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Abstract

The purpose of this study was to describe residential treatment
of emotionally disturbed children and present follow up data aimed at
assessing treatment “"success™ in addition to assessing the significance
of pre-treatment, treatment and post-treatment variables as related to
successful aaaptation to the carﬁnmity following discharge.

The subjects were all graduates of Westfield Diagnostic and
Treatment Centre in Edmonton, Alberta, fourteen years of age and over.
A survey was designed and mailed to the graduates along with form H
of the Money Problem Check List. Of 160 questionnaires sent 83 were
returmed.

Likert Scale ratings of adaptation variables, pre-treatment
variables, treatment variables and post-treatment variables were used..
Pearsan Product-mament correlations were applied to examine four null
hypotheses :

1. There were no significant correlations between family ties

during treatment and adaptation at the time of survey.

2. There were no significant correlations between adaptation
to the institution and post-treatment adaptation.

3. There were no significant correlations between instituticnal
circumstances during treatment and adaptation at the time
of the survey.

4. There were no significant correlations between situational
factors following discharge and adaptation as indicated by
the survey.

Findings of this study indicated a high degree of
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treatment success measured in temms of successful post-treatment adapta-
tion. Of graduates swveyed 77 percent were living in commmity place-
ments. The remaining 23 percent were living in institutions for juveniles
or adult offenders. Approximately 46 percent of these children were
enrolled in commmity schools with the majority (approximately 16 per-
cent) taking diploma or generai school programs. Approximazely 19 per-
cent were not working or attending school.

Major post-treatment problems areas as identified by the Mooney
Problem Check Iist included social-psychological relations, hame and
family, morals and religion, personal-psychological relations, and
finances, living conditions and employment.

Overall correlations substantiat;ed the four null hypotheses,
however, a number of specific correlations were significant. The
nature of situational factors after discharge were most predictive of
post-institutional adaptatiom. Family involvement and extent of therapy
in treatment was seen to be important in successful treatment of emo-
ticnally éisturbed- children as was the quality of staff-child relation-
ships. Positive adaptation to the institution did not forecast adequacy
in the post-institutional environment. The impact of the family situa-
tion prior to treatment was reflected in post-treatment adjustment at
school and work. Students who had commmity school exposure before
leaving the institution tended to adapt better to cammmity school
placements following discharge. Beyond a certain length of time insti-
tutional treatment had a detrimental effect in terms of later adaptation

to the cammmity.
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Chapter I

Introduction

A popular musical recently shown in most North American theatres
was based on a nineteenth century novel by Charles Dickens. Its name
is "Oliver" and it has many happy scngs. But it has its sad songs
too, and one of these "Where is Iove" (Sung by Oliver Twist) is a
reminder of not cnly the plight of crphans and overworked children
of Dicken's England, but of needy children everywhere - in those
days and these.

Tn the nineteenth century, almshouses, workhouses, and
orphanages were the chief answers to adults and children requiring
commmity care, but around the turn of the century things began to
lock up for needy youngsters. Enlightened and interested persons
leamed of the importance of family contact for all childr.en, however
needy and the age of the great foster family movement was ushered in.
Since then improvements in social develogre:tprograms , adaption
practices and protection services have alleviated many general types
of child need.

Yet, while worthwhile gains have been made evidence has indicated
that emotional disturbance is the most widespread and cxrippling of
childhood diseases. In 1962 in its brief to the Hall Royal Commissicn,
+he Canadian Mental Health Association made what it called a vexry
conservative estimate that between 5 and 10 percent of all children
show signs of mental and emotional disturbance. By the time children

reach adolescence the brief stated the percentage of those showing



emotional and social disturbance, ranging from psychetic behavior to
those who have becane disenchanted, alienated, hostile and full of
fear will very probably have risen to about 15 percent. Fram these
children come many of those who are delinquent. Dr. Angus Hood, director
of the Toronto Mental Health Clinic, has stated that including thousands
of children passing through temporary maladjustments, it is reasocnable
to say that of every class of thirty~five children six or seven need
extra help for emotional adjustment.

The acuteness of the problem has been most recently ocutlined

in ne Million Children —the Celdic Report (1970) which stated:

a) Twelve percent of the population up to
nineteen years of age, or no less than
a million children and youth in Canada
today require attention, treatment and
care because of emoticnal and learning
disorders.

b) In any other field, a problem of this
magnitude would be heralded as an acute
epidemic or a national disaster.

C) We deplore the fact that the specialized
clinic ar specialist all too frequently
assumes no respansibility for treatment
and the parents are left to start their
difficulty search again.

(The Celdic Report, 1970).

The Purpose of the Study

Whereas emphasis has been put on the need for increased treatment
facilities for emoticnally disturbed children, little evaluative research
has been done on existing programs to determine their effectiveness and
thereby set guidelines fur future expansion of treatment facilit:ies.

In the province of Alberta, Dr. W. R. N. Blair in 1968 conducted
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a study designed as a critical examination of all provincial aspects of
mental health services. The purpose of the study was to produce ideas
and recammendations which would help improve services io the point where
they would become camprehensive, integrated and adequate. In addition
to calling for general treatment, coordination and wnificaticn of
qovermmental departments involved in the treatment of exwticmally dis-
turbed children, the report described regionalizaticn of existing ser-
vices as most insufficient and ocutlined the following as essential
for providing an adequate standard of care and treatment in a region—
a) a diagnostic and assessment service.
b) in-patient treatment facilities of a
particular kind, including provision
for education.

c) day-patient and out-patient treatment

in association with special classes
in the school system.

d) emergency service seven days a week.

e) supportive and rehabilitative services

in the commity.
(Blair, 1969)

Treatment and education of emoticnally disturbed children and
adolescents was described as requiring the provision of space, which
is not always present at conventional hospitals and not necessarily
requiring other costly hospital sexrvices. Suggested as a facility
was a small cottage-type unit which as a part of an overall treatment
camplex could meet diagnostic treatment and educational needs of
emotionally disturbed children.

The residential treatment model outlined in the Blair Report



was not totally new to the treatment scene of the emoticnally disturbed
in Alberta. In 1964 an Edmonton Diagnostic and Treatment Centre pilot
project based on a concept of milieu treatment or therapeutic environ-
ment was initiated to meet regimmal diagnostic and treatment needs of
children. Using the Westfield Edmontcen Diagnostic and Treatment Centre*
as a focus it was the purpose of this study to describe residential
treatment of emotionally disturbed children, and present follow-up

data aimed at assessing treatment effectiveness.

Statement of the Prcblem

It is uncertain what happens to the graduate of a treatment
centre for the emoticnally disturbed and what treatment camponents
were significant to those who managed to adapt to commamity living.

Allerhand (1961) noted a marked temptation when considering
directions for research in residential treatment to embark cn a
project to evaluate treatment results. He stated:

there are meny kinds of research cne
might wndertake in a treatment insti-
tution but none engenders such immedi-
diate interest and curicsity among
colleagues as a follow-up study ....
one can immediately conjure up visions
of demonstrating the effectiveness of

a program or at least implying that it
campares favorably with that of other
institutions. (Allerhand, 1961, p.7)

*The name was changed in the fall of 1972 from Edmonton

Diagnostic and Treatment Centre to Westfield Diagnostic
and Treatment Centre.



Current intzke criteria, however, were found to be not precise
encugh to permit measured corparisans between settings. Also txeat-
ment "success” was fomd to be defined in varicus ways.

. "Success" in residential treatment ~:i.s e of the most elusive
concepts to define and translate into researchable terms. Fanshel
(1962) emphasized the uniqueness of each childs prognostic baseline
from which change must be measured. Alt (1960) painted to the
speculative nature of appraisals of lmng term treatment results.

He stated

the progress of more of the cases can be
adjudged a success or failure in any
definitive sense. All have shown change

in scme aspect of their perscnality and
behavior. Whether the positive changes
will be lasting, whether these young

people will be zble to meet successiully,
the prablems of living which will confrcnt
them, vhether the demands of new life situa-
ticns will ovexrwhelm them; or whether our
work thouch meager in its immediate results,
may still bear fruit in their later lives —
these questions cannot be answered. i
(alt, 1960, p. 305).

Although a child may show significant changes in intrapsychic
adjustment cne cannot categorize him successfully treated umless he
can function in accordance with realistic expectations and societal
standards. One might define adaptation as the degree to which indivi-
duals master external reality while achieving a sense of inner wnity
and continuity with society. The degree of adgptatim would seem to
be the most crucial indicator of treatment success.

Matsushima (1965) déscribed the majority of cases typical

of those admitted to residential treatment as lacking the development



essential to inner change. Thus in these cases he stated progress

in treatment was liable to be stxongly affected by the quality of

family involvement during treatment and the institutional circumstances.
In essence the enviramments ability to support a child and the quality

of family ties were seen as being as significant as the child's character-
istics in determining treatment outcame.

Progress or “"success" was stated in terms of a total case modi-
fiability, the treatment camponents of which included individual modi-
fiability, family involvement and institutional circumstances.

Allerhand, Weber and Haug in their research in 1971 found that
positive adaption to the institution did not forecast adequacy in the
post institutional environment and pointed to the significance of
situational factors after discharge as well as a need for commmity
involvement during treatment and aftercare programs.,

Methods and Procedure

In attempting to determine tae degree of adaptation of graduates
of Westfield Diagnostic and Treatment Centre, all graduates fourteen
years of age and over as of June 1971 were chosen for a follow up
study. '

Subjects were selected from discharge records at Westfield and
included 111 males and 49 females who were located using files from
the central office of the Department of Health and Social Development.

Viewing "treatment success" in an adaptive sense, a survey was
designed and mailed to graduates in an effort to relate pre-treatment
variables, treatment variables and post~ tment situaticnal factors

with adaptation at the time of the survey.



Also administered was Form B of the Mocney Prcblem Check List
in an effort to better assess the subject's post-treatment adaptation
as well as identify ocommon problems experieﬁced by graduates of the Centre.
Hypotheses

As a result of inconclusive evidence relating existing motions
of post-discharge adaptation with pre-treatment, tyeatmen* and post-
treatment variables, and the contradictory definitions of treatment
success, the hypotheses stated for the purposes of this study were in
the form of null hypotheses.

The hypotheses to be tested for Westfield Diagnostic and Treat-
ment Centre graduates included the correlations between adaptatio as
measured by:

a) residentidlsetting at the time of survey.

b) school and/or work situation at the time of survey.

c) post-treatment self-assessment of adjustment and

d) problems as rated on the Mooney Prcblem Check List and

variables probing:
i) pre-treatment situations
ii) family ties during treatment
iii) individual modifiability and adaptation to institution
during txreatment ‘
iv) institutimal circumstances
v) situational factors following discharge
The mull hypotheses were stated as follows:
1) There were no significent correlations between family ties

during treatment and adaptaticn at the time of the suxvey.



2) There were no sicnificant correlatiorsbetween adaptation to
the institution during treatment and individual modifiability
during treatment and post-~treatment adaptaticn as indicated
by the suzvéy.

3) There were no significant correlations between institutional
circumstance during treatment and adaptation at the time of

4) There were no significant correlations between situational
factors following discharge and adaptaticn as J.ndlcated by
the survey.

Definition of Texrms

Family Involvement: viewed in texms of wardship at time of

admissicn, family stability as seen by the subject and involvement of
the family in the treatment program.

Adaptation tc the Institution: defined by response to the

"colar system" (described in Chapter III), formation of relationships
with staff, emergence of feelings of guilt during treatment and utiliza-
tion of treatment facilities and assimilation of treatment objectives.

Instituticnal circumstances: included type of residential setting,

type of school setting, type of therapy exposed to peer influence and
interaction and length of stay during treatment as assessed by the
subject.

‘Situational Factors Following Discharge: included placements

following discharge and self appraisal of problems experiences at home,

in school and in the camumity following discharge.



Limitations of the Study

In addition to previously mentioned limitaticns of definition
and approach to the problem of residential treatment of emotionally
disturbed children and evaluation of its effectiveness, generalizations
drawn as conclusions in this study were made in licht of the following
limitations.

In meny followupstudi&sofﬁ'xisnamretherespmsetoa
questionnaire-type survey is usually unfavorable, especially for those
individuals having difficulty coping following discharge. Conditims
of sample mortality and motivation to answer honestly, therefore, were
limiting factors in such a research design. More specifically not
included are those who could not be located or had moved since being
located at the time the survey was mailed.

Instrument limitatiens constituted a third area of design
weakness withadesi@edsmveyofﬂﬁsmtnevalidresponsestosme
questions depended upn accurate memory of a past situation. FResearch,
however, recently conducted by Allerhand, Weber and Haug (1966) has
demonstrated thatreport;snadebyd!ildrenregardingtheir treatment
experiences were significantly accurate. Responses were checked with
data available cn files. In additice the Mooney Problem Check List
hasbeenccnstructedforavarietyofpuz;x:saandoffersnosingle
index of validity or reliability. It can be concluded however that
while problem check lists are designed to reflect changing situations
and experiences in the individual Cese they nevertheless exhibit
sufficient stability to warrant general program planning on the basis
of survey results.
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Organization of the thesis

Following the introduction of the nature and purpose of the
thesis in Chapter I, a review of the literature related to emoticnally
disturbed children and treatment programs was discussed in Chapter II.
Chapter III contained a discussion of the treatment program at westfield
Diagnostic and Treatment Cenitve. Chapter IV presc-ted a description
of the design of the study along with method and procedures of collect~
ing data. The information gathered via questionnaires, files and
Mooney Problem Check Lists was categorized and presented in Chapter V.
Finally, a summary d;talned from analyzed data and recommendations and
implications for further research were presented in Chapter VI.



Chapter II
Review of Related Literature
Introduction .

The term emctional disturbance has been defined in many ways and
has been used samewhat loosely by both professicnals and members of the
lay public. Variocus terms such as maladjustment, deviance, delingquency
and behavior disorders have appeared frequently in the literature.

Cohen in her 1968 study of terminology, substantiated Kirk's
(1962) suggestion that the way a behaviaral situation was described was
largely a function of the cbservers orientation. While a boy's parents
might have regarded their son as being a "bad boy'.' his teacher would
have regarded him as "incorrigible" and a social worker might have
called him "socially maladjusted™. At the same time the psychologist
might have referred to him as "emotiocnally disturbed".

Traditionally, emotional disturbance has been regarded in texms
of labels denoting types of psychopathology. This procedure although
useful in comunication between certain homogenecus groups of diagnos—
ticians has been of limited use to the educator and child care workers
who are more concermed with effect than cause.

Attempts to determine the incidence of emotional disturbance
accarding to Barlow (1966) have been greatly camplicated by the lack
of a camnly accepted definition. As a result incidence figures vary
according to the definition and identification criteria employed.
Glavin and Quay suggested in 1969 that greater significance should be
attached to patterns of maiadjustment than to incidence of emotional
disturbance.

11
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Earlier findings which suggested that twice as many boys as girls
were identified as emotionally disturbed were supported by McCaffrey
and Cumming's 1967 study. Their findings indicated that 78% of the
boys and 66% of the girls identified as being emotionally disturbed
also had learning problems. This study strongly suggested that in
many cases observed behavior problems may be secondary to other basic
problems.,

Early History .

Tracing historical accounts of emotional disorders of children
has amazingly enough indicated an absence of such literary menticn be-
fore the eighteenth century,FolKklore which has seized upon every con-
ceivable aspect of human life has been peculiarly silent. The biological,.
medical and fictional writings had nothing to say. This dees not
warrant the assumption that infantile emotions always ran a smooth
course in the past and that the occcurrence of their disturbances is a
relatively recent phenamenon. The truth is that, aside from occasional
pious pleas for nmdescx;.'ipti\ephilant?mpy,- our ancestral lawyers,
physiciars and philosophers seem to have been indifferent toward the
afflicted among many categories of the young and, for that matter,
of the grown-ups as well, It was not until the decades immediately
before and after the French and American revolutions that the new
doctrine of the rights of the individual engendered an unprecendented
spirit of humanitarian reforms. For the first time handicapped
children were seen and heard.

A seven year old offspring of an aristocratic family, whose

father remarried after an wmhappy first matrimony who offended her
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'ndble and godfearing' stepmother by peculiar behaviar was described

in the masterful autcbiographical novel Sir Grune Heinrich by Gottfried

Keller (1921) in whose native village the incident had taken place in
1713.

Esquirol (1838) reported cn the cases of three "little hamicidal
menomaniacs? Descuret (1841) told of a boy taken away- fram a nurse
who had lived with him for his first two years, who grew pale, sad
and marose, refused to eat, and did not respond to his parents. This
literary account indicated the first emerging desire to lock for pos-
sible explanations of deviant child behavior on other than pseudo theo~—
logic and pseudamoralistic grounds.

Mardsley (i867) inciuded in his Physiology and Pathology of

Mind a chapter on "Insanity of Early Life". In it he tried to correlate
symptonatology with the development states at the time of onset and
suggested classification of infantile psychoses.

In the last two decades of the nineteenth century, attempts
were made to collect and aorganize existing material in monographs of
"psychic disorders®™, "mental diseases" or "insanity of children”.
There were texts by Ebbinghaus (1887) in Germeny, Moreau de Tours
(1888) in France and Manheimer (1899) in Ireland. There was a
tendency toward fatalism which saw disorders as the irreversible results
of heredity, degeneracy, masturbation, overwork, religious preocccupa-
tion, intestinal parasites or sudden change of temperature.

In 1900 Ellen Key, the famous Swedish sociologist, made hexr much-
quoted prophetic annauncement that the twentieth century was des-

tined to be "the century of the child". Abcut that time the diaries
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of Preyer, Daxrwin, Pestalozzi,Tiedmann and cother writers expanded by
Stanley Halls questionnaire had paved tteway for the new science of
deve]qnmtal psychology and the monumental work of Binet, whose first
draft of the psychametric scale was made public in 1905. This was the
year in which Freud an the basis of elicited adult patient's reminis-
cences had given literary form to his theory of infantile sexuality.
Three years liter, Clifford Beers introduced the idea of the preven-
tion of mental illness, focusing on the need to intercept behavioral
deviations at the time of their earliest appearance.

Yet it was not until the 1930's that consistent attempts were
made to study children with severe emotional disturbances from the
point of view of diagnosis, etiology, therapy and prognosis. The
change occurred with the realization that children were not immme
to the iumsxraepeﬁnd&scribedasdatmtiapraecmcandrefened
to by Bleuler as the group of schizopghrenias. Dr. Sanctis (1925)
had suggested the "dementia praecocissima" for an assortment of marked
disturbances appearing in preschool age. Ssucharew (1932) in Russia,
Intz (1937) in Switzerland and Despent (1938) began to search for clear
demarcation of existing variations in onset, symptams and course.

In the 1940's a period of controversy and confusion was inaugu-
mtedbecmseofﬂeparalleladvomcyofbma&tiﬂeticaltrends.

M the cne hand, there was a tendency to pre-Kraeplinian indefinite-
ness. Beata Rank (1949) introduced the notion of the "atypical child”
with intended disregard of any distinctions between childhood psychoses,
mental defect and any other form of "severe disturbances of early

development®. Problems of mother-child relationships were declared
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to be a comon causative denominator. Szurek proclaimed categorically:
we are beginning to consider it clinically

fruitless, and even unnecessary to draw any

sharp dividing lines between a candition that

ane could omsider psychmeurotic and another

that one could call psychosis, autism, atypical.

develcmrent or schizophrenia.

(Szurek, 1956, p. 513)

n the other hand there was a decided disinclination to house an assort-
ment of heterogeneous clinical entities wunder cne supposedly common
etiologic roof. Kanner (1943) outlined the syndrame of early infantile
antism., Mahler (1949) described a form which she named symbiotic in-
fantile psychosis. In the same year Bergman and Escalona called atten-
tion to what they called childven with umusual sensitivity t& sensary
stimilation. Bender (1954) seeing the origin of childhood schizo-
phrenia in a maturational lag at the enbryonic level, subdivided the
condition in three clinical types: the pseudo defective or autistic .
type; the pseudo neurctic or phobic dbsessive campulsive, hypochondriac
type; the psewdo psychopathic or paranoid, acting out, aggressive,
antisocial type.

It is indeed strange that seek as one may it is impossible to
find anyvhere a definition of the term "emoticnally disturbed child"
which has been used widely. It seems to be used at times as a generality
with no terminclegic boxmdaries and at other times with reference to
certain psychotic and near psychotic conditions. This point is important
and seems to be a major limitation of past, present and planned research
in this field.
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The Therapeutic Milieu

Déspite the controversy surromding the definition of emotional
disturbance the need for treatment of emoticnally ‘disturbed children
became apparent. Following many unfortunate initial treatment philoso-
phies based on group custodial care of children, perceiving the needs
of institutional populations as habit training, vocaticnal education
and wholesame cutdoor living, a concept of therapeutic envircment
began to gain acceptance. In addition, people began to see the ulti-
mate goal of institutional treatment as being to return the child to
his camunity with the ability to cope with problems and live in_
caparative peace with himself and others. Involved in this approach
was the creation of a ﬁerapeutic environment for each child in which
the totd iife was planned toward resolution of conflicts, the develop—
ment of e Strengths and the adoption of standards of behavior. Regard-
less of the broad diagnostic category of disturbance — schizophrenic,
neurctic, or severe character disorder, the need for a therapeutic or
helping experienm‘ that caombined treatment by the envircnment with
individual, clinical and remedial services was accepted as a coramnon
approach to the problem of returning the child to the camunity.

Definition of Therapeutic Enviranmment

To define a therapeutic milieu is a somewhat complex task be-
cause of the variation of resources, physical and geographical settings
available to different agencies. There are, however, fundamental
principles and characteristics that were famd to guide the develop-

ment of the therapeutic milieu in any setting.



Phelan (1962) stated that since treatment of disturbance in
children was accepted as a clinical undertaking ocne must continually
assess the child in terms of his health, his pathology, his abilities
and liabilities, and his life patterms and experiences in order to
understand him and how he became that way. He further stated ...

ane must understand that he is not anly a

disturbed child but that he is a child and

has needs of a child -- biological, spiritual,

educaticnal, social and psychological. He

must be nurtured by loving adults who under—

stand him. (Phelan, 1962, p. 2).

What was distinctive was the mamner in which the ingredients of life
were designed, the pacing and the doseage of life experiences. As

in all extra mural treatment, human relationships were seen as provid-
ing the key to basic learning.

In his bcck, The Therapeutic Cammmnity, Maxwell Jones viewed
treatment per se as existing in nommal interactions and life exper-
iences of healthy, camumity life. Phelan (1962) indicated that
children separated fram their commumnities and families need an
Jnst.lmtlcnal envirament that was focused as much as possible on
the "reality" world of living with a greater number of prescribed
relationships with people than the child might have in his own
cawumnity. This framework of interperscnal relationships with staff
therefare became a setting with a well-defined therapeutic goal for
the individual child. Phelan stated:

the environment necessary for treatment must,

therefore be benign and accepting, one in

which moral standards are high, cne that

camunicates a feeling of security to the

child that results in self-expression and
learning as well as insight conceming
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interpersanal prablems. (Phelan, 1962, p. 3).

Dubois (1967) described the essentialsof a residential treatment
pProgram for emoticnally disturbed as involving:

a) firm external controls

: b) provision for an an campus school specifically tailored to
the needs of each child

c) exposure of the children to mature consistentand responsible

adults who could provide a wamm yet firm relationship with
the child (Dubois, 1967, p. 30).

lassiter (1966) identified the following goals in the care
of emoticnally disturbed children:

a) a relationship based on trust

b) safe limits on impulsiveness and aggressiomm

c) a respect for the child's needs for individuality and

autonomy .

In considering elements of a therapeutic environment cne must
lock at the child and the environment and how they act upon each. The
fundamental purpose of a therapeutic envirament was seen as being
the impact of a planned or prescribed program of living within the
institution that would help the child retum to the cammumity.

Redl and Wineman (1952) outlined the importance of such
elements as physical equipment, rules and regulaticns, policies for
governing behavior of staff and children, the strategy of selected
life siﬁuaticns from all rescurces in the agency, and the implementa-
tion of these decisiomns.

Also to be considered according to research in this area were
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the basic attitudes of the staff toward the child and the skill and
technique required to work in such an institution. Although it was
generally recognized that certain innate personality characteristics
were helpful, a great deal of effectiveness was seen as depending on
the setting of the agency and the creativity imagination and motiva-
tion of the staff to carry cut the treatment program. Among other
important elements cutlined were the day to day program of structured
activities including school, recreation, child care practices around
meals and bedtime, the association of children and adults and the
activities of children with cne another.  2An arderly environment was
seen as tending to lessen the child's fears and anxieties and encourage
potentialities for growth and adjustment.

In addition to the clinical assessment of the population the
arganizational structure of the institution was seen as an important
element in such an enviroment. Plelan (1962) stated:

the duties of all participating disciplines with

the institution mast be clearly defined and co-

ordinated in addition to being flexible to the

needs of the individual child. This requires a

administrative sensitivity at all time to the

population being served and to the resources

of the staff. (Phelan, 1962, p. 4).

The opportunity for free cammunication and integration among these
various members of the team was seen as essential to the child's total
experience and provided the rationale for frequent meetings, canferences
and other forms of informal integration of staff.

Therapeutic value was also seen in a relationship between a

carefully screenad and supervised volumteer and the disturbed or
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delinquent child. Commmication, verbal and nen—verbal, of an interested
and participating commmnity was seen as helpful in lessening the feelings
of rejection that children in institutions commonly feel. Volunteers
have contributed greatly in creating a reality envircnment for children
in such settings and have decreased the isolation and sterility of
institutional living.

2Ancther feature outlined by early research was the need for
assignment of staff and the formulation of groups of children and
adults such that interactions were tension minimizing. Implicit in
this reduction of tension was the understanding and cbjective of re-
directing aggressive and/or destructure activity into socially.accept-
able and constructive activities in addition to fostering transactions
which are mutually need satisfying. Matsushima (1962) on his research
o the residential treatment of emotionally disturbed children stressed
the importance of group work describing residential treatment as afford-
ing an ideal laboratory for the investigation of group concerns. He
stated group work knowledge must be an integration of a maltiplicity of
processes with its major tools including informal social activities
as well as verbal commmication. The group workers responsibilities
were viewed by Matsushima as including:

a) the institition as a whole

b) development of purposeful recreaticn program

C) direct leadership in treatment groups.
Behavior Modification

Essential for the effective residential treatment of emcticnally
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disturbed child is the ability of the milieu to change or modify
behavior.

In the 1700's Rousseau wrote an hypothetical account of rearing
a child, Emile, in which nhe pProposed procedures to prevent or to
eliminate problems he felt were caused by adult's social interaction
with children. In dealing with Crying, he advocated withholding
adult attention for crying and instead attending to the child when he
did not ary — a procedure markedly similar to that.used by Hart,
Allen, Buell, Harris and Wolf (1964) to eliminate inappropriate crying
of children. Rousseaus hypothetical account of child-rearing proce-
dures and the envircrmentalist philosophy of Ioche and Cordillac
influenced Jean Marc-Gasport Hard (1962) in his attempts to civilize
the Wild Boy of Aveyron from 1801 to 1806. Itard's attex'npts to |
remediate the behavior problems of the wild boy included procedures
for training nonverbal and limited verbal imitation, for matching
physical objects and for dGrawing and writing which were markedly
similar to those used by Lovaas and his colleagues in 1966 and 1967
with schizophrenic children. Sequin, a student of Itard, further
developed and formalized Itards procedures and established schools
for the education of retarded children in England, France and the
United States.

After Sequin, however, the only portions of these therapeutic
procedures which seemed to persist until present day were preschool
programs which were heavily influenced by Maria Montessori, a student
of Sequin.
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The social leaming approaches assumed that devient and adsptive

behaviors were acquired during the process of interacting with people.
Tt also assumed that cne of the main compnents involved in the teaching
process were the cansequences applied by cne person for the behavior
of the other person.

| patterson (1969) made the assurpticn that many deviant child
behaviors are acquired and maintained as a function of positive social
reinforcers supplied by the peer group, teachers and the family. There
were a number of studies which provided cbservational data sMg
that reinforcing contingencies were provided by peer groups for a
wide variety of deviant child behaviors including aggression (Patterscn,
Littman and Bricker, 1967)., delinquency (Buehler, Patterson and Furmess,
1966) and disruptive classroam behaviors (Ebner, 1967). The data
collected showed that even mothers provided reinforcers for deviant
behavior (Hawkins, Peterson, Schweid, Bijou, 1966; Wahlex, 1968;
Patterson, Ray and Shaw, 1968). The hypotheses and preliminary sup-
porting data agreed in underlining the fact that the social environ-—
rent is quite “irrational" in its support of deviant behavior.

These preliminary findings suggested that the generalization

and persistence of intervention were less a matter of stimlus generaliza-
tion (mediated or otherwise) and more a functicn of reinforcement control.
while generalization of effects necessarily varied as a functicn of
similarities in the stimulus properties of the setting it was felt
wnlikely that such stimulus control was of mxch importance beyond the

first few responses emitted by the child. Thus acccrding to Patterson
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(1969) the focus of intervention was seen as being the alteration of

the sccial System within which the child responds. In such an approach
it was seen as becaming necessary to program not anly the changes in the
reinforcing contingencies supplied by the dispenser, but also to provide
the reinforcers necessary to maintain the behaviar of the dispenser.
Sare Related Research cn Treatment Programs

Although a number of studies have been dme at various institu~
tions, Matsushima (1965) has pointed out the difficulty in canducting
such research and the meaninglessness of many of the findings.

No single criterion or a mechanical total~

ling of several criteria appears to reflect

the interaction of intrapsychic and enviran-

mental influences associated with successful

treatment. (Matsushima, 1965, p. 6)

Minimally Matsushima (1965) favored the concept of adaptation,
in which a child's observable ability to find satisfaction in a harmony

with reality was Primary. Embodied in this cancept were the features,

intrapsychic adjustment. Siatuaticnal determinants were seen as Pro—
minant detemminants of treatment cutcare and Matsushima(1965) stressed
the quality of family involvement and institution of social factors.

Goldsmith (1963), in his articie on treatment milieu based en a
study at Cedar Knolls School in Hawthome, New York stated mental
healing to be the result of interaction and residential treatment
programs for children as involing hour by hour management in all phases
of living. The milieu was seen as canstituting the attitudes of

persannel around the child forming a psychological atmosphere.
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Ierman (1968) pointed out the tendency of institutional research
to demonstrate success an the basis of reinstitutionalization rather
than realistic means.

Cowden (1966) rated neurotic and socially delinquent groups of
45 and 63 boys, respectively, after a two year period. No significant
differences were found between the groups for instituticnal adjustment
but the neurotic delinquent should significantly more positive post-
release adjustments.

In 1964 Reiner demonstrated the capacity for social adaptability
that adolescents possess when normally close relationships with
parental surrogates are provided.

In his study of personality pattems of pupils in special
classes for emoticnally disturbed, Quay {1966) had teachers rate child-
ren cn a check list of problem behaviors. Factor analysis of the inter-
correlations 6f the behaviors indicated that three factors could accomt
for 76 percent of the variance. These were labelled conduct problems
or wunsocialized aggression, inadequacy or immaturity and personality
problems or neuroticism. Results were conscnant with similar studies
that suggested different programs for emotionally disturbed children
be available depending upon the primary behavioral characteristics.

R.W. Persons in his research at the Airfield Conneticut School
for Boys, used ability to finction outside the institution as his
criterion for progress and found treated boys showed more improvement
o a variety of psychological test measures after forty sessions of
group therapy and twenty sessions of individual therapy than did a

control group who had no treatment. A follow up check done ten months
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after each boys release found fewer back in institutions and more

employment among treated boys than among those not treated.

In a follow up study of 50 poorly adapting boys at Bellefzire,
Allerhand, Weber and Haug (1966) found:

a) There was relatively high success, both
within Bellefaire and at follow up,
despite the severity of disorder within
an institutionalized populaticn.

b) Positive adaptation to the institution
did not forecast adequacy in the post-
Bellefaire envircnemnt (Children ade-
quate at discharge were hot necessarily
adecuate at follow up) .

c) The nature of situational factors,
particularly after discharge was signi-
ficant.

4d) Implementation of the aftercare plans
suggested by the Bellefaire staff was
important.

e) The child who actively participated in
the comumnity (school and/or work) was
most likely to make an adequate post-
institutional adaptation.

f) Iength of stay was not sicnificantly
related to adequacy of post-institu-
tional adaptation.

g) Reports made by the child about his
therapy experience were significantly
accurate.

(Allerhand, Weber, Haug, 1966, p. 152).

A study done by Neimen and Woolley (1971) assessing treatment
results in six residential treatment centres in Manitdba indicated three
areas in which a large proportion of the children were fimcticning be-
low a minimal level of adequacy.
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a) School
b) Relationships with peers.
c) Adjustment to family living.

Related Research on School Programs

Essential to any residential treatment concept for emotionally
disturbed children is a school program geared to the needs of the
individual child. A

Faar (1970) outlmed besic principles essential to educational
approaches with emotionally disturbed children. Fundamental here was
the premise fhatthee:wtimallydisturbedchildcculdleamwhich
called for an extinction of old school patterns. Faar called for a
setting which demonstrated new pattems and reinforced the new learning
by showing scheols to be a place where gratification and predictable
environments can exist and where help is available.

Atcheson and Alderton (1964) pointed out the need for an agency
dealing with psychiatrically disturbed children to maintain liason with
camumity schools so as to pemmit placement in commmity schools once
a child is ready.

Hay and Ochen (1967) in their disucssion of perspectives for a
classroanfordisturbeddmildrensu;gestedthattoseekadhemnceto
accepted norms of behavior was to confuse goals with current readiness.
It showed a lack of ccnszderatwn of the controls of deviant behavior -
the gap in developrent, constricted experiences, self-defeating defense
mechanisms, conflicts, anxieties, physical and family .tram\a which

resultedinfailuetomlpla:gemmbersofchi_ldxen.
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Hollister and Goldstan (1962) outlined a beginning effort at a
taxonamy of methods used in special classes for the emoticnally dis-
turbed and pointed to methods of motivational live and perceptual re-
training along with processes of diagnosing and reinforcing ego strengths
and using group develomment methods as trends for the future.

Hewett (1967) described the engineered classrocm with a purpose-
ful, controlled and productive a’ams?here. Basic to this concept was
the behavior modification model requiring the use of a teacher aide and
tangible rewards. Observation suggested that the value of checkmarks
and tangible exchange soon gave way to the satisfaction of succeeding
in school, receiving recognition as a student from peers, teachers
and parents.

The Elgin special class for emotiocnally disturbed children was
opened in 1964 with three dbjectives:

a) Reconditioming of deviate nonintegrative classroam behavior.

b) Attainment of academic achievement commensurate with abilities.

C) Eventual return to the regular classroom with adequate be-

havioral and academic functicning. To achieve these goals
children were admitted at an age amenable to reconditioning
(age 6-10 years), parents became involved in therapy, an
effective plan for educaticnal diagnosis was devised and
individual programs of remediation were develcped on the
basis of diagnostic findings. The following diagnostic out-
line was devised:

i) determination of capacity far learning using intelligence
testing and personality evaluation.



i11) evaluation of achievement.

iii) determination of discrepancy between achievement and

capacity.

iv) analysis of diagnosis which included an evaluation of

perceptual abilities believed to be directly related to

classroam achievement and areas of difficulty exgosed by

psychological and educational testing.

v) plan for remediation, which was directly related to

diagnosis and considered cne problem at a time.
An evaluation of the program nine months after its conception revealed
that the class was achieving its goals. New and more flexible patterns
‘of behavior had been learned, enabling integrative adjustment to pre-
cipitating situations. Academic progress was three times as great as
prior to special class assignment with five of seven students originally
admitted having returned to regular classes.

Bloom (1966) in his discussion of psycoeducaticmal aspects of

classroom managenent outlined ratianal for effective program procedures
for the emoticnally disturbed:

a) reducing the level of anxiety which leads to
disorganized behavior.

b) cutting down cn stimuli action in the class-
room by using a shield board.

c) allowing a phobic child who becames anxious
vhen new learning material is introduced to
retum momentarily to familiar material then
move ahead.

d) providing appropriate age reading interests.

e) responding to correct and wrong answeres in
a neutral way since correct and wrong has



strong cannotations of good-bad and love-~
reject.

£) helping a child accept "I don't know" and
failure as a part of learning.

g) using academic regressicn introduced by the
teacher to further strengthen basic skilils
in such a manner that self-esteeme is not
injured.

h) substituting campetition with cneself for
intense campetition with others.

(Bloam, 1966, p. 383).

In their paper presented at the anmual meeting of the American
Orthopsychiatric Association Fieland Herbig (1970) generated a number
of assumptions regarding the inter-relationships of education and '
therapv: '

a) The learning alliance and process and the therapeutié alliance

and process are essentially congruent reciprocal developments.
The teacher and therapist carrying cut their fimctions in a
carpli:mtaxf manner based on shared, accurate diagnostic
understanding of the chiid can effect substantial and pexr-
_manent alterations in the child's learning disability.

b) The classroom was seen as a place to implement change with
the group interaction system affording the teacher an unique
diagnostic opport:umty as well as leverage for the therapeutic
intervention.

c) The therapeutic progress and its cutcame may be decisively
affected far the good ar ill by the vicissitudesof the teacher-
child interaction.

d) The classroam experience, while it activates many of the same
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kinds of conflicts that arise in therapy puts its emphasis
an the side of "adaptive ego". The teacher must understand
and utilize conflict and anxiety in the services of the
learning task even though his focus unlike a therapist is on
the task rather than the wderlying conflict. Field and Herbig
émucluded that through the functiems of an cngoing process
between therapist and teacher a school could provide:

i) an extended diagnostic field of dbservation which has
important mpllcatlons for treatment planning.

ii) an action laboratory to study, test out and formulate
new ap"proaches as dictated by the ever changing developments
in therapy and in school. |

iii) increased therapeutic impact through unified and
simultanecus intervention of teachers and therapists.

iv) an opportunity to develop a new breed of "clinical
educator”.

Admissions to Institutional Treatment in Alberta

D.D. French (1969) tabulated admission statistics during the
pericd November 1968 to October 31, 1969 which were stated by the
thild Welfare Admissions Committee as indicative of the number of
expected applications to be dealt within a given year.

During this period the Child Welfare Admissions Camittee con-
sidered a total of 341 applications. Thirty-four percent of the total
applications came from agencies in the City of Calgary; 46 percent

fram agencies in the City of Edmontm.



Breakdown by Age and Sex

Of the total applications 57% were for male children and 43% for
female children.

Of the processed applications 87% were for children over the
age of ten years and 67% were for children betweer the ages of thirteen
and seventeen years while 60% of the applications processed were for
children between the ages thirteen and sixteen years.

In the age group under thirteen years of age, only 23% of the
applications wexe for females but in the age group over thirteen years

of age, the percentage of females increased to 52%.

Table 1

Status of Children Admitted
to Institutional Treatment in Alberta

Status Male Female Total % of Total
Temporary Ward 65 63 128 37.5
Permanent Ward 48 19 . 67 19.9
Non~Ward-Care 12 12 24 7.0
Social Allowance 9 4 13 3.9
No Welfare Status 25 20 45 13.2
Under Apprehension 35 - 29 64 18.5
Totals 194 147 341 100.0

Shortly after this report, departmental policy was amended in
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that all children placed in child care institutions had to ccre under

ane of the child care programs (temporary or permanent wardship or

non-ward care) .

Table 2

Marital Status of Parents of Children Admitted

5 Institutional Treatment in Alberta

Marital Status Nurber
Married and living togethexr 80
Married and living apart 119
Iegally separated 3
Divorced 63
Living common-law 15
Camon-law but living apart ' 40
Child of ummarried mother (surrendered) 21
One parent deceased < 5
Both parents deceased , 4
Total Cases considered ’ 341

Of cases considered, 72% came from "broken homes" (parents
married but living apart, legally separated, divorced or cammon law
- 1living apart).



Table 3

Racial Origin of Children Admitted
to Institutional Treatment in Alberta

Father Mother Total % of Total
White White 209 . 61.4
Metis Metis 51 14.6
Indian Indian 21‘ 6.2
Negro Negro 1 0.2
White Irdian 10 2.9
White Metis 21 6.3
Metis - White 9 2.8
Metis Indian 10 2.9
Indian White 4 1.4
Indian Metis 2 0.7
Negro . White 1l 0.2
Negro Indian 1l 0.2
Oriental White 1 0.2

Totals 341 100.0
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Thirty-seven percent (128/341) of the children cansidered came
fram families of Indian or Metis extraction. This figure was seen as
significant when one considers that native people camprise a small
percentage of the general population.

During this period the Westfield Diagnostic and Treatment Centre
admitted eighty-five males which was 43.9% of the total male applications
approved and fifteen females which was 10.2% of the total female applica-
tions approved.

Comiittee Recommendations

On the basis of their research the camittee recammended that the
Child welfare Branch give pricrity to:

a) increasing the campetence of regional social workers ard
supervisors to make sounder assessments.

b) including family counselling as a major function and respon-
sibility of field staff inwvolved in carrying out the child
welfare programs.

c) strengthening the roles of receiving centres and detention
centres from custodial services to that of dbservation,
assessment and recammendations regarding placement.

d) insuring sibling contact in cases of apprehension.

e) improving discharge planning and follow up services far
children in institutiens.

f) training workers to enable them to give foster parents
specific and intensified support in their workings with
wards.

g) investigating the possibility of creating special foster



hames in which parents are better equipped to deal with
emotionally disturbed children.
h) surveying caseloads to Getermine the extent of the prablem
of placement of older teenage wards.
i) cmdtnc&gasmreyofchildrmpresentlymdercareto
determine the extent of prcblem children who are below
average ability.
Summary
Ocnsidering‘research findings in the area of emotional disturbance
a comn  theme has pointed to procedures for identifying, understand-
ing, and working with children affected by emotional disability.
Described as essential to the residential treatment of emotionally
disturbed children is the creation of a therapeutic environment which
'wi]_l co-ordinate interdisciplinary therapeutic involvement SO as to meet
the individual growth needs of the children who live there. Plamned
relationships and experiences of interaction between adults and children
along with the establishment of a healthy rezality world were seen as
forming the basis for a therapeutic enviranment which would enzble
fméticnaluseofretedialamiclinicalsenrices.



Chapter III
Westfield Edmonton Diagnostic and Treatment Centre
History

O August 1, 1964, a pilot project to study and put into practice
proposed concepts for a Diagnostic and Treatment Centre for emotionally
disturbed children became operational at the Edmontcn South Side RBoys'
Home. The South Side Boys' Home had become availzble as a temporary re-
source and testing ground because the city had moved all boys being held
a juvenile charges to their new Detention Centre.

Although feedback from this pilot project resulted in a green light
for construction of an Edmonton Diagnostic and Treatment Centre, delays
involving completion of plans and construction problems held back opening
mtil July 24, 1967. Basic to this philosophy of treatment was the con-
cept of therapeutic environment or milieu treatment for emoticnally dis-
turbed children. Initially the Centre was operated through the Homes and
Institutions Branch of the Department of Health and Social Develooment.
Iater, the responsibility of the cperation of the Centre was changed to
the Child Welfare Branch. Presently, the Centre answers administratively
to the Homes and Institutions Branch and consults with the Child Welfare
Branch as far as the treatment aspects of the program are concerned.
Setting

The camplex is not isolated from the cammmity but, located within
the City of Edmonton in Alberta. It is of modern architecture so as not
to stand in stark contrast to surrowmding hames and consists of three
treatment wnits, three smaller cottages, an administraticn building with
an adjoining school, a recreation building and group homes.

The grounds are landscaped to include small rlaygrounds, a skating

rink, a sports field, a covered walkway extending between units and several
small patios.
' 36
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Planned architecture in the units follows a ranch style decor
with high beam celings, a large kitchen, dining and living area with
an open fireplace, a craftroom, a small gym, a workshop, sewing and
lamdry roams, staff rooms, an office, a piano room and two doms -
one for males and the other for females. There are mainly single
roaoms with the shared rooms containing no more than three persons.
Cottages are constructed along the same style, although smaller and
perhaps more like other hames in the commmity.

Seven group homes - five for boys and two for girls, are located
in the cammmity but staffed and adm:.nlstezed through the Centre.
Status of Child

All children who are admitted to the Centre are the responsibility
of the Director of Child Welfare of the Department of Health and Social
Development, and are categorized in one of the following classifications:

a) Permanent wards - includes all children whose parents or

guardians have relinquished all their rights to the welfare
of that child and the courts decide this step to be in the
best interest of the child.

b) Temporary wards - includes children who have appeared before

a Juvenile Oourtwhe::e a decision for wardship has been
made on grounds of parental neglect or lack of cmtrol or
delinquent behavior by the child in the hame, commmity or
school. In the case of temporary wardship, the parents
retain involvement but have no jurisdiction over the child.

The child can be a temporary ward for three years.
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c) Non-ward care - includes children whose parents have requested
the Director of Child Welfaré to accept responsibility due to
their mablla_ty to cope with their child's behavior at home,
&.hool or in the cctmnm:.ty. o

All children classified as pemment ar temporary wards must be
classified as such through a court order, whereas childfe.n cn non-ward
care are clasgified through the signing of an agreénent between the
parents and Director of Child Welfare.

All fe&zrais to the Westfield Diégnostic and Treatment Centre

must be initiated through any of the regional offices of the Department
of Bealth and Social Development and involve completion of a case étudy

application vwhich is then forwarded by the Admissions Comnittee.

wrth their family by the intake social worker at the Centre who, alcng
with the Director, unit or cottage social worker and school principal,
form the Centre's Admissicn Cammittee.

The UThits, Cottages and Group Hoes

At Westfield Diagnostic‘ and Treatment Centre the unit or cottage
is the living wnit for the child. There are two open wnits which house
approximately tiventy chil@ren and cne closed with locked dcors for
children who need a more structured setting becaue of their inability
to maintain themselves in the less structured settings 'ch:wghcm" the
rest of the camlex or because of their history prior to admissim.
This wnit houses approximately twelve: chlldren. Azes of children in
units usually range frem about 12 to 16 or 17 years.

The cottages offer less institutional programming, and structure



- and cater to the younger children or those ready to cope with more
respansibility but perhaps not quite ready for a comumity setting.
There are three cottages which house approximately ten children.

frem as yong as 2 or 3 years (although admissions this young are rare)
to 14 or 15 years.

The group homes are designed to meet a variety of needs:

a) They are a resource for permanent wards who have been through
a series of foster homes which have failed, and £ind group
homes less threatening since they can first relate to the
peer group in the hame.

b) They are a rescurce for temporary wards or nc-wards in cases
where the child may stiil be having same interperscnal rela-
ticnship prebicus that nzed to k2 worked out befurd they are
able to retixrn to their parents.

c) They are a rescurce for children who are still in need of a
great amount of emotional support while they are mzking the
adjustment to cdmmity and family living fram a more struc—
tured instituticnal setting.

Their schooling and recreational activity is all cammmity based
with a social worker from the Diagnoétic & Treatment Centre maintaining
contact with the schools and the commmity resources as well as acting
as a liaisawwith the social workers at the regicnal office.

Staff Structure and Respansibilities

The staff at the Centre cmsists of a director, social workers,
a recreation directar, child therapy coumsellors, a nurse,

houseparents, instituticnal service workers, codks, a suply clexk and



stenographic and clerical office staff. Consultamts consist of a
psychiatrist, psyc’nologists, a pediatrician-neurclogist, and endocrin-
ologist, an opthamologist and sewveral dentists. There are also staff
members fram the Department of Public Works emploved at the Centre for
caretaking, maintenance, carpentry and gardening.

Each unit or cottage is headed by a social worker whose respon-—

sibilities include:

a) contact with regional office social workers as well as cothers
involved with the child and his family.

b) supervision of the Child Therapy Counsellor II employees and
indirectly all employees in the wnit or cottage.

c) .general administration of the unit or cottage as outlined by
the director. .

d) liaison with other members of the treatment team, psychiatrist,
psychologist, school officials, physician, nurse and child
thérapy comsellors. The social worker attends all case
conferences involving children under his supervision and re-
ports on social history, individual and group casework and
family therapy.

e) coordination of up to date records of all children in the
wnit or cottage and submission of reqular progress reports
to people cancerned.

f) staff placement and assessment in the unit or cottacge.

g) organization and co—ordination of reqular staff meetings
and participation in in-service staff develogment programs.

h) initiatimand maintenance of contact with families of
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children in the unit or cottage, instituting family therapy
wherever indicated. '

i) facilitation of comumnity contacts for the child.

j) group therapy and facilitation of therapeutlc encounter of

staff and children.

(ne of the social workers serves as a co-ordinator and consultant
for intake, volunteer programs, and family therapy.

Working with the social worker in the wnits are treatment teams
headed by a Child Therapy Counsellor II employee. The team approach
with the units was not part of the original philosophy of the Centre
however, was experimented with in 1968 and adopted in 1970. Advantages
of a therapy team approach within the unit were felt to included in-
creased consistency with the children as well as increased staff co-
ordination and balance. .

Respansibilities of a Child Therapy Cowmnsellor II employee
includes: .

a) supervision of a staff of Child Therapy I workers on a

shift basis.

b) maintenance and development of an enviramment necessaxry for

therapeutic programming.

¢) observation and recording of the day to day experiences of

each child which are pertinent to the child's develooment.

d) attendance at case conferences and co-crdination of resi-

dential reports relevant to the case wnder discussicn.

e) understanding the philosoghies, cancepts and goals of therapy

programs within the unit and imparting the philoscomuy to
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emplovees unéer his supervisicn.

f) evaluation of staff members and volunteers working on his

team.

Respansible for carrying out the bulk of the therapeutic inter—
acticn are the Child Therapy Comsellor I exployees whose responsibilities
include:

a) providing and sustaining a home and family-life envirorment.

b) establishing and supervising a realistic haome of daily

routine.

c) assisting in and planning leisure time programming.

d) facilitating the establishment of good perscnal habits among

the children.

e) meaningful participation and uderstanding of all facets of

uit programming.

f) reporting regularly to the Child Therapy Cownsellor II on

progress and difficulties of each child's adjustments.

g) reporting mmthly and at case conferences cn group iiving

progress of assigned cases.

Responsibilities of Housemother II's and I's in the cottages
roughly parallel those of the Child Therapy camsellors in additicn
to including cocking and other damestic responsibilities. Houseparent
responsibilities in the group hames are similar to those of foster
parents.

The School
The school program at Westfield Diagnestic and Treatment Centre

is operated by the Institutional Services Branch of the Edmonton Public
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School Board. The school staff consists of a principal, a vice-principal
and teachers. The school is of a remedial nature, individually designed
to help the child overcare his learning problems as well as his class—
roan behavior problems. The classes are kept small usually under ten,
to maximize individual lesscn planmning. A success orientation is stressed
with little emphasis on grading or failure. Children are placed in
classrooms so as not to feel ocut of place an the basis of age, size,
or leaming ability. An individual program for each student is planned
an initiated through the media of scholastic ability test mechanisms.

The classroams, architecturally, msgrble the modern theme of
thé overall complex yet have provisions to facilitate general re—develcp-
ment of deviant, non—-integrative classroom behavior. Most classroams
are situated in the administration-schcol complex, with additional
roans in each of the three wnits. The closed unit has its school
program within the unit.

Examining basic goals of the school program involwves an analysis
of priorities, Of initial importance in this regard is the develcopment
of sccial adjustment to the school envircnment. In light of progress
shown in adaptation to the school envircnment, remediation prograrmed
an the basis of academic evaluation is embarked upon. The intention
of the institutional program is to bring about sufficient change in
school behavioral patterns so as to enable the child to be re—zbsorbed
into commmity life. Remediation is therefore geared to "short temm
treatment” with movement to an outside school being encouraged as
socn as the child has demmstrated he can cope adequatley with sccial

aspects of his school setting and is sufficiently receptive to receiving
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instruction. Commmnity school placement is selected in light of
resources available to meet the “long term educaticnal needs" of the
child.

Criterion for admission to the school includes residence at
"the Centre. 2Additicnal screening factors include severe physical or
mental handicap. Children who appear to have the ability to fincticn
in a cammmity school upon admission are encouraged to do so.

Initially classes are organized primarily on a peer campatibility
basis with additional consideration given to social history and residen-
tial group living assesémants. Subsequent reorganization involve learn-
ing levels and individual learming needs.

Individual student assessments constitute the basis for educaticnal
planning and are formed by pooling essentially three data inputs. Of
initial consideration are past educaticnal records which are requested
as intake requirements. A second input is provided by psychametric
testing data dbtained by the psychologist and presented at each case
conference. A third input is that of the teacher's cbservation and
assessments. At case conferences learning capacity is compared with
achievement with the resulting discrepancy providing the focus for
remediation.

To attain the short term cbjectives of the school program at the
Edmonton Diagnostic and Treatment Centre exmhasis is placed on gratifi-
caticn and predictability. Some of the principles incorporated within
this philosophy include:

a) individual teacher contact

b) reduction of confusing classroom stimulaticn



c)
d)
e)
£)
9)
h)

i)
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establishment of realistic working levels in verious subjects.
simple progression in learning.
avoidance of excessive frustration and anxiety..
cansistency.
structured and directed activities for those who need it.
allowance for individual differences.
balancing academic work with craft shop, recreational and

social activities.

Modification has been employed with particular emphasis in the

area of reading, where a monetary system was implemented and used for

the purchase of tangible rewards.

In addition to focussing on the leaming problems of each

individual, the school setting provides an extended milieu in which

to increase therapeutic impact and evaluate treatment dbjectives.

OConsistency of school and residential cbjectives are assured by case

conferences every three months at which time all disciplines involved

co-ordinate an overall treatment plan. Despite this additional function,

however, the role of the teacher is not confused with that of a counsellor

in the eyes of the children. The classroom is seen as a means of pro-

viding the child with tangible measurable evidence of his ability to

achieve progress and grow.

‘Philosophy and Treatment

Westfield Diagnostic and Treatment Centre was established for the

overall treatment of emotionally disturbed children. Children who are

admitted have experienced little love or understanding of their feelings

and needs from adults during most of their childhood. Although sane
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appear capable and healthy, these children usually feel worthless, hcpe-
less and distrustful of themselves and adults. Ir contrast with other
children, their time energies are not spent in learning and growing but
instead in hiding their true feelings, avoiding close relationships with
adults and provcking adults into rejecting them as did their parents.

To provide a program for such children necessitates the creation of
envircnment within vhich t:eatnént can be functionally implemented.

The perscnalities and behavior of emoticnally disturbed children are
distinct from cother cammmity children since in most cases these re-
flect anger and problems in dealing with their inner feelings. The
underlying motivation of such behavior and treatment of the same creates
a need for fundamental understanding of principles of child development
and growth.

Westfield Diagnostic and Treatment Centre begins with the needs
of the individual child. The carbination of professional assessment
data made available in case conferences and interaction of those in-
wvolved in the envirormental setting provide the ingredients for the
establishment of a therapeutic milieu. The program at Westfield
Diagnostic and Treatment Centre deoes not recognize the principles of
change in youngsters' behaviors as resulting fram any one discipline's
contribution but rather the contribution of all disciplines as members
of a team, continually assessing the positives and negatives of
persanality and character formation, and prescribing the necessary
treatment direction within the therapeutic commmity.

Each child is case conferenced every three moenths, at which

time assessment is made in texms of his total makeup including his
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perceptions of himself, his behavior and sccial adaptation within the
therapeutic environment aznd his hame setting, with the ultimate objective
of returning him to his hane cammmity as a respansible and productive
pexrson. Attér:djng case conferences are the director, social worker
fram the Centre, the regicnal office social worker, the psycholcgist,
the psychiatrist or other consultant persammel who may be invoived, the
teacher and principal or vice-principal from the Centre, the school
psychologist and teacher if the child is attending an outside school,
the child therapy counsellor and the nurse. Each member has a wmique
and distinct role in both assessing the sickness and health of each
child's growth and in providing the necessary treatment and services
to enable the youngster to overcome and/or adapt to his illness both
at the Centre and in his hore cammmity.

Conferences begin with the social worker from the Centre pre-
senting a summary of social history and assessments regarding individual,
group and family therapy. He is usually followed by a regional office
social worker who discusses family contact and assessment. The child
therapy comsellor discusses group living and social adaptation within
the unit or cottage, while the psychologist's responsibilities centre
on his impressions as an outsider from interview and psychametric
testing, and recammendations for therapeutic planning. The nurse
provides an up—to-date medical report including an assessment in all
medically related areas and the teacher reports on adaptation and
learning achievement. From these various reports commen themes are
isolated and recamendations for therapeutic programming are tabled.

Common to each member of the residential txeatment team is
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their capacity and need to establish a relationship with each chiid
under care. This quality combined with training and experience is
essential in achieving the goal, which is the develogment of the total
personality of each child. Staff menbers in residential treatment
must be secure in their own field of professional training and must
be capable of participating with members of other disciplines in the
recognition that the team and environment can create growth and change
in the individual child. Such an inter—disciplinary approach requires
camumication, coordination, interpretation, and propex assessment of
the dynamic needs of the children under care at all times. Emphasis
is placed on short term treatment with the return of the child to the
cammumity to live in a family setting. This placement might be the
child's original family, an adoptive home, a foster home, a group home
or an independent living situation.

The "therapeutic environment” (Westfield Diagnostic and Treatment
Oentxe)is basically an accepting one and yet is designed with clearly
defined expectations and consequences for behavior intended to convey
a feeling of security to the child that results in self-expression
and learning, as well as insight concerning interpersonal problems.
Order is provided to lessen fears and anxieties so that potential for
growth and adjustment can be realized. Volunteer involvement and com-
mmity contact ensures an institutional envirament that is focussed as
mach as possible on the reality world of living.

Embodied within the cancept of the “therapeutic milieu" at
Westfield Diagnostic and Treatment Centre is a focusing on behavior.

Basic to this theory is the altering of signifi-
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cant campcnents of the social environment in which the child is inter-
acting, for the purpose of altering or shaping deviant behavior. Using
a color system regulation of privileges and rewards within the units
and cottages specific behavior can be isolated and modified. The color
system, ranging from red (confinement in a bedrocmt) to purpie (umsuper-
vised outings with extra allowance) with crange (unit confinement) and
yellow (supervised outings) as transition colore, allows a focussing on

specific behaviors with positive reinforcement for those which are

socially adaptive and consistent consequences for those which are mal-
adaptive. Points and star sub-systems serve to enable a further break—
down of color status in terms of specific behaviors in addition to
reducing the emphasis of aversive consequences embodied in the color
system. In this way emphasis on positive reinforcement for adsptive
behavior can be maintained. A third function of the point ar star
sub-system is to link more closely behavior with consequences. The
color system is designed to enable the childto gain greater control over
his own envirorment.. By pointing out the cues to which he should re-—
act and by reinforcing him for such reaction the child develops a
greater repertoire of available behaviors which he can use as his
color status permits more freedom and responsibility. 2s the child
reaches green and purple, reinforcement is paired with social reinforce-
ment similar to that which he will receive when he again enters the
commmity.

Whereas etiology has its place in case conferences, individual,
group and family therapy, emphasis in treatment within the units and

cottages is placed on cbservable behaviar. Dealing with behavior symp-
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toms as well as causes is seen as important. It is often not as impor-
tant to know why a child smashes his head against a wall 80 to 100 times
a day as it is to stop the behavior. In many cases real causes cannot
be isolated or dealt with, and for that reason, one can deal only with
current behaviar. The chance of new symptoms developing is diminished
by the treatment of the major maladaptive behavior in that the symptam
relief frees the child from limiting emotional side effects making him
more open to new experiences and socurces of positive reinforcement.

This approach within the units and cottages provides a clear and con-
crete approach to behavior for house-mothers and child therapy counsel-
lors, uwnclouded by the abstract concepts of many psychological theories.
Within the Centre's treatment philosophy the relationship between feel-
ings and behavior is seen as a transitive in that altering either cne
produce an effect upon the other.

Family Involvement and Therapy

Family contact and involvement in treatment is seen as vital in
overall treatment at the Diagnostic and Treatment Centre far a number
of reasans:

1) contact with the parents assures a continuous reality of

parental proximity to the child.

2) contact with the parents reduces the tendency to idealize

absent or rejecting parents.

3) contact with the parents reduces the tendency to shift

negative feelings to surroudning parental substitutes.

4) therapy with the family reduces the tendency to repress

intrafamilial conflict. areas.
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5) therapy with the family permits an attempt at modification

of parental attitudes and handling of their children.

The family as a treatment wnit is viewed as an interacting, dynamic
system which is shaped by its members and in tum shapes its members.
Treatment is seen as tuning in o the family system to learn how this
system can distort or help the growth of the members of the family.

In cases where a child will not be going hame, contact is initi-
ated with other camumity placement possibilities.

Group Therapy

Group therpay or 'rap sessins' afford an cpportmity to deal
with the intensive pressures produced by the dynamics of residential
group living. Rap sessim cbjectives include:

1) to facilitate meaningful contact and participation of

group members.

2) to identify imner feelings and how they effect our behavior.

3) to learn how to give and accept feedback from others.

4) to overcame communication barriers.

5) to facilitate awareness of how we handle and integrate

effective and cognitive experiences.

6) to clarify color status.

Basic to rap sessicn philoscphy at the Westfield Diagnostic
and Treatment Centre is the belief that statements of understanding
precede those of confrontation, advice or instruction. Statements that
simoly reflect, without adding flattery or faults, are encouraged. 211
feelings are seen as legitimate with only acts being subject to Jjudg-

ment and control. Feelings are to be identified and expressed whereas
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acts may have to be limited and redirected. Orientations of mitual
trust, joint exploration, cpenness and interdependence are encouraged
with contact being on both verbal and non-verbal levels. Interactions
are seen in terms of needs, values and feelings of participants, with
feedback being:

1) descriptive rather than evaluative.

~.) specific rather than general.

3) directed toward behavior which the receiver can do sarething

about.

4) solicited rather than imposed.

5) | based as closely as possible on the here and now.

6) checked to insure clear camumnicaticn.

To summarize treatment philosoﬁ'xy at the Westfield, emphasis
is put on modification of maladaptive behavior and meaningful relaticn-
ships and camumication.

The color system and point and star sub-systems allow a focussing
on specific behaviors with positive reinforcement for those which are
adaptive while, at the same time, defining clearly what is acceptable
and wnacceptable cenduct. Purple and green colors indicate approved
behavior; orange and red indicate unacceptable behavior; while yellow
indicates tolerated behavior. Limits and consequences for behavior are
clearly defined and firmly enforced.

Comumnication is based on the needs, values and feelings of
participants and stresses conveyance of understanding. Help is given
in a relationship of trust, joint inquiry, opemness and interdependence
in the hope that both the children and the residential staff will grow



as a result of their interaction.
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Chapter IV
Study Design
Subjects

All graduates, fourteen years of age and over as of June, 1971,
of Westfield Diagnostic and Treatment Centre were used far the pur—
poses of this study. The sample of 160 graduates was obtained fram
discharge records at Westfield.

Questicnnaires were sent to 160 graduates of which 83 were
returned. The average return of fifty to sixty percent for survey-
type designs of this nature was cbtained fram Travers (1969) indicating
that this percent of returmns met minimm requirements for the parposes
of this study.

Procedure

A survey designed to measure pre-treatment, treatment and post-
treatment situational variables was designed and wmailed to the subjects
along with form H of the Mooney Prablem Check List.

Respanses to questionnaries and the Mooney Problem Check List
Were campared non statistically with files at Westfield Diagnostic
and Treatment Centre to roughly assess validity of responses.

Treatment of Data: Null Hypotheses

Four null hypotheses were formilated for the purposes of this
study:
1. There were no significant correlations between family ties
during treatment and adaptation at the time of the survey.
2. Thre were no significant correlatiens between adaptation

to the Institution during treatment and individual modifi-
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ability and post—treatment adaptation indicated by the
survey.

3. There were no sicnificant correlations between instituticnal
circumstances during treatment and adaptation at the time of
the survev.

4. There were no significant correlations between situational
factors following discharge and adaptation as indicated by
the survey.

2Adaptation Variables

Adaptation for the purposes of this study was measured in terms
of residential setting, school situation, self-assessment of adjustment
and problems indicated on the Momey Probiem Check List.

The residential setting variable was measured on 13 point Likert
Scale with a 1 rating representing an institutimmal setting and a 13
rating representing liwving an their own successfully without assistance
from the Department of Health and Social Development.

School situation was assessed by an 11 point Likert Scale with
a 1 rating indicating that the subject was not attending school or
working and an 11 point rating representing enrolement at a university
or college level,

Self-assessment of adjustment was assessed by a 5 point Likert
Scale with a rating of 1 representing stitng disagreement regarding
the statement "since ieaving Westfield, I feel I have adjusted pretty
well" and a 5 point rating for strong agreement with this statement.

Scores cn each prcblem area of the Mooney Problem Check List

were rescaled to a mezn of 10 and Standard Deviation of 1.5 for



correlaticnal purposes. Problem areas assessed included health and
physical development, finances living conditions and employment,
social and recreaticonal activities, social-psychological relations,
persanal-psychological relations, courtship, sex and marriage, hame
and family, morals and religion, adjustment and school or wozk, the

future: vocaticnal and educaticnal and curriculum and teaching procedure.

Family Ties During Treatment

Family ties during treatment were defined for the purposes of
this study by:

a) wardship status

b) family situation prior to treatment
and c) family involvement in treatment.

Wardship status during treatment was assessed on a 3 point Iikert
Scale with a rating of 1 indicating permanent wardship and a rating
of 3 indicating non-wardcare.

Family situation prior to treatment was assessed an a 4 point
Likert Scale with a rating of 1 indicating family breakdown with all
children removed and a rating of 4 indicating family intact with the
exception of the subject and not experiencing serious problems.

Family involvement in treatment was measured cn a 6 point
Likert Scale with a rating of 1 indicating no contact and a rating of
6 indicating regular involvement in family therapy.

Adaptation to the Institution and Modifiability

This measure was defined for the purposes of this study Ly:
a) response to the “colar system".

b) emergence of guilt feelings for wreng-doings during treatment.



c) relationships with staff during treatment.

d) opinions as to whether Westfield had helped subjects, and

whether they would recamrend it to a friend.

e) opinions regarding sincerity of staff.

f) opinions regarding whether school experience at Westfield

was more helpful than previous school experience.

g) opinions regarding whether Westfield had helped subjects

mderstami and deal with their problems.

Respanses to the last four questions were intended to measure
utilization and assimilation of treatment cbjectives at Westfield.

Response to the "color system" was measured on a 5 point Likert
Scale with a rating of 1 indicating extreme difficuity attaining
"green" or "purple" during entire treatment stay and a rating of
5 indicating attainment of "green" or "purple" quickly and during
most of treatment pericd.

Emergence of guilt feelings was assessed by a 4 point Likert
Scale with a rating of 1 indicating néver experiencing gquilt for
misbehavior and a rating of 5 indicating experiencing of guilt
for membership during most of treatment period.

Relationships with staff were measured on 5 point Likert Scale
with a rating of 1 indicating no relationship with any staff or dis-
cussion about feelings or problems during treatment and a rating of
5 indicating relationships with most of the staff and discussion with
them of feelings and problens.

Utilization and assimilation of treatment objectives were

measured on a 5 point Likert Scale with 1 indicating strong negative



assessment and 5 indicating strong positive assessment.

Institutional Ciramstances

Instituticnal circumstances were defined in temms of:

a) residential setting

b) school setting

c) type land extent of therapy

d) peer interaction and influence

e) camumity involvement

f) length of stay

Residential setting was measured cn a 6 point Likert Scale
with a rating of 1 indicating residence in a wnit during total treat-
ment pericd and a rating of 6 indicating residence in a group home
during entire treatment period.

School setting was measured on a 3 point Likert Scale with a
rating of 1 indicating enrolment at the Centre during entire treat-
ment period and a rating of 3 indicating enrolment in an cutside school
during total treatment period.

Type of therapy exposed to was measured on a 4 point Likert
Scale with a rating of 1 indicating daily programs and activities anly
and a rating of 4 indicating individual, group and family therapy.

Peer interaction and influence was measured cn a 5 point
Eikert Scale with a rating of 1 indicating that peer influence got
the subject into trowble and a rating of 5 indicating that peer
interaction facilitated help and understanding.

Comumnity involvement was measured an a 5 point Iikert Scale

with a rating of 1 indicating no cammmity involvement and a rating



59
of 5 indicating commmnity involvement at all stages of treatment.
Iength of stay was measured on a 4 point Likert Scale with a
rating of 1 indicating less than six months and a rating of 4 indicat-
ing 2 years or mare.

Situational Factors Following Discharge

Situational factors following discharge were defined for the
purposes of this study in terms of:

a) nuber and type of placements following discharge.
and b) difficulties experienced in the hawe, school and commmity

following discharge.

Number and type of placements following discharge were measured
an a 4 point Likert Scale with a rating of 1 indicating over 5 different
places with a high degree of difficulty adjusting and a ratir;g of 4
indicating only cne placement since discharge with no sericus problems.

Difficulties experienced in the hame, school and cammmity
following discharge were measured on a 5 point ILikert Scale with 1
indicating seriocus problems in two or more of the above areas and
5 indiating very good adjustment in all areas.

Analysis
Pearson Product — mament correlations were calculated for all

variables under cansideration.



Chapter V
Results

Four major hypotheses were constructed for the purposes oi this
study, correlating pre-treatment variables, treatment variables and
post-treatment situations with adaptation of graduates of wWestfield
Diagnostic and Treatment Centre following discharge.

Adaptation was measured in terms of residential and school or
work situation at the time of survey, self-assessment of adjustment
at the time of survey and prcblems indicated on the Mooney Prcblem
Check List.

Residential Setting at the Time of Survey

From the questionnaires returned it was found approximately
11 percent of the graduates were living on their own without
assistance from the Department of Health and Social Development.
It was found 13.3 percent were living with their mother and father,
3.6 percent with their father, 9.6 percent with the mother, 1.2
percent in adoptive hames, 12 percent in foster hames, 6.0 percent
in boarding homes, 1.2 percent at the YMCA or YWCA, 14.5 percent
in group homes, 3.6 percent were at no permanent address, 10.8 percent
in institutions for adults and 2.4 percent at other residences not
specified.

School Setting at Time of Surwey

Slichtly more than 2 percent of araduates indicated enrolment
at a college or institute of technology level at the time of survey.

Approximately 11 percent were enrolld in a matriculation program at

60
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Graph 1

Percentage of Graduates in Residential Setting N=83
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Graph 2

Percentage of Graduates in Varicus School Settings N=83
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high school or junior high school, 15.7 percent in a diploma or general
course at the junior or high school level, 9.6 percent in a vocational
program, 3.6 percent in a modified school program, 3.6 percent in an
opportunity class, 8.4 percent were taking correspondence and 9.6
percent were taking classes at an institutional school Approximately
17 percent were not attending school because of employment while
19.3 percent were not attending school or working.
Employment

" Of those working, approximately 76 percent weve working when
work was available, 1.2 percent less than 20 howrs a week and 16.9
percent full time or 40 or more howrs a week.,

Approximately 82 percent were earning under 200 dollars a

month, 2.4 percent 201 to 250 dollars a month, 1.2 percent 251 to 300
dollars a month 1.2 percent 351 to 400 dollars a mnth and 1.2 per—
cent 600 dollars a more a manth.

The Mooney Problem Check List

The High School Form of the Mooney Problem Check List assessed
problems at the time of survey in the following areas:

a) health and physical develcpment

b) finances, living conditions and employment

c) social and recreational activities

d) social-psychological relations

e) ocourtship, sex and marriage

f) hore and family

g) morals and religion
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h) adjustment to school work
i) the future: vocational and educational
j) curriculum and teaching procedure.

Hypotheses and Correlations

Hypothesis I stated: There were no significant correlations
between family ties during treatment and
adaptation at the time of survey.

To test this hypothesis Pearson Product-moment correlations were

applied as outlined in Chapter IV camparing independent variables of:

a) wardship status at the time of treatment

b) family situation prior totreatment

and c) family involvement in treatment
with dependent variables of:

a) type of residential setting at the time of survey

b) type of school and/or work situation at the time of suxvey

c) self assessment of post-treatment adjustment

and d) problem areas indicated on the Mooney Problem Check List.

The carrelations of family tie variables and adaptation vari-

ables are presented in Table IV. '

Correlations generally substantiated the null hypothesis.

There was, however, a positive correlation significant at .05 level
between family involvement in treatment and post-treatment residential
setting. A negative correlation significant at the .05 lewvel was
found between family situations prior to treatment and prcblems at

the time of survev concerning adijustment to school or work.
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Table 4

Pearson Product-moment Correlations of Family Tie Variables and Adapta-
tion Variables N=83

Wardship Status Family situa- Family In-
at the time of tion prior volvement
Treatment to Treatment in Treatment
Residential setting .183 .055 .251%
School situation -.080 -.048 -.043
Work - hours per week .058 -.144 -.051
Work - salary per month .061 -.150 .003
self-assessment of adjustment .125 -.116 .027
Health and physical develop—
ment -.068 .005 .035
Finances, living conditions
and employment -.006 -.026 .018
Social & recreatiocnal
activities .012 -.057 .091
Social-psychological relations -.016 -.012 .097
Courtship, sex & marriage .106 -.061 -.016
2Adjustment to schoolwark -.142 -.243* -.205
The future vocational &
educational .094 -.008 .128
Perscnal-psychological
relations .106 -.061 ~-.016
Home and family .100 -.006 -.042
Qurriculum & teaching
procedure .028 -.159 .025

*significant at the .05 level
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Hypothesis II stated: There were no significant correlations
of measures of adaptation to the institu-
tion and individual modifiability with
adaptation at the time of survey.

To test the hypothesis, Pearsen Product-moment correlaticns were

applied as outlined in Chapter IV camparing independent variables of:

a) response to the "color system"

b) emergent feelings, particulary quilt feelings during xea

treatment

c) capacity for forming relationships with staff

d) opinims as to whether Westfield had heiped subjects and

whether they would recamrend it to a friend

e) opinions regarding sincerity of staff

f) opinions regarding whether school experience at Westfield

was more helpful that previous school experience

g) opinions regarding whether Westfield had helped S's

understand and deal with their problems.
with the previcusly stated dependent variables.

The correlations of variables measuring adaptation to the

institution and individual modifiability during treatment with post-

treatment adpatation are presented in Table V.
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Pearson l?rgduct—:zv.ment Correlations of Institutional 2daptation and
Modifiability Variables During Treatment and Post-treatment Adaptation
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Residential setting -.007 -.072 .258% ,288* ,222* ,195 . 325%*
School situation .104 -,069 -.117 .147 -.033 -.045 .182
Work-Hours per week .030 -.058 .191 .123 .130 -.007 .120
Work-Salary per month |-.0J4 .121 .120 .206 .126 .045 .123
Self~-assessment of .104 -,269* 131 .224% _446*% ,028 s427%%
adjustment
Health & physical -.021 .300%* ,025 -.075 -.071 .,018 .193
development
Finances, living candi4-.019 .078 =-.053 -.132 -.131 .012 .082
tions & employment
Social & recreatiomal |-.021 .320**-,033 ,033 -.075 .175 .215
activities
Courtship, sex & ~-.004  ,413** 077 -,062 -.120 .132 .169
Tarriage
Social & psychological|-.112  .359**-,046 .022 -.172 .18 .090
relations
Personal psychological |-.033  .320**-,019 .101 -.117 .079 .188
relations i
Morals & religion -.013 .292** 044 .141 -,174 .030 .190
Home & Family .018 .284** 041 -,012 -.185 .107 .04l
Future: vocational & |~.043 ,204 .043 -.193 -.121 -.009 .036
educaticonal
Adjustment to school |-.066 .109 -.188 .011 =-,179 .118 .056
aor work
Qurriculum & teaching |[-.045 .215 =-,020 -.167 -.242* 152 .103
procedure .
* Significant at .05 level
** Significant at .01 level
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Although overall correlations did not reject hypothesis II,

positive correlations significant at the .01 level were found between

the following variables:

a)

b)

c)

a)

opinin of S*s regarding sincerity of staff during treatment
and self assessment of post-treatment adjustment.

opinicns of S's regarding whether Westfield had helped them
wmderstand and deal with their problems during treatment and
residential setting at the time of survey.

opinions of S's regarding whether Westfield had helped

them understand and deal with their problems during treat-
ment and self-assessment of post-treatment adjustment.
emergence of feelings of guilt during treatment and post-
treatment problems in the areas of health and physical
development, social and recreational activities, courtship,
sex, and marriage, social-psychological relations, perscnal-
psychological relations, moral and religion and hare and
family.

Positive correlations significant at the .05 level were found

between the following variables:

a)

b)

c)

capacity for forming relationships with staff during treat-
ment and residential setting at the time of survey.
ooinians of S's as to whether Westfield had helped them
during treatrent and whether they would recammend it for

a friend and residential setting at the time of survey.

opinions of S's as to whether westfield had helped them
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during treatment and whether they would recammend it for a
friend and self-assessment of post-treatment adjustment.
opinions of S's regarding sincerity of staff during treat-

ment and residential setting at the time of survey.

A negative correlation significant at the .05 level was found

between emergence of feelings of guilt during treatment and self-

assesswent of post-treatment adjustment.

Hypothesis ITI stated: There were no significant correlations

between institutional circumstances
during treatment and adaptative at the

time of survey.

To test this hypothesis Pearson Product-maoment correlations

were applied camparing independent variables of: '

a)
b)
c)
d)
e)

f)

type of residential setting during treatment
type of school setting during treatment
type of therapy exposed to

peer interaction and influence

camumnity involvement during treatment

length of treatment

with previously stated dependent variables.

The correlations of institutional circumstance variables and

adaptation variables are presented in Table VI.
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Table 6
Pearson Product-moment Correlations of Institutional Circumstance Vari-
ables and Adaptation Variables N=83
. o 3 .
o} E o] 43
T B
B2t o8 & %1 ¢
S ) g ¢
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g Yo, 0O 5 § o5
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Residential setting ..022 .001 .378**-.107 -.104 -.204
School situation 141 .343%*-.002 .l44 .131 .086
Work-hours per week L .152 -.139  .227* -.008 =-.135 -.206
Work-salary per month ..122 -.051 .171 -.064 -.195 -.175
Self-assessment of adjustment-.095 .097 .004 -.051 .044 -.202
Health & physical developmendy .008 .053 -.154 -.087 .015 .062
Finances, living conditions | .107 .012 -.070 =-.022 .007 .201
& employment ,
Social & recreatiom r.002 -.088 -.065 =-.069 -.040 .182
activities
Courtship, sex, & marriage _.053 .031 -.098 -.107 041 171
Social-psychological _.043 -.108 -.100 -.048 .161 . 279*
relations
Personal-psychological .004 -.093 -.117 .028 .143 .198
relations
Morals & religion .062 =-.152 -.080 =-.109 .104 .289%
Home & family .056 -.109 -.03? -.006 .180 .296**
Future: vocatimal & .066 -.010 -.121 -.057 .012 .328%*
educational
2Adjustment to school or work | .094 =-.032 =-.053 =-.042 .045  .261%
Qurriculum & teaching .103 .001 -.032 -.051 -.012 .305%*

procedure

Significant at .05 level
** gignificant at .01 level
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Overall correlations substantiated the null hypothesis. QCor-
relations positively significant at the .01 level were found for the
following post-treatment problem areas and length of treatment:

a) hare and family

b) future: wvocational and educational

c) aurriculum and teaching procedure

Positive correlations significant at the .05 level were found

between length of treatment and the following post-treatment problem

area:

a) social-psychological relations

b) morals and religion

c) adjustment to school or work.

Additional positive correlations at the .01 level were found
between:

a) type and extent of therapy exposed to during treatment and

residential setting at the time of survey
b) type of school setting during treatment and school situation

at the time of survey.

Type and extent of therapy exposed to during treatment correlated

significantly at the .05 level with employment-hours per week.

Hypothesis IV stated: There were no significant correlations
between situational factors following
discharge and adaptation.

To test the hypothesis Pearson Product-moment correlations were
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Pearsan Product-moment Correlations of Situaticnal Variables Following
Discharge and Adaptation Variables N=83
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Residential setting .087 .409%*
School situation 237* .158
Work-hours per week -.030 .137
Work-salaxry per menth -.010 .254%*
Self-assessment of adjustment| .193 .406**
Health & physical develcp- -.059 -.278%
ment
Finances, living conditions, [-.033 -.347**
& employment
Social & recreaticnal —-.064 —.293%%
activities
Oourtship, sex & marriage -.034 -,299**
Social-psychological re— -.157 ~.463%*
lations
Personal-psychological ~-.101 -.389%*
relations
Morals & religion ~.039 -.408**
Home & family -.088 -.412
Future: vocational & .035 —.321%*
educational
Adjustment to school or ~.051 -.267*
work
Carricalum & teaching -.044 -.287*
procedures

* significant at the .05 level
** gignificant at the .01 level
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applied camparing independent variables of:

a) number and type of placements following discharge

b) difficulties experienced in the hame, school and cammmity

following discharge with previously stated dependent variables.

The correlations of situaticnal factor variables following dis-
charge and adaptation variables at the time of survey are represented
in Table VII.

Although overall correlations substantiated the null hypothesis,
situational factars following treatment were found to relate to adapta-
tion at the time of the survey.

Positive correlations significant at the .0l level were foumnd
between difficulties experienced in the hawe, school and camumity
following discharge and adaptation variables of type of residential
setting and self-assessment of adjustment at the time of survey.

Correlations significant at the .05 level were found between
the following variables:

a) number and type of placements following discharge and

type of school setting at the time of the surwey.

b) difficulties experienced in the hare, school and cammmity

following discharge and employment earnings.

Correlations significant at the .01 and .05 level were fomnd
between difficulties experienced in the hame, school and commmity
following discharge and problem areas indicated on the Mooney Problem
Check List at the time of the survey. Suggested interpretations of
these correlations are discussed in Chapter VI.



Chapter VI
Conclusion and Discussion
Hypothesis I

Hypothesis I dealt with the correlations between family ties
during treatment and post-treatment adaptation. The data indicated
correlations significant at the .05 level between family involvement
in therapy and the adaptation variable of residential setting at the
time of survey. Family involvement in treatment showed no significant
correlation with the other dependent adaptation variables of school
and/or work situation, self-assessment of adjustment and problems
as indicated on the Mooney Problem Check IList.

Family situation prior to admission showed a significant nega-
tive correlation at the .05 level with problems of adjustment to
school and/or wark as measured by the Mooney Problem Check List.

Wardship status at the time of treatment showed same relation-
ship with residential setting at the time of the survey. This correla-
tion, however, along with the correlations of wardship status with
other adaptation variables, was not significant.

These findings suggested that children whose families maintained
cantact and participated in family therapy, tended to be in more stable
residential placements at the time of survey.

Findings also indicated an impact of family situation prior to
treatment on prablems following discharge related to adjustment to
school or work.

Overall correlations however did not correlate at a significant
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level family ties during treatment with post-treatment adaptation.
Hypothesis II

Hypothesis II dealt with the correlation of suggested measures

of adaptation to the institution and measures of modifiability during

treatment with adaptation at the time of the survey.

Overall correlations substantiated the null hypothesis that

adaptation to the institution and measures of modifiability did not

significantly predict post-treatment adaptation.

Specific positive correlatimms significant at the .01 level,

however, were found between the following variables:

a)

b)

c)

S's opinions régarding sincerity of staff during treatment
and self-assessment of adjustment at the time of the
survey.

S's opinicns regarding whether Westfield had helped them
understand and deal with their problems during treatment
and adaptation variables of residential setting and self-
assessment of adjustment. ‘
emergence of feelings of guilt during treatment and post-
treatment problem areas of health and physical development,
social and recreational activities, courtship, sex and
marriage, social-psychological relations, personal-psycho-
logical relations, morals and religion and home and family.

Specific positive correlation significant at the .05 level were

found relating the following variables:

a)

relationship with staff during treatment and residentiail
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setting at the time of surwey.

b) S's opinions regarding whether Westfield had helped them
during treaﬁtent and whether they would recommend it to a
friend with adaptation variables of residential setting and
self-assessment of adjustment at the time of the survey.

c) S's opinions regarding sincerity of staff during treatment
and residential setting at the time of the survey.

No significant correlations were found relating responses to

the color system or privilege system and adaptation variables.

A negative correlation significant at the .05 level was found
relating emergence of feelings of guilt during treatment with self-
assessment of adjustment when surveyed.

It might be hypothesized on the basis of these findings that
staff child relationships provide a key ingredient for the modifica-
tion of behavior pattermns and successful treatment of emoticnally

Respanse to the “color system" showed no significant correlation
to adaptation variables suggesting that adaptation to the institution
did not farecast adequacy in the post-Westfield enviromment. |

A further hypothesis might be made that feelings particularly
of guilt not dealt with during treatment were manifested 1n a nurber
of problem areas following discharge.

Hypothesis ITI

Hypothesis IIT was concermned with the correlation between

institutional circumstances during treatment and adaptation following
discharge.
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Consideration of overall correlations substantiated the null
hypothesis, however, indicated specific significant correlatims
between a number of variables.

Correlations significant at the .0l level were found relating
the following variables:

a) type of school setting during treatment and school situation

at the time of survey.

b) type and extent of therapy exposed to and residential set-
ting at the time of the survey.

c) length of stay and problem in the areas of hame and family,
future: 'vocational and educational and curriculum and
teaching procedure.

Correlations significant at the .05 level were found relating

the following variables:

a) type and extent of therapy exposed to during treatment
and hours of employment per week

b) 1length of treatwent and post-treatment problems in the areas
of social-psychological relatimns, morals and religion and
adjustment to school or work.

No sigqnificant correlations were fomd between type of residen-
tial setting during treatment and post-treatment adaptation, peer
interaction and influence during treatment and post~treatient adapta-
tion and commmity involvement during treatment and post-treatment
adzapatation.

These findings would lend support to the following interpreta-
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1. Students at Westfield who were able to cope initially with

a cammmity school or were motivated towards cne before

residential discharge, adjusted better to school following

discharge.

2. Students exposed to extensive therapy programs including
individual, group and family approaches adapted better
residentially and vocationally following discharge.

3. Beyond a certain length of time residential treatment had
a detrimental effect on post-treatment adaptation.

Hypothesis IV

Hypothesis IV dealt with the carrelations between situaticnal
influences following discharge and adaptation at the time of the
survey.

Oorrelations significant at the .01 level were found between
variables measuring difficulties experienced in the hame, school
and camunity following discharge and adaptation variables of resi-
dential setting and self-assessment of adjustment at the time of
the survey.

As was expected most correlations between difficulties ex—
perienced in the hame, school and cawmmnity following discharge were
significant at the .01 level with problem areas indicated on the
Mooney Problem Check List., These findings would indicate main
prcblems areas to be:

1. social-psychological relations

2. home and family
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3. merals and religion

4. persmal-psychological relations

5. finances, living conditions and employment

Number and type of placement following discharge correlated
significantly at the .05 level with school situation at the time of
the survey as did difficulties experienced in the hame, school and
camunity follaving discharge correlate with employment eamings
at the time of the surwvey.

These findings, although not significant in an owverall sense,
would indicate situational factors to be of importance and for the
purposes of this study to be the best predictor of post-instituticnal

Conclusions and Recammendations

Findings of this study indicated a relatively high degree of
treatment success measured in terms of successful post-treatment,
adaptation of Westfield graduates fourteen years of age and over.

Of questionnaries retm:.ned approximately 77 percent of the graduates
were living in comunity placements. The remaining 23 percent were living
in institutions for juveniles or adult offenders. Approximately 46
percent of the graduates were enrolled in community schools with the
majority (approximately 16 percent) taking diploma or general pro-
grams. Ppproximately 17 percent were not attending school because
of employment,,while approximately 19 percent were not working or
attending school. Of those working, the majority were working less

than twenty hours a week and eamning under 200 dollars a month.
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Four hypotheses were made in an attempt to relate pre-treatment

variables, treatment variables and post-treatment situational variables

with adaptation at the time of the survey.

The data gathered suggested the follawing interpretations:

1.

Family involvement in treatment and extent of therapy ex-
posed to was important in successful treatment of emotion—
ally disturbed children at Westfield Diagnostic and Treat-
ment Centre.

The impact of family situation prior to treatment was re—~
flected in terms of adjustment at school or work.
Staff-child relationships and the child's perceived sincer-
ity of staff and assessment of whether staff helped them
understand and deal with their problems was important
regarding post—treatment adaptation.

Feelings not dealt with in treatment, particularly gquilt
feelings related to a number of prcblem areas following
discharge.

Positive adaptation to the institution did not forecast
adequacy in the post-Westfield enviroment.

Students who had cammmity school exposure befare leaving
the institution tended to adapt better to cammmity school
placements following discharge.

Beycnd a certain length of time institutional txeatment
had a detrimental effect in terms of later adaptation to

the commmity.
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The nature of situatimmal factors after discharge were the

most predictive of post institutiional adaptation.

Findings indicated that treatment in an institution should be

viewed as an enabling step to the external envirament and provided

support for the following recommendations:

1.

Ermotionally disturbed children have develcpmental and be-
havioral problems in conjunction with unresolwved situational
conflicts. The up—grading of skills and campetence of
regional office social workers who deal with the protection
of children should be encouraged to enable preventative
crisis counseling services in times of situationai.

Special focus and consideration should be given to post-
treatment placement. Inservice training of social mricers
should provide skills for follow-up services. Greater
emphasis should be put on utilization of halfway or group
home type placements whereby professional help could be
provided until situational stresses and conflict at home
have been dealt with in family thgrapy. Possible establish—
ment of follow-up units within treatment centres should be
explored to help prevent the need for readmission of child-
ren following treatment.

Findings indicating that adaptation to the institutional
environment did not forecast post-treatment adaptatio.
would suggest a need for greater individualization, co-

ordination and specialization of treatment. Research
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should be conducted by various institutions in the province
to determine which children they are best able to help
with a goal of greater coordination of services. Treatment
in this field should be coordinated with other regimal

mental health treatment programs. The staff child relation-

ships and ability of staff to facilitate meaningful contact

with the children appeared to be an important predictor

of post-treatment adaptation. Staff should be involved in
inservice programs of a theoretical and experiential nature
to better understand and deal with the needs of emotionally
disturbed children. As suggested by Patersm, Sawatzky and
Oliva (1972) these programs should be conducted by highly
qualified people.

Staff role functions should be exammed in residential
treatment centres utilizing commmication labs to ensure
effective staff interactioms.

Research in this area would indicate that children in resi-
dential treatment suffer more fram character defects as a
result of distorted relationships with parent figures or
identifications with poar adult models, than intemnalized
conflicts which characterize neurosis. These findings
suggest a therapeutic orientation involving "ego supportive®
and relationship therapy. It would seem that these children
are first and foremost at odds with their environment, and

anly secondarily at odds with themselves.
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7. Coordinated work with familjes should be emphasized.
Implications

These findings point to the need for adequate after treatment
programs and follow-up. Westfield is oriented to help the child meet
certain social demands in a manner hopefully related to his unique
needs. His mere presence in such an envirament may well increase
his effectiveness in adapting; however, if he meets with an intoler-
able or stressful aftercare situation, his leaming to cope is not
necessarily sustained. Therefore it is the supportive or stressful
mature of the post institutional milieu that appears to be the critical
factor in success. 2n internally-oriented approach to treatment is
insufficient suggesting a need to bring the cammmity into the insti-
tution whereby social demands on the child can be dealt with through
requlated exposure to cammmity experiences.

Same of the findings of this study raise the critical issue
of need to focus more specifically on factors associated with develop-
mental level. The limitations of this study did not permit an examina-
tion of age related variables nor a focusing on the impact of develop-
mental changes (cognitive and otherwise) which may have a direct
bearmming on treatment success.

Research is needed to test approaches to residential child care
that will be more relevant to the child's level of thinking thereby
exploring cognitive camplications which may be at the root of problems
diagnosed as psychologically based.

Living demands placed upon the child should be researched to
determine which demands are appropriate to his level of develcrment.
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Study findings emphasizing the significance of staff child
relationships suggest a need for greater recognition of the dyadic
factors that benefit both child and staff member. Also needed is re-
search focusing on the dynamics of group and family therapy in resi-
dential treatment centres far emoticnally disturbed children.

Effort is needed to isolate the characteristics that distin-
guish children admitted to residential treatment centres from the
general population. Such research should seek to clarify the pre-
disposing and precipitating factors that lead to institution 2lization.

Iongitudinal studies are needed to examine the “sleeper effects"
of t:_:ea‘arent.

A camparative study is needed to examine foster homes verses
institutional care of emotionally disturbed children.

Considering the severity of the emotional disturbance of
children who enter residential treatment centres questions arise
regarding their fate after discharge. Professionals want to know
if it was possible to help these children, whether their separation
fran hame was warranted, and whether residential treatment is econami-
cally defensible. Despite widespread interest in follow-up studies
of residentially treated children, however, there exists no standard
design for such research. This study represents a limited and transi-
tional step in efforts to answer these questions and link the rigorous
ideals of scientific investigation with the sensitive artistry of a

psychotherapeutically oriented service.
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Questiconnaire Design
The questicnnaire was designed to measure a number of dependent
and independent variables defined for the purposes of examining re-
lationships between pre-treatment, treatment and post-treatment
factors and adaptation to the cammmity by the child following dis-
charge from residential treatment. |

Dependent vafiables included:

1. Type of residential setting at the time of survey.

2. Type of school and/or work situation at the time of survey.

3. Self-assessment of adjustment at the time of survey.

4. Problems as indicated by the Form H of the Mooney Problem
Check List.

Independent vaﬁables for the purposes of this study included:

1. Family ties during treatment and considered wardship status,
family situation, as assessed by the subject, prior to
admission and family involvement in treatment. ‘

2. Situational factors after discharge, and considered the
number and type of placements following discharge and
problems experienced in the home, school and commmity
following discharge.

3. Adaptation to the Institution and Individual modifiability
and considered response to the “"color system”, capacity
for forming relationships with staff, emergence of guilt
feelings for wrongdoings during treatment and utilization
and assimilation of treatment cbjectives as assessed by

opinions regarding staff, treatment and school.
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Institutional circumstances, focusing on type of residential
setting during treatment, type of échool setting during
treatment, type and extent of therapy exposed to peer
interaction and influence, camunity involvement during

treatment and length of treatment.
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Diagnostic and Treatment Centre

Central Office August 5, 1971

ATTENTIN: Mrs. J. Turlock
Filing Room

RE: Placement and respansible workers for
children from the Diagnostic Centre

Mr. L. W. Howard of the Diagnostic and Treatment Centxe is
preparing a study on children who have been in ocur Centxe. It
will be necessary for him to contact either the child or worker
or both. For this reason we are requesting your assistance in
campleting the attached form as our records do not provide the
information needed.

In the case of a child's wardship being terminated may we
be advised of the last worker involved in the case and the last
placement of the child.

Thank you for your assistance.

A. G. FRAUENFELD, Director
DIAGNCSTIC AND TREATMENT

AGF/jz
Att'd.
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DIAGNOSTIC AND TREATMENT CENTRE
12320 - 124 Street
Ednuonton Alberta

January 6, 1972

Dear Graduate:

Enclosed are two questicnnaires concerning your stay at
the Edmonton Diagnostic and Treatment Centre and a self-addressed
stamped envelcpe.

We would very much appreciate your answering the question-—
naires and returning them to us by January 31, 1972.

The two questicnnaires should take you about 15 minutes to
answer and will help us help other kids who come to the Centre.

You do not have to give your name unless you would like to.
The directions for the Mooney Prcblem Check List are given on the
first page under the headings of first step, second step, and
third step.

By telling us how you have been getting along since leaving

the Centre and your opinion about the Centre and changes you think

should be made, we hope we will be able to better understand and
help others who came.

Thank you for your cooperatian.

Your friend,

Wayne Howard
WH/ow



SECTION A
Complete each of the following items by choosing one of the
choices provided. Circle the letter of your choice.

1. Age now:

() 13 - 14
) 14-15
() 15 - 16
(@ 16 - 17
(e) 17 - 18
(£) 18 - 19
(@) 19 - 20
(h)y 20 -21

(i) 21 and cver

2. I am:
(a) single
(®) married
(c) widowed

(d) divorced or separated

3. I was at the Edmonton Diagnostic and Treatment Centre:
(a) 1966 - 67
(o) 1967 - 68
(c) 1968 - 69
(@ 1969 - 70

&) 187C - 71
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I am now living:

(a)
®)
(c)
(@)
(e)
(£)
(9
()
(i)
(3)
)
(1)
()
(n)

This
(@)
®)
(c)
(@

(e)
(£)

(h)

on my own without assistance from the Department
with my mother and father

with my father

with my mother

with relatives other than my parents

in an adoptive hare

in a foster home

in a boarding hame

at the Y

in a group home

at no permanent address

in an institution or hame for juveniles
in an institution for adult offenders
other

year I am attending:

a university or college

N.A.I.T. or other Institute of Techmology

a matriculation program at high school or junior high school
a diplama or general course at junior high school or high
school

a vocational program in a regular school

a modified class

an ity class

taking correspondence
continued. ..



5. (i) an institutional school
(j) not attending school because of a job

(k) not attending school nor warking

Camments:

6. If not attending school becasve of a job, please state type of

work you do and answer the next two questims.

Type of Work:

(1) I am working:

(a) whenever there is work available

(b) part-time less than 20 hours a week

(c) part-time between 20 and 40 hours a week

(@) £ull time, 40 or more hours a week
(ii) I am making:

(@) $200 or under a month

. () $201 to $250 a month

(c) $251 to $300 a month

(@) $301 to $350 a month

(e) $351 to $400 a month

(f) $401 to $450 a month

(g) $451 to $500 a month

(h} $501 to $550 a menth

(i) $551 to $600 a month

(5) $600 or over a month
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Caments:

7. I would describe my adjustment after leaving the Dianostic and

Treatment Centre as:

(a) wvery good in thét I have had no serious problems at hame,
in school, or in the comumity.

(o) fair in that I have had serious problems at school but not
at hare or in the commmity. |

(c) fair in that I have had serious problems with people in
the comumity but not at hame or at school.

(@) fair in that I have had serious problems at hame but not
in school or in the cammumity.

(e) poor in that I have had serious problems in two or more of
the above areas.

Caments:

8. Since leaving the Diagnostic and Treatment Centre I have lived in:
(a) over 5 different places.
(b) 4 or 5 different places.
(c) 2 or 3 different places.
(d) one place
Please list homes or institutions in order which you have been at

since leaving the Centre:
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SECTION B

9. while at the Diagnostic and Treatment Centre I was:
(a) a permanent ward
(b) a temporary ward
(c) under non-ward care

Caments:

10. Before I came to the Diagnostic and Treatment Centre my family

or guardian were::

(2) all living together except me and not having any serious
problems.

(b) 1living together but having serious problems and not getting
along very well. |

(c) having difficulties because of the death of one of my parents.

(d) split up because my parents were separated or divorced and
social workers had placed the children in other hames.

Comments:

1i. while I was at the Diagnostic and Treatment Centre:
(2) my parents or guardians did not have any contact with staff

at the Centre.

(b) my parents or guardians talked to staff on the phone but

never met with them.



1. (o)

()]
(e)
()

Caments:

SECTION C
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cneofmyparentscanetothecentreafewt_m’estotalkto
staff.

both of my parents met with staff a few times.

both my parents met regularly with staff.

my whole family met regularly with staff.

12. While at the Diagnostic and Treatment Centre, I:

(@)

(b)

(c)

@

‘(e)

Coments

fomditeasytoberaisedcolorsandgottogreenorpurple
quickly and stayed there most of the time.
fomdittodcneafewdaystogetusedtqthecolorsystan
hztafterthatgcttogreencrpuplequidclyandstayed
there most of the time.
foxmditeaqrthef:i:stfewwedcsbuthadtra:bleafterI
got used to it.
fmmdithardtogettogxeenorpuplethevmoletixelwas
tlxexebutlwasn'tgettingdrmdtoredoromngebefore
I left.
fmmdithazdtogettogreenorpupletheﬁnletimI

was'chereandwasgettingdrc;pedtoredasmchbefo:el
left as when I came.
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13. AftethadbeenattheOentreforafewweeksanddidsmethjng

that
()
()
(c)
@

Coments:

T knew I shouldn't, I felt guilty and ashamed of myself:
never

occasionally

most of the time

all of the time

14. After awhile at the Diagnostic Centre, I:

(@)

®)

(o)

@

(e)

gottolmownnstofﬂlestaffandoouldta]kaboutmyself

"and my problems.

gotto}mmatleasthauofthestaffanacouldta]kto
those pecple about myself and my problems.
gotto}mmcnlyafewstaffwellenalghtota]kabmrtmy-
self and my problems. |
gottolmowafewstaffbutcoulm'tta]kaboutwselfmr
my problems.
didn'tgettokrwmystaffwellenmghtotalkabart

myself and my problems.
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15. The reason I came to the Diagnostic and Treatment Centre was

because:

(@) my parents or guardians weren't loocking after me

®)
(c)
(@
(e)

Camments:

I couldn't get aleng with my parents or guardians
I was expelled from school
I was charged with breaking the law

two or more of the above reasons

SECTION D

16. While I was living at the Diagnostic and Treatment Centre, I lived:

(a)
®)
(c)
Q)
(e)
(£)
(9)

in a wit

in a it and group hame

in a unit and a cottage

in a wit, a cottage, and a group hare
in a cottage

in a cottage and a group hame

in a group hame



17.
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When I was at the Diagnostic and Treatment Centre, I attended

school:

(a)
(b)
(c)

at an outside schocol
at the Centre then at an ocutside scheool

at the Centre the whole time I was there

Please list outside schools attended:

18. The type of coumseling I got at the Centre included:

(a)

(®)

(c)
@)

&!ﬁrents :

individual‘camseling, group sessions and family sessions, in
addition to daily programs and activities.

individual counseling, group sessions and daily programs

and activities.

individual counseling and daily programs and activities.

daily programs and activities.

19. T would describe the effect of the other children I lived with

at the Diagnostic Centre as:

()

()
(©)

bad in that they got me into txouble becanse I had to do
things I didn't want to do.

bad in that we had a bad influence on each other.
no effect because I didn't have much to do with them as we
didn‘t get along very well.

centinued. ..
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19. (d) pretty good in that we got along well and they didn't cause
me to get into trouble just because they did.
(e) good in that we could understand and help each other with

our problems.

Comments:

20. I was at the Centre:
(a) more than 2 times
(b)) 2 times

{(c) once

Coaments:

21. while I was at the Diagnostic and Treatment Centre I participated
in comumity activities cutside the Centre:
(a) never
(b) once or twice
(c) occasionally
(d) most of the time

(e) allofthetimeﬂ

22. The total length of time I was at the Diagnostic Centre was:
(a) less than 6 months ‘
(b) 6 months to'1 year
(¢) 1 to 2 years

(d) 2 years or over



106

SECTION E

Each of the statements below is followed by a series of mubers
fran ane to five. These numbers indicate the degree or amount with
which you agree or disagree with the item concerned. Read each item,
then decide how strangly you agree or disagree with the statement and
circle the number to indicate your opinion as follows:

l. I agree strongly

2. I agree

3. Undecided

4. T disagree

5. I disagree strongly

23. The Diagnostic and Treatment Centre helped me with my problems
and I would recammend the Centre to a friend who has similar
problems. |

24. Staff at the Centre don't really care about the children there
1 2 3 4 5

25. . If outside schools were like the school at the Centre, most
kids would like school a lot more and learn mare
1 2 3 4 5

26. I den't think the Diagnostic and Treatment Centre helped me
midexstamiordealwithanyofmypzob]msand,thexefcre,
did me more harm than good.

1 2 3 4 5
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27. since leaving the Diagnostic Centre, I feel I have adjusted
pretty well

28. Please circle those items which you feel helped you most while

you were at the Diagnostic and Treatment Centre

(a)
(b)
{c)
(@)

(e)

(£)
(@)
()
(1)
(3)
)
(1)
(m)
()
(o)
(p)

school

individual counseling

the color system

sports and recreation programs

group sessions

the thinking or sick room

relationships with staff

case conferences ‘

family sessions or meetings with staff and your family
outings .

sumrer camps

rules and diécipline

being accepted and listened to

relationships with other kids at the Centre

social functions - parties, talent shows, open houses
craft and shop programs

29. Please cament regarding changes you would like to see made at
the Diagnostic and Treatment Centre.



APPENDIX D

SEIECTED COMMENTS OF CHILDREN
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Selected Comments of Children

"I personly think it really is doing or was doing great when I
wésthere. To tell the truth I loved it there. 2nd if you ask me
if you change it weel it just wouldn't be the same. I enjoyed
answering this and hooe I here from you gyes again”.

"I was a chief and I had same problems that you could help me
with and problems I could only help me and finiy stopped being a
chief and I am glad”.

."No color system two movies a week and later hours to stay
out at night".

"I think they should have smoking in the unit and kids should
start on yellow when they come in".

"If you ch;-mge it, ‘you would just spoil the kids you get to
think about these things when you get older. It's not a bad place
at all". '

"More responsibility should be given to the c’tuldren as they
become more ma ". .

. "The centre smartened me up a lot I finally relized that I
had to live in this world like everybody else, to work for everything
I get and not to give up so easily”.

"I'm very thankfull for what the staff has dane for me, at
the time I thought they were crazy, but now that I lock back on it
they have heped me ocut a lot to see what this furmy old world is

about".

"I think they should foreget about the colar sheet and give
more freedom".
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"Well I used to have a feeling of deep lonliness and did not
really and truly understand life".



