DOCUMENT RESUME

ED 031 373 | | RE 001 780

By-Miliman, Howard L, -

Out-Patient Diagnostic and Remedial Services for Children with Mimimal Cerebral Dysfunction,
. Pub Date Apr 69

Note-26p; Paper delivered at the 47th Annuval Convention of the Council for Exceptional Chidren, Denver,
Colo, April 6-12, 1969,

EDRS Price MF-$0,25 HC-$1.40

Descriptors-+Chincal Diagnosis, Counseling, sEvalvation Techmques, Medical Treatment, sMinimally Brain
Injured, Parent Counseling, Perceptual Motor Coordnation, Recreational Programs, sRemadal Instruction,
Speaial Education

The achvities of a child guidance clinic which diagnoses and treats children with
minimal cerebral dysfunction are described, Minimal brain dysfunction is explaned, and
diagnostic steps are discussed, As a major function of the program, neurological,
optometric, auditory, oral, general physical, educational, and psychological evaluations
are conducted, preferably at one center, Specific recommendations are then made
according to the strengths and weaknesses revealed b the battery of tests, These
recommendations often include special school, special ciass, addit:onal training within
a regular classroom, visual-motor training, counseling, relevant recreational programs,
and parent counseling groups, Effechve methods for presenting test findings 1o the
parents are discussed, and the actvities of parent counseling groups, which are

viewed as an essential part of the chnical program, are described. A bibliography 1s
included, RT) |




Out-patient Diagnostic and Remadial

AJ
~
P

Services for Children with Minimal Cerebral

Dyefunction #

Howard L. Millman, Ph.D.
Middlesex County Mental Health Clinic

ED031373

Bew Brunswick, N.J.

The purpose of this paper is to present the activities of
a child guidance climie in relation to diagnosing ard treating
the vexy vrofound difficnlties surrounding the child with
“mirnimal cerebral dysfunction.” Most of the comments will concern
actual events at our clinie, and some proposals will be discussed.
The focus will be on the application of what we now know rather
than on the raising of theoretical issues. An effort will be made
to bridge the wide gap that often exists between an evaluation at
a elinic and the recommendations for remediation of psychological,
behavioral, and educational pzroblems. In this spirit it is hoped
that the listener or reader will find the rather extensive

references mentioned to be helpful in his present work. Although

this paper concerns outpatient services, many of the issues raised
are the same for inpatient services and some issues are espacially
relevant for schools.

The term “minimal brain dysfunction syndrome” is defined by

Clements (1966) as referring to “children of near average, average,
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behavioral disabilities ranging from mild to sevexe, which are
associated with deviations of function of the central nervous
system. These deviations may manifest themselves by various
combinations of impairment in perception, conceptualization,

language, memoxy, and control of attention, impulse, or motor

function.” Clements presents a detailed description of problens
in romenclature, symptomatology, and the importance of a complete
diaguestio evaluation - includihg a medical evaluation and
behavioral sssesswent. The ten outstanding chavacteristics of
these children, in order of frequency; are hypezactivity; perceptual-
motor impairments, emotional lability, general coordination
deficits, disozrders of attention (short attention span, distract-
ibility, perseveration), impulsivity, disorders of memory and
thinking, specific learning disabilities (reading; ;rithmetic;
writing, spelling), disorders of speech and hearing, equivocal
neurological signs and electroencerhalographic irregularities. An
excellent, detailed description of a diagnostic and treatment

approach was given by Clements and Peters (1962), Although the
above refers to children with aversge or above average intelligence,

many of the diagnostic and remedial approaches are extremely
helpful with children who are below average intellectually,

The initial problem then is recognizing when a child’s
behavior is due in any part to the minimal cerebral dysfunction
syndrome. A monumental problem is tﬁe question of who is

responsible for making a definite diagnosis. Is it the school
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attended by the proklem child? Is it the child’s pediatrician?

Is it the optometrist who checks his vision? The saeparaie peowple
involved usually feel a justified sease of inadequacy since they
seo only a part of the picture and camnol assume the responsibility
of saying to the parents that their child is “brain injured” ox

"neurologically handicapped” or whatever 'l:’em. is used in that

' avea of the countzy. There appears to be little question that

centers are needed whore a coordinated, complete evaluation may

‘be done in cne place., Our larger cities are beginning to develep

these cenfers, usually in gene:ml hospitals. Since pecple usnally
do mot get to venters, this rapex is presented with the view of
improwing local services or even semsitizing local mental health

facilities 1o refexr epproprigtely. ;{owever, the customary case i3

still one in which variovs blind people are feeling diffexent

parts of the elephant. The result is that the child and his parents
ave caught in the kind of .cliiffg;'_enf professional opinions and
advice. Not only doesxi@?: ‘l;.he Sl'e,ild improve, buil '"c‘:he extremely
important hone atmospheré vemains tense, angry, e;nd confused.

The child, usually after a long time of being blamad and
accu:séd by teachexs and parenté who fsel guilty fox not being able
to solve his pmbléms, arxives at the child guidance clinic, ﬁom‘.
elinics are gtill so psychodynamically orientad thal they are very
fmqq@ntly ingensitive to possible organic etioclogy - not only
related to minimal cerebral dysfunction but also to psychosis
(Kysar, 1968). Hertzig and Bixchk (1968) xeporting on a total of
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100 male adolascents and 104 female adolescents admitted to a
psychiatric hospital found the “frequency of occurrence of
neurclogic abnrormality as measured by cach of the four indicators
of dysfunction examined, far in excess of the frequency found in
paychiatrically unremarkable comparison groups...” Concerning
academic failure in young children, Derhoff et al. (1568) found

i.. many intellectually normal childrem an inability to procass
gensory information and produce an efficient motor xesponse.

What these authors call nosychoneurological inefficiency” is an
important texm to consider, in viaw of that fact that over 50%

of our clinic’s referralé are for academic failure. Furthermore,
it is quite significant that many authors’ warnings about the
behavioral effects of early brain injury have gone unheeded., An
excellent example is the study of pregnancy complications vwhere
Pagsmanick and Knobloch (1961) warn that, "The interactions between
behavioral dysfunction in the infant as a symptom of minimal
cozebral injury and maternal temsion, illness, hospitelization, and
psychologic injury, eventually followed by further dysfunction and
tension, should be congidered as possible causes of behavioral
difficulties later in childhood.”

At the author’s clinic, vheze diagnoses are usually made in
conjunction with other evaluations, out of the most recent
guccegsive 50 cases of children from $-0 to 10-11l years of age,

2] were seen as having a significant degree of corebral dysfunction.

Thorefore, 42% were categorized avcording to psychiatric nomenclature
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as having & chronic brain syndrome. There were 16 boys and 5‘
airls so classified. OFf the 50 successive cases, 27 had serious
visual-notor preoblems ag measured by the Bender Cestalt Test |
and the Draw-a-Parson Test. 17 '-had average visualemotoX
developnent and only 6 were ahové average. Very significant to
us is the fact that of the children ﬁith very serious visuale
rnotor lags, 14 were sesn as haying a cerebral dysfunctian and 13
Were not. We are now trying to investigate the smgnaiicance of
this. Is it possible that viaual-motor deficits cause behavioral
and emotional pmcblems?’ Is it possible that subt;e psycho»
neurological,dysfunotioﬁs undgriy behavioral disorders? There
are many environmental (psychological, edncationq;,.gtco) factors
that conld lead to measured visuwal-motor defiaits;.bﬁt the final
answoxr seems far from being at hand. It is imporfant to mention
here that our diagnaséa‘were often seen by other ﬁrofessionals
as being highly questionable. The judgement and opinions of people
who have already evaluated andj/or treated thesa children.
unfortunately are very sensltive axeas; which are not casily
susceptible to change. Public schools oftern found themselves
disagreeing with our evaluation and recommendations. Should a
child with al least average intelligence stay im a regular c¢lass
where he is failing and is three years below grade level? Should
he receive special acadenmic or pexceptualaqator training? Should
he be in a specisl class or school? The bhest solution to these
questions often gets buried under politicel and monetary

conglderations.
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Diagnosis
As previously mentioned, ideally a center should completely
avaluate a child. A description will follow of what an oute

paﬁient’clinic night do, A complete developmental, academic, and
medical history is gathered from the parents and all othex sources
involved with the child. Since many professionals at clinics

are new to the field, a most significant guestion is how *o
sensitize them ag to what to look for in the histoxy and in the
¢hild’s behavior which might suggest a neuropsychological
dysfunction. This author circulates much material on these issues
to the clinic staff as it becomes available. Useful resourcaes

for us have been many pamphlets distributed.ﬁy assodiatiqns
concerned with these special children such as the ij; Agsociation
for Brain Injured Children, California Association for Neurologically

Handicapped Children, ete. All of our new workers receive a
packet called The Brain-Injured Child by the National Society for

Crippled Children and Adults. This is a collection of pamphlets

and lists on many different aspects of the problem, such as
description of the child, parent counseling, education, many
refersnces, etc. Books by Biroh {1964), Bortner (1968), Cruickshank
(1967), Ellingson (1967), and Friexson and Barbe {1967) are
recomnanded xewdiﬁg end are available in the eliric’s library. A&n
attempt to integrate neurclogical, educational, and psychological
infornation has recently been desoxibed by Gaddes (1968}, The ainm
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is that all of our professional staff be familiar with the important
historical and behaviora) factors. Therefore, vhen a guestion is
raised, the next step is usually psychological testing.

Psychological Evaluation - Books that are useful to our psychologists

are Burgemeister {1962), Taylor (1961), Glasser end Zimmerman
(1967), and especially Xhanna {1968). When a question of
neuropsychrlogical deficit is xaised a standard bactexy is glven
.mc,!.ud:.ng the Wechslex Infelligenee Scale for ”‘hildren, Figure
Drawings scored according to Haryis (1963), Bendexr Visual-Motor
Gestalt Test, scored gcmrding to Koppitz (1964), Rorxschach, and
perhaps some Thematic Apperception Test cards. Any child over 8%
is given a memory for designs test measuring *brain damage”
{Graham & Kendall, 1960) or a visna) xetention test (Benton, 1963).
Children up to the age of approximately 11 are given a test of visual
perception (Frostig, 7964). A test of psycholinguistic ability
(Xirk ot al, 1968) or a test of auditory discrimination Wepman;,

1958) are given in selected cases. The Lincoln-Oseretsky motor
development seale (1954) may be used to test the motor ability of

children from 6 *S:p 14 vears of age. OGross and fine motor coordination
is always assassed; iﬁ oxder to give a total picture of the child’s
functioning. There are several cther tests that we .use occasionally,
but our diagnostic and remed;!.al recormendations may usﬁally be made

on the basis of the above tests. It should be stressed here that
although our eclinic uses thase psychological tests, we balleve that

a more complete and more adequate assessment would be possible in a
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specialized center where people are trained in the use of all of
the sophisticated instruments available. It is significant that
the diagnostic and treaitment work of Reitan (pre»pﬁblication cOpY,
1967) is to a great extent not used in clinics nor even referred fo
as important indicators of behavioral cues ir evaluating deficits.
The Halstead Neuropsychological Test Battery has not keen taught to
psychologists in training and is extremely expensive for a child
guidance clinic. It appears to be another case where children are
not being evaluated to the best of our collective knowledge. An
example of using compuierized test profiles in neuropsychological
assessment is desoribed by Knights and Watson (1968). The test
battery used includes many of the Halstead-Roitan testis.

One procedure which we are following moxe frequently in recent
times is the coordinated assessment mentioned in this péper. When
possible, the child is taken to a center thait does the neurological,

optometric, asuditory, speech, general physical (including many
gspecific tests of blood, endocrine, etc.), educational, and

psychological evaluation. Armed with a camplete evaluation, that
center can make meaningful recommendations, and along with their
and our own recommendations, we can follow them through. When
this ig not possible, we have worked out the following system.

1) Pediatric Neurological Evaluation - ineluding an
electroencephologram. The neurologist (we recommend
soveral names of people whom we think are experienced
in diagnosing minimgl cerebral dysfunction) sends us

hig report.
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2} Devwelopmental Optometric Evaluation - The optometrist
sends us his report which aids in our evaluwation. He
frequently prescribss a training program and follows
through with the pavents.

8) In cases where we see any indications of speech or
hearing difficuliies, we refer to a speech and hearing
evaluation center.

In cases where we suspect other deficits, we refer tfo
appropriake practitioners. However, we find the above three
procedures to be quite important. Extensive literature is usually
available from local neurological and optometric associations.

One example of an attempt to sensitize teachers to a child’s
visual difficulties is a guide with a detailed checklist of
observable clues to classroom vigion problems (Optometric Extension
Program, 1968).

Recommendations

Based on Psychologioal Tests: The end result of the psychological
testing is not just to say that the child has a neurological problem

and should be treoated in a special way or have “special aducation.”
Hopefully, specific recommendations may be made bawed upon the
strengths and weaknesses revealed by the most sophisticated battory
of tests that c¢an be assembled. An example of this approach based
mainly on the Wechsler Intelligence Scale for Children may be found
in Spraings (1968). The spirit of this approach is that a weakness
"on a substost can be translated into a meaningful reccmmendation for
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training. Poor abstract ability may be improved by having the ghild
categorize various objects, weak vocabulary may require enriching
the child’s experience and providing the opportunity to describe
things in words, peoor judgament and reasoning may require detailed
explanations discussing cause and effect and other ac’tivitias
designed to promote a conceptual type of thinking, etc. Other
upecif:n,c recommendations for tza:s.m.ng naturally amse from the
previcusly mentioned Frostig and ’n;he Illmm.s Test of Ps j@hola.ngum,stigw
Abilities. Training may be indicated im rge@@gmm_ng figure from
background, eyemmotgz ceczdination, auditory or visual memory of
sequence, ete. The zécommendat;lons which axre madg are hgpefully
followed through by the school, ou_tside groups, oOr the eliniac.
Coordinating efforts is a difficult task since thére is such |
fragmentation of services. Rea_lly conplete diagnostic services
provided by a school system could porsibly lead to propex education
and any needed counseling or psychotherapy administered in one

location, | , |
Baged on Complete Evelustion: It still appesrs to be an art rather
than a science to assemble all of the data and conolude wha'i; fuxther

steps should be taken. We are hopefully moving more towazxd an

accurate total assessment with conclusions and recommendations

following logically. A very heated issue is the basic question of

whether or not it is essential th&'&: the child be labelled as having

a cevebral dysfunction. Prom one point of view it is irzelevant,

if we hold to the notion of. giving the child what he needs and
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strengthening any wealness regardless of its origin. On the
other hand, unfortunately many recommendations are aot Ffollowed
if the child is not labellad. A& most important issue is that in
diseussing the child with the parenis or doing counseling with
the "pazfents a frequently raised question is causality of behavior.

If neuzological or perceptusl: deficits ave not digcussed and

labelled, one often d.oesi“ not touch upon the attitudé‘s of the pavents

&ncl thew acceptance Qi' ‘the child. |

. The recommendations are. based on the total. evaluatmn and
d:.scussed in as much detazl and in as much time as is ne@eosary for
"the pa:rentsu Individual- sessa.ons are held with the pamn-‘&.s to
-explain vhat the child’s weaknesses are, vhat we th:.nk causes them,
andl fwhat should be done about,,them. " How to tell pamnts about
the 'cl‘?;ild”s diffi}cmltiéa is a crueial matter. Pediaftr:;,cians (and
other professionals) oft"en imp‘ggt information in :.a d.i'sg'm:aging or
confusing way to parents ((Millman, 1967). In fact, a very destructive
practice has been for some pmfess‘ionals @neuroldgists for example)
to tell parents that there are no neﬁxolcgical problens, and then to
gay in a report that the child "8 a miningl cerebral dysfunction.
There have been instances where neurologists resented any other
professicnal suggesting that there was a neurclogical deficit as
a basis for problem behavior or poor learning. There is a need for
detailed explanations of the child’s behavior and performance on
specific tasks. The interviewer must be able to deal effectively

with the parents’ emctional reactions when they are told that there
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is scmething wrong with the functioning of their child?s brain.
This suthor shows parents the actual performance on tests and
discusses in detail what it means about the way the child perceives

the wos:ld functions in it, and xeacts to it with frustration,
anger, and fealings of :,nadequacy.. The parents usually find ﬂzis
to be dramatic and zeport that they really can appreciate the
child’s difficulties. Otover (1968) presents a technique where
parents experience the p:&bfamnd difficulty of h‘av;z;ng avisaalw
moioz: d,esf;ﬂ.ca,t, .Lﬂ@ parents are asked to pez:r?orm a vezry aifficult
star tracing task by using a mixrox, while being undc«:a't ‘the stress
of crl"kiw,sm from the examiner. We have uzed this techmque mth@ut

inw.wiewerwstress, and hava f@und the.t parents si:ill ma@t with

nore empath:\,c Lnderstandings In some instan&es ’ however,

- intexviawer stress may well add a d.emansion to’ patemal undezstandingo-- -

It is clear then, that the nanner of presentmg what findings
we do have may set the tone for the parents" receptioa of the

following mcommendations Qwhich ara frequently mad.e at ouy elinie).

 A. Special school schcaol sgecial class, or sdditional fraining

within a x'egula:r class. Thie xecommendation depends
upon the severity of the problem and the child’s

ability to progress where he is placed at present.

The very complicateci and heated issué is raised (which
cannot ke dealt with here) as to what the school can
afford to prwide for the C?hildo This recommendation

is somaetinmes folloved, but often igmored. An example
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of a concrete program to aid the teacher in working
with the child with learning disabilities 1is

described by Valett (1967). It has come to our
attention that some special edmwcation teachers are
unax;:are of the Instructional Materials Centers
(described at length in the December, 1968 issue of
Exceptional Children). Some teachers are not making
use; of mﬂ;shops, instructional materials, etc. that
areA designed for the propex education of the special
child we are discussing. In ozdezr.ﬁé more adequately
prepare teachers Gaddes {1968) proposes that teachers
(especielly of children with leamning disorders) be
given special training in the structure and function
of the central nervous system and possible relation-
ship to classroom learning. As part of our activities,
we trxy to work with the school when making an
educational recommendation. It is often a delicate
and important job to coumunicate our knowledge to the
schools, Some sysgtems have besen very receptive and
some have been completely rejscting of our approaches.
Medicetion by the pediatricisn, neuwrglogist, ox by
the clinic psychiatxist. The issue of who will follow
the patient and regulate drugs someiimes presents a
problem. However, tha basic gquastion is whethsr or
not drugz are indicated. Again, this ig somewhat

controversial, but there are growing reports of vastly
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improved behavior dnd better academic pexfoxman@é'
in many caées foilow&ng the use of medication.

C. Developmental Oﬂomatriét - fox complete visual
evalustion snd visugl-motor training in azeas of
deficit. Freguently, optometristszincdxporaﬁﬁmany
groSs vishalam@tgr sotivities. A recent example is
Getman at al. .(1968} who describe a detailed learning
readinsss pxogram based on the develaﬂment of motor,
tactile, and visual skilis. Another ax&mple is
Grof fman {1968 ) who outlines speeifi@ diagnostie
procedures standardized by age to give a baze line
of an lnd;vadualos parceptual functioningo He
desoribes an operant conditioning tramnang progran
which results in improved perceptual functianlngv
lessening of behavioral symptoms, and improved
academic achievement.

D, Individual ,g'w coungeling oxr psychotherapy for
the child when indicateqa Praditional psychotherapy
or counéeling, howsver, is often pot effactive
{Goxdon, 1966) whéreas "big brother or sister” programs 3
are frequently very meaningful. Volunteers wan be
svpezvised by the clinic staff to work individually
or in a group to help children with their very real
problems in coping with everyday activities and social

interactions. Tho same service may also be provided
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directly by the clinic personnel.

Parents join appropriate Associations. Locally, we

recommend the N.J. Association for Brain Injured | |
Children. We also often recommend other apjprop:«:ia*ﬁ:e
learning disabiliﬂ.y, retarded, etc. local or nmational
associai:z.ons. " This not only serves the valuable

purnose of pareﬁts meeting othezrs in‘ the same situatbion

but it ao?eaz’:s' .té be the best wa}f of assuring that

ralavant and new literature becomes ‘available to

parentsSa. Paren'ts also have the opportunm.ty to

participate in ‘unz,fled action to ohta;m better

diagnostic, treatment, emd educational’ facilities.

Also, local associations often sponsor approprigte

activities for the children.

Recreational progr s including sggcifw grcss and
fine visualmmotor gctivities. 'l‘hexe has- recently

bgen an enomous amount of information regaxding
training of children who are awkward and have poor
coordingtion. Since there was a need for our clinic
to refer children for appropriate tralning, we
initiated and helpad conduct a recxeation and
socialization program (Gordon & Golob, 1966). Many
difficulties, important issues, and specific methods
are prasan’i:éd in the above publicat:lori, The present

authnr‘described & recreational program for adolescents,
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which included desperately needed tmining in
coordination {Millman, 1966). In addition, isometric
exercises 'we:ré. dé’éigned to incxeaé_é n{uécle ~crength,
provide kinesthetic feedback, and help improve the
child’s “body image.” A specially designed

gwimming program was also instiiuted in oxder to t@faeah
swimming and to improve coordination. Some very helpful
information concerning detailed desecriptions and
rationales for many kinds of visual-motor activities
and training may be found in the follewing: Ayres
(1964), Barsch {1967), Getman & Kane (1964), Enights
& Thompson {(1966), Perception Developmeﬁﬂ: Research
Associates (1966), and Sutphin (1964)

G. Darent counseling groups - these are considered an

assential part of our recommendationz At times, we
have found it very effective to have both paxents in
a group, ai%:houg_h no services were offered at the
clinic for the child. One extremely important
agpect of the group is to provide an on-going
experience where clinie recommendations may be
discussed and fbllméed through with the help of the
group leader. '.L'he présent author hes, and is,
conducting such groups, and a major parental feeling
that emerges is that the endless buck-passing of
responeibility has ended. Our experience when

»
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recommandations were dmcussed in one or two
interviews was that many parents ware unable to
follow through or be assertive enoush to obtain
vhat was needed. The parent group is free wheeling,
but basically two elements emerge: 1) Information
is imparted regarding cerebral dysfunction, how it
effects the child‘bs behavior, and how to handle

the child most effeotively. 2) Discussion takes
place of feelings and attitudes of the parents
towards their child and their acceptance of having
a child whd‘ is "different.” Barson {1961) descrikes
a similar type of counseling group and mentionsg
appropriate techniques.

Specific questions are answered directly. Some

) frequently asked questions are how to control
hyperactive childrxen or how to help 'th.e easily
frustrated child who has emotional outbursts. This
author discugses conditioning techrigues and other
appropriate methods as described in the current
literature (Luszki, 1968; Pollack, 1968) with the
parents in order for them to be more helpful to their
children. In some instances, a discussion of
attitudes prior to answering a “how to” question is
an effective way of illustrating to the parents why
their well~intentioned methods may not work., After
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being in many fxustrating situations, the parents
feel angxy and their expectations often have been
that their child could do better if he would only
try. Some issues discussed arxe real aceceptance

of the child®s limitations and the parents’need to
provide the proper environment and determine the
best strategy for handling the child effectively.
The rosult of grouvp attendance has l‘e,d.. to the
majority of parents reporiing better results in
their contacts with their children. A significant
key for most parents is the changing famiiy‘ atmosphere
pxoﬁoted.by their greater understanding‘of the child,
often accompanied by their feeling less cuilty |
and less angry. Parents talk of feéling less
irritable and more tolerant of the child. Im the
grovp, we distribuite any appropriate literature.
Parents have found the many pamphlets quite helpful.
Books that have helped parents significantly are
Cruickshank (1967), Siegel (1961), and Lewis et al,
(1961) One issue that is always discugsed concerns
telling the child what is wrong with him. Some parents
fear labels, buf can discuse the behay;lomlx
difficulties of the “nervous system not being well
coordinated.” .D':‘.ffere,nt labels are appealing to

different parents for their own urderstanding; moxe
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palatable labele have been matura'i:ional. lag,

neurological difficulties, central nexrvous sysiem
dysfunetion, hyperkinetic syndrome, brain
dysfuncotion, anrd perceptual difficulties. Many
perents are often reluctant to say anything to the
child. However, parents xespond ;E:«d the “truthfual”
approach that éomething really is wr‘on,g with the

child. Much time is spent on discussing the

tailoring of the comments to the level of comprehension

of the child. We discuss the paren’csn communicating

to the child in his language that he does have serious

difficuliies and that he is different from other
children in some respects. Some parents like the
idea of their child reading gbout “brain injury” on
a level written for children {Gardner, 1966).

It was originally proposed that a group would meet
for ten sessiong. This turned out to be impractical
adninistratively and not well suited to the parents’
wishes. We now have open-ended group meetings,
where the parents attend one hour or one and a half
hours, each week for as long as they desire. We
usually maintain 10 to 12 parents in the group;
sometimes only a child’s mother attends. Until now,
the average duration of group attendance has been

approximately 1l sessions, with a range from 4 to 30
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sessions.
Conclusiocn
The problem of who is going to diagnose minimal cerebral
dysfunction has been discussed. If a mental health clinic treat:s
children, then that clinic musi assume responsibility fox adeguate
diagnoges. Despite much research and inoreased knowledge, many

tregtment centers still disreqa:rd a less than blatant cerebral

dysfunction, and assune emotional factors as the cause of all

bahavioml and lea:cmng problems.. Mental health or child guidance
for children with minimal aerebz‘al dysfunction meancs that the child

ig diagnosed adequately and '*"hat appropriate and efﬁac:: tive

remediation follows. E!.‘.gis, a“l 1y means extensive collahoxa‘i'im

and congultation with other canmunity agencies, private pxacts. tioners,
and school systems. The buck passing musi stop.

It appears hedassa:ry that many outpatient cen‘tgrs muest change
fheir orientation in ordex to mcognize and plan fm; children
with cerebral dysfunctioné. The samno surely is 'i:mea foxr public
sohoola, where our described “problem” child is often suspended
or gent fox payohoﬁempy o a mental health conter. A recent
informal survey by the author auggest’s that many inpatient day
and residential centers are not providing the kind of services
described in this paper. Wo must end the pressure and extreme
hardship on children whose improperly functioning central nexvous
systems remain vnrecognized. Their life in the family, school,
and community may ke vastly improved when our present knowledge
is applied.
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