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Thi s thesis presents an expl orat ion of the 

Developmental Clini c which operates in Palmerston North . 

The present psychologist has worked there fo r two years , 

the period of time the clinic has been adminj.s t ered by 

the Depa r tment of Education Psychological ~~rvice i n this 

area . Li t t l e i nformation was available about t he clinic, 

its operation , its philosophy and i ts progr~rnme when she 

began so this study has been firstly a means of providing 

that inforDat i on as a basic reso u · 0 tha t clinic staff 

and others can refer to locally . .. .... : the cllnic continues 

this inforr..a ticn can be added , t he t hesis serving as an 

introduct i on . 

Some effort hn s been made to evaluate the clinic 

i nf ormally and highlight problems t hEt exi s t as well as 

conveying t~e very pocitive feelings clinic 3taff and 

others ha ve towards the clinic. Already so~o of t hese 

problems are bei ng c onsidered and action t a ::..::ei i to r emedy 

them . Becau3e the c l i nic i s a very flex ible and evolving 

organisation one ac t ion l eads very qui ckly to another , 

and comments made at one point become outdat ed s hortly 

afterwards . 
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CHAPTER OHE 

THE DEVELOPNIENTAL CLINIC : AN EARLY I NTERVE:'.'TTION PROJECT FOR 

INFANTS WITH A POTENTIAL HANDICAP 

SECTION orm: INTR0DUCTION 

The Palmerston North Development Clinic , also ca lled 

t he Da\'m- faart Clinic, operates on Thursday afternoons 

between 1 o 'clock and 4 o'clock . It is staffed by three 

people; a psychologist employed by the Psychological Service , 

Departmen1; of EduGation, Palmerston North, a physiotherapist 

and e, speech thera pist both employed on a par t - time basis 

by the Pa~_m9:-:-ston North Hospital Board. T!l e clinic meets 

in the playroom at t he hospital . Children up to a 

developmer,tn.l age of approximately 18 months are the main 

group catered. fo r but older childr£n up to a.bout age 3 are 

also assess ed and occasionally work ed wit~ over a period of 

time . All cr·.ildrt-.n attend with at least or~e parent . It is 

usual for sL'-'i families to attend i n one aft ernoon , their 

appointmmLt s l a sting one hour . 

Parenta of t hese children demonstrated a need to meet 

each other a!1d sha.re experiences s o a Parents ' Group exists 

which meets one evening a month a t Terrace End School which 

has offered its staff room for this purpose . This is a 

parent-org?J1iaed group which i s informally structured and 

includes a s its members parents of children who have 

graduated from the clinic as well as parent s in families 

t hat s till a ttend . 

A vari ~ty of agencies and persons , both professional 

and volunta ry , lia i se in a loose manner with the clinic 
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and with one another. Prominent among these a re the 

paediatricians who are involved with a ll the children 

attending the clini c, and the visit ing therapists. 

Previously known as visiting cerebral palsy therapists , the 

latter are trained in aspects of physiother apy and 

occupa tiona l therapy . They liaise be tween ho spital agencies 

and specialists and famili es who have a chi ld with a handi­

cap that i s expressed physically . As well , they assess the 

handicap i n physical and functional terms providing a 

progr amme that will help organise a s near to normal 

developmer..t c.s poss ible. Aids and appliances a re made 

available vvhcn nec essary . 

Occasionally liaison exists between a hospital­

employed s~cjal worker and the other agencies. This tends 

to occur v:he,1 a child is hospitalised . The paediatric 

social worker l earns about that child and end13avours to 

ensure that every-:;hing possible is being done for it. 

All ngen.cies may be involved with childr~n who have 

been hospita}ised ~ut they do not usually contac t nurses 

within the ward. Only the hospital-based groups 

(including the clinic) make this contact to gain information 

about the cti ld o::- to request specific action. In the 

clinic's case action requested has been to ask for 

observation or stimulation of a child. 

Field workers from the Crippled Children ' s Society 

( CCS) , Society for the Intellectually Handicapped (SIH) , 

and the Foundation for the Blind, have children regist ered 

with t hem at an early age . This appears an indis criminate 

procedure because it is voluntary , but fami lies can 

receive assistance once their child is r egister ed . These 



officers liaise with all other agencies concerned with the 

child and are generally popular with families. 
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Occasionally Plunket Nurses and Public Health 

Department Nurses will become part of the circle of agencies 

concerned wi th a family if they feel particular concern for 

a child. Usuallyt however, they tend to rerr.ain separated 

confining their contact with the family to normal routine 

checks on progressh In the clinic's experience two Public 

Health Nurses and one Plunket Nurse have involved themselves 

with the clinic programme reinforcing clinic teaching with 

parents who have shown a tendency to overlook its 

importar.1.ce. 

Department of Educational personnel - Adviser on Deaf 

Children, Psrchologists, or Pre-School Teachers - liaise 

mainly with clinic staff although cnce they are closely 

involved with a family they will become invol~.red with the 

wider circle of ai:;encies. The pre-·school teacher from 

Homai Col:t egc (fo:r the Blind), Auckland, is in contact with 

clinic staff and -~he visiting therapist. Once yearly she 

visits children with visual impairments in the Manawatu 

area. 
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Pa,ediatricians Foundat ion for t he Blind 

Me{icul Officers Cripple~ Children 's 
/ Society 

Visiting Ther api sts \ J Society for the 
Public Health Nurses Intellectually 

l Eandic~~ped 
Plunket \.Nurses j 

Adviser on Deaf 
Psychiatrist Children 

\ . ) 
Hospit a l Soc ial 1Iomai1college 

\'/orkeT / 
"'- Pre·~School Teacher s 

Children ' s Viar d / 
Hospital Psychologists 

~--/ 
This diagr am i llustrat es t he agenc i es involved with 

t he clinic and their source . The don1inatj on of the medical 

a gencies is appa rAnt . Liaison exi sts bet~een all groups 

although this is "lot o.lways effectivel y organised . The 

only agency which t akes referrals but whi ch does not 

communicat e with the others is t he: psychia.t ri s t . 

From a ll appcRrances t he clinic has close medica l ties 

and it would be easy to assume thei.t this i s a medically-

based project whi ch happens to be assiste~ by educational 

personnel. The f act t t.at t he psychoj_ogist is consi dered by 

many to be hos pi t e.::.-employed r einforceo this . In reality 

the clinic i s an educational project whi ch uses medical 

expertise where this i s necessary anC. appropriat e , e . g . if 

a social worker is r equired t he clini c is obliged to use a 

hospita l social worker because the Department of Education 

does not employ social workers . The hospi tal- empl oyed 

speech t herapist i s also used beca~se of t he considerable 

case l oads carried by Department of Education speech 



therapists. It is realistic that such a sharing of 

faciliti eR is possible but the effects of this must be 

realised . 
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Surrounded by so many medically-based agencies the 

clinic could easiJ.y feel dominated by their medical 

orientation . It j_s most important however t hat the clinic 

maintains its educational basis because it is only through 

this that the positive attitude so intrinsic to its 

philosop~' can be maintained. The speech therapist provided 

a useful illustration of the differing approaches from her 

observations of a recent meeting of the Prf~-Sch.ool Assess­

ment and Coo·cdination Panel. This panel i s made up of 

paediatricia''J.S , medical officers, visiting therapists, 

speech therapists, psychologists and the Adviser on Deaf 

Children. It meets monthly to coordinate action on 

particular pre-school children all agencies are involved 

with. Two little girls were discussed, S whose development 

is consid1~r3.tly d'.:! layed, and T who has rubella syndrome. 

In a genera l convnrsation about these children an 

interesti~g contrast of attitudes v1a s shown . One medical 

representative in discussing T and techniques available 

which coul d have prevented her condition described her as 

a "write-off ." 'fhe psychologist followed by reporting on 

a conversation she had had with the itinerant pre-school 

teacher from Homai who considered T to have potential and 

to be superior to other children in the Deaf-Blind section 

of the school . S's case was more confusing . The medical 

representative concluded that he could not find any reason 

for her handicap but semi- seriously suggested "bad stock ." 

The speech therapist followed this with an account of the 



child's progress, describing her as "delightful." The 

medical orientation appears concerned with des cription of 

the causes and exp:ression of a problem and is therefore 

inclined to be static; the educational orieHtation as far 

as the clin:i c is c oncerned is intended to b1~ing change so 

6 

must focus on what the chilcl can do. This allows a positive 

approach. Such a c:onflict of attitudes although demonstrated 

in this exHmple in a very minimal sense can alienate those 

with a handi ca p as different agencies set different goals 

requiring different expectations of the person. This 

creates a tlJeaningless existence for those concerned as 

their genuineness i n always a doubt< (Safilios-Rothschild, 

1970). Be~ause the clinic is concej•ned with other people's 

expectatio:1.s of a child with a handi.::ap the differences 

between agencies' a ·:;ti tudes is an inportant factor to 

clinic eff '3cti veness . If facili tie:; are to be shared by 

more than one agency a common basis must be sought . The 

clinic with it.s closely considered :Jtrategy and supporting 

theories offers a b~sis from which 1.mified ac tion can be 

constructed. 

It could be s uggested that the Developmental Clinic 

is isolated :in this medical envirorunent and that this 

isolation could be destructive in that it could diminish 

the clinic' s positive goals. Recently, however, the 

Department of Educa tion has included infant intervention 

as part of its policy . Considerable supp~rt to the clinic 

will eventua te once a network of early intervention 

clinics is established in New Zealand ; which is hopefully 

what will happen . Although this will give the clinic 
~ 

security it will not diminish its i mportant role in working 
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with a medical team. The clinic should see itself as having 

two roles: an interna l one concerned with a child and its 

family, and an externa l one concerned with creating an 

awareness of that child anO. family among others. 

One of the major conclusions that can be drawn from 

this thesis is that the clinic has in general terms been 

successful i n carrying out its internal role so that it is 

now in the position to focus on the wider environment of the 

child and f amily. 

SECTION TWO: HISTOHY 

Liz Str aton, Lecturer in Special Education at Massey 

University u:p until the end of 1976, was the instigator and 

organiser of i.he Palmerston North Developmental Clinic, the 

first proj ect of this particular nature in l\ew Zealand. 

Her intere::.; t was the result of exper i ence i n working with 

pre-school children with a handicap. She reasoned that if 

these chilftren were to be helped to achieve the ability to 

learn then mwh heJ.p must be offered. within the first year 

of life. Her read:._ng supported her argument. 

In 1974 t with the support of other members of her 

department> s ri.e beean working towards the establishment of 

the clinic. At flrst it was necessary to gain the coopera­

tion and interest of other services and agencies already 

working in thi s area. All expressed Ruppert. 

A physiotherapist, Joan Mccomas, was .to be involved. 

Negotiations with the visiting cerebral therapist, 

Hospital Superintendent and paediatri cian ena bled her to 

be employed by the Palmerston North Hospital Board as 

Assi s tant Vi~3 i ting Cerebra l Palsy Therapist, a po s ition 



allowing for greater scope than if she were employed as a 

physiotherapist because she would receive a travelling 

allowance if necefrnary. 

Initially the clinic was based at Massey University. 

Transporting problems, difficulties in fin ding car parks 

and storage problems however led to a change. With 

hospital permission the clinic was then transferred to the 

more accessible Hospital Playroom where equipment could be 

stored, papers and toys, in two cupboards :in the playroom 

while larger equipment stacked out s ide the playroom door 

which leads to the main corridor o.f the ho.::;pj_tal. 

EquipJent wa~.; either donated or loaned. but $50 was 
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given by t he Educe-. ti on Depa rtment a t Massey University 1 ancl 

later $10C donated by the Crippled Childrer..'s Society, which 

enabled scme to be bought. This equipment has remained 

with the clinic but some is now in need of replacement. 

The Departrr.ent of Education has offered finance for this. 

At first sixf then eie;ht, chilCiren were involved in 

the projec t and their progress was sufficient to interest 

observers and enable the clinic to become a permanent 

facility. 

In 1976 Liz Straton left Palmerston North for 

Wellington where she has set up further clinics in both 

Wellington and Porirua. Her appointment with the 

Department of Education as a part-time psychologist was for 

this purpos e. Before she left Palmerston North, as a 

result of discussions with the Psychological Service of the 

Department of Education, operating the clini c in this city 

became a function of· the Department which allowed one 
. 
psychologist the required time to d.o this. 
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From discussions with Mrs Straton it is established 

that the philosophy of the Palmerston North Clinic has not 

chang ed but the organisation has altered. A speech 

therapist has beco:r..e involved and the liaison with visiting 

therapists has extended. In contrast with the Wellington 

clinics, all staff of the Palmerston North clinic have 

become involved in additional home visits and counselling 

where neces sary and possible. In Wellington a social 

worker is employed to do this. A speech therapist, although 

considered desirable, is not available to the Wellington 

clinics. ~he effectiveness of each clinic has developed 

individually, and is determined by local needs and the 

availability of local resources. Tha t this could be a weak­

ness is admitted, e.g. speech therapists may not be 

automatical l y avaiJ.able, but it also allov/S a flexibility 

which enables possibilities to be explored. This must be 

considered now the:::c projects are to be departrnentally­

based as those workj_ng for government departments are only 

too aware t b&t logical extensions to projects can be 

illogically blockec'., and appointment s and changes brought 

about according to whim instead of r easoned discussion with 

those who n~ay ·be ir1volved. The purposes expressed in 

clinic philosophy could be impeded by bureauracy. 

While it has been said that the Palmerston North 

clinic is t he first of its kind in New Zealand, when 

considering the historical context, mentio~ should be made 

of other early intervention measures that have occurred. 

Prominent amongst these is the guidance given to the parents 

of young deaf children through the advisory service 

established by the Department of Education. This is 
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restricted in its content in comparison with the broad 

strategy adopted by the Development Clinic but is organised 

around the same ideal of using parents as teachers of their 

children to help ea ch child become integrated into family 

life and ordinary s ociety. As with the clinic prevention 

is the main objective. This same approach has been adopted 

by visiting therapists and speech therapists who have also 

been anxious to hav e children ref erred as soon as their 

needs can be presur.:ed or identified. 

Although it seems certain that the Developmental Clinic 

will extend its ort:;anisation throuch New Zealand, its format 

may be challenged oy a similar pro; ec t financed largely by 

the Department of Education th::.~ough a resee.rch contract 

with the University of Waikato. P.A TH - Parents as Teachers 

of the Handicapped - has similar aims to the Developmental 

Clinic but makes extensive use of videotapes and tape-slide 

programmes to convey ideas. This immediatc·ly indicates 

that the amount of financial support required in contrast 

to the Developmental Clinic would be greater while the use 

of audiovisual equipment has been commentec on by a 

lecturer in pre-school education, who has observed both 

projects, as being a little "cold". 

The i mportant factor with both projects is the 

willingness of the Department of Ed.ucation to become involved 

through its Psychological Service despite the considerable 

case loads a lready ~andled by this Service. In so doing 

this Service has gi7en official rec ognition to the 

importance of infancy and to the principles involved in 

infant education even though this r ec ognition is addressed 

to a very small pr0portion of infants, those with a potential 

handicap. 



CHAPTER TWO 

THE CLINIC 1 S ROLE, PHILOSOPHY AND THEORY 

SECTION ONE: THE NDED TO RECONCILE THE r.lEDICAL APPROACH 
WITH THE EDUCATIONAL APPROACH 
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The Development al Clinic has a strong ~ducational 

orientation supported by theory which is reflected through 

its aims and methods. This has certain implications which 

can be swnmarised as: 

1. the need for a consist ent overall approach to 

working with the child with a handicap and 

the f'3.mily; and, 

2. the n':?ed for the app:'oach to emphasise the 

normal:~ ty of the child pu-t:ting this before the 

handicap. 

The clinic has taken this orientation into an area of work 

which ~as traditio~ally been ~ornina~ cd by a medical approach. 

There is no ccnflict, as both disciplines have accepted the 

need for each other because the appr oach to handicap requires 

coordination of services if the unfortunate effects are to 

be ameliorated. The pi~oblem is that medical personnel 

appear involved with the nature of handicap itself rather 

than the child while the clinic's aims are directed towards 

the child's develop~ent. Each has a line of attack which is 

not complet ely understood by the other ~ That of the clinic 

is a new ap:proach and must stand alongside· what is 

traditional. 

While both appr oaches can be complementary, it is 

obvious that certain parts of the medical approach cannot 

co-exist wit h the educational principles invDlved. A basic 
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example of this disharmony is the medical aim of treating a 

patient in contrast to the educational aim of working with 

a client. The doctor-patient relationship tends to be one 

in which the aim iB to restore the status quo, i.e. bring 

a person beck to health; the educator-client relationship 

tends to be one intended to improve on the atatus quo 

through the provision of opportunity. There is however a 

basic interdependence between medicine and education. The 

clinic's understanding of the pathological nature of a 

handicap comes from medical personnel. In return the 

clinic expects to be able to educat e those personnel about 

its own approach because it sees th:ts education as an 

intrinsic part of the amelioration of the effects of a 

handicap. Although the clinic has the specific role of 

providing parent-training prograrrirnes it must logically 

examine any action which may intrude upon its effectiveness. 

The doctor·~patient technique if applied to children with 

a handicap in the traditional way can have a negative 

effect. The while coat of a doctor in itsel::' may create 

a barrier bet·Neen t he medical practitioner and the family 

of the child. Safilios-Rothschild (1970) considers such 

situations as contradicting the rehabilitating concept that 

is ideally the approach to handicap. She mentions the 

doctor-patient att i tude as one which inhibits the autonomy 

and initiative of those receiving trec.tment and goes further 

to comment on subtle behaviours that reinforce this attitude. 

!v'Irs Rn w~s critical of the eye specialist who 
examined her child. She resuected the fact that 
he was direct in stating t }"} e- facts as he saw them 
and felt that his examination demonstrated his 
competence. She noted however tha t he did not 
speak to Rn and at the finish push ed him away as 
if he was of no consequence. This hurt her 
feelings. 
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That ouch education is needed is apparent from inter­

views with the various medical personnel closely involved 

with the cl inic, whose comments demonstrated a lack of full 

understanding of c l inic aims and theories. Clinic staff 

and the visiting t herapist had made efforts to explore the 

clinic's rationale, while paediatricians expressed a wish 

for "informative ma terial". 

The visiting therapist supported by a paediatrician 

has suggested an e·-:1 ucation group be established to help 

overcome the problems in communicat ion that appear to exist 

between personnel of the various fields involved. She made 

thi s decision when she recognised t he difficulties clinic 

staff were facing in their efforts to achieve ideals. The 

first sectj.on of this thesis is to be considered as an 

explanation of the clinic's aims and supporting theories, 

i.e. the internal ::; ~01e of the clinic. It is directed 

towards those without specialist educational knowledge and 

it is hoped that it will initiate f urther discussion a.nd 

thus understanding of the wider i1nplications of working 

with children with a handicap alres dy mentioned . 

SECTION TWO: THE CI,INIC 'S PHILOSOPHY 

A child 'N i th e.. handicap faces limitations of a patho­

logical nature, int0llectual, physical or sensory, which 

have long been viewed with various shades of conservatism 

The limitations have tended to have effects considered 

inevitable. The Developmental Clinic questions this 

inevitability. It does not dispute the essential features 

of the handicap if i n fact these can be established but 

rather, through its methods, it encourages a simple and 

economic definition of these features. The comparison of 
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two children serves as an illustrat i on: 

1. Rd is 2 years old. He functions at the level 
of a 10-11 month old. He has possibly 5% 
vision. Rd appears well adju s ted. He carries 
out tasks consistent with his developmental 
level with the degree of reti cence we could 
expect because he cannot see. His parents 
show signs of acceptance and enjoy playing 
with him because of h i s respouse. 

2. L came to the clinic a t 18 months. She 
appeared to be functioning at an 8-9 month 
level except in large body skills which were 
at t he 12-18 month level. Sfie is partially 
sighted, a distractible, restless child, who 
rocks repeat edly and demonstrates little 
responsiveness to people or objects. Her 
mother has refused assis tance from those 
prepa red to offer support and L attended the 
clinic on two occasions only. A friend 
commen·i;ed on Mrs L's lack of acceptance of L. 

i'he major difference between Rd and. L lies in their adjust-

ment and t:.1at of their parents. This is df'monstrated in 

their behaviour. Rd behaves in a V1ay we ca1:1 expect of a 

10-11 month old. He interacts with his general environment 

including the people within that environment . The behaviour 

of L howev er is a problem because interaction is prevented, 

stimulation difficult to give and so she do t:"!S not learn. 

The essentia l features of her handi cap hav e been obscured 

by her behaviour. Even though these essential features may 

have been unavoidable, behaviour is laarned. In L's case 

the social and emotional consequences of this which both she 

and her fa.mily are experiencing give suppor t to Sheridan's 

often quot ed phrase that for every child with a handicap 

there is a handicapped family (1965). The clinic challenges 

the notion that handicap should always be of such a complex 

extensive nature. In so doing it adheres closely to 

Sheridan's conclusions concerning the needs of children 

with a handicap . 
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Children have a basic need to learn and require 

assistance to do this effectively. A child with a handicap 

needs often a vastly increased amotmt of assistance. It is 

common practice h•')Wever to ignore this need until the child 

enter pre-schoole The suggestion is that the nature of a 

handicap becomes ·sxaggerated unless there is some form of 

intervention the timing of which is considered crucial. If 

it is too late th.? handicap can extend into a pattern that 

is entren~hed by the time the child reaches pre-school, at 

times st!'a ining tha resources of that pre-school. This 

creates f :.lrther problems for the child and family as the 

child and the pre.-school fail to cope with each other. 

Assistance g:.ven at this stage cannot prevent wha t has 

already ha ppened, while remedial a:3Sistance is often less 

satisfactor~. In working with inDmts the clinic aims at 

prevention. As a side issue it po ints out that this requires 

a lesser slice of educational fu.~ds . In this it adheres 

closely to other early intervention approaches such as that 

adopted by the Wolfson Centre with children with spina 

bidifa (K. S . Holt, 1975). 

Normalisation is the need of those with a handicap but 

so often handicap is equated with the abnormal. This is 

because it can be an impeding factor in development, 

distorting or retarding the pattern of growth. To allow 

this to extend into a pattern too opposed to the norm 

reinforces the attitude that the handicapped child is 

abnormal. The clinic's preventive techniques emphasise the 

normality of the child. It is reas oned that all children 

go through the normal stages of development. Normal 

development is ongoing with a structured organisation 
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allowing ~ontinuous advance. This is very noticeable in 

infancy when few skills are emerging and being practised 

before the y become integrated with others to form more 

complex ski lls. In those with a handicap if the skills are 

assisted at this early stage to emerge in as normal a manner 

as possibl e , the handicap can be prevented from affecting 

development more than it might do. 

To ac hieve thi. s it is necessary to understand the 

importance of factors which interact with t he child allowing 

normal anJ adequat e development to occur. Without this 

understand.ing it j_s suggested that the clinic would lose 

effectiven es s. 

Of kE:y significance to this wh:ile strategy is an 

understana ing of the nature and i mportance of the relation­

ship exist ing between parent(s) and child. From birth the 

infant is in control of himself in relation tt1 his environ­

ment but h e has obvious limi tations and is therefore 

dependent en his parents' correct i n terpreta tion of and 

response to his ac tlvity. Their response to his stimulation 

:provides :tir.1 with the opportunity he needs to interact with 

the wider envirollffient and thus the latter re t urns the 

stimulation reinforcing a satisfying cycle. The clinic 

aims at ass isting the establishment of such a positive 

relationship between parent and child recognising that this 

must be done early in the child's life because family 

patterns are established from the beginning. A handicap 

may cause t he delay of, distort or inhibit t he appearance 

of developmental stages creating confusion in the parent 

preventing a dequate attachment from occurring with the 

child. If this continues the parent can react with a 
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helplessness which increasingly concentrates on care rather 

than the provision of experience. When this happens 

holiday placement an.d institutions are soon turned to to 

help alleviate the pressure felt. 

The notion of handicap exists because those who are 

handicapped require assistance to interact with their 

environment, they do not always have the physical or 

intellectual capacity to do this alone. B8cause of their 

interdependence wi th another perso~ that p2rson (initially 

the parent) also needs assistance to correctly interpret 

the needs of the :person with the handicap. With infants 

this can be done by educating the :parent about normal 

developmen.t so as she or he can reGognise, promote and 

reinforce with experience, developmental stages as they 

begin to appear in their child. 

Progr·ammes have been designed which i .r..dicate the 

various ski lls an infant achieves in language and motor 

development . The parent is trained to become aware of 

these, through discussion, observation, occasional reading 

and the t N!ching of play techniques. This enables each 

parent to understand the direction in which development 

travels and to correctly apply this underst.'3.nding to the 

child's rate of development. With such understanding, 

skills can be promoted in an ordered manner, creating for 

the child ru1 organised pattern of behaviour which enables 

that child to achieve at his optimal lev~l. Such learning 

is in itself a motivating force to progres0 . As this 

occurs the essential features of t h e handicap become more 

clearly demonstrated. The clinic therefore participates 

in diagnosis by defining the handicap, e.g. how the cerebral 
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palsy i s expressed or an estimation of what the child with 

a visual i mpa irment is able to see ., 

The role of t he clinic then i s to encourage the adjust­

ment of parent and child to each other through the 

establi shment of :cealistic expectat ions th:i.t are mutua lly 

held. Handicap i s confined to its pathological status when 

adjustment exists . Unrealistic expectations either way 

upset t he ba lanced nature of adjustment creating conditions 

that ex tend the pattern of handicap . Through its programmes 

the clinic conc entrates on the indi viduality of the child. 

His develo pment becomes a demonstrGt ion of where he stands 

and his parent is able to understa.nd him more clearly, thus 

adopting r ealistic expectations of him. When the relation­

ship between parent a..Yld child is. c ompetent t he soc i al and 

emotiona l c onsequ0nces are positive . The child's resulting 

"normality " is a r eflection of the f amily's "normality" in 

that "normality" :.::an extend its effects a:;.. much as handicap. 

Through this contact the clini c is giving support to 

parents helping t hem to come to t erms wi tr: t he emotional 

reactions they may have towards t he h ' child . It is also 

able to pr ovide f or them information and an opportunity to 

meet others with s'imilar problems. The Developmental Clinic 

then incorporates in its overall strategy a number of the 

ingredient s considered necessary to successful early 

intervent i on in that the assessment and djagnosis of 

children with handicaps is followed by a programme designed 

to ameliora te a potentially handicapping environment. 

(Beasley, 1977). 
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SEC~CION THREE: THEORY 

Theory provides a means by which behaviour can be 

interpreted and action can be determined. This lends to 

consistency and order. Meier (1976) in his discussion of 

intervention programmes, suggests that those are the most 

effective, and have a broad theoret i cal basis to support 

their practical aims. Reynell (1973) points out that 

intervention programmes are concerned with the intellectual 

processes and that these are given meaning when a develop­

mental approach is adopted. She 8tates that any programme 

concerned with children under five years must be related 

to developmental patterns and progressions and that these 

should be applicahle to children with or without a handicap. 

A programme that can be simply described in these 

terms is that carried out by the Bobc:.ths (1963) with 

children who have cerebral palsy. Their direct aim is to 

inhibit abnormal function and facilitate normal function in 

its proper develo pmental sequence. Indirectly they aim at 

preventing ·u.:meces sary retarciation. ~foverr:e::.i.t is considered 

to relate to learning, so the brain, a passive organ, is 

activated. 'L'heir a pproach is therefore not confined to 

function alone but attached to a theory of intellectual 

development. 

The Developmental Clinic has a similar structure 

rejecting much of what is tradi tiona~. theory and adopting 

instead the interactionist viewpoints de~cribed by Gordon 

( 1975) as being tJrpical of Hunt and Piaget. This requires 

a concern with the role of infancy i n development, the 

importance of experience and how the environment can be 

structured to offer this, the nature of development and of 
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intelligence. In doing this the clinic has followed trends 

elsewhere which demonstrate how markedly developmental 

psychology has swung from the maturational viewpoints of 

those such as Gesell (1934) to a viewpoint which considers 

the developing child in his environment from which he 

elicits information. This is seen as particularly relevant 

to the child with a handicap who, it is believed, is so 

dependent on the quality of his environment if he is to 

develop wi t hout f a ilure becoming a common feature of his 

life. It has also been considered an appropriate means for 

approaching the educational needs of disad '~-antaged infants 

in tilat t he nature of disadvantage require s a focus on the 

environment . Gordon refers to Lev0nstein ( 1975) who adopt~. 

a home visi t approach in an effort to create an effective 

learning c entre in an infant's home . 

The theories which have influenced the clinic's 

design are also those which support the conc8pt of early 

intervent ion as they demonstrate t~~ special needs of a 

child with a handicap. 

Gordo~ (1975) states that holding a developmental 

viewpoint requires the belief that there are long-term 

effects of early experience and tha t the individual's 

pattern of behaviour over this time is a relevant factor 

throughout its life span. A.D.B.,and Ann Clarke (1973) 

would perhaps dispute the paying of undue emphasis on this 

early period pointing out that a child can compensate at a 

later etage but t hey do not consider this sufficient 

argument to bypass this period. If as Gord.on states (ibid.) 

infancy i s considered significant as the clinic also 

believes, then the motions that intelligence is fixed and 
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that adult intelligence is predetermined by heredity are to 

be rejected. Instead intellieence is defined more as a 

multi-dimensional technique, a complex of skills that 

organise experience, solve problems, store information and 

understand relationships between ac t s and consequences. It 

could be described as an energy or a force. Intelligence 

and development appear to be of an interrelated nature 

demonstrat ed through adjustment. The clinic interprets 

development as an integrating force in which all factors 

interact with one another and with environmental factors. 

Concern is with the activation of this energy or the 

developmental thrur::; t. To understand this is to require an 

understandj ng of motivation which is intrin~ic to developing 

competence. Motivation and intelligence are not separate 

entities as was once held but aspects of th~ same dynamic 

force that interplay with each other (Yarro·:1 and. Pedersen, 

1976). Hurtt and Piaget are described by Ro·.vland and McGuire 

(1971) as suggesting that novelty i n the environment causes 

and imbalance in the active organism wnich has sought its 

stimulation. The organi sm as a result of understanding 

restores sta bility. This gradual learning results in a 

competence which is satisfying becaus e the enviromnent has 

been coped vii th. In itself this is an argur.Jent for the 

provision of novel experience for all infant~ in contrast 

to the traditionally held and still adhered to view that 

infants should be protected from st :Lmulat~on because they 

cannot cope with it. Straton (1977), in outlining her 

strategy for the clinic, points to the deveJ..opmental age of 

eight months as crucial for intervention if it is to be 

truly effective because this is a decisive point in infant 
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development. Earlier acquired skills are now integrated to 

a level where the infant is able to explore novelty. 

Burton-White (1973) also supports the point of view that 

this is an ideal tirr:.e because the earlier comparative 

helplessness of the infant is now replaced by a more 

independent challenge. The quality of learning opportuni tie~} 

and the infant's success will either stimulate or depress 

motivation affecting development accordingly. The child 

with a handi cap is s omeone who cannot always interact with 

novelty and learn from that interact.ion without assistance. 

Assistance must be timed to capture the developmental thrust 

and direct it o 

Hunt (1961) h~s dealt extensively with the importance 

of the expE- r ience that environment offers a."ld the manne r in 

which the cirGonism• s activity is modified by thi::; stimuli. 

The greate1: the stimulation the more the activity is 

triggered into making the adjustment that i s the essent~al 

component of develo pment. Meier (1976) illustrates this by 

referring to the va riety of research, e.g. Korner and 

Grobstein (1967) which demonstrates a relationsh~p between 

the develo pment of early visual-motor schema ta and parent 

handling . Hunt (ibid.) adds that for experience to have 

such a result it must match the organism's capacity to 

interact with it otherwise i mbalance remains and there is 

no satisfact ion. This is critical to clinic work where the 

correct match brings about the desired resyonse reinforcing 

parent att ention and encouraging t hem to k eep working with 

their child . It is the task of clinic staff to indicate 

the match Llnd thi s is most easily identified in infancy 

because t he sensori-motor learning of infa.~cy is of a more 
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simplistic nature. 

Competence is expressed through skills. Gordon (1975) 

refers to Piaget as believing that the mere possession of a 

skill is motivation sufficient to use it. '11his can be seen 

in pla~r when a child delights in using the skills he has 

mastered, practising them as well as achieving new goals. 

The exercise of skills is governed by intention and feed-

back implying that skills are generative in nature (Bruner, 

1974). Skills therefore create opportunities. The child wi th 

a handicap who has minimal skills has therefore fewer 

opportunities. Opportunity is an expression of adequate 

development~ Possessing a skill implies uncerstanding which 

comes with practise and is impetus st.:fficient to extend 

action. The child ~ith a handicap is often deprived of 

possession because !'~e does not have the same; opportunity to 

practise. ! .~ailure is a feature of }:j_3 life. This should be 

prevented from occurring from the beginning when skills are 

emerging. 

Piaget is concerned with how the orga..~ism proc~sses 

information that reaults from environmental experience. 

His developr::iental tJ:1eory is based on the evolution of 

abstract thought. It is what the child is thinking rather 

than what he is doing that is essential. Piaget has 

provided a groundwork of rules to explain hio theory. The 

clinic has or~~nised its skills teaching programme around 

these emphasising that it is insufficient .to teach skills 

in isolation as the latter can result in slO'.·:er or dis­

organised development. Piaget's theory . is a:."1 organised one 

where each stage depends on the previous stage . As Hunt 

(1961) points out even more vividly, each st~ge has its 
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roots in earlier learned skills which may appear quite 

different. This highlights the need to work at infant 

level. Because development j_s considered cu.mulati ve it is 

difficult to isolat e ·one influential factor from another 

except when they are occurring. 

Becaus e Piage t is concerned with an individual child's 

behaviour, providing a means of estimating where that child 

stands developmentally and therefore what ) __ s likely to 

happen next, he is seen by many as offering a means of 

understanding mental retardation. The concept of retardation 

is related to the child's rate of developml'nt . Piaget's 

thecry deals with the nature of developmeni and not the rat e 

in contras t to maturation theory. Klein and Safford ( ·1977) 

discuss th :L s and the small area of researcb whi ch a11pears to 

support it, pointi ng out that it allows fo~- a positive 

orientation incre&sing the chances for the child's 

normality t o be recognised. 

Educationally then Hunt and Piaget have much to offer 

those involved in preventive work wi t~1 chilciren who have a 

handicap. Their view that developrrient is continuous infer:=. 

a starting :point. It is easier to work at beginnings to 

prevent situations from occurring than to attempt to patch 

up later on. Infant experience is considered important to 

development as later opportunities are dependent on what 

has occurred at the beginning. Hunt has applied this 

reasoning to the child from the poor home where once the 

initial envi ronment has been explored and tmderstood, 

experiences become unvaried thereby restricting the 

develo pmental thrust . This can be applied to the child 

with a handica.p as well, disadvantaged not in terms of what 

is available but in terms of what he can obtain to organise 
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into a learning opportunity. Bri.nkworth (1973) describes 

the child with Down's Syndrome as i mmature and therefore 

unprepared f or his environment. Lack of preparation for 

what the environment offers is a consequence of handicap 

implying tha t there is no match between the i nfant and the 

environment. Logically t hen development is i mpeded and 

because its nature is cumula tive then the impediment's 

effects are cumulat i ve. This is pres umably what "at risk" 

means. Mar..y such children can be identified during their 

early month s but identifica tion is wi thout a purpose unless 

a programme exists which attempts to elimina ·~e or reduce 

what is at r isk in their existence. 

The cl i nic's aims acknowledge t hat its programme of 

ameliorating r,andicapping effects de pends on the adjustment 

of parent and child to each other. Straton refers 

specifical1y to Shs.r p ( 1974) who emphasises the importance 

of the quali ty of the mother-infant bond for the development 

of social r enr-onsiv eness, a crucial f actor in determining 

the amount and type of stimulation a child will receive. 

ir'he ;i_nfa!1.t wj_th a :handicap is often unable to respond 

adequately.. 'J:his together with his mother's anxiety and 

possible fE e]j __ ngs of inadequacy, can often prevent adequate 

bonding fro m t aking place. The nature of the bond as two-way 

communicati on, is discussed further by Straton (1976) in a 

paper presented to the Speech Therapi st's Conf'erence. 

In this she discusses the child's ne ed to nave some aware­

ness of the world apart from himself if he is to be able to 

partici pate i n that world. The beginnings of this aware­

ness are establishe d in the sensori-motor period as s kills 

are being l earned w: en t he parents make real ::.stic demands 
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on their child to achieve a response. 

The ir;1portance of the parent-child relationship to 

development is also stressed by A.D.B., and Ann Clarke (1976 ) 

who argue f or the idea of resilience which appears to be a 

factor resulting from adequate bonding. This enables the 

child to mc::.k e compensatory cha...'1ges during dl~velopment so 

reducing its dependence on the early years . The Clarkes 

refute the concept of continuity in development and there­

fore the ovex-riding importance of the early years. They 

exclude the child with a handicap from their· theory however 

highlighting perhaps the special needs of ttat child who, 

because of .inodequate bonding, can fail to develop 

resiliance and therefore is unable to make compensatory 

changes at a :.ater date . 

Brorrfenbrenner (1976) states tba.t if ec.rly intervention 

programmes arc to be successful they must aim at parent­

child intervention, He bases this statement on a variety 

of researcr. comparing various kinds of programmes and 

concludes -l·t_a·;, intervention programmes must be family­

centred to (~nforce training while it is in progress and 

sustain it o~ce it has ended. As wel l as this the 

conditions in which the family funct ions should be 

considered, r(~lieving pressures and enabling that family to 

exercise its r ole in child reading as fully as possible. 

Successf1tl intervention programmes are based on this 

thinking. The Brookline Early Educa·tion Project (BEEP), 

opera ting s ine e 1972 in r.1assachusetts, (Pines, 1975), offers 

parent-teach Prs who visit the home of all infants whose 

parents are interested in receiving ideas an<l. support in 

their role as parent s . · In Australia, a parent guidance 
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programme is offered by the Monnington Early Childhood 

Developmer.t and Research Centre (Hewitt, 1977). Directed 

towards children with a handicap, it emphasises the needs 

of the child as a member of a family unit providing 

individual prograrr.m.e3 for parents to train their children. 

Both these projects acknowledge the importa.nce of the 

parent-child relationship in that the parents are encouraged 

to create .cm environment in which learning can take place. 

It is of i nterest to the clinic that the Monnington project 

goes furth er in that it looks at its profesaional staffing 

first befcre it considers the education of the child 

acknowledgi ng that the programme mus t be designed from the 

point of view of the child and not to service the needs of 

clinical a ssessment and educational expectation. 

THE RATIONALE FOR I NTERVENTION 

The t h eoretical viewpoints outlined provide justification 

for intervention programmes. They consider ir.fant 

experience s i gnifica.rit to later development because develop­

ment is cont inuous and cumulative. Their orientation high­

lights the special needs of the chi l d with a handicap who 

needs assi stance to interact with his or her environment in 

order to gai r.t experience and they point to the importance of 

the parent-child relationship if the assistance given is 

going to bP. ef fective. This relationship must be created 

as early as possible so as handicapping effects are better 

prevented t b a:;.1 patched up. Meier (1976) claims on the basis 

of an examination of many intervention programmes that few 

take such a preventive approach. An examination of special 

education i n New Zea land illus trates this as both Ross (1972) 
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and Barney (1978), in their discussions on this subject, 

ref er to early intervention as taking place at the pre­

school level as if existing structnres dictate the timing 

for this rather ttan the needs of the child . Secondary 

features to handicap once they have appear•.? d are difficult 

to eradicate when the child is functioning in a. wider 

environment. Behaviour patterns are often reinforced by 

parents who find it difficult to understand that their 

child is achieving nothing from these when he appears to do 

little else . The fact that handicap can extend in suc:h a 

complex pattern is well documented., Hewett (1970), for 

example, has described the pro bl em~> of modifying over­

protecti veness with and dependence in those with physical. 

handicaps who are tu1able to be physically independent. 

These problems can ... "lot wait until the child can be fitted 

into the e ducation system. 

Where preventive programmes do exist they do not 

necessarily inspire others because little dats. is available. 

to support the efficacy of their procedures although 

comments by parents etc., ~re available. rn1e expre3sion of 

each handicap is unique and it is therefore difficult to 

evaluate any programme used to ameliorate the effects of 

that handicap. Cornell and Gottfried (1976) have looked at 

this problem in their review of literature {\ealing with the 

effects of intervention on the development of premature 

infants. They conclude that programmes are effective 

particularly in the areas of muscle tone and motor develop­

ment but point out that these result s are weakened by the 

methodological differences among studies particularly 

associated with a lack of knowledge concerni ng the ecology 
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of the infant. Gordon (1975) points out that the 

organisation of the programme and the personalities of and 

relationshi ps betwe en those communicating it must also be 

an influenc e to be estimated. If research is to focus on 

the long-ter m effec t s of a programme it reqvires a long­

term basis. Controls would not be easily available while 

it would be considered unethical to refrain from helping a 

child because of research. 

This pr oblem of evaluation which encour ages a cautious 

approach to intervention is incidental because it overlooks 

the true pu::.~pose of intervention which is a concern with 

the present and the prevention of pr oblems occurring instead 

of with ult i mate ljmits. Reynell (1976) believes that the 

failure of educato;s to become involved in intervention 

procedures lies wi t h the nature of th8 education system 

which is t r aditiona lly future-orientated. The child's 

potential is estima ted and he is categorised according to 

his predicted rate of development. Ste suegests that if 

concern wa3 with allowing the child 's present development 

to be expres sed as fully as possibl e then the need to 

predict wha t would happen if there we r e no intervention 

would not be the i mportant conside~~ation. 

In an effort to justify the existence of intervention 

programmes they are often described as therapeutic and 

supplying parent support. The Developmental Clinic has been 

thus described. This is misleading altho.ugh such therapy 

and support should be available as part of the intervention 

procedures. Pugh and Russell (1977) state that parents can 

feel let down if t heir child is diagnosed ns having a 

handicap an d theref ore needing special education, and then 
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they have to wait until the child is at pre-school or 

school before this is available. This tendency to make 

parents alone respo:r1si ble for any early educat ion has been 

described by Dybwad (1973) as indicative of })rejudice, 

particularl;y professional prejudice t owards their children. 

In part thi s seems to be prejudice concerning the 

educability of the child based on the traditional view that 

the severely subnormal lack capacity to learn. That the 

medical orientation given to handicap has reinforced this 

is W1questioned but it does not excuse the slowness of 

educators to recognise their responsibilities in this field. 

Such recognit ion may have prevented the folJowing: 

X a child with Do"Nn's Syndrome and a heart defect 
w~1s not expected to live. She is now nearly six 
y1~ars old. Apart f rom medical care, enrolment 

a.t the Day Care Centre aJ1d referral t o the 
P~1.1 chological Service at 4& years little was done 
f or this child educationaJ.ly. She was seen at the 
c l inic at 4~· . A large nor~·-verbal~ immobile child 
she did little but indulge in head-bEmging 
c ru1sing considerable bruis ing acro s s her forehead. 
Naturally her mother would. attempt to prevent; this 
bu -!; her ac ti ons broui:sht attention t o t he chi1d 
a nd reinforced her behavioi.l.r. One ·11onders how 
th0 pair 3pent their day. He centJ.y Ilrs X had a 
b1~eakdovm and the child is nc .. w in an institution. 

This cc:ts e illus trates the "wait ar.d see" policy 

criticised 1jy Straton ( 1975) as the typical response to 

handicap. Such a policy gives scant recogni t ion to the 

concept of eq'..lal educational opportunity. Only too often 

it seems it i s necessary to make a special case for the 

child with a handicap or to campaign for resources. What 

such a child receives then is motivated by compassion and 

charity and not a recognition of his equal r ights alongside 

others . To give him recognition requires the adjustment of 

structures and attitudes. It is possible tho.t the clinic is 
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going to provide the challenge necessary to cause this as 

parents realise their competence and confidently demand 

what they consider are their rights. 
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CHAPTER THREE 

THE ADMINISTRi~T ION AND STRUCTURE OF THE CLINIC 

SECTION ONE : STRUCTURE 

The Developmen t a l Clinic is a c r eative venture basing 

its aims on research and theory. When it w2,s first planned, 

structur e an d administration were concerns only insofar as 

they were necessary and convenient for functioning. The 

implication was that aims could be a chieved within this 

simple framework and it was considered more i mportant to 

get the ven t ure off the ground than to wait for the ideal 

situation t o appear.. Generally the clinic is a local 

creation bu :~ lt aroun d local faciliti es. 

Those working in the clinic now would disagree wi th 

the idea tha t aims can be achieved c:.s fully as is desired 

under the pr esent s tru.cture. The f eeling amongst staff and 

major refer ring a eencies is that the clinic' s failure to 

coordinate ucl equatel y with other faci li ties a nd to 

comrm.:mica te i ts aims have meant that its effec -C i veness is 

weakened. '.2he same criticism could be made of course cf the 

other agenc ies worki ng alongside the c l inic. It is 

interesting t hat those who work most cJ .. osely to the clinic, 

e.g. visiting therapists and paediatricians, experience the 

same frustrc.!. t ions, as they also can envisage an ideal but 

cannot achiev e it. One stated: 

"Th e lack of coordination i s hopeless 
problem in Palmerston North • • • there 
t he clos e s t integration of a ll services 
any thing t o be achieved." 

a big 
must be 
for 

This s ame pa ediatrician has resigned from hi s position 

because of his inabi lity to obtain t h e coordi nated support 
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he required for research. 

While there is criticism of the clinic's organisation, 

its creation around local facilities has been to its 

advantage. This has stimulated community awareness and 

interest. Professionals may be unc ertain about its aims and 

theories but to local pre-schools, parents' groups, and 

community agencies, the clinic make s sense. They appear to 

have recognised it as their facility, listing it as a 

community venture, offering assistance in va rious forms and 

inviting staff to talk about its pur pose and general 

implications. The enthusiasm with which it has been 

received is illustrated best by the offer made by one Head 

Teacher from a kindergarten to allow a 2! year old child 

with cerebral palsy whose development is generally delayed, 

to attend lter kindPrgarten on an inf ormal basis when the 

average age of entry is 3-fz years. 

It is suggested that it would have been difficult to 

achieve the adva.ritage of coordinating vvi th the wider 

community at the same time as copine v:ith th8 problem of 

coordinating with prof'essione.ls. 1'he latter are inclined to 

question s pecific details, e.g. the standardisation of 

assessment te~hniques which require time-consuming replies. 

In reality thA clinic has become a community venture before 

it has been absorbed by the broad professional group who 

may be involved. Perhaps in doing this, like many community 

ventures it has not caused a problem in its failure to 

adequately coordinate vlith the professional group but high­

lighted one that already existed. Now its purpose is to 

press for change. 

The section which follows describes the clinic's 

structure and relationship to other agencies. It has been 
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based on the combined thoughts of its staff (psychologist, 

physiotherapist, and speech therapi st ), those of the 

referring pa ediatricians and visiting theraJ.J ists and a 

small group of parents who are very familiar with the clinic. 

It is the stance of the clinic staff that any inter­

vention programmes designed for handicapped children must be 

based on a s tructure or organisation which i s sensitive to 

those children and their families. This stance is supported 

by Sheridan (1965), Straton (1977), McKeith (1973), Bobath 

and Finnie (1970), based on their experience working with 

such families. 

THE PLAYROO.:\l 

Tradit i onally paediatricia..'"ls anc~. other specialists have 

provided clinical a.ssessrnents of ch:~ ldren which answer one 

question: what is wrong with the chiJ.d? Increasingly this 

negatively frame d i nquiry is becomints: more ·positive! what is 

the child's potential? how can I help? So, as Sheridan 

( 1975) points out, assessments are becoming r.'.lor.:; functional 

in nature i n keepin g with the modern aims of normalising 

conditions for the child with a handicap. Children are most 

likely to demonstrate their abilities in a play situation 

so the asse ssment time must offer an atmosphere conducive 

to play. For this reason a playroom is conaidered an 

essential environment for assessment. This recognises too 

that parents are more inclined to r elax in such an 

atmosphere and take advantage of th0 opportu ... '"li ty they have 

to learn how to handle their child and provi de the best 

experiences ., 

The playroom in the Palmerston North Hospital is a 

large sunny room, well equipped with an extensive range of 
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toys, books, etc., because it caters for a wide age range. 

This was provided for the Hospital by the Brevet Club to 

be used as a playc entre. Because it is used mornings only, 

the Hospital has made it available to the clinic on 

Thursday afternoons. 

This room provides a suitable environment for 

functional assessments which, to one paediatrician is the 

clinic's role, surplementing the clinical assessment he 

feels it is more in his training to give. He pointed out 

that in New Zealand such indepth af.rnessments are rarely 

given because paediatric training has only recently 

incorporated deveJopmental work, so that although change is 

occurring most pae:d.iatricians can only be generalists and 

must rely on other specialist services such as Education to 

extend their information on a child. The paediatrician 

recognising his need to involve other speci.alists and 

agencies, adopts -<;he role of coordinator of the services 

available .. 

The playroom has many ad.vanta-ees pertinent to the 

clinic's aim-.:.; of st i millation and to the paediatricians' aims 

of functional assessment. One pa.rent: described it as a 

"many-funetioned room" meaning ths.t i ts structure achieved 

many aims for the .Jlinic without the clinic staff having to 

deliberately organise for them. 

1. The setting is psychological ly appropriate in 

that it i s a playroom. The physiotherapist stated that the 

clinic's purpose is to help the child play so that it can 

learn. 

2. Staff obs ervations suggest that its atmosphere 

does help parents relax and involve themselves in play. 
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This allows ideas to be experimented with and includes the 

pa rents• ideas because they a re involved. Professionals 

are therefore not s een as experts removed from the family 

but as part of a combined effort to assist the child. 

3. Although t h e clinic has its m•m eqldpment its 

opportuniti es are extended by the wider ra.iJ.ee of equipment 

which belongs to t he playroom. Many children with a handi­

cap require specially designed toys but t hese cannot be 

constructed until t hey are observed playing with those 

already avai l able. All parents att~nding t he clinic with a 

child who I'..as a ph:,rsical handicap f ounJ buying toys for 

their chilc a prob::..em. This aspect of clir::ic assistance 

is therefore important. Other parents considered that the 

equipment availablt;; gave t hem ideas for play . 

4. A number of family groups attended the clinic 

(Table 1). Si blini_:S a re kept occupied. and enjoy coming . 

Only one mother f elt a need to plac e her cLi ld elsewhere 

when she hud a clinic appointment . This has allowed staff 

to observe family members interactings provi ding insight 

into pa r ents ' handling techniques A.nd knowledge of play. 

B, with cerebral palsy, seemed t ense and easily 
vii t hdrew from play oppor-tuni ties ~ l-Iis older 
sister w~s as tearful as he was despite her 
"normality." Observations suggested that their 
mother's handling t echniques were the major 
problem with this family and not necessarily 
B's handi cap . The latter however was aggravated 
by this. Clinic staff therefore divided their 
time between B and his s ist er i nvolving their 
mother with both. The sister was also dis cussed 
with her kindergarten teacher. · 

5. In a relaied atmosphere, ot her children can be 

involved i n the t ec: chi ng programme . The physiotherapist 

used her son in tLis way . 
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M was close to crawling but proving cautious. She 
spotted an attractive toy hut made no move towards 
it until the physiotherapist's son began to crawl 
towards it. Immediately M crawled anxious to 
obtain the toy first. 

Situations s uch as this can make other chilc.ren in the 

family feel importe.nt. The tendency for siblings to feel 

l eft out because of the time parents must devote to the 

child with the handicap is a problem r ecognised by most but 

infrequent1y dealt with. The Boston Evaluation Clinic 

works closely and deliberately with the brothers and sisters 

of children with Down's Syndrome for this r eason. (Murphy 

et al., 19'76 ). Parents of these ch:Lldren commented 

f avourably on thie programme while some children volunteered. 

assistance s.t its conclusion. In a limited way the 

Developmental Clinic can do the sam·~ thing using the 

opportu.l1i ti cs the playroom has offered. Obviously, however, 

it can only involve pre-school children. Two parents 

mentioned di fficu:i.ties with teenage siblings related to 

their anxj.et;y for the child with the handicap. Ideally the 

clinic shou:i...,-: cater for these family members as well. 

6. '.rhe playroom offers room to move. The physio-

therapis t has the task of examinine why the child moves in 

the way he c1oes but children will not move freely unless 

they have space. Out of 36 infants and toddlers attendine 

the clinic during 1977-78, thirteen were mobile but required 

either stimulation to achieve mobility or their pattern of 

movement required correction. 

7. The room opens outside to a grassed area which 

extends the opportunities for experience the child has. 

Concern was expre3sed by the visiting thera pist that 

children r ec eive as much sensory experience as possible. 
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She considers a lack of such experience a consequence of 

many physica l handicaps. The psychologist observed that a 

number of children attending the clinic are. kept inside 

their homes because it is more convenient. Parents need 

reminding that they must extend their children's horizons. 

The outdoor area attached to the playroom rrovides the 

reminder. Mrs Rd, the mother of a child wjth a severe 

visual impairment, is particularly conscious of this need 

for "the stimulus of outdoors" and felt the clinic should 

invest in a play sheet and some umbr ellas. She pointed 

out that t .!1.is woul<'l. create a great•~r casualness which she 

considered desiracle. 

8. A private driveway leads from the road to the 

playroom and paren-~s may part their cci.rs in this driveway. 

A ramp leads into the playroom. The problem of carrying or 

pushing a weighty non-mobile child is overcome by this. 

Facilities without a structure that recognises what is most 

convenient fc1r parents simply adds t o the burden of having 

a child with a handicap. 

The playroom also has disadvanta5es: 

1. One parent commented that the room was "clearly 

not ours and therefore not as conve.niente" She 

identified a frustration clinic staff feel. Because the 

clinic functions in someone else's facili t;y it lacks the 

freedom to extend its hours and builc up its equipment. 

Conflict exists between clinic staff a.nd 'playcentre staff. 

The former do not clean up to the latter's satisfaction 

while chil dren attending the playcentre have found clinic 

equipment c.:.nd occasionally lost or broken it . Because of 

this the psychologist now carries f our cartons of toys and 



two test kits to and from the cliniu every Thursday. 

Confidential files used by all staff cannot remain in the 

room and must also be carried to and from t he clinic. 
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3. There is no carpeted area. Two mo thers considered 

this a fault of the clinic suggesting that children often 

relax more when in greater comfort. 

4. All clinic staff and most parents interviewed 

considered the room noisy and at times over·-populated. They 

felt this spoilt concentration. Reynell (1976) points out 

that many children with handicaps have poor attention skills. 

The playroom is aggravating this and the spPech therapist 

especially f inds it occasionally impossible to work on 

listening s kills with a child. One parent 0bserved that th€ 

clinic staff were a.lso distracted by the ac ·~i vi ty in the 

room. Screens , separate rooms, oneway mirr•Jrs W8re all 

suggestions r.:iade to overcome this d:iffi cul t ;r although two 

mothers fel t flexibility was called for in ~sing these so 

as families could meet and children see othe r children. 

THE HOSPITAL BASE 

The at ti tude that a hospital base gives a negative 

impression t o families visiting the clinic i n considered a 

"hang-up of professionals" by the vi.Si t ing therapist. Those 

working within the clinic certainly feel it :.s the least of 

their problems . Two parents criticised its siting, one 

because her child had had unpleasant hosp~tal experiences 

and appeared to recognise the hospital "smell", the other 

because she did not want to be seen by others going into a 

place that might suggest there was something wrong with her 

child. Two other pa rents considered the sit i ng as 

convenient, handy to other specialists they might have to 
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visit. Possibly the siting of the pl ayroom alleviates 

difficul tie~J with its separat e entrance. Generally t hose 

within the hospital structure do not know of the clinic's 

existence an d white-coa ted personnel are rar•::ly pr esent. 

Idea lly, hov:ev er, i ."1 keeping with i tc· aims of normalisation 

the clinic s hould not be attached to a me dica lly based 

structure whi ch focuses on abnormalit y and illness. Only 

one parent i dentified this difficulty although she did not 

consider it a personal problem. 

At thi s stage i n its developmen t the fact tha t the 

clinic is not part of a well-organis ed multi-disciplinary 

approach meann that its hospita l sit i ng is i mportant because 

it offers fac ccssi bil i ty. Difficulties in cr·mmuni ca t i on ca n 

therefore be overcome . 

1)1 was a dmitted to t h e ho ~ pi t a l f or obs erva tion. 
The paed::.atricia n conc e r rn°, d reque~:te d c l inic 
a ssessment befor e disc har e: ,:; . Clinic staff s oon 
realised t l:at Pl' s mot1:e r ~:ms c on~''use d abo ut her 
chi ld's condi tion. The paedi a t ri c ian was t herefor e 
called and asked to di s cuss hi s conc l usions wit~ 
he r and the clinic s t aff so a s her understanding 
c ou -1. d be ensured . Far enh: cannot be expe c ted to 
wo rir,. towa1·cis the ameli o ra~~ i on of handicappi ng 
eff ,~cts if t h ey are not aciequa tely informe d about 
t h e nature of the handicap . 

Just as medi ca l as s istance is close a t hand so are medical 

notes. 

Children admit t ed to hospital can often continue 

appointments . Four out of five chi l dren lis ted in Table 2 

as having be en hospitalised have done this. Parents of 

children i n hospital have often brought t{lem to the clinic 

without appointments seemingly looking for people they know 

who are int~res t ed i n their chi ld's progres s . 

In a ci ty where t he v er y diffe r ent approaches of 

psychologi cal medi ·~ ine and educ a tional psycholoeY are 
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offered there is come confusion because the Hospital Base 

and title "Clinic" tends to imply t hat educational psychology 

is moving into an a rea that is the right of others. A 

demarkation dispute has resulted which was only resolved 

when one group realised that the clinic was not Hospital 

"property" and that Hospital psychologists !1.ad therefore 

not been overlooked in its staffing. Misconceptions could 

be avoided by moving from the Hospital Base . 

Where else th~ clinic could be s ited is a problem. 

Professiona.ls involved are attracted by the idea of a 

separate fa.cili ty. Two parents also put this idea forward. 

This would be appropriate if the clinic was to be seen as 

contributing to a broad aim of providing infant education. 

In this context a community base is mcst desirable placing 

infant educ a tion aJongside pre-school s suggesting the 

latter are natural extensions of the former. 

STAFF I NVOLVED IN ~HE CLINIC 

There arG three permanent staff : 

Physioth~~rapist 

Speech Therapist 

Psychologist 

All come to the clinic with little or no experience in 

infant educa tion alt hough all have been parents of children. 

New staff feel like "fish out of water" and it takes 

considerable time to learn techniques especially as the 

only informa tion giYen each one has been how the clinic 

functions an d the children's files. That all have enjoyed 

their experi ence is perhaps a compliment to work of Ms 

Straton in establish ing the venture « 
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The Physiother auist 

The orienta tion of the physiot herapist is one which 

fits the educatior ... al and developmental appr oach of the 

clinic. She is tra ined according to the pr inciples of the 

Bobaths which cons ider the total child and the need for 

early intervention to prevent moto r handicaps from having 

a retarding effect on the mental developme~t of the child. 

(Bobath and Boba th, 1963). Her attitude that the 

possession of a skill with its motivating :i.nfluence is 

essential is basic to clinic aims a s is her focus on the 

abilities of the child. 

Most comprehensive approaches operating developmental 

programmes with young children use the expartise of a 

physiotherapist because of their ability t::i integrate their 

knowledge of motor development wit ".1 obserw::i.t i ons of a 

particular child. Their role is n ever cons idered the 

static one of assessment but rather an educational one as 

they demor.!.s trate a child's motor ability and teach his 

parents hc\w to encourage progressi on through as near to 

normal stages of development as po s sible. (Moore, 1973; 

Appleyard and Baird, 1975). So many children with a 

handicap :::~how some form of physical difficulty or delay 

and need this extra assistance. Mycklebust (1954) for 

example considers that there is an affiliation between 

auditory ~isorders in young children and the pattern of 

motor acti \ri ty they demonstrate. In the. same way children 

with visual impairments are often reticent in learning 

large moto r skills (Adelson and Fra iberg, 1974), and 

require the assistance of a physiotherapist who can shape 

these skills and illustrate to parents how best they can 
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therefore preoccupied with those obviously physically 

handicapped such ~s those with cerebral palsy or spina 

bifida (Table 8). 
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It is suggested that some confusion exists between the 

role of the physiotherapist and the relationship between 

the clinic and the visiting therapist who has a very 

similar function. Originally the relationship with the 

visiting t herapist was slight but because of her interest 

and because of the recognition of both services that co-

ordination is essential when both have had 16 children in 

common 9 thi s has changed. When interviewed, both physio­

therapist and visiting therapist considered their role in 

the clinic was supportive to the ot her's roleo 

"It's very nice to have nomeone i;o go and say 
'what do you think of this kid?'i ' 

Both considered their roles essential to a common purpose. 

The physiotherapist was obviously working with a number of 

children who were not seen by the visiting therapist, while 

the visiting thera.pis t felt she offer2d ass istance on a 

wider basis , e.g. feeding, bathing~ home vi sitss etc. She 

also provides aids such as special chairs that will aid 

posture and correct movement and bathing equipment. 

When the clinic first began the physiotherapist 

offered her services voluntarily. The impcrtance of her 

work was eventually recognised when arrangements were made 

to pay her. Three physiotherapists have no·r: worked in the 

clinic and t heir appointments have been mad.e through the 

visiting therapist using an unofficial grapevine. This 

ha s helped prevent personality clash es and all appointments 

have been most appropriate. The danger is that if the 
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visiting therapist is not fully informed about clinic aims 

appointments could be inappropriate. The clinic must 

retain the right to make decisions about appointments but 

this shoul d be do~·1e in conjunction with the visiting 

therapist who has the appropriate contacts and lmowledge of 

physiother apy. 

The Speech Therapi st 

Ms Straton has stated (personal comnnmication, 1978) 

that the clinic's handling of the development of language 

and speech is the least satisfactory aspect of its 

programme. This view is endorsed by the present 

psychologi s t, who found it impossible to ha!idle the very 

specialised area of promoting language production. As a 

result in 1977 five infants were r eferred to speech 

thera pists attached to Palmerston :'.'forth schools. All were 

children a t a developmental level of 10-12 months and 

referrals were made because the psy chologist felt the need 

for this a dditiona l support in dealing with children who 

appeared to have special needs in the language area. 

Speech therapists while welcoming the opportunity to be 

involved at such an early level were concerned that their 

heavy caseloads would not give them the opportunity to 

adequately support the clinic. 

In 1978 a speech therapist wor king part-time at the 

hospital i n troduced herself to the clinic having an 

interest in early intervention programmes . She is available 

for the dur ation of 1978 only but is endeavouring to find 

a replacement when she leaves. Once again the clinic has 

been given relative control over who is employed. Mrs 

Howitt felt she had a place in the clinic although she had 
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to create and define her role herself having not previously 

worked with infants. She has coordinated her work with the 

school-based speech therapists. 

The fact that the Developmental Clinic did not have a 

speech therapist f rom the beginning was a weakness. Mittler 

( 1973) has pointed out that langua.ge difficulties are almost 

invariably· found in the mentally handicapped. Reference to 

Table 6 will illustrate the complexity of the difficulties 

encountered in the clinic. This table does not include the 

broa d need of language experience by so mc..n.y children 

attending the clinic. Such experience brings specific 

adva.YJ.tages. Children with physical handicaps can use 

npeech as a conditioned stimulus to guide movement as is 

demonstra·ted through the Peto method (Esther Cotton,1970) 

of interest in a iWdified form to clinic staff. The mother-­

child rela t:i0nshi1> is a significant factor in the teaching 

of language but M')erk ( 1975) describes this as a closed 

system which can be influenced onl.y jf the mother is traine d . 

Once again this highlights the need for early intervention 

to counteYac t any clifficul ties a l1andicap may cause. This 

can most successfully be done by ~ speech therapist. 

The Psychologist 

Most developmental programmes for infants use either a 

developmental psychologist, teacher or occupational 

therapist to carry out programming. Usually the psychologist 

and occupational therapist are considered part of a medical 

team involved with the family and their theoretical 

orientations , if any, are not disclosed. The Developmental 

Clinic uses a psychologist from the Department of Education 

Psychological Service. The theoretical basis of the clinic 
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is one popular with educationalists while the programmes 

require abilities in teaching and assessment. 

REFERRALS 

If i nfant education was considered a natural process 

for all i nfants , then children with special needs would be 

easily identified as they are in the BEEP programme (Maya 

Pines, 1975). Sheridan (1975) also considers that the 

ideal wouJ.d he to screen the entire infant population 

al though z.cknowledging that time and expenditure make t his 

impractic2l . Obviously if early intervention procedures 

are to be effecti v-e children must be identj_fied as soon as 

possible (Evans aad Sparrow, 1974). This is a significant 

fantor to the clinic ~hich holds to Sheridem ' s thinking 

(1965) th8.i. t here is an optimum per i od of sensitivity , a 

phase in i.: he phys~.cal maturation of the cerltr::il nervous 

system , when expe!'ience is most rea di ly assimilated lending 

to develo:pm~rJt . S~ra ton ( 1977) gives emphas i o to the period 

around 7-9 twnths as being particularly important if the 

integrat ec'.. lcarnir.g essential to language clcvalopment is to 

occur. Refe1rals beyond this age could be described as 

"late". If the developing relationship betvrnen .parent and 

child is considered significant howev~r referrals should be 

as early as possible. 

Developmental clinic staff and the visiting therapists 

feel that present procedures are not ide~tifying children 

as early a s possible . This gives concern. Tables 3, 4 and 

5 illus trat e this problem but two case studies further 

highlight t he issue : 

Case 1: C haD cerebral palsy . He was identified as 
having a potential handicap at 9 months in the 
Observatjon Clinic and re:erred to the visiting 
therapist who referred hia to the clinic at 11 
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months. His mother's nursing experience, 
knowledge of normal development and determination 
meant that this child had made excellent progresso 
The question remained however as to why C was not 
identif ied earlier. A chance conversation between 
the sist er in the neo-natal unit &.nd the clinic 
physiotherapist revealed that neo-natal staff 
expected a handicap. "This was the sickest child 
they'd had in a long time." Following discharge 
from the unit the sister occasionally inquired 
after C and was always surprised. that he was 
described as progressing nicely. Somebody must 
have se en this child between discharge from 
hospital and 9 months of a ge . The cerebral palsy 
must haye been apparent before this age, 

Case 2: Ky ?ms referred to the clinic at 12 months by 
the visjting therapist whose district extends into 
many country areas. Th2 Plunket Nurse in one such 
area thought she mi ght be interes ted in an 11 
month old child who was mentally retarded and 
under t:he Society for the Intellectually Handi­
capped. On seeing him the visit i ng therapist 
immedia-'..;ely noticed that he haJ a severe physical 
handic a:p which no-one hc.d identified. Clinic 
staff fGel Ky has been referred too late a..11.d is 
very difficult to work v:i. th. Tt is difficulty is 
expressed in a complex f orm . The physiotherapist 
comrnent~~ d "Ky can't bend his arms . If he had been 
encoura:_~ ed to move his arms earlier it would have 
been be t ter but now they (lJis fE.mily) say that 
he's beve r moved his arms so he won't move them 
now. T!1ey would get a t hril if he did move." Not 
only is Ky difficult to work with but so is his 
family. 

It is accept ed that some conditions are net easily 

identified during the early months, e. lot is still unknown 

about spec i fic conditions, and that some families may 

pref er not to come to the clinic but this does not seem to 

adequately a c count for the large number of "late" referrals 

especially when the nature of their handicaps involved is 

considered. (Tab~e 4). The problem of early identification 

appears to arise whenever early interven~ion programmes 

come into existence. This problem is discussed by Meier 

(1976) who refers ~o 1968 statistics in the United States 

which indicate that 97% of developmentally handicapped 

children are not detected in their first year. This figure 
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would include presumably the more obscure learning disorders 

which may be missed until the child is school age. Clinic 

experience suggests some learning disorders can be 

identified in infancy: 

a) Ml whose development is apparently normal but 
restricted cannot imitate either visible or 
invisible actions easily. 

b) D demonstrates clumsy fine motor co~trol and has 
difficulty putting a simple jigsaw together. Yet 
he appears a competent child with a delightful 
ability to converse. 

The informa tion clinic staff gain in dealing with such 

children c t.=m be of use to general identification procedures . 

Medical personnel have recognised t his possibility but 

problems of coordjnating information have t:> O far prevented 

this usefu}ness from having effect. 

In Palmerston North an "at risk" regL:~ter operates. 

Children entered on this are seen six weeks from discharge 

from Hospi t al, unlesa there is some cause f or concern before 

this time. The Observation Clinic used to screen all thesp 

children at age 9 months . This has been discontinued how-

ever becaus e for the amount of time put into it only the 

same number of children with special needs wera identified 

as were discovered before the Observation Clinic existed. 

The ages of 4 or 6 weeks, 9 months ar.d 2! years appear to 

be the standard times that "at risk" infants are screened 

unless of course a problem is identified (Evans and Sparrow , 

1974), but Sheridan (1965) believes that for a register to 

be effectiv e it must be kept "live" or "active". By this 

she means that one person should ensure that these 

children a :r·e known to other agencies such as family doctors 

who would be likely to see them. Table 3 indicates the 
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a gencies refe r rine children to t h e clinic and it is 

noticea ble t hat genera l pr actitioners, public health nurses 

and plunke t nurse3 play little pa r t in r eferring children. 

This could be bees.use they are not aware of the clinic but 

it would seem that these children a re not referred to 

paedia tri cians ei t her. The cases of both Ky and C 

illus trat e this. More curious are Dl (16 months) who 

"simply a ppeared" (medical officer's comments, 1978) and 

has a severe phys i cal handicap, and Ml (16 months) whom the 

paediatr ician s potted on a ward r ound as "strange-looking" 

and referr ed following examination . He demonstrates 

difficulti es in learning . 

It i s i mpo s sible at this stage to establish exactly 

why t h e b ulk of referrals are "la~e " but on e paedia trician 

blame d th :! lack of coordina tion oi' s ervic es at the earliest 

level. The maximum r ecording of a ll info:::-!!l.ation from birtl:. 

(including behavioural assessment ::> ) could 1mcover more 

warning s igns . Apart from this i t was fe l t that the 

comrnuni ty··bc.s ed medica l a gencies we r e not (.ducated about 

the clinic. To achieve this the c linic dr·~p ends on the 

paediatricians who feel they must tal~e responsibility for 

this becaus e gener al practitioners are cons ervative and are 

more likely to follow their sugges tions t han the clinic's. 

To do thi s effecti vely paediatricians must fully understand 

clinic aims . 

APPO INTMEW1'S 

Originally w2ekly for each child the system of appoint­

ment wa s rev ised beca us e "it wa s only making us feel more 

secure " (Stra ton - personal communication ,, 1977). 

Children' s a ppoint ments are now fortni ghtly, three weekly 



50 

or monthly depending on their need. 

Failure to keep re gular appoin tments is not common and 

is always investi5ated. Liaison wi th the Field Officer from 

the Society for t~e Intellectually Handicapped, the visiting 

therapist, the public health nurse or plunket nurse involved 

always helps in t h is and saves some time for clinic staff. 

Appointments are made for one hour but timing is 

flexible. Some children become ups et, tiny babies fall 

asleep and siblings can grow restl ess . There are many 

reasons to make adjustments. Non0 of the families inter-

viewed cons idered the how too long because they recognised 

that it was flexible. Flexibility helps clinic staff as 

well because it i;; possible to work with a child more than 

once during the hour. This is particularly important with 

the older ~ mobile children who pre:fe:c to play in what to 

them is a'1 exciting room than to cooperate with set tasks., 

Lack of tran':; port does effect tllG att endance of some 

families. Table 2 indicates famili(~~ who have transport 

problems although one family can eatch a bus. It is 

interesting to no te that a number of thes8 families are 

involved with a va riety of services. The clinic is grateful 

to the Plunket Soci ety, Society for the Intellectually 

Handicapped, Hosp~.tal Social Workers and I'Ublic Heal th 

Department, as we:!.1 as the various grandparents and neigh-

bours for the transport they have offered. Many families 

with or without transport travel a lengthy distance to the 

clinic for each appointment: 

Feil dint~ 

Rongotea 

5 families (2 without own 
transport) 

1 family (father takes time 
off wor~\: to provide 
transport) 
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Newbury 1 family 
Marton 1 family 
Ashhurst 3 families 

Foxton 2 families ( 1 without own 
transpor~ ) 

Levin 3 families 
Dannevi1 ·ke 2 families ( 1 without O\'Vn 

transport ) 
Orrnondv:i.lle 1 family 
Pa..hiatua 1 family 

Stratford 1 family 

In only 011e case was the clinic able to arr ange a financial 

assistancn from t he Social Welfare Department (Stratford). 

Recent1y, however, (October, 1978) a benefit became avail-

able to f ami1ies wi th a handicapped child receiving special 

care of $8 weekly al though this mu~1t be ag2:-eed to by the 

Medical Officer. Not intended gcnfJrally for infants this 

benefit is available to families who attend the Develop-

mental Clinic to assist with trans2)ort and extra equipment. 

EQUIPMENT 

This was carefully chosen by Ms Straton and Ms Mccomas 

when the cli~ic was f irst organised. It includes physio­

therapist ~> eq_uipment such as a mirror, rugr and Bobath ball 

and various toys which enable a child to learn the 

intellectual concepts appropriate to each developmental 

level. The speech therapist has donated a few extras to 

assist with her work such as straws and particular books. 

Parents are encouraged to join the Manawatu Toy Library 

where they may borrow toys which will enable them to help 

their child practice skills at home. In August 1977, the 

usefulness of the Toy Library was examined by Pamela Benson. 

She noted that 21 out of 28 families were referred by the 

Developmental Clinic and visiting therapist. Those referred 



by the clinic were considered clearJ.y aware of their 

children 's abilities and s ome demonstrated a considerable 

growth of c onfi dence in choosing toys . 

ON GRADUATI ON 
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At a c ertain stage children demonstrate that they are 

no longer s uited to the forma l structured pr ogramme offered 

by the clini c. They show a need to socialis e and to enjoy 

more free play opportunities. Most are too young to attend 

a pre-school. At the same time any possible dependence 

parent s may feel on the clinic mus t be dealt with and 

families gradually intro duced to co:rJlluni ty vrganisations .. 

This is in k eeping with the clinic' s aim of normalisa tion. 

To cli n ic staff, meeting these needs is a problem 

because of a lack of facilities. There are several 

possi bili tj.es : 

1. Some few children remain at the cl inic because of 

the delay in their development and the lack of facilities 

in their home area. The s e are rural childrsn~ The t endency 

to allow these children to remain a ros e bec ause some 

children on graduation became "lost " j_n thc;.t easeloads 

prevented psycholorsists and others from maintaining more 

than infrequent contact with them. 

2. Some children remain for a longer than usual 

period at the clinic while attending a local pre-school 

because thAy are some distance from Palmerston North and 

lack access to specialist services, Foxton children without 

trans port are unable to receive speech the!'P.py in Levin 

which is their area for this assistance. 'I'hey can, however, 

catch the Foxton bus which comes t hrough to the Hospital and 

receive ass istance in the clinic. 
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3. Where possible children are integrated with the 

informal toddlers' playgroups that tend to be part of the 

playcentre system. Some children attendinc; the clinic are 

also encour aged to attend these. Such groups are very 

popula r with parent s. Liaison betwe en playgroup supervisors, 

clinic staf f and the visiting therapist is beginning to 

occur because of this. Unfortunat ely playgroups do not 

exist in every area. 

4. The Correspondence School offers Home Training to 

pre-school children with special n eeds. It is possible to 

enrol graduates with this school. 

It is most important that adequate assistance is given 

during the period between graduati on and pre-school. A.D.B .. 

and .P.nn Cla rke ( 1973) point out t hat i ntervention procedures 

are wasted unless they are long-term . 
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SECTION TV!O: COORDINATION OF FACILITIES 

One of the inevitable consequences of handicap is that 

the famil:,r of the child concerned becomes surrounded by out-

siders, professional or voluntary who offer some form of 

assistanc e in an effort to ameliora te the effects of the 

handicap. In Palmerston North it \vould seem that while the 

support g :i. ven and the goodwill expressed is unquestioned 

the failur e to co ordinate action implies t hat each group 

exists fo r itself and not for the families concerned. The 

plight of J is an obvious example as the direction of 

referral to agencies is traced: 

G.P • 
.,,// 

S.I.H. 
_ _..-7 

Home Hel:p 

Playgroup 
'i' 

J (and f a':-:i ly) 

~ 

- ."> Paediatrician --:> Visiting --,..., 
Therapist 

Developr.1cnta l 
Cl inic 

!£' 
Hospital 

~ 
Social 

t? 
Counselling 
Family 

Psychiatrist 

'llorker -> Day Care 
'::::.. 

Alcoholics 
Anonymous 

:rf.r8 J has c omment ed: "I don't want home help"; "I don't 

know how S. I .. H. arrived"; "I don't v1ant J at Day Care". She 

is a shy polite woman who does not like to offend people so 

she allows everyone to intrude on her life. No one willingly 

offered to vlithdraw as they must have cases to justify their 

existence. As one visiting therapi s t commented cynically, 

•:trouble is there aren't enough handicapped children to go 

round". 

Handicap can have wide implicat ions. As Appleyard and 

Baird (1975 ) point out, multiple handicaps are more common 

than single ones, automatically re c~ uirine t he attention of 

a greater number of people. Famil:Les of handicapped children 
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are vulnera ble and therefore anxious to do the best for 

their child. None of those attending the Developmental 

Clinic have refused any of the assistance offered by any 

service. In Tables 2 and 7 the families receiving long-term 

assistance at the clinic are listed. The children's han.di­

caps are presented. in Table 7 and 'J:a.ble 2 illustrates the 

personnel involved with each family. 

The Developmental Clinic must be seen in the same 

context as the other services offer ed each family. It does 

after all cause similar pressure i n that it requires 

families to keep e.ppointments whi ch a.re frequent, the 

implications of wLich are that parents will return home to 

carry out recormner ... ded tasks. Al though its staff is aware 

of the activities of other personnel involved with the 

family the preoccu.pation within the clinic, as with others, 

is with the family and its handicapped child. It is 

suspected, however, that focussing on the family causes the 

responsi bili ·cy for car!"·ying out procedures to be the 

family's. I::i other words it is up to the family to 

ameliorate handicapping effects. If they fail, it is their 

fault, e.g. fault;r handling or lack of acceptance of their 

child. 

Outside servi~es or agencies including the clinic 

cannot afford to have such a detached role because what they 

do and say to the family is intimately tied to the family's 

success or lack of success in handling their child. In the 

early stac;es of i ~.1fancy when the parents of such a child 

are still a djusting their relationship to that child the 

situation is very delicate. Sensitive understanding is 

therefore more important than enthusiastic therapy (Holt, 

1975). Despite goodwill the latter can so easily aggravate 
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the nature of the handicap extending its pattern. 

Case 1: It seemed to staff t hat J's progress depended 
greatly on his mother 's handling of him. She was 
therefore given the programmes nor mally kept by 
staff, f;hown how to apply them , and staff adopted 
the rol e of r einforcing her progress. Progress 
did occur. The Horne Help arrived and comment ed 
that Mr s J i gnored her c hild preferring to watch 
T.V. The Home He l p took over the job of stimulat­
ing the child. J has stopped showing signs of 
progress . r.irs J is again worried and anxious. 

Case 2: Kn had attended clini c for 8 months. Each 
time, i ndependently, staff repeated the same ideas 
to her r.1Qther. Kn made n o progress. Sh e attended 
Day Care during the week so the centre was vi s ited 
and programming provided. Later conversation 
revealed t hat the centre ha d difficulty under­
standing requests and we re still reinforcing the 
behaviour they had been aske d not to reinforce. 
Y..n caught chicken pox and was hou1e for a length 
of time o On her following visit to the cli~ic 
each staff member indepe::1dently noticed i mprove­
ment. 

These case s are useful illustrations of what can po3sibly 

occur. Uri f ortunately the va rious services, fully aware th2.t 

the child is a men be:i." of a family, care fo r t he family but 

forget that the family must become a member of their "team'1 

as well. If a "tec:mn of assistance does not exist then 

much of the work done must be ineffective. 

It would seem that in part the confusi on which does 

exist rela t es to societal changes. As a greater awareness 

develops of the needs of various people, helping services 

appear, establish their roles and disregard the areas where 

they overla p with others if in fact they become aware of 

them. Tradi tionally the paediatrician has been the person 

first invo l ved with the child with a handicap and referral 

has been his role. The more recent emerger~ce of the 

visiting t herapist and of the Developmental Clinic have 

taken over some aspects of this role as both have 

considered it their job to refer. Currently it is realised 
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that none of the three groups has :made any adjustment to 

the others. 

If ref erence is made again to Table 2 it is possible 

to see the number of services available to each parent and 

which ones they are· using. Whether or not each is necessary 

to that family is another issue. These families as 

previously stated are vu.lnerable and tend to use all that 

is offeredo It has been fairly stated that very little has 

been done to coordinate these services. A certain amount 

of communication exists between members but this is always 

self-initiated serving a specific µurpose, e.g. the 

psychologi s t has contacted the Field Offic8r from the 

Society f cr the Intellectually Handicapped to ask about a 

child who was failing to keep clinic appointments. Perhaps 

the most effectively coordinated area is b~tween clinic 

staff, pac: d.iatric:l.ans and visiting therapist because the 

latter has taken it upon herself to liaise between the two. 

She does net consider this as her role however. It occurs 

because he r job is based on mobility while the clinic and 

the paediat ricians have a specific ba.se. 

The failure to coordinate action overall is serious 

and has disturbing effects: 

J has an unidentified condjtion. Clinic staff 
suspect much of its nature is emotionally based. 
Focus is therefore on attitudes the family holds, 
with the aim of showing them their child can 
achieve. The appearance of the Field Officer 
from the Society for the Intellectually Handi­
capped with this family provided a label that 
indicated his lack of ability. 

One paediatrician has stated: 

"Referral cannot be taken lightly because of its 
labelling effects." 

In the same vJay as lack of coordination between services 



can aggrav~ate handicap so can the failure to communicate 

information: 

B has Cf!rebral palsy. Thi s condition relies on 
careful handling if func t; ioning is to improve. 
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B's mother is impatient and tends to puni sh failur e 
with the result that B b ec omes tense. It was felt 
that horr.e manag ement problems were in pa.rt because 
Mrs B d:id not understand the trua nature of her 
child's handicap. The paediatri~ ian reserves the 
right to present the medical diagnosis to the 
parent but this was not done in t his case so Mrs B 
did not know her child ha d a physical handicap. 
The paediatrician conc er ne d knew of the problem 
but was ~alled away when appointments occurred 
leaving 9aediatric rer;is trars to handle the 
medical check. They were not f ully aware of the 
difficulties involved so information was never 
conveyed . 

Numerous research exists suggesting the effects of this 

lack of coordination and communica tion on the families of 

the child involvec. (McAndrew, 1975; Sheridan , 1965; Holt, 

1975; Bobe:. th and Y.i.nnie, 1970). McAn·irew ( 1975) points 

out that t he phys:Lcal strain on the family is considerable 

because of the time involved and t he varied needs of the 

child. This presm .. :r2 is increased by the frightening and 

confusing im:·9act of clinics and th e afilure of various 

services t o communicate adequately. David and Donovan 

(1975-6) describe these families a s isolated and showed how 

the behaviou:.:' of nedical staff appeared to be in 

"collusion° as they seemingly increased the isolation by 

ascribing no responsibility to the family. 

This problem is a serious one to the clinic which 

approaches its work with u very specialised orientation 

that requj res wide: understanding i f it is to be effective. 

Its orientation requires for exampl e an understanding of 

its purpose, i.e. Ptimulation rather than assessment 

and the importance of early referrals . Th·3 visiting 

therapist commented.: 



"The paediatricians are frightened of giving a 
label and a referral to the clinic may do that. 
What we have to do is focus their view to the 
enrichment nature of our work." 

COl\IIPREHENSIVE APPROACH 

The pr esent luck of coordination which prevents 

adequate communica tion is dissatisfying to many involved 
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with families in the early stages. Several have attempted 

to overcome this w1.th meetings of all personnel involved 

with a chLLcl. . If they wait until a need arises however it 

is most lilcely they will be unsucces sful. All agencies are 

inadequa te ly staffed with big caseloads ai"'l.d cannot easily 

fit a spont 8Xi8ous meeting into thei r schedul es. The 

visiting t herapist attempted to coor dinate such meetings on 

a regular ba sis. She never succeeded in gEtting everyone 

there whi 1~ h may suggest that people were ur:certain as to 

why they n eeded to come. One of th e difficulties appears 

to be that they do net understand t he implications of early 

intervent i on~ They accept a need to coordinate action but 

see no urg (;llcy. 1.11 those interviewed in connection with 

the Develo pmental Clinic thought it s purpose was twofold, 

one of asses s ment and support. Urgency is not attached to 

either of th ese s t atic aims whereas intervention to 

stimulate s uggests time is significant. 

In the pre-school area assessment clinics have become 

popular throughout the world. These adopt a team approach, 

formulatin g one therapeutic plan which involves various 

members of the team. Evans and Sparrow (1974) have 

described t hese t r ends in Britain suggesting that they are 

stimula tin g rcseareh on more adequa te assessment techniques, 

on programming, and the exact nature of many handicaps. One 
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ouch c l ini c i s t he Exet er Child Assessment Clinic at which 

the prer.:;ent speech therapist in the Developmental Clinic has 

worked . Al th ouch it has its own bui ldings 9.nd in vol vei.:: more 

peo ple , it re sembl es very much the Pre-School Coordination 

a nd Assessment ParJ.el in Palmerston North which meets monthly 

to coordina te act i on based on asses sment for individual 

children . Those attending find it worthwhile but it tends 

to meet professional needs only, overlooking family involve­

ment . 

The t endency is for these clini cs to b 0 departmentally­

based a1th0;ic;:h thi s may involve several dep;?..rtments . This 

gives t h e impression of a reversed pyramid organisation witt 

a broa d spread of professionals and others 2.cross the top 

with a fami l y s:.. tt ing underneath thf!ffi at the bcttom wa:i_ ting 

to be told wha t th2 experts have decided about their child. 

That this descript i on does not disc ~ . ose sym~athy which exist s 

is admi t t ed but it is felt that t his organisa tion does not 

differ fror tl t h e to p-down authoritarian organi s a tion that has 

traditionally do1:ii n1;,ted the medical approacb. (Hunter , 1973). 

The "mcd.:;_ ca l 1:icd.el" has dominat ed the a ppro a ch to 

handicap in t!;. e pa~j t a.J.d in Palmers ton North still does s o 

up until a bout a ge 3 when referral to educational personnel 

is usual. 'f ha.t children have not been referred to the 

educational f i eld earlier is not how ever the fault of 

medical persoii~el but is very likely because educationists 

have tended t o consider early intervention as something 

that could oc cur at the pre-school l evel when formal 

structu r es are ava i lable. Traditiona lly the,y have not 

i nt er vened in a defi ned sens e at a~ earlier age . Beca us e 

of the pa thologica l nature of handica p it is obvious that 
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the child should be under medical c:are but the fact that 

handicap can have the secondary fea tures of retardation and 

behavioural difficulties is not a medical problem but 

requires t h e recognition of others such as educationsists i f 

these are to be dealt with~ As long as the medical model 

dominates and the education system delays its participation 

these secondary features .will appear creati ng very 

difficult children with whom to work . Other early inter­

vention programmes recognise this, e.g. tho Parent Education 

Centre in lndiana11,)lis (Green and Durocher, 1965). Without 

such assistance pa.rents concerned at their children's 

bizarre behaviour or failure to progress will resort to 

expensive and time consuming program.'Ues such as the Doman­

Delca to programme. (Andrews, 1976). 

Recent ly the psychologist wor}\:ing in the clinic was 

approachec by a family living in an other p.·:..rt of New 

Zealand. They had a 3! year old son with cerebral palsy. 

At an earli8r a ge he had been asses s ed by a medical 

specialist at a centre concerned with physical handicaps .. 

His conclus ions were that the condi tion was severe and 

that a "weit and see" approach was necessary., The child 

would proba bly need institutionalisation. This left the 

parents shocked, without any hope. In a small area what 

could they do? Nothing was offered that s olved this 

problem for them, so they travelled to Philadelphia to 

train at the Doman School. This cost $520 (travelling 

expenses on ly). Training was given free of charge. On 

their return the medical specialist refused to have any­

thing to do with t hem and the family feels generally 

rejected by medical personnel with exception. of two 
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physiotherapists who have expressed personal interest in the 

Doman method. 

Hunter (1 973) suggests that the "medical model" has a 

negative i mpact wh i ch is perpetuated by others who are 

influenced by t he a uthor i t y implicit in the top-down 

organisati on on which medicine is based. It is this 

organisation that exists in Palmerston .Nort h although the 

assessment panel spreads the respons ibility but an 

authoritarian attitude remains. In t~is way the community 

catches the i mpl ications about th8 handicapped which tends 

to be negative. Brattgard (1974) demonstrates how t his 

occurs through the medical system; s treatrr.ent programme 

which tenC'_s to concentrate on those functions that are 

diminished or lost. This focus on disabilities often 

prevents i:he person with the handicap from recognising his 

abiliti e s t hus di s couraging him from takir,g his sha re of 

respons ibili ty in the community. Ad justm0nt is required by 

both commu.11 ity and individual but the ori €ntation of 

professiona l s must shift to the posi tive if this is to 

occur within the traditional syst2m. 

The Developmental Clinic aims at assisting families 

to adjust by helping them adopt realistic expectations of 

their child. But community expectati ons can invite conflic t 

as was illus trated when Mrs Rd was upset when Rd was not 

invited to a cousin's birthday presu_~ably because of his 

handicap. Hunter (1973) suggests that the sources of 

deviant behaviour are not always to be found in the 

individual but in the institutional ly-expected. He suggests 

society cherishes thes e expectanci es expressing them 

through t he chari t y and compassion shown the handicapped. 

McAndrew (1975) points out that community thoughtlessness 
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increases the stigma of handicap. 

Such stigma can be reduced if an infor med and 

coordinated pr ogr a mme is presented to the child and his 

family early enough but it must include coordinated action 

from all ot hers i nvolved while families should be included 

as part of a "team" approach. Thi s respects parents' ri ght s 

and also s hares r esponsibility. Obviously when such an 

approach occurs there is no hierarchy or authority. Instead 

it is an organisation that spreadi:: outwarcis from the family 

in the centre. This is the grassroots approach which is 

gaining populari t~r elsewhere. It r equires a community 

involvement but s ·~ill allows for t he :•total push" method 

that is neces sary if the chi.ld with the handica p is to be 

able to o;Jerate within society. The Monnington project 

( 1977) gi·re s the i mpression of having achieved this type of 

structure 1Ha tching staff with fam:Ll ie s anc allowing 

community participa tion. Yet the project r etains an air of 

professiona l competence that must increase all round 

confidenc e . 

Palmerston North paediatricic:.ns are interested in 

adopting a similar approach. One sai d: 

"I'm int erested in comrntm:i. t y medi cine. 
better d0ne outside in the community. 
pe.rsonnia l involved would manage." 

This is 
The 

Recently -~his paediatrician made hims elf available to talk 

to the Parents Group which meets in t he evenings. Reactions 

were enthus iastic and all parents who discussed the evening 

with the j'.)Sycholo;;ist remarked on h i s sense of humour. 

The iri si t i ng therapist saw no problems at all with a 

community orienta t ion: 



"We are a community service and only have an 
office bl:'.se at the Hospital." 

Families too l i ke this approach: 
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Js' family shifted to another district where Js 
was enrt)lled with a voluntary society that had an 
old inforr.ially furnished house wi th a playroom. 
The paer,i atrician visited the family at the house, 
played with the child on the floor and discussed 
h i s prot;ress with his mother . She was delighted 
by the informality and felt relaxed with the 
paediat~ician . 

It i B felt t he Developmental Clinic could stimulate 

such an a1)proach . Already it has achieved some sembl ance of 

t his. The use of first names by aJ.l including children, 

home visi·ts , occasional assistance with transport , have all 

c ontributed to informality. The visiting therapis t is part 

of this f ·cie:'."ldliness . That parentu enjoy t his is inferred 

by ~!!rs Rd' s ;:; tate:nent that she had seen her paediatrician 

so often t ha t "anyone would think we had b·:? en on first 

name t er ms but we aren 't." The clinic has an advantage 

because i t oper ates in a playroom without desks and white 

uniforms. Appointments here must contrast sharply with 

thuse the visiting therapist attends with families~ 

"The dc-ctor and r ee istra:cs sit on one side of thE:: 
desk and the mums sit on the ot~er side. I sit 
wjth the mother . I feel I have to give her a bit 
oi.' support against all t hat ." 

The clini c f eels its a t mosphere is t o its advantage . It i s 

concerned that once its programme becomes departmental 

policy it v.Jill lose the autonomy t hat at t his stage allows 

it to move close to t he community . 

It i s interesting that the clinic is looking at how 

its base c8n be broadened at the s ame time as paediatricians 

are lookinr~ at ways in which they can change their 

traditiona J image. The danger is that unless both gro~ps 
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recognise each other's aims and create a purpose in common 

then the pr~blems they both wish to ameliorate will remain . 
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CHAPTER FOUR 

PROGRAMMES 

The teaching r rogramme is an integral 1Jart of the 

clinic strntegy. It must be seen as interrelated with 

other aspects of t h is strategy and not as standing alone 

if clinic a ims are to be achieved. Clinic staff must 

examine their inte-ra ction with families and other agencies 

in its tota.li ty ra·~her than confining their vision to the 

pro grarrnne • 

It fo r ms the framework for thr~ bi-·oad m1d at times very 

specialised approa~h required in working with children with 

a handicap. Because tho indi viduali t~y' of these children is 

accentuc::.te a. by the:::..r handicap the tea:.~hing must make 

appropriat e adjust~ents or expansions for each child. 

This section 8Xamines the basic progrrnnme frum the 

points of view of problems that have arisen during the 

time the i:·resent f ; t aff have worked in the '~linic. These 

problems e r quest:J.ons are considered 3ignif icant because no t 

only have they stimula-ted clinic st&.f.f to examine some of 

their proc: c: dures but they have also 'been the basis of many 

questions nsl~ed by observers partieu.:::.arly those who are in 

the Psycho100ical Service in other areas and are considering 

establishj n g their own clinics. Thi s section also attempts 

to be infc,rmati ve by desc:r.i bing the theoretical orientation 

of the programme. 

SECTIOn m m : THE HHOLE CHII,D 

Infaut intelligence is sensori~-motor, that is, 

concerned \'lith peri..: eptions arid mov2ments. The infant must 
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be thought of as a whole. Although its development can be 

described in areas, e.g. language or social, this can only 

be done insofar as i t is convenient. Kamii (1974) is 

especiall y critical of the growing tendency to compart­

mentalise ob j ectives in programming for children. She 

consider::; t hat this overlooks the nature of intelligence 

which is an organised whole. If intelligenc e is considered 

to be interrelated with development the same applies. The 

clinic programme t h'3n must be aimed at the t otal child who 

is cons ider ed indivisible . The visiting t herapist has 

criticised the programme ho·Never as being fragmented. To 

meet this criticis;:n it is necessary to look closely at the 

progr amme ' ::; structure. 

Commo~-ily-held developmental p}'inciples are followed . 

These are: 

1. De·relopmen.t is continuous. 

2. The seque:nce of developme;-it is th.~ same for all 

children. The rate of development varies . Areas of develop~· 

ment can be definE":d which have the ir 0vm s equence. 

3. The::.·c is an intimate relatio.'lship between develop­

ment and maturation and between development and environmental 

experienc e . 

4. Generalis~d mass activity becomes gradually 

replaced by specif.Le individual activity. 

5. Development follows a direction f rom the head down­

wards. 

On the basis ~f these principlcn the programme was 

organised t o fit i ato four schedules : 

1. IiarGe Mot or Skills (wi th an assoeiated BUidc on 

mobility). 

2. Visual a.:.."ld Fine Motor Skills. 
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3 • I.anguage • 

4. The teaching of the Concept of Object Permanence. 

Each schedule is a checklist of skills or appropriate 

activities arranged sequentially as far as possible. There 

is an overlap between schedules. The major impression 

given is t hat the schedules relati:'1g to large and fine 

motor skills resemble the Bayley Scales of Infant Develop­

ment, but these are thoroughly standardiserl scales which 

have been influenced in turn by the normal developmental 

features listed by Gesell (1934). It is felt that the 

important consideration is not what scales the schedules 

resemble but their effectiveness i n working with children. 

Superi mposed upon each schedule are the Piagetian 

stages which demonstrate how the intellectual processes 

develop. With tht: exception of the J,::i.nguage Schedule each 

schedule ~s divide1 into six parts Vlhi ch represent these 

stages: 

Stage 1:(from 0-1 n~nth): This is a nerio d of r eflex 

behaviour. F~eflexes are not s ir!rple i solated experienc es 

but can be se en as a differentia~ion of the total 

acti vi -~;,r of the infant. They a r ·; the points of 

departure for the development of the schemata . 

Stage 2: ( from 1-4 months): At this stage there is a 

development cf the ability to r epeat interesting 

actions voluntarily. These could be described as 

habits. An end is achieved as a result of certain 

actions but that end is not pred~:;termined. 

Stage 3A: (from 4-6 months): Horizons broaden as the 

environment i s recognised and actions are beginning 

to be coordina ted for purposeful activ.ity. These are 
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the primary circular reactions where an end is 

achieved as a, result of a certain activity but that 

end is defined beforehand. The infant learns that the 

same actions will obtain other· ends. 

Stage 3B: (from 6-A10 months): The secondary circular 

reactions arA developing which allow interesting events 

discovered accidentally in the environment to be 

reproduced. Increased mobility can a:::sist this. 

Interest is now in the result the child aims at. 

Stage 4: (from 10-12 months): The secondary circular 

actions are coordinated. The infant may use one action 

as a means of attaining an end for which he uses 

another action, e.g. bringing a. desired object closer 

by pulling ari attached string. 

Stage 5: (from 12-18 months): The tertiary circular 

reactions develop. The infant is curious about object:> 

and what can be done with them. He us es internalised 

combinations as well as exteraal gropi ng in order to 

gain insi ght i nto their nature. •ro a·~hieve this the 

infant uoncent rates on achiev ing bi-pedal locomotor 

skills B .. nd balance .. 

Stage 6: (from 18-·30 months): At this stage the beginning 

of thought can be seen as the child thinks out 

solutions to simple problems. Gradually he extends 

his locomotor skills and begins to use complex co­

ordinated motor activity to achieve .his ends. This 

child underste:nds that objects are permanent. This 

gradua l J.earni.ng has been linked to hi s growing 

spatia l awareness and his increased coordination of 

action that or ders his approach to prcblem solving. 
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He appreciates the relationship between objects and 

what has to be done to achieve r esults. Reali t y is 

logical and involves the infant and his environment in 

interaction . 

intelligence . 

This is the result of sensori-motor 

(Piaget and Inhelder, 1966 ). 

Vlith each stage rul.?.s of l earning are laid down . J us t as 

t he external features of development occur i n an order ed 

sequential 1x1ttern, invariant order is claimed also for 

development of t he internal processes . Uzgiris (1976) 

dis cusses t he various r esearch which substanLiates this, 

pointine out that allowances a re made for minor variations. 

The f act th ~.:.t -che ages a t which the ·Piagetian stages a re 

said to occ u~ are not confirmed by s ome r esearch (a criticisB 

made of th<: cJ inic ) is considered by ','/olinsky ( 1970) to be 

of little i mportance . She states tbr~t it is more important 

t o appreci::.te tha t change occurs , t l: o.t children understand 

things at ce~tain J,;imt:S and that ch2.n.ge i s not spontaneous 

but gradual , ouil t up throuGh the experientia l world of 

each child. 

The S·.~h3dules used by the clinic then list t he skills 

that are t he physical expr ession of development and interpret 

these accox·di ng to Piaget's theory of development . They 

therefore co~sider development as a whole . Because it is 

only the sh.i.lls that vary in each schedule and not the 

theory , t}H~re i s consist ency. If devel opment is dependent 

on motivation or t he harnessing of the developmental thrust 

by an aler t curious child and motivation is considered as 

part of t he same f orce as intolligm.:.ce then it i s the 

theorct icuJ interpretati on giv en tho s chedules that is t he 

important t hing . J:amii ( 1974) beli eves that a Piagetian 
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format enabl es attempts to be made to develop children's 

intelligenc e as an organised whole. In infancy this begins 

through the gaining of physical lmowledge through activity. 

Such lmowledge is interrelated with motivation and it is 

the latter that determines the child's future learning. 

That is the ma jor a im of the programme. 

That there is consistency between schedules is suggested 

by the phys i otherapist's comment which was also made by a 

previous phy siotherapist in the clinic: 

11 It's amazing how we appea.r to sa:r the same things 
to paren·~s at the same times and reinforce one 
Pnother." 

Despite th:~ s , however, the comment of the visiting therapist 

is an impo:'tar:.t one. It would be very easy to work from a 

schedule and ~gnore the work others were doing in the clinic-

In fact wh1~rsver possible clinic staff should attempt to 

blend efforts . 

M at 12 months would not :-each. With poor body 
ton2 she wa s also partially sighted a.'1.d had a 
:fiea!'ing l oss . She needed t o learn to use her arms 
and hands more deli berate12.r. Her :play was limi tee 
and demo:J..strated only a q1.J.iet curiosi t y . To;y·s anc3. 
play activiti~s appro pri ate to her level were 
allied to the physiothcra:pj_st 's i ndications of 
whe~e and how her arms moved. 

Because each staff member works separately with a child on 

a number of occasions, it would be possible for a parent to 

concentrate on only one area.oecause she has not fully 

understood what has to be done in another, or because she 

finds it difficult to work at particular skills where her 

child may e ive only minimal response. Observation of a 

child's progress within the clinic will usually identify 

problems S'..tch as these al1d within t he clinic's organisation 

there are alvmys opportunities for a parent to talk to all 

the staff t ogether. The visiting therapist has also taken 
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the respons:L bili ty for occasionally Y-..ni tting together 

separate ta~3ks when she makes a home visit and discovers a 

parent who is confmrnd . One pa rent interviewed admitted to 

being confus ed on cc casions. 

On the basis o.f Ka.mii's comments it could be asked why 

there is a separate schedvie teaching the concept of Object 

Permanence. This concept is significant because it enables 

a child to understand that objects exist even when they 

cannot be s een.. Such knowledge gives to the object (or 

the person) a separat e existence or construction of their 

own. From this the child learns that some c'bjects are 

similar anci some a~:·e different and so the ahili ty to 

recognise c:.nd identify is extended. Once t!:.is concept is 

U11.derstood t:1 •: infant sees hims elf c.s separate in the world 

and understands that by using all ski lls he can then explore 

the envi1·or:ment be:yond the i mmediate surrounds. That this 

understancEng is a lso linked to l anp,mge devE;lopment is 

shown by t~10 f.act -that language can symboli~rn what cannot 

be seen and cim als o :influence someon e else whose behaviour 

is indepe:nJe:c"l.t . I~ demonstrating knowledge of this concept 

the infant wi l l be coordinating more than one scheme. 

The i mpc·r tanc e of this concept is recognised by all 

scales tha-C are conc erned with the development of infant 

intelligenc e , e.g. the Uzgiris-Hunt Scales . The fact that 

it can be tau.ght i s suggested by Bower (1977) who discusses 

the accelera t i on of the process by giving' the infant 

intensive pr a ctice i n the various abilities related to the 

concept. li ~ warns 1 however , that t hi s shoul d be rela ted to 

t he infant r s abi li t y t o carr y out place-to-pl a ce follov·1i.ng 

and movement follO\ :ing ; otherwise frustration or boredom 
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results. Brassell and Duns t (1978) have been concerned with 

the teaching of this concept to retar ded children in a 

parent-invo l ved intervention programme in Western Carolina. 

Results indicated that training led to a moderate but 

significant differ~nce in performance. The Uzgiris-Hunt 

Scales were used tc evaluate progress . J.VIany of the skills 

related to this concept are presented in each schedule, e.g. 

the tracking skills considered by Bower (ibi d.) to be 

essential, but as Kamii (1974) points out t eaching and 

practising skills a lone does not ensure that the rule is 

learned if the skills are treated as isolated factors. She 

suggests t hat concentrating on the teaching skills and 

ignoring t]1e i ~· intellectual content is successful only 

because ch::L ldFen already understa..'1d that content. The 

schedule or:. Object Perma.'11.ence concentrates on the teachine; 

of the intellectual process involved . It could be sut;gestec\ 

that the t·.ca di tiona l 8.pproach of ph,ysiotherapists, 

occupationa l therapists, and the visi ting t herapists has 

been through skills rather than through the i ntellectual 

process. Such an a pproach could be criticised but its 

weakness is now recognised by visiting therapists who are 

encouraged to broaden their approach to include an under­

standing of cognitive development. 

The basis for the schedule's c •.:mstruct ion has been the 

Uzgiris-Hun t Scale , Visual Pursuit and Pennanence of 

Objects. Kramer , Hill and Cohen (1 975 ) consider that their 

use of a s ix task series is unnecessary as clear age 

di f ference s and developmental patterns could be gained from 

using a shortened s et. Straton has also us ed a lengthy 

series of s ·teps to teach the concept . In t eaching a child 
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with a handicap it may be necessary to extend the process 

over a wider series of steps but in practice this can be 

confusing to the person carryin g out the tea ching especially 

in the later stages of development. This i s in part 

because the psychologist experiences some of the difficulties 

described by Kramer, Hill and Cohen (1975) involved with 

infant behaviour. Infants do not always attend when an 

object is being hidden as they can be distracted by the 

most minute movemeut or sound. They also vary in their 

levels of cooperation; tiredness, teething, playfulness etc., 

intruding on what is a formal teaching situation. At a 

certain stuge many object to an attra ctive toy being hidden. 

With thought , tasks described by Straton can be revised , 

present ed in a different form and still achieve t he same airr. 

Occasionally children demonstrate their knowledge of the 

concept through play activities. Obs ervati011 then may 

eliminate the need to teach the concept to some. Kra.r.:ier, 

Hill and Cohen have provided a shortened task series as a 

means of a ssessing infant cognitive development from 5 months . 

This could. be usefully applied in t h e clinic to establish a 

baseline. The schedule already used is too cumbersome in 

its detail for thi s kind of assessment. 

In conclusicn it could be said that the programmes 

provide an interesting blend of medical and educational 

knowledge. Ho other programmes appear to have this blend 

but tend to concentrate either on i ntellectual development, 

e.g. Uzgiris-Hunt Scales, or on the physical expression of 

development, e.g. Griffiths Scales. This feature is 

significant to a clinic which combin es the expertise of a 

medically-trained physiotherapist and an educationally-
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trained psychologist. Both consider the programme interest-

ing and challenging to work with and feel it provides 

meaningful results. Paediatricians a re not s o receptive. 

They receive clinic reports on children dealing with 

programme interpretation. One claims he crum ot understand 

the prograrr:me . The other rejects material that is not 

universally· known, accepted or standardised.. The 

responsi bi:j_i ty :for educating those using data produced in 

the clinic li es wi th clinic staff but it is interestine 

that the v.Ls i ting therapist took the ini tia·ti ve in 

educating i1erself b;yr enrolling in a course that would 

provide fo ·c hur more understanding of intel.Lectual develop-

ment. 

FLEXIBILI'l1Y 

Reynell (1976) makes the point that a developmentally-

based prograrri_rne needs to be flexibl e enough to adapt to 

individual di fferences in place and :patterns of develop-

ment. Thi s is logi·~Ftl ;vhen the individual nature of 

handicap i s c:onsidered. 

A psychologist visiting the cl inic con:.men-ted that the 

programme used appeared to be the ba sis of the work done but 

all staff tended to work intuitively . The physiotherapist 

has expand ed this idea: 

"I work through the basic programme but vary 
according to the children. I have to encourage 
them for example to come onto their hands and 
lrnees but it is necessary to use a different 
rne2.ns . B has a behind thr ust of his head, M 
f lops her head forward, Dl. alternates. I have 
a ccmrnon goal wi th each child but can move in 
l ots of paths t o get there." 
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The psychologist is concerned about behaviours as well 

as teaching from the schedules. A child's approach to the 

clinic or to practising activities can be inhibited by its 

behaviour. 

Rd appeared unnecessarily cautious. His parents 
handled him with gentleness and spoke in soft 
voices. Rhymes which invited lively play such as 
handclapping, or bumping on knees were susgested. 
This was extended to all families when it was 
discovered that nine out of ten families 
questioned never indulged in sucl1 activities with 
their children but handled them with a gentleness 
that did not seem typical of normal infant 
handling. 

Associated with this is the problem of dealing with 

stereotypic behaviour. During the period when secondary 

circular r·eactions are being developed, as a means of ma.kin3 

interesting siehts last, the infant repeats motor habits 

that have certain 2ffects on his or her environment. In 

doing this the action itself is being learned but the 

infant is becominc interested in its consequence. Initially 

only a few actions are used. As these are used with greater 

deliberation and new actions are incorporated, behaviour 

becomes more intentional. Gradually as these actions become 

more varied and more definitely focussed en the aim of 

exploring the object the infant entern the stage of tertiary 

circular reactions. Some infants however appear to "fix" . 

They develop few secondary reactions and only dimly 

associate them with their effects so become absorbed in the 

action rather than the effect repeating it over and over 

again in a mechani~al manner. Such behaviour resembles the 

mannerisms often described as "autistic type behaviours" 

or "blindisms" because they seemingly cut the child off 

from his world. Because they can be associated with a 
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referral. If the child has been indulging in self 

stimulating activities such as these for too long he is 

very difficult to work with. 
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Clinic staff must be constantly aware of the 

possibility that these behaviours can occur. They must be 

aware of their variety and for the need for a consistent 

approach in overcoming them. This requires a careful 

explanation for parents who show a tendency to reinforce 

the behaviour as "play11
• 

In the clinic these behaviours have been observed in: 

M (persistent mouthing) 

Kn (banging and rocking) 

Rd (rockine and mouthing) 

R (rocking and banging) 

J (turning objects round) 

L (rocking) 

They are not dissimilar in their effects to the distracti­

bili ty that i s characteristic of three children and the 

very active behaviour that is demonstrated by another. 

Depending o:n the manner in which the child demonstrates the 

behaviour concerned there are ways of dealing with it: 

a) Ignoring the behaviour and responding to what is 

desirable. 

b) Persistent practice of a skill in an effort to 

stimulate to the next stage. 

c) Makine the behaviour meaningful, e.g. banging can 

become meaningful if good quality chime bars are used and 

a "conversation" developed between o.dult and child which 

causes.that child to listen. 
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d) Distracting the child into a play activity. 

e) Using flexible mediums such as sand and water 1,vhich 

not only soothes the child but can be adapted by him to his 

own purpose e Through this the child learns other pleasing 

activities. 

A problem occurs if the child is attending more than 

one "teaching" facility, e.g. playgroup, clinic and Day 

Care Centre. It has been observed that others working with 

the child apart from the parents also have a tendency to 

reinforce stereotypic behaviour as play . So far the 

clinic's efforts at communicating its intent ions to others 

involved with teaching the child have been accepted but 

the questicn could be asked as to whether clinic staff can 

extend their authority over other agencies particularly if 

any are non-governmental. Yet clinic programmes are 

ineffective unless this occurs. Liaison mus t be tactfully 

managed. 

Late referral~ require a remedia l approach. In those 

with a physice;.l har:i.dicap such as cerebral palsy, abnormal 

function is rr.Eirked an<.l difficult to inhibit. The child 

does not r8adily look or listen so more normal function 

cannot be easily stimulated as the child shows no 

inclination towards this. The clinic programme is a 

preventive one and must therefore be adjusted when a 

remedial approach is required. 

Adjusting to the manner in which a handicap is 

expressed, coping with the behaviours that may appear and 

providing remedial programmes are conunon examples of the 

flexible nature of clinic work. Less frequently, because 

the clinic is not us ed specifically for this purpose, 

older children attend the clinj,c and are simply played with. 
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theme Only three children have rec eived this assistance 

during 1977-78 and all lacked overall experience. Their 

abilities are explored and needs established.. Play 

techniques a re demonstrated for the parents who are 
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encouraged to join in . The clinic is not designed for this 

t;>rpe of programme but the children' s progress indicates 

their need. It is interesting to see that in the large 

medically-bas ed clinics such as the r.Tary Sheridan Centre a 

pre-school teacher is employed to ca ter for these children. 

(Appleyard and Baird, 1975). Nurnbers support this complex 

organisatic·n and presumably transport is more likely to be 

available to parents. The latter i s ti1e complicating 

factor as :fa r as the Palmer~ton North clinic is concerned. 

RESOURCES 

To enable ski:Lls to be taueht and. flexibility to be 

achieved guidance is provided with the checklists of skills. 

Suitable toys are s uggested within this. As well Ms Straton 

and Ms f!IcComas organis ed a series C•f 3timulation Sheets for 

each Piagetia..'1. stat;c . These contain a vari.ety of suggestions 

for approp::.1 i a te activities at a speci:'ied developmental 

level and are for p~rents to use. For some parents these 

are a useful handout and all parents are given theo at 

appropriate times. Unfortunately the suggestions given are 

of a general nature only and do not consider the unique 

nature of each child's handicap. 

Kn has a :ei ght hemiplegia and overlooks her right 
arm and hand in play. She must be encou.rage d to 
use them so a pro.:;rar.ime i s devised which will 
a s sist lrnr . In Kn ' s case :i t invo l ved water play , 
finc er gc:1r:1es , s ongs with actions :::J.nd the use of 
specific objects, e. g . two hands holding a ••• 
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large ring. Her needs have been interpreted in 
far greater detail than the teaching schedules or 
stimulation sheets allow for. 

Because it has been found that parents take more notice 

of written programmes than spoke~ suggestions these are 

typed and posted to each family. Ms Straton used task sheets 

to list the tasks to be practised at home. These are still 

used if the tasks are strai6htforward. It has been noticed 

however that parents do not always fill in the section 

provided to illustrate their progress. 

Ideas for activities are gleaned from a variety of 

books such as those written by Ira Gordon, ·norothy Jeffree 

and Burton White who are currently involved in infant 

education. As well parents have many useful ideas and it 

is hoped through the parents group that some of these can 

be coordinated and printed as handouts to other parents. 

ASSESSMENT, DIAGNOS IS AJ~D STI~IULATION 

Intervention implies interference. When applied to a 

developing child it involves the concepts of stimulation 

and modification. Activity nrust be modified so it is as 

near to normal as is possible otherwise it cannot success-

fully meet the challenge of the child who wishes to learn. 

That child will not wish to learn unless it is correctly 

stimulated. Stimulation arouses the child creating an 

alert curious being, "virtues" on which intellectual 

development depend (Kamii, 1974). The child is only 

satisfied however if it can physically and sensorily cope 

with the challenge. The clinic's task is to solve this 

problem with the child who has a handicap. Its means of 

doing this are complex. 
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Others consider the clinic's a ims are "multipurpose" 

or concerned with assessment. One paediatricia.J. sees the 

clinic as supporting him by providing func t ional assess­

ments. Hi s referal letters conclude "I would be grateful 

for your assessment." Another paediatrician considered the 

clinic assessed the children and provided parent support. 

A paediatric registrar writes "Will you please see and 

assess this boy." The visiting therapist :...ised the concept 

"multipurpose" in describing the clinic and showed an under 

standing of the complexity of the clinic's aims although 

she did not comment on their interrelat ionship when inter­

viewed. She also considered assessment a significant part 

of the clinic's rcle. 

Parents interviewed were given a confusion of reasons 

for their referral to the Developmental Cl)_nic. Only one 

very recent referral stated that the clinic was exactly as 

she had expected. Two others were told that it was "a 

sort of playgroup," two were given no explanation and only 

one was to1d "a bit of stimulation won't do him any harm 

even if there 's nothing wrong" suggesting that the 

paediatrician concerned did have some awareness of the true 

nature of clinic work. 

Traditionally the approach to handicap has been 

concerned with assessment. Psychologists hc:,ve played their 

part in this , assessing children for administrative reasons. 

A.D.B. and Ann Clarke (1973) point out that this has led to 

a preoccupat ion with tests in an effort to find the ones 

with the best predictive powers. More recently, involvement 

with teaching programmes particularly in a remedial capacity 

has required assessment techniques to aid diagnosis as well 
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as to predict. The Developmental Clinic however is not a 

remedial centre, rather it is a preventive centre and is 

teaching what is considered normal and yet to occur. 

Preoccupati on is with the tea ching programn1e. The Clark es 

consider that such program.mes based on a lmowledge of 

developmer.Ltal and cognitive psychology provide understanding 

of the ways in which an individual interacts with the 

environment . A flexible programme then makes the 

appropriate Llodifications to the child's behaviour or to the 

environment .. The clinic has adopted this procedure. To 

approach v:orking with children with handicaps in this way 

is realis tic because it recognises the indi vidual nature of 

the child '' s handicap and teaches with positive methods" 

In contrast an assessment has a tendency to acknowledg e 

deficits often requiring a label tc- describe them so showing 

a tendency to highlight what is neo:it ive and abnormal. 

Handicap is not s ·~atic while asses sments and labels are. 

As well assessments are usually carr ied out by using 

standardi<:> ed testB. These do not evaluate s pecific 

behaviour0 ir~ the way that structured teaching programmes 

directed "towards specific goals car. .• 

Assessment st i ll occurs within the clinic in three ways. 

_Firstly, it p~ovides an introduction to the child and a base 

line from which to work. This assessment is an estimation 

to provide a starting point. Secondly, assessment and 

diagnosis occur as byproducts of the teaching programn1e. A-':. 

a given point clinic staff can describe the child's progress 

in the various schedules of skills being taught. This 

indicates what the child can do and therefore what it appears 

to understand. It can be measured a longside the approximate 
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age for the appearance of these abilities. 

Formal test batteries are infrequently- used. Infant 

Assessmer..t Scales except for the very complex Uzgiris-Hunt 

Scales were not available for clinic use during 1977-78. 

At a certain point the Stanford Binet Intelligence Scale 

and the Rcynell Tests of Receptive and Expressive Language 

are used. These are used at a time when an d if they· will 

indicate achievement to the mother and to clinic staff and 

usually coinc ide with the child's graduation from the 

clinic. Very often at this point another departmental 

psychologi s t begin s working with the child and a standard­

ised asses sment can provide a familiar sta:::•ting point for 

that person as well as a summary o:f the child's achievement. 

Recently t ll e Bayley Infant Developr:icnt Scales were made 

available t o the JJsychologist. This has s ·~ imulc..ted the nee d 

to conside r more closely the place of asse ssment in the 

clinic and just what the role of the psychologist is. 

Reactions at this stage suggest that the Scales are a use­

ful resour.:;e but t hat they are not as valuable to the 

child as tll0 teaching progral'.ilme. The important consideration 

in using f ormal assessment teclmiqu.es is the child who 

requires a very flexible approach by professionals who 

must not allow their skills to restri.~t their approach. 

Assessment must be seen as realistic to overall 

planning (I>ugh and Russell, 1977) otherwise it is of no 

useful purpose to those with a hanclicap.· (Mittler, 1973; 

A.D.B. and Ann Clarke, 1973). 
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REPORTS 

Children are usually referred to the clinic with a 

request for inform8.tion on their functionine. The clinic 

can provide this i:".lformation al though this is not its 

primary purpose. The provision of assessm(~nt inforrn9.tion 

however is a means of communicating with referral agencies. 

In this it is valuable because it can highlight progress 

that was unexpected and indicate problems th.at may other-

wise be ovt"! rJ.ooked. Further medic2.l tests may result from 

the informa tion provided as the diagnosis is narrowed down. 

Infor~ation is written in the form of a report. 

Report s were discussed with each referring agency. 
~ 

For one th13y were not detailed enough, for another the;y 

were too det ail ed and difficult to understHnd. Two people 

questioned t he use of assessment tf:chniques that were not 

standardis0d. One was suspicious of intuii;ion, the other 

puzzled at the clinic's failure to use the Denver 

Develo pmental Scales. Obviously once again the clinic's 

primary fu..ric tion has not been unders tood. 

Parents are aware that copies of the reports go to the 

paediatrici an. They expect feedback on the reports' 

comments. Paediatricians rarely give this often saying 

little morr~ than "I've got a report from the clinic." 

Clinic staff suspect that information from the report is 

used in general di scussion with parents but parents cannot 

identify this and a re annoyed by what th~y consider is the 

paediatrician's failure to communicate. Pa~diatricians 

have never commented on reports to clinic staff nor do they 

convey their impressions of the chi ld 's progress to the 

clinic unless spec i fically asked. One parent has criticised 
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this as "·unfair to leave so much to (the clinic staff)." 

One of the difficulties is that parents do not always see 

the paediatrician at their regular appointments but see the 

paediatric registrars who often do know that the clinic 

writes reports on a child. 

The clinic holds the initiative in writing the report. 

It is convenient to have a report to the paediatrician in 

time for a child's appointment but this is the clinic's 

choice. One paed:.i.atrician complaine d. when a report did not 

arrive in time suggesting that the clinic is part of his 

assessment team. This illustratee the tr2ditional authority 

the paediatrician has had and which the clinic is not 

prepared to accept. 

THE RATE OF DEVELCPMENT 

Although the sequence of development is the same for 

all children, the rate of development differs. (Illingworth , 

1960). In as much as the clinic i s concerned with a child' s 

activity and thought , it is also concerneo. with his 

developmental rate. Staff must attempt over time to under­

stand these three f actors in developrient j_n a11 effort to 

define the essential features of t he chilQ's handicap. Late 

referrals, where there is already a pattern of retardation 

that appears unnecessary, are confusing for this reason. 

With particular handicaps a developmental rate appears to 

be peculiar to that handicap, e.g. Share and Veale (1974) 

have set out guidelines for the approximate times specific 

developmental milestones are achieved by children with 

Down's Syndrome. ~Chey point out tha t these apply to 

children who have not received a programme of stimulation. 
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Understanding developmental rate is important if 

parents are to come to terms with their child's handicap 

and adopt realistic expectations from it. I t is also 

important because d.zlays which might be qui t e normal for a 

particular type of handicap , e. g. bJ.indnesst can be mis-

interpreted with hazardous results. 

The Problem of Blindness 

Rd had encephalitis at about 6 mo~ths. He was 
then referred to the clinic who considered 
development was progressin g satisfactorily. At 
11 month~i he had a major convulsion. As a result of 
one or the other he becama severely visually 
impaired, Following the convulsion he resembled 
a large neonate; there was very little movement 
e r sound . As time went o::i it bec ,.1me apparent that 
h i s e;'.{eS were not functioning nor~ally but this 
n:ay have been the result of the d-rugs he was 
t akinc . Blindness was not confir me d for 8 months. 
During this .time he was considered ver~ re tarded 
-· one medical expert described him as a "veg etablE!". 
( 1nce blinclness was diagnosed however it was 
E..ppreciated tha t he had been wrongly handled 
c,Jthouch his immaturity wa s such that it is doubt­
ful that this had a sienifi ca.Ylt ef fect. Following 
the diagnosis clinic staff ha.vine not dealt with 
any form of severe visual impairm8nt before~ as a 
result of research, realised that blind children 
could appear more retarded than t hey really ·11ere . 
'l!he problem became - what was Rd' s major handicap'? 
Th e clinic be lieved he was seriously retarded; 
his pa rents believed blindness wa s the major 
pr oblem. Although Mr and Mrs Rd made considerable 
adjustment their inability t o accept that their 
child was considerably retarded led them to seek 
cures such as attending a chiropractor on a weekly 
basis. 'J:hey have high hopes that Rd will attend 
Hamai Collee e but this schocl does not take 
children who are too retarded. Mr and Mrs Rd may 
be disappointed. Rd has made better progress 
than medical personnel expected. At 2 years 8 
months he is close to crawling ; identifies and 
i.mi tat es sou..Yl.ds, babbles, plays with simple toys. 
Conservative and cautious, he has a tendency to 
rock and to mouth and is overweight. His family, 
including his 4 year old sister, ~nj oy him and 
show marked ability to interpret his behaviour. 

This ca se highlighted a problem for cli nic staff in 

that there seemed to be a subtle but import ant difference 

between th€ sighted child and the child with a severe 
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visual impairment. Burlingham (1964) discusses this as 

"developmental deviations" and suggests that some result 

from the i nability of a mother to correctly interpret her 

child's behaviour because it uses a different perceptual 

awareness. The sighted child learns to concentrate on 

seeing as well as hearing while the correct ly handled non­

sighted child learns to concentrate on hearing . Use of 

language is more realistic if objects etc.s can be seen, 

but the non-sighted must have body gestures interpreted. 

Fraiberg ( 1971) endorses this. She talks of the "unique 

developmental patterns" of the blind child but feels many 

problems had applicability to other groups of infants who 

might be disadvantage d in some way. Her interpretation of 

development occurring as a result .'Jf the establishment of 

an adequate two-we.y communication between ;:1.other and child 

was relevant to clini c staff. Know1edge W':.'.S required on 

where to l ook for responses tha t a mother could effectivel~· 

stimulate knowing that these were essential to the awareneB s 

of her child . The conflict between how a sighted person 

learns and. develops and how a non-s ighted :pe1·son does the 

same is marked arul requires considerable ·adjustment on the 

part of thos e who can see. Brodey (1962) quoted by 

Burlingham (1964) requires his teachers to spend several 

hours blindfolded to encourage them to understand the 

children t h ey teach at the Pilot School for Blind Children 

in Washington. Reynell (1974) however p~ints out that 

blind children are still considerably disadvantaged in 

comparison to blindfolded sighted children and considers 

the differences should be realised if blind children are to 

receive adequate stimulation . 



The clinic was surprised by the lack of satisfactory 

infonnation available on the subject of development in 
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blind children. :5ome valuable assistance was offered by 

psychologists within the Department of Education but in 

certain areas the r e was always vagueness. There were the 

areas most relevant to the clinic. Staff were not prepared 

to accept that 807~ of learning before the age of 2 years was 

as a result of visual cues. This was frequently pointed 

out but se<~med to imply that the bli nd child did not have a 

chance~ Burlingham (1964) appears also to question this 

and points out that a great deal cf attention is given to 

the function of lC'oking but little attention is given to 

the function of hearing. Blind babies can be inactive 

because they are J~ istening and requir·e stillness to 

correctly ascertain a sound. This type of attentiveness 

must be recognised by parents and r espected. 

Clinic staff were told to expect delay in development 

but observations of ~d indicated tha t this delay was not an 

overall phenomenon. Adelson and 1"raiberg (1974) showed 

that delay could be found in self-initiated mobility. It 

would seem that the bli:i.1d child sees himself in relation 

to the area in whi ch he sits. Any unintended movement from 

that area results in withdrawal. Intention depends on the 

ability to attach sounds to objects, a skill appearing 

towards the end of the first year. Until the child realises 

that he can move himself to touch an object that makes a 

sound he will rema.in immobile. Adelson and Fraiberg supply 

the approxi mate a ges for mobility i n blind children. In 

the same way as the child will not !:1ove towards a toy, it 

will not r each towa rds it until nearly one year old. The 



major problem for the blind child then appears to be the 

establishment of a concept of objec t permanence. Inter­

vention programme~:; must focus on uni ting sound and touch. 
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Clinic programmes require rein terpretation for children 

with visual impai r ments because they do not identify the 

peculiar needs of these children. This identification 

appears to be cru::!ial. Reynell (1974) points out that there 

are no really satisfactory developmental s0ales for infants 

and young children with visual handicaps because of what 

she terms the 11 inappropriate 11 conc ern with standardisation 

and prediction. Because blind children often have other 

handicaps togethe:r with Zinkin, Reynell has developed 

scales for use in developmental programmes. These do not 

appear to be used or available in New Zealand. 

It iB suspec-!:;ed that reinterpretation is also required 

wherever there is a perceptual dif fi culty in an effort to 

establi sh the exact nature of the di fficu1ty and how it can 

be overcome . During 1977 and 1978 clinic staff have 

encountered the f ollowing cases tha t highlight this problem: 

Sensory Defic i ts: 

1 • 

2. 

3. 

4. 

Hearing loss 
Visual impairment (va rying 

degrees) 
Loss of an opportunity to 

touch effectively because 
of physical handicap 

Insensitive tongue 

Learning Difficulties: 

1 • 

2. 

3. 

4. 

Inability to reverse actions 
Inah:i.lity to imitate 

(iHvisible) and poor body 
i mage 

Poor visual perception 
(subtle) 

Failure to look or listen 

2 cases 

9 cases 

2 cases 

1 case 

1 case 

1 case 

1 case 

5 cases 
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Resources are not always easily ava ilable to help extend the 

knowledge of staff in these area s and occasional concern is 

felt that inexperience results in delayed re cognition of 

the difficulty, or in faulty diagnosis. 
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SECTION TWO: PARENTS 

I NVOL VEMEN•r 

The current popularity of infant intervention 

program.mes emphasises parent involvement gi.ving recognition 

to the fact that the infant' environmental base is his 

home. Very few programmes require a..11. unde:-:"standing of the 

home environment however although this is the environment 

of the handicap ar:..d will be important in determining the 

course of that handicap. Rayner ( 1978 ) comments on the 

importance of a home assessment as well as a developmental 

assessment of a cbild, the data gained overall being the 

baseline cf inforn.ation required from which to begin a 

programme. It wo~ld seem that few intervention programmes 

give recognition to this. Those t hat do are home-based 

programmes, e.g. Eeep (Maya Piness 1975). Most programmes 

are carried out a:. a centre or clL1ic such as in Palmerston 

North. Some use n s0cial worker f or· home assessments but 

it seems t hat this is done once a programme has commenced 

and often as a result of parents s ignalling a need rather 

than for the reason Rayner suggest s . The need for a home 

assessment before intervention begins makes sense and would 

contribute to clini c effectiveness. Rayner considers this 

the role of -~he pE:;rchologist, presumably because she is 

following a perso4al interest but one which also interests 

the psychologist and speec;h therapist: in the Palmerston 

North clinit . It is felt that this would give better 

insight into what the parents could understand and cope 

with and a.lso what adjustments would need to be made to 

achieve a s timulating environment. 
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Prograrrmes usually involve parents in either of two 

ways. The Hester Adrian Centre ( Evans and Sparrow, 1974) 

adopts a group a pproach. This appears to be the most wide­

spread method of working with famili es where there is a 

handicap. I t is lik ely to be more economic than an 

individua l programme such as the Palmerston North one but 

this would be determined by the number of f ami lies catered 

for. Up to the end of 1978 the clini c had no difficulty 

catering for the numbers concerned on an ino.i vi dual basis. 

Whether they a:ce group-based or indi vid:la l, all 

progr ammes appear to follow a similar format. Infants a re 

observed and assessed to esta blish a baselir.;.e, some form of 

reinforc ement schedule is adopted to shape behaviour and 

the infant's progres.J is continuously monitored. Within 

this, i nteraction be t ween parent anc child i3 observed 

with the int ent of g iving the pa r en1. expertise that will 

enable t hem to carry on when traine d staff are not present . 

Nicholas (1 977) points out that such prograLlDe s are best 

organised within an educational context that i s within the 

community ancl behaviourally oriented , :"ather t:han within a 

medical con-:; ext. 

A flexi ble programme allows for pa rent s uppo::-t as well 

as education . Although Ms Straton ha s not highlighted this 

aspect of clinic work she shows recosnition of its need in 

various ca s e studies (1977) and in h er use of a social 

worker in t he Wellington clinic. Rayner (1978 ) considers 

developmental assessment and programming alone insufficient 

because it concentrates on the child definin€~ its handicap 

and stimulating its development. She talks instead of 

developmental thera:DY aimed at the whole f amily. This 
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recogni s es the multitude of problems, major and minor that 

a family may face and allows for a realistic presenta tion 

of the more structured program.me putting t his into the back 

seat if other pr oblems are too sever e. In clinic 

experience , there are few families who experience major 

difficulti es. Most are familiar, seemingly small but 

signif icant to the family concerned , e.g. c oping with 

convolvulus in the· garden. Al though insig:L1ificant they are 

one mor e pressure on a family that already feels different 

and pressur ed by the presence of a child with a handicap. 

Within the clinic's informal structure it is easy to 

recognise t he sopriistication of the majori~y of parents 

attending. In an area of work where so often it is a matte r 

of the "expert" conveying informa t i on to the "non-expert" 

(parent), i t is important to reali::>e that ·t; he parent also 

has information about the child and i.3 in :fact n:ore knowlece­

able about that child as a whole t han the expert. Parents 

are informed tha t it is as much thei r resp:msibili ty to 

"sell" the i r child to the community as it is the 

responsibi l ity of the various agenc ies involved. For this 

reason they are often requested to talk to visitors, 

especially students, and to attend s eminars . They are able 

to discuss their child's handicap and the r,iost suitable 

methods of handling him or her. The confi .5.ence they gain 

from this i s particularly demonstra ted at the meetings of 

the Parent' s Group where problems a re sh?-red and advice 

given. Although. no parent is "pushed" into taking this 

role most a re surprisingly keen to do it, one mother even 

takinB t he f loor a t a well-attended seminar to demonstrate 

how to dance with a visually impa ired child. Clinic staff 
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are able to roughly assess their effectiveness by observing 

situations such as these. 

ADJUSTING EXPECTA'l'IONS 

" IV'iy docto r told me to live from day to day with my 
child, not to look to the . future." (Mrs Ly)< 

No do ubt the doctor was requesting this parent to adopt 

realistic expectations of her child. Stokes (1976) points 

out how frequently, through their familarity to the 

adviser, statements like this are made which do not mean 

anything to the parents. In the context of the above 

quotation only one question can be asked - "how?". The 

peculiar vulnerability of parents in this position however 

prevents them from asking this que s tion. They depend on 

others for this kind of information. One mother interviewed 

described parents' needs vividly! 

11 Assi shc:ic e should be ava ilable ••• when people 
are fa~ ing a crisis they need t hings. They 
cannot 8olve their own problem. They need help 
immediately ••• can't create their· own." 

Facing the diagnosis that a child has a handicap is a crisi s . 

The child's future~ depends on how quickly the family can 

cope, and t his can in "turn depend on the quality of the 

support o:ffe·~ed. 

The advice given to Mrs Ly is in itself sensible but 

because it did not tell her how she could achieve such an 

ideal it wa s quite unrealistic. This mother was given 

nothing to hold on to and no means of' adjusting to day to 

day living. To give parents no opportunity to have any 

expectations is to encourage them to lapse into the caring 

role which can so often lead to earl y institutionalisation 

for the ch i ld and possible abandonrrH::nt. (Hoed, 1976). 

Children with a handicap are entit1.ed to live at home and 



this must be made possible. 

What t hen can parents expect that is realistic? To 

answer this it is appropriate to look at the normal child 

95 

and his pa r ents. Burton White (1975) suggests that the 

parents want , in early years, a well developed child who 

achieves the general goals associ a ted with development within 

an acceptabl e time range. In general these goals for most 

parents are seen as smiling , sitting or walking. Parent 

focus on these goals is traditional to New Zealand society 

and reinforc ed by Pl unket Nurses, Public Health Department 

Nurses, doc t ors and other parents. Even the school medical 

card asks f or the a ge of the child ~1hen it walked. and talked. 

This focus on specific goals is misJ.cading . Trained 

personnel a Y' e aware tha t these skills are only indicc.tions 

of previous development and maturity but in emphasising 

these and i:1 distracting parents from other equally important 

developments in their child they are taking an opportunity 

from parent s of understanding and stimulatin~ their children 

in simple b'J.t enjoyable ways so that those children are truly 

well-dev elo :_oed. But a lthough it coul.d be a rgued that infant s 

genera lly t end to be understimulatect it is probably true 

that most parents of the normally developing child gain 

sufficient satisfaction from the achi evements their child 

makes in the broad a reas of development. Their expectations 

are fulfill ed and t he effort they have put into encouraging 

those achievements is rewarded within the .expected time. 

The mother of a child with a handicap has no such security 

and the power of our cus tomary manner of viewing development 

is strong . 
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B who has cerebr al palsy learned to bang on a 
sv.rface. This skill required much effort on his 
pe.r t although the bang was subdued because of poor 
control. B was 10 months. Mrs B said as he did 
this, "Yes, but wh en will h e sit?" She later told 
a visitor to the clinic tha t her neighbour's child 
wbo is the same a g e as B had been f>i tting for some 
time. ThG quality of her relationship with her 
child is impaired by her lack. of w1derstanding of 
achievement. 

Meier (1976 ) refers to the work of Clarke-Stewart (1973) 

which suggests that an infant's intellectual and social 

development during "'che first two years of li:f e is opt imally 

facilitated if his mother or primary caretaker provides 

varied stimulation, shows affection a.."1d responds fairly 

quickly and consistently to his signals. 

In a s ubtle way the clinic has challenged the tradi tionc.l 

manner of vi ewing child development. The programmes used 

reduce the imp,)rtance of "milestones '' and bring forward 

other skills to equal status. Parents are trained to focus 

on each s::Lmr;le skill separately and to stimul ate and reward 

its appearanc e. In looking for these simple actions which 

take less t ime t o appear than the "mi lestones " they are able 

to live from &ay to day with their ch ild wo~cing towards 

these short- term goa ls. It is surprising how quickly most 

parents bec omr) involved and are encouraged by their 

children. Certainly they do look towards the future but 

not to solve their own needs rather to solve their child's 

needs. They consider pre-schools, schooling, speech therapy 

and institu t i ons insofar as they are interested in how a 

particular inBtitution will assist them fU.rt her, e.g. the 

parents of a blind child visited Homai College soon after 

his sight def ect was diagnosed . Whereas thes e parents might 

consider ins titutions in later years it is suggested that 

this decision will be realistic involving an appraisal of 
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their own capacity to care for that child or adult and the 

latter's ne ed for independence, work or social contacts. 

These parent s . have developed a relationship with their child 

that is rewa rding to all. They can understand and watch 

their child's progress and they can realistically stimulate 

that progres s. In this way their expectations are modified 

to what is realistic and they are t he ones who have achieved 

that modification. 

The programmes used are organi sed arow1d the stages of 

sensori-motor development defined cy Piaget. These stages 

are sequential. Piaget (Rowland and MacGuire, 1971) suggests 

a fixed order of cognitive development wherein each stage 

depends on the accou1plishment of the previous stage. If this 

is followed it becomes possible to see how the child's stage 

of developrrient is at issue and not nis chronological age 

suggesting that it is the stage tha t becomes the milestone 

and not the skills incorporated in that stage (Klein and 

Safford, 1977) . This shift in think i ng is positive. It 

enables others to lo ol~ at what the child is e..nd what he can 

do rather t han his deficits. Pare~t s s how little interest 

in the abstract nature of the Piagetian stage s and are not 

concerned that these are the "milestor.es" . They prefer the 

concrete feedback that the appearance of a skill provides 

for them. 

Adjustment is very often demonstrated when the parents 

begin to use the label that would describ~ their child, e.g. 

"mentally retarded 91
• Clinic staff avoid the use of labels 

until parents indic:3.te some interest in knowing how their 

child would be described or until a need is demonstrated. 

It is surprising how naturally this will occur and often 
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reveals cons iderable thought on the part of the parent. 

The other s urprising thing is the parent's accuracy, one 

mother expressing exasperation to the psychologist when her 

doctor desc r ibed her son as severely mentally handicapped 

because she considered him moderately mentally haridicapped. 

She gave rea sons for her decision. No parents have used a 

label in the first few weeks of clinic attendance even 

avoiding terms sucb as "deafness". Their recognition of the 

label seems:. to be connected with their realisation that theLc 

child has a future but that this may requirG special 

facilities, The care taken in using labels is essential if 

parents are going to have realistic expectations of their 

children. It also indicates the lor. g period of diagnostic 

teaching tl-: a t is some times required before a label ca..n be 

correctly a pplied. When a label is used it is noticed that 

clinic par~nts will use it descriptively alnaya giving an 

explanation of how the particular handicap is expressed. 

Other s i~ns of adjustment are d6monstrated when parents 

meet as a group when individual attitudes are challenged by 

others. One mother surprised by buying a bicycle and 

placing her child (with spina bifid&) in the seat at the 

back. She quickly pointed out that the fact that her child 

had spina bifida was no reason not to have a bicycle with 

toddler's seat attached. Another mother was challenged when 

she claimed s~e could not go out at nights because of her 

child. Gradually parents come to understand their child's 

"normality" and begin to apply this to everyday situations. 

They cannot do this alone, however, and just as their 

children re quire ongoing intervention they require ongoing 

support. 



CHAPTER FIVE 

THE FAMILIES INVOLVED 

SECTION onr; : FOUR CASE STUDIES 

During 1977 and 1978 48 cbildren at.tended the clinic. 

They may bE! catego:i-:-ised as f ollows : 

A. 

B. 

c. 

D. 

Chi ldren with a handicap who r eceived ~ 

l ong-term programmi ng at the clinic, ) 

i ~e . they attended r egular appointments) 

ove r a period of time . ~ 

Chi ldren :for whom l ong-term prograr.lJling ~ 

was consiuered necessary bu~ where t his ) 

di d not occ ur because: 
., 

a ,1 Iarents shifted from d::i.strict 2 

b) Parents refused to attend - 4 
c ) Ifow bahy arrived 1 

d ) Distance travelled (fro:u1 Stratford ) - 1 

Chi ldren :1ttending for assc!ssment only 

but no handicap identified and 

p;.-0 8:::-a.mming considered unne:·c essary. 

Clini c staf f did not feel secure making 
this decir3i on on the basis of one 

ai)po:i.ntment because they felt their 

) 

~ 
) 
) 

~ 
~ 

knowl edge of handicap in infancy was ~ 

ina dequat e so a second check would be ~ 

made 6 months later. These children had ) 

oft en suffered quite severe illness, e.g.) 
meningitis . 

Chi ldren attending for asses sment whose 

needn would be better met t hrough a pre­

sch oo l (2) or the developmental play­

group run by the Department of Education 

21 

8 

8 

7 
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Chi ldren receiving programming at home. ) 
) 
) 
) 
) 

Th ese are special cases where transport 

di f ficulties and particular needs are 

considered more easily catered for in 

th i s way. ~ 
Table 6 indicetes the variety of handicaps these 

5 

children exh ibit aJ though some have not been confirmed by 

medical tests. Tables 7, ·s, 9, illustrate the specific 

manner in v:hich manJ of these handicaps are expressedo 

The ty pes of handicap appearing, the nature of the 

specialised work with them and the categories of children 
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dealt with suggest that the service given resembles fairly 

closely the dcvelo}lmental work done elsewhere . (Cowan and 

Brenton, 1S75; K .S~ Holt, 1975; Reyn ell, 1976). 

It is planned in this section to examine some of these 

children i n an effort to provide an evaluation of clinic 

work. The difficulty of providing evaluation of this kind 

of individua l ised, and often intuitive work , is recognised 

by others i nvolved in this field. ( Beventon, Gardner and 

Cocks> 197E:) • 

CHII,mn~n R}.CL:l VING J,ONG-T ERr.~ PROGRAM~.!ING (CA TEGORY A) 

This cat f~ gory best illustrates the clinic ;s broad 

strategy and philosophy . 

Each child and family will be exrunined from five view-

points: 

a) That it ~ handicap will influence how successful the 

clinic is i11 w0rking with it. 

b) That it;, parent s ' expectations will play a major ~ole in 

determining clinic s uccess. 

c) Tha t t hP other agencies involved will influence outcome. 

d) That the home environment (including the parents' 
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attitudes to their role as parents) is a significant factor 

to clinic success. 

e) That the organisation of the clinic is in itself a 

factor determing success. 

B referred to the clinic at 6 months. 

B referred by the paediatrician who wrote: 

"This baby suffered severe fetal hypoxia. At 
birth he showed limpness a.rid required prompt a..."'ld 
active resuscita tion ••.• antibiotics were given 
before the caesarean section and this camou:flaged 
the development of meningitis •••• He appa rently 
responded well to chemotherapy. 

However, the mother is now worried about his 
developmental progress, although I could find no 
clinical abnormality." 

Assessment over time in the clinic revealed t hat this 

was a child with a severe physical ha...""ldicap which was going 

to affect his ability to grasp, release and manipulate 

objects. He was going to be deprived of the important 

tactile experiences that come naturally through using the 

hands. B was considered a challenge by clinic staff who 

pooled their resources to discover every possible way the 

child could be stimulated. He is now - 2! years old. 

Development is delayed possibly unnecessarily. He is a 

poorly motivated child, d.istractible at times with an 

inability to persevere with tasks. 

Bobath (1963) points to the high success rate of early 

intervention procedures with infants with cerebral palsy. 

Clinic staff were aware of this and had no reason to believe 

that they would be unsuccessful with B. The manner in which 

his cerebral palsy was expressed however, in that it 

prevented adequate use of hands, immediately placed 

restrictions on what could be done with him. It is suggested 



102 

tha t although success wi t h children with cerebral palsy is 

possibl e , t he i r challenge is not alwnys an easy one to meet. 

They mus t b e placed into the corr ect posture if they are to 

be abl e to move co r rectly . Despi te t he number of aids 

available t o assist po s ture, very oft en playi ng with the 

child requi r es t wo people, although this is not an absolute 

nec essity. Wh en this is considered alongside the other 

tasks parents must carry out and the i r particular 

temperament s, s ome very obvious reasons for t he failure of 

programmes }. ~3 appar ent. In this conext B can be usefully 

compared wi th S, a child with Down•s Syndrome who, although 

showing delay , was able to move free l y. He still required 

assistance to learr. but did not requi re the precise handling 

that B need ed s o pla cing fewer press~res on his pa rents. 

PaediF.1. tri c i a.."1s consider a mother 's observat i ons 

important i n a ssessment. ( Illing.vor t h, 1972). Mrs B is 

the only paren t a tt ending the clinic who ini t i a t ed contact 

with a doc tor hers elf because she thought something was 

wrong with hcl' chi.1d . She realised that at 4 months of age 

B was not moving in the manner that her daughter N had. In 

interview ::;he mentioned that she was not surprised something 

was wrong because a relation had had neo-natal meningitis 

and was "slow". Her expectation was that B would also be 

slow. Before clinic staff were aware of this background, 

they were more than aware that they had a problem dealing 

with Mrs B' s expectations of her chi l d. The first progress 

report on B (age 9 months) states: ''··· she (i.e. Mrs B) 

gives t he im~res sion t hat B's progres s is sccething over 

which she ha s no power . " The second progress report on B 

(age 22 mont hs ) says: "On occasions Mrs B does work with 
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him but we wonder if she has fully a ppreciated the amount of 

assistance B does need." 

Throughout the first year of B's life it was considered 

that his mother had been inadequately informed as to his 

condi tiono This wn.s . realised by the visiting therapist Who 

liaises between paediatrician and parent. The paediatrician 

reserves t he right to present diagnosis to a patient. Clinic 

staff and the visi ·t; ing therapist have been careful to 

respect this. 'Ms J/Ic Comas in a personal cornmunj_cation ( 1977) 

reinforced this attitude when she describe~ paediatric 

displeasure when on one occasion clinic staff took the 

initiative in presenting a diagnosi s . In B's case the 

paediatricj.an was ~.nforrned of the 6.ifficul ty. Unless Mrs B 

understood her child's handicap she would not handle him 

with the relaxed h~.ndling required. Appointments were made 

but the pa.2diatric:Lan would be call.eel away. The visiting 

therapist <le cided t o inform Mrs B &nd described B as 

"physically handic s.ppe d" avoiding the closer medical 

description of cerebral palsy. 

Mrs B has att ended the clinic re£ular1y. She feels it 

has helped B; "Any kid is lucky these days with all this 

around." She claims clinic ideas make sense and she has no 

difficulty carrying them out. B's progress suggests clinic 

ideas are not alwayn fully applied. This view is supported 

by the vis i ting therapist. The psychologist visited the 

home where observation revealed the many ~u.btle ways in 

which B's needs were overlooked, e.g. conversation was 

lacking, net curtains covered the windows preventing B from 

looking through them. A means of overc oming these probl ems 

was conveyed to Mrs B and she carri ed out t he advice given. 
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An initial home assessment followed up by home visits by 

someone trained in observation with an associated knowledge 

of a child' s requirements would probably have assisted this 

case but the clinic's organisation did not allow for this 

on a routine basis. 

B attended the clinic accompanied by his older sister 

and his mother. All appeared to enjoy coming but B and N 

were inevita bly r eauc ed to tears during the hour, B because 

he did not do what was required of him, and ii.i s sister 

because she disturbed him. To create the relaxed atmosphere 

necessary f·Jr working with B because of his physical 

handicap, s t aff wor·ked with both ch::i.ldren. The importa...J.ce of 

a tension-fr ee atmosphere was at all times emphasised with 

Mrs B but i t was not until N went to schoo1 that this was 

achieved and even then Mrs B remain8d a domjnating force. 

It was felt that TV!.rs B's concept of mothering related to the 

giving of m:~terial possessions . She did not appreciate that 

not only must children be given a toy but they must also be 

shown how to play. Playthings were confined to what could be 

bought and these were well chosen. Sandpi t:3, water play, 

dough play and exploring the cupboards were not allowed 

because the:r created mess. It became necess ;:..ry for clinic 

staff to accept this and compromise. StimuJ3ting materials 

for B had to fit a framework of what was acc: 1:;ptable for his 

mother. Because of his restricted movement this was 

difficult to do. His grasp reflex was primitive and little 

could be held on to with ease, let alone man~uvred in any 

way. When B was 2-fr years the psycho l ogist vi.sited his home. 

B sat in his high chair with an assortment of rattles in 

front of him. In no way was his increasing maturity 
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recognised through the objects given to him; it was easier 

to give him a rattle than a truck. B showed momentary 

interest in the toys then lapsed into a placid apathy. 

The extent to which B's handice;,p is the cause of his 

difficulty is debat eable. It is suspected that it is 

aggravated by his home environment. This can be illustrated 

by describing his sister. A timid jnsecure child, N attended 

the clinic r egularly with her brother and eagerly played 

with the toys in tb e playroom. She respond,'1 d to attention 

clinic staff gave her with a smile and said very little. 

Her tearfuln ess and frequent colds ~oncerned clinic staff 

while the p!lediatrician also kept her m1der supervision. 

Contact was made with her kindergarten teacher and her 

particular needs for affection and unrestric ted play 

opportuniti es were discussed. Eventua.lly s he began school. 

At a later date her kindergarten teacher commented: "We 

wished we c ould ha\~e kept N for longer, she wasn't ready for 

school. • • She wou1d run home screaming all the time." N has 

a friendly but fle et ing rela tionship with h er brother. Mrs 

B comments: "f~he comes in, drops her big and goes to play 

with a friend acros s the road. She gets lonely here: after 

all she can't play with B." Mr B plays little part in his 

family's dai l y life. 

Bobath (1963) points out that the relationship between a 

a physical handicap and intelligenc e is not direct and that 

a number of variables can obscure the :picture including 

emotional wellbeing and parent handling . It is felt B's 

case illustrates t l:.is problem. Clin i c success is also 

determined by these variables which i n B's case have been 

complex. The severi ty of his handicap and i ts particular 



106 

expression, his mother's low expectations, the failure of 

agencies to communicate information about his handicap and 

his restrict i ve home environment have minimised opportunities 

for success. In turn clinic organisation ha,;; not enabled 

his problem t o be fu lly explored and attacked at the broadest 

possible level. 

R referred to L.he clinic at 7 months. 

This little girl is one of two adopted children of 

uni versi ty-E~ ducated parents. At age 5 months before adoption 

procedures were finalised, the family doctor suggested the 

child had sc1mething wr·ong and this was confirmed a month 

later. R he'd an unknown syndrome wbi cl' inc::_uded extra 

ventricles :5.n her b::::-ain. This was e. sr.:.ock to her parents who 

were still required to make a final decis ion about her 

adoption. fhose coL!.Tlselling them suggested that they should 

not adopt R and that she "should never have been placed for 

adoption". 

During t his time j a. friend who as ::iisted in a small 

developmental playgroup run by the Department of Education 

Psychological Service , suggested that r.~r and. Mrs R contact 

the psychologist involved in the Devel c pmental Clinic who 

would explore R's di fficulties and :prcvide suitable 

stimulation . Mrs R made the approach and an appointment was 

made. This is the only child to attend the clinic as a 

result of the parents' referral. 

Notes made by the psychologist on R's first appointment 

indicated that she ?ias a suitable candidate for the clinic 

programme: 



"St :o:·ange lit tle girl. Perseverates - really 
fi x es on sorr1ething and even though attention 
gradually switches to something else she cannot 
easily swit~h - almost gets s tuck. Processing 
of inforr~at :.Lon seems held up. Distracti ble." 
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She appeared t o be functioning at a 6 month level although 

her understanding of object permanence was at a 4 month 

level. Her f eatures were unusual, her head being large and 

almost mongoloid in appearance. As well she was unusually 

heavy. 

Besides providing educational ideas to stimulate R, 

support was given to her mother who was concerned about her 

adoption. Finally c onsent papers viere signed because her 

mother said: "I conld not live with t h e guilt I would feP-1 

if' I did not a dopt J:-,er ." Attendance a t the clinic was 

regular, :Mrs I~ admitting to the "big emotional relief" it 

gave her. 

Al though R's h~ndicap wa.s unknowr\ its expression was 

easily cater e d for J_n the structured programme offered by 

the clinic. At 13 nonths her first progress report stated: 

11 ;-~r-'r activi ties have to be taught in sequence. 
T5) 0:)7 do not i'ollow a na ture_l proeres sion, e. g . 
l ying to the sitting position is being taught at 
prcs (:nt. • . • I have noted t hat R must be encouraged 
to l i ft h ·=r head from the rn1pine pos ition. The 
p:::-onc.unced. head lag when pulled to s itting has 
d:i.sa.ppeared ." (Physiotherapist's comments on 
large body skills). 

"R's development in this area has followe d quite 
a defined growth and plateau :pattern ••• very 
much a catching up and forNard moving stage so 
t hat although R appears to s how de lay at some 
periods, at others she is at least consistent with 
t hos e of he r chronological age ••• R has demon­
s·~reted a difficulty in achi eving a reverse 
a ction." (Psychologist's c omments on fine body 
skills) . 

Both p~.vchologi st and physiotherapist at this stag e 

considered I~ the "most fascinating" child attending the 

clinic. It was tho ught that without intervention she would 



have already been showing a definite overall pattern of 

retardation. 

Becaus e progress was considered satisfactory R 

eventually began atten ding the clinic monthly instead of 

fortni ghtly. At age 2 years 1 month she passed all items 

at the Year II level of the Stanford-Binet Intelligence 

Scale (Form L-M). Still an unusual looking child she was 

walking steadily and interacting with other ch ildren with 

confidence. 
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Although features of this syndrome were considered to 

have a high correlat :L on with intellectual pro'.)lems, in R's 

case this was never stated absolutely because medical 

experts were indecisive about her con dition. Mr and Mrs R 

were therefore uncertain about what to expect but were 

aware of t:n.e power t h2y had over R's progres~·. Attempts 

were made to inhibit this however. Mrs R's f a ther-in-law 

was an elderl y retired general practitioner. He warned 

against takint.:; notice of experts and suggested. H's parents 

"let things ~e " and that Mrs R carry on with natural 

mothering . rtrs R was annoyed by this a.."1.d chose to ignore 

him. She had studied education and hun.an development at 

university levP-1 and knew of Piaget. She could therefore 

cope with the full complexity of clinic philosophy. It was 

obvious to clinic staff that R's parents worked hard with 

their daught er. At each appointment Mrs R made notes and 

discussed prog~ess and problems with understanding. She was 

delighted by progress but seemed anxious to avoid setting 

her sights too highe Her disappointment seemed directed 

towards this as R's problem. "I worry that she will be 

self-conscious later on and that she will hav·e trouble 
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finding clothes ." 

Parents differ in their ability to communicate with 

professionals and their ability to understar..d wha t they are 

told. Mr a nd Mrs R were fortunate. Without appearing 

demanding t h ey asked detailed questions. This helped to 

create a rapport with medical specialists and the clinic 

staff, the only agencies with whom they had contacte In 

his concern for this family and their problems relating to 

the adopti0n decision, the paediatrician visited the home 

to discuss R's case in an informal atmosphere. Such an 

action, althou gh h ighly desirable, rarely occurs. As well 

Mrs R had n:.a::iy fri ends and interests in comr:ion with the 

psychologi~rt in the clinic. This cculd only have been to 

her advanto.ge .. 

The clinic seemed adequate for Mrs R's needs. She 

soon began taking an interest in otrLer families offering 

considerable support to some. Mr R became involved in the 

running of the: Toy Library . 

R belonead to a child-centred f amily. Although at 

times anxious her rnother was able to organise her time 

around her child ru1d was assisted b~" her husband and her own ., 

mother. H(;r olde!' son attended pla;rcentre giving R many 

incidental opportunities to be with other children and to be 

handled by other adults. 

R appt~ars as a fortunate child$ She has been adopted 

into a sen~;i-1.; i ve, concerned family who are able to under-

stand her n eeds. In contrast to Mr and Mrs B this family 

has received very Gupportive assistance from other agencies 

and clinic organisation appears sati sfactor~· for their 

needs. It is felt by clinic staff that R's particular 



110 

handica p was less destructive in its effects than B's. 

Easier to work with, it caught the i maginations of clinic 

staff i n t :t:a t it seemed to demonstra te the unknown area of 

"learni ng di fficulty". Attached expectations were vague 

and -mo r e e2.sily chE,_llenged while Mrs R's response to the. 

clinic rein f orced positively the efforts of its staff. 

M refe r red to t h e clinic at 8 months. 

This l i ttle gix·l, the youngest (and only girl) of three 

children of a fami l y involved in farming, we.s referred by 

the paediai;r ician. The referral let t er read: 

tt This ini'ant had a birth w ight of 51b ?oz (2407g) 
a n d ges t a t ional a ge 40 we e}:s . She had a s n:aJ.1 eye 
on the l eft side. Since t h en various other 
deveJ.o prrwnts ha ve occur red s uch as a genera l lack 
of muscl e ton e , a tendency to pick up ob j ects 
wi tb the left hand and tr2rn> fer t heir: to t h e right 
a n d a cont inua l watering of the ey es . Very 
ext ensive inves ti ga tions ~ ere carri ed out but no 
e t iclogi cal a gent was foun d to ace; cu..'1t for t h i s 
cli nica l picture. Th e pos s ibility of a 
cy tcmeealoverus inf ection during pregnancy has 
he en rah-;c d_" 

M did no t begin attending the clinic unt il 10 months. 

A tiny l et ha .q ; ic cr,i ld, she gave only minimal response to 

toys. Her breathine; was heavy and h er eyes watered. Her 

mother mention ed a possibility of par tial si ght but this 

could not be a dequately determined until she was more mature. 

Within minutes of her first appointment it was apparent that 

M was also dea f. The Adviser on Deaf Children confirmed this 

while the Ea rr- Nose and Throat specia:!.ist arranged 

hospitalisation so as tonsils and adenoids could be removed 

and tubes placed in the ears. M has a persistent conductive 

hearing los s a dding to a pos s ible sensori-neural problem. 

Hearine a i ds were f i tted at a ge 20 months. M's case 

illustra tes the importance of functional assessment in an 
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informal environment where the child will play. Her lethargy 

probably concealed her deafness during clinic assessments. 

Mrs M had "wondere6.'' if there was something wrong with M's 

heari11g . She did not mention this to others however. This 

is otherwise a most competent mother but M had so much wrong 

and pressures were initially so great on this family that 

the significance of the hearing loss was simply overlooked. 

In this cor.:.t ext clinic programmes are most important. 

With so many problems it was difficult to know how best 

to approach M. Her frailty and easy tiredness prevented too 

much activity. She required stimulation in a wide variety 

of ways highl i ghting her need for her parents' time, yet 

this was a busy family with both parents committed to the 

day-long rrn111::.ng of a farm. M was r,ever neglected however 

and her proe ress was apparent from her reports and the 

pleasure t he paediatrician expresse~ at her development . At 

age 12 ruon~;hs she \ '/&S functioning be:tween 6-7 lllonths in 

large body skills, and 10-11 in vim..;a.l and fine motor skills. 

Four months later progress was hampered by perceptual 

difficulties vJhich appeared associat ed with her visual and 

hearing difficulties. As her strengt h and health improved 

however she began to respond and throughout 1978 progress 

was consistent. In November 1978, a.t age 2 years 4 months, 

M passed the three non-verbal tests a t the Year II level on 

the Stanford-:inet Intelligence Scale (Form L-M). A 

sociable litt. e girl she remains frail but this is overcome 

by confidence and determination. M' s progress was the 

result of h er parents' efficiency. The Adviser on Deaf 

Children commented following a home visit : 
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" I •m so impressed by Mrs rL Last week she had 
thre e appointments to keep, she has the other 
children , visitors turning up, the farm to belp 
wi th yet she had still fo1..;.nd time to mak e the 
scrapbook I suggested. W~en I arrived the other 
morning ~ne had just c ompleted her baking. I 
don ' t know how she does it." 

Mrs M has always shown the clinic respEJc t, carrying out 

every task she is s e t and consulting clinic s taff about 

general problems with her children and the neighbourhood 

children . The clinic appears to have earned the status 

usually given to the paediatrician. PerhapD this is because 

of t he quic ~;: diagnosis of deafness i .i gave but it also could 

be because the paediatrician placed the responsibility for 

learning about M on the clinic's shoulders. He did not 

stat e definitely what M' s problem w&s although he discussed 

his suspicions fully with her parent s . Because of this M's 

parents were not given an~,r idea of what to f' Xpect. They 

were free t o establish their own expectations &""ld appeared 

to feel they had ho pe. Mrs M said: 

"If I'd been told what to expect I might have 
given up." 

Whatever learnine activities were recommended Mrs M 

would carry them out often surprising others with the skill 

and the speed with which she did this . M occasionally 

developed behavioural patterns which interfered with progres s , 

e.g. persistent mouthing . Mrs M handlad thnse objectively, 

ignori ng or distracting when necessary. 

The variety of problems M demonstrated required a 

variety of specialist help. Initially defer•sive, Mrs ' M soon 

relaxed and graduall y began talking about her problems - a 

jealous older s on, a middle child r equiring s peech therapy, 

a farming husband who worked long hours and a difficult 

mother-in-law . It was quickly realised by clinic staff that 
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this mother could be overwhelmed by appointments and because 

she was afraid of this, she had stopped the middle boy's 

speech therapy. Tb.is was explained to the paediatrician who 

took responsibility for keeping pressure fr 0m her. M's case 

demonstrates that e.gencies can be controlled if the family 

is encouraged to communicate its difficulti es. As her 

confidence grew Mrs M began to understand how her time was 

taken up with her daughter and she refused to participate in 

extra activi ties that were not essential because "the boys 

need my time as well". 

The cl inic appeared adequate for Mrs M's needs. That 

she found it supportive was demonst r ated by the occasions 

when she would "drop in" while her daughter was hospitalised. 

This is one of the few families not visited by clinic staff 

although on e physiotherapist occasionally babysat for the 

family. Vi si ting was not considere d necessary however as 

the visiting therapist, Adviser on Deaf Chi l dren and later 

the pre-school teacher from St Dominic's School for the Deaf, 

Feilding , were visiting routinely • . 

Mrs M was observed playing with her children when she 

brought them to the clinic and also with other children. 

She was patient and accepting, observant and thoughtful. 

Although her husband worked long hours he appeared to offer 

support and occasionally visited the clinic also. 

As with H, M's case shows that the parents' understand­

ing of a situation, their ability to carry out recommendations 

and their flexible expectations are important factors in 

their child 's progress. The clinic is used for what 

assistance i t can give and its staff are reinforced by the 

child's progress fee.ling no need to interfere further with 

the family who are confident in their approach to handicap. 
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J referred to the clinic at 14 ~onths. 

J was referred to the clinic by the visiting therapist. 

He had two presenting problems: 

1. Developm~nt was considerably delRyed. 

2. He cried constantly. 

Whether the problems were interrelated and if so which 

one was a consequence of which was not known. A request for 

medical information on this child received no response. 

J was a small, delicate looking child, with blond curls 

and big blue eyes. Very easily t hese filled with tears and 

his bottom lip lowered. Mrs J always cuddle d and soothed 

him to stop the crying . Two conclusions were reached in 

the first a ppointmerit. Firstly, J's cry was too sophist icat ed 

for a child whose d evelopment was apparently so delay ed and, 

secondly, Mrs J never att empte d to cistract him from crying. 

Instead her a ctions reinforced the liehaviour . Clinic staff 

concluded his problem was largely enill tional. In this they 

were in confli ct with all other a gencies unt i l J was 26 

months. 

Isolat ed in their conclusions, clinic Etaff found this 

case amongst the most complex they had to de al with. Many 

factors cont r ibuted to the family's difficul ,.;i es requiring 

specialist assistance in themselves, e~g. Mr J had a 

drinking problem, the teenage daught ers were considered 

"diffi cult", Mrs J was depressed, on tranquilisers a..'1.d had 

undereone psy chiatric therapy. To further complicate matters 

many situations occurred with this f amily without the 

clinic's knowledg e often hampering a ssistanc8 already being 

given. This occurred in part because no one held views in 

common conce r ning the nature of the child's handicap. 
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The determination of others to discover the handicap 

although a necessary thing, caused J's family to believe 

there was one. Cli nic staff consistently sa id to Mrs J 

"there is no handica p that we can discover" but in the 

following paediatric appointment arrangements would be ma de 

for further tests to determine the 11 handica:p". At home J was 

not played with cons istently. His mother wa s depressed, toys 

supplied were inadequate. This child was s eriously "at 

risk" and the retardation he was already showing demonstrated 

this. Unfo r tunately the retardation suppli ed the label for 

the handicap. The family doctor said to Mrs J when J was 

16 months "can't you see he's mentally handicapped". When 

the Society for the Intellectually Saniicapped became 

involved Mr J annot:.nced "the boy's nuts". J's immaturity 

was such tha t Mrs J constantly dressec him in white baby 

clothes. Whereas the clinic was prepared to concede that 

there might have been something pathologically wrong with 

the child it was not willing to acc ept the very low 

expectations that others held for J. Gradually other agencie s 

accepted this and a concerted effort w::ts mad.r~ by all to show 

Mrs J that her child was growing and wa.. s able to do things. 

Enrolment with an informal playgroup helped with this 

adjustment. 

The ins ensitivi ty of various agencies further aggravated. 

the problem. A flow chart has already been presented showing 

the number of agencies who became involved (page 54 ). When 

the clinic a nd the visiting therapist realised what was 

happening t hey made an effort to reduce this number but no 

one withdrew. It mus t be stated that all aeencies became 

involved becaus e the family was referred to them by another 
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agency and they intended goodwill but did not appreciate 

Mrs J's prE:dicament. The clinic of course must be included 

in this crj.ticism. To illustrate: 

:Mrs J arr i ~.red at the clinic with t.r. She looked 
happy and appeare d more self-assured than she had 
f or a long time. In the course of conversation 
the following informati on was conveyed: 

Mrs J - 11 I told the Field Officer (from the Society 
for the :r.ntellectually Handicapped) tha t I did not 
want the Home Help. I had told her before that but 
she kept saying tha t she was available and I might 
a s well use her services. She was a nice person 
but not strong. It took her ages to fasten a 
safety pin. I felt I was helping her." 

Psychologist - "And you obvious ly felt you were 
doing the Society a service in taking her." 

mrs J - "Yes - I felt awful but I ,just have to do 
thir..gs m.Y own way." 

"Who is helping whom?" is an obvious question. During 

the period the Home Help was availabl e J made no progress. 

Mrs J was fre quentJ.y depressed and developed migraines. The 

change in r.Irs J and J once the Home Help left was dramatic. 

Mrs J in one month put on weight, lcoked cheerful, began 

helping tidy t:p thP playroom and played with the other 

children present. In many statements she demonstrated that 

she had at lN'.st understood her child , e.g. "He's started 

crossing hi s eyes ~ he knows it makes me anxious so I just 

look the other way and tell everyone else to also." 

The clini c frequently proved an unsatisf actory situation 

for this family. Mrs J often felt uncomfortable when 

visitors were present and withdrew into a reserved silence 

often with her head down. This worried other parents who 

tried to be friendly but were uncertain about her reaction. 

Noise and movement in the clinic dist r acted J who resorted 

to everything possible to eain attention. He knew it was 

easier to obtain a r eaction if he were distra cted than if he 
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carried out the task he was presented with. Appointments 

were reorganised in an effort to find a time when there 

would be no interruptions and people wanting to visit the 

clinic were prevented from coming when J was present but it 

was almost inevitable that something would happen to destroy 

the confidence and quietness of the room. The clinic's 

difficulty was that it had become one of the local 

educational and medical showpieces and some visitors did not 

always think to ask if their visit wa s apprq)riate. 

At this point tT must be considered a child with a handi-­

cap but it seems tha t much of this ha s been created for him. 

At 28 months he is crawling. He plays in a quiet 

distractiblE~ manner at a 12-14 month level. Babbling is 

becoming more spontaneous. He exhibits a number of obsessive 

behaviours, eye blinking, turning ol:jects around, giving 

incorrect r esponses tc tasks presented, e.g. smiling rather 

than examining a toy, and if he cries he dOf!S so until he 

vomits. The clinic does not feel equipped to deal with the 

complex nature of these pro bl ems. .:_r require s a more 

therapeutic approach using sand, water, music and. movemen-t; 

as well as the presentation of appropriate stimulating toys. 

His family require intensive counselling, but have already 

had a psychiatric referral and communication in this area 

with the clinic is non-existent. 

J's future poses a problem. What the clinic has 

achieved po s es another problem. Cl:Lnic staff can only see 

in his life span so far a series of events that have done 

anything but achieve what they were expected to. 



PROBLEI\TS RELA TING TO CLINIC "FAILURE" 

Failure to t hrive. 

Althouch J not B are considered children who have 
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failed to t hrive the clinic would consider this their problem. 

Thriving relates tc the quality of the relationship existing 

between parent and child as demonstrated in the stimulation 

provided. (Coleman and Provence, 1974). J is an obvious 

example of t his and resembles in some ways the case studies 

described by Coleman and Provence. Children with 

organically - caused handicaps however are not usually placed 

into the c <==~t egory of "failure to thrive" but B's case and 

the descript ion of his sister suggest that much of their 

problem is eni:-ironlncntal al though a ggravated by the handicap 

and its cons equenc es . 

When t his si t 1iation occurs there is usually evidence 

of a disturbed moti1er-child relatio1rnhip but disturbed does 

not necessarily me::m an emotional problem as is demonstrated. 

in J's case , but r a ther an absence of a suitable emotional 

atmosphere f or a c!-1 i ld to develop. Bruner ( 197 4) in his 

discussion on the effects of poverty in childhood refers to 

the mother-ch i ld r elationship in terms of power. Those who 

are effect ive are those who feel thc~y have power over their 

child and set realistic goals for the child to achieve. 

The disadvant aged do not have this feeling of power. 

Adequate parental 8Xpectations set i n an environment which 

lends to emotional well-being will enable . a child to thrive 

whether or not the child has a handicap. In the case of 

handicap a s s istanc e must be given to define those 

expectations . Thi s was demonstrated by Stinson (1978) in 

his research with t he mothers of hea ring-impaired children. 



Coleman and Provence (ibid.) in outlining the 

programmes used to overcome this problem,coonsider the 

prognosis for future development as go od in these casese 
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The correct tbera.peutic assistance must be &-vailable however 

- home asses sments, family counselling , stimulation 

programmes, and possibly hospitalisation or foster-home 

placement, i f the case is severe. 

The problem of a failure to thrive is further 

complicated if there is a socio-economic difference. Three 

children (Category B) who could be described in this way 

have been referred to the clinic: 

a) V.K was brought to the clinj c from the Children's 

Ward. A 16 month old girl she was tiny, not crawling and 

unadventurous . She screamed. througt.out her appointment and 

withdrew from all human contact. Her only response was to 

a small music:i.l to:r. She swayed to its rhythm . She was 

referred b;/ the paediatrician becauf;e of a "failure to 

thrive". He r moth8r refused to attm-1d the clinic and no 

further appoi~tmerrts were made. 

b) T wan referred by the Me dica l Officer. An only 

child s he wa s delayed in large body skills fo r no apparent 

reason. Her mother was anxious, not wanting her to be 

"backward" ., She attended the clinic on one occasion only 

then refus ~ d t o come again. 

c) Chs wa s referred by the Public Health Nurse who 

described him as "failing to thrive". A small boy, the 

youngest of four children, he was considerably behind in 

large motor :skills although coping in a quiet manner with 

play typical of his age group. It was considered however 

that if he d.id not begin to make more use of the space 
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around him the pattern of retardation he was already showing 

would exteLd its effects. The physiotherapist described him 

as a "cot ba by" me&.ning that he was often confined to a cot 

or highchair . Chs screamed when placed on the floor in an 

open space. His mother attended the clinic on two occasions 

only. She was markedly defensive and claimed her child did 

everything that he very obviously could not do. 

Clinic staff considered these t hree car.>es as "tragic". 

In all instances pc=irents obviously cared a great deal about 

their children but simply lacked the power that Bruner 

described and the associated "know-how" to help them. That 

these chi.lur en had a need fer a stimulation programme was 

apparent at th~ time of their appoiLt ments Emd in two cases 

has been proven over time. 

a) Vk was di scovered by the Me cLcal Officer at a ge 3 

years still confined to her playpen and ver;/ retarded in 

overall deve lopment. 

b) Chs and hin older brother he:ve been observed by the 

psycholoe i E:t :i.n a play setting sou:e 18 month s following the 

first contac t made with them. They were very retarded 

overall looking like toddlers rather than of age 2l and 4 

years. 

The fact that t hey did not receive the programmes they 

required at t he clinic is not the fault of their families 

or the clini c. In a ll three cases t he mothe r s appeared 

quite unable t o cope with clinic condit ions, informal as 

they appear to clini c staff. As much as these mothers felt 

inadequate with the clinic staff, t hF1 latter felt inadequate 

with the rno ti1ers. I<'rom all appearan ces these were three 

families who were soc ially different with limited finances. 
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It is quite inappropriate to bring families such as these 

into a forrr:El setting such as a hospital to attend a clinic 

where confi uent informality is required. Cowan and Brenton 

(1975) mention the nee d for commlmity-based programmes for 

socially de prived v.nderfunctioning children* This need is 

also recognis ed by Earladeen Badger (1971) in a mother's 

training project rv.n by the university in Illinois which 

extended its efforts to other centre s . In these projects 

mothers met in groups which followed both mother-centred and 

child-centred progre-mmes, the former to encourage confidence 

and self-esteAm, the latter to educate mothers in play 

techniques . Ms Strat on felt it was not the clinic's purpose 

to solve soci0-ecoi1omic problems (personal communication, 

1978) but clinic staff feel that if they had the extra 

resources s.nd time a more appropriat e community-based 

programme c ou:.:..d be organised for thi s purpose. 

Other Difficult ies. 

Twenty-·or..e children attended tb e clinic for long-term 

:programming. Of t hese clinic staff considered all but four 

were "succes sful" cases. In Category B, seven children 

required long-term programming but appointments were refused. 

Reasons for the cl:i.nic's "failure" or refusal of families to 

attend can be listed: 

Transport difficulties 

La te age of referral 

Marital problems 

Inability to cope with clinic structure 

Another child in the family whose handicap led 
t o unfortunate experienc es for the mother 

Leaving the district 

Psychiatri c illness 

Low expectations 
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Birth of a baby 
Poor progno s is for one chi ld who eventually died. 

In five cas es - J, B, Chs, Vk and T - it is considered 

that t he cli nic con tributed to the difficult i e s families 

experienc ed or did not extend its s tructure sufficiently to 

cope with t heir si t uation. In one ca se (Dl ) the child was 

withdr awn f r om its long-term programme at t he clinic's 

request. Dl's mother worked and was not able to att end 

clinic sessions . Dl wa s frequently hospital ised in either 

Palmerston Horth or Dannevirke and e.lso sper~t considerable 

time at t he Day CaY'8 Centre. It bec ame impo s sible to carry 

out a cons ::_s tent pr oeramrn e with this child whose attendance 

became mos t L"!J.Tatic. r.'.Irs Dl became i nvolvec1 in the Parents 

Group whi ch met in t he evenings but was soon in conflict 

with other parent s attending so wi tll drew a....'1c"l formed a 

volunta ry c;roup of her own. 

SJlan ~.f Norma1i tv. 

In every case dealt with clinic 3taff endeavour to 

stimula t e tha~ chi l d so that it achi eves opt i mal develop­

ment. Chi ldren such a s Rand M demonstra te satisfying 

progres s . Apr.trt from the facts that one wear s a hearing 

aid and the ot her ha s unusual features these children 

appea r q~it e rormal. Other children such as Ly who has 

microcephaly and cerebral palsy have also made satisfying 

progress although in compa rison with others of their 

chronologica l age t hey appear retarded. These are well­

adjusted children with parents who al s o demonstrate 

adjus t ment. The clin ic however is not futur e-ori ented. 

Although its stance is t hat developmen t is C'i.'lilUla tive, 

handica p is s omet hi ng which varies in its eff ects and 
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clinic staff are aware that the "span of normality" with 

each child cannot be estimated . Pugh and Russell (1977) 

warn tha t t hose training parents to be pare::it educators 

must take responsibility for parental depres sion when the 

child reaches a pls:teau because parents can be deluded by 

stimulation techniques into thinldng they ca.n "cure" their 

child. Thi s s ame warning applies when a child has been ill 

or hospitalised. Clinic experience has shown that all 

children in these cases have either stopped making progress 

or dropped back. This can have a very depressing effect on 

parents. I f referrals are early enough and the parent a...'1.d 

child in re eular contact with the clinic so that the 

child's whole development is superv:'.. sed, de::_ays can be 

identified and discussed with parents. M was such an 

example. Al l parents show alarm at a slowi}").g down in 

development and they must be well-i~1f o:".'med () f the clinic's 

limits in s t imulation so as not to adopt faJ.se expectations . 



SECTION TWO: PAHENT REACTIO NS TO ASSISTANCE GIVEN 

Paren t s interviewed were gene r ally helpful in 

answering questio:() S. They appeared to feel that the 

clinic wa~i still i n a formative stage and that their 

comments c ould inf luence the direction in ~hich it 

developed. This a ttitude is also demonstrated during 

meetings of the Pa rents' Group when clinic staff and the 

visiting therapist are present. .Advice is often given 

along with thoughtfully expressed praise and ctiticism. 

Altho ugh the clinic structure and situation was 

criticise(~ , the overa ll impressior- p2rents gave was that 

they liked coming to appointments an t, appreciated what 

the clinic was trying to achieve, claiming it gave a 

variety of support -

"I feel quite confident" 

"You believe me when I tell you things" 

"The tasks make sense" 

"It gets us out of home" 
"I couldn 't ask for any more" 

"You give ".lS time" 

"Made me a ware of what t o do" 

"We meet other people" 
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One mother added t hat she had not really thought about the 

clinic cri t ically but tended to accept what was there. 

The visiting therapist was asked to comment on reactions 

she had r eceived from parents during home visits. She 

stated tha t parents appeared to like the clinic although 

one (Mrs J) had complained about the visitors present. 

In contrast pa rents' reactions to other professional 

agencies show a t~ndency to be nega tive although criticism 

is not usually directed towards tho s e who make home visits 

such as the visiting therapist and various social workers. 

Some of this criticism is at times confusec1 and expressed 
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aggressively. 

Mrs Rd stormed into the clinic with a red face. 
She stood in the middle of the room and declared 
"I'm not a cabbage. I have t wo cousins who are 
doctors and an uncle who is a lawyer. I was a 
herd tester. Surely that means I've got some 
brains? Why do they treat me as if I haven't?". 
This tirade was directed towards a doctor but it 
was very difficult to di scover what the doctor 
had done wrong yet he had obviously offended her. 

Clinic staff often feel caught in the middle of other 

professiona ls and parents. The aggression with which some 

parents express th2ir thoughts must lead to a certain 

amount of caution towards visiting the clinic on the part 

of medical personnel. One such visi t to the clinic led to 

an encount er which required the psychologist to mediate so 

as somethine. was 8.0hieved rather than a shaky relationship 

completely destroyed. When one doctor accepted the 

in.vi tation to ansv1er questions from a group of parents both 

visiting therapists attended with the partial aim of 

keeping control of the situation. The meeting was a succes a 

seemingly because at last parents had the expert there 

with the time to answer questions. For the first time they 

saw a person with a sense of humour instead cf a white-

coated profes sional . 

The problem of lack of information appears to be a 

major caus e of upset on the part of parents. Irene 

McAndrew (1976) noted that out of 116 families interviewed 

three quart ers stated that they lacked information about 

their chi ldren yet most felt they had been given ample 

opportunity to dineuss them. She pointed out that parents 

felt ill at ease ni; appointments, did not understand 

technical terms and felt the professional person was a 

busy person who di d not want his t ime wasted. Clinic 

parents interviewed indicated similar problems. One stated: 
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"I get sick of people saying they're such busy 
people ••• we're all busy. They could get away 
from this god on a pedestal business. It would 
give you girls (clinic staff) some support. But 
with a handicapped child parents do get a bit 
selfish about things. You concentrate on 
yourself and your child." 

Lack of understanding of a child's condition can 

creat e confl ict: 

V has a right hemiplegia and is m~king good 
progress. She is getting all th~ attention she 
requires, positive parent handline and it seems 
time wil l take care of her diffi 1~ul ty. The 
orthopaedic surgeon said to Mrs V "We'll just 
watch and see what happens until she's 7-8 years 
old." Mrs V says "What about now? - I worry 
a bout it now." Mrs V feels left on a limb. 
Time given to adequately explain V's probl em 
would probably solve her mother's. 

Clinic parents ask for time f rom prof~ssionals. This 

will enable both groups to listen t o one a~other. As it is 

they complain of •!elusiveness". They requ:i.. re communication 

that is consistently given from one person and co not like 

to see the paediatrician's "offsiders", as "they never 

seem to know what it's about." To them, t he paediatrician 

or specia list is a very important person because he or sh£ 

has given the first diagnosis and holds a watching brief 

over the chi ld. If that person can identi f y progress then 

the parent feels very rewarded. Because t he raedical expert 

is highly thought of he or she is expected to show 

interest in all the child does. Pare:::its w;·to have received 

home visits have been very grateful but they do not require 

this rather they require a clinic visit. They want to show 

the medical expert what their child can do . They are aware 

that during a medical appointment their child rarely 

performs at his true level. 

Parents are ultimately responsible for the care of 

their child (Lloyd Wright, 1976). In carryi ng out this 
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responsibili ty they show an awareness that childhood is a 

short temporary phas e in a per s on's existence. As Sheridan 

express es i t "it is the prologue, not the whole play." 

(1965). Following childhood is the main phase of life when 

the child wi ll not necessarily have it parent present. In 

the same way as parents become conc erned abcut wills, trusts 

and insurances to protect their child's future, they also 

wonder about job opportunities and what their child will 

look like. Childhood becomes an important time as they 

realise thet what they do as parents will effect their 

child's future. 

Lloyd Wright f 1976) refers to an article written by 

Pearl Buck (1950) ~ho had the experi ence of being the 

mother of a child with Down's Syndrom8. Buck states that 

parents of a child with a handicap have two questions: 

"How can I recover from my sorrow?" and "V/hat can I do for 

my child?". The c l inic's purpose is a response to these 

questions. All parerts interviewed s~ated that they come 

to the clini c to help their child. Most di~ not stop to 

ask what t he clini c was , where it was and who ran it, but 

trusted the often inadequate explana t i ons they were given 

by the referring a gent. 

Those writing about the emotional fac tors involved in 

having a child with a handicap describe a period of shock, 

grief, shame, guilt or ane;er. (Wright , 1976; Stokes, 1976; 

Sheridan, 1965). 

Roith (1963) disputes this pointing out that his 

experienc e working in the field as a psychiatrist has shown 

that the pa rents of children with handicaps are quite 

ordinary normal people who do not s how the emotions 

described . Clinic experience would agree that its parents 
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are ordinary people but they have expressed grief at a 

diagnosis, lack of r ealism about their child, and 

considerable aggression towards these who have presented 

the diagnosis. These feelings are not abnormal as Roith 

seems to be saying but acceptable reaction:-3 to the 

tmpleasant facts of their situation. 

Mrs Ly, a competent, experienced mother, was told: 
"She's not responsive, she can 't even smile." Mrs 
I,y descr ibed her reaction: "He did not leave a 
glimmer of hope; I argued. I fe1t strong dis­
belief." 

Writers suggest that those feelings are helped by time and 

involvement but it seems that involvement is something which 

comes with recovery. This suggests tha t ju.st as there is 

a sensitiv9 period for growth in a child necessitating 
. 

carefully t imed referral, there is also a sensitive period 

for parent involvement. If a child is ref~rred at an early 

enough perLod the clinic staff has opportunity to become 

acquainted wi th the family and to assess their attitudes to 

attending t!:e clinic before beginning clin~. c sessions. This 

need has been felt most commonly with the ~Jarents of 

children with Down's Syndrome who have appea red defensive 

about showing their children to others . In two cases of the 

five children with Down's Syndrome who were referred to the 

clinic, mo t hers did not go outside with their children, 

except for medical appointments, for some months after their 

child's birth. The National Society for Mentally Handicapped 

Children (1974) describes similar difficulties in the case 

of these children. This society di s cusses ~ow parents are 

immediately exposed to other people's reactions to their 

children because their problem is s o obvious. K's parents 

did not take her out. K eventually died. At the funeral a 
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relation stated to the psychologist, "I feel sorry for K 

a:1d Mrs K but I never used to visit them - I couldn't bear 

seeing the baby." 

I nvo l vement is a means of restoring f eelings of 

ade quacy t o a parent. Green and Durocher (1965) describe 

how otherwise resourceful parents f;eem sur:9risingly 

uncerta in about the growth and development of their child. 

One clinic mother interviewed said : 

"I needed to know more. It was 1::i.n advantage to 
be directed by someone who knew more than me • 
••• recommended reading was impor tant. It made 
me feel like a competent person rather than a 
hopeless parent." 

Florence Diamond (1971) emphasises these parental needs in 

the centre she rur..s for infants wi th handicaps in California 

(Elie). A planned programme involve s the mother in a 

learning s i tuatio:c. which is supportive enough to enable her 

to r elax. Through her interaction with her child she 

discovers her impor tance. Stokes ( ·j 975) points out t hat as 

the parents can i denti fY' progress in their child, acceptanc•J 

becomes easier. As soon as this poin~ is reached they 

become more assured of their child' s futur e . 

With involvement can come depenuence. This is a problcn 

that clinic staff has faced with three children. In two 

cases mothers realised their children were overly 

dependent.. One placed her daughter in an informal playgroup 

in an effor t to re;duce this while another made arrangements 

for her da.ughter to play with a neighbour's child. This 

mother complained that her daughter resort ed to many 

measures i ncluding pulling tableclo t hs off set tables in 

order to ma intain her mother's attention. The third case 

remains a problem a s the mother do es not 12ave her child at 
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all even when the child att ends playcentre. Hewett (1970) 

refers to this problem as an effect of handicap. It may be 

that the clinic is reinforcing dependence through its 

programme. A suitably structured playgroup could provide 

a weaning pr ocess for such cases. 

PARENT'S GROUP 

As parents settled into regular appointments they began 

to make friends with other parents always ta.king a great 

interest in their children. On observing t his clinic staff 

decided to begin a parent 's group which co~ld meet in the 

evenings and provide support and ir. fo rmation . All parents 

attending the clin:± c have the oppor t ur ... i ty of attending 

meetings a::i there is not defined. mEmbership or format. 

Meetir1gs are held monthly in the staffroom at Terrace 

End School .. Two out of three meeti ngs are i nformative. 

Clinic staff , medi c: al personnel, teachers, adults with 

handicaps, et::!., h2ve been asked tc discuss specific 

problems wj_th the group. On the t hird e\rer;ing parents 

socialise Yvi thout outs iders, discm~sing mutual problems or 

succes s ful ideas. Gradually parents have formed useful 

contacts with each other. 

Mrs Ly's daughter who has cerebral palsy was 
sliding n:cound the house. J.,tcs Z had an older 
child wi t h spina bifida who did the same so the 
home was organised to meet the child's needs and 
make life easier for her mother. Mrs Ly recalled 
this from a meeting so rang Mrs Z to discuss the 
manner in which she could best help Ly do the 
name. 

Clinic staff and vlsiting therapists e.ttend meetings 

regularly but cont r ol lies with the parents. It is felt 

that the me etings Rre not solving some of the specific 

problems Q group of parents might have, e.g. facing up to 



life with a child with Down's Syndrome, but it has been 

decided tha t these are special needs which can be met 

separately .. 
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The clinic is grateful for the enthusiasm so many of 

its parent s have shown because in organising the meetings 

they are extending the clinic's purpose and filling in the 

gaps the clinic can.not cover during its Thursday afternoon 

sessions. 
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CHAPTER SIX 

CONCLUSION 

The object ivef; of the Developmental Clinic have been 

incorporated into I)Olicy by the Depurtment of Education. 

Thi s evaluation of the clinic gives rise to certain 

implications which are relevant if the clini c's object::i.ves 

are to be realis ed ~ 

A MULTI DISCTPLINARY APl)ROA CH 

Although the clinic appears to be working with other 

agenc ies towards a common purpos e i :i fact this is not 

happening . I nstead a gencies work i n a parallel fashion and 

do not adec.~uately corrununicate their purpose to one another. 

The integr~ted approach required wi th a philosophy in 

corrunon t her efore does not exist. 

The c j_ i ni c must be part of a c ool'dina iad plan of action. 

To achieve this it must intrude into an ar8a whi ch is 

traditiona l ly the domain of other s . Because it considers 

its s trategy and a ssociated philosoph:r essE;ntial to the 

handling of those with a handicap , it must a lso extend its 

ideals to 0thers. This is no easy task and could well 

offend those who are already working in this area with 

skills that the clinic simply does not havt:. 

A comprehensive approach is one based on shared ideas 

requiring information to be communicated. Ideally parents 

should be i nvolved at this stage. In this way family 

pressures can be r ecognised. It is as much the behaviour of 

others towa:r·ds families that threatens their fee l ings of 

inadequacy as it is the existence of the handicap. To 

encourage parent involvement with a programme or with 



treatment is to share the responsibi lity of its outcome. 

Helping agencies, professional or non-professional, are 

there to a ssist. They are not there to increase handi­

capping .effects by imposing additional effects on the 

.family. 
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Who is to coordinate this approach rai s es a further 

problem. Traditionally the paediatr ician ha s been the co­

ordinator of treatment plans. It i s sugge~: ted that the 

visiting therapist is now doing thi s in Palr~erston North. 

Whoever does it must have the required understanding of 

the philosophy basi c to the approach adopted. This 

implies tha t the clinic may have to consider this its role. 

In fact it does not matter who does this if adequate 

communica t j_ on between the agencies exists. Within the 

clinic how nver it is the responsibiJity of the psychologist 

to ensure ntaff fully understand st r ategy c:1.~1.d procedure to 

ensure a consistent appro2.ch. 

A CENTRAL i3l1SE 

In part difficulties in coordination exist because the 

family do not have a central base to attend. Instead they 

attend a var iety of specialists, professiona l volu..l'ltary, 

educational and medical at different bases. The family 

must go to the specialist in the present sy·stem rather than 

the system going to the family. Such a scattered 

orga..l'lisa tion leads to an unreliable attendance on the part 

of specialis ts as immediately they are resp0nsible to other 

sources as well as the family concerned. Appointments at 

a central ba se, r emoved from other interruptions would help 

overcome thi s difficulty. 

It is felt that the clinic is most conveniently sited 
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with medica l personnel but it is suggested that the ideal 

base (in k eeping with clinic philosophy) is removed from 

the Hospita l., A c ornmuni ty base seems most appropriate 

allowing for an ir.formali ty that ins ti tuticns do not alwa.ys 

achieve. 

THE OVERALL CO NCEI"r Il'lVOLVED 

This is implied in clinic philosophy which has some 

natural ext ensions which should be given recognition. The 

clinic as part of a multi-disciplinary team must be linked 

to other ed'.l.cationa l facilities in a way that encourages 

ongoing st ructured intervention programmes.. A gap appears 

to exist betv1een the clinic and pre--school~>.. Informal 

playgroupf> A.re few in number and nc.-t; all c3-inic children 

are suited to them. An "earlybird' ' playgroup such as those 

described by Stra·~ on (personal comn1unication , 1977) is 

necessary . Children would attend as a group in contrast to 

the indiviCiual at t ention given in the clinic and teaching 

programmeo aft.opted w:hich would coordinate the skills of 

various t herapist s and. provide an approach similar to the 

clinic's. This would enable the clinic to concentrate on 

the young infant and avoid having ·i.;o work with the toddler 

whose needs a re not entirely met by clinic programmes but 

who canno~ a ttend another facility. 

The Toy Library also has an i mportant part to play 

in this total approach because it involves the parents. 

Ideally it should have a permanent site of its own and this 

would be ffiost appropriate in a central base alongside the 

clinic and the playgroup. 

EDUCATION 

A problem exists between those agencies which adopt a 
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specialist approach using a variety of expertise to do thisf 

e.g. the e:caphasis given to Piagetian theory by the clinic. 

Knowledge such as this i s not necef;sarily shared by others 

but is often essential if the diffe r ing approaches are to be 

understood .. The suggestion given by the visiting ther2.pist 

for an education group where ideas can be exchanged is a 

useful one. Such a group could provide the stimulus for 

research i nto topics related to infant handi cap. Extending 

the clinic's purp0se in this way may provide some means of 

understanding the problems of early identification. 

CLINIC STRUCTURE 

The clinic does require a fac ility of' its own. This 

must have certain features: 

1. It must have access to a playroom. 

2. Withdrawal facilities must be available ao as 

distracti ble chil(lren and less confi clent pJ.rents can be 

catered for withont interruption e r embarrassment. 

3. An observation room with or:.e-way mirror would be 

useful for visitors although wherever prac t ical visitors 

should participate. 

4. The clinic must be accessib:t.8 so that families do 

not have added pressures in attending . 

TRANSPORT 

As long as the Department of Education discriminates 

between school-age children and pre-school children in the 

provision of tranEport to special educational facilities, 

it is making only a token gesture to its policy on early 

intervention. This argument now extends to the f amilies of 

infants who are without transport and have the opportunity 

to attend the clinic. 
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THE ROLE OF THE PSYCHOLOGIST 

The clinic's approach questions the roles of its staff 

and associated ager~. ci es. The psychologist must provide a 

vari ety of expertisP. - teachin8 , counselling and assessment. 

whether a psychologj_ st should carry out all thes e tasks or 

whether a social worke r or teacher should be employed to 

carry out one area of work needs to be considered. 

I rnme diatel;y· such a move means one m0re agency or person is 

working with the f vmily but it also releases the 

psychologist so as the clinic's fo rmat can be extended, eog. 

by home vii::i ts and assessments and the gree.ter availability 

of counselJing . A'~ this stage the psycholo gist just copes 

with the complex role required. If the clinic extends its 

orga...'1i sat:i on thus lengthening the time its staff is involved, 

the questioning of the psychologist' s role becomes more 

relevant. 

SPEECH THERAPIST 

A spe ech therapist has an essential p:Lace in the cl inic. 

Whether he/she is medically or educatj.onally based is of no 

consequenc e with r egard to qualifica t i on but because the 

clinic is an educat ional project i1eaJ. ly the speech 

therapist should b e employed by the Education Department. 

INFANT EDUCATION 

Infant education has a place in the community not 

directed s olely towards the infant with a handicap but also 

towards: 

a) The infant whos e difficulty is environmental 

requiring a coIIUilur;ity-based approach which is less 

threatening for t~c mother. 
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b) All infants. This would provide all parents with 

the opport 1Jni ty to enjoy their children as clinic parents 

appear to. '.l1here is no reason why educational information 

cannot be coordinat ed with the information that is already 

made avail2.ble to pa:rents through Pl unket a.nd the Public 

Health Dep::trtment. 

In conc lusion it should be stated that all tho s e who 

have worked in the clinic have foun d it rewa rding and 

stimulatint; . Ii'iuch of the credit fo r this IL.ust go to Ms 

Straton and those who had the foresi ght to support her 

desire to initiate this project. 
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TABLE 1 

Indicates persons who attend the clinic with the child 
receiving long-term programming . 

F: Frequently. O: Occasional 

Child- mother Father Si bl- Other Pri end Hel ping 
ren ing Relation Agency 

~ -
F 0 F 0 F 0 l!' 0 }:<, 0 F 0 
-

Rd x x x 

Ly x x x 

v x x x x 

B x x x 

M x x x 

R x x 

Kn x x x 

s x x 

Cy x x x 

Kir 
" 

x x x 

J x: x 

Je x. x x x x 

Mc x x x x 

c x 

p x x x 

K x I x x 

Dl x x 

17 16 3 10 3 1 4 

I 

l 
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This table inJi cutes the services offered each child t hat 
have becorrn directly invol vGd in that chi l d 's handi cap . 
The childr(jn listEod are those rec ei vins lo~.-l£;-t erm pro cra~:rrn­
ing at the Develoµa ental Clini c. Asterisks indicate t hose 
f amili es without transport i ncluding three f amilies where 
member s mus t t ake time off work to come to appointments . 
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TABLE 3 
Indicates the chronologica l age at referral 

and t he agency referring. 
. 

s:: .i:: 

~I ro . • +> 
·rl ..i:: '+i rl . 
() E-i ct; ro § .§ rl ·rl 
·rl 0 Q) Q) z, 0 C\l 
H till ::r: rn ' rl 0 s 

+> s:: rl H ]I H..S:: ..i:: 0 
ro ·rl ro () ::.::l Q) u () ::r: +> 
·rl +> () ·rl :<:.-; Ul (/) s:: . . Q) 'd ·rl ·rl rl § t ·rl ~-t I 

Chronological Q) Ul p., 'd p !> rd Q) !> H 
al ·rl . Q) ::.::l 

rl ' 
'd . QJ k'd rd Age Poi > 0 ~ P-1 Poi I ~A Poi~ l='-1 

0-3m 2 
I 

4-6m 3 1 
7-10m 4 1 1 1 

11-14m 1 4 I 

15-1 8Ir 4 2 1 1 
( 1 ) 19-22m 1 

23-26m 2 1 2 

27-30:nl 1 

- . 
31-34w 1 

(2) 
34m + 2 

--
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H 
<I! 
8 
0 
E-t 

2 

4 
7 

5 
8 
1 

5 
1 

1 
2 

(1) "Lat e" referrals. (2) Children asse ss ed only. 

TABLE 4 
Indica tes the chronologi ca l a ge a t referra l 
and the major handicap presente d a t referral. 

;:.., 
'd 8 rl +> ]f~ . - ,;! Q) 0 s:: '" ~1 f..< I-; E H ..G ·r1 till Q) 
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4-6m 2 1 1 4 
7-10m 1 1 2 . 3 7 

11-14m 3 I 2 5 

( 1) 15-18m 1 1 1 2 1 2 8 

19-22m 1 1 

23-26m 1 1 3 5 
27-30m 1 1 

31-34m 1 1 

( 2 )34m + 1 1 2 
-

5 5 1 1 1 2 6 2 10 
-

( 1) Late Referrals. (2) Chilciren asses s ed only. 



TABLE 5 

Indicates years in which referrals made 
and the chronological ages of children 

referred in those years . 

Chronologi ca l Age pre1977 1977 1978 

0-3m 1 1 

4-6m 1 2 

7-10m 2 3 3 
~ -

11-1 4m 1 4 

15-1 8m 1 6 1 

19-22m 1 

23-26m 4 1 

27-30m 1 

31-34m 1 

34m + 1 

-· 
TO'i'AL 4 18 i3 
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"Late" 

Referrals 
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TABLE 6 

Ind i cates the presenting broad diagnosis of 

childr en receiving long-term programming in 

the clinic. Asteri sk i dentifies twins . 
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TABLE 7 

Indicat es s pecific problems handled by the 

physiothe r a pist during 1978 with children 
receiv ing long-term programming . 
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TABLE 8 

Indicates specific problems handl ed by 

Speech Therapist , June-December 1978 . 
*Two children were not receiving long-term 

progr amming . 
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TABLE 9 

Indicates specific problems the psychologist 

has dealt with during 1978 with a group of 

children r eceiving long-term programming. 
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