
THE CHILD IN HOSPITAL *

In 1951 the WHO Regional Office for Europe as a part
of its long-term activities in child health initiated plans for a
meeting between paediatricians and child psychiatrists, at which
they could discuss their respective roles and the co-ordination
of their work.

Early in 1953 an ad hoc committee was called together
to discuss the possibility of holding a conference which would
delineate the role of the paediatrician in the management of
psychosomatic and behaviour disorders in young children. This
committee, consisting of leading specialists in paediatrics and
child psychiatry, under the chairmanship of Professor R. Debre'
(France), felt that any wider conference should be devoted
to considering more fully the inter-relation of somatic and
psychological processes in sick children, the respective roles of
paediatricians and child psychiatrists in their treatment, and
the working relations between the different disciplines responsible
for the care of children.

In order to avoid diffusion of effort, and to arrive as far as
possible at practical conclusions, the study group that was sub-
sequently convened in Stockholm concentrated on one important
aspect of child care-the child in hospital.

Introduction

There is a growing realization of the need to consider the child as an
entity and to bring into play all the resources for the protection of his
mental as well as his physical health. Yet the degree of co-ordination and
team work between paediatricians, child psychiatrists and other specialized
workers concerned in this field still varies tremendously. In some countries
psychiatric services have scarcely developed, while in others the available
child psychiatrists play a limited role, if any, in the paediatric services.

The primary purpose of the meeting in Stockholm was to bring together
in Europe representatives of the principal disciplines responsible for the
care-of children in hospital. In the course of their study and through the
exchange of their very considerable experience the specialists in the study
group arrived at certain broad conclusions which may serve to stimulate
further interest in child care.

* Account of the meeting of a study group, sponsored by the Regional Office for Europe of the World
Health Organization in co-operation with the Royal Medical Board of the Government of Sweden and the
Department of Paediatrics, Karolinska Hospital, Stockholm, held at Stockholm on 2-11 September 1954.

This account was prepared by Mary Capes, M.B.B.S., D.P.M., Consultant to the Regional Office for
Europe of WHO, Psychiatrist, Children's Hospital, Southampton, and Director, Child Guidance Clinic,
Southampton, Great Britain.

Copies of a French translation of this account may be obtained on request to the WHO Regional Office
for Europe, Palais des Nations, Geneva, Switzerland.

For list of participants, see Annex 1, p. 469.
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There was no fixed agenda, nor were there predetermined plans for
conducting the discussion, except that it should keep within its agreed scope
of the child in hospital. Six case-histories were presented by paediatricians
and child psychiatrists who normally work together, in Sweden, the United
Kingdom, and the USA. These case-histories were chosen to illustrate the
comprehensive care of the child in hospital and problems of staff co-opera-
tion, and not for the purpose of discussing their clinical aspects. After the
presentation of each case discussion followed under the leadership of a
chairman selected in rotation.

The study group included 20 paediatricians, .10 psychiatrists, a medical
social worker, and a psychologist, from countries representing a wide
variety of conditions. A Swedish nurse was also present during the discussion
of one of the Swedish case-histories.

The entirely informal character of the meeting led to frank and sponta-
neous discussion with keen interest in understanding different points of view.

Although the group concentrated on the work carried out within the
selected environment of the children's hospital, there was frequent allusion
to the need for similar studies on relationships with the family doctor, the
obstetrician and the personnel of child welfare centres. Among other related
problems it was felt that hospital design required further study.

Much attention was focused on the urgent need for a new approach
to training and for important changes in the curricula for physicians
and nurses working with children. The extent of factual knowledge in
many medical fields is one that the most highly gifted individual can
barely encompass. Specialism is inevitable, but the continuous process of
fragmentation of knowledge cannot continue without detriment to the
individual and society unless there is a compensating synthesis in basic
training and in practical team work. This was emphasized time and again
in the discussions.

There are certain fundamental aspects of knowledge about family life
and child development and the effect of illness on the individual, which are
still almost entirely neglected.

Future emphasis must lie in learning and relearning the basic essentials,
and in the fullest use of available specialists, not all necessarily medically
trained but able to provide the additional information in their own 'field
on which a successful synthesis in diagnosis and treatment may depend.
It is not fragmented knowledge, but a whole approach to the child in his
present environment that is needed. And it is the children's physician and
the family doctor who are best placed to discern what special skills are
required, to co-ordinate their use, and to effect the synthesis.

This account can only inadequately reflect the general feeling and
atmosphere of the meetings of the study group. The detailed discussions
that occupied seven working days are necessarily given in summarized form,
but their range and main trends are indicated, including suggestions as they
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arose, sometimes from individuals, sometimes from the group as a whole.
Three major topics emerged in the course of the discussions. The first

concerns the total well-being of the child in hospital in terms of his emotional
and physical needs. This leads to the second consideration, the basic
training required for work in this special field. The third topic is the co-
ordination of services within the hospital.

Some general conclusions and many suggestions are described under
each of the three main subjects in the hope that these may stimulate increasing
interest and further study.

Children in Hospital

Few will dispute that the best place to care for a child is in his own
home among familiar surroundings, where the people who normally give
him security and affection can tend to his needs. The young child under
five, in particular, is unable to understand what illness is. Even for an
adult, who knows that the interlude will sooner or later come to an end,
admission to hospital is a major event. For the small child, who has no
realization of time, the break is final and irrevocable unless he has some
tangible means of grasping that this is not so.

Moreover, increasing knowledge of the child's emotional development
has brought home to us once more that physical care does not necessarily
go hand in hand with mental well-being. Experience clearly illustrates
that admission to a hospital, particularly where the atmosphere is " in-
stitutional " and frigid, may lead to acute depression that can reduce the
value of physical care and even contribute to a fatal outcome. It may also
impair the child's mental outlook for the rest of his life.

It is necessary, however, to be realistic about the question of admission
to hospital. Two major issues have to be faced: on the one hand, the
child's physical state must have the best consideration and treatment
that medicine can give; on the other, his emotional needs are just as im-
portant and must be equally well cared for.

The study group not only considered criteria for admission and how
best to minister to the child while under hospital care; it also realized that
if he is indeed to be cared for as a human being, with thoughts and feelings
as well as physical needs, he must be prepared to meet the change and
stress consequent upon admission and later upon discharge and after-care.

The problem of admission

It sometimes happens that after frequent attendance as an out-patient a
child makes little progress and is admitted to hospital because the paedia-
trician is at a loss what to do next. No paediatrician is practising good
medicine ifhe admits a child to hospital for this reason alone. The physician
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must be clear as to the reasons for recommending admission and what
investigations he proposes to undertake. He may want to see his patient in
the environment of a hospital, using the knowledge thus gained to advise
the parents. Yet whatever the motives, whether they are primarily observa-
tional or primarily therapeutic, he should first be convinced of the un-
conditional necessity for this step.

Apart from cases where admission for investigation and treatment is
essential or a matter of emergency, there are also other considerations
arising from social conditions.

Many illnesses could be treated at home if the services and available care
were more adequate. Two very real problems are raised in many cities by
overcrowding in the home and by the fact that both father and mother
are often out at work all day. Under such circumstances when a child
falls ill the immediate reaction of the parents is to seek his admission to
hospital, where he is likely to be adequately cared for. There is no doubt that
paediatricians are often forced to accept this situation and admit children
when they would otherwise choose to avoid a separation from the home.

Such problems can only be met by social measures which, strictly
speaking, fall outside the special province of this study. Nevertheless, as
the factors mentioned often closely affect professional decisions on ad-
mission to hospital, a valid social argument can be advanced for improving
medical services and care within the home.

With this in mind it was suggested that
(a) a reserve staff might be established for enterprises employing

women so that mothers could be released to care for their children when
they fell sick, without losing their jobs;

(b) a mother should be given a daily benefit equivalent or comparable
to her wages to enable her to look after her child in such circumstances.

A hospital case from background to after-care

In order to illustrate a number of the problems raised by the admission
of a child to hospital some brief extracts are given from the case of Johnny,
which was presented to the study group as a basis for discussion.

History and preparation for admission

Johnny, aged 21/2, had suffered for 18 months from repeated upper respiratory
infection with severe head colds and ear-ache. His speech was very unclear, his behaviour
restless, destructive, and demanding; he was suffering from broken sleep and frequently
came into his parents' room at night.

He was the only child of a 23-year-old mother and a 27-year-old father, who was
employed as a clerk. The mother went back to work as a full-time telephone operator
when Johnny was six months old. Her schedule was irregular and Johnny's home life in
the over-indulgent but quarrelsome atmosphere of his grandparents' flat had been chaotic.
When he was two, however, his mother gave up her job and the family obtained a flat
of their own.
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Despite his background, he was a contented child until he went to hospital at 20
months of age to have a lipoma removed from his right arm. He was an in-patient for
three days and visiting by the parents was not allowed. When he returned home he was
found to be tense and irritable and unable to settle to any activity for more than a moment
or two.

When, in the present instance, he attended hospital the clinical examination was
difficult because of his irritability and restlessness, but he was found to be physically
normal except for his unhealthy tonsils and adenoids. He was given symptomatic therapy
and seen again three days later.

After careful consideration, tonsillectomy and adenoidectomy were advised and his
mother was asked if she would come into the hospital and be with him all the time. This
she agreed to do, though with some apprehension. A week before admission he attended
the hospital again, this time in order to be told in his own language what was going to be
done to him, and to be shown where he would stay.

It was explained to his mother how she should talk to him about the operation on the
two days prior to his admission, and she discussed with the medical social worker certain
anxieties she herself retained in connexion with operations she had undergone. The boy
played with a nurse during this interview.

As this child had fears about defaecation and was as yet not toilet-trained, the nursing
staff were asked to avoid all manipulations round the anus such as would be involved
in rectal temperatures, enemas, or anaesthesia. They were also asked to help the mother
to take an active role when she was in the ward and to encourage her to speak freely
about her own anxieties and to ask questions.

Admission
Johnny settled down to play happily in the play-room with the other children and slept

well the first night. The following day the nurse, whom he knew, gave him his pre-
operative injection and took him to the operating theatre, as he had been told would
happen. Unfortunately, he was still awake when he reached the theatre and he struggled
for a few moments while going under the anaesthetic.

His mother was present as he came round from the operation, which was uneventful,
and was able to reassure him as he awoke from time to time. The following morning it was
with reluctance that he left the play-room in order to return home.

After discharge
Three days later he attended hospital for the routine throat examination and was

encouraged to play with the toys and water. He showed no fear on returning and seemed
to have suffered no ill effects.

A developmental examination, given in due course, showed that he had made more
than 12 months' progress since his first examination nine months before, and a nursery
school was recommended. He had in the meantime become very co-operative about his
toilet training. A key factor in improving the mother's relationship with the child had been
the hospital experience, during which she had learnt to handle him more consistently
and understandingly. As his health improved she grew proud of his progress and was
able to show him increasing affection and approval.

Planning for admission

Johnny illustrates a not uncommon history of traumatic experiences
due to unhappy separations from home or earlier hospitalization to which
the child has reacted badly; it is most important that the full background
in such cases be brought to light.
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In other cases, though less time and effort may be involved, admissions
should always be carefully planned by the paediatric service in the light of
knowledge of the home background and of what the hospitalization is
attempting to achieve. So far as possible, account should also be taken of
the child's age and understanding.

Unfortunately, our knowledge of what the young child understands
and perceives at each age level in terms of the body image is not yet com-
plete. What we do know is that without some explanation and adequate
precautions he easily resorts to troubled phantasies. This particularly
applies to children in the pre-school and infancy periods. They frequently
feel what is happening to them to be a rejection on the part of their parents
or a punishment for some way in which they have behaved, and unspoken
fears may remain with them for the rest of life.

Careful precautions should be taken in the timing of the admission.
For example, the paediatrician should, where possible, avoid sending a
child into hospital just before or after the birth of another baby in the
family, especially if the child in question is too young to understand why he
is going there.

There are also ways of helping children in a general manner. In one
country, a booklet is in use giving advice to parents on the way to prepare
their children for admission, and this has proved of value. This idea might
be further developed by inviting an artist skilled in illustrating children's
books to produce a suitable publication after making himself familiar with
the hospital atmosphere.

Emergency cases present a different problem. Various circumstances
may necessitate sudden admission, at times matters of life and death, where
the physical aspects have to be dealt with first and foremost. The situation
is ustually one of anxiety. The parents need help and support, and should be
allowed to stay near the child and be with him when he regains conscious-
ness. Should they be over-excited and have a disturbing effect on the
patient they may be allowed to stay on the premises but should not have
intimate contact with the child. In such cases, the medical social worker
can play a valuable role.

The psychological problems that arise in instances of this kind are best
resolved by letting the child subsequently " play out " his experiences in
the hospital play-room, where he is under observation and has the help
of the play nurses. This " abreactive " activity should be encouraged when
he is in his own home again.

Admission of the mother with the child

In spite of the fact that the mother herself had some anxieties about
being in hospital, it was decided in the case of Johnny that it would be
traumatic to him if he were left alone without her after his, earlier experience.
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There is no doubt that her admission proved valuable in allaying anxieties
in the patient and in educating her as a mother.

When should arrangements be made for the mother to come into
hospital with her child and when is it inadvisable ? There are often other
young members of the family who need the mother's care. The father
should not be forgotten either, and in the interests of good family relations,
if his wife is to accompany the child, he must have a proper understanding
of the need for this step.

If these difficulties can be satisfactorily overcome, should the mother
be admitted with the young child in all cases ?

In this connexion attention was drawn to the outstandingly good
results which had been obtained by the Pickerills in New Zealand a in a
hospital for the surgical treatment of infants where every child is accom-
panied by his own mother, and lives and is cared for entirely by her except
when he is in the operating theatre.

On the other hand it may be asked if there is not a tendency, in avoiding
all trauma, to make the child's life too easy. There will be general agree-
ment that life cannot be lived without experiencing difficulties and the
struggle to overcome them. But with small children the " dosage " of
stress must be graded, as the level of tolerance is low. Certainly, children
must meet tension-producing experiences, but they need to be helped to
develop a gradual sensitivity to some situations and the necessary insensiti-
vity to others at the optimum pace. Some parents are in the habit of
" toughening " their children from birth because, they say, " life is tough and
real ". There are paediatricians, too, who " streamline " infant feeding to the
point of giving infants three meals a day at the age of six weeks whether
they need it or want it. When children are upset by hospitalization it is
not uncommon to hear it said: " As long as there are child psychiatrists
and child guidance clinics to take care of the casualties, let's not worry
about the rest."

The need for prevention in the psychiatric field may not only tend in
this way to be minimized as a matter of policy; it may be neglected under
the sheer pressure of clinical activities.

In the light of these considerations the study group wished to emphasize
the value of the mother's admission as a prophylactic measure. It has been
a frequent practice for many years with private patients, and has undoubt-
edly proved its value. When the paediatrician and psychiatrist feel it is of
major importance, children should have their mothers with them throughout
their stay in hospital. In certain other cases, the mothers should at least
spend the early period of the admission with the children to help them to
settle in.

a Pickerill, C. & Pickerill, H. P. (1954) The elimination of hospital cross-infection in children: nursing
by the mother. Lancet 1, 425; Lancet, 1954, 1, 447 (Editorial: The mother as nurse). Further reference
is made to the work of the Pickerills on page 437 of this account.
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Technique of reception

In all cases, whether the parent stays in the hospital or not, the " tech-
nique of reception ", which calls for an imaginative appreciation of the
child's feelings, should be made a subject of careful study.

At this stage it can be said that he should not be deprived of the toy
from home with its familiar smell or be divested of his own clothes; nor
should a bath be forced on an unwilling and anxious child. The ward he
enters should be a small one, with furnishings he will appreciate, and his
bed or cot should be in keeping with what he is used to at home. These
small and apparently trivial details are important ones for any child.

The staff, in helping him over the separation from his parents, should
avoid obvious deceptions, for above all the child needs to feel confidence
in those who are going to care for him.

Hospital design

These considerations raise a further important problem-that of hospital
design. Hospitals in the past have generally not been constructed in such a
way as to promote the homely atmosphere that is desirable, though in
many cases much can be and has been done to modify internal arrangements.
Modern hospital planning and construction, on the other hand, at times
shows a tendency to other faults. In particular, there is the hospital of
ultra-modern design, with the last word in technical equipment, where, in
contrast to the large old-fashioned general ward, each child is in a separate
glass-walled compartment conveying the impression of a refrigerator.

There is a strong case for more extensive examination by doctors and
architects of the problem of hospital design for the future; consideration
should be given to the provision in children's departments of small wards
or rooms capable of reproducing home conditions and with accommodation
for accompanying mothers. In a number of cases a satisfactory arrangement
has been provided by separate cottages or " pavilions ".

Hospital procedures

In the case of Johnny care was taken to avoid any routine procedure
that might be harmful to the patient. From the discussion it was clear that
routine procedures, though often not essential, continue in many in-patient
and out-patient departments. The highly-skilled and sensitive physician
is alive to the need to dispense with many routine activities, requests for
unnecessary investigations, the use of old-fashioned and clumsy apparatus
such as heavy syringes, and pre-operative enemas. These and many more
procedures should be given careful consideration in the light of what they
mean to the child. In this connexion, too, the child should not reach the
anaesthetic room in a state of frightened awareness.
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Even more important is the creation of the right emotional atmosphere
in the ward. Here, two main contributing factors received especial attention:
day-to-day care of the infant or child in terms of his relationship with the
staff, and the maintenance of home contacts.

Relationship between child, nurse, and doctor

Divorced from his home surroundings the child needs to acquire some
familiar support which will give him a sense of security. This is often
denied him when he is faced with a succession of different nurses at his
bedside.

One instance was given of a West African nurse, whose success in a
children's hospital was attributable in part to the ease with which babies
could identify her in a sea of other faces. Normally, the familiar face, the
intimate touch and especially the sense of security, can only be provided
when each child is assigned to one particular nurse to whom he becomes
accustomed throughout his illness. Despite the shortage of nurses every
effort should be made to ensure that this is done. This also applies to the
doctor. Having once started to form a contact with the child in the out-
patient department he should, whenever possible, follow through the
treatment to the final stages.

Visiting and family contacts

The visiting mother in a case offeeding difficulty

The following case is presented very briefly to indicate how a mother's
visiting was planned to fit in with the therapy.

Sammy was a 13-months-old boy living in a socially and economically deprived
home, who was admitted to hospital because he had refused solid foods from the age of
61/2 months. This fear of solid food had produced a severe iron-deficiency anaemia, a
retardation of development, and increasing weakness. Despite efforts on the part of a
social welfare agency to help the mother, no change for the better took place.

The food refusal was diagnosed as the manifestation of a disturbance in the mother-
child relationship. Hospitalization was advised in order to provide a favourable environ-
ment in which the mother might establish a good relationship with her child, and to
investigate and treat his anaemia.

The nursing staff were given full information about the child and were specifically
asked to let the mother feed him when she visited him twice daily. He was given a blood
transfusion and iron therapy, and his response to the attention and help began to show
clearly by the third day when, for the first time, he began to eat solids and to play with
toys in his cot. He welcomed his mother with obvious pleasure and was unhappy when she
left, but he subsequently became happy and smiling with the members of the staff who
cared for him.

From the ninth day he sat up easily and ate everything that was offered him. On the
fifteenth day he went home to his mother. His progress was then followed by the medical
social worker and the public health nurse who maintained contact with him and helped
the mother to get toys, a play-pen, and a high chair, also advising her over various points
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she raised. He was seen regularly at the well-baby clinic and proceeded to make rapid
strides in his development.

The salient point in this case is that while physical treatment in hospital
would probably have afforded Sammy symptomatic relief in any case, it
was only through the mother's education and change in attitude within the
hospital environment that the vicious circle in her relationship with the
boy was broken. Thus, he could be sent home without fear of a recru-
descence of the conditions that gave rise to his complaint.

Some different approaches to visiting

In this case the full significance of visiting is abundantly clear. But in
other cases, where the relation between it and therapy is not so evident,
visiting still plays a most important role.

It is interesting to note that in Italy, a country traditionally warm-
hearted in its attitude to children, visiting has never been forbidden except
in individual cases where it has been considered to be to the serious detriment
of the child.

An interesting contrast to the particular western trend of " toughening"
the young child was cited from the customs of another culture. While
working in East Africa, one of the study group had noted that, when a child
was admitted to hospital, he was never alone during his whole stay there.
His mother or some member of his family was always by his bedside day
and night, sometimes, indeed, the whole family. One of the difficulties was
to prevent the mother removing the child from bed during the night to sleep
with her on the floor or, if she was told this was not the best thing to do, she
would then want to get into bed with the child. This had given him food for
thought, for there appeared to be less evidence among these children of
psychological disturbance. He later worked in close contact with
Dr. J. Bowlby, on the Steering Committee at the Tavistock Clinic, which
was engaged in studying problems arising from the separation of mother
and child in early life. He had come to the conclusion that he must change
the existing rules in his ward and with the collaboration of the head nurse
it was decided to permit daily visiting in selected cases. The results proved
so successful that head nurses in other wards asked for it as well.

There is a tendency, probably due to the exaggerated attitude of the lay
press, for mothers of young children who have undergone hospitalization
to blame all behaviour difficulties on this experience. Parents, however,
often have a right to complain that family contact with the child is not
given its due consideration. The first hospitalization in the case of Johnny
illustrates the possible ill-effects of denying visits. There are still children's
hospitals in a number of countries where visiting is forbidden and many
others where it is grudgingly permitted once weekly, or even less, while little
understanding is shown of all the emotional implications which are involved.
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Visiting and infection
One of the arguments against visiting has in the past been the risk of

infection brought in from outside. When wards were big there were few
facilities for isolation, and deep concern was felt when a child admitted for
one complaint contracted another illness and died in hospital, an occurrence
which was all too frequent 30 years ago. Since then a new situation has
developed.

Thus, in the United Kingdom, when the rebuilding of hospitals was
under consideration in 1945, the British Paediatric Association set up a
small committee which studied factors that might affect their design.b
Among these, the question of cross-infection was investigated and it was
noted, from a careful statistical analysis of material collected in 12 different
centres, that there was no positive evidence that visiting by adults in any
way increased infection.

The indications are that hospital infection is usually introduced by
other children and the experience, already mentioned, of the Pickerills in
New Zealand, where mothers are admitted with their children, supports
this view. Moreover, paediatricians now have new drugs at their disposal
for the control of infections. This makes it easier to turn to a fuller con-
sideration of the child's emotional and mental requirements.

Technique of visiting

In order to introduce visiting effectively various factors need considera-
tion. In large hospitals visiting hours have to be " staggered " to prevent
congestion. In New Haven, Conn., USA, for example, they are flexible-the
mother and father being permitted to visit children not critically ill twice a
day between stated times, while in critical cases arrangements are even more
relaxed. There is no compulsion on mothers to visit, but they are encouraged
to do so. In a number of hospitals experience has shown that both visiting
hours and the regularity of visiting must be selective, bearing in mind the
child's relationship with his family and the parental attitude.

The over-anxious, disturbing parent, and the child with a very distressing
illness often present visiting problems, and in some cases it may be advisable
to apply restrictions. Nevertheless, a mother may insist that she has a right
to see her child. The paediatrician should resist this attitude, for the child
is under his care and it is he who must make the final decision in the interests
of the well-being of his patient.

The handling of visitors is a question that deserves careful attention
and if properly organized can bring valuable results. Mothers are found to
fit into the life of the ward much more easily when given something to do;
it is inadvisable for them to sit aimlessly at the child's bedside. They should

b Watkins, A. G. & Lewis Faning, E. (1949) Incidence of cross-infection in children's wards. Brit.
med. J. 2, 616.
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be encouraged to play with the child, to give him his evening wash and his
supper, to read a story, say his prayers with him, and tuck him up for the
night. With luck the child will fall asleep before his mother has slipped away.

While for the younger, more vulnerable, ages contact with the mother
is irreplaceable, older children often value visits from their friends of the
same age, and such visits have been encouraged with good results.

The visitor who at times fits less easily into the hospital surroundings is
perhaps the father. This does not mean, however, that his visits can be
neglected.

Finally, the fact must be faced that visits, however well organized,
inevitably cause a temporary disturbance, not only in the hospital routine,
but to the patient. It is often felt by the nursing staff that the brunt of this
disturbance falls upon them, both during the visits and after, when the child
most keenly misses his visitor. Many parents, too, have questions to ask
which the nurse does not always feel she can answer. For these reasons
parents should have easy access to the head of the department and a doctor
should always be present whenever possible to give support during and for a
short while after visiting hours.

Visiting in long-stay cases

The psychological difficulties which inevitably arise when children with
chronic illnesses have to stay in hospital for many months raise special
visiting problems. To maintain a steady relationship with the family is
difficult enough when the hospital is within easy reach of home; but when
it it situated a long way off in specially chosen healthy surroundings its
comparative inaccessibility makes the task well-nigh impossible. There is
good reason to subject the value of long-stay special hospitals and conva-
lescent homes to very careful review. There can be no doubt that the case
of each child about to be sent away for long-term treatment should be
thoroughly examined from every angle.

It is of interest that before admission to one school for children with
cerebral palsy each family is visited by a psychiatric social worker, and full
psychiatric examination is made of the child some time ahead. The best
method of maintaining family relationships can thus be fully explored.

Many members of the study group felt that for visiting remote long-stay
cases parents should not only be allowed travel allowances, but should be
paid for their loss of time from work in order that the family contact might
be maintained.

Where a special hospital is situated near a big city most of the children
can be visited, but there may be one or two children in a ward whose parents
live too far away to pay more than rare visits. The paediatrician must bear
in mind that such children may become psychological casualties. Every
attempt should be made to prevent this; where there are play nurses these
are invaluable, as they can devote extra attention to the lonely child. The
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good offices of local visitors can also, in part, alleviate the problem, though
neither can fulfil the role played by the parents.

Preparing for discharge

In the well-run paediatric hospital, with an understanding staff and good
play rooms for the ambulant child, it may be found that the young patient
is reluctant to go home. In general, this would not support an argument
for more frequent and longer admissions, thougb it may, in individual cases,
indicate that a child's home life lacks the facilities for friendship and play
and the sense of security that he has unconsciously come to appreciate in
hospital.

The unfortunate effects of the less adequately run paediatric hospital
have already been indicated, and in any case hospitalization may subjectively
come to represent rejection by the parents.

Under these circumstances what methods should be employed to render
the discharge smooth and uneventful ?

The paediatrician will, of course, give his advice to the parents in the
light of what he has learned of the home conditions from the family doctor
or the social worker.

There is a growing practice now for paediatricians to see the parents not
only individually, but in groups. It has been found of great value to invite
the parents of children suffering from one disease, as, for example, diabetes,
to come to the hospital together and discuss their anxieties freely with the
paediatrician. The latter, in turn, explains to them frankly how they can
best help their child after discharge.

If the child has been in hospital for a long time, and his home is at a
distance, it is helpful if the mother can spend a few days with him in or near
the hospital prior to discharge. Another alternative is for him to go home,
first for a day and then for week-ends, before his final return. This, especially
in the case of an older child, makes for a smoother transition.

In these matters the medical social worker and the public health nurse
have a very important part to play. They know the home situation and can
help in the smooth re-establishment of good relations. If the child remains
in an over-anxious state and is in dread of hospital, it is these workers who
are best placed to discover and bring it to the attention of the paediatrician.

It need scarcely be emphasized that continued contact between the child
and his parents throughout his stay in hospital offers the best assurance of a
smooth transition on discharge.

Conclusion
The main points that emerged in the course of discussion may be sum-

marized as follows:
1. A child should be admitted to hospital only when the paediatrician

is fully convinced of the necessity for this step; the fact that admissions are
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sometimes made because the right conditions or care are lacking in the
home points to the need for social measures to meet the situation.

2. Admissions, wherever possible, should be planned ahead and timed
in the light of the child's age, his family circumstances and background,
and in relation to the purpose to be achieved; in emergency cases, where
this cannot be done, it is suggested that adequate provisions for play
therapy within the hospital may considerably ease the effects of sudden
admission. Published advice to parents on preparing children for admission
can be helpful and meet a real need.

3. Provision should be made for the mother to be admitted and stay
with her child where the paediatrician considers it necessary, and in other
cases to settle the child in.

4. Every effort should be made in future to provide hospital accommo-
dation that will allow for the admission of mothers and for the reproduction,
so far as possible, of homely surroundings familiar to the child.

5. Hospital procedures, painful or otherwise, that may have a traumatic
effect on the child, should be strictly avoided unless absolutely essential.

6. It is strongly advisable, within the limits of staffing facilities, for the
same doctor and the same nurse to follow through a case to the end, in order
that the sense of security necessary to the child may be provided.

7. Visiting as a general rule is strongly to be encouraged, with the
proviso that the paediatrician always holds the right of decision in individual
cases; fathers and friends, as well as mothers, can be valuable visitors; the
value of visits can be enhanced if helpful occupations are found for the
visitors.

8. The value to children of long periods in hospitals and institutions
remote from home is in many cases open to doubt, and great caution should
be exercised before a child is thus sent away. Where it is unavoidable,
special allowances might be provided to enable parents to visit regularly.
Care must be taken to prevent the child who is without visitors from
becoming a psychological casualty.

9. The child also needs preparation for discharge and, in long-stay cases,
he may require gradual acclimatization to home contacts and'surroundings.

Training

To what extent should the paediatrician be a psychiatrist, or the psychia-
trist a paediatrician, and how far should the nurse be familiar with the work
of both? The extent and character of additional training that each should
receive occupied an important place in the work of the study group.

The varied conditions obtaining in different areas make it impossible
to arrive at conclusions that can apply in all circumstances. In many
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countries, few paediatricians, even fewer nurses, and no psychiatrists are
available to care for the child in hospital. Elsewhere, although there is more
efficient control of physical disease, an increasing number of psychological
problems have appeared among the child populations and fresh difficulties
have to be faced in this field.

These problems can only be solved in the light of a country's own
particular needs. The work of paediatric teams and the creativeness of
specific local genius may well be impaired by rigid imitation of training
methods used elsewhere. Nevertheless, there is much to be learned from an
exchange of experience, and certain practices can be usefully put into general
use, either in their original form or modified to suit a country's requirements.

The summary of the discussion given in the present section falls into
three parts-the teaching of paediatrics, the training of the child psychiatrist,
and the training of the paediatric nurse.

The teaching of paediatrics

In this first part, Dr. M. J. E. Senn, Professor of Paediatrics and Psy-
chiatry at Yale University, described the development of paediatric training
in the USA and more particularly in the department under his direction.
He prefaced his statement with the remark that, only a few years before,
he himself had suffered from the same limitations and difficulties that faced
many a paediatrician today in other parts of the world. And it still remained
to be seen whether his experiment would succeed and whether a careful
balance between the skills of physical medicine and the dynamic concepts
of psychological medicine could in the end be evenly maintained.

The views of Dr. Senn and the description of the experimental methods
in use at Yale over the past fifteen years are given in part below in his own
words.

Historical background

The first practitioners of paediatrics were physicians who limited their general
practice to children, sometimes combining obstetrics with child care. Their attention
was focused on the diseases of childhood, but as the public health movement developed
attention was paid increasingly to the prevention of illness and the promotion of health.

With the rise of scientific medicine and increased use of the laboratory for investiga-
tion and diagnosis, paediatrics assumed the status of a true speciality. At approximately
the same time that scientific methods were being applied in the diagnosis and treatment
of sick children, the behaviourist psychologist, Watson, was adapting Pavlov's work
on the conditioned reflex to children, showing that they could be conditioned and
unconditioned to the fear of animals. These studies influenced paediatrics momentously
in that they provided paediatrician and parent alike with new ideas on the rearing of
children. Apart from psychologists, physicians, including some paediatricians, began
in the early 1900's to show interest in neurological diseases and in the pathology of
the brain.

No marked influences from psychiatry became evident until after the first World
War, when, with the rise in juvenile delinquency, lay persons rather than physicians
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promoted the development of psychiatry and started the child guidance movement.
However, even as recently as 1930, psychiatry was not integrated with the rest of medicine,
and paediatricians saw nothing of value to them in medical psychology apart from
intelligence testing. At about that time paediatricians were still teaching parents the
tenets of behaviourism, although the parents themselves were beginning to question
and even resist any advice about child care which was rigid, artificial, or mechanical.
As with the public health movement in the USA, the impetus for the development of
child psychiatry and general psychiatry came rather from lay persons than from medical
groups, and two American foundations, the Rockefeller Foundation and the Common-
wealth Fund, must be singled out as potent forces in this direction.

Not only was the Commonwealth Fund interested in establishing child guidance
clinics and in training child psychiatrists, but by 1935 it was sponsoring training in
psychiatry for certain paediatricians, to enable them to become paediatric educators
and to explore the possibility of integrating psycho-dynamic principles into every-day
paediatric practice. Although interest in broadening paediatrics was not general at
that time, there were a number of paediatricians who were beginning to appreciate
that, if it was to remain a special branch of medicine, paediatrics must concern itself
with more than the physical diseases of children. They were faced with a mounting
number of behaviour problems about which they had little or no knowledge and they
lacked the skills necessary for their treatment. At the same time a decline in some of
the problems arising from physical illness was evident. Infectious diseases were more
easily controlled, complications prevented, and the nutritional disorders of infants
and children more easily recognized and treated.

The problem of integrating psycho-dynamic
principles with paediatric practice

The desire of paediatricians and psychiatrists to collaborate in training and to work
with parents and children gave rise to a number of practical problems. Should sufficient
child psychiatrists be trained to work as teachers, diagnosticians, and therapists in
departments of paediatrics ? Should paediatricians be given opportunities to learn
from psychiatrists, but continue to practise only within their own field ? Or should
there be a new specialist called a " paediatric psychiatrist "-a hybrid physician, not
quite a child psychiatrist, but with more training in psychiatry than a paediatrician
usually receives ?

Answers to these questions have not been fully resolved in the USA, though attempts
to experiment with each of these approaches have been made. It has been evident for
a long time that there will never be enough child psychiatrists to deal therapeutically
with the emotionally disturbed child and his parents. The first suggestion, therefore,
seems impracticable now and for a long time to come. This means that the child
psychiatrist will not be the sole person responsible in the psychological aspects of
paediatrics.

Of the two remaining possibilities, .the second has seemed a more natural development
than the third, for it has frequently proved impossible to differentiate those designated
" paediatric psychiatrists " from child psychiatrists. I believe that the well-trained
paediatrician must be prepared to provide his patients with comprehensive medical
care based on the treatment and prevention of physical disease. He must not only be
skilled in the diagnosis and treatment of disease; he must also be alive to the psychological
concomitants of physical illness and to methods of dealing with them. Thus, there
should be no dichotomy of health and illness, of psyche and soma. Furthermore, he
must be interested in the growth and development of healthy infants and children and
have the insight and skill to promote health and prevent illness. A paediatrician who
deals comprehensively with his patients will, of necessity, be able to perceive the begin-
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nings of emotional disturbance and, what is more important, will become an instrument
in the community to prevent such disturbances.

From the foregoing it will be clear that I advocate the incorporation of many
principles of psychological medicine into non-psychiatric disciplines. I believe, however,
that the paediatrician should remain a paediatrician and practise within his normal
field rather than set up a new branch of medicine called " paediatric psychiatry". This
does not mean that I am uninterested in the further development of child psychiatry
as an important special branch of medicine. For the purpose of this discussion, however,
I would emphasize my feeling that the paediatrician today is particularly well placed
when it comes to preventing emotional disturbances or dealing with them in their
incipiency.

The experiment at Yale

For the last 15 years I have concerned myself with paediatric education at the post-
graduate and undergraduate levels, attempting to demonstrate natural and effective
ways of educating non-psychiatric physicians in the principles of medical psychology,
and to show that psychiatry offers various skills and approaches capable of sharpening
paediatric insight and improving child care. Throughout these years we have tried to
cover certain basic topics in our training programme.

These have been:
1. Mental (emotional, social, and intellectual) growth and behaviour from birth to

maturity, in the light of the interplay of hereditary, constitutional, psychological, and
cultural forces occurring in the development of each person from conception onwards.

2. The psychological implications of child-bearing, of education, and of child care in
health and in sickness, especially in terms of the parent-child and other personal rela-
tionships.

3. The psychological concomitants of physical illness and the psychological role of
physician and nurse in parental guidance and in the medical treatment of sick children
and adolescents.

4. Deviant personality structure and psychopathology (especially in psychosomatic
disorders) with emphasis on the genesis, prevention, and treatment of emotional diffi-
culties and the so-called behaviour problems of all age-groups from birth to adolescence.

5. Opportunities for psychotherapy in paediatric practice, particularly through such
commonly used techniques as history-taking and physical examination; the limitations
of such methods; the methods of preparing patients for treatment by psychiatrists.

6. The influence of social, economic and cultural factors on children and parents.
7. The contribution of the social sciences to the improvement of child care.

Our methods of teaching these principles have varied over the years. At first our
trainees consisted of paediatricians who had had at least two years' training in orthodox
methods at an accredited paediatric centre. These post-graduate students had definite
teaching posts to return to on completion of their training. They began their learning
experience in a psychiatric ward for adolescents and young adults, where they could see
gross psychopathology demonstrated and begin to see the outcome of neurotic and
psychotic illness. They also had an opportunity to study the origins of these illnesses and
to note whether there had been any basis in infancy and childhood for their development.
Clinical work was associated with seminars and supervised conferences about individual
patients. The time spent in the general psychiatric clinic varied from four to nine months.
After that the trainee took up work in the psychiatric out-patient department and
in the paediatric clinic. He continued, however, with his patients in the psychiatric wards
in order to get a comprehensive view rather than fragmentary observations.

443



NOTES ET RQPPORTS

In the psychiatric out-patient department each student (under supervision) was
assigned children and patients who came with problems of behaviour of the kind ordina-
rily seen in such a service. Work with these patients was carried on until the end of the
second-year training period, covering roughly a span of 15-20 months. The emphasis here
was not on making the trainee a child psychiatrist, but rather to introduce him to persons
with problems and to give him some insight into the nature of these individuals and the
effect their problems might have on child rearing and child care. It also brought the
trainee into close touch with practising child psychiatrists, social workers and psycholo-
gists, enabling him better to appraise their role in the diagnosis and treatment of behaviour
difficulties. Very often this was the first opportunity a paediatrically trained physician had
of first-hand contact with a psychiatrist. Concurrently with this period in the psychiatric
department the students worked in the paediatric department, particularly the well-baby
clinic, the adolescents' clinic, and the general sick children's clinic, both in-patient and
out-patient. Efforts were made to keep the case load small, so that adequate time could
be spent with each patient, and the cases were followed as long as possible, enabling the
student to observe the changes which come with age and maturity. Physically sick children
were cared for, always bearing in mind that they were individuals in whom the psycho-
logical and physical elements interacted. In our attempt to teach comprehensively and to
include the psychological elements we tried to maintain an awareness of the importance of
the body, its function, and its anatomy and pathology. It must be emphasized repeatedly
that in the teaching of medical psychology to non-psychiatric physicians nothing must
be lost which has been gained from scientific medicine in the diagnosis and treatment of
physical illness. To ensure this as far as possible our method of teaching was to emphasize
that the medical and psychological approaches were best made through the traditional
medical procedures, namely, history-taking and physical examination.

Although these methods were stressed as fundamental to the study of the patient,
whether the problem were physical or psychological, it was also necessary to demonstrate
that changes in the traditional methods of history-taking are required in order to appraise
a patient as a human being. History-taking must be considered as a form of interview,
with important therapeutic implications; further, a thorough physical examination has
its therapeutic as well as its diagnostic implications.

These trainees, after spending two years in post-graduate work relating psychiatry to
paediatrics, left to assume different positions in public health or paediatric departments;
some went on for further training in psychiatry in order to become fully qualified in that
field.

Concern was felt over those paediatricians who took on the role of child psychiatrist
in departments of paediatrics without sufficient training to qualify them. It has been found
that the trainee who functions best after his post-gradute experience is the one who
continues to be associated with paediatrics in his practice, and who is accepted in a depart-
ment of paediatrics as a paediatrician. Within this framework he is able to teach growth
and development, the meaning of behaviour, and the other aspects, doing this safely,
without confusion to himself or his colleagues. In order to promote the development of
such paediatricians and in order to safeguard them as well as the patients, our training
programme was reduced from two years to one year. This was accomplished by omitting
the training in the department of psychiatry and limiting experience to that of the pae-
diatric ward and out-patient department. In this way, the student is constantly reminded
that he is a paediatrican working within the field of paediatrics. After several years of
further experiment with a one-year training programme, it was felt that the time had come
when special programmes of post-graduate education in paediatrics for persons desirous
of learning about psychological medicine no longer served a purpose. As a result, the
Department of Paediatrics of the Yale University School of Medicine has concentrated
on making available to every paediatric resident the opportunities which formerly came
only to these special trainees.
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At the end of a two- or three-year paediatric residency it is hoped that our trainees
will have as much understanding of growth and development, behaviour, and parent-
child relationship as of the physical elements of medicine emphasized in diagnosis and
treatment. No matter what the patient, our day-to-day teaching is intended to bring
out the mental as well as physical aspect of each case. For example, in ward rounds
consideration is given not only to the child's pneumonic processes, but also to the
influence of his illness on how he feels, on his behaviour, and on his relationship with
his parents. In his convalescence we are concerned not only with the resolution of his
physical signs, but also with his return to good physical and emotional health and with
his ability to join his family and his friends in a fully functioning role as soon as possible.
In hospital we are concerned with the psychological management of the physically sick
child; we have relaxed restrictions on visiting, included living-in arrangements for some
parents and children and care of infants by their mothers, and provided adequate
recreation and occupational therapy opportunities for the bedridden as well as the
ambulant patient. Our in-patient rounds tend to be rounds made by groups of persons
with different professional interests, including paediatrics, psychiatry, sociology, psycho-
logy, and social work; they consist of informal discussions with contributions coming
from junior personnel as well as senior staff, the leader being the paediatrician-in-charge.

Another method used at Yale to teach " growth and development " is one which
introduces the paediatrician-in-training to the practice of medicine outside the hospital.
Each intern, on starting his service, follows the last trimester of pregnancy of a woman
who has volunteered to accept him as her pdediatrician. The paediatric intern meets
the pregnant woman and her husband once or twice to learn the history of the pregnancy
and come to understand the couple and their aspirations as future parents. Whenever
possible the intern witnesses the delivery and notes the mother's reactions to her labour
and to the birth of her baby. From then on he becomes the family paediatrician as long
as this remains mutually agreeable to parents and staff. During the next few months,
although the infant and his parents are seen regularly in our well-baby clinic, the
intern is also available for home care at times of illness. In this child-care programme
each intern is under the direct supervision of an assistant resident who acts for him in
emergencies when he is not available. Before routine visits the intern and assistant
resident are briefed on what to expect and how to deal with certain problems which
may arise; if, in the course of the visit, active supervision and consultation are required
a senior member of the staff is called in. After these visits there are staff meetings for
the entire paediatric resident staff, senior and junior, as well as others, such as child
psychiatrists, psychologists, and social workers in the department of paediatrics.
Frequently one or two of our nursery school teachers are also present. In these sessions
patterns of behaviour and growth and development are discussed, using the cases as
illustrative material. This method of presentation is the more valuable as the children
are known to the paediatric trainee and these aspects of paediatrics are better brought
out and grasped than if presented in a didactic form.

An important section of our programme consists of training in the paediatric out-
patient department. Under the leadership of a child psychiatrist, paediatricians in
training and medical students gain experience in dealing with ordinary child patients
coming td a general paediatric service. Patients with minor behaviour difficulties are
not referred to psychiatrists; they are kept under the guidance of the paediatrician in
training and his supervisor, who attempts to demonstrate how the non-psychiatric
physician may deal with them adequately and safely. The child psychiatrist in charge
of this training is assisted by a social worker skilled in medico-social and child-guidance
work. They are joined in conference from time to time by a psychol6gist, particularly
when mental testing has been arranged. Bi-weekly conferences in the clinic are led by
this multi-discipline team so that the paediatrician in training, the medical student,
and nurses may together learn how to work effectively with all patients. In this way
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the out-patient service in the department of paediatrics becomes more than a mere
clearing-house through which patients pass to special clinics.

Towards a new synthesis

Competence in the care of sick children is no longer enough, although that is an
assumed requisite; nor is a formal knowledge of growth and development. We have
attempted to broaden the field of interest so that the paediatrician can both contribute
to and learn from many other professional and lay groups which also care for children's
needs. We feel that one of the obligations of an academic department of paediatrics
is to synthesize and correlate the information and techniques developed in these other
disciplines and to present them as a synthesis to the paediatrician in training, so that
he can employ it in a helpful and practical manner.

Discussion

It was generally felt that Dr. Senn's method of training was highly
desirable. A few members of the group from other countries had already
started somewhat similar training schemes in their own hospitals, though
they were as yet in a very experimental stage. Others pointed out that in
their countries there were no psychiatrists trained to work with children,
and at the same time their paediatricians had no knowledge of psychology.
In view of this they were faced with an acute problem when it came to
initiating a training programme along the lines indicated by Dr. Senn.

The discussion, therefore, developed around the elementary principles
upon which an ad hoc training programme could be built.

The technique of consultation
The first and most important factor that will influence the student, nurse,

or paediatrician in training is the attitude of the head of the department,
the professor of paediatrics. It is only if he fully appreciates the causes of
emotional disturbance in the child and is cognizant of the stages of emotional
development that a similar awareness can be transmitted to those who learn.
from him.

Students, at an elementary level, can acquire much that is of value
through the method described by the late Sir James Spence as the " technique
of the consultation ". They watch the experienced paediatrician and listen
to his way of speaking to the child in a conversation that may appear quite
foolish to the uninitiated; they note his way of establishing initial contact
and learn that the child is not a miniature adult-that he must be treated
differently, as befits his age and understanding. The student also has to
learn that the treatment of the child starts with the initial interview, just as
in the work of a surgeon, rehabilitation begins with the arrival of the ambu-
lance. Every gesture of the paediatrician plays its part in the success of the
treatment.

The old method of history-taking, where the chief complaint is conscien-
tiously noted, enquiries are made into the history of the present illness, and
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the family history obtained in due course, is now being abandoned for a
much more permissive technique. Experience has shown that histories
obtained by rigid questioning often amount to little in terms of accuracy
and give but small indication of family relationships.

The newly-qualified doctor tends to treat his patients unfeelingly and
mechanically; being as yet unsure of himself, he is afraid to depart from
regular procedure and adapt himself to the individual needs of his patient.
If, on the other hand, be becomes aware of the existence of these problems
through working in a good paediatric department, a point is sometimes
reached where he is fearful of doing anything to his patients in case he
causes some psychological trauma. He has to combine humanity and
sympathy with acceptance of the fact that painful procedures are at times
inevitable in the practice of good medicine.

It is one thing to encourage a student paediatrician to establish good
relationships with children; some do so intuitively, while others must
acquire the skill through an intellectual approach, studying and learning
from their seniors. It is, however, another matter to lay before the student
the vast area of scientific knowledge about emotional development, cultural
norms, and family life. Nevertheless, even where there is no immediate
possibility of organizing a training programme in this field, it is possible to
cultivate a new approach to the child, and this can pave the way to the
introduction of such a programme at a later date.

The comprehensive approach to training

In 400 B.C. Plato complained that modern doctors were splitting the
psyche from the soma. Today, it was noted, doctors are not only dividing,
but even fragmenting, the human being.

There is, moreover, a tendency to ignore the psyche. How many univer-
sities will offer a professorship in paediatrics to a man whose interest lies
at least as much in studying the behaviour and emotional development
of the child as in the physical and pathological aspects?

It is to be regretted that research workers in the field of human behaviour
often cut themselves off from the actual milieu for which they prescribe.
There are two sets of standards-one in the scientific field of the study of
human behaviour, another in the practical field of medicine and psychiatry.
While this gives the research worker a certain detachment that may have its
value, it also narrows the field and limits the application of his work in
collaboration with other professional people.

Obviously, one individual can no longer contain within himself a fraction
of the knowledge which exists about the working of the mind and of the
body or the sum total of the individual's needs. No matter how these needs
may have varied from age to age and from place to place, Plato's man has
remained fundamentally the same, a simple being. He may be physically
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a little taller and mentally more alert, but his heart, his brain, his liver are
in the same relationship to each other, and his feelings of love and hate,
fear and security, remain much as they were.

Therefore a comprehensive approach to the individual patient is required.
This can be achieved by a form of team work designed to synthesize the
fragmentary disciplines that have developed in modern medicine. But it also
demands a broader knowledge and understanding on the part of the physician
primarily concerned with children.

The methods outlined by Dr. Senn have shown how this can be brought
about. There is little doubt that group work and group discussion result
in far more valuable all-round experience and knowledge than didactic
lectures or formal ward rounds, during which the head of the department
instructs a vast gathering of students, interns, and members of the nursing
staff.

Much more could be taught if inefficient teaching routines were dropped.
This does not mean a clean break with the past, but more carefully planned
teaching techniques and a better appreciation of what the student ought to
learn. In fact, where there is no psychiatric team working in the children's
hospital, the paediatrician in training, after making a study of the normal
child, should later spend a year in a child psychiatry department, a child
guidance clinic, or both. The purpose of this would not be to produce a
hybrid " psycho-paed:atrician ", but to enable him, for example, to recog-
nize a case of schizophrenia in its early stages and to be familiar with
behaviour problems and anxiety states. It is also desirable for the paedia-
trician to have access to some theoretical knowledge of psycho-analysis
and first-hand contact with the practical problems involved.

Finally, the paediatrician must know what task each different expert can
accomplish, which aspect of his patient pertains to the psyche, and which
to the soma. He must not merely be concerned with sick or delicate children,
but with the entire development of the normal sturdy specimen of humanity.
He has to equip himself to be the " synthesizer ".

Conclusion
In order to achieve the all-round treatment in hospital that is necessary

in the best interests of the child, the specialized training of the paediatrician
should be considered in the light of the following points:

1. The principle that the physical and mental aspects of child health
cannot be separated should be inherent in the whole training programme.

2. This principle should be demonstrated through teaching methods
where theory and practice are integrated in the greatest possible degree.
To this end a critical review of a number of long-established teaching
routines is desirable.

3. The paediatrician, as the specialist primarily responsible for the
child's treatment, should either do his training in a children's hospital
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where he can work with a psychiatric team or, in default of this, spend at
least a year in a child guidance clinic, so that he may acquire a general
knowledge of the child's emotional development against the background
of family life and cultural norms.

4. Where resources are not available to establish a comprehensive
programme of training along these lines, much can still be done through
the example of heads of departments and the use of a " technique of consul-
tation" to promote a more comprehensive approach to the child and
prepare the way eventually for a more fully organized training programme.

The training of the child psychiatrist

The basic clinical training of the child psychiatrist did not come under
discussion. It was assumed that this would include mental-hospital expe-
rience as well as practical knowledge of psychological and neurological
medicine, possibly acquired in the out-patient department of a general
hospital. The length of time spent on this training naturally varies in dif-
ferent countries. Experience with mentally deficient children is not always
regarded as essential in the psychiatrist's training. The study group,
however, considered that this was an important part of his work and that
appropriate training should be provided.

If it be assumed that these essentials are covered, there are other aspects
of a psychiatrist's training which at times appear to be entirely omitted from
the curriculum. One frequent deficiency in training is a lack of experience
in paediatrics and the life of a children's hospital.

All were agreed that a child psychiatrist's training should include at the
least a year's paediatric experience. But what kind of experience? During his
period of training he may well acquire skill in the treatment of diabetes,
the endocrine disorders, or blood diseases, but unless he remains in very
close contact with paediatrics he will soon become out-dated. It is much
more important for him to work in a paediatric centre where he can be
taught the dynamics of growth and development and learn at first hand
about the infant and child in their different phases and reactions to illness.
Moreover, the psychiatrist needs experience with children in the nursery
school and in family surroundings, as well as in the hospital. Ideally, he
should have some grounding in this work as a medical student. Later practical
training in this field could be organized during his period of attachment to a
paediatric department. This phase will, therefore, need very careful planning
if it is to be of real value to him.

There is, further, a need for the psychiatrist to be well versed in cultural
anthropology and sociology. He must have a sound knowledge of the
family and cultural life of people around him if he is to bring the full value
of his discipline to the work of a paediatric team. Despite a high level of
technical education, doctors often betray ignorance in these matters. In the
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case of psychiatrists this is only now beginning to be modified through
pressure from other members of the psychiatric team, the social workers and
the psychologists, so that they are coming to accept the need for a broader
outlook. Here it may be apposite to note that the differences in social and
cultural background from one country to another make psychiatry a
difficult discipline to transmit, and that training in one country does not
always suit the needs of another.

Psycho-analytical training

Should psycho-analytical training form a part qf the curriculum ? One
member of the group posed this controversial issue in the following way

" I think we should demand the highest possible standard of training for the psychia-
trist since, in this field, all the information which we paediatricians, nurses, and eventually
the general public, are going to have, must needs come from him. For that reason I feel
we should emphasize the need for the psychiatrist to have an extensive training in dynamic
psychology, a discipline that has developed from the findings of psycho-analysis. We
must recognize that we are living in a post-Freudian age and a great deal of what we
consider common sense now was new and sensational forty years ago; otherwise we are
refusing to accept something which has influenced the whole of our thought in modern
times."

This led to the discussion of two points. How far does psycho-analytical
theory influence the practice of child psychiatry ? And, what psycho-
analytical training should the psychiatrist have ?

As far as the first is concerned, there seems little doubt as to the need
for psycho-analytical knowledge in the practice of child psychotherapy.
A certain number of children need authentic, orthodox analytical treatment.
This takes a great deal of time and should only be given by highly skilled
specialists. But the psychotherapeutic treatment of most children who attend
child guidance clinics, although in the orthodox sense not psycho-analytical,
is largely based on this knowledge and the study of interperson relationships
that is its complement.

Can this knowledge be obtained by theoretical teaching and observation?
In part it can. It is not unknown for psychiatrists, paediatricians, and

social workers to carry out their work as though engaged in an apostolic
mission; they often tend to be too protective or to identify themselves too
much with their patients. Psycho-analytical training teaches the psychiatrist
to maintain an inner detachment, allowing him the freedom necessary to a
wise handling of each case. It helps him to a better understanding of the
child's behaviour, of the development of the mother-child relationship, and
enables him, in his relationship with children and parents, to maintain an
attitude conducive to the maximum therapeutic success.

The growing importance of group work and gro-up therapy with children,
parents and students, where a clear picture of interperson relations is
essential, gives psycho-analytical training particular significance.
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However, a knowledge of psycho-analytical theory and observation of
its practice cannot replace actual experience through personal psycho-
analysis. In every country where psycho-analytical training is given it is a
recognized rule that the trainee must undergo personal psycho-analysis as
an indispensable part of his training. This is not merely a routine procedure.
Through this experience the trainee learns how he reacts in all the vital situa-
tions in which he may be placed and how he tends to project his feelings.
It makes him aware of influential hidden factors in his own past life, and
this, in turn, leads him to understand many things about children with
which he will be concerned later on.

In present-day psycho-analytical treatment greater emphasis than ever is
being placed on the immediate interperson relations between the psycho-
analyst and his patient. A prolonged study of this nature enables the future
psycho-analyst to understand what is going on between himself and his
psycho-analyst. Strongly positive and strongly negative feelings are aroused
(transference and counter-transference), the proper understanding of which
is of great significance alike for satisfactory team-work relationships and for
successful therapy.

The question thus arises whether every child psychiatrist should undergo
personal psycho-analysis in training. In many countries this will be quite
out of the question, since no trained psycho-analysts are available. Even in
countries where psycho-analysis is practised by well-trained specialists, the
number available to give training analyses is limited.

There are some in all countries for whom the experience will be the
opposite of therapeutic. A psycho-analyst skilled at his work does not take
on anyone for treatment or training without distinction. He will first study
the personality of his patient and will undertake an analysis only if he is
confident of its therapeutic value. This does not mean that some child
psychiatrists, who for any reason have not undergone personal analysis,
cannot be satisfactorily trained in the psycho-dynamic principles founded on
psycho-analysis. It was generally agreed that all child psychiatrists should
receive this training.

Practical training difficulties
A difficulty inevitably arises when it comes to fitting this manifold

training programme into a period of reasonable length. Nevertheless, the
problem does not seem insurmountable and the following suggestions may
go some way towards their solution:

1. Teaching on common family relationships, general development, the
more usual kinds of emotional disturbance, and the effects of illness on
people, together with some general anthropology and sociology, are all
subjects in which every medical student should have some grounding. If
they could be included in the student curriculum, the burden would be
lessened in the post-graduate stage.

10
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2. Psycho-analytical training, which normally extends over three years,
could be carried on simultaneously with other facets of the trainee's work,
including his period of paediatric training.

Conclusion

To sum up the feeling of the study group, it should be a part of the child
psychiatrist's specialist training to have:

(a) a knowledge of the cultural patterns of behaviour and emotional
development;

(b) carefully planned training in paediatrics;
(c) an ability to diagnose and treat both adults and children as a result

of his psychiatric and neurological training; and
(d) in the majority of cases where feasible and reasonable, experience

of personal psycho-analysis, in order to be able to use and promote an
understanding of psycho-analytical principles.

It would be unfortunate were the child psychiatrist to aim at becoming
a hybrid " paediatric-psychiatrist ". The extent of training and experience
advocated would make big demands on the trainee. At the same time it
must be recognized that child psychiatrists, like most specialists in other
branches of medicine, need to spend a number of years in training if they are
to be adequately qualified and competent. In the words of one of those
present:

"The problem of mental illness in many countries of Europe today is of similar
magnitude to that of physical illness in tropical parts of the world. There is an acute
sense of the need to have specialists to deal with this. There is intense pressure from the
lay public. The possibility of providing qualified help is not good. It seems important that
the relatively few specialists there are, besides being clinicians, should be given the chance
to act indirectly through the training of future doctors. For this task they themselves need
the best possible training and qualifications."

The training of the paediatric nurse

In view of the essential need for team-work in paediatrics and child
psychiatry and the important role of the nurse in this work it was felt that
her paediatric training should also be reviewed.

Paediatric nursing at Yale

As a preliminary to the discussion, nursing education at Yale was
described. Here students are recruited from two sources. In one case
they are chosen by the School of Nursing from applicants with two or
three years of university work behind them, who, on completion of their
course, receive an academic degree, that of bachelor of science in nursing.
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In the other they are high-school graduates who come direct to the School
of Nursing attached to the hospital.

Candidates must be in good physical health and, as far as can be
determined, emotionally stable. Emotional stability is not always easy
to assess accurately, but throughout their training it is borne in mind
that they are subjected to experiences which may well be upsetting and
that they should have ready access to help in case of need. This is normally
provided throughout their training in regular meetings with the faculty,
where they can talk about themselves, their plans, and so on. Occasionally,
a nurse is found in this way to be mentally sick or emotionally disturbed.
In such cases her training is suspended and she is given help in obtaining
psychotherapeutic treatment.

The three-year training covers both theoretical and practical work,
and during the second year students spend time in the paediatric depart-
ment-usually six months, or more if they wish to specialize. During
their paediatric training they receive lectures from paediatricians and discuss
the physical care of children, the common diseases, their diagnosis and
treatment. They are observed as they work with patients and are trained
in " growth and development ".

At one time there was a series of six two-hour sessions in this subject,
the infant and child being described from the standpoint of their develop-
ment, with special reference to the findings of developmental examinations.
This approach, however, did not arouse the interest of students; the
knowledge was not related to their practical work, and it gave them no
understanding of their patients as human beings. It proved, in fact, too
mechanical and was abandoned.

Student nurses are now placed for a short time, about two weeks,
in a nursery school for healthy children where, under supervision, they
observe the children. Each observation period lasts for three hours and
is followed by a session, when the observations are discussed and the
students questioned about what they have seen.

In addition each nurse spends two weeks as a play nurse (not wearing
her hospital uniform), working with the full-time play worker in the wards.
She is assigned one patient each day and keeps detailed notes to help
her to look, to listen, and to record. She helps the child at meal times,
plays with him, and puts him to bed. When working in a clinical role
as a " bedside " nurse she accompanies the medical staff on their daily
round and is encouraged to ask questions and join in the discussion as
an important member of the team.

One of the most valuable features of the training has been the weekly
conference of all the student and graduate nurses attached to a ward.
Here, they talk about their special problems and ask why one child will
not stay in bed or why another has tantrums. Students are very receptive
to suggestions made when they are personally involved in situations such

453



NOTES ET RAPPORTS

as these; they are always asked to look beyond the obvious behaviour
and ask: " Why is this child acting in this particular way ? " Emotional
development is also studied and it is brought home to them that in
ministering to children physically they are also ministering to them
emotionally; that every action has its meaning to a child although he
cannot convey what he feels in words.

The theoretical course gives the nurses a more organized picture of
emotional, intellectual, and social development as an inseparable comple-
ment to physical development and a-s having an effect on physical care.

At the beginning of their course they meet the professor of paediatrics
in charge of the department. They are told by him of the stresses and
strains they may have to face; how they will probably react to their
colleagues, their patients, and the parents; they are advised to behave
spontaneously and not to feel they have to be impersonal in their care of
infants and children; they are encouraged to pick up the child and caress
him if they want to. They also know they can always see the professor
of paediatrics in person if they want to discuss a problem or difficulty.

One important aspect is that of planning the training to fit in with
the teaching of the senior nurses and supervisors. Post-graduate courses
are arranged when asked for by senior nurses, and usually take place in
the evenings in the home of one or other of the doctors. Here, in a friendly,
hospitable atmosphere, nurses can discuss their problems and feel at ease
in talking about their difficulties over the children, the hospital, or visiting
hours. Whatever they may want to discuss more fully with the medical
personnel, they have the opportunity to take it up quite frankly. This
attention to personal difficulties during the nurses' training has brought
its reward in that an increasing number of students ask to work in the
paediatric department.

General versus specialized training

At Yale, nurses spend a considerable part of their second year of
training in the paediatric department. On the other hand, a special type
of nurse, the registered sick children's nurse, has been working in the
United Kingdom for over 20 years. These nurses are recruited at the age
of 18 and take their State examinations after three years' training at a
children's hospital, without any experience in adult nursing. In its original
form the Nurses' Act of 1949 would have provided for the abolition of
all special nursing diplomas except for the midwife and the mental hospital
nurse. As a result of representations, an exception was made for the
sick children's nurse, but with the clear understanding that her training
would be reconsidered at some future date and that the decision was in
no way final. In order to meet the situation a comprehensive type of
training has recently been established in London and other centres, as an
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experiment, whereby student nurses spend their first year in a children's
hospital and their second at a hospital for adults, returning subsequently
to the children's hospital to take their State examination, followed by their
examination for the children's Register after one more year.

The point at issue is that a certain type of girl is drawn to child nursing
and has no wish to nurse adult patients. If the sick children's diploma were
abolished a valuable group of students might be lost. It has also been found
that the student who chooses the care of sick children as her vocation
is often far more receptive to the ideas of comprehensive paediatrics,
including its psychological aspect, than a person who comes to paediatric
nursing through a year's post-graduate training following three years'
general nursing. If nurses are to be imbued with the sort of approach
that is desirable in a children's hospital they must, from an early stage,
come under the influence of its atmosphere. The same opinion has been
formed from experience in Italy, where there are now two schools of
training for nurses specializing in work with children. Those who train
with adults are found to be less understanding of children's needs, whereas
first-class results have been obtained by recruiting girls of 18 who have
already had some experience of children in nursery schools or have had
some higher education, and who wish to devote themselves exclusively
to children.

Shortage of nurses and their status

Many members deplored the acute shortage of nurses in their countries,
and urged that they should receive a better salary and be given a more
attractive social status. Otherwise, it was argued, a vicious circle might
develop, with under-staffed hospitals, overworked nurses, a steady drain
on the profession, and recruiting difficulties. In such circumstances nurses
would be less receptive to a comprehensive psychological approach which
might involve them in even further duties.

By improving the nurse's status, by accepting her as a full member
of a team, drawing her into conferences and discussions, and improving
her training and pay, there is every ground to hope that the vicious circle
can be broken.

In Italy, with the improved status of paediatric nurses, who now receive
a State diploma, the number of applications has been almost three times
the number of places to fill.

In some countries the shortage of nurses, is being overcome by the
substitution of auxiliary nursing personnel for some of the functions
ordinarily carried out by nurses. For example, mothers or members of
the nutrition department feed the babies more often than the nurses.
During the late war, individuals not qualified as nurses were found to be
highly efficient in the operating theatre and are still so employed. The
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war has shown that auxiliary personnel of either sex can be successfully
trained as assistants to surgeons.

Courses consisting of a year's training have also been organized for
women not otherwise eligible for the profession to become paid " nurse-
assistants ". Mothers who have brought up their families make excellent
recruits. The scheme has proved very successful and " nurse-assistants "
bathe and feed the children and even give them simple medicaments, thus
freeing a large number of nurses who are so urgently needed to tend sick
children.

Role of male nurses

In order to help overcome the shortage of nurses would it not be possible
to recruit men? Might not the adolescent boy with a long illness or the
small girl who misses her father gain from the care of a male nurse? In many
parts of the world male nurses have proved their worth. An instance was
given, in discussion, of a large hospital in Kenya where the paediatric nurses
are all African males, working with European head nurses. For a number
of years African women nurses have been employed but have proved less
successful with the children than the men. This may be due to a different
social and cultural pattern of life. No doubt, in most hospitals there is
sufficient medical staff to provide father substitutes; but the question should
be considered further, both from the standpoint of the shortage and in the
light of the nurse's role.

Psychological aspects of the nurse's training
Consciously or unconsciously the psychotherapist tends to become

possessive over his patients unless steps are taken during his training that
will help him to combat this attitude. In the same way the nurse tends to
become a parent substitute, a pleasurable role and one which she is apt
to guard jealously. Nevertheless, the mother, however far away she may
be, guards her role even more jealously.

The subtleties of interperson relationships have to be conveyed to
nurses; there are a number of psychological phenomena she must understand
if she is to achieve mature fulfilment of her role. For example, she will
not be aware of the phenomenon of regression in a child unless she is given
insight into this. A child may not behave at all according to his age; he
may be a four-year-old in his psychological behaviour one day, and three
days later behave like a seven-year-old. Although such reactions are to be
expected on hospitalization, they are, nevertheless, not at all kindly tolerated
in some countries, where the child who has regressed and become infantile
during illness is regarded almost with hostility and talked of with contempt.
A further example is the phenomenon of transference, where the child,

needing an object to love in his immediate surroundings, forms a strong
or violent attachment to the nurse in charge of the ward. This situation may
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give the nurse a great deal of pleasure; she becomes possessive about the
child or sees it as flattering to her skill as a nurse, without understanding
it in terms of the child's needs. Even more when the child becomes hostile
the nurse must be helped not to feel it as a personal affront. She must be
taught to understand it in the light of the child's psychological background.

An understanding of these situations can best be grasped through the
teaching and example of a humane doctor. It is more easily achieved during
training than later, when the nurse holds a more responsible position. If,
when in charge in the ward, she is told that the way she is behaving is bad
for the child, her personal pride may seem at stake and she will be less ready
to accept what appears as a reflection on her work. It is not so difficult at
the training stage to explain the pitfalls and say "It is very easy as a nurse
to want to take a child away from a mother, because you like children." She
is then more likely to accept the implications of her special role, to assimilate
new ideas, and to act on them at a later date. It is also important for a
nurse to have interests and ties outside her work, as these make her less
likely to become an aggressive mother substitute.

Reorientation of trained staff
Perhaps the nurses least easily won over to the more individual and

human approach are those whose training and experience have steeped
them in routine procedure, especially those who have worked exclusively
in a surgical ward. It is important that the surgeons working with children
should give a lead in modifying procedures and attitudes. In this connexion,
most members felt, it is preferable not to isolate surgical from general
paediatric nursing.

The rigidity of procedure in hospitals for infectious diseases, where the
nurses have a host of regulations to enforce, was also deplored by the
paediatricians. How necessary, they asked, are a great many of these?
Nurses should be given the opportunity to let in more warmth, and so help
obviate the psychological traumata so easily infficted in this restrictive
atmosphere.

Conclusion
To sum up the general discussion, the importance of the nurse as a

member of the paediatric team was unanimously stressed. A number of
clearly defined points on which there was wide agreement emerged from the
discussion:

1. Nurses working with sick children should have had a major part
of their training in a paediatric department.

2. Special attention should be paid during the paediatric training to the
psychological aspects of a nurse's work, and she should be given the oppor-
tunity to participate as a fully responsible member in the paediatric team.
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3. The status and pay of nurses in many instances is grossly inadequate
and this is responsible for short-staffing and overwork. Only when this
situation is remedied will nurses have time to consider the full psychological
implications of their role.

4. There are various practical measures for alleviating the shortage
of nurses, among them the substitution of auxiliary personnel for some
functions that need not be carried out by nurses and the short-term training
of nurse-assistants for the same purpose. The question of recruiting male
nurses deserves careful consideration.

5. In many hospitals rigid regulations and the approach that they
inevitably engender are detrimental to the tremendous contribution the
nurse could otherwise make to the work of the paediatric team. A progres-
sive and judicious relaxation of such regulations could greatly assist in
promoting a new and more effective approach to paediatrics. Coercion is
never successful in winning people over; all the members of the paediatric
team must work together to humanize hospital care; they must believe that
hospital procedures can be usefully changed and understand why those
changes are necessary.

Co-ordination of Paediatric and Psychiatric Services

The paediatrician trained in comprehensive paediatrics is alert to the
many psychological factors to be studied when treating a child. In some
cases he will feel competent to undertake all that is necessary, whether
physical or psychological, but in others his knowledge of emotional distur-
bance, of anxiety states, and of behaviour problems will lead him to call in a
psychiatrist to give specialized treatment.

Apart from referring a child for therapy, he will at times require the
ad hoc opinion of a psychiatrist about children in his wards, as he would
that of the surgeon. However, in fairness to the psychiatrist it should be
remembered that he can rarely give an " on-the-spot" opinion, since an
accurate psychiatric diagnosis depends on prolonged investigation of the
many psychological aspects of the case. Although he may know at once
when a child is seriously ill, and recommend full investigation and treatment
in a psychiatric department, it is not always easy to give an immediate
opinion in borderline cases that may remain the responsibility of the
paediatrician.

These considerations raise the problem of co-ordination between the
paediatric and psychiatric services from the curative and from the preventive
standpoint. As a basis for discussion the following case was presented.

Co-ordination in a psychosomatic case
Barbara, aged 11 years, first started to have attacks of asthma when she was 9 months

old. There was only one other case of asthma known in the family, three generations back.
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Her attacks were associated with acute upper respiratory infections and continued
after these had cleared. She first went into a hospital at the age of 2 years, but various
treatments proved of little help. At 3 years her tonsils and adenoids were removed. Later,
when four, she was admitted to another children's department with bronchopneumonia
and, on recovery from this, was sent for six months to a sanatorium in the mountains.

It had been realized on her admission that she was difficult to manage, emotionally
unstable, and at times very aggressive, but as the psychiatrist was working under consi-
derable pressure a consultation was postponed until it could be seen whether a change of
environment would prove beneficial. As this produced little improvement in her condition
the psychiatrist saw her and her parents in consultation.

The psychiatric interviews revealed that the child's home life was full of tension. The
father was a weak man who reacted to stress with headaches and vomiting.

The mother, born out of wedlock, had herself had a disturbed psychological history
and was lacking in self-confidence, though ambitious and conscientious.

Both parents had sought to force Barbara into independence when she was barely
three, neither had given her the security or affection that she needed, and they were quite
unable to cope with her illness.

She was admitted to the psychiatric unit for therapy, during the course of which she
expressed her longing for a more affectionate response from her mother. At times she
was extremely hostile and aggressive, but was allowed to express these feelings; at others
she was filled with anguish and remorse. During this period her mother also received
psychiatric treatment and gradually developed sufficient understanding and confidence
to have the child at home for longer and longer periods, a marked improvement being
shown in the relationship between the two.

As the years passed a deterioration occurred in her chest condition, although there
were longer intervals between her attacks of asthma. Psychologically she remained in a
happier state, adjusted herself to her illness and was amenable until recently when, with
the onset of puberty, she again became depressed.

At this stage she and her mother asked for further psychiatric help.

The salient features of the case were, in the first stage (up to 6 years
of age), emotional instability accompanied by a chronic asthmatic condition
despite all efforts at treatment; the fact that she was so unmanageable was
a strain on the paediatric department.

In the second stage (from 6 to 11), when the psychiatrist had been
called in and psychotherapy was given, there were less frequent asthmatic
attacks though the chest complications grew more serious.

While it was not possible to establish how far the psychiatric treatment
had affected the physical aspects of the case, the psychiatrists concerned
believed that the parents were given a different conception of themselves,
their girl, and her disease, and it became possible for them to manage her
through these exceedingly hard years.

When should the psychiatrist be called in ?

In Barbara's' case the psychiatrist was not consulted until an advanced
stage had been reached. Assuming a psychiatrist to be available, would it
be right to lay down a rule that a child should be sent to him only if physical
treatment had failed to relieve the symptoms ? Certainly, a'paediatrician's
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training ought to enable him in a great many cases to calm the parents'
anxiety and to exert a beneficial effect on the child, but there is always the
danger, when treatment is based purely on symptomatology, that this may
not bring more than superficial results.
A psychiatrist cannot determine what therapy to undertake from symp-

toms alone; he has to consider the case in its entirety. He must know about
family relationships and the home environment, and understand something
of the child's reactions to these and to his illness before he can tell whether
to recommend psychological treatment or not. The case of Barbara illus-
trates the impracticability of dividing diagnosis and therapy into two stages,
one the concern of the paediatrician, and the other where the psychiatrist
is called at a relatively late stage in treatment.

Thus, whenever the case is likely to be chronic and emotional factors
appear to underlie it, it would be wiser to call in the psychiatrist at the
point of diagnosis. It is not enough for him to take action at a later stage.
A comprehensive diagnosis is the first major step in treatment. Had a
psychiatrist, in Barbara's case, been consulted at the outset, it is possible
that the physical therapy might have been more successful. At the least
it is probable that the paediatric department would have been able to treat
a far more manageable child.

Early recognition and preventive measures

In the case under discussion irrevocable damage occurred at an early
stage. What solution is there for the many similar problems of this kind
that are continually arising?

The answer surely would lie in preventive measures. Had this mother
received adequate help when her child was still an infant it is possible that
much suffering and distress might have been averted.

The preventive services, however, are in many cases still ineffectual, and
the shortage of psychiatrists must be borne in mind.

In Sweden and the USA, for example, asthma is so common that it
would be impossible for the available psychiatrists to give consultation in
all cases.

Pressure of work creates a vicious circle which would be alleviated, in
part at least, if early recognition of psychiatric cases could be more widely
assured.

Here, an illustration of what could be done was given from a policlinic
for asthmatic cases in Helsinki. At this clinic a psychiatrist and a social
worker have been appointed as members of the staff to see all cases and
give them out-patient treatment whenever investigation justifies it. The
results have been most satisfactory.

Other methods, too, can help to ensure early diagnosis and thus
obviate time-consuming treatments. Several paediatricians referred to the
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" multiple rounds " described by Dr. Senn, and also practised in their own
wards with psychiatrist, social worker, and psychologist in attendance. These
have been found of increasing value, not only in helping the paediatrician
in his work, but in enabling the child psychiatrist and other members of
the team to keep in touch with problems of physical medicine.

If a full-time psychiatrist is appointed to work with the team he can
always be present and act as assistant to the paediatrician, both in the out-
patient department and on rounds; if, on the other hand, he is appointed
as a part-time worker he will be able, as in one London paediatric hospital,
to go round the wards once a week with the resident doctor and discuss
with him any problems that arise. In this particular hospital he also does
a full ward round once monthly with a physician and discusses points or
makes suggestions regarding the diagnosis, treatment, or general handling
of children. This flexible and informal arrangement has helped towards
obtaining early recognition of psychological problems, and has also been
useful in reassuring the paediatrician when other children, about whom he
has doubts, do not require psychological treatment.

In another instance, at Oslo, the psychiatrists go round the wards twice
weekly with the senior paediatrician, who discusses with them any cases
he considers in need of psychiatric help. Once a week the psychiatrists
see the new admissions to the paediatric wards and give general considera-
tion to the case of each child. Every other week a joint staff conference
takes place, attended by paediatricians and psychiatrists, where cases of
special concern to the latter are discussed and decisions made as to treat-
ment and responsibility for their future care.

Co-ordinating the work of two departments

The role and status of the psychiatrist and his relations with the paedia-
trician are of the utmost importance in the co-ordination of their two
services. Should the psychiatrist be a member of the paediatric team-an
assistant to the paediatrician-and in charge of a closely related child
psychiatric unit as, for example, in Stockholm? Should the child psychiatric
department be part of an adult psychiatric department as in Paris? Should
the unit be independent, as in Groningen, where it is near both the paediatric
and adult psychiatry departments, and is easily accessible to both?

While child psychiatrists should be competent to treat adults as well as
children, in certain cases where there is a suicidal or grossly disturbed
parent needing institutional care, treatment by " adult psychiatrists" will
be called for. This is doubtless a point in favour of some association with
the adult psychiatric department.

The paediatricians were strongly in favour of having a child psychiatric
team closely associated with the children's department, in order to maintain
the link between the two disciplines. The psychiatrist would then attend
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staff meetings, work in the hospital and its out-patient department, and
be more readily available to make decisions. He would be in closer contact
with the medical and nursing staff and be able to exert an over-all influence.

The child psychiatrists, on the other hand, made the point that a com-
pletely independent department was essential in many cases. It should,
ideally, be as near as possible to the hospital, but its independence from the
paediatric department is necessary because the child psychiatric clinic has
an atmosphere and is conducted in a way that is peculiarly its own. It is
necessary to have a more relaxed atmosphere than can possibly be achieved
in a children's hospital.

The eccentric behaviour of disturbed children-the over-activeness of
some, the withdrawn attitude of others -has to be tolerated during psycho-
therapeutic treatment in a way which may cause havoc in an ordinary
paediatric out-patient department. This may apply only to those relatively
few children who are seriously disturbed, but they need the appropriate
treatment none the less.
A major part of the psychological work with children takes place in

child guidance or similar clinics, and it is only during the last few years
that paediatric departments have opened their doors to the psychiatrist.
Many cases normally seen in child guidance or similar clinics have no need
to be associated with a paediatric department.

The great majority of children with behaviour problems and anxiety
states are sent to these clinics. Most of them are physically healthy, in spite
of opinions which may have been expressed to the contrary, and they seldom
find their way to hospital. Sometimes, however, family doctors and parents
are happier to make the first contact through a paediatrician who will then
refer the child, if indicated, to the psychiatrist.

There is the difficulty that when the psychiatrist sees a child in hospital,
especially in the absence of the parents, he is seeing him in an artificial
environment which, strictly speaking, is contrary to good psychiatric
practice. Consequently, he may well fail to get the true picture he requires.
Moreover, the hospital atmosphere, in giving a temporary sense of security,
may obscure the nature of the child's anxiety. This again brings out the
need for the psychiatric unit to be located independently of the paediatric
department.

Ideally, the solution would seem to lie in the psychiatrist assisting the
paediatrician for part of his time, not only to give of his expert knowledge,
but also to remain in touch with the atmosphere of a children's hospital
and know at first hand what the child is experiencing.

For the rest of his time he should be able to work with his special
equipment and special techniques under different conditions and in a
different atmosphere.

An arrangement of this character would save him from his too frequent
tendency to isolate himself in his clinic. On the other hand his work at the
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clinic would prevent his becoming too deeply immersed in the specific type
of problem which is met with in a children's hospital.

Conclusion

The main points on which there was a general consensus of opinion
were as follows:

1. Whenever the paediatric department has to deal with a chronic
disease and emotional factors appear to underlie it, it would be wise to call
in the psychiatrist at an early stage.

2. Ideally, the adoption of preventive measures in infancy by the
paediatrician, the family doctor, health visitor, or maternal and welfare
services' would be the best means of avoiding the development of serious
psychiatric illness.

3. Failing this, much can be done through the co-ordination of paediatric
and psychiatric services to promote early recognition of such cases.

4. Both the above approaches could do much to alleviate the shortage
of trained psychiatrists and the pressure of work on those available.

5. The child psychiatrist should advise the paediatrician, much in the
same way as the radiologist or the pathologist does. The paediatrician
would then be responsible for making a synthesis of the sum total of findings
and for making the final decisions.

6. In cases where psychotherapy is necessary the psychiatrist should
assume full charge of this, though continuing to collaborate with the paedia-
trician wherever that is indicated.

7. Where the child psychiatric unit is an independent one, it should
be situated near the paediatric department, so that a two-way exchange may
be readily brought about.

The psychiatric team

What should be the function of a psychiatric team, and of whom, in
addition to the psychiatrist, should it consist? In a number of countries it
includes at least two other members, the psychologist and the psychiatric
social worker. Recently, especially in university training centres, a number
of teams have included sociologists and anthropologists and many of them
add a non-medical psychotherapist and a speech therapist.

Before reporting the discussion on this problem and the case on which
it was based a brief outline of the training and role of psychologist and
psychiatric social worker in one of the countries concerned may be of value.

The training of the psychologist in the United Kingdom

The psychologist is expected to have an academic qualification in his
subject, preferably at the honours level, and not as a subsidiary subject to
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philosophy. The academic course is a scientific one, concerned with the
study of human behaviour. It usually consists of a three-year undergraduate
course, including experimental and practical, but not applied, psychology.
The research findings in various branches of psychology, child psychology,
and abnormal psychology are studied, as well as such related subjects as
physiology and philosophy. Applied work at the undergraduate level is not
favoured as this should come after graduation. A distinction is made
between the fields of educational, social, occupational, and abnormal
psychology, and any one of them can be chosen for applied post-graduate
work. For training in educational psychology, the field most closely applic-
able to paediatric work, students, under careful supervision, spend a further
year working part-time in child guidance clinics, and part-time in schools,
where they learn at first hand of the many problems teachers must face in
dealing with children who are backward or maladjusted. Experience is
also gained of various types of educational institutes and clinics during this
post-graduate year.

The psychologist in the children's hospital
Here the psychologist's work is concerned in the first place with investiga-

tions, where requested, into the intellectual abilities of the patient. The
psychologist is trained to carry out various tests which remain constant and
are standardized for different age levels. The results can only be considered
valid when the psychologist interprets them in the light of the relationship
existing between him and the patient at the time of the test. First, he
observes and records the child's behaviour; then, he interprets these
observations in the terms of his own science, and evaluates them; finally,
he considers the findings in the light of their general significance for the
further development of the child. However, the report at the end of the
investigation is not considered complete unless it is related to the findings
of other workers such as the psychiatrist and the social worker. It is one
of the psychologist's important tasks to do this and he is called on to assist
in the interpretation of the sum total of the findings in joint conference and
consultation.

Secondly, the psychologist is expected to interpret these findings to
outside workers such as teachers and play-group leaders.

Thirdly, certain children, when the major cause of their conflict is
educational, need re-education or remedial teaching. This is a form of
therapy educational psychologists are trained to give.

Further, through the nature of their scientific training, psychologists
are equipped to advise on the design of experimental research which may
be undertaken in a hospital.

Finally, the psychologist plays a part in the educational side of any
teaching hospital in lecturing to undergraduates, graduates, and nurses,
and in demonstrating his part in joint consultations and rounds.
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The psychiatric social worker

The basic training of the social worker in the United Kingdom consists
of a two-year course in the social sciences and social welfare work. If she
wishes to become a medical social worker she must take a further year's
training in hospital routines and procedures related to her work. To become
a member of a psychiatric team she must enlarge her experience by further
training in the psychiatric field, with both adults and children. This course
extends over 12 months, leading to an additional certificate.

The chief function of the psychiatric social worker lies in the under-
standing of interperson relationships and in their interpretation to the
members of the family. She does not give medical advice, nor does she
administer psychotherapy unless specially trained.

Besides assisting through routine history-taking and case work, the
psychiatric social worker is a valuable aid in emergencies, for when an acute
behaviour problem arises she is able to have a preliminary reassuring talk
with the mother to assess the urgency of the problem, and to arrange
accordingly for a consultation with. the psychiatrist. Her role as an inter-
mediary is to some extent illustrated in the following case.

Team-work in a case of ulcerative colitis

This case was chosen to show how various members of the psychiatric
team could combine to help the paediatrician to a fuller understanding of
the child's and family's attitude to the illness, and what the child's poten-
tialities were in terms of emotional and intellectual maturity.

The case

Derek first came to the paediatrician when he was 41/2 years old. He had a chronic
history of frequent motions and of passing blood and mucus in his stools since an
operation for fistula in ano 'when 8 months old. Each succeeding year he had been in
different hospitals and it was with reluctance that he was admitted once more for
diagnosis and treatment of his anaemia.

As for all cases of ulcerative colitis in this ward, the child psychiatrist was asked to
see him and, in his instance, to indicate how he would react emotionally at this stage
to an operation for resection of his colon, should this be suggested.

The intervention of the psychiatric social worker

In the meantime the parents were seen by the paediatrician and invited to see the
psychiatric social worker before their psychiatric consultation. The reason for intro-
ducing the psychiatric social worker at this stage was not to relieve the psychiatrist
of his responsibility for taking a careful medical history or for making the diagnosis,
but because the psychiatric social worker was so trained to take a history of the child's
development, home surroundings, and family relationships that the time of the psychia-
trist was saved, and the parents were passed through an educative process which eased
the resistances they had and were thus prepared for his consultation. Up to this time
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Derek's parents had, in fact, had a lot of aggressive feeling against both doctors and
nurses who, they felt, had done little to relieve the illness of their child. All this they
were able to express to the psychiatric social worker. They gave an uneventful history
of his early life, but were reserved about their family relationships; any pressure of
questioning would inevitably have brought out unreliable information and was therefore
avoided.

The psychiatrist's intervention

The psychiatrist saw Derek in the ward and, as a result of his findings, advised that
if necessary the operation should be done forthwith. He found that the boy was
immature, retarded in development, and constantly preoccupied with his bowel symptoms.
The impression he obtained that Derek was inhibited and abnormally docile was
confirmed when he talked with his mother. He prepared her for the operation which
she accepted as one more act in the drama of this boy's illness, in which all the family
were deeply involved.

Further surgical investigation showed, however, that an operation was not advisable
at this stage and Derek improved sufficiently to be discharged and to continue at home
with a low residue diet, vitamins, and iron. He proceeded to gain in weight and
18 months later was passing one normal motion per day and doing well.

Meanwhile, when the mother had gained complete confidence in the doctors, she
gave the psychiatrist the true history of his illness. She had seen blood in his stools
when he was only five months old and had anxiously rejected the idea, only to be
consumed with guilt later as his illness progressed-an indication of the difficulty of
obtaining an accurate history from an anxious parent.

The psychologist's part

Derek's mother had been resisting the idea of sending him to school and it was
now some months after he should have started. This was the time at which the psycho-
logist could help and her opinion was sought as to his intelligence level, his social
maturity, and his ability to cope with school life.

At the psychological department of the hospital he was given the Revised Stanford
Binet test, as this was the one most commonly used in schools for educational assess-
ment. This test indicated that at the age of 5 years and 7 months he had a mental age
of 4 years. Owing to his anxious and inhibited nature and his fleeting attention only
a modest share of his innate ability seemed available, but this certainly gave some idea
of how much he would be likely to achieve at school. It indicated that school activities
other than those of the nursery class would be beyond his comprehension and this was
conveyed to the teacher. He was also seen again by the hospital child psychiatrist who
found that he had been making good progress during the previous year until a few days
prior to this visit, when his mother had been unwell. with an axillary abscess. He had
clung to her more than usual, refused his dinner, and significantly had an increase in
the number of his stools to five or six a day. His mother now had sufficient insight and
understanding to deal wisely with him over this.

Some weeks later blood was noticed again in his stools for the first time in many
months, and, in spite of efforts to keep him out of hospital by giving him chemotherapy,
he had to be readmitted. Under anaesthetic he was found to have developed another
fistula in ano. As an in-patient on this occasion he was able to mix better with other
children, to talk of more than his bowel activities, and to enjoy and profit from the
hospital lessons.

The psychologist took this opportunity to assess his social maturity which was
compared with the Vineland Scale. This showed that his competence to care for himself
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and participate in social responsibilities was also on the four-year level. Although he
was very young for such a procedure he was shown the Bellak Test pictures, to see whether
he would produce any phantasy or indicate areas of anxiety.

The phantasy test indicated that parent figures were benign to him, and it was con-
cluded from the whole of the psychological examination that there was natural subdued
aggressiveness in him which he was inhibiting for fear of retribution. However, there
were indications that he was not firmly arrested in his development, and was attempting
to grow up. These findings confirmed and reinforced the clinical impression which
had been gained.

In this case there was no doubt that his mother had at first been using too much
pressure in controlling Derek, reducing his natural, spontaneous activities to a minimum.
Deeper and more prolonged psychotherapy would have been worth trying, but was
impossible to arrange owing to the distance of the home from the hospital or any child
guidance clinic. On the other hand, as a result of the work of the psychiatric team the
parents, although aware that the outcome was obscure, had changed remarkably in
their attitude to the doctors and were far more co-operative in doing what they could
for the boy.

Discussion

In the course of the discussion it became clear that some paediatric
centres were in the habit of consulting psychologists at the diagnostic stage,
without calling in a child psychiatrist. Nearly all the members of the study
group felt strongly that this practice was most inadvisable.

The training of a psychologist gives him no medical experience to fit
him to work independently of a psychiatrist in a hospital. Instances were
cited of paediatricians requesting psychologists with little or no knowledge
of psycho-dynamic mechanisms to make diagnoses on the basis of tests
which, though lengthy and time-consuming, were of little value since they
were mechanically applied. The results were presented without proper
interpretation, as though they were final and irrevocable as far as the
individual child was concerned, much to the detriment of his treatment.

The question arises whether, apart from the re-educational therapy
already mentioned, the psychologist or the psychiatric social worker should
give orthodox psycho-analytical or other specialized forms of psycho-
therapy to children.

The issue is a controversial one, but there would seem to be no reason
to debar them from this work provided two important conditions are
fulfilled.

The first is that the psychotherapist should receive the necessary pro-
longed training in the specialized therapy techniques over and above the
training already mentioned.

The second is that the therapy, in either case, be conducted under the
direct supervision of a child psychiatrist, and in close association with the
paediatrician in cases where physical complexities are likely to arise.

Essentially, the safeguard lies in co-ordination, the work being appor-
tioned among the team to each as he is most competent to do it.
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Conclusion

If the various specialists and specialized workers concerned with the
psychiatric examination and treatment work independently of each other
the history and clinical findings are inevitably less comprehensive and may
lead to treatment of a grossly inadequate nature.

Experience has shown that a comprehensive picture of the child's psycho-
logical and emotional state in his normal environment is best obtained
through the close collaboration of psychiatrist, psychologist, and psychiatric
or other specialized workers. Only so can an integrated diagnosis and
satisfactory therapy be obtained and the paediatrician benefit most from
the work of the psychiatric unit.
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