has not been shown in Ireland
previously.

Menarche has been getting earlier during the last 100 years by between three and four
months per decade (Tanner, 1978). There is some evidence that this trend has stopped
in some societies (Tanner, 1981; Zacharias, 1976) but not in others (Wyshak, 1982).

It would appear to be continuing in Ireland if one compares the 1986 results (Hoey)
with our own.

Studies of monozygotic and dizygotic twin girls and sisters indicate that the age of
menarche is chiefly genetically determined under favourable environmental conditions
(Tanner, 1962). In present Irish conditions the age of menarche would appear to be
largely genetically determined.

In this study it was found that no case of either delayed or premature onset of
menarche.

Clear cut relationships between age at puberty and psychiatric illness has not been
demonstrated (Rutter, 1976). Howarth (1966) studied girls attending a psychiatric
hospital and found an increased proportion of anxiety states in the years before
menarche. In the Isle of Wight total population survey of 14 - 15 year olds, age of

puberty did not differentiate between those with and without psychiatric disorder
(Graham, 1977).

In the psychiatrically normal population, some girls feel pleased with the indication of
their feminine status but for others it carries connotation of shame and fear (Rutter,
1976). These girls may suffer from temporary depression and transiently refuse to

accept this very tangible proof of their femaleness (Group for the Advancement of
Psychiatry, 1973).

Increasingly, girls are taking oral contraceptives and these two may have adverse
emotional consequences (Annotation, 1970). Teenage pregnancies are also on the

increase and there 1s good evidence that the puerperium is associated with a substantial
increase in psychiatric disorder (Kendall, 1976).

In conclusion. the results may indicate that the age of onset of menarche in Ireland is

continuing to fall to general European levels and associated probl t
therefore be looked for in younger age groups. problems of menarche mus
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Table 1

Place in the Family Number of Girls

1 291

2 218

3 148

4 77

5 36

6 30

7+ 36
Number of Siblings Number of Girls

0 1

1 78

2 293

3 211

4 131

5 103

6+ 119
S.E.G. Number of Girls
I+1I 272
m+1v 342
V=VI 222
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HOPELESSNESS AMONG MOTHERS OF CHILDREN WITH
BEHAVIOURAL DISORDERS.

SINEAD COTTER.
MICHAEL FITZGERALD.

ANTHONY KINSELLA.

ABSTRACT

In this study four questionnaires, The Eyeberg Child Behaviour
Inventory, The General Health Questionnaire, The Guttman Scale and
Beck's Hopelessness Scale were administered to the mothers of 50
consecutive children referred to a child guidance clinic. A control group
of 30 mothers from the same area attending their General Practitioner
were administered the same questionnaires. As expected the children
who were referred to the Child Guidance Clinic scored higher on the
Eyeberg Child Behaviour Inventory compared to the control group.
There was a higher level of hopelessness among the mothers of children
referred to the clinic compared to the control group. There were no
differences between the two groups in the G.H.Q. scores and the
neighbourliness scores. The relationship between the four parameters is

discussed.

INTRODUCTION

It has been demonstrated that mothers with disturbed children show increased rates of
psychiatric illness!. The level of hopelessness in these mothers has not been studied.
Hopelessness has been identified as one of the core characteristics of depression2.3.4
and has been implicated in a variety of other conditions such as suicide2 and
schizophrenia$, alcoholism®, sociopathy® and physical illness”. In this study the
hypotheses that there would be increased feelings of hopelessness in mothers of
children attending a Child Guidance Clinic was examined.

Brown and Harris8 showed that social linkage is important for human psychological
well-being. In view of this the level of neighbourliness in the study populations was

also assessed.

METHODS

This study was carried out in the Child and. Family Centre in Ballyfermot Co. Dublm
over a three month period commencing m.January 1989. The study population
consisted of a group of 52 mothers whose phlldren (ages 2 - 16) had been referred to
the centre. One mother refused to partake in the study and one was excluded because
her child was less then two years. The final test population was 50. A breakdown of

the referral problems in demonstrated in Table 1.
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Table 1

Break;iown of Behaviour Problems of the Children Referred

to the Child Care Clinic.

Disorder . Number of Patients
Conduct disorder 20
Enuresis 5
Encopresis 3
Depression 4
Learning difficulties 9
Sexual abuse 3
School phobia 1
Night terrors/Somnambulism 2
Adjustment reaction

Stress related symptoms 5
Marital disharmony

Two children had mixed disorders. There were 34 males and 16 females. The
questionnaires involved are usually self-rating but because of literacy problems in some

of the mothers an interview-style rating

The control population which consisted of 30
catchment area attending their General Practitioner at

rather than a self-rating basis. The intervie
morning each week at the Health Centre and the study was carried out on the same
morning each week over four weeks in May 1989. All mothers attending their G.P.
who had children between the ages of 2 - 16 years were asked individually to
participate in the survey. Of those who had children ten were excluded because they
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each were first time mothers with a child less than two years. Two mothers refused.
Four mothers who were also in the study population were excluded. The final sample
population was 30. Prior to interview, the purpose of the survey was explained to each
mother. These were also asked the length of time they were living in the area, the
number of their children and their type of marriage. If there was more than one child in
the family we selected the child who would most closely match the test group in age
and gender when the Eyeberg questionnaire was being administered.

MEASURES

The G.H.Q.-28 was used to measure the level of psychological stress. It consist's of
28 questions on recent changes in psychological and physical symptoms and ability to
carry out normal activities. Many studies have shown it to be a valid and reliable
measure for use in adult populations®. The respondent was asked if they had recently
experienced a particular symptom or type of negative behaviour on a four point scale
ranging from "“less than usual” to “much more than usual". There were 28 questions in
all. Replies of "rather more than usual" or "much more than usual” to a negative
symptom meant a score of 1 with a possible total score of 28. A "less than usual
response” attracted a score of 0 for each item.

The Eyeberg behaviour inventory is widely used in the assessment of behaviour
problems in children. It's validity and reliability are well established!0. It is used to
assess the parents report of their child's behaviour. It is constructed to assess 36 items
on two dimensions, firstly the frequency of it's occurrence and secondly it's
identification as a problem. The frequency ratings range from, 1 never occurs to, 7
always occurs, which gives a possible score range of 36 - 252. The identification of
each item as a problem gives an additional potential score of 36. Thus the overall score

range is from 36 - 288.

One third questionnaire measuring women's neighbourliness is based on the Guttman
scale as described by Paul Walien!1-12. This scale is used for investigating factors
accounting for individual differences in neighbourliness. There are tyvelve SC?JC items.
Eleven of these items have two responses, indicative of greater r}c1g_hbqur11ness and
designated G.N. with a score of 1, or an alternative response indicative of lesser
neighbourliness and designated L. N. with a core of 0. One item has three possible
responses with scores of G.N. (2), G.N. (1) or L.N. (0). The possible range of

scores is 0 - 13.

The hopeless scale as constructed by Beck!3 was the fourth parameter studl_ed'. Beck
designed this scale to reflect the respondents negative expectancies. It consists of 20
true-false statements of which 9 are keyed false i.e. a false response to these items is
assigned a score of 1. Eleven items are keyed true and a true response to each is
assigned a score of 1. A response other than the keyed response is scored 0. Thus the

possible score is from 0 - 20.

RESULTS

i for each of the four parameters tes_ted in both (hc stqdy
gﬂ; ifévtiifgnﬁzﬂ:oa&g? The standard deviation is shown in parenthesis beside
each mean value. The unpaired (two sample) student t-test was used‘to assess the
probability of each result which is indicated in the end column. There was a s_tatlstxcally
significant difference between the scores of the study and control pf(zpulauort;s when
measuring hopelessness (p = 0.001). There was also a significant difference between
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them on the Eyeberg score (p = 0.001) which was as we expected. Scores on
neighbourliness and the G.H.Q. demonstrated no statistical difference between the two
populations. The mean duration that the mothers in the study group lived in thq area
was 12.7 years, standard deviation 11.9 years compared to a longer duration in the
control group of 18.5 years (standard deviation 11.9 years). This difference was not
statistically significant (p < 0.039).

Table 2

Scores of the test and Conduct Populations by the Four Instruments.

Instrument Problem Control T

(n=50) (n=30)
G.H.Q. 7.40 (6.90) 7.07 (5.92) +0.22 (p = 0.83)
Eyeberg 123.00 (42.3) | 94.00 (24.6) +3.42 (p + 0.001)
Hopelessness 5.76 (4.45) 2.47 (4.07) +3.31 (p = 0.001)
Neighbourliness 8.66 (3.36) 9.00 (3.25) -0.44 (p = 0.66)

The T statistic is the unpaired (two sample) student t-test. The standard deviation is
shown in parenthesis beside the mean values.

We also compared the type of marriage in the two groups. See Table 3. In this study
18% of the problem group were separated compared to 6.6% of the control group.
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Table 3

Types of marriages in the two populations.

Marriage Study Group Control Group Total
Separated 9 (18%) 2 (6.6%0 11
Married 37 19 56
Single parent 2 5 7

Common-law

(Cohabitee) 1 4 5

Step-patent 1 0 1

Total 50 30 80
DISCUSSION

The importance of hopelessness in a variety of psychopathqlogwal conditions has been
well established. In our study there was a significantly higher level of hopele§sqess
among the study population. The Beck hopelessness scale used to measure this is a
well established instrument. It has been evaluated in a number of studies and has been
found to be reliable, sensitive and easily adn}inistc.:rcd”.‘ The study and control
populations also differed in their Eyeberg questionnaires, with a significantly higher
score in the study group. This confirmed the expected finding of a greater magnitude
of behavioural disturbance among the children atwr}dlng the C.G.C. Both groups were
selected from the same geographical area, a relatively socially QCpressed §uburb of
south west Dublin which was socially homogeneous, therefore socio-economic factors,

although not formally assessed should have been similar.

in the length of time they were resident in the area. While this
ficant (p = 0.037), in a study with a larger population this may
factor. They also differed in marital stau;]s, the stud);
. . ; i ble 3). The impact o

her percentage of marital separations (see Ta : '
f}fgugnhﬁl\:%ge}?al\l,li%uzlpdisturbagncc in the child and the hopelessness in the mother is
difficult to assess. We hypothesized that mothers 1n the study group would have a
higher level of psychological stress as measured by the G.H.Q., however this was not
true. Most of the reported data on the G.H.Q. is obtained from.pallenm in consulting
SCtti.ngs Goldberg, Kay and Thompson? carried out a community based survey (a 1 :

The two groups differed
was not statistically signi
emerge as a more significant
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23 random sample) comprising 213 south Manchester respondents. The mean score in
females was 7.1. In a group of 240 consecutive primary care female attenders the mean
score was 12.0. In our study mean scores of 7.40 in the study group and 7.07 in the
control, were less than we expected. Our hypothesis that the mothers attending the
clinic would feel more socially isolated and consequently score lower on
neighbourliness was also untrue. We also expected that there would be a direct
correlation between the duration of time living in the area and a higher neighbourliness
score but this was not so.

Our most significant finding suggests that mothers of children attending a C.G.C.
experienced higher levels of hopelessness than a control population. Whether or not
these feelings of hopelessness in the mother are a cause or an effect of behavioural
problems in her child, they can certainly exacerbate the situation by impairing her
parenting skills. This aspect of the maternal psyche deserves study in greater depth.
It's extent should be outlined more fully in similar populations. Therapeutic
approaches to deal with these feelings of hopelessness should be developed and then
applied and studied in order to determine their impact.
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BEHAVIOURALLY DEVIANT PRE-SCHOOL CHILDREN
AND DEPRESSED MOTHERS.

HELEN LEADER.
MICHAEL FITZGERALD.

ANTHONY KINSELLA.

While many studies have been carried out on the incidence of behaviour problems in
school aged children, few researchers have studied the prevalence of behaviour
problems in the pre-school child. The most extensive study in the area was carried out
by Richman, Stevenson and Graham in 1975. They found the incidence of behaviour
problems in pre-school children in a North London Borough to be 14.3%. Earls and
Richman, 1980 studied behaviour problems in West Indian three year old children in
the same borough and found a similar result. Richman also found that behaviour
problems in the pre-school child tend to be closely associated with depression in their
mothers. George Brown (1975) in his Camberwell Study, found the incidence of
depression in working class women to be as high at 40%. He claimed that depressive
conditions are often the result of aetiological factors of a directly sociological nature.

METHOD

A pre-school play group was chosen in which to conduct our stqu. It was the most
adjacent pre-school to the clinic in which the researchers worked, it's staff were already
familiar to the researchers, which made for good co-operation between them. This pre-
school was directed and staffed by experienced child care workers. It was situated in a
working class Dublin suburb, five miles from the city centre and consisted mainly of
local authority houses and a small number of privately owned dwellings. While new
houses were still being built, this suburb commenced development twenty-five years
ago, giving a certain cohesiveness to the community and containing many second and
third generation families. There were no high-rise or low-rise flats in the area. Like
with all other working class Dublin suburbs, there was a high and increasing

unemployment and crime rate.

All three and four year olds attending this group were selected. The aim was to detect
the incidence of behaviour problems in these children, and of depression and anxiety in

their mothers.

uestionnaire (B.S.Q.) devised by Richman and Graham
i i [ 1 inistered by the same
was the children. This questionnaire was administered by the
rescaggﬁgrtgoii?fgoth; of each child. A total score of ten on this questionnaire was
taken to indicate the possibility of a behaviour problem. The B.S.Q. has been tested
and proven to be a reliable method of assessing behaviour problems in the Enghsh pre-

The Behaviour Screening Q
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school child. It has been shown to detect 100% of cases who would be described as
moderately or severely disturbed on clinical interview.

The mothers of these children were asked to complete the Leeds Scales - these are self
assessment scales for anxiety and depression, devised by Snaith, Bridge and Hamilton
in 1970. The results of these scales have shown to significantly correlate with observer
ratings for anxiety and depression. Three mothers were not seen - one was chronically
ill and in hospital, one family had moved from the area to an unknown address and one
mother remained unavailable, despite persistent home visits. The help of the pre-school
leader was also enlisted, who scored the behaviour of each child on a rating scale.
Information about family size, employment of father, physical health of parents and
child as well as marital status and contentedness were also enquired about.

RESULTS

The sample consisted of fifty-nine children, twenty-seven males and thirty-two
females. There was a total of fifty-two mothers. Ten children i.e. nine boys (33.3%)
and one girl (3.1%) were rated as behaviourally disturbed on the B.S.Q. Fifty per cent
of the mothers were rated as depressed and forty per cent as anxious. Using the
Pearson Product moment correlation coefficient (Greene and d'Oliviera {1982]), there
was a strong correlation between anxiety and depression occurring together in a
particular mother (r = +0.66 P < 0.001). Looking at the correlation between B.S.Q.
scores over the whole sample with mother's depression and anxiety, the B.S.Q. was
found to correlate statistically significantly with both. The B.S.Q. correlated with
mother's depression (r = +0.37 P < 0.01). The B.S.Q. correlated with mother's
anxiety (r = +0.62 P < 0.01). In the case of the problem group there was an even
stronger correlation between B.S.Q. scores and mother's depression was, r = +0.62 P
< O.QS. The B.S.Q. correlated with mother's anxiety was, r = +0.65 P < 0.05.
Looking at individual questions on the B.S.Q. over the entire sample of children, the
most frequently occurring difficulties experienced were with dependency, sleep,
concentration and discipline. In the problem group, the overall score for each question
was higher, with no question scoring significantly higher than others. The mean family
size was 2.6 for th; problem group and 2.8 for the overall sample. The only useful
predictor of behaviour problems in the pre-school child was the child's sex. While
other factors such as single parenthood, marital disharmony, unemployment of father
and parental and child ill health tended to be associated more frequently with
behaviourally disturbed children, the results were not statistically significant. The

teacher's impression of the child's behaviour correlated negatively wi ;
on the B.S.Q. egatively with parental rating

DISCUSSION

When the B.S.Q. was administered to fifty-nine pre-school children, 1 hem
were rated as behaviourally disturbed. The ovcrallppcrccntagc is sorie;vh%tgl?gggrtthan
reported by other researchers using the same rating approach. It could be postulated
that the sample of children was not representative of the general population of children
in the area, but representative of a pre-school group and that more deviant children tend
to attend pre-school facilities. The evidence against this is that on questioning, most
mothers said they placed their children in the play group to enable them to pla;I with
peers and not because they were deviant. Richman (1980) found that children attending

a pre-school facility were very little different from th ion i 1
likelihood of showing behaviour problems. i (e genoral population in thelr
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The high correlation between maternal psychopathology and behaviour problems
occurring in her child may have many explanations. The child may have many
explanations. The child may be responding to his mother's depression, or of course, it
may be the child's behaviour problem that caused his mother to become depressed.
Another explanation is that the child's behaviour problems and the mother's depression
and anxiety may originate from the same outside source and may be compounded by
mutual interaction.

Why were the boys in the sample showing behaviour problems nine times more often
than girls? Richman found the ratio of behaviour problems in three year old boys and
girls to be 1.5 : 1 respectively. We have been unable to satisfactorily explain this
discrepancy, except by generally accepted theories. Shaffer et al., 1980, has found
evidence linking male sex hormones to some aggressive behaviour. An active normally
aggressive boy may be perceived as deviant by his mother, especially if he is
depressed. Child rearing practices for boys and girls differ - parents tend to be more
harsh and punitive in the treatment of boys and put emphasis on the development of
complicancy and gentle behaviour in girls (Marcoby and Jacklin, 1980). boys tend to
play outdoors more than girls and therefore may be more influenced by delinquent
behaviour in their environment. Rutter, 1970 and Hetherington et al. (1977) found that
boys seem to be more responsive to stress situations than girls. They are therefore
probably more sensitive to the presence of a depressed or anxious mother as a stressor.
Why were so many of the mothers in the sample depressed? It is because they had a
child who was difficult to manage - but then a very large proportion of parents with so
called "normal" children were also depressed or anxious. These women were at the
vulnerable "life stage" that George Brown (1978) describes - they were young, had
young children living at home and 19% were dissatisfied with their marriage and
consequently would not have a confiding relationship with their husbands. Their lives
would fit into George Brown's description of an “uneventful life" - where women have
very little to look forward to - which unfortunately is often the plight of the working
class mother. Other vulnerability factors were that they were urban women - Rutter and
Quenton describe "inner city stresses” which greayly increase the prevalence of
psychiatric disorders in women, particularly depression. Only two of these women
worked, Grown (1978) thought work may be a protective factor, unemployment of
spouse and financial difficulties have also been linked with maternal depression. One
may postulate that the recent recession which is causing much economic hardship and
unemployment as well as the increasing crime rate, where many women live in fear for
their own and their children's lives are added vulnerability factors.

The teacher's impression of the child's behaviour correlated negatively with parental
rating on the B.S.Q. Firstly, both teacher and parent used different types of
measurement. Also various studies comparing children’s behaviour in the classroom
and at home showed that only about one in five children was identified as deviant by

both parents and teachers.

i i haviour existed in
It was our impression that much psychopathology and problem beh: d
our catchmenrt) area and that we were seeing very fcyv of these disturbed families
because the social factors that increase the risk of psychiatric Q1§order generally reduce
the chances of reaching the psychiatric services. We feel clinics such as ours should

i i - i ith behaviour and
n trving to detect more pre-school children wit v
o e borause it is at this age that we can most successfully intervene

i , because 1 .
gglf(())trl: I::i&%gl;ﬁ patterns of behaviour become entrenched and more difficult to

reverse.
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CHILDHOOD DEPRESSION.

MICHAEL FITZGERALD.

Undil relatively recently there was a prevailing assumption that depressive disorders
rarely occurred in children. There was a belief that the psychological structure of the
child was incapable of forming depression.

In the 1960's the idea of depressive equivalents or masked depression began to appear
in the literature. It was argued that depressive conditions did occur in childhood but
that they took a masked form in which somatic symptoms, enuresis, or conduct
disturbances constituted depressive equivalents. However the boundaries of masked
depression were never clearly defined and they gradually became extended to the point
where almost any form of childhood and adolescent disorder could be considered as a
masked depression. This lead to up to 61% of children attending child psychiatric out
patients were being given a diagnosis of depression.

It is hardly surprising that there was a strong reaction to masked depression and an
increased recognition developed that depressive conditions could meet adult criteria for
depression and did appear in childhood. However, unlike what was observed with the
concept of masked depression, using adult criteria led to a very restrictive approach to
the problem and reportes of rates of depression in child and adolescent psychiatric out
patients had even "decreased" to 0%. A debate then arouse as to the equivalence of
childhood and adult depression. What became clcgr to p_eopl-e was that you could elicit
adult type depression if you asked children about it. Bailly in the European Child and
Adolescent Psychiatry Journal (1992) points out that the current American diagnostic
and statistical manual that is DSM-3-R criteria represent a part synthesis of the two

previously reported positions.

DSM-3-R classified as depressive disorders into major depression and dysthymia.
There has to be at least five of nine symptoms of which either depressed mood or
diminished interest or pleasure in everyday_activitigis must bp present. The symptom
list includes either weight loss or gain, insomnia, agitation or retardation, poor
concentration, feelings of worthlessness, and recurrent thoughts of death.

Dysthymia is used when the condition is present for at least one year and involves
depressed or irritable mood and two of five symptoms including poor appetite,
insomnia, low energy, low self esteem, poor concentration and feelings of
hopelessness. The ICD 10 classification makes similar distinctions, categorizing
depressive symptoms into depressive episodes, recurrent depressive disorder and

dysthymia.
ression particularly using adult criteria we must consider

i tive development. It is clear that young children differ from adult in
:_}hl:i: %ﬁft;(igr:g:ﬁim sgmptoms of d;:pression particularly the cognitive symptom
of hopelessness. It is also clear that children may rmslabcl anger as depression. If
children are to experience guilt, feelings of unworthiness and a sense of failure it is
necessary that they appreciate the meaning of standards and are able to compare
themselves with others and can understand the concept of failure to achieve a particular

standard of performance.

In considering childhood dep
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Young children tend to have an over optimistic view of their competence and it is only
during the early years of schooling that they begin to adjust their self perceptions as a
consequence of past failure. Perhaps this tendency accounts for the finding that young
children are less likely to have learned helplessness in response to a repeated
(experimentally induced) task failure. Rutter (1988).

Kagan (1982) suggests that self concepts related to the capacity to feel guilt arise about
the age of two years. However depressive cognitions involve more than a sense of
specific task failure and require that the sense of failure be experienced as generalized
and projected into the future.

Children as young as four or five years are aware that other people may feel proud or
ashamed of them, but it is not until 8 years or so that they talk about being proud or
ashamed of themselves. (Harter 1983). Self awareness in the form of marked self
consciousness probably increases during adolescence. Anxieties about the future
increase during the teenage period. Young children do no think much of the long term
future nor do they conceptualize actions in terms of distant consequences. Probably it
is only during later childhood and early adolescence that future perspectives come to the
fore. It would seem that such perspectives may be important in the development of
feelings of hopelessness about the rest of life. (Rutter, 1988). The age at which
children are able to experience selective attachments to particular people is relevant
because of the emphasis on the loss of love relationships as a factor associated with

depression. This selective attachment usually becomes manifest during the second half
of the first year of life. (Rutter, 1988).

PRE-SCHOOL

Professor Graham (1991) points out that it is difficult or impossible to imply some
classical features of depression such as low self esteem, hopelessness and recurrent
thoughts of death to classify depression in the pre-school age group. Neévertheless
there is no doubt that babies, toddlers, and other pre-school children can appear
depressed over a significant period of time and that it is meaningful to think of their
psychological problems in these terms. Characteristically, when depressed, infants and
toddlers are apathetic and refuse food. They are miserable, unhappy, and irritable, and
may spend a good deal of their time crying and rocking. Such children are often
referred to paediatricians because of failure to thrive. Growth failure is often
accompanied by non-specific diarrhoea. On examination, no physical abnormality is
found to account for these symptoms but the child is fretful, insecure and unhappy.
There is often evidence of mild developmental retardation. The picture may occur as a

result of gross and obvious neglect or there may be more subtle reasons why the child
1s so disturbed.

Dr. Maureen thcrty (1992) has developed a Pre-school Depression Scale and in a
study of depressive states in 11 psychiatrically hospitalized pre-schoolers aged 3 years
to 51/, years she found that 4 out of 11 met criteria for major effective disorder and that
4 out of 11 had a positive dexamethasone suppression test. She questioned the degree
to which depression and anger are separate or associated affects.

Kashani (1979) found a rate of 0.9% major depression in children attending a child

development clinic. These were children who had been ref: f i i1d
development and behavioural problems. erred for a variety of chil

Let us look now at what discriminates depressed from non-depressed children.

Harrington studied the Maudsley Hospital London item sheets of child psychiatric‘
patients which are completed at the end of assessment and treatment. Harrington
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carried out a discriminant analysis to establish which symptoms best discriminated
between depressed and non depressed children. He was able to do this with 80%
accuracy and found that the best discriminators were:

€)) Suicidal features.
2) School refusal.
3) Obsessions.

4) Hypochondriasis.

A follow up study of children who attended the Maudsley Hospital as child psychiatric
patients found that symptoms associated with adult criteria for depression i.e. disturbed
sleep, disturbed eating, and suicidal features in children best predicted at follow up in
adulthood depression.

Other studies have shown that social withdrawal and depression covary to almost
100%. When you have social withdrawal you must consider depression. It is
interesting that Goodyear (1988) found that anhedonia that is lack of a sense of pleasure
in life which is central to DSM-3-R classification of depression was not common in
adolescence and that worthlessness, guilt and crying were also not particularly common
in adolescent depression.

It is important to realise that the diagnosis of child and adolescent depression is often
missed. Adolescents do not recognise themselves as depressed and parents and others
don't notice it very clearly. What they do notice is a deterioration in school
performance, or changes in their child's relationship with siblings or other family
members including withdrawal, increased fighting and irritability.

Now a word about gender differences. As regards depression there is no difference
between sexes during pre-puberty but adolescent girls out number boys by about 2 to
1.

Bailly (1992) in a study of French adolescents found t!lat thoug}_lts of Qeath, somatic
complaints, like asthma, diabetes, conduct dlsordcr,'dlssaUSfathon with appearance
and school difficulties was significantly associated with depression only in males. He
concluded that males were more susceptible to family problems because he only found
a significant correlation between parental depression, anxiety or alcohol abuse and
depression in males. Nevertheless females showed significantly more on the following

that males:

(@  Weight loss or gain.
(b)  Insomnia.

(c)  Fatigue.

(d)  Loss of energy.

()  Poor concentration.

(9] Indecisiveness.

e in the prevalence of depression with males at

. . - ior s
2 found no significant 7o ol 3-R criteria. I found a rate of 4% as well using

4.1% and females at 4.7% with DSM-3
the Achenbach Child Behaviour Checklist.
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Let us look now at predisposing factors to depression.

€]

(b)

©)

(@)

(2)

(3)

(4)

1)

(2
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Biological Factors:

Foreman and Goodyear (1988) had found raised mean salivary cortisol levels in
a group of depressed children but later studies found no significant correlations
between cortisol in major depressive disorders compared with conduct
disordered or normal adolescents.

Depressed children also show hyposecretion of growth hormone in response to
the probe clonidine.

The possibility of a common pathophysiology between major depression and
attention deficit hyperactivity disorder is raised by similar rates of non-
suppression using the dexamethasone suppression test. (30% M.D., 28%
ADHD). Nevertheless, the DST has a lower specificity for children than for
adult patients. :

Professor Graham (1991) points out that the evidence for neuro transmitter and
endocrine abnormalities is weaker in children.

Family Histories of Psychiatric Disorder in Children with
depression.

These depressed children tend to come from families with histories of
psychiatric disorder including effective disorder on the maternal side and on the
paternal side mixed diagnosis including effective, anti social and substance
abuse problems. Veluri and Fitzgerald (1993) in a study of the life time
prevalence of depressive disorder in a consecutive series of adult patients
attending a psychiatric department of James Connolly Memorial Hospital found
that 45% had a positive family history of depression. The familial nature of

depression is open as to whether the mechanism is genetic or environmental and
there is no clear cut findings to elucidate this issue.

Temperament.

It is unclear whether children with poor adaptability are more predisposed to
depressive disorders. My clinical opinion is that they are.

Chronic Life Adversity.

Children who are living in difficult and deprived circumstances are more at risk.

Triggering or provoking events:

A Great Ormond Street study of adolescent depression has sh increased
number of life events before the onset of depreSSion. 45 Shown an mere

Viral illnesses.
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Now I would like to look at depressive symptoms and depressive
disorders in a series of Irish studies.

Leader and Fitzgerald (1984) examined the incidence of depression in a consecutive
series of 49 children age 6 to 16 years attending a child guidance clinic. They
administered the Kiddie SADS which is a semi structured interview for effective
disorders and schizophrenia. They also administered the Depression Self Rating Scale
which is a screening instrument for depression. The mothers of these patients were
also given the Leeds Self Rating Scales for anxiety and depression. 20% of children
showed evidence of depression. There was a highly significant correlation between the
results of the Kiddie SADS and the Depression Self Rating Scale. 37% of the mothers
scored positively for depression on the Leeds Scales.

The follow up study:

Five years later Fitzgerald & Jeffers (1994) carried out a follow up study and managed
to make contact with 42 out of the 49 children originally assessed. These included 8
out of original 10 children identified with depression in 1984. They again used the
same instruments for the children under the age of 16 but for those over the age of 16
they used the Standardised Psychiatric Interview. The mothers were again screened for
depression using the Hospital Anxiety and Depression Scale which was an improved
version of the Leeds. The children or adolescents who were depressed in 1984 and
under the age 16 in 1989 had a 50% chance of being depressed in 1989. Children who
were not depressed in 1984 had a 12% of being depressed in 1989. They found
basically the same situation for those over 16 years of age. They found a significant
correlation between depression in the mother and depression in the child at follow up.
As the numbers in this study were small extrapolations can not be made. Nevertheless
the findings were similar to other studies. The busy paediatrician will want to know
how good was the short screening instrument the Depression Self Rating Scale in
predicting depression at 5 years follow up. Indeed it is interesting that the K}ddlC
SADS and the depression self rating scale were equally good at predicting depression at
five years follow up. 44% of the mothers were depressed initially and 15% were
depressed at follow up. One other point was that the females were more likely to have
persistent depression than the males but the numbers were small. There was no
difference in the rate of depression when the mean age was 10 years or when it was 15

years at follow up.

The effect of maternal depression on children:

Fitzgerald & Kinsella (1989) looked at depressive symptoms
znnfim tﬁg‘fﬂgﬁgﬁﬂﬁrﬁg ’stategand trait anxiety, as well as self esteem and behaviour
problems. They found a significant ncgatlvc‘co.rrelatlon bthecn self esteem and
depressive symptoms. As expected there were significant positive correlations .betwccn
state anxiety and trait anxiety. It has been suggested therefore that anxiety and
depression are not distinct but part of a more general category of emotional stress called
negative affectivity. Findings are generally against this Constﬂict There ]W?S
considerable co-morbidity for depression, anxiety and behaviour prob ems particularly
anti social behaviour. Scores of more than two standard deviations above the mean
were taken as indicative of high anxiety on the State Trait Anxiety <?f Speilberg's.
3.5% (3) scored above two standard deviations on the State Anxicty lScale. Of t]hOSC
who scored above these limits on the State Anxiety Scale (3) 2 scored also pf)smvc X.On
the Depression Self Rating Scale and both of these also scored as behaviourally deviant

on the Rutter B2 Scale - Conduct Disorder.
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The significant relationship between self esteem and depression (-0.627) indicates a
close association between these factors. Depression could either be a cause of low self
esteem or low self esteem could be a vulnerability factor for depression. Certainly in
the clinic domain one sees low self esteem as a low vulnerability factor for depression
and depression lowering self esteem. It is of interest that Brown found that negative
evaluation of the self was shown to predict depression in adults in response to a
provoking agent. It is also of interest that the Offer Self Image Questionnaire has been
shown to predict outcome of adolescents depression better than age, sex or social class.

Depressive symptoms in female adolescents:

When Brown, Fitzgerald & Kinsella (1990) looked at psychological stress in 130
female adolescents average age 16 years using the Youth Self Report Questionnaire of
Achenbach they found that 4% of the sample scored on the Depressed Subscale. When
they looked at individual items we found that 34% of adolescents said it was sometimes
true that they cried a lot and 11% said it was often true. 43% said that it was sometimes
true that there moods or feelings change suddenly, while 29% said that this was often
true. 22% said that it was sometimes true that they thought about killing themselves,
while 7% said that this was often true, 51% said that it was sometimes true that they
were unhappy sad or depressed, while 10% said that this was often true. A study
(Williams and Fitzgerald, 1989) of 131/, year old male and female disadvantaged
adolescents using the General Health Questionnaire found that 44% reported 6 or more
symptoms with no difference between males or females but the mean scores of the
females were higher than the males which suggested that the switch over to the
adolescent and adult pattern was taking place.

Depressive symptoms and disorder in 10 year olds:

Ina sgudy of 2029 10 year olds Fitzgerald & Jeffers (1994) found that using Teacher
Questionnaires when teachers were asked whether the children were miserable they said
that this applied somewhat to 10% and definitely applied to 2%. When they
interviewed the parents of a sample of children scoring positively and negatively for
behaviour problems on the screening instrument and asked the parents about individual
symptoms in their children they found that 4% of the children were chronically
unhappy and 1.6% were depressed. When the children were given individual
diagnosis using the ICD-9 classification system 1.1% emerged with endogenous
depression. These children had symptoms of persistent depression with sleep
disturbance, poor appetite, psychomotor retardation and they felt unloved and
unwanted. These symptoms differed from the 1.6% with a disturbance of emotions
specific to child and adolescents i.e. misery and unhappiness. (These had a longer
duration and showed a lack of a close relationship in time and content to some stress).
It is also of interest that 31% of the mothers in this sample of 190 had formal
depressive disorder on interviewing which was significantly associated with marital
discord, lack of a confidant, dissatisfaction with role and a wide variety of social
contact variables as well as financial and housing problems. All these variables were
equally significantly associated with child psychiatric disorder.

Clearly depression has significant effects on children:

(1) Social modelling may play a role.

2) :}[1 is interesting that children become self critical because of maternal criticism of
em.
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3) Dcprpsscd mothers are less available and more irritable and find it difficult to
tune into their child.

“ Depressed mothers are more preoccupied with their own condition and critical
of their babies and children.

o) Infants react with distress and looking away when mother is still in a
depression. With depressed mothers this is maintained even with strangers.
This may be the beginning of learned helplessness. There is an interference
witllll social interaction and this affects language and social responsiveness as
well.

(6)  Children of depressed mothers cry more.
@) They have more insecure attachment.

(8)  Depressed mothers are more controlling in their talk. Children of depressed
mothers have more sleep problems, temper tantrums and behaviour problems,
reading problems and performed less well at cognitive tasks at age five.

(9)  When mothers depression remitted children's behaviour problems did not
necessarily improve.

(10) High LQ. and good temperament can be protective in this environment.

Co-morbidity and Depression:

One of the most consistent findings from recent research into child and adolescent
depression has been that it is very common for these disorders to occur in conjunction
with other psychiatric problenis including conduct and anxiety disorders as well as
educational retardation and anorexia nervosa.

In Goodyear's et al. (1988) study he found that 40% of his depressed patients had co-
morbidity with other psychiatric diagnosis. It is also of interest that Kovacs et al.
(1988) found that the conduct disorder did not remit when the depression lifted but
persisted and was often associated with long term behavioural problems. This
suggested that the conduct disorder and depression had different prognostic
implications. This supported the idea of co-occurence. It is also possible that co-
morbidity could be explained by the fact that one disorder creates a risk of another or it
could be explained by the fact that multiple diagnostic categories are reflecting a single

underlying disorder.

Treatment of Depression:

ific stresses in the child's life have to be dealt with for example
M {:Zzﬁnggrlfasguage problems, intellectual deficits, bullying or reactions to

disorders like diabetes, asthma, etc.

ical therapy will focus in the ﬁrs( instance on communication

@ glfb{)esrﬁzh\(;’li(zl%ilgalthc fanl:iyly. The depressed child may be scapcgoatt?q and
constantly criticized by family members. In Ireland parents are exccs5{vclx
critical of their children. Helping famll.xes 10 mll\ and ldcnu.fy positive ‘aspeus_ of

each other and to reinforce each other 1n a positive way with praise (.somell_upg

that is greatly feared by many Irish parents) can be very helpful. The families
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increased empathy and understanding of each others position can make a big
different. Previous studies have shown that when the symptoms of depression
remit and the child's interpersonal difficulties can remain and will need attention
in their own right some times using individual psychotherapy. (Puigh-Antich et
al., 1982).

Individual psychotherapy is very important. The children often have much bottled up
anger and resentment at real or imagined wrongs done to them. This anger is turned
inwards which increases their depression and ventilation of this is extremely important.
I have often noticed that depressed patients have a sense of being unloved and
undervalued. This can lead them to being withdrawn which only increases their
depression. Some would see this as a social skills deficit. Helping to reality test their
situation, to become more trusting and to engage more directly with people can be very
helpful. Getting them to make positive statements about themselves to themselves is
very important in countering the negative self statements that they make so often about
themselves for example "I am no good nobody loves me" etc. Sometimes cognitive
therapy for adolescents in a group setting a long the lines I have described can be
helpful.

Finally if all this fails anti depressants should be considered i.e. Imipramine for the
slowed up child or amitryptline for the agitated child. Unfortunately there is very little
sound evidence for the efficacy of anti depressants in childhood. Puigh-Antich et al.
(1987) found Imipramine no more effective than Placebo.

A number of reasons for the lack of effectiveness of anti depressants have been
suggested including:

(1)  Difficulty of sustaining satisfactory anti depressant blood levels and compliance
problems.

(2)  Problems in separating subgroups of depressives. Is it possible that those with
more endogenous type depression might respond better?

3) Itff maybe that there are greater placebo effects in childhood or weaker drug
effects.

4) Adolescent receptor sites may be altered explaining differences in response.

(5)  Finally it may be that there is some immaturity in the noradrenergic system that
is responsible.

REFERENCES

(1) Bailly D,, Beuscart R., Collinet C., Alexandre J. Y., Parquet P. (1992). Sex

differences in the manifestations of depression in vou le. E an
Child & Adolescent Psychiatry. 1,3, 135 - 145, & POOPiC. Europe

) Rutter M. (1988). Depressive disorders in assessment and diagnosis in child
psychopathology. Eds. Rutter M., Tima A. H., Lann LS. Fulton: London.

(3)  Harter S. (1983). Developmental perspectives on self esteem. In E. M.

Ivivqiheﬁngton (Ed). Socialization, personality and social development. N. Y.
iley.

(4)  Graham P. (1991). Child psychiatry. Oxford University Press.

- 146 -



&)

(©

M

®

®

(10)

(11)

(12)

(13)

(14)

(15)

(16)

a7

(18)

(19)

(20)

Doherty M. (1992). Pre-school depression. Royal College Psychiatrists
Annual Meeting, T.C.D. Dublin,

Kasha_ni J. (1979). The incidence of depression in children. Amer. J.
Psychiatry. 136, 1203 - 1205.

Harrington R. C., Fudge H., Rutter M., Pickles A., Hill J. (1990). Adult
outcomes of childhood and adolescent depression. Archives of General
Psychiatry. 47, 465 - 473.

Murphy M., Fitzgerald M., Kinsella A. (1989). A study of emotions and
behaviour in children attending a normal school in an urban area. Ir. J. Med.
Sc. 158, 4,117 - 122.

Fitzgerald M, Jeffers A. (1994). A follow up study of depressive illness in
childhood. British Journal of Clinical and Social Psychiatry. 9, 1, 12 - 15.

Brown K., Fitzgerald M., Kinsella A. (1990). Prevalence of psychological
distress in Irish female adolescents. Journal of Adolescence. 13, 4, 341 - 350.

LeaderlH., Fitzgerald M. (1984). The incidence of major depressive disorder
in children attending a child guidance clinic. British Journal of Clinical and
Social Psychiatry. 6,4, 117 - 119.

Foreman D. M., Goodyear I. M. (1988). Salivary cortisol hypersecretion in
juvenile depression. Journal of Child Psychology & Psychiatry. 29, 311 -
321.

Williams and Fitzgerald M. (1989). Psychosocial distress and attitude to
authority in a sample of Irish adolescents. Irish Journal of Psychological

Medicine. 6, 37 - 40.

Veluri R., Fitzgerald M. (1993). A study of the lifetime prevalence ot
depressive disorder in first degree relatives of patients with major depressive
disorder. Irish Journal of Psychology. Spring. 3 - 4.

Fitzgerald M., Jeffers A. (1994). Psychosocial factors associated with
psychological problems in Irish children and their mothers. In Press, Economic

and Social Review.

Kovacs M., Paulauskas S., Gatsonis C., Richards C. (198'9). Depressi.vc
disorders in childhood III. A longitudinal §tudy of co-morbidity with and risk
for conduct disorders. Journal Affective Disorders. 15,205 - 217.

Goodyear I. M., Wright C., Altham P. M. E. (1988). Maternal adversity and
recemy stressful life cgvents in anxious and depressed children. Journal Child

Psychology and Psychiatry. 29; 651 - 667.

igh- Anti ., Gittelman R. (1982). Depression in childhood and
Eg:)%:sé?lg? JIn E.S. Paykel (Ed) Handbook of affective disorders.
Edinburgh: Churchill Livingstone.

- oh.Antich J.. Perels J. M., Luputkin W., Chambers W. T., Tabrizi M. A.,
El::lgghﬁtllg%’;)’ t;’:Sipraminc in pre-pubertal major depressive disorders.
Archives General Psychiatry. 44, 81 - 89.

Kagan J. (1982). The emergence of self. Journal child Psychology and
Psychiatry. 23, 363 - 382.

- 147 -






A STUDY OF THE LIFETIME PREVALENCE OF DEPRESSIVE DISORDER
IN THE FIRST DEGREE RELATIVES OF PATIENTS
WITH MAJOR DEPRESSION.

RAMAMOHAN VELURL

MICHAEL FITZGERALD.

SUMMARY

A consecutive sample of patients with a diagnosis of major depression
was taken and the lifetime prevalence of depression in their first degree
relatives was determined by Family History method of Research
Diagnostic Criteria (FH RDC). A prevalence of 11 per cent was
obtained. An attempt was made to explain the results. The Hospital
Anxiety and Depression (HAD) scale was also administered to the same
sample of patients and it was found that many more anxiety symptoms
were revealed, which could not be detected at the clinical interview.

INTRODUCTION

It is generally agreed that the life time prevalence of depression in the first degree
relatives of probands with depressive illness is in the order of 15 per cent, as compared
to 3 to 6 per cent in general population. It was shown to be 15 to 20 per cent in bipolar
and 10 to 15 per cent in unipolar (Gershon et al., 1976).

Research Diagnostic Criteria (RDC) (Spitzer et al., 1978) is a widely accepted and
extensively used instrument for diagnostic purposes in research. The present study
attempts to find out the lifetime prevalence of depression in first degree relatives of
depressive probands using FHRDC (Andreasen et al., 1977). The dormant anxiety
symptoms in these patients using Hospital Anxiety and Depression (HAD) scale was

also assessed (Zigmond & Snaith, 1983).

METHOD

Consecutive cases of clinically depressed patients were taken and interviewed using
Research Diagnostic Criteria to assess if they met the criteria for major depression.
RDC was developed on the modification and elaboration of some of the diagnostic
criteria developed in St. Louis and was successively revised. A major purpose of the
RDC is to enable investigators to select rqlat{vcly homogeneous groups of subjects who
meet specific diagnostic criteria. The critena for major depression are modified from
Feighner criteria to make "the presence of a pervasive loss of interest ()r‘plcq,sprc " the
central feature. To make a diagnosis of major depression, any organic condition 1s o
be excluded in the first place. Then it should meet all the features of subgroups A
through F. A,B,C,&D involve symptoms, duration and treatment or help sought
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during the dysphoric mood while E and F exclude schizophrenia and schizophrenia
residual subtype.

The patients studied involved those attending the psychiatric department of a big general
hospital in Dublin. They were seen at the out patient department, at the psychiatric unit
and at the other departments during liaison work. All the cases were taken in a
consecutive manner.

Family History method of Research Diagnostic Criteria (FHRDC) is the family history
method of RDC to find the lifetime prevalence of a psychiatric disorder in first degree
relatives of patients. This is administered to the patients or the other relatives to elicit
information regarding other family members. This is in contrast to the family study
method where the relatives are interviewed directly. Andreasen (1977) compared these
two methods and found that FHRDC has respectable sensitivity for many major
diagnoses. In this study FHRDC was administered to the patients during the first
interview and again when they recovered from depression.

The Hospital Anxiety and Depression scale (HAD) was administered before the
administration of Research Diagnostic Criteria interview. The HAD is a self-rating
scale with half of the items directed towards anxiety and half towards depression.
Patients were asked to make one of the four choices which indicated the severity of
those symptoms. The anxiety and depressive scales are valid measures of severity of
the emotional disorder. (Zigmond & Snaith, 1983).

RESULTS

A total of 33 cases was studied with a mean age of 41 years. the male to female ratio
was 12 to 21 or 1 to 1.75. There was a positive family history of depression in 15
patients (45% of the total patients) and the total number of relatives involved was 20 or
1 for 1.7 patients. The relative most involved was sister (35%) followed by mother
(30%). The ratio of male to female relatives involved was 7 to 13 or 1 to 1.8. The
mean age at first episode of depression among the cases was 32.

There were 9 bipolars and 24 unipolars in the sample. Among the relatives of the

bipolars, the positive family history of depression was 5 or 15%. It was 15 or 8.1%
among the relatives of unipolars.

There were 18 patients whose ages were below 40 years and 18 percent of their first
degree relatives were involved.

On the HAD scale, anxiety and depression subscales were taken separately for the

analysis of results. On the anxiety subscale, there were 2 non-cases, 3 doubtful cases
and 28 definite cases.

DISCUSSION

As mentioned above, it is generally agreed that the lifetime prevalence of depression in
first degree relatives of depressive probands is in the order of 15%. Palmour et al.
(1989) showed that the empiric risk figures in his study suggested that the first degree
relatives of a person with affective illness have about 25-30 percent liability of major
<§cpressmn or manic depressive illness as compared to a population risk of 3 to 6 per
cent. McGuffin et al. (1988) showed that the lifetime prevalence of depressive illness
in first degree relatives of paticnts with depression was 38.9%. Compared to the two
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recent studies mentioned above, this study showed a lower lifetime prevalence of 11
per cent 1n first degree relatives.

Even though it is not possible to generalise the results to Irish population as a whole, it
seems that it is possible that genetic influences are less in this sample. It is also
possible that certain other factors might have influenced the results. For example, the
probands in this study were of younger age group and most of them (N = 19) were
single and some (N = 2) did not have children. This led to a lesser total number of
children of these probands, which might have affected the prevalence when first degree
relatives are taken as a whole (parents, sibs and children).

The sample as a whole is from a low socioeconomic group of people, who were mostly
unemployed for a considerable period. There were ongoing unsolvable problems
which were acting as perpetuating factors and in some cases there were some
significant life events which could be taken as precipitating factors. In fact, some of
these cases started as reactive depression and progressed to meet the RDC criteria for
major depression. From the figures of his study, Palmour (1989) felt that pedigree
studies strongly suggested a high risk in families 'loaded’ for affective disorder and a
low risk in families with sporadic occurrence of the same illness. The possibility of a
high proportion of these ‘non-familial' type of depressive disorder in this sample might
have reduced the lifetime prevalence in the first degree relatives of this study.

The higher prevalence of 16 per cent in relatives of bipolars 1s more than that of
relatives of unipolars which is 8.1 per cent. This shows the trend of higher genetic
influences in bipolars as shown in previous studies.

The ratio of females to males affected in the sample as well as in their relatives is
approximately 2:1, which is in conformity with the previous studies. The relatives
mostly involved were sister and mother and this may help in 1depnfymg the relatives at
high risk and to provide them with help along the lines of primary prevention, e.g.
educating them to reduce stress in their lives.

The results also show that a higher proportion of relatives (18%) of patients of lesser
than 40 years of age were involved. This is in conformity with previous studies by
Gershon et al. (1976) and Weissman et al. (1986).

As far as the findings on HAD scale are concerned, it was found that the symptoms of
anxiety expressed by patients on this scale were much more prominent as compared to
the depressive symptoms. These could not be detected at the clinical interview. Dr.
Snaith in a personal communication expressed the thought that it might be that patients
are more likely to report their more urgent depressive €xperience at interview. "l h1§
suggests the importance of probing more for symptoms of anxiety in depressives,
especially using a subjective rating scale like HAD.
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A FOLLOW-UP STUDY OF DEPRESSIVE ILLNESS IN CHILDHOOD.

MICHAEL FITZGERALD.

ANNE JEFFERS.

SUMMARY

In a study of 49 children attending a child guidance clinic in a socially
disadvantaged urban area Leader et al., (1989) found an incidence of
depression of 20%. This study is a follow up of those children after
five years. At follow up half of the original eight depressed children
were found to be depressed, along with four other children who were
not originally depressed. A child who was depressed five years
previously had a 50% chance of being depressed at follow up as
compared to a 12% chance if not depressed 5 years previously. This
study found children who were persistently depressed were more likely
to have depressed mothers.

INTRODUCTION

Depression in childhood has become a topic of considerable research interest over the
past decade. There is evidence to suggest that children of depressed parents are at
increased risk of developing depression (Weissman et al., 1984). In Irish children
Leader et al., (1989) found no relationship between maternal depression and childho »d
depression. Studies that have attempted to assess the outcome of depression in
childhood found a poor prognosis.(McGee and Williams 1988; Kovacs et al., 1984, 1
& II; Poznanski et al., 1976). The present study looks at the outcome of depression in
a group of children who attended a child guidance clinic in a working class Dublin
suburb. The relationship of maternal depression to outcome is assessed.

METHODS

1989) conducted five years previously a group of 49
hild Guidance Clinic were assessed for the prevalence of
were assessed at the same time for

In a study (Leader et al.,
consecutive attenders at a C

depression in a clinic population and their mothers
aniiety and depressior}n). In the current study these mothers were traced and sent a letter

i i j sychiatrist then made a home
infi f the nature of the present project. A psychiatrist t ! '
vis?trfarxlllcrllgh?vcir:g%btained verbal permission, interviewed both mother and child. As in

- 152 -



the original study (Leader et al., 1989) the instruments used for assessment were the
Kiddie Schedule for Affective Disorders and Schizophrenia (Puigh Antich et al., 1983)
and the Depression Self Rating Scale (Birleson 1981) for children under 16 years. As
twenty-two of the group at follow up were over 16 years old these instruments were
not suitable for them and they were assessed using The Clinical Psychiatric Interview
which is a standardised, semi-structured inventory designed for use in community
surveys and general practice. (Goldberg et al., 1970). Mothers were asked to
complete the Hospital Anxiety and Depression Scale (H.A.D.) which is a self rating
scale for measuring depression and anxiety (Zigmund and Snaith 1983). The
interviewer was blind to the original diagnoses for both mothers and children. The
K.S.A.D.S. is a semi-structured interview which is a modification of the adult
S.AD.S. The Depression Self Rating Scale (D.S.R.S.) was devised by Birleson to
measure moderate to severe depression in childhood (Birleson 1981; Birleson et al.,
1987).

RESULTS

Three families could not be traced, and four parents refused to cooperate. Forty-two
children and their mothers were assessed. The children followed up were aged 10 to
20 years, with a mean age of 15.4 years. This included twenty-five males and
seventeen females. Of the original group of ten with depression (as rated by both
KSADS and DSRS), one had left the country and one parent refused to cooperate.

Eight children who were originally depressed were assessed, (five males and three
females). Five of these were found to be depressed using KSADS, and three scored
for depression on DSRS only. At follow up four children (50%) were still depressed.
Depression at follow up was as likely if initial depression was diagnosed by
K.S.AD.S. or D.S.R.S. Children who were depressed initially and at follow up (Gp
A Tab.1) had a mean age of 16 years and consisted of three females and one male.
Two of their mothers were depressed originally and at follow up. This compared with
those who were depressed initially and not at follow up (Gp B Tab.1). This group had

a mean age of 15.5 years and all four were male. One mother was depressed originally
and none at follow up.

At follow up four (12%) of the thirty four children who were originally not depressed
were found to be depressed (Gp C Tab. 1). They had a mean age of 14.5 years and
consisted of two males and two females. One of their mothers was depressed
originally and two were depressed at follow up. Thirty children did not score for
depression on both occasions. (Gp D Tab. 1). They had a mean age of 15.5 years and
consisted of sixteen males and thirteen females. Forty four per cent (44%) of their
mothers were depressed originally and 15% were depressed at follow up.

Group C has a slightly lower mean age than the other groups. On an analysis of

variance using F ratio test this age difference was not signi
1989 the rate of depression is 19.5%. significant. In both 1984 and
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Table 1

Depression Over Time

rou Mean age Male/Female % mothers depressed % mothers depressed

ratio initially § at follow up §
Gp A 16 yrs 1/3 50% 50%
Gp B 15.5 yrs 4/0 25% 0%
Gp C 14.5 yrs 2/2 25% 50%
GpD 15.5 yrs 16/13 44% 15%

Group A (depressed initially* and at follow up)

Group B (depressed initially* not depressed at follow up)
Group C (not depressed initially* depressed at follow up)
Group D (not depressed initially or at follow up)

* = as rated by either K.S.A.D.S. or D.S.R.S.

§ = this difference in maternal depression is significant at the 10% level (p<0.10)
using McNemar's X. There was no significant difference in the rate of maternal

anxiety in both years.

DISCUSSION

The results of this study adds to the considerable body of evidence that depression in
childhood can be relatively persistent. This study shows that a child who was
depressed 5 years previously had a 50% chance of being depressed at follow up,
compared with a 12% chance if he was not depressed 5 years previously. These results
concur with those of Poznanski et al., (1976) who followed up 10 of an original group
of 14 depressed children. Kovacs et al., (1984 I & II) reported a similar poor

prognosis for those with major depressive disorder.

t there are sex differences in persistence of depressive
o were originally depressed were depressed at follow up,
whereas only one male of 5 originally depresscd was depressed at follow. up. The
female predominance shown is in keeping with that reported for adult depression (Boyd
and Weissman 1981) and concurs with Albert and Beck (1975) who report a change in

sex ratio of depression during adolescence.

The results also suggest tha
symptoms. All 3 females wh

rked increase in depression in children at age 14 years as
cRc;lrg;gr(clc? Ftlc?)lgaggatrcs(.j aOri'l:rall depressive disorders in adolescence were much more
frequent in girls than boys. The fact that this study showed no difference in rate of
depression in the group when mean age was 10 years or when mean age was 1]5 .ycahrs
deserves comment. The smaller number of girls in the present group could explain the
lack of overall increase in rate of depression. Also the orlg‘mal group of ‘CI'ght
depressed children included three who were found to be dcprcs.scq on D.§.B.S].dart;d
not on K.S.A.D.S. The D.S.R.S. 1s a self rating scale and these cases could be

- 154 -



classed as false positives. If these cases are excluded there is a real increase in rate of
depression over five years. However, Birleson et al., (1987) found a high incidence of
dysthymic features in a group of children with false positive scores on the D.S.R.S and
Kovacs et al., (1984) showed that 69% of children with dysthymic disorder had a
major depressive episode within 5 years of diagnosis. Since two of the three children
who scored for depression on D.S.R.S. alone originally, fulfilled R.D.C. criteria for
major depression at follow up these findings could indicate that these false positives
from Leader et al., (1989) studied were in fact dysthymic disorders. D.S.R.S. may be
a useful tool for predicting risk of future depressive illness, this study suggests that it is
a useful screening instrument for identifying childhood depression. It could be useful
for use in a large population studies and in longitudinal studies.

The evidence that children of depressed parents are at risk for psychological
dysfunction is well documented (Rutter 1966). Numerous studies have shown a strong
aggregation of major depression in the first degree relatives of depressed probands
(Weissman et al., 1984; Gershon et al., 1982). Originally Leader et al., (1989) found
no correlation between mothers depression and childhood depression. She found a
significantly higher rate of depression in mothers overall than was found at follow up.
This difference could be explained by the fact that different instruments were used to
assess depression on each occasion. Leader using the Leeds scale (Snaith et al., 1976)
and found a rate of almost 40%. The follow up study used the more recent H.A.D.
which differentiates more clearly between anxiety and depression. This difference in
rates of depression using these scales has been reported previously (Mulhall et al.,
1988; Leader et al., 1985). Mulhall et al., (1988) using the H.A.D. found a 7.7% rate
of depression in mothers of children attending a pre-school in the same socially
deprived area. This was almost half the rate found by Leader et al., (1985) in an earlier
study using the Leeds scale on a group of mothers of children attending the same play
school. These results would seem to indicate that the H.A.D. scale has a greater
specificity for depression and is a useful instrument for use in out patient population.

The finding that children were more likely to have a persistence of depression if their
mother's depression is persistent is interesting. These results are similar to those of
Apter et al., (1982). They studied 18 children of depressed parents at age 10 years and
14 years. Only 2 of the original 12 depressed children were asymptomatic at follow
up. Weissman et al., (1987) found children of depressed parents to have a higher rate
of depression, substance abuse and poorer social functioning. When the issue of
genetic and environmental factors and childhood depression were examined Hammen et
al., (1987) compared this issue by comparing the incidence of depression in children of
depressed mothers, chronically ill mothers and normal mothers. With the effects of
chronic stress controlled for they found few differences between groups but they did
find particular impairment for children of unipolar depressed mothers. Future research
should focus on whether depressed mothers who are adequately treated for depression
have less depressed children at follow up than mothers whose depression is
inadequately or unsuccessfully treated.
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THE INCIDENCE OF FIRE SETTING AND ASSOCIATED
PSYCHOPATHOLOGY OF CHILDREN ATTENDING A
CHILD PSYCHIATRIC OUTPATIENTS.

MICHAEL FITZGERALD.

MARY O'HANLON.

SUMMARY

Fire setting can be a serious form of anti-social behaviour. A study of
79 consecutive out-patient attenders at a Child Guidance clinic found a
rate of 15 (18.9%). The number of fires set ranged from 1 to 20 (mean
9.9). Conduct disorder was found in 8 (53.3%) of the fire setters.

INTRODUCTION

Fire setting is a form of antisocial behaviour that can have serious consequences. It
may arise as a result of experimentation with matches or as a deliberate destructive

activity. American figures suggest that a third of all fire setting is done by children!.

According to the Federal Bureau of Investigations's? Uniform Crime Reports, 54.6%
of all arsonists arrested in the United States during the 1970's were under 18 years of

age, 11% were under 10 years.

Stewart and Culver3 in a study of 46 children who had been admitted to Psychiatric
Unit and whose problems included fire setting found that only 11 were admitted solely
for their fire setting behaviour. They found a prevalence of fire setting among
inpatients of 14.3% and a connection to conduct disorder. They followed up 30
subjects one to five years later and found that seven were still setting fires but that there
is no reliable way as yet to tell whether a child will stop setting fires or continue.

A study? of 104 fire setters attending a Child guidance Clinic in London found that they
formed part of a subgroup of severe conduct disorders and_wcr; characterized by a
peak age of 8 years; high boy/girl ratio and marked psychosocial disturbance.

om of fire, in particular school fires, set by children

inci i ited Kingd ‘
e e oo 5 creased in the past 10 years. There is no general

and teenagers has considerably in
population data available on fire setters.

Despite the above facts, little definite evidence exists to distinguish child fire setters
from their non-fire setting peers’.
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METHOD

Seventy-nine children attending The Psychiatric Registrar or Social Worker from the
1st of July 1988 to the 1st October 1988 were studied.

For the purpose of the study, a fire setter was defined as a child between 4 and 16 years
old who has set at least one fire without permission or supervision.

The children attending who did not fire set were used as a control group.

To diagnose a child's primary psychiatric condition, the 1.C.D.9 Mulu-Axial
classification® system was used.

RESULTS

All 79 were Irish; 22 (27.9%) were girls and 57 (72.1%) were boys. The mean (+

S.E.M.) age was 9.5 (+ 0.5) years and all were in S.G.III - VI (British Registrar
General).

Fifteen of the 79 (18.9%) were fire setters (F.S.); 2 (2.5%) observed other gang
members fire setting while the remaining 62 (78.6%) were non fire setters (N.F.S.).
All the fire setters and observers were male.

Among the F.S,, fire setting behaviour began between 4 and 9 years old (mean +
S.EMM. = 6.9 £ 0.5). The number of fires set ranged from 1 to 20 (mean 9.9). Six
(40%) were fire setting within the previous six months, 1 (6.6%) between 7 and 12
months prior to the study and 7 (46.6%) had not fire set within the preceding 2 years.
In the latter group average duration of fire setting was one year. Nine (60%) of the
children set fire for excitement. Seven (77.87%) of these did their fire setting
cxclgswcly on waste ground with 6 - 8 peers and heightened their excitement by
running through the small fires. These children generally used matches or cigarette
lighters to light paper and used the inside of rubber tyres. Two (22.2%) of these 9 also
set one fire each at home. One for reason of curiosity synged a carpet, the other burned
the curtains of his bedroom when confined there for disciplinary reasons. Of the
remaining 6, one (6.6%) repeatedly set small fires at home (the parents felt out of
fascmz}uon) while the other 5, fire set them out of revenge. All were alone and set fires
exclusively at home. Three of these five set fire to their bedrooms when confined there
for disciplinary reasons; all causing negligible damage. One boy, with a poor father-
son rclatmns}np, set his father's pillow on fire. One boy with disciplinary problems at
school, set his books on fire when forced to study at home. The mean (S.E.M.) age of

the 'vagngc‘ group was 5.7 + 0.6 and of the excitement group was 7.6 + 0.6. This
was significant at p<0.05. B

"Ihtt:a(r:\OSt of fire damage was negligible in 9 of the cases and never exceeded £50 in any
instance.

A disorder of conduct specific to childhood was the primary di 181
ry diagnosis in 8 (53.3%) of
the F.S. as compared to 15 (24.2%) of the N.F.S. Using the chi square analysis and a

Ycats.coqrecgion (chi square = 3.6, D.F. = 1, p<0.05). This was significant. All other
psychiatric diagnoses were similar in both groups.

None of the F.S. or observers had a history of sexual abuse while 4 (6.5%) of the
N.E.S. had a history of definite sexual abuse; 2 (3.2%) probable sexual abuse and 2

(3.2%) possible sexual abuse. However, this differe .
not reach statistical significance. nce between the two groups did
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In the FS group, 2 (13.3%) h{id a definite history of physical abuse and 2 (13.3%)
had a history of probable physical abuse. This did not differ significantly from the
N.E.S. group (p<0.55).

Poor pcrformapce in sghopl occurrg:d in 11 (73.3%) of the F.S. and in 23 (37.1%) of
gei: N.F.IS). This was significant with Years correction at p<0.024 (chi square = 5.0,

There was no significant difference between F.S. and N.E.S. as regards paternal
alcoholism (40% : 27.4%), family breakdown (46.5% : 43.5%), enuresis (20% :
22.5%), mean number of siblings (3.2 : 2.7), psychosis (0% : 1.6%).

DISCUSSION

The findings of the F.S. being exclusively male is consistent with larger studies’ where
males outnumber females by 8 : 1. Boys are more likely than girls to set multiple fires,
be motivated by excitement and to set fires on waste ground. Showers and Pickerell”
found that 39% of fire setters presented with fire setting to a county Mental Health
Centre and 33% presented with behavioural problems.

Larger studies have found that about one third of fire setters are 4-8 years old; one third
9-12 years old and just over one quarter are adolescents. The breakdown was 73% in
the 4-5 years old, 27% in the 9-12 years old, and interestingly there were no adolescent
fire setters. Perhaps adolescents fire setters are more likely to get into trouble with the
law and may be dealt with in state institutions.

Revenge has been found to be more common in 9-12 years old than in younger or older
children? but revenge was noted to be more common in younger children. Showers
and Pickerell? also found the financial cost of fire damage to be higher in the younger
age groups. This was not found in this study.

It is of importance to note that only one of the fire setters voluntec;r;d information apout
his fire setting behaviour. Fire setting information was elicited only on direct
questioning of parents and children in all other instances. Most of the parents were not
worried about their children fire setting and felt it was a transient phase and part of peer
group behaviour. Even those parents whose children fire set at home and alone did not
volunteer this information. This suggests that unless a child and his family are directly

asked about fire setting behaviour, it will be missed in most instances.

The findings of this study failed to corroborate results of other studies that have
suggested correlation between fire setting and enuresis or cruelty to anxmals, lgrge
family size8, adoption? or psychosis. The 'sexual roots' of pyromania which derived
from highly selected observations that compulsive masturbation, impotence and
fetishism were associated with fire raising!! have been recently re-affirmed in certain

prison populations!2.

inical studies have failed to replicate either link!?. It would appear
gg:g;g tnﬁgf Z?cyc(ggl aspect of the problem is regard;d as being much less lmpon‘ant
nowadays than in the past. It is more helpful to consgder t_hc fire setters as neglected
angry children who express their sense of anger and alienation th.rou‘gh fire gttlng. of
course modelling and group pressurc would appear to play a part in certain cases.

the finding of Showers and Pickerell” that fire setters

However the study SuPpOﬁeds and have poor performance at school. In addition, it

tend to have conduct problem
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was found that there was a high incidence of paternal alcoholism and physical abuse
among the fire setters.

Although, not reaching statistical significance, 40% of our F.S. had fathers who
abused alcohol as compared to 27.4% of N.F.S. Showers and Pickerell found that fire
setters were significantly more likely to have fathers who abused alcohol or drugs. Itis
possible that with large numbers this would have been found in this study as well.
Although not reaching statistical significance the F.S. group tended to cluster with
variables such as one parent families, physical abuse and the more disadvantaged areas.

The absence of sexual abuse in F.S. correlates with Showers and Pickerell. The triad
of fire setting, enuresis and cruelty to animals which in earlier years received
widespread attention has once again been refuted.

It is of note, that despite the recent increase in school fires, none of the F.S. set fires in
the school area. In contrast to Showers and Pickerell, the cost of damage due to fire
setting was not high.

In no case was the child referred for his fire setting to the Clinic and the children were

treated for their primary diagnosis. As their other behavioural problems were resolved
so did their fire setting behaviour receded.

Fire setting behaviour in children needs to be elicited by direct questioning or else it will
be undiagnosed. It appears to be one part of peer group behaviour certainly among

S.G ITI - V1 in the Dublin area and doesn't appear to duly worry parents. It appears to

be a transient activity and from questioning the cohort, many non-psychiatric boys of
the same age engage in the activity.

Fire setting is significantly correlated with conduct and poor performance at school.
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A PSYCHO-EDUCATIONAL STUDY OF NORMAL SCHOOL CHILDREN.

MARIE MURPHY.
MICHAEL FITZGERALD.
ANTHONY KINSELLA.

MARK CULLEN.

SUMMARY

Anxiety, depression, self esteem, reading ability, behavioural deviance,
and pro-social behaviour were measured in a normal school population,
using self rated and teacher rated questionnaires. The prevalence of
depression was five percent. Fifteen percent had frequent suicidal
thoughts. Forty percent scored as behaviourally deviant. Significant
correlations were found between self esteem and depression, self esteem
and trait anxiety, and state anxiety and depression. Reading age was
related to anxiety, pro-social behaviour and behavioural deviance, and
prosocial behaviour and behavioural deviance were inversely related.

INTRODUCTION

Epidemiological studies of psychiatric disorder in normal children have shown close
associations between psychiatric disorders and physical abnormality (1), and between
psychiatric disorders themselves, such as behavioural deviance and reading retardation
(23) and behavioural deviance and depression ). The strength and significance of
these associations have differed in most studies, as have the prevalences found for the
disorders themselves. The prevalences found have varied with the instruments used,
with clinical interviews 5 producing much lower prevalences than self rated or other

questionnaires (6).

Studies of depression have found prevalences between 2 percent ) and 33 percent ().
The Isle of Wight study (@ found a prevalence of depression of less than 1 percent and
a 1.5 percent prevalence of anxiety. Studies of behavioural deviance in Irish
populations using teacher-rated questionnaires have found rates of up to 40 percent (1),
In clinical practice, anxiety and depression frequently co-exist and are closely related to
self-esteem. This study attempted to measure the prevalence of depression in a normal
school population, and to assess the relationships bct.wecn depression, reading
difficulties, behavioural deviance, prosocial behaviour, anxiety and self esteem.
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METHOD

All children in the age group 9 - 11 years in a school in a high density, high
unemployment area of the city were selected for the study. The sample consisted of
eighty boys, which was the total number in this age group. Each pupil completed
questionnaires measuring anxiety, depression, and self esteem.

Reading age was measured on each subject by the Marino Reading Age Test. The same
rater measured reading age on each subject. Scales measuring prosocial behaviour and
behavioural deviance were completed by the teachers on each pupil. The questionnaires
were completed as follows: The State Trait Anxiety Inventory which was devised by
Spielberger (7 is a research tool to measure state anxiety and trait anxiety in pre-
adolescent children. It consists of two twenty-item questionnaires measuring - first,
State, and then, Trait anxiety. This scale correlates well with other measures of
anxiety. Reliability co-efficients are (.82 and 0.78.

The Birleson Depression Self Rating Scale (DSRS) is an eighteen item questionnaire

based on clinical criteria for depressive disorders ®). This scale correlates well with
clinical criteria. Reliability co-efficient is 0.80.

The Coopersmith Self Esteem Inventory consists of fifty-eight questions which attempt
to evaluate the self image in various areas of life ®). Reliability co-efficient is 0.87.

The Ru_ttcr B2_ :Teachcrs Scale rates behavioural deviance, and has sub-scales
classifying positive scores into "antisocial”, "neurotics", or “undifferentiated” sub-

types (2.

Prosocial behaviour is defined as an umbrella term for a number of inter-personal

behaviours such as helping, sharing, and co-operating, the common theme of which is
concern for others.

Tt}e Prosoc.ial Behaviour Questionnaire is designed by Weir and Duveen to measure
this 3. _Thl§ scale corre}ates well with observed behaviour in classrooms. Reliability
co-efficient is 0.91. All instruments have been shown to have validity.

RESULTS

The sample consisted of eighty boys aged 9 - 11 years, and all questionnaires were
completed. Means and standard deviations for all variables are compared with data
from previous research and are shown in Table 1.

Using a cut off point of 14 on the Birleson Depression Self Rating Scale (DSRS), 4
boys, or 5 percent of the total sample scored as depressed. Forty percent of the total
sample (32 pupils) were rated as behaviourally deviant on the Rutter B2 behavioural
deviance scale. 33.7 percent of the total sample (27 pupils) were rated as "antisocial",
3.75 percent of the sample as neurotic, and 2.5 percent as undifferentiated. 75 percent
of thosc who scored as depressed (i.e. 3 out of 4) were also rated as behaviourally
deviant, and all three were rated as antisocial rather than undifferentiated or neurotic.

Scores that were more than two standard deviations above the mean were taken as
indicative of high anxiety. 3.75 percent (i.e. 3 pupils) scored above two standard
deviations on the State Anxiety Scale, and 5 percent (i.e. 4 pupils) scored above two
standard deviations on the Trait Anxiety Scale. Of those who scored above these limits
on the State Anxiety Scale (3 in all) two scored as depressed, and both of these were

~
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also rated as behaviourally deviant; antisocial type. There were 4 pupils (i.e. 5 percent)
who scored above two standard deviations on the Trait Anxiety Scale, and one of these
scored as depressed, and two of these were rated as antisocial only. A normal Z test
for the difference of two means was used to compare the results of this study with
previous results on similar populations (See Table 1). The mean for DSRS was
significantly higher than that found by Birleson in normal children. Means for state and
trait anxiety were significantly lower than in Spielberger's samples. Both of these were
significant at the level of p less than 0.001.

The self esteem and prosocial behaviour scores were both significantly higher than in
the corresponding British and American populations.

The data was cross tabulated for significant correlations. There are given in Table 2.

Means and Standard Deviations of Variables and Comparison

Table 1.

with Previous Data from Other Studies.

STUDY GROUP

Variable

Depression

D.S.R.S.

State Anxiety

Trait Anxiety

Self esteem

Prosocial
Behaviour

27.5

329

77.8

24.3

3.6

5.6

7.4

12.15

9.5

PREVIOUS RESEARCH

Birleson (1981)

Spielberger (1970)

Spielberger (1970)

Simon et al. (1971)

Weir & Duveen (1981)
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Mean

4.32

31.0

36.7

70.4

18.3

S.D.

3.32

5.71

6.32

15.4

9.5

Significance

p < 0.001

p <0.05

p < 0.001

p < 0.001

p < 0.001



Depression D.S.R.S.

Self esteem

State Anxiety

Reading Age

Prosocial Behaviour

Rutter Score

Table 2

Correlations between Variables

Self esteem

State anxiety

Trait Anxiety

State Anxiety

Trait Anxiety

Trait Anxiety

Rutter Score

Prosocial Behaviour

Trait Anxiety

Rutter Score

Trait Anxiety

Trait Anxiety
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Pearson's Significance

Correlation Level

Coefficient p value
-0.627 p <0.001
+0.455 p < 0.001
+0.347 p <0.001
-0.327 p<0.01
-0.479 p < 0.001
+0.356 p <0.001
-0.404 p <0.001
+0.612 p <0.001
-0.276 p <0.05
-0.679 p < 0.001
-0.293 p <0.05
+0.381 p<0.01



DISCUSSION

Five percent of the sample scored as depressed on the DSRS. The mean score on the
scale obtained in this study was almost twice that obtained by Birleson in a normal
population ®). This 5 percent prevalence appears high if compared to an out-patient
clinic prevalence of 14 percent in the same area, using the same instrument (10),

On the Rutter B2 Teachers Scale, 40 percent were rated as behaviourally deviant. This
is higher than that found in British studies (), but in accordance with previous studies
in similar Irish populations (). A previous study (!1) using both clinical interview and
questionnaires in a similar population found a 2 percent prevalence of depression on
clinical interview. Deviance rates on clinical interview were half those obtained on
questionnaires. It is possible that self rated questionnaires might over-diagnose
depression. This misdiagnosis could be due to the inclusion of self esteem and anxiety
components in the questionnaire.

Seventy five percent of those rated as depressed were also rated as behaviourally
deviant, and all of these were rated as antisocial. This figure is much higher than Puig-
Antich’s findings of one third of those who were depressed being deviant, but this
disparity could be due to the small numbers who were rated as depressed in this study,
or to misclassification by the Rutter B2 scale.

Anxiety

3.75 percent scored above two standard deviations on the state anxiety scale. It is
difficult to draw conclusions from this, but overall scores on the state anxiety scale
were more closely correlated with scores on thp Depression scale (DSRS) than with
scores on the trait anxiety scale (Correlation co-efficients +0.46 and +0.35
respectively). The likely causes are instrumental overlap or mixed states of anxiety and
depression. The two cases which scored above two standard deviations on the state
anxiety scale, and as depressed on the DSRS would seem to have mixed
anxiety/depressive states. Five percent scored above two standard deviations on the
trait anxiety scale. High scores on trait anxiety would be expected in anxiety d1§orders,
though 5 percent can not be regarded as a prevalence for anxiety. The different
prevalences and correlation coefficients of state and trait anxiety would support their

validity as independent instruments.

All those who were rated as anxious or depressed and behaviourally deviant on the
Rutter scale were classified as antisocial rather than as neurouc or undifferentiated. A
proportion of these may therefore be regarded as ha_vmg been (r;usclassxﬁed by this
instrument. This is in agreement with the Isle of Wight study (2) that 31 percent oIf
diagnosed neurotics were designated as antisocial rafhcr than neurotic by this scal?.th t
was suggested that antisocial behaviour was more likely to attract the attcn:ilotrll] 0 th'e
teacher than neurotic behaviour. However, other workers have suggested that this
misclassification is due to the preponderance pf apnsomal items in the questionnaire
(12), Those whom the teachers rated as neurotic did not score as dep_resset()i or rlugh in
the anxiety scales. So it is difficult to determine what the neurotic sub-scale was

measuring in this population.

Correlation between Variables

tween total self esteem and depresston .(-().627) indicated a clf)sc
ese factors. Depression would be either a cause of low self
ould be a vulnerability factor for depression.
d be due to the inclusion of self esteem items in the

The high correlation be
association between th
esteem, or, low self esteem C
Alternatively, the association coul
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instrument used for assessing depression. The correlation between self esteem and the
Birleson Depression scale is lower than the correlation between this measure of self
esteem and the children's form of the Beck Depression inventory found by Kaslow et
al. 13). The Birleson Depression scale appears to include fewer questions relating to
self esteem, than the Beck Depression inventory.

The correlation coefficient of self esteem and trait anxiety was -0.479. This is less than
the correlation coefficient (-0.655) found between Castaneda's anxiety scale and the
Coopersmith self esteem inventory (4). Correlations between the Castaneda anxiety
scale and the Spielberger scale were 0.727. The Spielberger anxiety scale therefore
does not appear to be as closely related to the Coopersmith Self Esteem inventory as the
Castaneda anxiety scale. Ingham et al. (15) suggested that there is a complex
relationship between anxiety, depression and self esteem, with similar correlations
between them. In this study the correlation with anxiety was not as high as with
depression. The instruments used would probably affect the correlation coefficients
obtained in any particular study.

Reading age varied inversely with trait anxiety. It is likely that high levels of anxiety
interfere with learning at school. The absence of a significant association between self
esteem and reading age seems to indicate a specific effect of anxiety on reading
performance. Reading age was not directly related to scores on the DSRS, but those
who scored as depressed tended to have lower reading ages.

Reading age correlated closely with prosocial behaviour (0.612) and slightly less
closely with Rutter total scores. These correlation coefficients are higher than those
obtained by Weir and Duveen ), as also is the correlation coefficient between total
Rutter score and prosocial behaviour scores. Rater differences such as teachers’
personality theories could be responsible for this (16). Slightly less significant
correlations were found between trait anxiety and prosocial behaviour, and trait anxiety
and Rutter total scores. As in previous research () there was a high correlation
between prosocial behaviour and Rutter total scores. In their two studies of prosocial
behaviour, Weir and Duveen ) comment that in the first study, neurotic deviant
children had average prosocial behaviour ratings, whereas in their second study
neurotic deviant children had reduced prosocial behaviour ratings. In this study,
neurotic deviant children had average prosocial behaviour ratings.

One item on the Birleson Depression scale deserves special comment. This is that 15
percent thought that their life was not worth living "most of the time", and 18.8 perceni
thought that their life was not worth living "sometimes". The mean score for this
question was 0.48. In Birleson's study the mean for the control group was 0.05. The
mean for the depressed group in his study was 0.65 and for a maladjusted group was
0.45. The pupils in this study therefore appear to be closer to Birleson's maladjusted
group than to his normal subjects; having a higher prevalence of what he classifies as
“suicidal thoughts". Other studies (17:18) have found prevalences of suicidal thoughts
of between 10 percent and 33 percent in a clinic population, though suicidal thoughts

were more rigourously defined in these studies. This high prevalen ests that
suicidal thoughts are fairly common in this age group. siP cc Sugs
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SOCIAL SUPPORTS AND BEHAVIOURAL PROBLEMS IN CHILDHOOD.

MIRIAM GANNON.
MICHAEL FITZGERALD.

ANTHONY KINSELLA.

SUMMARY

This study found that the social support perceived by the children was
within normal levels and that there was no association between this and
disturbed behaviour as rated by parents. Other factors are operating in
the development of psychiatric problems in the children, and that good
parent child and peer relationships, although present, did not exert a
protective effect.

INTRODUCTION

The relationship between friendship and psychological well-being has been recognised
in both adults and children. Brown and Harris (1978) identified the lack of a confiding
relationship with a husband or another intimate as a vulnerability factor in the

development of depression.

Rutter (1979) demonstrated that children living in disharmonious homes who had a
good relationship with one parent, were less likely to show antisocial dlSOI"dCI‘ than
children who had poor relationships with both parents. In Kapffma'n et al.'s study,
(1979) there was a positive association between the quality of children's psychological
health and their peer relationships and that these exerted a protective effect.

essary for healthy mental development, promoting self

G - .
ood relationships & don ttachments. (Field et al., 1984; Harter, 1983;

esteem, social skills and emotional a
Hartup, 1983).

sociation between social supports in terms of
relationships with parents, teachers, friends and classmates and disturbed behaviour

re ' . We also compared developmenta} app'ropriatcness, sqcial skills
an%ogfl% EZtE:rf I::sssessed by the Cornell Interview with disturbed behaviour. The

significance of these findings is discussed.

In this study we examined the as
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METHODS AND MATERIALS

The subjects were a series of consecutive referrals t0 a child psychiatric clinic in the
Dublin area. The children were between 7 and 11 years and predominantly from lower
socio-economic groups. Informed consent was obtained from the parents or parent
accompanying the child. Assessments were carried out when the children first attended
the clinic.

The Eyberg Child Behaviour Inventory (E.C.B.I) (Eyberg and Ross, 1978) was
completed by the child's parent(s). This is an easily administered test which both
identifies problem behaviour and rates its intensity. Problem identification ranges from
0 to 36. Behaviour intensity is rated from 0 to 7 with an overall score range of 36 to
252.

The children were interviewed alone using the Cornell Interview of Children's
Perceptions of Friendships and Peer Relationships (Kernberg). This is a semi-
structured interview consisting of 84 questions relating to developmental
appropriateness, social skills and elf esteem. The children are rated on three global
subscales on a scale of 0 to 6.

The children were also asked to complete the Social Support Scale (Harter, 1985),
which is designed to document the perceived support and regard which parents,
teachers, classmates and friends manifest towards the child. The questionnaire consists
of 24 items divided into four subscales. Each item is scored on a scale of 4 - 1 where 4
represents the highest level of support and and 1 the lowest level. The items for a given
subscale are grouped together and the means calculated.

The results were analyzed using the Pearson Product Moment correlation coefficient

and the unpaired two sample Student t-test (Osborn, 1979): both of these procedures
were designed for small samples.

RESULTS

Twenty children, thirteen boys and seven girls participated in the study (N = 20). Two
children were excluded as their parents withheld consent. The ages ranged from 7 to

11 years with a mean age of 8.2 years for boys and 9.7 years for girls. See Table 1
for the means scores on the subscales of three instruments.

There were no significant associations between the scores on the social support

subscales (parents, teachers, friends, and classmates) and problem identification and
behaviour intensity.

There was a positive correlation between social support from classmates and social

skills and self-esteem and between social support from teachers and self esteem and
developmental appropriateness.

When the three subscales of the Comell Interview are compared with each other -
developmental appropriateness correlated positively with social skills and self esteem.

There was a positive correlation between problem identification and behaviour
intensity. See Table 2 for correlation values.
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Table 1

Mean Scores & Standard Deviations for Subscales of the Instruments used.

Social Support Scale

Cornell Interview Mean Standard Deviation

Development

Appropriateness 3.450 1.050

Social Skills ' 3.350 1.226

Self Esteem 2.60 1.27
Eyberg Child Behaviour Inventory Mean Standard Deviation
Problem Identification 12.70 6.92
Behaviour Intensity 128.40 33.10

Mean Standard Deviation

Parents 3.455
Teachers 3.025
Classmates 2.720
Friends 2.975

0.533

0.764

0.876

0.885
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Table 2

Correlation Values of Subscales
{cut off point + 0.433 (5%); + 0.549 (1%)}

Developmental Social Self Behavioural
Appropriateness Skills Esteem Intensity

Social Skills 0.689

Self Esteem . 0.653 0.836

Classmates 0.483 0.517

Teacher 0.457 0.476

Problem

Identification 0.742

When we compared our means scores on the social support subscales with the mean

scores for U.S. studies: there was no statistical significant difference found (p + 0.57,
p+097,P=0.87 p+0.67).

DISCUSSION

There was no association between social support as perceived by the children in terms
of relationship's with parents, teachers, friends and classmates and disturbed
bepawour. Rutter (1979), and Kauffman et al., (1979), have demonstrated that parent
child and peer relationships respectively are protective against stress. But the absence
of an association does not mitigate against our findings as other factors like
temperament, 1Q, marital disharmony and the absence of parental mental illness also
have a role in protecting children and it is possible that these are operating in this group.

When we compared the means on the social support scale in this study to the population
means obtained from U.S.A. studies, there was no statistical difference present. This

validates our results as well as demonstrating that Irish children have the same degree
of social support as their American counterparts.

- 173 -




Support and regard from teachers and classmates as perceived by the child are
positively correlated with self-esteem, social skills and developmental appropriateness
in the child. This is an interesting finding as it implies that favourable relationships in
the school environment promote feelings of personal positive regard as well as social
interaction and emotional maturity. It could however be argued that these factors are

necessary to develop relationships with more distant figures like teachers and
classmates.

When the three subscales in the Cornell Interview are compared with each other, there
1s a positive association between developmental appropriateness and social skills and
self esteem. This is an expected finding as the literature on development
appropriateness suggested that as children grow older peer relationships develop
sequentially and become autonomous, interdependent friendships with mutual
acceptance and support (Selman, 1980; Youniss, 1980). There is no association
between the subscales on the Comnell Interview and disturbed behaviour as measured
on the E.C.B.I. These results suggests that behavioural problems may develop
independently of self esteem, developmental appropriateness and social skills. Indeed
Zimet and Farley (1985) have shown that mean self esteem scores of children attending
psychiatric day care are comparable to a normal group.

The Comnell Interview is an easily administered test, acceptable to raters and children
and we would recommend further work confirming its predictive value in the
assessment of childhood friendships.

REFERENCES

(1) Brown, G. W., Harris, T. (1978). Social origins of depression. Tavistock
Publications, London.

(2) Rutter, M. (1979). Protection factors in children's response to stress and
disadvantage. In Primary Prevention of Pathology. vol. 3, Social Competence
in Children. ed. M. W. Kent & J. E. Rofe, Hanover New Hampshire;

University Press of New England.

(3)  Kauffman, C., Grunebaum, H., Cohler, B., Gamer, E. (1979). Superkids:
Competent children of psychotic mothers. American Journal of Psychiatry,
136, pp. 1389 - 1402.

. . . L A1 and
4 Field, T., Roopnarine, J., Segal, M. (1984). Friendships in norma
@ handicapped chIi)ldren. ‘Albex Publishing Corporation: New Jersey, U.S.A.

~(1983) Developmental perspective on the self system. In
® gggtgtr)’oosk of(Child) Psychology, Vol IV: Socialisation, Personality & Social
Development (ed. P. Mussen), pp. 275 - 386. John Wiley & Sons: New

York.

i hild Psychology, vol.
(1983). Peer relations. In Handbook of ¢
© ggmslg,ci\ia‘llisa(tion P)ersonality & Social Development (ed. P. Mussen), pp. 103 -

196. John Wiley & Sons: New York.

A. W. (1978). Assessment of child behaviour
o gr)é)tl))fl:;trgr;ss.thgl{r’zilil}igtsi%n of a new inventory. Journal of clinical Psychology, 7;

pp. 113 - 116.

- 174 -



®) Kernberg, P. F. Cornell Interview of children's perceptions of friendships and
peer relations: reliability study. The New York Hospital Cornell Medical
Centre, White Plains, New York.

®) Harter, S. (1985). Manual for the Social Support Scale for children.
University of Denver.

(10) Selman, R. (1980). The growth of interpersonal understanding.
Developmental and Clinical Analyses. new York: Academic Press, Inc.

(11) Youniss, J. F. (1980). Parents and peers in social development: a Sullivan -
Piaget perspective. Chicago: The University of Chicago Press.

(12) Zimet, S. G., Farley, G. K. (1985). Self-concepts of children entering day
treatment. Child Psychiatry. Human Development: 15: pp. 142 - 150.

(13) Osborn, J. F. (1979). Statistical Exercises in Medical Research, Blackwell
Scientific Publications.

ACKNOWLEDGEMENTS

Wedwish to thank Dr. M. McDermott and Siobhan Fisher for their assistance with this
study.

- 175 -



SELF ESTEEM, READING ABILITY, AND BEHAVIOURAL DEVIANCE
IN CHILD POPULATIONS.
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SUMMARY

Reading age, self-esteem and behavioural deviance were assessed in a
normal school, a child psychiatric clinic, a special school and a child
psychiatric in-patient unit. Reading age was significantly lower than
controls in the special school and to a lesser extent in the child
psychiatric clinic. Total self-esteem was reduced in all groups,
compared with normal children. Specific reductions of the 'social
components of self-esteem occurred in all study groups. 'Home' self-
esteem and 'school' self-esteem were particularly low in the clinic
group. High rates of behavioural deviance were present in the study
groups. The findings are discussed.

INTRODUCTION

Self-esteem is related to many psychiatric disorders and it would be expected by most
clinicians that children attending the psychiatric services would view themselves more
negatively than normal children. This assumption has recently been disputed (1.

esteem to be closely associated with school

Various studies have found self- '
f future reading performance 234,

performance, and to be a good indicator 0

The association between reading difficulties and antisocial behaviour has provoked

much research over many years, with some researchers finding associations between
(5) and others (), between

specific reading retardation and antisocial behaviour, d ¢ t
problem behaviour and general reading backwardness. The original hypothesis that

behavioural deviance develops as a response o poor schf)ol performance would appear
to suggest a mediating role for self-esteem. Thompson's (7) study of eleven year olds
found low self-esteem among those who were behaviourally deviant, but by the age of

fifteen years self-esteem had increased.

esteem in normal and psychiatric populations and

i self- )
This study auempted to COMEEC cem, reading difficulties and behavioural

to assess the relationships between self-est
deviance.
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METHOD

The population studied were: a chid psychiatric clinic, a special school fir disturbed
children, and a child psychiatric in-patient unit. The child psychiatric clinic was located
in a suburb of Dublin. Successive referrals (17 in all) during a defined period with all
diagnoses were interviewed. The second group consisted of fifteen children of a
similar age attending a school for disturbed children. The third group consisted of all
children (7 in an in-patient psychiatric unit at the time of the study. The control group
was of eighty children attending a normal school close to the clinic. The special school
and the in-patient unit were drawn from a wider population, in which the clinic and the
school were included.

Each child was asked to complete the Coopersmith Self-Esteem Inventory ). This
consists of a series of questions designed to measure self-esteem in general and in
specific areas of life. It has been found to have high internal consistency (Kuder
Richardson reliability estimates KR20: 0.81 - 0.86), ®), and construct validity. The
school short form consisting of twenty five questions was administered to those under
the age of ten years. The complete school form consisting of fifty eight questions was
administered to the older subjects. This version had sub-scales which attempt to .
measure self-esteem in specific areas of experience such as home, school, and social
areas and has a 'lie' or defensiveness score. The short form is included in the longer
form and consists of the items from the longer form which show the highest item-total
score correlation. Total score correlation between both is 0.86 (7). Reading age was
measured on each subject using the Marino Reading Age Test. In the Isle of Wight
study (), an attainment in reading accuracy which was twenty eight months or more

below chronological age was defined as ‘reading backwardness'. These criteria were
used in this study.

Behavioural deviance was assessed using either the Rutter A2 (parents) rating scale (on
the clinic population) or the Rutter B2 (teachers) scale on the in-patient and control
groups. A cut-off point of thirteen on the parents' scale, and of nine on the teachers'
scale was used to diagnose behavioural deviance. Subscales differentiated those rated
as deviant into 'neurotic', 'antisocial' and ‘undifferentiated' ),

All questions were analysed for significant differences between groups. (See Table D).

RESULTS

All questionnaires returned were analysed. Rutter scales were unavailable on those
attending the special school.

40% of the normal school pupils were rated as behaviourally deviant. 33.7% were
rated as antisocial, 3.7% as neurotic and 2.5% as undifferentiated. Of those referred to
the Child Psychiatric Clinic, 53.8% were rated as behaviourally deviant. 23% were
designated as antisocial, 15.3% as neurotic, and 15.3% as undifferentiated. 71.4% of
the in-patients were rated as behaviourally deviant (57% were antisocial, 14.2% as
neurotic). There was no statistically significant difference between mean scores for
each group on either total scores or on the neurotic or antisocial sub-scales.

1.5% of the controls fitted the criteria for reading backwardness. 50% of those

attending the clinic fulfilled these criteria, as did 57.1% of the in-patients and 73.3% of
those attending the special school. Because the data was analysed separately for those
over and under the age of ten years, it was found

. that in all f
reading backwardness was much higher in thos i the Shonbs, the prevalencs o

: 1€8S e over the age of ten years. Mean
reading age was significantly lower than controls in the special school. This was
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statistically significant at the level of p <0.001. Reading age was also reduced in the
clinic population at a lower level of significance (p <0.05).

In the normal school, 33.7% were rated as antisocial. 28% of these fitted the criteria
for reading backwardness. 76.4% of those in the study groups who were rated as
antisocial also fitted these criteria. Only one of those who were rated as neurotic fitted
the criteria. Self-esteem scores were analysed separately for those above and below the
age of ten years, as the instrument used was slightly different. Dunnett's T test was
used to compare the group mean scores. Total self-esteem was lowest in those over the
age of ten years attending the psychiatric clinic and those under the same age attending
the special school (p < 0.001).

The mean score of those less than ten years attending the clinic was also reduced (p
<0.01). Total self-esteem of the older children attending the special school and the in-
patient group was also reduced at a lower level of significance (p < 0.05). The mean of
the social self-esteem sub-scale was reduced in all groups compared with controls (p <
0.001). School sub-scale scores were significantly lower than controls in the clinic
group (p <0.001). the home self-esteem sub-scale scores were reduced in all groups,
but the level of significance attained was higher in the clinic group (p <0.001) than the
special school and the in-patient unit. The 'lie' scale scores were significantly lower in
the in-patients (p < 0.05).
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Variable

Reading Age

Total Self-esteem

Lie score
Defensiveness

Social self-esteem

School self-esteem

Home self-esteem

Table 1

Comparison of Group Means with Controls

Group

QO.P. clinic

Special school

0. P. clinic
(< 10 years)

Special school
(< 10 years)

O. P. clinic
(> 10 years)

Special school
(> 10 years)

In-patient unit

In-patient unit

O. P. clinic
Special school

In-patient unit

G.P. clinic

G.P. clinic
Special school

In-patient unit

Group
Mean

9.0
7.9

59.2

53.3

61.8

66.9
64.3

1.7

3.5
3.6
3.7

3.7

5.4

W
o0
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Comparison
Mean

10.8
10.8

78.3

78.3

78.3

78.3
78.3

5.3

6.5
6.5
6.5

3.5

6.9
6.9
6.9

Significance
p value

p <0.05
p < 0.001

p<0.01

p < 0.001

p < 0.001

p <0.05
p <0.05

p <0.05

p <0.00i
p < 0.001
p < 0.001

p < 0.001

p < 0.001
p <0.05
p <0.05



DISCUSSION

The rate of behavioural deviance in the normal children was quite high: 40%. The rate
of behavioural deviance in the clinic group was intermediate between the control group
and the in-patient group. It is probable that because of specific referral of those with
behavioural deviance to the special school, rates would have been higher in this group.
No statistical difference was found between mean scores of the study groups and the
control group. This appears to have been due to rating patterns; the teachers in the
normal school gave very low as well as extremely high ratings; the parents of the clinic
patients and the teachers of the in-patients tended to give intermediate ratings to all
subjects. This resulted in similar mean scores. In the normal classroom, those who
were behaviourally deviant would appear more abnormal and attract higher ratings than
in an in-patient unit or the home environment. The rates of behavioural deviance
obtained on questionnaires are generally over-estimates compared to the prevalence of
psychiatric disorder found on clinical studies ©).

The high rate of reading backwardness in the special school is probably due to
environmental and referral factors. There are several possible causes for the increased
prevalence of reading backwardness in the child psychiatric clinic. It could be due to
referral patterns, such as referral by teachers, referral for reading difﬁcu.lties or
behavioural deviance, or the reading difficulties being secondary to whatever disorders
precipitated referral to the clinic. Since reading ability in the in-patient group was not
statistically different from controls, reading backwardness did not appear to increase the
likelihood of admission to the in-patient unit.

Total self-esteem was reduced in all study groups. This finding disagrees with Zimet
and Farley (). The findings in this study, however, would be consistent with clinical
impression. The total self-esteem score was derived from four components: general
self-esteem, home self-esteem, social self-esteem and school self-esteem. Since the
general self-esteem sub-scale scores were not significantly different from controls, the
reduction in total self-esteem was due to reduction in the other components.

Home self-esteem was reduced in the clinic group to a greater extent than in the other
groups. This could be a consequence of referral to the clinic (an identified patient might
perceive himself more negatively than his siblings) or could be due to such factors as
family discord. The same factors probably operated to a lesser extent or in a less acute
fashion in the special school and in-patient groups.

School self-esteem scores were significantly reduced in those attending the chmg. As
reading age was slightly reduced in this group, these factors could be zussocna‘tccfi.
Firstly, reading difficulties may cause red'uced'self-es_teem. Secondly, re@uccd self-
esteem could be responsible for the reading difficulties. Alternatively, some other
factor could be responsible for both, or that the presence of both or either increases the
possibility of referral to the clinic. None of these explanatons are mutually exclusive.
The absence of any change in school self-esteem 1n the special school and in-patients is

probably due to the abnormal peer group.

Social self-esteem scores were reduced in all study groups. Sincg itis fcdupcd cqualgy
in all groups it is probably a consequence of attending psychiatric services. or the
causes of that attendance. The low defensiveness scores of the in-patients was
probably due to hospitalization and the duration of psychiatric treatment.

In all the study groups, reading backwardness was closely aj\sociatcfj with bchfayi()uml
deviance I)rll the c,linic group, the cases with reading backwardness were

i i i 75% were antisocial and 25%
‘ i tiated. In the in-patient group. /5 A
Ecr:i(:g{irlcm?l?g:xygll::(rjrllgfﬁrrﬁr;bers were involved. In the special school group, only those
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over the age of ten years fitted the criteria for reading backwardness. This suggested
that the reading difficulties increased with age.

A major difference between the antisocial members of the control group and those in the
study groups, was that those in the control group had a 7% rate of reading
backwardness, whereas in the study groups the rate was 72%. Self-esteem was
average in antisocial pupils in the control group, but was reduced in antisocial pupils in
the study groups.

In the Isle of Wight study (), those with pure antisocial disorder were differentiated
from those with antisocial disorder and reading retardation. This is supported by the
findings of this study, which also suggests that in those with both disorders, low self-
esteem is present. The findings also tend to support the hypothesis that self-esteem
tends to return towards normal with age.

It also appears likely that those with antisocial disorders and reading difficulties have a
higher rate of referral to the psychiatric services than those with antisocial disorder
alone, and those with reading difficulties alone have a higher rate of referral than those
with behavioural disorders alone.
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MOTIVATION TOWARDS LEARNING AND BEHAVIOUR DEVIANCE IN
EIGHT TO ELEVEN YEAR OLD CHILDREN ATTENDING
AN URBAN PRIMARY SCHOOL.

SYLVIA O'REGAN.
MICHAEL FITZGERALD.

ANTHONY KINSELLA.

ABSTRACT

Motivation towards learning was assessed in a class of 3rd, 4th and 5th
standard, using a self report scale (). Results for children identified as
behaviourally deviant were compared with those of their non-disturbed
peers. The findings show no significant difference on motivational
scores between both groups; behaviourally deviant children differing
from their non-disturbed peers only on an informational subscale of
judgement.

INTRODUCTION

Studies (2:3) have shown a significant association between behavioural disturbance and
learning difficulties. Behaviourally deviant children perform less well in school than
their non-disturbed peers; though the direction of any causal relationship is not clear ).

It seems reasonable to assume that behaviourally deviant children might not be well
motivated towards learning. To examine this, it was hypothesized that behaviourally
deviant children would show less intrinsic motivation towards learning than their non-

disturbed peers.

METHOD

The population under study were children of both sexes, attending 3rd to 5th class, in
an ufbaI;] primary school. yThc sample size was 86. Forty f_lve were females and 41
were males, and their ages ranged from eight to 11 years with a mean of 9.85 years.
These children were selected because the r;hablhty andI\;ahdlty of the measuring
instrument had already been established for this age group (1.3),
With the co-operation of the school, parents were contacted by letter to gain permission
for their children to take part in the study.

A Self Report Scale (1) assessing motivation was administerqd to the classes separately.
Each child completed the questionnaire independently. The c?assstcachcr was then
approached and asked to complete the Rutter Teacher Questionnaire 3 for each pupil in

their class.
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The Self Report Scale: (1) of intrinsic versus extrinsic orientation in the classroom;
motivational and informational components, is in the form of a 30 item questionnaire of
which six items tap into each of five subscales. These are, preference for challenge
versus preference for easy work, curiosity/interest versus teacher approval,
independent mastery versus dependence on teacher, independent jnge;mem versus
reliance on teachers judgement, and internal criteria versus external criteria for success
or failure. The first three subscales define a motivational factor, whereas the last two
define a cognitive/informational factor.

Each question was read aloud to the class, and the child then decided which of four
possible answers was most true for him. Depending on his or her choice the child may
score between one and four for each item, a score of one indicating a maximum
extrinsic orientation and a score of four indicating a maximum intrinsic orientation, for
that particular item. By averaging the scores on each subscale each child will have five
mean scores ranging from one to four, which will depict the child's profile, across the
five dimensions.

Teachers questionnaire (Y (Rutter Scale B2); is in the form of 26 descriptions of
behaviour against which the frequency of behaviour is scored, as it applies to the child
in question.

Statistical analysis: the difference between the means of behavioural deviant and non-
deviant groups were tested on each of five subscales, using Student's T-test (2 tailed).

In addition, a two way analysis of variance was performed to identify the effects of
grade, sex and their interaction.

RESULTS

The individual profiles on the self report scale were averaged for each class, giving a
mean and standard deviation for each of the five subscales, across grades 3 - 5. Thirty
two children were assessed as showing behavioural deviance. The distribution of these
children over 3rd to 5th class was as below, see Table 1. The motivational score for

t}ﬁgsggl)up were also averaged, by class, giving a mean and standard deviation on each
su e.

A comparison of the means between the deviant group and the non-di ed peer
group shown no significant difference betweengthe pgroups on (;hedlsmt(l)ltriti/atignai
subscales, see Table 2. Only on the informational subscale of judgement did a
significant dl.fferch{? occur between both groups, see Table 3. There was a significant
grade X sex interaction on the subscale of judgement (p < 0.001). The size of the sex

difference depended upon grade with mal i ; :
four and five, see Tabl% 4.g males scoring more highly than females in grades

Table 1 - Behavioural Deviance by Class

Non Disturbed Disturbed All
3
Class 4 ég 10 29
5 6 31
10
16 26

N . .
umber of disturbed and non-disturbeqd by class using the Teachers Questionnaire “.
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Table 4 - Grade X Sex Interaction on Judgement Subscale

Judgement
3 4 5
Male 1.38 2.82 2.60
Female 1.60 1.61 1.85
Difference (female - male) +0.22 -1.21 -0.76
t statistic +0.74 -4.94 -2.74
(p>0.10) (p <0.001) (p<0.01)

Comparison of means on judgement subscale for both sexes in each class.

DISCUSSION

The findings do not support the hypothesis that behaviourally deviant children show
less intrinsic motivation towards learning than their non-disturbed peers. This would
suggest that the mechanism by which behaviourally deviant children do less well in
school, does not involve a lowering of motivation.

These findings cast doubt on the theory @) that behavioural problems arise because of
loss of self esteem due to learning difficulties.

It is known that other factors such as parental deviance, family discord and social
disadvantage are associated with both learning difficulties and behavioural deviance ©).
The children in this study lie in an urban working class area with high unemployment
and a high crime rate. Although we did not examine these variables it seems reasonable
to assume that some of these factors are prevalent in this environment. If this is so,

then the results would seem to suggest that these factors do not exert their effect on
school performance by lowering motivation.

Thus motivation in the classroom, which may be defined as the need to achieve M,

appears very rqsilicng. It seems to persist even in the presence of factors, associated
with learning difficultes.

When comparing children identified as di
interesting to find that the only subscale o
on that of judgement, with disturbed chil
rather than on teachers judgement. It see

sturbed with the non-disturbed group, it was
n which a significant difference occurred, was
dren showing a greater reliance on their own
ms maladaptive that they should do this as it is
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not likely tha( at thi_s grade level they have internalized sufficient knowledge and
information with which to make autonomous judgements. Rather it may be that this
reliance on their own judgement might reflect a global mistrust of significant adults in
their environment. It may be that early learing in the family and social milieu might
account in some way for this phenomenon.

The interaction between grade and sex on the subscale of judgement indicates that with
increasing grades the difference between male and female children increases. This
finding is in agreement with the fact that there is a higher prevalence of behaviour
deviance among male than female children for this age group 4.

In summary, children identified as behaviourally deviant do not show low intrinsic
motivation towards learning. They differ from their non-disturbed peers only on the
subscale of judgement (with a significant difference between the sexes). Further study
is needed to confirm this finding and to elucidate the mechanisms involved.
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A 10 YEAR DESCRIPTIVE FOLLOW-UP STUDY
OF 50 DELINQUENT BOYS.

MARY KELLY.
BERNADETTE MACKEY.

MICHAEL FITZGERALD.

Studies have repeatedly shown a consistent relationship between juvenile delinquency
and large family size, marital disharmony, alcohol abuse in parents, and overall social
deprivation. A consistent relationship has also been shown with delayed reading age,
below average scores on intelligence and achievement tests, conduct disorder of
childhood, and parental aggressive behaviour. Among the many follow up studies of
delinquents are those of Kolvin, West and Robins.

The aim of the following study was to assess 50 delinquent boys 10 years after their
first admission to a national treatment centre for young male offenders, with the above

associations in mind.

METHOD

Fifty (50) consecutive admissions from a well-defined geographical catchment area to a
nzla.ft:i?)éa.l zreatment centre for young male offenders, during the period 1979 - 1980 were
chosen for this study. Each admission file was reviewed and all relevant details taken.
Each individual boy was contacted by letter, informing him of the study. A second
letter was sent when difficulties in contracting individuals were encountered. Honuw
visits were carried out, and additional information was obtained confidentially from

other relevant agencies.

RESULTS

| 1 istri . 1) referral
Forty- 49) of these boys were referred from the District Courts. One (

w(;gt}ll);l : (::(()rr?r)n?mit;3 care gocial worker. Of these.flfty (50) boys, twenty (20) were
referred because of poor school attendance, and thirty (30) were referred because of

antisocial behaviour i.e. stealing, assault and malicious damage.

ily si .5, range 3 - 17 (the national average family size was
oy Eailvlgfgethfglggryio%%%gs 1550y, “Two (2) of the boys were adopted. In four (4)
cases. father or head of household was deceased. In eight (8) _cascs'par]cl{mzxw;rc
separated. The total number of cases from one-parent families was 14 (28%).
Seventeen (17) (34%) of the fathers were unemployed (the national qnen_]plgyment rate
in 1979 was 7.1%). Forty-five (45) (90%) were described as living in corporation

housing and five (5) (10%) in private homes.
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Offord has identified possible protective factors against conduct disorder, amon g them
being (1) a good relationship with parent/adult, (2) compensatory good experiences,
i.e., school competence or skill development, (3) improvement in social circumstances,
(4) employment, (5) voluntary change to a less deviant peer group.

The Perry Pre-School Project and Weikert's High Scope Programme have been shown
to be effective in the long term, in social and school adjustment and reduced criminal
involvement. The Perry Pre-School Project involved the provision of a daily pre-
school programme to black children from low income homes. The duration of the pre-
school programme lasted 2 years and also involved weekly home visits. Follow up
was made periodically until the age of 19, at which time this group had a better
education level, better employment history and less criminal involvement than a control

group.

Weikert's High Scope Programme similarly involved a well structured cognitively
orientated pre-school curriculum coupled with home visits. Follow-up at 21 years
showed significant gains fro disadvantaged children involved in this programme.

Similarly the Syracuse University Family Development Research Programme aimed
primarily at black single mothers has shown on follow up that their children showed
improved self esteem and school performance and were involved in ewer and less
severe offences. The programme provided support with regard to child-rearing, family
relationships and social functioning over a 5 year period.

Kolvin also has shown effectively in his book "Help Starts Here" that direct
intervention in the form of group therapy with at risk primary school children with
behavioural problems was effective.

The provision of support at community level to first time mothers as was provided is
Community Mother's Programme (Van Leer et al) and which has since been replicated
in other countries has shown to be worthwhile and effective.

Volunteer mothers who themselves have undergone a training programme are involved
in befriending vulnerable mothers in the community. Thus attempts are made to build
on the resources and self esteem of these parents through a combination of support.
encouragement and education. It has been shown that these volunteer mothers
befriending schemes have significant effects on the emotional and behavioural status of

children.

To return to the findings, the study has shown a clear association _bctvfccn ‘sog.nal‘
disadvantage and offending behaviour. A clear link has been shown in many studies
between social disadvantage and offending behaviour. In discussing preventative
measures therefore, attention must be given to measures which will CffCCUVC‘l'y lmPf(?_‘;C]
the social circumstances in which children grow up in, e.g., adequate housing, soci

supports, and employment.

CONCLUSION

Given the overall poor outcome in this study, it behoves us to seck c_ffCCt’Yt)cl mgailfrcg
to prevent similar outcomes. The research literature to date identifies ‘posslxd e risk 'dr;
protective factors for conduct disorder. It also suggests that efforts should be mainly

directed at pre-school children.

i fore. and in the interests of society. that
I more appropriate there e . 1 rther the

f:nm(i)rllﬂdbseuficilr)éct:Sd towargsp intervention strategies at pre-school l"v]"lrrl“hi{l ('E:(‘j‘“
custodigal strategies at a later age when it is possibly too late to amclhiorate already

existing damage.

- 189 -



Offord has identified possible protective factors against conduct disorder, amon g them
being (1) a good relationship with parent/adult, (2) compensatory good experiences,
i.e., school competence or skill development, (3) improvement in social circumstances,
(4) employment, (5) voluntary change to a less deviant peer group.

The Perry Pre-School Project and Weikert's High Scope Programme have been shown
to be effective in the long term, in social and school adjustment and reduced criminal
involvement. The Perry Pre-School Project involved the provision of a daily pre-
school programme to black children from low income homes. The duration of the pre-
school programme lasted 2 years and also involved weekly home visits. Follow up
was made periodically until the age of 19, at which time this group had a better
education level, better employment history and less criminal involvement than a control

group.

Weikert's High Scope Programme similarly involved a well structured cognitively
orientated pre-school curriculum coupled with home visits. Follow-up at 21 years
showed significant gains fro disadvantaged children involved in this programme.

Similarly the Syracuse University Family Development Research Programme aimed
primarily at black single mothers has shown on follow up that their children showed
improved self esteem and school performance and were involved in ewer and less
severe offences. The programme provided support with regard to child-rearing, family
relationships and social functioning over a 5 year period.

Kolvin also has shown effectively in his book "Help Starts Here" that direct
intervention in the form of group therapy with at risk primary school children with
behavioural problems was effective.

The provision of support at community level to first time mothers as was provided is
Community Mother's Programme (Van Leer et al) and which has since been replicated
in other countries has shown to be worthwhile and effective.

Volunteer mothers who themselves have undergone a training programme are involved
in befriending vulnerable mothers in the community. Thus attempts are made to build
on the resources and self esteem of these parents through a combination of support.
encouragement and education. It has been shown that these volunteer mothers
befriending schemes have significant effects on the emotional and behavioural status of

children.

To return to the findings, the study has shown a clear association _bctvfccn ‘sog.nal‘
disadvantage and offending behaviour. A clear link has been shown in many studies
between social disadvantage and offending behaviour. In discussing preventative
measures therefore, attention must be given to measures which will CffCCUVC‘l'y lmPf(?_‘;C]
the social circumstances in which children grow up in, e.g., adequate housing, soci

supports, and employment.

CONCLUSION

Given the overall poor outcome in this study, it behoves us to seck c_ffCCt’Yt)cl mgailfrcg
to prevent similar outcomes. The research literature to date identifies ‘posslxd e risk 'dr;
protective factors for conduct disorder. It also suggests that efforts should be mainly

directed at pre-school children.

i fore. and in the interests of society. that
I more appropriate there e . 1 rther the
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SCREENING FOR ABNORMAL EATING ATTITUDES
IN MALE DUBLIN ADOLESCENTS.

COLETTE HALPIN.

MICHAEL FITZGERALD.

ABSTRACT

The Eating Attitudes Test, 40 item version (EAT 40), Body Shape
Questionnaire (BSQ) and General Health Questionnaire, 30 item version
(GHQ 30) were administered to a sample of 107 Dublin adolescent
males. 2.8% scored above the cut off point on the EAT 40. 2.8% also
scored highly on the BSQ. Only one respondent scored highly on both.
35.5% of the sample scored highly on the GHQ indicating the presence
of psychological distress. All high EAT 40 and BSQ scores also scored
above the cut off point on the GHQ. These results contrast with a recent
study using the EAT 40 in a similar population of Dublin adolescent
schoolgirls, in which 13% of the sample scored highly.

INTRODUCTION

A recent study of eating attitudes using the EAT 40 questionnaire in a sample of Irish
female adolescents, demonstrated that 13% exceeded the cut off score, thereby
expressing concern about their eating habits and weight. Johnson and Sabine et al 2) in
their recent study of a large sample of London.schoolglrl; found between 6.8% and
14.1% scored positively on the EAT questionnaire. There is no similar study of eating
attitudes in Irish males. This study attempts to address this deficiency.

METHOD

The Study Sample:

isted of all Sth year students in a large Dublin boys' scqondary
'sIc};fo((:)lll.o S'(I:'II:: zz*.I(I;tE)(l)Zlc?sn:;fuatcd in an es?,tab_li§hed large suburban area of Dublin. For
confidentiality reasons, the school authorities were reluctant to allow the author to
obtain information on individual parental occupations. However, they informed us that
approximately 75% come from middle to upper middle class homes. Approximately

25% of the boys came from disadvantaged homes.
xplained to the boys by the author (CH).

heir parents in order to obtain consent to
1l information would be anonymous and

The aims and content of the study were €
They brought home explanatory letters to t
partake in the study. It was sprcsscd that a
independent of the school principal of teachers.
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Questionnaires Used:

Three questionnaires were administered to the boys in two separate groups during one
40 minute afternoon class period for each group.

(1 Eating Attitudes Test (EAT 40):

The EAT 40 is a 40 item self report questionnaire first designed by Garner and
Garfinkel @), It covers a broad range of attitudes and symptoms some of which
are characteristic of Anorexia Nervosa. It is a screening instrument and not a
diagnostic tool. It has been used widely in non-clinic populations e.g. college
populations @ 5), family planning clinic attenders ©) , London schoolgirls @,
female patients in a general practice(?).

(2)  General Health Questionnaire (GHQ):

The 30 item version of the GHQ ) was chosen to measure the level of general
psychiatric morbidity.

3) The Body Shape Questionnaire (BSQ):

This is a 34 item self report questionnaire devised by Cooper et al @), Itisa
measure of concerns about body shape and in particular the experience of
feeling fat. Each individual item is scored on a 1-6 sliding scale with 6
representing the most symptomatic score. The validity of the BSQ has been
tested in both clinical and non-clinical samples @ . It was found to correlate
significantly with high EAT scores. In a non-patient sample the mean score for
a "concerned” group was 109 and 55.9 for an "unconcerned” group. Patients

with Bulimia Nervosa and Anorexia Nervosa showed mean scores of 129.3 and
136.9 respectively.

RESULTS
The Study Population:

A total of 107 boys in all completed the 3 questionnaires. This sample represented
89.2% of the total number of Sth year students in the school. Thogc whlc)) did not

partake were absent on the day. The boys ranged in age from 14 years 5 months to 17
years 10 months. The mean age was 16.12 years.

The questionnaires were administered during an afternoon class period, which had been
prearranged with the school principal. One author (CH) was present in the classroom
while the boys filled out the questionnaires. They were asked to complete them without
reference to their peers. They were allowed to ask questions regarding any
misunderstandings. Ten boys availed of this opportunity. The school principal
assisted in supervision of the group by visiting the classroom on a number of occasions
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The EAT 40 Questionnaire

Three boys scored above the cut off point of 30. Figure 1 shows the frequency

gog;ﬁve scores on each individual EAT item. The mean EAT score for the group was

72% reported that they liked their clothes to fit tightly (Q18), 47% disliked trying new
rich foods (Q39), 45% reported early morning wakening (20), 30% liked eating the
same foods every day (Q21), 30% disliked eating with others (A1), 32% felt they
display self control around food (Q32), and 25% felt they did not enjoy eating at
restaurants (Q27).

12% admitted to being terrified of being overweight (Q4), 12% said they exercise
strenuously to burn off calories (Q16), 6% think about burning calories on exercise,
8% said they particularly avoid foods with a high carbohydrate content (Q10), whereas
3% admitted to engaging in dieting behaviour (Q37), 6% also felt they give too much
time to thought of food (Q34), 1 respondent admitted to taking laxatives (Q28).

Table 1

Eating attitudes and concern about body shape
in stressed adolescents

EAT 40 GHQ 30 BSQ
35 25 89
33 ' 9 119
14 15 105
29 18 162
EAT= Eating Attitudes Test

GHQ 30 = General Health Questionnaire

BSQ= Body Shape Questionnaire.

GHQ 30 Scores
38 (35.5%) of the 107 respondents scored above the cut off point of 5. The mean
GHQ 30 score was 5.21.
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BSQ Scores

The BSQ scores ranged from 34 - 162 with a mean score of 48.86. Three respondents
scored a total greater than 100. :

Al three high scores on the EAT 40 questionnaire also scored above the cut off point of
the GHQ 30, as did the three high scores on the BSQ. However, only one of the
respondents scored positively on all three questionnaires. Table 1 shows the profile of
the five high scoring respondents on all three measures.

DISCUSSION

The results of this study must be interpreted with caution because of the small numbers
and the difficulties in population screening for rare disorders. Williams et at (19), in
their comment on the EAT 40 highlight the fact that it is only of limited use in case
identification. While it is not a diagnostic tool it has been shown to distinguish between
an anorectic group and a control group without the disorder (4). Other studies show
that EAT 40 positive scores do have abnormal and exaggerated eating attitudes (. 11,

These limitations are further borne out by Johnson Sabine et al (2) in their study of a
large cohort of schoolgirls.

They found that 24% of the sample were clinical cases of Anorexia Nervosa ? Bulimia
and that 59% were dieting. They stress the need for prospective studies of EAT
positive dieters to determine whether they become "cases” in the long term. The
relevance of this for male adolescents is that eating disorders in males and females
appear to constitute parallel syndromes as pointed out by Steiger in his recent review of
eating disorders in males (13). Therefore, it is reasonable to extrapolate that the high

EAT scores in this study represent a group of males whose eating attitudes may merit
further assessment.

It is of interest that 2.8% of the respondents from our sample scored positively on the

EAT 40 compared with 13% of a similar femal ; i
562 st venpared with 13% e sample; the mean score for males being

The fact that all 5 respondents who were high EAT 40 or BS
i . scores also exceeded the
cut off point on the GHQ is noted. The overall finding that 3%.5% of the sample scored

above the cut off point on the GHQ is similar to a previously studied population of Irish
adolescents (12), _

This study merely represents a startin
males. There is a need for further s
with positive scorers to further assess

g point for the study of eating attitudes in Irish
tudies of larger groups and follow up interviews
their eating habits and psychiatric status.
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SCREENING OF ABNORMAL EATING ATTITUDES IN AN UNSELECTED
POPULATION OF 16 YEAR OLD DUBLIN SCHOOLGIRLS.

MARIE HORGAN.

MICHAEL FITZGERALD.

INTRODUCTION

The Diagnostic and Statistical manual! of Mental Disorders, Third Edition, reports that
as many as 1 in 250 females will experience eating disorder symptoms at some time
during adolescence. It has been repeatedly noticed that abnormal eating patterns and
Anorexia Nervosa (A.N.) are most common in females and have their peak onset
during the mid teenage period?3. Furthermore there is growing evidence that these

problems are increasing in frequency#5:67:89.10,

Despite these observations there have been few epidemiological studies of the
prevalence of abnormal eating attitudes/eating disorders amongst female adolescen:
populations in general and Irish female adolescent populations in particular. This study
attempts to address this deficiency. It entailed the administration of eating attitudes Test
40 questionnaire (EAT 40) to an unselected population of 16 year old Dublin school
girls in an attempt to detect and document abnormal eating patterns within the group.

MATERIALS & METHOD

The study population was drawn from the fifth year pupils (average age 151115) of a
Dublin sécondary school. The school is located in a socially disadvantaged area of the

city.

The aims of the study were explained to the pupils, who, in turn, were asked to seek
parental cgnsenet by ta)icing homg specially prepared letter for parents to sign and return.
It was stressed that the study was being conducted anonym_oqsly and 1nqc_pendently of
schools and teachers. All 56 pupils approached were willing to participate and g]l
obtained written parental consent Subsequently 55 pupils compl'cted the questionnaire
and gave demographic details (Date of Birth, fathers and mothers occupation).

The questionnaire was administered to the pupils by one of the au.thor’s‘ dunptﬁ an
afternoon class period. The pupils were asked to complete the questionnaire without

I f the anonymity and
i i nest themselves and were assured 0 :
e e 2 their  res They were permitted to clarify any

confidentiality of their responses. , ‘M
misundcrstandi)rllgs in relation to the test items with the author (MH) and a small number

(7%) availed of this opportunity-
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THE EATING ATTITUDES TEST 40 (EAT 40)

The EAT 40 questionnaire i a 40 item measure of the symptoms in Anorexia Nervosa
(AN). It is presented in a 6-point forced choice self report format wherein each extreme
response in the anorexic direction is scored as worth 3 points while the adjacent
alternative responses are weighted as 2 points and 1 point respectively. A total cut-off
score of 30 points has been determined for the entire 40 items!'!. Amongst clinical
populations, scores of 30 point or more on the EAT 40 questionnaire are significantly
associated with a clinical diagnosis of Anorexia Nervosa whilst amongst non-clinical
populations similar scores identify a group with serious eating and weight concerns.
Thus the EAT 40 questionnaire has been shown to be a valid objective and economical
index of behaviours and attitudes frequently observed in anorexia nervosa, and it has
also proved useful in identifying eating disturbances in non-clinical samples!1-12.13.14,

RESULTS

55 girls (98% of those enroled) co-operated in the study. From parental occupation the
social class of the study population was determined - (11 and 111, 6%, 1V, 44%, V,

24%, unemployed 13%, not know or deceased 13%). The study had an average of 15
years eleven months.

A cut-off score of 30 points has been established for the EAT 40 questionnaire!!.

The mean score for the group was 16.45%. 13% of scores exceeded the cut-off score,
representing 7 of the 55 respondents.

The following is the results of respondents scoring positively i.e. either 1, 2 or 3
points, (where each extreme response in the anorexic direction is scored as 3 points
etc., as previously outlined above) on all 40 EAT items. Thus 42% of respondents
reported feelings of terror in relation to being overweight (Q 4), whilst 31% described
feelings pre-occupied with a desire to be slimmer (Q 15). 24% admitted to a pre-
occupation with the thought of fat on their bodies (Q 25) and 16% believed that they
gave too much time and thought to food (Q 34). 17% felt that food controlled their
lives (Q 31), 18% admitted to becoming anxious prior to eating (Q 3) and 7% described
extreme guilt feelings after eating (Q 4). 11% of respondents admitted to dieting (Q 37)
and 7% to exercising strenuously to burn off calories (Q 16). 11% avoid foods with
sugar (Q 29) and 11% avoid foods with a high carbohydrate content (Q 10). 15%

describe eating binges with feelings of loss of control (Q 7) and 4% describe laxative
consumption (Q 28).

DISCUSSION

There are potential limitation as well as obvious adv.
the EAT. Self report measures rely on the assumpti
describe thcird§ymptgms. It is however difficult
Inaccurate or distorted reporting on the questionnaire responses. Nor ings
of this study be taken as representative of all Dublin sch%ol girls d?;ecé:)ntg:tcsf;lﬁiﬁgc
nature of the sample. The 13% prevalence rate of high EAT 40 scorers discovered in
this population can only bt; cautiously compared with the findings of other studies.
Reports by Button and Whitehouse of the use of the EAT 40 in a population of older
college students found that 6.3% were high scorers!3. Garner and Garfinkel identified
38% of dance students and 12% of normal control students as high EAT scorers!2.
man et al. reported 7% of an unselected population of 15 year old London schoolgirls

antages to the self report format of
on tha_t respondents will accurately
to estimate the biasing effects of
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as high EAT scorers on a shortened version (EAT 26) of the original EAT 40
questionnaire 5.

It has been shown in follow-up clinical interviews of non-clinical high EAT scorers that
the majority do not satisfy the diagnostic criteria for anorexia nervosa. Nonetheless the
majority have been shown to experience abnormal eating patterns and attitudes
sufficient to interfere with normal psychosocial functioning!1.12.13_ It is therefore
inappropriate to assume that high EAT 40 scorers in non-clinical populations are
diagnostic for anorexia nervosal213.16. Rather in non-clinical settings, the EAT 40
may be regarded most suitably as a screening instrument and those high EAT scorers as
representing a group with serious eating and weight concerns.

In summary this study identifies 13% of the study population as high (i.e. above cut-
off point) scorers on the EAT 40 questionnaire. Despite the difficulties and dangers
inherent in inter study comparisons, the result is not out of keeping with previously
reported prevalences amongst non-clinical populations in Canada and in the U.K. Itis
possible, as reported in other studies of non-clinical high scores, that this study's high
scoring individuals are experiencing considerable psychosocial distress which in turn
represents a very real source of psychological morbidity within the teenage school girl
population.

Finally the study demonstrates that it is possible to obtain information on the
psychological health of school girls by questionnaire without undue disruption of the
school programme.
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A PILOT STUDY OF SPEECH/LANGUAGE DISABILITY AND BEHAVIOUR
DISTURBANCE IN A SAMPLE OF REFERRALS TO
A CHILD PSYCHIATRIC CLINIC,

MICHELLE MURPHY.

MICHAEL FITZGERALD.

A sample of 50 consecutive referrals to a child and family centre between March 1983
and July 1983 were chosen as the subjects. These children were given an appointment
for administration of a speech and language screening assessment as well as a
behavioural questionnaire. The speech therapist (M. M.) made home visits during
which she administered the Rutter A2 behaviour questionnaire to the parents, 32 out of
50 parents cooperated. The following instruments were used:

(1)  Bankson Language Screening Test.

(2)  Reynell Developmental Scale.

(3)  English Picture Vocabulary Test.

(4)  Boehm Test of Basic Concepts.

(5)  North Western Syntax Screening Test.

(6)  Detailed Phonological Assessments and Analysis.

(7)  Symbolic Play Test.

(8)  Battery of Dysfluency Assessments, and

(9)  Rutter A2 Behaviour Questionnaire.

32 children studied had language delay and of these 14 also

This study suggested that screening children attending a
disadvantaged area for speech and language problems
e that speech and language problems are
ferrals to Child & Family Centres.

In this study 19 out of the
had behaviour problems.
Child & Family Centre in a (
would be productive. It also appc?red PQSS‘b]
not been given sufficient attention in routine re
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PSYCHOLOGICAL DISTRESS AMONG DUBLIN
FEMALE ADOLESCENTS.

MICHAEL FITZGERALD.

MARIE HORGAN.

INTRODUCTION

Despite widespread and apparently increasing interest in adolescent psychopathology
only a limited number of studies worldwide have addressed the prevalence of

psychological distress amongst community samples of adolescents ),

Krupinski, Baikie, Stoller () reported psychiatric disorder in 16% of the adolescent
population of Heyfield, Australia. Unfortunately diagnostic criteria were not
specifically defined. In the Isle of Wight study (1,3,4) psychiatric disorders were
slightly more common in adolescence than in middle childhood and considering various
sources of data collection the one year period prevalence of psychiatric disorders in
adolescence was estimated at 21%.

More recently, Mann, Wakeling et al.®) in the UK., D'Arcy and Siddique ©) in
Canada and Kashani, Beck et al. (V) in the U.S.A. using a variety of investigative
approaches reported rates of psychological distress amongst non-clinical populations of
adolescents of 19%, 27% and 19% respectively.

The study reported here attempts to document by means of a self report questionnaire
the nature and prevalence of psychological distress 1n an unselected sample of 16 year

old Dublin schoolgirls.

METHOD

drawn from the fifth year pupils (average age 151,) of a

Th i as i
¢ study population W ool is located in an established working class area of

Dublin secondary school. The sch
the city.

The aims of the study were explained to the pupils who in turn, were asked to seek

i 1 letter for parents to sign and
a t by taking home a specially prepared
Eetrlfrrrllt.al Iiov%iznst?éscd tl%at the study was being conducted anonymously. All 56

ici I i 1 consent.
ing to participate and all .obtau_led written parenta ’
g{:]%rs(;a:]cglgrﬁl\;egz Yyﬂgﬁg corlzlplete% the questionnaire and gave the following
demographic information: (1) date of birth and (2) occupation of father.

The questionnaire was administered to the pupils by the author M ('jtl;]nn% 312;322:?
class session. the pupils were asked to complete the questionnaire w1‘ Ofud ]:{ gf
answers amo.n st themselves and were assured of the _anonymlly a,"d ?f)n I |cmld ’vytl(l)
ther ros onsesg They were 'permittcd to clarify any n1ls‘cunders}andlr}g; in re au;:u t}: e
best itﬁrrlnjs with the author (MH) and a small number (5%) availed of this 0ppOTIGALLY:
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THE YOUTH SELF REPORT QUESTIONNAIRE - (YSRQ) ®

The YSRQ was designed by Achenbach and Edelbrock (8)_to record in a standardised
format behavioural problems and social competencies of children aged 11 - 18 years as
reported by the children themselves.

The behaviour problem items were scored on 3 step response scale. The social
competence items comprised information on the amount and quality of the child's
participation in port, hobbies, games, activities, organizations, job/chores and
friendships. It also had items of how the child got along with others, works by himself
and on how well he functions at school.

The YSRQ is scored on the YSR profile which consists of social competence scales
reflecting the child's activities and social relationships as described above and
behaviour problem scales which categorise problem behaviours under 6 distinct
headings as follows: somatic, depressed, unpopular, thought disorder; aggressive,
delinquent. ~

Research with YSRQ indicates good stability in self ratings over a six month period and
statistically significant agreement with ratings by parents and clinicians.

RESULTS
1) The Study Population:

Fifty-four girls (96%) of those enroled) completed the questionnaire. The
social class of the study population was as follows: (Classification and
Occupation) @) - Social Class IT and III, 6%; Social Class IV, 44%; Social
Class V, 24%; unemployed 13% and not known 13%. The average age of the
study population was fifteen years and eleven months. o

2) YSRQ Results:

In this study no deviant scores were obtained on the social competence scales.

On the behaviou.r problcm scales 18.5% (10) of the sample scored deviantly (1.e.,
above the normatively derived cutting points) on one or more scales.

One pupil scored deviantly on all 6 scales, one scored deviantly on 3 scales, two scored
deviantly on 2 scales and five pupils score deviantly on 1 scale only.

Thus 17% (9) of the sample scored deviantly on the somatic scale, 7% (4) scored

deviantly on the depressed scale, 2% (1 pupil each .
aggressivity and delinquency scales. (1 pupil each) scored deviantly on both the

Twenty-two questions from problem behaviour i i

. . questionnaire set have been selected
and the pupils analysed and illustrated graphically. The results yield informative and
interesting data on the anxieties and preoccupations of the study population.
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DISCUSSION

This study identified 18.5% (10) of the study population as deviant scorers on one or
more of the YSRQ problem behaviour scales. No participant scored deviantly on the
social competence scales.

With regard to the overall level of psychological health amongst adolescents, data from
cross-cultural studies indicate that a fairly large number of adolescents (about 20%)
suffer some form of psychological distress. Thus the results of this study are in
keeping with previously reported figures in countries other than Ireland.

Nonetheless a strict comparison is neither intended nor is it feasible, due to the diversity
in populations studied and differences in the instruments used to measure psychological
distress.

There was a tendency for deviant scores to predominate in the somatic and depressed
scales of the problem behaviour profile. This is in keeping with the recognized
tendency for psychologically distressed females to somatize and to experience
depression/anxiety rather than to present with anti-social or delinquent behaviour.

In summary the study reports the use of the YSRQ in an attempt to identify and
document the prevalence of psychiatric morbidity amongst an unselected, non-clinical
adolescent female sample. Its findings are broadly in keeping with those known to date
from a variety of cross-cultural sources.
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CHILD PSYCHOANALYTIC PSYCHOTHERAPY.

MICHAEL FITZGERALD.

INTRODUCTION AND HISTORY

Three women are associated with the birth of child psychoanalysis and psychotherapy,
Anna Freud, Hermine Hug-Hellmuth and Melanie Klein. Anna Freud died in 1982,
Melanie Klein died in 1960 and Hermine Hug-Hellmuth was murdered by her nephew
in 1924. While there is no doubt that Sigmund Freud was the "Father" of
psychoanalysis and psychotherapy, child psychoanalysis and child psychotherapy had
three "Mothers". The psychoanalytic study of childhood was conducted initially
through adult patients. Josef Breuer and Sigmund Freud in 1893 discovered that
"hysterics suffer mainly from reminisces”. Adult psychoanalysis than set about
discovering new information about childhood trauma through reconstructing childhood
events.

In 1909 Sigmund Freud published The Analysis of a Phobia in a Five Year Old Boy.
The case material that Freud based his analysis of the little boy was collected by his
father. Freud believed that underlying this phobia was a conflict over sexual urges.

After the publication of the Three Essays on the Theory of Sex by Freud in 1905
psychoanalysts began direct observation of ‘ children V\_/hlch conflmcd sume
psychoanalytic theories at that time and alSo provided alternative hypothesis. As Anna
Freud (1966) pointed out, analysed nursery school teachers and those working witi
delinquents continued this work in the 1920's and 1930's. Indeed psychoanalytic ideas
which emphasized honesty, openness and freedom began to have increasing influence

on child rearing practices.

In the ' rs on child psychoanalysis with children began to be published using
PSyChola?lzafl)ysti%atll)l%gry but usirl:gya technique modified from adult psychoanalysis. Anna
Freud set out the therapeutic principles. She wished to eliminate suggestion as a
element of the treatment and achieved this by not using her authority. She avoided the
use of abreaction as a therapeutic tool. She kept management of the patncn}d to s
minimum except where they werc seriously harmful forces at work. She considere

that the following were major features of this therapy:

tance which is resistance 10 the work of child analytic

(@  The analysis of resis  ed self knowledge.

psychotherapy and to incre

ference of feelings, attitudes

. hich is the trans ;
(®)  The analysis of the transference WTHLL ferred onto the therapist and

and experience of parental figures which are trans
others around the child in the present.

(c)  The interpretation of unconscious material, that is bring to ic ’chnld 9hn;(|jnd
matters that have been repressed, memories. wishes and desires that the chilé 1s
not aware of and which are currently causing conflict.



PHILOSOPHY OF CHILD ANALYTIC PSYCHOTHERAPY
The two main assumptions of psychoanalysis are:
) The principle of psychic determinism or causality, and

(2)  The importance of the unconscious in the understanding of the human mind.

The principle of psychic determinism states that nothing in the mind is arbitrary or
undermined or happens by chance. All mental events have meanings and causes and
are determined by the ones that preceded it. A person cannot therefore dismiss dreams,
obsessive thoughts or slips of the tongue but must ask themselves “What caused it?",
"Why did it happen?". Dreams follow the same principle of psychic determinism and
psychoanalysis traditionally looks for hidden wishes beneath the remembered dream.

The second main assumption focuses on the importance of unconscious factors in
understanding the human mind and that only a small amount of mental activity is
conscious at any one time. Psychoanalysis is fundamentally about the study of the
unconscious, about the study of how deep seated, unconscious factors determine the
feelings, attitudes and patterns of behaviour of children and adolescents. The
unconscious contains earlier childhood memories and childhood wishes as well as
many desires and fantasies that would be unacceptable to the conscious mind for
example sexual and aggressive wishes or impulses. While the conscious mind takes
reality into account the unconscious mind is governed by the pleasure principle by that I
mean that all that matters is pleasure. It is hardly surprising that the contents of the
unconscious are therefore repressed because if they become conscious they would
cause the individual anxiety. In central Europe around the end of the 19th century and
in Ireland in the first half or more of the 20th century sexual impulses were connoted as
"bad" and so a large amount of psychological energy was expended on keeping these
impulses repressed and in the unconscious. The problem of repressed anger could be
seen in a child who began to steal because he could not express anger at an ill father
who was neglecting him. He repressed the anger at the father and began to steal as a
symptom of his distress. In treatment it was possible to make the anger conscious and
to give him insight into the problems between himself and his father. He was able to
express his anger directly at his father and the symptoms of stealing ceased.

In short psychoanalysis is a branch of the science of the mind developed by Sigmund
Freud. Itis basically the analysis of the human psyche. Psychoanalysis is:

(@) A method of investigating the mind.

(b) A theory of human behaviour.

©) A technique for the treatment of emotionally disturbed children and adolescents.
Child analytic psychotherapy is a technique that applies psychoanalytic theory.

The form of treatment is useful to children who are anxious or depressed or in
psychological turmoil. It is also of value to children who are in conflict because of
physical illness or who having difficulty coming to terms with disability. It is also
helpful in treating children with unresolved grief reactions because of the death of a
parent, reactions which can make the child more vulnerable to adult depression in later
life if not dealt with satisfactorily. It can help children who are having difficulty

resolving stress due to some overwhelming trauma for example a serious accident or
other traumatic life event.
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It is not for everyone and everybody does not need it. It will not reverse biological
brain pathology. It is a treatment of the mind rather than the brain that is taking a
dualistic view. To be helpful the problem must have a psychological basis. In general
patients with mental handicap, schizophrenia and autism would not be treated with
psychoanalysis as a first line treatment. These patients would benefit from another
form of therapy called behaviour therapy which is based on learning theory - elements
of which would include social skills training or rewarding positive behaviour. In
addition psychopharmacology approaches would be relevant to children with
schizophrenia. At the same time in recent years there has been some new interests in
applying child psychoanalytic psychotherapy to patients with mental handicap.

The philosophy of change in child psychoanalytic psychotherapy is about psychic
change which is taken as a major sign of emotional growth. This change is shown in
the child by clearer thinking with insight into the causes of the child's problems and
feelings. The child can know put a meaning on their feelings and is not bewildered by
them. An observer looking at the child has the sense of a more contained child, less at
the mercy of his or her instincts or feelings. I believe that the child identifies or models
himself or herself on the calm, contained therapist. The good experience with the
therapist is taken in by the child and strengthens the child's personality. The therapists
calm accepting voice becomes absorbed into the child's mind and laid down in memory
traces. This voice counters critical parental voices from the past. This has the effect of
boosting the child's self esteem. In the same way the child's good experience with the
therapist increases the child's capacity to trust and form relationships with other
children and people in general. This helps the child get back on the developmental
course and one observes him or her as being more like the other children. One
observes emotional growth happening again just as in non-disturbed children. One
observes a smile coming on to the child who had a frozen frightened face. The child
plays better and works better in school and relates _bettcr to peers. The child is better
able to cope with every day stresses. One also notices a softening of the super ego or

conscience and therefore less signs of inappropriate guilt.

Changes is brought about by a good quality trusting therapeutic relationship and by the
theragist makingg the unconzcic%us conscious. The child is free to put the unspeakable
into words and with that the burdens on the child lightens - “a problem shared is a
problem halved". Young children in particular have a tendency to blame themselves for
everything that happens for example if a parent gets sick the child may say tha(tj it was
because that they were naughty. This fantasy of the child can cause enormous distress

and guilt and be undetected for a long time by the parent. The child can feel that he or

she is very "bad" and that the expression of anger is both "bad” and dangerous. the

explorati therapist of the many fantasies that ch_lldren ha'vc about thcm.?clvc§ 1§
cﬁ%gﬁt:gntgg g;zgr:sspof therapy and to change. Chll_dren vynll allfo Itfvehfa:;agtlﬁ
about the therapist and will transfer or put onto the therapist feelings that cym a h the
a rejecting father or mother and then perceive the therapist a5 feechn evciqh (t)l:lcgra st
therapist has been very reasonable and sensitive throughout the treatment. the her gn y
has to help the child to see that these fantasies about the thc;ra;pst a:jc :;2?&%%?;; o
refer to powerful figures from outside the treatment. The feelings e;mm for change to
ransference fclings and the esoluion of 18 6 B eetings have come
come about. It is important for the child to under d other adult figures in their life

from. Then they will be able to se¢ the therapist an : ures, re
isti has a corrective emotional expenen
more realistically. In the treatment the child also z:f]cr o im the childs e outside

i es differently to 0 . a5 e Y ‘
ggttllll: ttrlc?t(r:na:ntthgrt?ne tl‘;llgl(s:;ﬁ%l}: ;ast Then the child t‘han bﬁ?gmhw “ﬁﬂﬁ:{‘g:&é‘iﬁﬁ
: T ;4 other figures that they have h g
fvrfmhk%‘tﬁlglzfdggsr%g;ug?l tfua;tc lzlltrfdolrlopc‘, is fbsolutcly critical for the child's future
happiness and successful negotiation of lifes hurdles.

roblems have been properly worked

to be maintained if the p overing the same ground many times

C i ikel !
hange is more likely alytic sense. This means c

through in the psychoan
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and uncovering the many ramifications of conflict and fantasies as they appear in the
child's clinical material with the therapist. There are many reasons why a child
develops a particular symptom and all these need to be explored in so far as it is
possible. :

Work with parents is also important and can be a form of psychoanalytic child
development education. It helps the parents to understand what the child has been
through and emphasises the child's need for empathy, security and an accepting
environment. The sessions with parents also have the role of protecting the child's
treatment and supporting the parents in the demanding task of bringing the child for
treatment. Some parents suffer very considerable guilt about having a disturbed child
and others experience envy of the child's treatment and attention that the child is
receiving. These are matters that need to be attended to if the treatment is not to be
prematurely terminated. The confidentiality of the child's material has to be respected
otherwise the child will mistrust the therapist. Some parents who have major
psychological problems themselves will need formal psychotherapeutic help in their
own right or marital problems and may need marital therapy.

When unconscious impulses for example sexual or aggressive impulses seek discharge
they put the child into conflict with his or her super ego (conscience) and the outside
world. A pathological solution to this conflict is the development of a compromise
formation (symptom) for example phobia, obsessional symptom (e.g. hand washing)
or a conversion symptom (e.g. paralysed limb). A phobia is a condition where there is
an avoidance of a specific situation or object, although not dangerous, which causes
anxiety to the child. Here the defense mechanism of displacement can occur where for
example a fear of father can be displaced onto a fear of animals. In school phobia what

can emerge is not a fear of school but a fear of leaving mummy or a fear that mummy
will die if the child goes to school.

I remember one situation where the child had a school phobia because he was afraid of
mother stabbing herself while he was at school. This came as a great surprise to
mother but she had attempted suicide in the past. In obsessive compulsive neurosis the
child is dominated by repetitive unwanted thoughts or actions or rituals for example
hand washing. There tend to occur in conscientious meticulous and hard working
children. These children tend to have harsh super egos (conscience) and a very poor
toleration of strong feelings. These neurosis are a pathological solution to strong
sexual or aggressive impulses which are unconscious. In analysis one becomes aware
that these children have isolated thinking from feeling. They tend to intellectualize and
the therapist is trying to help them to get in touch with their feelings and unconscious
impulses. One can also analyse the defense mechanism of undoing which attempts to
ritualistically "remove"” the enough, who are sensitive enough to the needs of the child.
This means that tht; child has more good experience with the parents than negative -
experience. The pplld's personality is built on this good experience. When the child 1s
reared with sensitive parents he or she lays down within himself or herself a strong
foux'llda_tlon for their personality. This makes them strong and more able to withstand
th; slmgs and arrows” of life. The child strengthens their personality by identifying
with solid sensitive parents. There is major modelling on the parents personality.
What the child models on is not only the parents as they are but the parents as the child
perceives them. T}lc small child will tend to project aggressive and other feelings onto
the parents and vylll therefore perceive them as more threatening and dangerous that
they are. It is this model of the parents that he or she will identify with. the child's

super ego or conscience is modelled on the parents and other significant figures in their
environment.

In the past conscience dcyclopmen( tended to be very harsh in Irish children and adults
and caused enormous guilt and anxiety when the standards of conscience were not met.
If the parents and others for example teachers are extremely negative to children, the
children develop very low seif esteem which makes them vulnerable to anxiety’and
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depression and other conditions. Unfortunately in Ireland there has been a fear of
praising children and an idea that continuous criticism was good for them. Nothing
could be further from the truth. A child with low self esteem is very prone to
psychological problems. Critical parents, critical teachers and other voices are
internalized in the child and echoes throughout the rest of their lives often very serious
consequences for their happiness. It leaves children in a very anxious, offensive act for
example hand washing to undo the guilt about masturbation.

Children also show conversion symptoms where unacceptable mental content is
changed into physical phenomena for example headaches were a child was unable to
express anger at mother for being over controlling and instead developed a headache.
Another example would be a child who develops abdominal pain because he is in
conflict with someone in his environment. Children can also develop other conversion
symptoms for example gait disturbances, tremors, convulsions and paralysis because
of stress in their environment. The development of the conversion symptom happens
unconsciously.

Reaction formation is another defence mechanism were the child converts unacceptable
feelings into acceptable ones and in the process keeps the unacceptable ones
unconscious for example a child who had repressed feelings of hate for his mother
became over concerned for her welfare and was over attentive to her.

In modern psychoanalysis the importance of interpersonal factors has greatly increased.
The earlier psychoanalysis puts major stress on factors within the child .., with the
child's instincts for example aggressive instinct where the conflict arises when the
demands of the super ego which approximates to the standards of conscience 1S 1n
conflict with the instinctual wish. While this still holds the cause of psychological
problems in childhood and adolescence are now 'perchcd as being more complex and
multi-faceted. Nowadays crucial importance 18 given to the levels of empathy or
sensitivity between the parents and the child. To grow healthily a child needs parents
who are good, unhappy, negative and pessimistic with a very poor quality of life. 1
have never know a child who grew up healthy who was continually criticized and

neglected or completely unwanted.

. . . & from
In Ireland it has been shown that children from large families are more at risk

psychological problems. It is more difficult for parents to be sensitive o each member
of a large family. The economic stresses also undermine parents by distracung them

from the needs of their children and anything that Impacts on parents will also impact

he parents are distracted by the multiple stresses of

on the children because if t _ :
disadvantage, mental illness or marital breakdown they will have much less mental

i ir chi ir chi likely to
energy to tune into the needs of their children and their children are more

bccogrge psychologically stressed. To grow healthily children need a secure
environment, reasonable limits and parents Who are in tunc with their needs and

developmental stage Of Jevel of maturity. Ageisa critical factor in determining what is

i d of a child for example to demand that a six month old child is
i(%?;?gggiri(;oig ‘:(r)ré)alrlnuch. At the same time a child will also be damaged llf noma}
demands are not made at the appropriate time. Over indulgence orf spoiling 1s ill.s
damaging as neglect of rejection. Sometnmes children and adolescents ron(;.?f)gtrclmc.y
wealthy families who over indulge their children have children who h'avc 1 lf\utt{n’ll;
developing definite identities of themselves or knowing what they want or wha

value is.

i ition of basic trust which will

ks of healthy development 1S the acquisition 0 rust which «
glée;vogr?lg]grz;gg in a good )c,:nough family. Children who are phys’lcallg jibfus;cd%
sexually abused or suffer serious neglect grow up very mistrustful ‘dnd‘ carfu (l)‘
people. Child psychotherapy takes a very long time 0 reverse this mistrust of peopic

and indeed and element of it probably always persists.
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APPLICATION OF PSYCHOANALYTIC PSYCHOTHERAPY

The basic technique of child analytic psychotherapy is a play technique. In play
children symbolize their conflicts and anxieties. Adult patients are able to free associate
that is said freely what comes into their mind. Small children cannot do this and of
course play is their normal way of expressing themselves. The child psychotherapist
treats the child's play and verbal discourse in the same way that the adult therapist treats
the patients free association of ideas.

The child psychotherapy takes place in a room without dangerous objects. The
surfaces are washable. This kind of room will allow the child the freedom to express
himself or herself. Each child will have an individual box of toys which will only be
used by him or her. The box will usually contain bricks, toy cars, animals and figures
of various sizes. It is also traditional to have paper, pencils, crayons, glue, scissors,
string and running water. The aim is to have material that will allow the child to
express themselves as freely as possible. Children get quite attached to the room and
insecure if they are changed. The change of room can remind children of many
previous changes that may have occurred in their life and that may have distressed
them. If a room change occurs it may bring to mind old upsetting changes in the childs
past and these will need to be explored in detail with the child if they have occurred.

The basic mode of communication with the child is through interpretation where the
therapist tries to understand the patients communications and make sense of them and
communicates these insights to the child in a language that the child will understand.
The therapist conveys to the child that he or she is interested in the child's worries and
is there to help them understand them. The timing of interpretation is important and
therefore an effort is made not to give an interpretation until the child is ready for
example there may be evidence in a child's material that they have a death wish towards
a parent or sibling but the therapist initially will only focus on the anger at mother or
sibling or say something initially like "some children can be very angry with their
brothers and sisters or with their mother”. It can also be of considerable relief for
children to realise that they are not the only ones who have these wishes. Before
coming to treatment children often feel they are the only ones in the world with these
feelings which greatly increases their suffering. As described earlier transference
interpretations are among the most important because they increase the child's self
knowledge and help him or her to see the feelings they are transferring onto the
therapist and people in the outside world that were originally felt towards parental
figures. If a child felt that they were responsible for a parent's death then the
experience of this would be highly significant for the child and the unburdening would
be of major importance. Psychosomatic symptoms may be interpreted depending on
the child and the cause of them as a conflict with a parental figure or sibling or as a way
of getting some love or care in a family where this is only available to a sick member.

It would be usual for a child coming to a first session to have fears or fantasies about
the treatment. The child may feel that they are coming because they are "naughty" and
may see it as a punishment. If they have been mistreated for most of their life they will
have much mistrust and very little hope of help. They may expect to be let down again.
Siblings may have mentioned the word "mad" in relation to coming for therapy and this
may cause the child great anxiety. Sometimes they will have been told that they are
going to get their eyes tested and are therefore completely confused. These prior
fantasies or explanations need to be explored by the therapist with the child or the child
will feel totally confused. The major part of treatment is opening up clear lines of

cotrr}llmulrllﬁlc(jaﬁon and openness and dealing with fantasies so that the world makes sense
to the child.

One of the major other tasks of the therapist is to overcome resistance that is the
resistance or reluctance of the child to communicate or cooperate with the therapist.
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The child does not want to talk about something or wants to shut out something that
makes him or her anxious or guilty.

Termination is considered when the child is back on developmental course, is
functioning well at home and school and is not showing evidence of significant
psychological pain.

The first visit to a child psychotherapist will involve a detailed history of the child and
his or her family. The therapist will enquire about mothers pregnancy with the child
and developmental milestones, language development, feeding behaviour, experience
of preschool and school. In addition the child's temperament which can have major
effects on the child development will be enquired about. Detailed histories would also
be taken of the parents life story and especially their marital relationship if this was
relevant as well as parental personality type and history of mental illness. The family
atmosphere in the earlier part of childhood and currently would also be of critical
importance. The child would then be interviewed alone using the play technique as
well as verbal communication to assess the child's conflicts and suitability for child
psychotherapy. If treatment was considered appropriate the child would be seen once
or more times per week the sessions would last under one hour.

There is research evidence that psychotherapy is more effective than no treatment.
Some of the positive effects of psychotherapy are not seen immediately and indeed
some of the improvements continued to occur between 18 months and three years after
the children finish treatment with psychotherapy. For children the overall improvement
with psychotherapy has been put between 67 and 78%. The spontaneous improvement
rate that is the improvement rate without treatment has been put at about 25%. Itis
likely that child psychotherapy considerably speeds up the rate of improvement. There
is much less research on child psychotherapy as compared to adult psychotherapy.

TRAINING

i i i 1 child
The Irish Forum for Child Analytic Psychotherapy pndg:rtake_s the only formal

analytic psychotherapy training in Ireland. Information is available from the Director
Dr. M. Fitzgerald, Irish Forum for Child Psychotherapy, 43 Rock Road, Blackrock,

Co. Dublin.

WHERE TO GO

i i i ist using this approach
ctive clients about where t0 find the therapist using t proac
g)ﬁgnl?:ggqf\?irrggrfgm in the first instance their local General Practitioner. It (;s also
available from many Child and Family Centres run by the Hcalth} Boa‘r( ; r'udn
throughout the country. The Jrish Forum for Child Psychotherapy at 43 Rock Road,

Blackrock, Co. Dublin would also provide a list of names.
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MEASURING PROGRESS IN PSYCHOANALYTIC PSYCHOTHERAPY:
A PILOT STUDY.

JOHN SHEEHAN.

MICHAEL FITZGERALD.

Six patients in individual psychoanalytic psychotherapy and ten patients
in group psychoanalytic psychotherapy were assessed using two self-
report questionnaires. The questionnaires were administered pre-
therapy, after three months and after six months. A statistically
significant improvement occurred in both groups but important
differences were found between the groups.

Since Eysenck's (1952) controversial charge that psychoanalytical psychotherapy has
no value, researchers in psychotherapy have ralled to refute this claim. Numerous
studies have been conducted (Lambert et al., 1986) concerning both ovtcome and
process. The positive effects of both individual and group therapies have been
documented (Smith et al., 1980). The purpose of the present study was to attempt to
measure change or progress in patients under going psychoanalytical psychotherapy

either on an individual basis or as part of a group.

METHODS

The Therapists and their Supervision

Six therapists participated in the study. All were trainees in psychoanalytical
psychotherapy. Five were involved in individual therapy. They were in their second
year of a two-year university course leading to a Masters degree in Psychotherapy. The
sixth trainee was in his first year of a five-year group psychoanalytical psychotherapy
course run by the Institute of Group Analysis, London. Demographic data were
collected from each therapist and included age, sex, qualifications, previous personal
analysis and previous supervision. Of the trainees in individual psychotherapy. the
mean age was 38 years (range 30 - 47). Two were male, the other three female. Two
were medical doctors, two were social workers and one was a clergyman with a
Masters degree. Four had no previous experience of psychoanalysis but one hgd been
in analysis for three years. Each trainee was supervised on a wcckly‘basm. by a
supervisor. The trainee in group psychotherapy was a 32 year old male doctor with ng
previous experience in psychoanalysis. He had regular supervision by a fully-traine

group psychoanalyst.
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The Patients' Characteristics

Sixteen patients participated in the study, ten in the group and six in individual therapy.
All were outpatients. All of the patients in individual therapy were referred for
psychoanalytical psychotherapy by a consultant psychiatrist attached to the Department
of Psychiatry in a Dublin teaching hospital. four out of the six were private patients.
All of the patients in the group were referred either by a consultant psychiatrist or a
registrar in Psychiatry. the patients were all attending the local community-based
psychiatric service. None were private patients. Demographic data, including age,
sex, marital status, education, occupation, duration of presenting complaint, past
psychiatric history and medication were recorded. Diagnosis, as made by the referring
consultant or registrar, was based on the International Classification of Diseases-9.

The Therapeutic Method

The therapeutic method employed by the trainees both in individual and group therapy
was psychoanalytical psychotherapy. The golden rule of free association was adhered
to and emphasis was placed on interpreting the resistance and the transference. Dream
interpretation and parapraxes were highlighted. In the individual cases, sessions lasted
for 50 minutes and occurred on a weekly basis at the same time and in the same place.
The group sessions were longer, lasting 90 minutes each but occurring at the same time

and in the same place each week. The group used the integrative approach devised by
Foulkes (1975).

An attempt was made to validate the treatment. A transcript of a session with a client
was made by each trainee. A tape recording was also made of a group session and a
supervisor (MF) assessed both the transcripts and the recording. The fact that all the
therapists were trainees attending their supervisors regularly helped to ensure the
integrity of the treatment.

The group was held on a weekly basis over a six-month period. All patients were
informed of the duration of the group before they started and the methods of
psychoanalytical psychotherapy were explained to them. The patients in individual
therapy were told about the study either before they started or just after starting
treatment. The duration of therapy was, however, an issue between themselves and
their therapists and the therapy did not have to terminate after the six-month

ass(eissment. Consent was obtained from all patients prior to the commencement of the
study.

INSTRUMENTS

To measure change or progress two different instruments were used, the General
Health Questionnaire-30 (GHQ-30) (Goldenberg, 1972) and the Self-Development
Project List-90 (SDPL-90) (Braaten, 1989). Both are self-report questionnaires.

The GHQ-30 is a screening instrument for psychiatric disorder in patient and
community samples. It detects psychopathology (Huppert et al., 1989) and has been

1113958% gxtcnsively in various cultures and in different linguistic groups (Chan and Chan,

The SDPL-90 was devised by Professor Braaten in Norway. It is an instrument to
measure individualized outcomes. It consists of 90 questions relating to individual
goals which after factor analysis are reduced to five areas, three interpersonal and two
intrapersonal. The interpersonal areas are dependency, intimacy and social
assertiveness. The intrapersonal ones are self-individuation and self-acceptance. The
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aim is to detect the patient's individual goals or priorities. The patient completes the 90
questions by assigning a value between zero and four to each question. Zero represents
no importance and four extreme importance to the patient. As therapy progresses,
problems are worked through and goals change. Hence serial measurements reflect the
individual's changing goals and priorities during treatment.

Both the GHQ-30 and the SDPL-90 were administered to each patient pre-therapy or
just after starting therapy, after three months and after six months. The three-month
assessment was arbitrarily defined as Mid-treatment and the six-month assessment as
End-of-treatment although patients in individual therapy could continue in therapy after
six months. For patients who dropped out, the three-month score was taken as End-of-
treatment score.

The effect of psychotherapy was determined by the statistical analysis of the change in
GHQ-30 Mean scores using repeated analysing the number of patients who changed
their main goal in the SDPL-90 during therapy using Fisher's Exact test. The Chi-
square test, the t test, Fisher's Exact test and the median test were used to analyse the

demographic data.

RESULTS

Comparing the patients in individual therapy with those in group therapy, no significant
differences were found with regard to demographic details (Table 1).

Regarding diagnoses, three patients in individual therapy had depressive Neuroses, one
was alcohol-dependent, one had a depressive pg:rsonahty and one an adjustment
reaction. One patient had both a depressive neurosis and an anankastic personality. In
the group, five patients were diagnosed as having depressive neuroses, one an anx11§ty
neurosis, one simple schizophrenia, one neurasthenia and two hysterical personalfity

disorders.

iti i f weeks
The attrition rate was 50 percent in both samples. The mean number 0
completed in therapy for those who dropped out was 17 (range: 14-19). Of the three

in indivi therapy who dropped out, tWO did so because they were
el e teatmen d one bc%ausc she felt better. In the group, five did

Two left because they were dissatisfied, one
night course which has held on the same
eferred to a day hospital and he stopped

not complete the six months' therapy.
patient got a job and another got a place on 2
evening as the group. The fifth person was
attending the group of his own volition.

completed their questionnaires. Two of the

i in individual thera
All the patients 1n individu Py their questionnaires at three months, although

participants in the group did not return t
they completed the six-month questionnaires.

. in GHQ-30 mean
The GHQ-30 results were analysed in several ways. The changes m'n T;:t))lc 2. The

scores between Pre- and End-of-therapy for all 16 patients are shown 1
pre-, three-month and six-month results are shown in Table 3.

i ivided i leted six months' therapy
Pati bsequently divided into those who comp mo _ /
(éoglnptfet‘:fsr)e asx:ld th?)sc wl);o terminated prematurely (Dropouts). Their Pre-, three

i i i in Table 4. Finally, the Pre- and
onth and six-month GHQ-30 readings are _1llustratcd in ’
gm;l-ofz—i;castglcnt results of the Completers 1n both samples were pooled and compared

with those of the Dropouts (T able 5).
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Table ‘1

Demographic Details of Patients in Individual and Group Therapies.

Individual Group p
Variable (n=06) (n=10) value
Age
Mean 29.8 yrs 36.4 yrs NS
Range 16 - 41 24 - 48
Sex
Male 3 4 NS
Female 3 6
Marital status
Single 5 S NS
Married 1 5
Education ,
Non/Primary 1 3
Secondary/Third
Level 5 7 NS
Occupation
Unemployed 2 3
Employed/Housewife NS
Student 4 7
Duration of complaint
Mean 6.3 yrs 1.8 yrs NS
Range 9 mths-20 yrs 2 mths-16 yrs
Past psychiatry history 4 (66.6%) 8 (80%) NS
Psychotropic medication 2 (33.3%) 8 (80%) NS

NS = Not Significant.
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Table 2

GHQ-30 Mean Scores (Standard Deviation): Pre- and End-of-therapy.

Pre End Change

Individual 12.5 3.3 9.2
n=6 (4.9) 4.0) '
Group 18.6 8.8

_ - . 9.8
n=10 (8.0) ©.1)

Patients significantly improved with psychotherapy (F = 9.44, d.f. =1, p + 0.009).
No statistically significant difference between therapies (p = 0.923).

Table 3

GHQ-30 Mean Scores (Standard Deviation): Pre-treatment, Three
Months and Six Months.

Pre 3 months 6 months
Individuals 12.5 5.7 5.3
n=6 4.9) 6.1 4.9)
Group 18.8 6.0 12.2
n=10 (7.6) (7.3) 10.6)

and three months (F = 21.44,df. =

Significant improvement in patients between Pre- ‘
between three and six months but

1, p = 0.001). Group therapy patients deteriorated
not significantly (p = 0.212).
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Table 4

BHQ-30 Mean Scores (Standard Deviation): Those who Completed Sijx
Months and Those who Terminated Prematurely.

Completed

6 months Pre 3 months 6 months
Individuals Yes 10.7 93 4.7
n==6 (Completers) 4.9) 7.1 (2.6)

No : 14.3 2.0 6.0

(Dropouts) .1 (1.7) (2.6)
Group Yes 15.4 6.3 11.2
n=10 (Completers) (8.6) (10.5) (11.8)

No 22.2 5.8 13.2

(Dropouts) (5.3) 3.8) 10.6)

Table 5

GHQ-30 Mean Scores (Standard Deviation) of Completers and
Dropouts, Pre- and End-of therapy.

Pre 3 months 6 months
Completers 13.6 8.8 4.8
(7.4) (10.3)
Dropouts 19.0 4.1 149
' (6.8) @3.5)

Significant improvement (F=1342,df =1, p = 0.003) occurred in patients between
Pre- and End-of-treatment. Tend for Dropouts to improve more (p = 0.087). No
difference in level of psychopathology between Completers and Dropouts (p = 0.894).

- 218 -



Patients in individual therapy consistently scored lower on the GHQ-30 than those in
group therapy. This reached statistical significance (p = 0.031). It affirms that those in
individual therapy had less psychopathology, both at the beginning and at the end of
treatment than those in the group therapy.

Regarding the SDPL-90 results, two patients out of six (33.3 per cent) in individual
therapy changed their main priority between the start and end of treatment. Four out of
nine patients (44.4 per cent) in group therapy changed their principal goal over the same
time. No significant difference was found between these results. The most frequently
observed priority of the patients in individual therapy was self-acceptance, an
intrapersonal goal. fifty per cent had self-acceptance as their principal goal and 83 per
cent had it as either their first or second goal. Conceming the group, the most prevalent
goal was assertiveness at 60 per cent, an interpersonal goal.

DISCUSSION

Approximately 250 different forms of psychotherapy have been identified (Herink,
1980). With such an array of therapies, one must ask about efficacy. However,
research in psychotherapy is difficult. Definitive answers are difficult to obtain.
Furthermore, no consensus exists regarding the measurement of outcome.

The aim of our study was to attempt to measure change or progress in patients in
psychoanalytical psychotherapy. The results showed that the patients in both samples
improved and that the improvement was statistically significant (Table 2, p = 0.009).
However, by examining the Pre- and three-month GHQ-30 results (Table 3), one sees
that a significant improvement occurred even in that time period (p = 0.001). It
suggests that symptom reduction (for example, anxiety, depression) occurs early in

therapy.

The change in GHQ-30 mean scores between Pre- and End-of-therapy (Table 2) was
virtually identical for patients in individual therapy (9.2) and group therapy (9.8). The
difference between therapies was not significant (p = 0.923). One could falsely
conclude that because there was no statistical difference there was no clinical difference.

The SDPL-90 results dispel that notion.

The SDPL-90 results illustrate interesting differences between the patients. Those in
individual therapy had predominantly intrapersonal goals whereas those in g_rou;;
therapy had interpersonal goals at the start of therapy. Conversely, the least pnolnty o1
those in individual therapy when assessed pre-treatment was an interpersona goaal,
dependency, and for those in group therapy, it was self-acceptance, an mtrgapcrsor)[h
goal. One can only speculate about the bias at the referral stage. Perhaps patzlcnts w;th
intrapersonal problems readily accept individual therapy whcreafs t t(}:sc hw_x

interpersonal problems seek group treatment. These factors probably affect the choice

of therapy offered by the referring psychiatrist.

. . . . therapy
ected results are of particular interest. Patients i group
(?ctrcl;gg?:tregfb?t]fv’;gn three months and the End-of-treatment. The change was not
significant (Table 3, p = 0.212). One can postulate that the l(lietcglotr)at}on }v&s rc]ar:ccgdt;)
iatri y ¢ pati hronically ill and obviously very

the psychiatric status of the patients who were c yi sly very needy
indivi as time-limited which is not typical of group psychoanalytic:
;Zggﬁg?lﬂsﬁp?eﬁgﬁil‘ry a group would be of longer duration. Another possibility is
the incxperienc.c of the therapist and his handling of the issues around termination.

A paradoxical finding was the improvement in the Dropouts. This may have been a

i aintained at six months (Table 4).
i into health as the improvement was not maintaine
glng(?t;l:r];)os:ibility is that thg improvement was due to the therapy. The mean number
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of weeks in therapy for the Dropouts was 17 which is probably longer than occurs in
some forms of Brief Psychotherapy.

Frank et al. (1957) outlined several factors associated with high dropout rates which
included lower social class, less education, less integration into society and less
readiness to talk about their feelings. In those who dropped out of the study, there was
a wide educational spread. One had no formal education, two had primary education,
two had secondary education and two had third-level education. Hence, less education
did not predict attrition in this study.

Could the improvement in GHQ-30 scores be due to a spontancous remission in
symptoms? this is a valid question as no control group was employed. However, the
mean duration of illness for those in individual therapy was 6.3 years and 7.8 years for
those in group therapy. Spontaneous remission must be highly unlikely.

In conclusion, it must be emphasized that the study was small - a pilot study - and
caution must be exercised in drawing major conclusions. The sample size was small;
the therapists were trainees; self-report questionnaires were employed; the therapies had
different time-limits and the therapies themselves were different. However, it was
possible to measure change during therapy using two self-report questionnaires each of
which provided useful but different information about the patients. We hope that the
study will stimulate further research in this area.
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PSYCHOTHERAPY IN IRELAND.

MICHAEL FITZGERALD.

There has been a major expansion in interest in all forms of psychotherapy in Ireland in
the past 15 years. This growth is a reflection of professional development e.g. many
new courses of Masters standard and consumer demand.

A matter of considerable current concern is the lack of interest in formal psychotherapy
by the psychiatric profession. I recently founded the Irish Standing Conference on
Psychotherapy and only 10% (of 300) psychotherapists were medically qualified. This
process could be reversed if there were senior registrar posts in psychotherapy and
consultant psychotherapist posts available in the Republic of Ireland. There are none.
The fact that the recent Green Paper on Mental Health in Ireland did not even mention
the word psychotherapy is also worrying.

These trends must be reversed because psychotherapy reduces the cost of medical
services by 20% and only 50% of psychiatric patients are susceptible to biological
approaches.

It is essential that training programmes as fostered by the psychotherapy specialist
advisory section of the Royal College of Psychiatrists are fostered.
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DEVELOPMENTS IN EUROPEAN PSYCHOTHERAPY
AND COUNSELLING.

MICHAEL FITZGERALD.

Psychotherapists and counsellors became concerned that changes in the European
Community regulations for the professions in 1992 might adversely effect them. Many
reputable psychotherapy and counselling organisations began to consider a European
Association to look after both the interests of profession and the public. It was feared
that the European Commission and its committees could pass legislation issued by
interested parties that would be enforceable throughout the European community with
very little national consultation. Nevertheless it was also felt the European Directives
would give opportunities for the psychotherapy profession to take the initiative, to
become recognised and competent authorities and therefore to be in a position to advice
the European Commission and National Governments.

It became clear that it was necessary for both National and European Associations to
monitor the following elements of the EC structure including:

(1)  The European Parliament and its Committee on the Environment, Public Health
and Consumer Protection, its Committee on Economics and Monetary Affairs,
its Committee on Legal Affairs and its Committee on Drug Abuse.

(2)  The EC Commission. : o

(3)  The Council of Ministers.

(4)  The Economic and Social Committee and a number of Directorate Generals
including DG5 Employment, Labour Relations and Social Affairs; DG11 the
Internal Market; DG12 Science Research and Development; DG3 Freedom of

Movement of Doctors, etc.

It became clear that professions with greater financial resources had their own
independent offices monitoring these departments in Brussels. An example of the kind
of document that comes from the Commission of the EC was the proposal for a Council
Directive on the Liability of Suppliers of Services published in Brussels on the 20th of
December 1990. This had relevance for psychotherapists and shifted the onus of proof
of safety and responsibility from the recipient or patient to the provider of services. In
1988 a Higher Education Diploma Directive was published which focussed on the
mutual recognition of diplomas with in the EC. This directive related to article three of
the Treaty of Rome which defines one of the objectives of the community as the
abolition to obstacles to freedom of movement for persons, services and capital”. In
the definition of a Higher Education Diploma the Council did accept equivalent trainings
to their formal ones. They also discussed that the differences in length of training may
be compensated for by evidence of professional experience i.e. actual involvement in
the pursuit of the profession in a member state. The length of professional experience
required may not be in any circumstances exceed 4 years. Some people who go to

another state may have to go through an adaptation period or aptitude test.
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Each country in Europe will have a competent authority which will look at credentials
and diplomas of migrants to see if they meet the requirements of that country. It is
hoped in Ireland that the Irish Standing Conference for Psychotherapy will be
recognised as a competent authority to assess incoming migrants psychotherapy
qualifications. There is also a differentiation between independent private practice and
practicing in a hospital setting where one is usually a member of a team and where there
is very considerable supervision of treatment. The notion of acquired rights is also
quite important in Europe and therefore people who are in established private practice
would be seen as having acquired rights which would be recognised.

There is great variation in Europe about how psychotherapy and counselling is
organised. There is an official register of psychotherapists in Holland since 1986. Only
official psychotherapists can do psychotherapy in public hospitals. In Germany
psychotherapy treatments are covered by the compulsory health insurance scheme.
Psychotherapists who wish to provide treatments which can be reimbursed in the frame
work of public health insurance schemes but must be qualified medical practitioners or
psychologists. There are approximately 4,000 medial psychotherapists in Germany
and there are 3,200 psychological psychotherapists with 750 therapists dealing with
children and young people. It is of interest that child psychotherapists and those
working with young people may also be professional educationalists. In France there
is no regulation and no definition of what a psychotherapist is. The psychotherapy
situation in the United Kingdom is similar to the psychotherapy situation in Ireland.

In 1990 the Executive Committee of the Dutch Association for Psychotherapy took the
initiative for founding a European Association for Psychotherapy (EAP). 1 was invited
to the first meeting which took place in Amsterdam in December 1990 and at least one
member from the other European countries were also invited. A Steering Committee
was formed to look at issues of training and regulation of psychotherapy in Europe.
Regular meetings have taken place in either Amsterdam or Brussels. I invited Dorothy
Gunne to also represent a different psychotherapy strand to myself at these meetings.
The discussions have been very valuable to psychotherapists in this country. Dr. B.

Martindale stated in February 1994 that "The Dutch initiative is as foundering and now
confined to a few individuals".

A second organisation also called The European Association for Psychotherapy was set
up in Austria. This organisation supports the Strasbourg Declaration on Psychotherapy
1990 which states in accordance with the aims of the World Health Organisation
(WHO), the non-discrimination accords valid in the framework of the European
Community (EC) and intended for the European Area (EEA), and the principle of

freedom of movement or persons and services, the persons named below are in
agreement on the following points.

) Psychotherapy is an independent scientific discipline, the practice of which
amounts to an independent and free profession.

) irraiiling in psychotherapy takes place at an advanced, qualified and scientific
evel. ,

3) The multiplicity of methods of psychotherapy is assured and guaranteed.

@) In a process of stchotherapy,. training is carried out in full and includes
theory, self-experience and practice under supervision. Adequate knowledge is
gained of further processes of psychotherapy.

(3)  Access to training is through various preliminary qualifications, in particular in
human and social sciences.
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Gunne to also represent a different psychotherapy strand to myself at these meetings.
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(WHO), the non-discrimination accords valid in the framework of the European
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agreement on the following points.

(1) Psychotherapy is an independent scientific discipline, the practice of which
amounts to an independent and free profession.
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Of course havit}g two European Organisations with the same name is a problem and
tlhglg 41}8 reflected in Dr. Alfred Pritz, Executive Officer EAP (Austria) staterent in March

"“The EAP is keen to ensure that a truly co-operative effort across the whole of Europe
will secure the future of the profession of psychotherapy in Europe. Psychotherapy is
formally established as an independent profession in Austria and Switzerland where
national umbrella organisations regulate the profession. A similar situation exists in the
United Kingdom although no psychotherapy law has been adopted as of yet.

The Austrian, Swiss and British umbrella organisations are now working actively
together through the European Association for Psychotherapy and a start has been made
on agreeing minimal training standards in psychotherapy in Europe. We are also
working closely with the European Commission and some interesting developments
have been achieved.

We believe that it is essential for us all to work together (with Brussels based EAP) and
we would welcome opening lines of communication directly with your organisation to
overcome the potential danger of fragmentation of the field".

This new movement is gathering pace and has involved many individuals from Eastern
Europe. It will probably be a broadly based organisation and this is probably shown
by the fact that its annual meeting in 1994 will be held in London on June 24/26 with
the British Association of Counselling, United Kingdom Council for Psychotherapists
and European Association for Counselling.

In 1990 I believed that if the psychotherapy profession was to develop in Ireland it
would be necessary for the major strands of psychotherapy to come together. I decided
to set up an Irish Standing Conference on Psychotherapy and the' first meeting was
attended by Ger Murphy a Humanistic Psychotherapist, Ruth O'Donnell a Family
Therapist and Ed McHale a Family and Marital Therapist. At the following Dorothy
Gunne represented the constructivist psychotherapists and Aidan Lawlor the
behaviourists. The current strands of psychotherapy represented by the Standing

Conference are:

(1)  Analytical Psychotherapy.
(2)  Family Therapy.
(3)  Constructivist Psychotherapy.

(4)  Behavioural and Cognitive Psychotherapy.
(5)  Humanistic Psychotherapy.

n Psychotherapy organises national meetings and also

The Irish Standing Conferencs 0Dcpartment of Health about the development of

has had discussions with the
psychotherapy in Ireland.

i invitati ing in London to establish a
in 1991 I received an invitation to attend a meeting 1n : ‘
gﬁarri)ypgelm Federation of Specialists in Psychoanalygc]ngchotthhcra;))yl.]d’;l;:)snn::}cttm%
i to the found: s
took place on February 6th 1991 in London and led the foundation o oth
ion. Its aim was to benefit the public by promoting the deveiopment ©

g:)('i:lg?)gg:]ytic paslychothcrapy services and the training of therapists to a high ;t_and_;:rg
and to promote research in psychoanalytic psychotherapy. Ata later stage 1 invite
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Tom McGrath to be an alternative representative from Ireland. More recently Dr.
Louise Tansey and Dr. Mary Smith have agreed to represent the child section of this
Federation. The Federation is setting high standards for individual group and child
psychotherapy. The child psychotherapy programme of the Irish Forum for Child
Psychotherapy follows the European training guidelines set down by the EFPP. The
Irish Institute of Psychoanalytic Psychotherapy course will equally follow the
guidelines laid down by the EFPP. The EFPP now has members from most of the EC
countries and European Free Trade Counties. The current guidelines operate until 1995
when new guidelines will come into force for training in psychoanalytic psychotherapy.
This will lead to increased harmonization of psychoanalytic psychotherapy training
within Europe.
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PSYCHOTHERAPY IN IRELAND - PAST, PRESENT AND FUTURE.

MICHAEL FITZGERALD.

Irish Psychiatry is in danger of losing the mind. As Reiser points out, this giving up of
the mind or worse still losing it by 'default' will have very serious consequences for
Irish Psychiatry, and lend it to becoming marginalized and not relevant to psychiatric
illness outside of schizophrenia, severe depression, including manic depressive
psychosis. .

Psychiatrists are trying to make psychiatry into an exact science, something which
physicists abandoned about 1936. Another difficulty is that reality and truth are defined
in such a narrow reductionistic way which bears no relationship to the complexity of
human phenomena. In science you have to explain some higher level in terms of a
lower level. This will not be possible to do with extremely complex phenomena.
Using a broad definition of science, psychoanalysis fits well into the behavioural
sciences and indeed, Professor Klein, Professor of Psychometrics, points out that "it
has been shown that psychoanalytic theory could be regarded as a collection of separate
hypothesis rather than one theory, and that these hypothesis could then be put to the
scientific test”. He goes on to state that there is a ‘sizeable proportion of important
Freudian concepts have been shown, therefore, to have empirical foundation'.

There is general agreement that approximately 70% of patients with psychotherapy
improve, while the spontaneous improvement rate is 25 - 30%. Psychotherapy
significantly reduces inpatient stays. Recent psychotherapy studies have shown better
outcome from patients having more intensive psychotherapeutic treatment. It is naive to
state that whatever can be achieved, can be achieved with brief psychotherapy.

Currently the risks for psychiatry were as pointed out by Sir Denis Hill, when he stated
that "there is a risk that a psychiatry dominated by physical methods of treatment, and
promoting little but physiological research related to them, will regress to
unpsychological attitudes to mental disorder such as existed at the beginning of the
century”. The other current danger was recently pointed out by Van Praag, when he
warned "against the potential dangers of ‘objectivitation’ and coarsening of diagnosis, a
pre-occupation with the obvious, and misregard for the subjective constituents of the
psychopathological spectrum”. There are dangers when the attitude of the
Neuroscientist, who is trained to purge events of all human emotion, adopt a formal
impersonal style to the patient who is perceived as having a problem at the
neurochemical brain level, is taken on by the psychiatrist. Only about 50% of relevant
factors in psychiatry are biological, and the other 50% are psychological and social.

i iatri ini i is shown by the
The fact that Irish Psychiatrists pay minimal attention to psychotherapy is s
fact that there are )1,10 Senior Registrar training posts in psychotherapy and no
Consultant Psychotherapy posts, which are part of Psychiatry in England, Northcrr;
Ireland, etc. In addition, only a small number (approximately 10% of 280) o

Psychotherapists in Ireland have a medical qualification.

main relevant to the great majority of persons with psychiatric
o change its attitude to many psychiatric problems, and
their training period studying and pracucing

If Irish Psychiatry is to re
problems, it will have t S
psychiatrists in training must spend 30% of

psychotherapy.
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The explosions of interest in non-medical psychotherapy and counselling is due to
public demand, and the lack of interest of the medical profession in psychotherapy.

Psychiatrists should heed Professor R. Cawley's recent warning that psychiatry is

under threat because there is not sufficient emphasis on the relationships with the
patient, and it has a dogmatic attitude against psychoanalysis.
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THE BOUNDARY OF PSYCHOTHERAPY.

MICHAEL FITZGERALD.

The Irish Forum for Psychoanalytic Psychotherapy was set up to provide a coherent
focus for those throughout Ireland, who had a serious interest in the advancement of
the study and practice of this form of knowledge. It is not a training or accreditation
body. Since its foundation in 1986 it has organised meetings, lectures and clinical
discussions, both in the North and South of Ireland. It was felt that a Journal would
further the aims of the Forum and stimulate scientific inquiry and writing in this area.

It is important that the qualifications of psychoanalytic psychotherapists who teach in
Departments of psychiatry, Psychology, and the social sciences are as high as possible,
and that these teachers have a formal training in the field. In the past, future teachers
had acquired knowledge of psychoanalytic psychotherapy in a hap hazard way. This is
no longer satisfactory in the lat 1980's, but now with the development of formal
training programmes in both north and south of Ireland, this deficiency should be
corrected in the 1990's. The core role of assessment, diagnosis and suitability should
be recognised as part of these training programmes. It is interesting to quote Sir
Aubrey Lewis, who stated many years ago ".... (but) It is unseemly that a Post
Graduate Institute, if it holds that psychoanalysis may be valuable in the training of
some psychiatrists, should shut itself off from that work, or profit by it without taking
responsibility for it, as we have profited - and how much we have profited .... means
must be found, therefore, whereby those pupils of the Post Ggagiuate Institute for
whom psychoanalysis is judged, a useful and necessary part of training, should be able
to get it under University Auspices ...

It is also of critical importance to establish the limits of this form of treatment. In the
past it has been both undervalued and over-valued. It now has to find its place within
the wide range of treatment options available. An accommodation is being devFloped
with psychopharmacology and behaviour therapy. Indeed many of the (,U‘IT.C‘,I’];
therapies have evolved from psychoanalysis, €.g. Group Therapy, Family anfi Mdltlld
Therapy, Social Therapy, Psycho Drama and Gestalt Therapy. In the p;l?t m}‘:ny
therapists, who belonged to other schools of psychotherapy were hostile to each other,
which must have been very confusing for the public and students of psycho.theragy.
The over lap between all psychotherapies is becoming increasingly reco‘gm'se;]d. for
example, support, ventilation of feelings, discussion of current pro_bler'ns wit nf(t):r;
judgemental helpers. Nevertheless there are also sharp Qlfferenccs which fare now of "
neglected in these discussions, for example interpretation of unconscious m()tlvcs_ an

unconscious family life, transference phenomena, dream analysis, as well as repetiion

remembering and reconstructing the past of a patient.

There is little doubt that Freud would have been 1n§ngued by nclw t;:ndmgsl dlr;] ;t\:z
neurosciences, including the work on receptors, but it is also 111;6 Y. ebwo-l;;rcful ve
warned against biological reductionism. Analytic therapists also zlm‘:' tol e gnc ful of
analytic reductionism. Therapists have to resist taking an 'cx% usive tgblishi;{ hed
approach, because of the stress and conflict that has to be tolerated in establishing

value of each disciplines contribution.
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DEVELOPMENTS IN PSYCHOANALYTIC PSYCHOTHERAPY IN IRELAND
- A PERSONAL VIEW 1981 - 1993.

MICHAEL FITZGERALD.

There has been an ‘explosion’ of interest in psychoanalytic psychotherapy in Ireland in
the past 13 years. This growth has been due to professional developments and
consumer demands. It is interest that in a recent interview that Adam Limentani (1994)
pointed out that Freud was interested in this ‘explosion’ and told his followers in 1923
"you must do something about this 'explosion' of demands for psychotherapy that is
about to happen! You will see what is going to happen”. Limentani went on to state
that Freud was right. Clearly this 'explosion' was much delayed in Ireland partly
because Ireland is an island at the periphery of Europe and also because no member of
the medical profession, the dominant profession in this area was willing to take the lead
until recently. In addition there has been dissatisfaction by patients with the lack of
psychotherapy services being provided by the medical and psychiatric profession. The
medical profession particularly in the past have been trained using the medical
biological model which has been the dominant paradigm. The advisers to government
are drawn from doctors with this paradigm as indeed have ministers for health on at
least two occasions in recent years. This has led to a lack of understanding of non
medical approaches to treatment. In addition the development of psychotherapy has
also been inhibited by the lack of support for Senior Registrar posts in psychotherapy
and Consultant Psychotherapist posts within the Health Service. In addition an interest
in psychotherapy will not advance doctors careers. ‘

There are about 300 psychotherapists in Ireland of which 10% are medically qualified.
These include psychoanalytic psychotherapists; cognitive and behavioural; family and
marital; constructivist and humanistic. There are well over 1,000 counsellors, many of
these are guidance counsellors and a small group of practitioners who call themselves
counsellors but would be indistinguishable from psychotherapists. Counselling tends
to focus on career guidance, non directive measures and discussion of problems with a
non judgemental listener. Psychoanalytic psychotherapy tends to focus on the
unconscious and the transference. The majority of psychotherapists work in the private
sector as would counsellors with a clinical orientation. Guidance counsellors tend to
work in school and drug and alcohol counsellors work both within the public health
service and in private practice. The public have come to realise that ti}ere is not a pill
for every ill as they were promised in the 50's, 60's and the early 1970's.

Nevertheless in 1981 on my return to Ireland I began to realise that there was an interest
in ﬂfétil)syi:hothcrapeutic gspects of general practice by some C}@neral Practitioners.
This interest lead me to conduct a Balint Group for General Practitioners in the West of
Dublin at a late evening time after their general practices closed for a number of years.
This was a particularly rewarding experience and lead me to found The Irish Ba%lﬁn
Society which focuses on the application of psychoanalysis to general practice. ; c;
first chairman was Dr. John Dillon and the first Treasurer was Dr. Kiaran Lynch.

then considered that other medical specialities would be also interested in the apph}]c_aU(?n
of psychoanalysis. I therefore founded the Irish Paediatric Obstetric Psychiatric

iety 1 i ital as first Chairperson and
Society in 1982 which had Dr. P. McKenna Rotunda Hospita an

i i 's Hospital for Sick Children as the first treasurer. This

Dr. Elizabeth Griffin Our bady b o N 1 Maternity Hospital, Coombe Hospital,

i tings at the Nationa itz ‘
society held annual meeting Paediatricians, Obstetricians, Nurses, Social

diatric and obstetric hospitals. Even now
f psychoanalysis to these professional

etc., with enormous interest from
Workers, and all those assoc14tcd with the pae
there is still much to be done in the application o

domains.
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As a Psychoanalyst and a Consultant Child Psychiatrist working with disturbed
families it came to my notice that there was an excessive emphasis on Family Therapy
and on systems approaches with a relative neglect of the intrapsychic processes in
disturbed children. This lead me in 1982 to initiate the Child Psychoanalytic
Psychotherapy Group. This group held meetings many times a year on all aspects of
psychoanalysis and child psychotherapy and were attended by professionals working
with children and adolescents. Then in 1986 I founded The Irish Forum for Child
Psychotherapy with the assistance of Fr. Paul Andrews, Dr. Mary Smith and Dr.
Louise Tansey. The first meeting took place in Broc House. At this point I felt that
discussions about child psychoanalytic psychotherapy while laudable in themselves
were insufficient. I felt that there was a need for a training course in child
psychoanalytic psychotherapy and I was ably supported by Fr. Paul Andrews, Dr.
Mary Smith and Dr. Louise Tansey in the development of the first Child and
Adolescent Psychotherapy Diploma course which commenced in October 1990. About
this time I was travelling regularly to Europe having being invited to represent the Irish
view point and to found a European Association of Psychotherapy. During these
discussions I began to realise that academic attachments would play a large role in most
future courses. I then approached Professor Marcus Webb and the Faculty of Health
Sciences at Trinity College Dublin and initiated the process of converting the Diploma
in Child and Adolescent Psychotherapy into a Master's Degree. This was successfully
achieved and the course now operates as a Master's Degree in Child and Adolescent
Psychotherapy from October 1993. As far as Child and Adolescent Psychotherapy is
concerned I was also approached in 1992 by child care workers who worked in various
children's homes in the Eastern part of Ireland to initiate an introductory course in Child
and Adolescent Psychotherapy of one years duration. The first co-ordinator was Sally
Phalan and the current co-ordinator is Marych O'Sullivan. There is now an invitation
to repeat this course in the West of Ireland.

Since I also have an interest in adult psychoanalytic psychotherapy I set in train a
similar process and founded the Irish Association for Psychoanalytic Psychotherapy in
1982 with Dr. John Alderdice as the first Treasurer and Dr. C. P. Noone as the first
Chairperson. This association held meetings to discuss topics related to adult
psychoanalytic psychotherapy. Then around the time of The New Ireland Forum Dr.
Alderdice suggested that the Forum would be a good word to have in the title of an
Irish organisation which I agreed and this lead to the formation of the Irish Forum for
Psychoanalytic Psychotherapy. Dr. J. Alderdice was the first Secretary, Mary Pyle as
the first Treasurer in 1985, and myself as the first Chairperson in 1985. I also had an

opportunity to supervise E.H.B. Registrars in Psychiatry in all the catchment areas of
Dublin and Kildare from 1986 to 1991.

The IFPP then began to concemn itself after a period of continuing discussions on
psychoanalytic psychotherapy with accreditation issues. The criteria for membership of
the IFPP began to be gradually harmonized with Europe. A grandparent clause allowed
professionals with different trainings in the past and experience of working in the area
of psychoanalytic psychotherapy to also become members. The IFPP became
recognized as the major place for discussions on theoretical, clinical and professional
issues in relation to psychoanalytic psychotherapy in Ireland. It organised many highly
successful lecture series. Another activity associated with the IFPP was the founding
of the Journal. I saw a need for this as a way of giving members an opportunity to
express themselves creatively in print and founded the Journal in 1986 with Dr. John
Alderdice. Then the IFPP began discussions about setting up psychoanalytic
psychotherapy training. A training institute was set up in 1993 called The Irish Institute
of Psychoanalytic Psychotherapy of whom the founding members were Felicity
Casserly (Treasurer), Nessa Childers, Michael Fitzgerald (Co-chairperson), Rita
McCarthy, Ann Murphy (Co-chairperson), Ellen O'Malley Dunlop, Mary Pyle (Co-
ordinator of Training Course), Ross Skelton (Examinations Secretary) and Patricia
Skar (Secretary). This course has its first intake of 15 students in October 1993. The
course is basically an integrative/integrated dynamic psychotherapy course with all the
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major psychoanalytic and analytic thinkers emphasized. It has in addition a group
psychotherapy training experience as well as an infant observation experience

fhomclzghégg which has become essential for anybody becoming a psychotherapist since
e s.

On my return to Ireland in 1981 I was contacted by Cormac Gallagher who was at that
time working in the Department of Psychiatry, St. Vincent's Hospital, Elm Park as a
psychologist. During the course of meetings continuing on to 1982 I suggested to him
a psychoanalytic psychotherapy training course and put a model of such a course on
paper for the first time. He then discussed it with Professor Noel Walshe who
expressed an interest in it. Following on this Professor Ivor Browne and Vincent
Kenny also became interested in setting up a parallel course in constructivist
psychotherapy. A meeting took place on the 13th of May 1983 with Noel Walshe,
Cormac Gallagher, Vincent Kenny, Mary Darby and myself to discuss proposals for
courses in psychotherapy. There followed then many meetings through 1984 and early
1985 and the first course in adult psychoanalytic psychotherapy with a Master's Degree
associated from U.C.D. began on the 15th of October 1985. There were at least 17
meetings leading up to the commencement of the course. For many years I have had
the opportunity to supervise trainee psychiatrists and others in psychotherapy in most
Eastern Health Board areas e.g. Kildare and West Dublin at St. Loman's Hospital,
North County Dublin at Artane Day Centre, North West Dublin at St. Lawrences Road,
South Dublin at Vergemount Hospital and St. James's Hospital.

The training course under direction of the Institute of Group Analysis in London has
been another very successful initiative here in Dublin. The original Irish organising
committee were Mary Darby, Therese Brady, Cormac Gallagher, Noel Walshe,
Michael Fitzgerald, James Kelly and Conall Larkin. :

Another welcome development is the M.Phil in psychoanalytic studies initiated by Ross
Skelton and David Berman.

Now to turn to the Northern Ireland situation.

In 1981 I was invited to a meeting with Professor George Fenton Professor of
Psychiatry Queen's University Belfast and Professor Joe Meehan Professor of
Psychiatry Trinity College Dublin about the issue of psychotherapy training within the
Department of Psychiatry in Belfast. This lead to my appointment as a tutorhm
psychotherapy in the Department of Psychiatry, Belfast City Hospital. Smcse that
appointment I have supervised Senior Registrars 1n Psychiatry initially and laterB elr?or
Registrars in psychotherapy on a regular basis. They have travelled down from Beifast
for the supervisory sessions. More recently I have had the pleasure in spp%rt\:_lﬁ;ng g
Senior Registrar in Child Psychiatry who was undertaking the Diploma lmb ld an
Adolescent Psychotherapy in Dublin from Belfast. From these smal chrlx)rémgi
evolved a dynamic Department of Psychotherapy. I took part in a num fr a?
discussions with Dr. Alderdice and Dr. Adams during the period of dc\{elog]mem 0 | e
Master's Degree in Psychotherapy at Queen's University Belfast. Unlike bei .sn;;aalo[;:
in the Republic of Ireland where developments in psychotherapy in the II;u (ljc K gams
Servieeare very few and far betweer, By, ot L0 oG C TR n the delivery of
h de been great strides in the Public ]

p:)slcl?(l)?h:ral;y scr%iccs to disadvantaged patients who otherwise wl(l)ulhd nlo; Ecca(l)t:llre sé(;
avail of psychotherapy. The combined output of graduates for all the Iris s

(Masters or equivalent) is now well over 100.

1 dice

Ireland occurred in 1991 when Dr.'John A_ldcr ,
ot reded the Northern Ireland Insutpte 0( Human
evelop psychoanalytically informed
n this field in Northern

A major development 1n
Dr. Clare Adams and others foun
Relations. Its aim was to integrate efforts to d poyel
activities and to act as a focus for those who were wWorking
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Ireland. I was pleased to be elected an Honorary Foundation Member of the Institute.
Another major development in 1989 in Northern Ireland was the foundation of the
Association for the Study of Psychoanalysis by Dr. Tom Freeman and associates. This
has been a highly active group now for many years and I have had the honour of
speaking to the group and I am also pleased to be an Honorary Member of The
Association which had Dr. R. Ekins as its first Secretary.

More recently I have become aware that the issue of training programmes had been
adequately dealt with and that there is no further scope for further post graduate training
programmes in psychoanalytic psychotherapy. The issue now seemed to me to be the
development of psychotherapy as a profession in its own right, a profession that will
not be an annex on any other profession and a profession whose training requirements
will be harmonized with the training requirements in other European countries. In the
past I felt that the psychoanalytic psychotherapy could not go it alone because of the
small numbers involved and so I founded The Irish Standing Conference on
Psychotherapy in 1990 which embraces all the major psychotherapy organisation in
Ireland. I found a full and immediate support for this conference from all the major
psychotherapy training organisations e.g. family therapy, psychoanalytic
psychotherapy, constructivist psychotherapy, humanistic and integrative
psychotherapy, and behaviour and cognitive psychotherapy. The Irish Standing
Conference for Psychotherapy has organised since its foundation many highly
successful national conferences on psychotherapy the most recent of which had
Professor Anthony Clare as a speaker. Other speakers in the past have included Mary
Bennotti MEP and Dr. Ruth Barrington Department of health. In recent years the
Department of Health has consulted the Irish Standing Conference on Psychotherapy
on major mental health issues. The Irish Standing Conference on Psychotherapy has
links with the European Association of Psychotherapy. On the 3rd of July 1992 the
European Association for Psychotherapy was incorporated in Brussels and I was one
of the 15 signatories to the document of incorporation. The EAP is basically an
umbrella organisation of national umbrella organisations within each country within the
Ec. At about the same time I was invited to attend the first meeting of the European
Federation for Psychoanalytic Psychotherapy which was playing a similar role with a
narrower focus on psychoanalytic psychotherapy in London in 1991. The EFPP
criteria are now being used by the Institute of Psychoanalytic Psychotherapy and the
Child and Adolescent Psychotherapy Training Programme.

The current situation is relatively healthy with regard to psychotherapy but more needs
to be done to establish psychotherapy as a profession in its own right, and in getting
reimbursement for psychotherapy provided by psychotherapists. I have had a meeting
with the Voluntary Health Insurance to discuss this matter. I put to them that
psychotherapy could be argued for purely on economic grounds, i.e. that it reduces
general medical service demands by 20% and reduces inpatient hospital stays. (Taller
et al., 1994; Anchor 1989). The research is also very clear that it is more effective than
placebo and more effective than no treatment. (Fitzgerald 1987; Malan 1973). In
addition it speeds up the rate of recovery of patients with many psychological
problems. There is also evidence that some patients with serious psychological
problems gain a benefit which is additive from a combination of pharmacological and
psychotherapeutic interventions. The additive effect is due to differential effects of the
two treatments. In addition there is a growing interest in psychotherapy integration.
(Stricken and Gold 1993; Karasu 1982; Marmor J. and Woods S. 1980; Wolfe and
Goldfried 1988). There is also some evidence that group and individual therapy work
in different ways. (Sheehan and Fitzgerald 1994).

I have also got agreement from the Irish Standing Conference on Psychotherapy to
write to the Minister for Health about the setting up of a Psychotherapy Council of
Ireland which would be a statutory body and deal with issues of. registration and
practice in Ireland. In 1993 the Profession of Psychotherapy is mature enough for this
development and it is important that it present an assertive and confident front. The
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IRISH PSYCHIATRY: THE PROBLEM OF ACHIEVING
A BALANCE.

MICHAEL FITZGERALD.

Irish psychiatry is at a crossroads even though this would not be generally recognised
by the profession. It will become marginalised unless it finds a serious place for formal
psychotherapy along side psychopharmacological and social approaches the current
dominant modes of intervention in psychiatry.

Clearly psychopharmacology has had some success with the treatment of severe mental
illness for example manic depressive psychosis and schizophrenia since the
introduction of chlorpromazine a major tranquillizer to psychiatry in the early 1950's.
While the so called “pharmacological revolution” has had modest success it certainly
has not succeeded in providing "a pill for every ill". Later in the 1950's the anti
depressant drug Imipraime was introduced with some success. Lithium has helped
some patients with recurrent manic depressive disorder. Nevertheless side effects have
been a considerable problem over the years. In recent years psychopharmapologwal
advances have been very modest in terms of patient benefit with the exception of the
newer anti depressants which have lower levels of side effects.

Social psychiatry has also had its successes in recent years with its deinstitutionalization
programmes which are continuing but there is now a need for a major shift of emphasis

in psychiatry to formal psychotherapy.

The philosophy of the logical positivists which values empirical propositions based on
actual observations has had a major influence on I'nsh psychiatry. Thc positivistic
psychiatry, with its uncritical acceptance of Popperian empirical realism has defined
acceptable knowledge in an excessively narrow rcdqcuomsuc way. The view is that a.ll
that can be known in psychiatry is commensurate w;th what can be measured. There is
very little space for the theory of psychoanalysis and derived psychotherapeutic
techniques or for interpretations given to patients that resonate with the dialectic of
experience and have the ring of truth. Positivistic psychiatry has particularly focussed
on biological psychiatry and the “mind machine". The "mind machine” does not
resonate with patients. The biological psychiatrist is more comfor}ablc with so called
objective "macho" knowledge which Karl Popper calls "It is known" but have difficulty
with subjective knowledge which Karl Popper calls "I know". Psychiatrists have
difficulties in combining the rational and romantic view or both masculine and feminine
perspectives. The masculine has largely dominated Irish psychiatry. The conflict is not
new because the enlightenment of the 18th century emphasised rational thinking and
devalued imaginative and emotional life. Irish psychiatry will be greatly enriched if it
took on board formal psychotherapy to a much greater degree than it does at present.
The Irish Standing Conference on P§ychothera_py recently identified 280
psychotherapists but only 10% were medically qualified. It is clear that medical
psychotherapy is providing only a very small proportion of the formal pslycl;]other’apy
being provided in Ireland. The concerns expressed by Sir Denis Hill who was a
Professor of Psychiatry at the Institute of Psychiatry are very relevant to lrlsﬁ
psychiatry. He stated "there is a risk that a psychiatry dominated by physical methods
of treannént, and promoting little but physiological research related to them, will
regress to unpsychological attitudes to mental disorder such as existed at the beginning
Ofgtrhe century”. Psychiatrists will return t0 becoming physicians in psychological
dici rg£hc patients that they will treat will either have manic depressive
rpnsi'cll(l:gslfs a;.::hizophrenia or Alzheimer's disease while a considerable proportion ot
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patients with other psychiatric disorder will be treated by non-psychiatrists. It is of
interest that 15 to 20% of the population have psychiatric problems at any one time.
Psychiatrists are in danger of “loosing" the mind, of loosing interest in the meaning of
the internal world of their patient with the excessive focus on the brain pathology.

As with drug treatment psychotherapy can also have negative effect but the evidence is
that psychotherapy is far more effective than is realized. Eysenck stated in 1952 that
psychotherapy did not result in significantly higher rates of improvement than
spontaneous remission. When Bergin reanalysed this paper he showed that there are
many major flaws including non comparable comparison groups, a multitude of
arithmetic errors and misinterpretations of original data. Bergin showed that the
improvement rate for patients treated with psychotherapy was 65%. Studies of
spontaneous improvement have put the rate at about 30% for untreated patients. In a
more recent re-analysis of Eysenck's data it has been shown that psychotherapy
accomplishes in about 15 sessions what spontaneous remission takes two years to
achieve. Another recent study by Howard showed that there was a positive relationship
between the amount of psychotherapy and the amount of patient benefit i.e. by eight
sessions approximately 50% (of 2,400 patients) had improved and by 26 sessions 75%
had improved. There is also evidence in relation to the effects of psychotherapy that the
effect size for psychotherapy of patients with depression is greater than the effect size
of placebo. In addition there is some evidence that psychological interventions with
physically ill patients reduces medical utilization.

As we approach the 21st century it is important that psychiatrists avoid the dangers of
single minded approaches that avoid complexity and uncertainty in favour of more
"simple” models. It is critical that Irish psychiatry achieves a balance between
biological and social approaches and formal specialist psychotherapy.
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THE END OF PSYCHIATRY?

MICHAEL FITZGERALD.

The prediction of the end of psychiatry is an uncertain enterprise as is the prediction of
suicide and many other events in the psychiatric domain. Of course to make any
prediction it is necessary to be able to state what the current situation is which with
psychiatry is something that is impossible to do exactly. One is therefore left in a state
of uncertainty, a state well recognised by physicists for many years. If psychiatrists
had been more uncertain about pharmacology over the past 50 years we might now not
be facing the possible end of psychiatry as we know it.

For too long descriptive and biological psychiatry has been the only type of psychiatry
of importance while 'lip service' has been paid to psychotherapeutic approaches. The
dominance of biological psychiatry is responsible for psychiatry becoming increasingly
marginalised. It will lead to psychiatrists largely treating a group of chronic patients
with schizophrenia, manic depressive psychosis and Alzheimer's disease (assuming
that some other medical speciality does not take some of these patients) vyhx!e a
considerable proportion of psychiatric disturbance will be treated by non-psychiatrists.
A recent study estimated psychiatric disturbance to be about 20% of the population at
any one time. (Robins and Regier, 1991). Sir D. Hill was concerned that psychiatry
would "regress to unpsychological attitudes to mental disorder such as existed at the
beginning of the century”. Unfortunately his concerns are now coming true with the
increasing marginalization of psychiatry as psychiatrists turn back into physicians in
psychological medicine.

Even at this late stage it is still possible to prevent the demise of psychiatry by using
“'the life support™ that is available, that is, a linking up of the psychotherapies gx
biological and descriptive psychiatry. To be meaningful it would mean that about 40%
of the trainees time in psychiatry would be spent learning theory and practice of
psychotherapy and that consultant psychiatrists would in future practice formal

i i ith the spirit
sychiatry at least two days per week. Psychiatry would then resonate with )
gfythc atg and become meaningful and relevant to the broad range of patients with

formal psychiatric disturbance.
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OF SOUND MIND.

MICHAEL FITZGERALD.

DAVID BERMAN.

J. R. Smythies! states that Canon C. E. Raven told him that Wittgenstein “suffered
from paranoid delusions". Smythies then elaborates on a "speech disorder known as
schizophreneze"”. Smythies says that he attend[ed] the weekly meetings of
Wittgenstein's disciples and found the "thoughts produced" by this group "very like the
thoughts and mode of thinking that troubled my schizophrenic patients".

On 12th November 1993, we interviewed Professor Normal Moore about Smythies'
claims2. Moore was professor of psychiatry at Trinity College, Dublin, and the leading
Irish psychiatric clinician of his day. In the late 1940s, Wittgenstein had been referred
to Moore for 'another opinion' by Dr. Maurice Drury, a psychiatrist working at St.
Patrick's Hospital in Dublin, and a friend of Wittgenstein. Drury, according to Moore,
"was worried" about Wittgenstein, who was on one of his extended visits to Ireland.
Unlike Smythies, who had "no personal contact with Wittgenstein", Moore saw
Wittgenstein about five or six times in St. Patrick's Hospital. Moore categorically
stated to us that Wittgenstein was not a schizophrenic. Moore described Wittgenstein
when he saw him as a "depressed and sad man”, who was "down with depressed
affect" and "gloomy", that he spoke "slowly" and was "slowed down".

There is extensive evidence of Wittgenstein's depressive moods, as is c]ear‘ from ng
Monk's careful biographical study of Wittgenstein. Thus Monk3 quotes Witigenstein
writing to Rush Rhees: "First suffered terrible depressions”. Later Monk3 talks about
Wittgenstein's "depression as Christmas approaches”. There is no doubt that
Wittgenstein was a sensitive, highly strung personality, whose interpersonal relations
could be difficult; and indeed Moore describes him as suc;h. Bl}t Moore was certain that
Wittgenstein showed no signs of schizophrenia. We think this evidence is important,
as Moore seems to have been the only psychiatrist to interview and perhaps treat

Wittgenstein in a professional capacity.

Smythies' evidence that Wittgenstein suffered from thought disorder or paranO}d
delusions amounts to little more than gossip or hearsay. The only person who was
schizophrenic in the inner Wittgenstein circle, according to Monk?, wa; Yorick
Smythies, who "suffered from paranoid schizophrenia and became a patient 0 Maurice

Drury. He died in tragic circumstances in 1981".
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AN OUTLINE OF PSYCHOTHERAPY FOR MEDICAL STUDENTS
AND PRACTITIONERS.
EDS. MAXWELL H. (1986 WRIGHT).

MICHAEL FITZGERALD.

This book provides an excellent description of individual, group and family therapy
with also a brief chapter on behaviour therapy. In the foreword, Professor S. Hirsch
makes a number of important points. He points out that Psychotherapy has been
shown to be a powerful technique in terms of the following outcome criteria return to
work, resumption of sexual activity, lessening of anxiety and depression scores, lower
relapse rates, or, in the case of liaison psychiatry, improvements in the patients physical
functioning.

He goes on to point out that today "we are witnessing an exploding interest in
psychotherapy on the part of the public and the growing appreciation by the medical
profession at all levels of what it has to offer”. He also points out that the Royal
College of Psychiatry requires all psychiatrists in training to obtain experience in
psychotherapy because it realises that psychotherapeutic skills are essential in the
treatment of patients. The book deals with issues of definition, technique,
psychoanalytic concepts, suitability, defense mechanisms, conflicts, €.g. independence

- and the balance technique in general practise.

It is clearly important that medical students are introduced to the technique of analytic
psychotherapy and that modern psychoanalytic theory is integrated with biological
developments in psychiatry. Ideally every medical student should take on a patient for
brief psychotherapy. Medical students are very interested in treatment. Because
medical students are often interested in facts and lists, it is important that
psychoanalysts should make an effort in medical schools to teach elements of abstract
thinking as has been pointed out by Asch in the Journal of the American Psychoanalytic
Association. This book does identify the particular concepts that are relevant to medical
students. It has also to be recognised that certain psychoanalytic concepts can raise
anxieties in medical students, particularly because of the phase of life that they are
passing through. Therefore the dosage of psychoanalytic concepts has to be carefully

measured up for them.
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DYNAMICS OF PSYCHOLOGICAL DEVELOPMENT.
A. THOMAS AND S. CHESS, NEW Y ORK:
BRUNNER / MAZEL, 1980.

MICHAEL FITZGERALD.

This book attempts to provide "a fresh overview of human developmental theory” (p.
xix). The authors have attempted to integrate the data and concepts from the biological
sciences, developmental psychology and psychiatry. The model they put forward is a
dynamic interactionist one. They examine in detail observed behaviour resulting from
the interaction between temperamental characteristics, parental behaviour and social
experience. They are very critical of the one sided environmentalist view and drive
reduction and the stimulus-response models.

The book is based on a review of over 400 references as well as the author's New York
longitudinal study which followed the behavioural development of 130 subjects from
early infancy to early adult life. They emphasis that "it is fruitless to pose the question
of whether biology or culture is more important in individual psychology, just as the
argument over heredity versus environment is fruitless". (pp. 18 - 19).

This is an excellent book which I can recommend to child psychiatrists, psychologists
and social workers. It brings together in a very readable way, an enormous amount of
research in child development in recent years. It gave me great pleasure to read this
book. the authors deal particularly well with biological and general social factors.
They value the methodology of academic psychology and indeed the best parts of the
book are those which deal with observed behaviour.

A psychoanalyst would be critical of their discussion of psychoanalytic concepts. They
speak of a "Rational unconscious" (p. 202) which is a contradiction in terms frg)m the
psychoanalytic point of view. They also discussed the defence mechanisms which the
psychoanalysts have delineated but do not agree that they are necessarily unconscious.
This misuse of the term defence mechanism is confusing. H. P. Laughlin (1979) states
that defence mechanisms "must operate outside conscious awareness”. The fact that the
new born has a greater degree of perceptual competence, neurobehavioural organization
and learning competence, than previously realised could just as easily point to a greater
degree of cognitive organisation earlier in the child's life as M. Klein (1975) has
pointed out. We do not know for certain what goes on in the cognitive life of a small

infant. We may be attributing too much or too little.

The authors decry the use of "speculative hypothetical entities to fill in gaps in our
knowledge" (p. r1y95). It is difficult to see how knowledge could have progressed
without the setting up of these "speculative hypotheses” (p. 195). They are also critical
of "reason by analogy", but this was all many earlier researchers had available to them.

" they see no alternative but to consider psychoanalysis in terms of
gleeuyd:t?)tvin tft(l;:inula};ion". This is equivalent to saying that one can only cor;mdfr
behavioural psychology in terms of Pavlov's work (Paviov, 1941). This cl?mp ctcz1 (};
ignores the development in theory and technique of psychoanalysis over dl \:} past 0
years. Two of the major contributors to child psychology, Klein (1975) and Winnicc

(1965), are not even mentioned in the index of this book.
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The authors of this book have taken a much greater interest in constitutional factors than
psychoanalysts have. The reason psychoanalysts give for not being more interested in
constitutional factors is that they could not alter them. At the same time it is important
for a psychoanalyst to keep constitutional factors more in mind as they are then in a
better position to make a fuller assessment of the patient. If an analyst gives a psycho-
dynamic interpretation for something that is constitutional, then a patient will feel
misunderstood. It is a great burden for a patient to have a psychotherapist who does
not understand him.

It appears that in the mid 1950s the authors were trying to get Americans away from the
idea of the perfect mother and that the mother was responsible for all the child's ills.
Earlier in Britain, Winnicott (1949) was talkmg to the British about “the ordinary
devoted mother” and emphasizing the same point.

I would agree with the authors when they are critical of linear unidirectional continuity.

They consider that experience at any age period is important but not all decisive for later
functions.

Finally I feel that who ever reads this book can't fail to be stimulated by it.
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PRIORITIES IN PSYCHIATRIC RESEARCH.
EDITED BY MALCOLM LADER.
JOHN WILEY & SONS, 1980.

MICHAEL FITZGERALD.

This book, based on the proceedings of a conference of the same title organized by the
Mental Health Foundation at Balliol College, Oxford, during September 1979, presents
an overview of psychiatric research, with particular reference to future developments.
The aim of the conference was to assist the Foundation in its formulation of priorities
for research, by the assessment of the potential of various areas of psychiatric research
to advance understanding of the nature and causes of mental illness and its subsequent
treatment. :

The book contains chapters by major British research workers in psychiatry among
them Richard Rodnight on biochemistry, Norman Kreitman on epidemiology, Philip
Graham on child psychiatry, Sidney Crown on psychotherapy and Gwyne Jones on
behavioural approaches. The best chapter in the book was by Gcor|gc Brown on
sociology and psychiatry. This was not surprising as George Brown's research on
depression and life events has been probably the most important research carried out in
Britain in the past 10 years. Robert Kendall was convincing when he pointed out that
psychiatrists cannot hope to do fundamental research and should confine themselves to
clinical and epidemiological issues. The Rodnight chapter on biochemical research was
excessively optimistic about the future contributions of biochemical research. Robert
Kendall on the same topic was more accurate when he commented that we were not on
the brink of any breakthrough. The competition for research funds between
* épidemiologists, biochemists, sociologists, etc. was very evident in this book and they

all promise significant advances in the next decade.

chapter on biochemistry, this book would be of considerable interest
E)xgggéﬁgiggfsgrz;d sc?cial workers and ttlhye book as a whole is essential _rcadmg for all
trainees in psychiatry. It provides many good ideas for those interested in undertaking
research. This book will not be of interest to the truly original person and as Peter
Sainsbury says “no ordering of priorities can take account of true ongmaln‘y ‘(pafge
220). It is impossible to read this book without one's excitement and enthusiasm for

research being rekindled.
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ON LOVING, HATING AND LIVING WELL. INTERNATIONAL
UNIVERSITIES PRESS.
NEMIROFF R. A., SUGARMAN A., ROBBINS A. (EbS). (1992).

MICHAEL FITZGERALD.

This book contains the public psychoanalytic lectures by Ralph Greenson who was
Marlyn Monroe's psychoanalyst. This is a superb book but also it could be read with
interest at night and is quite suitable for the bedside table. The book displays a deep
insight into human beings, is written in a clear and concise way and highly readable.
One of the key textbooks of my psychoanalytic education was The Technique and
Practice of Psychoanalysis by Ralph Greenson and remains one of the most important
books that any psychiatrist could read. I believe Greenson was the most outstanding
clinician after Sigmund Freud. Greenson's writings are more important now than ever
with psychiatrists developing a tunnel vision with a narrow focus on biological aspects
of psychiatry and psychopharmacology. While the growth of psychoanalysis and
psychoanalytic psychotherapy is enormous in both Britain and Ireland outside of
psychiatry, within the psychiatric profession its status is severely threatened. This is
the most unfortunate aspect of the current psychiatric scene. Greenson has an excellent
chapter on why people hate psychoanalysis and this could be easily retitled why

psychiatrists hate psychoanalysis.

Greenson makes many excellent points in his book including his experience that the
final resolution of the transference neurosis depends to a great extent on the
transference neurosis being replaced by a real relationship. This is my experience as
well. He has a very insightful chapter called “You Only Live Twice” which was
written after he had his heart attack. He anticipated the problems of the age of
narcissism with his chapter on beyond sexual satisfaction focussing on the emptiness of
promiscuity and super sex. It has been a great pleasure to review this book.
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CHAOS.
MAKING A NEW SCIENCE. JAMES GLEICK. CARDINAL, 1989,

MICHAEL FITZGERALD.

The Prologue to this book makes the following rather passionate statement i.e. “that the
twentieth - century science will be remembered for just three things: relativity, quantum
mechanics and Chaos. Chaos theory had become the century's third great revolution in
the physical sciences. Like the first two revolutions, Chaos cuts away the tenets of
Newton's physics".

It remains to be seen whether these claims for Chaos will be substantiated when the
history of science in the twentieth century is written. The book suggests that the first
Chaos Theorists had an eye for pattern especially pattern that appeared on different
scales at the same time. They were also interested in "randomness and complexity, for
Jagged edges and sudden leaps". There is no doubt now that cardiologists are taking an
interest, at least at research level, in Chaos theory. Physiologists have "found
surprising order in the Chaos that develops in the human heart, the pnme cause of

sudden, unexplained death".

The book also contains a discussion of inner rhythms in schizophrenia. The author
discusses the fact that schizophrenic patients and their relatives, when they try to watch
a slowly swinging pendulum, their eyes cannot track the smooth motion. The
schizophrenic's eyes jump about disruptively in small increments, over-shooting or
under-shooting the target and creating a constant haze of extraneous movements.
Physiologists have felt that this was due to some random disturbance afflicting the
brains of schizophrenics. Huperman developed a computer model of this phenomena
and found both order and Chaos. He noted that in some regimes, the eye would track
smoothly; then, as the degree of non-linearity was increased, the system would go
through a fast period-doubling sequence and produce a kind of disorder that was
indistinguishable from the disorder reported in the medical literature. There then
followed a discussion about whether the non-linearity could stabilize the system or
disrupt it, depending on whether the non-linearity was weak or strong and there was
some suggestion that this might correspond toa single genetic trait. Chaos theory is
being taken seriously in some quarters in medicine. The book is worth reading. The

contribution of this theory to psychiatry is still to be clearly defined.
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REVIEW OF GENERAL PSYCHIATRY. 3RD EDITION.
Howard H. Goldman, editor. East Norwalk Connecticut:
Appleton and Lange, 1992.

MICHAEL FITZGERALD.

This book is designed as a companion text to be used by medical students, psychiatrists
in training and physicians in conjunction with more comprehensive works. The
chapters have been pared to essential content. The test largely conforms to the DSM-
111-R in its classification of disorders, use of diagnostic criteria and format. While all
the contributors to the book work in North America and the psychiatry presented has an
American flavour to it, nevertheless there are many references to work published in
Europe, for example on the social and cultural aspects of mental illness. While child
development was well covered, conduct disorder and the epidemiological aspects of
child psychiatry received very limited discussion. Nevertheless, on balance the editor
has achieved his aims and the book can be recommended. Indeed, consultant
psychiatrists in a hurry who want a general overview of unfamiliar topics could benefit
from a copy.
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MIND WAVES, A COLLECTION OF PAPERS BY PHILOSOPHERS,
PSYCHIATRISTS, PSYCHOANALYSTS AND OTHER SCIENTISTS. EDS.
BLACKMORE C., GREENFIELD S. (1987). BASIL BLACKWELL.

MICHAEL FITZGERALD.

Some of the oldest philosophical questions surround the "mind-brain" problem and a
recent book called Mind Waves edited by Blakemore and Greenfield brings together
philosophers, psychiatrists, psycho-analysts and other scientists, to carry out an
examination of this problem in a series of fascinating papers.

There is a discussion about how behaviourism came to a halt, because the humble
laboratory rate proved too resourceful, too thoughtful, too rich in in-sight to be treated
as if it were a mindless machine. The authors point out that most behaviourists had
denied the necessity of postulating mental states but the need to see behaviour in terms
of intentions kept intruding.

The psychology of behaviour then returned to its nineteenth-century roots in the current
fashion for "cognitive" explanations of the actions of animals as well as people. Brain
researchers of all sorts have been forced to take seriously mentalistic explanations of
behaviour and most of them see perception, intention, thought, and will to be legitimate
subjects of interest for the rapidly growing subject of neuroscience.

The editors in the preface make the common mistake in discussing the dualism of
Descartes. If they had re-read Descartes they would have seen that he discussed
repeatedly the relationship between mind and body. Descartes has been scapegoated by
workers in the psychosomatic field by their insistence on continually blaming him for

the split between mind and body.

Some of the problems in psychiatry have been caused by the isolation of one group of
research workers from another. The psycho-analysts tend to work in their area isolated

from the biological researchers and the philosophers.

Many unsatisfactory lines of research would not have commenced if the variqlus groups
related more closely to each other. An example of this would be the "Laingian

explanations of madness in terms of errors in society".

These errors would not have been made if Laing had been aware of the growing
evidence for physiological disturbances in brain fun.c'tlxon in schizophrenia.
Nevertheless Gordon Claridge is critical of this new "organic” phase in schizophrenia
because he claims that those working in the field have rarely matched their
conceptualisations and explanations of schizophrenia to the complexity of the condition.

In a chapter on psychoanalysis and science, Anthony Storr feels that adt())ptmg ar;
objective, mechanistic stance towards human beings actually deprives the observer o
an important source of understanding. He fails to see that the psycho’analys;k uses
intuition and empathy during an analytic session when he is collecting data to make an

interpretation.

Once the data is collected, then the analyst becomes objective and formulates an
interpretation initially in terms of hypothesis which is then examined with the patient.
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At the end of this process interpretation will be accepted or rejected on the basis of the
weighing up of evidence by analyst and patient.

Brian Farrell has an interesting chapter on psychoanalytic explanation, with special
reference to historical material and he points out that when psychoanalysis is used with
care, it "can nevertheless often help to explain what is puzzling, and helps us to see
things in new and interesting ways". He also points out that it is best to use it with
biographical work where sufficient material is available for analysis.
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SHARE]? EXPERIENCE - THE PSYCHOANALYTIC DIALOGUE
Edited by Moligliano and Robutti, London; Karnac. 1992.
Pp.233. £18.95p

MICHAEL FITZGERALD.

This book focuses on new directions in psychoanalysis with an emphasis on
interpersonal interactions and a detailed study of these interactions. It emphasises the
psyche of the patient and analyst - a two person psychological model. There is less
focus on older psychoanalytic concepts of drive discharge, unveiling the patient to
himself and the intrapsychic or one person psychological model. The focus is no
longer on the so called analyst's neutrality but of building up new meanings with the
patient. The patient and analyst are working together in the new model. The analyst
cannot help but reveal himself through his interventions within this “'biperson field"™
and therefore the analytic dialogue is the outcome of both parties and not just the
product of the patient. The analyst's interpretation results from his reviewing his own
thoughts, feelings, contributions and the patients input both verbal or non-verbal. The
newer models of psychoanalysis view patients as seeking human contact and
psychopathology as a result of relational factors e.g. in narcissism and
hyperchondriasis. Negative therapeutic reaction and premature termination are seen in
the same way.

All psychoanalytic treatments are research because each patient brings something
unique that has not been exactly described previously and which the analyst has to
work with in a creative way without imprisoning himself in some theoretical model that
those not fit with the patient. This is the style of the work of the authors of this book.
Eric Brénman in his forward points out that the rest of the analytic psychoanalytic
world has moved in this direction. Unfortunately psychiatrists are not always aware of
the theoretical and technical changes that have occurred in psychoanalysis since

Sigmund Freud.

This book will enrich any psychiatrist who reads it and will help him or her to have a
more balanced view of the patients problems (and their own) particularly in this current
“age of biology, of the brain and the mind machine™. Indeed biology is only likely to
explain at most 40% of the variance in relation to the causes of psychiatric problems.
Psychoanalysis and books such as this are critical in bringing about a more holistic

understanding of human beings at this time.
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