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CHAPTER I
INTRODUCTION
I. THE SETTING

The Chattanooga Psychiatric Clinic is a medical
elinic with a multidisciplinary staff composed of psyshia-
trists, psychologists, and psychiatric social workers. It
serves as the only cutpatient psychiatric community clinic
in southeastern Tennessee, northern Georgia, and north-
eastern Alabams.

The Clinic was organized in 1947 and is sanctioned
under the charter of the Mental Health Association of
Hemilton count.y.1 In January, 1965, the name of the Clinic
was changed by the Board of Directors from the Chattancoga
Guidance Clinic to the Chattanocoge Psychiatric Clinie. The
Clinic is a non-profit organiszation with no eligibility
restrictions as to race, religlon, or economic level.
Financial support is received from federal, state, county,
and e¢ity funds, with additional support from the United
Fund, patient fees, and contributions.

lMrs. Clarence Shaw, "History of the Chattancoga
Guidance Clinie" (Chattanooga Guidance Clinie, 1955), p. 3.
(Mimeographed. )



Clinic poliey is determined by a thirty-three member
Board of Directors--gitizens who are concerned with pro-
viding excellent outpatient psychiatric services to the
people of the Chattanocoga area. The Board of Directors has
no direct relationship or contact with professional proce-
dures as these relate to patient care. The Director of the
Clinie 12 responsible to the Board for providing adequate
treatmsnt of patients, developing services, and for main-
taining high level professional ethics, courtesy, and
confidentiality.

The primary function of the Clinic is to provide
diagnostic and treatment service for children and adults
with emotional i1llnesses--psychoneurotic, pre-psychotis,
and personality disorders--and for those with auspected
brain damage or mental dcticioncy.2 In fulfilling this
purpose, the Cliniec works closely and directly with various
agencies and groups in the local and regional community,
acting as a consultative rescurce, as well as working
direotly with patients. The Cliniec findes it necessary con-
tinuously to interpret the Clinic progrem te the community

80 that maximum appropriate use of the clinic service can

zs:lvia L. Paullkmer and Gwenneth L. Price, "A
Comparative Study of Characteristics of Patients Seen and
Service Rendered at the Chattanooga Guidance Cliniec During
1954-55 and 1959-60" (unpublished Master's thesis, The
University of Tennessee, Knoxville, 1962), p. 1.



be effected. Also, the Clinic has found it necessary to
modify procedures from time to time in order to meet
community needs as they change.

A secondary function of the Clinic is in the area of
education. The Clinic cooperatea with the Mental Health
Association in a program of publiec education.3 The Clinie
conducte training sessions for groups such as nursery school
teachers, visiting teachers, and lay people. In addition,
the Clinic conducts seminars and conferences for the educa-
tional development of its professional staff. During the
period studied, Clinic personnel was involved in over 2,500
hours of community projects in the area of oducation.u The
Clinic is also used as a training center for extern psychis-
trists and psychologists, and for students in field work
training in psychiatric social work.®

During the period studied, the profsasional starf
consisted of three psychiatrists, three psychologists, and
three psychiatric social workers.

-38tatement by Edward Tiller, Mental Health Associa-
tion of Hamilton County, in speech on Dscember 15, 196l.

LProm statistlcal reports filed with the Tennessee
Department of Mental Health.

SPaulimer and Price, op. ¢cit., p. 2.



II. CLINIC PROCESS

The Clinic makes use of the "team approach" 4in serving
patients. The skills of each discipline--psychiatry, psy-
chology, &and soclal work--are coordinately utilized in
evaluating and treating each patient.

The patient, or a family member, makes initial con-
tact with the Clinic by telephone. Telephone intake calls
are handled by the psychiatric social workers, who determine
the nature and extent of the patient's problem. If the
patient's problem 1s of the type which the Clinic is equipped
to handle, the social worker places the patient on a waliting
118t such as the "priority," "early appointment’ or the
“regular” waiting list. However, if in the social worker's
Sudgment the patient's problem presents an emergency the
social worker arranges for the patient to bLe seen asz soon
as possible-~-~often the same day of the call or within a day
or two.

Pollowing telephone intake, the clinic process involves
three phases--intake, evaluation, and treatment. Intake may
require one or several interviews with & paychiatric soclal
worker, who obtains the social history and informetion about
the situstion leading up to the illness. The soclal worker
also assists the patient in clarifying his own ideas of his

need for clinic serviees, obtains a clear picture of the



presenting problems, orients the patient regarding clinic
policy, and establishes a fee according to the patient's
ability to pay.

Following intake, the soclal worker prepares a summary
of his findings, which is reviewed by the Soreening Com-~
mittee, which consists of the chiefs of each discipline.

The 3creening Conmittee determines how the patient msay be
best helped-~whether further diegnostic studies are neces-
sary, whether the Clinic i1s the facility which can best give
services to the patient, or whether psychological teating is
indicated. If it is determined that the Clinie is not the
agency that can best give service to the patient, the appro-
priate referral is made.

If the Clinic is the faclility that caen best give
service to the patient, the patient is then evaluated. If
the patient is a child, the child's parents may be evaluated
or be seen by a soscial worker while the child is being
evaluated. Evaluations are made by either a psychiatrist or
a clinical psyshologist. Diagnostic testing is done by a
psychologist.

After evaluation, the case is presented at Staff
Conference in which sll professional steff members have the
opportunity to participate in discussion of the case before
a final diagnostic impression is formulated and recommenda-

tions are made. Recommendations might include treatment at



the Clinic for the patient, referral of the patient else-
vwhere, or that no treatment be offered. If treatment at
the Clinic is recommended, the staff defines goals and
assigns a therapist, who is chosen from one of the disel-
plines on the basis of eppropristeness of his skills to

the case.
I1XX. PURPOSE AND POCUS OF STUDY

One of the major problems of the Chattancoga Psychi-
atric Clinic has been to determine the most efficlent method
of extending services to the emotionally disturbed pcraon.6
In order to improve services, the Clinic must have a clear
and precise picture of ths scclal characteristics of patients
served, thelr problems, who referred them, what services were
rendered, what use was made of the Clinic, and what disposi-
tion was made of the case.

Since 50 per cemnt of the Clinie's diagnoatic work 1s
with children and their parents, it was thought important to
meke an enalysis of a representative group of children served
by the Clinie.

The Clinic defines a child as any peraon under
eighteen years of age, and the majority of children served
by the Clinic are between the ages of six and eighteen.

6?‘111‘11‘? and Price, OP« 2_‘_»_?_-. Pe S'



These ages correspond with the usual years of school attend-
ance, and it was believed that almost all children in this
group would be students. Therefore, it was decided to
divide this group into two categories--those referred to
the Clinic¢ by schools and those referred by sources other
then schools (hersafter referred to as "other sources") and
to determine if any differences could be found in the chil-
dren referred by these two referral groups, in a variety of
characteristics.

It was thought that many children might be referred
to the Clinic at about age six or seven sinece entrange into
school 1s an event in the child'!s life that causes some
stress or is ths point at which problems a c¢hild may have
become apparent. Often a shift from elementary to Jjunior
high school either helps to create or to make evident some
emotional problem of the child. Thersfore, it was thought
that many referrals would be of children who had Just
recently entered junior high school.

It was thought that c¢hildren referred by schools
might differ in social characteristics and presenting prob-
lems from those referred by other sources. This was on ths
basias that schooling ie an almost universal experience in
our soclety and the school population is representative of

the population as a whole, whereas other sources of referral



might, by their nature, have contact with some spesial seg-
ment of the population.

This study was designed to investigate the following

hypotheses:

1. Referrals of children to the Clinic will tend
to cluster around twe time points--school
entrance and the shift from elemsntary to
Junior high school.

2. Proportionately, more school referrals than
those referred by other sources will be of
children in the lower sccio-economic clasa.

3. Children referred by schools will terminate
service sarlier in the cliniec process than
those referred by other sources.

h. Proportionately, more children from one-parent
families will be referred by other sources
than by schools.

5. There will be more referrals of children who
are the oldest child in the family (or the
only child) than of younger siblings.

6. There will be no difference in the proportion
of oldest children referred by schools and

those referred by other sources.



IV. SCOPE AND METHOD OF STUDY

This study was limited to an analysis of certain
characteristics of children, ages six through seventeen, who
terminated clinic contact between July 1, 1961, and June 30,
1963,

To obtain the sample for this study, the case numbers
of terminated cases in this age group were recorded from
1lists kept by the Clinic for statistical purposes of the
Tennessee Department of Mental Health. Three mundred and
sixty~-twe cases were terminated during the period studied.
Because of the relatively short amount of time aveilable for
this study, it was declided to select s sample of spproxi-
mately one-half this total. Selecting every second case
produced 181 cases. In order to have a round number of
cases with which to work, every tenth case of the remaining
181 cases was selected, which gave a total sample of two
hundred cases.

In colleeting data, it was neacessary, for each patlient
studied, to obtain information from two sources--statistlecal
cards kept by the Clinic and the casze record. As the data
were c¢ollected and recorded, the cases were separated as to
source of referral.

Simple perceniages vere used in comparing various

data where size of numbers made this appropriate. In some
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instences, a chi~-square was figured to test the significance

of differences found between the two groups of ohildren.



CHAPTER II
CHARACTERISTICS OF PATIENTS

Comparisons of those children referred by schools
with those referred by other sources were made on the follow-
ing characteristics: age, race, sex, religion, grade
achievement, famlily income, fees, living arrangements, and
ordinal rank of patient in regerd to siblings. Additional
information obtained from each case resord included source
of referral, reason for referral, diagnosis, how far the
patient progrsssed in the clinic process, number of inter.
views conducted, and disposition of caase.

According to the bylaws of the Chattanoocga Psychiatric
Clinic, there were no residence, raciasl, religious, or
economic barriers to service at the Clinic during the period
studied. This policy had been in sffect since the beginning
of the Clinie's operations.

I. B8EX

Of the two hundred children studied, it was found
that one hundred twenty were male and eighty were female.
Thirty-eight patients were referred by schools, of whom
twenty-eight were male and ten were female, Of the 162
patients referred by other sources, ninety-two were male and

11
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seventy were female. It is interssting to note that schools
referred a larger proportion of males than did other sources.
Seventy~three and six-tenths per cent of the school referrals
were males, whereas of referrals from other sources, 56.8
per cent were males. Tested by chi-square, however, the
difference proved not significant. Table I shows the age
distribution according to the age and sex of the patient.

IX. RACE

0f the two hundred children studied, 171 were white
and twenty-nine were Negro. Schools referred thirty white
children and eight Negro children. Other sources referred
141 white children and twenty-one Negro children. Two
interesting statistics are revealed in theae figures:
(1) the twenty-nine Negroes in this study represent 1l,.5 per
cent of the total sample. This represents an increase in
proportion of Negro patients seen by the Clinic, in compari-
son with findings of two other studiea made in this area.
In a study mede in 1957, only 7 per cent of total patients
were Negrol and a study made in 1962 indicates that 11 per

liune J. Casey, ot al., "A Study of the Cases Referred
to the Chattancoga-HamiYton Count Guidaneo Clinic From
July 1, 1954 through June 30, 195g“ (unpublished Masterts
thesis, the University of Tennessee, Knoxville, 1957), p. 10.
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TABLE 1
DISTRIBUTION OF PATIENTS BY AGE, SEX, ARD RACE

White Negro Total Tobal
Age Mele Fomsle Male Female Male Pemale White Negro
6~ 7 19 10 2 2 21 12 29 4
8- 9 22 10 5 2 26 12 31 7
10-11 15 7 6 2 21 9 22 8
12-13 11 13 1 2 12 15 2l 3
415 2} 11 1 1 25 12 35 2
16-17 1 19 i 1 15 20 30 5
Total 101 70 19 10 120 80 171 29




cent of the total patients were Negro;2 (2) Schools
referred more Negroes than did other sources. This latter
fect is partly explained by the fact that there were more
Negro visiting teachers in Chattancoge during the periocd
studlied than in the periocds covered by previous studles.

The stesdy increase in Negro patienta served can be
explained by the fact that recently the Negro population has
recoived more interpretation of Clinic services in the
Chattanooga area than was true several years ago. For
example, Negroes are serving on ths Board of Directors of
the Clinic and there 1s more active participation in group
meetings, seminars, and projects conducted by the Clinic.

Despite the increase in proportion of Negro patients
served, the Clinies use by Negroes, 1.5 per cent of cases
studied, is considerably lower, proporticnately, than Negreo
population which wes approximately 29 per cent of the total
population in 1960.3

2371v1a L. Faulkner and Gwenneth L. Price, "A
Comparative Study of Characteristics of Fatients Seen and
Service Rendered at the Chattanooga Guidance Clinic During
1954~-55 and 1959-60" (unpublished Master's thesis, The
University of Tennessee, Knoxville, 1962), p. 15.

3Ibido; Pe 19.
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III. AGE

Table I indicates that the two hundred patients
studied were somewhat evenly distributed among the six age
groups. It was predicted that distribution would c¢luster
at ages six and seven and at ages twelve and thirteen, which
are the points of a child's entrance into school and the
shift from elementary to junior high sechool. These ages
correspond roughly with the begimning of latency and adoles-
cence. However, the distribution clustered at ages eight
and nine, thirty-eight patients, and at ages fourteen and
fiftesn, thirty-seven patients. The fewest number of
patisnts, twenty-seven, were found in the twelve and
thirteen age group.

Table I also shows that the cases were evenly dis-
tributed between latency-age children and adolescents, 10l
latency~age patients and ninety-nine adoclescent patients.
Table II shows twenty latency-age children and eighteen
adolescents among those cases referred by schools. Table III
shows eighty-one patients in each group, latency-age chil-
dren and adolescents.

Schools tended to refer the adolescent girl more
frequently than the latency-age girl, at a rate of seven to
three. Schools referred as many white children of latency



TABLE 11

DISTRIBUTIOR OF PATIENTS REPERRED BY SCHOOLS
BY AGE, SEX, AND RACE

16

white Hegro Total Total

~Age Male Femsle Male Femsle Mals Femele White Negro
6- 7 3 1 1 0 N 1 .
8- 9 4 0 z 2 (3 1 N
10-11 b 1 3 o 7 1 5
12-13 3 3 0 1 3 h 6
U-15 5 1 0 0 S 1 6
16-17 3 2 0 0 3 2 5

Total 22 8 6 2 28 30

10
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TABLE III

DISTRIBUTION OF PATIENTS REPERRED BY OTHER
SOURCES BY AGE, SEX, AND RACE

e

ARt

17

B e R S e AR e e et e

m N o oW

Age _ WETeVelave WavePeaTe Wave PessTs Whrts Mgwe
6 7 16 9 i 2 17 1 25
8- 9 17 10 3 1 20 n 27
10-11 11 6 3 2 TN 8 17
12-13 8 10 1 1 9 1 18
W15 19 10 1 1 2 1 29
16-17 8 17 4 1 12 18 25
Totel 79 62 13 8 92 70 U

l

possent

21
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age as they did white adolescents. Schools referred only
one Negro adolescent.

Other sources referred nine adolescent Negroes and
twelve latency-age Negroez. Of the twenty-nine Negroes in
this study, nineteen were latency-age children and ten were
adolescents. The fast that schools referred cnly one Negro
adolescent may be explained by the fact that Negro teachers
and school officials in the elementary grades participate
in Clinic programs more actively than those teachers in the
higher grade levels. Therefore, they are more aware of
Clinic services and the need for these services on the part
of the children they ses. Also, the school drop-out rate
among Negroes over age twelve could account for fewer

referrales of patients in that group.
IV. RELIGION

Data from Table IV indicate that an overwhelming
majority of patients referred were cof the Frotestant faith.
There was so little difference between the two referral
groups regarding religious affiliation that no sonclusion
can be drawn except the obvious one that patients from both
groups reflect the strongly Protestant ﬁ:ks-up of the
commnity.
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TABLE IV

DISTRIBUTION OF PATIENTS BY RELIGIOUS
APFILIATION AND SOQURCE OF REPERRAL

Religion R‘::ﬁ::i.”’ oﬁﬁfﬁ'gggﬁﬁzg Fotal
Protestant 3y 1 175

Catholioc p 4 5

Joewish 1 2

None 0

Not available 2 10 12

Toteal 38 162 200
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V. GRADE ACHIEVEMENT

For this characteristic, it was declded to determine
1f the ¢hild was in the appropriate grade for his attained
age or if he was lagging in school grade. In order to
determine this, the child's birthdate was obtained and from
this it was dstermined when he should normally have entered
the first grade of school. Knowing when the child entered
the firat grade, it was easily determined if the child was
in the appropriate grade or if he was lagging. For example,
a child born in June, 1955, should have entered the first
grade in September, 196l. If he sought the Clinioc's service
in October, 1962, he should normally have been in the second
grade. If the case record indicated that he was in the
second grade, then it was assumed that he was in the appro-
priate grade. If the case record indicated that he was in
the first grade, then he was considered to be legging.

0f the thirty-eight school referrsls, it was found
that twenty-six, or 68.4 per cent, were lagging in grade
achisvement and that nine, or 23.7 per cent, were in the
appropriste grade. Two patients were in special education
classes and one case record did not indicate the grade of
the patient.

Of the referrals from other sources, it was found

that eighty-two, or 50.6 per eent, were lagging and that
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sixty-one, or 37.6 per cent, were in the appropriate grade.
Three patients were in speclal education classes and in
sixteen case records the child's grade was not indisated.

Schools tended to refer the child who was lagging in
grade achlevement. This may indicate that learning problems
rather than behavioral problems were a primary reason
schools referred a patient. Table V shows the grade
achievement of the entire sample of children studled ascord-

ing to source of referral.
Vi. PAMILY IKCOME AND FEES

The entire two hundred cases were divided into income
categories as shown 1n Table VI. The two categories of
referral sources were about even in regard to referring
lower class patients. The $},000 mark was arbitrarily
selected to divide the lower and upper income ¢lasses. Of
the schosl referrals, 50 per cent were from lower income
groups as comparsed with 55 per cent of those from other
sources who had lower inoomes. While ths average income of
thirty-seven school referrals was $4,530, the medlan income
was $3,750. The average income of one hundred fifty refer-
rals from other sources was §3,658, but the median income
was $3,000., Figures were not available for one school

referral and for twelve referrals from other sources. The



DISTRIBUTION OF PATIENTS BY GRADE LEVEL

TABLE V

AND SOURCE OF REFERRAL

22

Referred By

Referred By

Status Schools Other Sources Total
Ing:gg:epriato 9 61 70
Lagging 26 82 108
None 1 7 8
Special Education 2 3 5

Total 38 162 200




DISTRIBUTION OF PATIENTS BY FAMILY IRCOME
AND SOURCE OF REFERRAL

TABLE VI

23

Income R'ﬁ:ﬁzzgasy o§§§:r§:3r§zs Total
Less than $2,000 10 49 S9
$2,000~ 3,999 9 40 k9
$i,000- 5,999 7 39 46
$6,000~ 7,999 5 10 15
$8,000- 9,999 2 7 9
$10,000-11,999 b 10
Over $12,000 1 7
Not availadle 0 5 s

Total 36 162 200
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average income for the 187 cases for which figures were
available was $3,777.

It was predicted that more lower class referrals
would be made by the achools. Considering income as indi-
cating social clasa, this hypothesis was not supported by
the data.

Table VII shows that of the entire group of two
hundred patients, 123, or 61.5 per cent, pald fees of less
than four dollars. Of school referrals, twenty~twe, o
58 per cent, paid fees of less than four dollars, as com-
pared with 62.3 per cent of referrels from other sources.
Twenty-three per cent of the entire group were indigent,
paying no fee. One-~third of the total patients paid a fee
of fifty centa or less. These figures are comparable to
figures given by a similar sgency, the Knoxville Mental
Health Center, in that their median income per family was
$3,300 and 19 per cent of their patienta were 1ndigent.u

VII. LIVIRG ARRAKRGEMENTS

It was predicted that more children from one-parent
families would be referred by other sources than by schools.
Data from Table VIII show that of the 162 referrals from

" 6zxowa item in the Knoxville Hews-Sentinel, Februsry
28, 1965.




TABLE VII

DISTRIBUTION OF PATIERIS BY FEES AND
SOURCE OF REFERRAL

25

Referred By Referred By
Fee Schools Other Sources Total
None 9 37 46
$.50- .99 1 19 20
$1.00-1.99 l U 18
$2.00-2.99 h 12 16
$3.00-3.99 4 19 23
$44.00-4.99 2 17 19
$5.00-5.99 b 15 19
$6.00-6.99 0 é 6
$7.00-7.99 3 6 9
$8.00-8,99 1 b 5
$9.00-9.99 1 2 3
$10.00 or over 1 8 13
Not available 0 3 3
Total 38 162 200




DISTRIBUTION OP PATIERTS BY LIVING ARRANGE-

TABLE VIII

MENTS AND SOURCE CF REFERRAL

26

With Whom Referred By Referred By
Child Lives Sehools Other Sources Total
Both parents 26 110 136
Mother 8 b2 49
Father b 3 l
Other 8 10
Not avallable 0 1
Total 38 162 200
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other sources, forty-four, or 27.2 per cent, were from
one-parent families. Only nine, or 24.3 per cent, of the
children referred by schools and for whom living arrange-
ments were known were from one-parent familiea. Chi-square

computation proves this difference to be negligible.
VIII. ORDINAL RARK

1t 4is popularly belleved that the oldest child in a
family is more likely to have emotional problems than
younger siblings. The reason for thias belief is that par-
ents of a first-born child are likely to be more tense and
anxicus in rearing the first child than in rearing later
ones., Therefore, in this study, it was expected that more
children would be the oldest child in the family than the
younger. Of the entire group, ninety-seven children were
the oldeat child, forty-four were the youngest, and fifty-
eight were neither the oldest nor the youngest. Of those
referred by schools, 54 per cent Qoro the oldest child as
compared with 47.5 per cent of oldest children referred from
other sources. Data from Table IX show that the "oldest”
category is the largest individual category, but it is not
larger than the combined categories of “youngest" end

"neither."



DISTRIBUTION OF PATIENTS BY ORDINAL RARK OF

TABLE IX

PATIENT IN RELATION T0 SIBLINGS AND

SOURCE OF REFERRAL

28

Referred By Referred By
Rank Schools Other Sources Total
Oldest 20 77 97
Youngest 10 34 Lh
Neither 51 58
Kot available 0 1
Total 36 162 200

A
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CHAPTER III
¥SE MADE OF THE CLINIC
I. SOURCE OF REFERRAL

As previously atated, the twe hundred patients were
divided into two broad categories: thirty-eight patients
were referred by schools and 162 patients were referred by
other sources.

The thirty~eight patients referred by aschools repre-
sent 19 per cent of the universe. It is a general opinion
among this Clinic's personnel that this figure is a dis-
torted one because many pecple give themselves or another
pPlace or person as the one who made the referral when in
reality the school made the original suggestion. The
figure of 19 per cent compares favorably with findings from
a similar study made at the Child Guidance Clinic in Los
Angeles which indicated that 15 per cent of the patients in
e similar age group were referred by schools.l

The referral source designated as "other" was sub-

divided into four categories. Of the 162 referrals, twelve

lporrest N. Anderson and Helen C. Dean, Some Aspects
of Child Guidance Clinic Intake Policy and Practices, Gniiad
States Department of Health, Education, and Welfare, Publie
Health Mo aph No. 42 (Weshington: Government Printing
Office; 1952 » Ps 3.

29
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ware referred by the court, seventy-six were referred by
doctors and medical facilities, fifty-eight were referred
by parents, and sixteen were referred by relatives,
ministers, soclisl agencies, etc. An interesting point teo
make regarding these sources is that 47 per cent of the
patients were referred by doctors and medical facilitles as
compared with 25 per cent in the study made by Faulkner and
Price.2 This reflects & trend in the Chattanooga area in
that doctors and medical facilities are making better use of
the Clinic's services and thet Cliniec services are inter-
preted to professional persons in a better manner than

before.
II. REASON FOR REPERRAL

In each case record studied, the child's presenting
problem was obtained. In most cases, two or more present
ing problema were given. In faot, 467 presenting problems
wora_givon for the two mndred patients. In order to
simplify the atudy, only the major reason for referral was

used in this analysis.

aSylvia L, Faulkner and Gwenneth L. Price, "A
Comparative Study of Characteristics of Patlients Seen and
Service Rendersd at the Chattanooga Guidance Clinic During
1954-55 and 1959-60" (unpudblished Master's thesis, The
University of Tennessee, Enoxville, 1962), p. 38.
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The presenting prﬁblamn were divided into four
categories, those being the same categeories as were used in
the Los Angeles study.3 Group I included those problems of
an actual, concrete, and specific nature that would be
recognized and labelled by essentially the same term regard-
less of who desoribed the behavior. Examples of problems in
this group were thumbsucking, temper tantrums, fighting, and
stealing. Problems in Group II included those shown by
rather definite behavior but possibly having different
connotations for different people. Examples of problems in
this group were "hard to discipline," "ories easily," "day-

L

dreaming," and "rebellious.” Problems in Group III included
those problems described by abstractions and generalities
such as the terms unhappy, jealous, stubborn, and maladjusted
in school. Group IV problems were very broad generaligations
and included symptoms of physiecal conditiona. Examples were
nervousness, insecurity, frustration, retardation, and
"learning" problems.

Presenting problems are shown in Table X according
to symptom classification. Approximately 60 per cent of the
symptoms fell into Groups 1 and IV, in contrast to the find-
ings of the Los Angeles study, which showed only 35 per cent

in those two groups. In the present study a much higher

3Anderson and Dean, op. cit., pp. 6=8.
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TABLE X

DISTRIBUTION OF PATIEKTS ACCORDING TO SYMPTOM
CLASSIPICATION AND SOURCE OF REFERRAL

Referred By Referred by
Group Kumber Schools Othexr Sources Total
Group I 9 52 61
Group I1I 10 o2 32
Group III 13 34 47
Group IV é . s 60

Total 38 162 200
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percentage fell into Group IV, 30 per cent, as compared with
8 per cent in the Los Angeles atudy.“ The reason for this
large difference is that in the present study many more
referrals were made by medical faclilities and doctors who
tended to use physical symptoms as their reason for referral.
For example, a non-medical referral might give the present-
ing problem as "daydreaming” or "hard to discipline” which
would fall into Group II, but a doctor or medical facility
might suspect mental retardation or brain damage, with
these symptoms falling into Group IV,

The two broad referral groups were quite different in
presenting problems. Sixty and one-half per cent of the
presenting problems of patients referred by schools fell into
Groups II and III, while 65.3 per cent of the presenting
problems of patients referred by other sources fell into
Groups I and IV.

As stated previously, many patients presented more
than one problem. However, for this study only the major
presenting problem of each patient was used. The problems
that were given most frequently as the major reason for
referral were as follows: retarded, temper tantrums, poor

school adjustment, hyperactive, school phobia, nervousness,

Brvia.

CIFRRTARERS
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stealing, 4ifficulty in interpersonal relationships, evalu-

ation only, and rebelliousness.
IXI. DIAGNOSES OF PATIENTS STUDIED

0f the two hundred patients studied, a disgnosis was
made on 165 patients while thirty-five patients were undiag-
nosed. Table XI shows the various dlagrnoses acoording to
age group and source of referral.

Of the eighty diagnosed patients among latency-age
children, 8.8 per cent were diagnosed as having personality
disorders and 2.5 per cent were either mentally retarded or
brain damaged. Of the eighty-five diagnosed adolescents,

62 per cent had personslity disorders and only 16.5 per cent
were mentally retarded or breain demaged. This indicates
that most mentally retaerded and brain damaged children are
referred to the Clinic in their earlier years and, also,
that this problem is quickly recogniged in the early school

years.

The ¢hild referred to the Cliniec is most likely to be
either mentally retarded/brain damaged or a perscnality
disorder. These diegnoses represented 88.5 per cent of the
patients referred by schools and 8 per cent of the patients

referred by other sources.
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TABLE XI

DISTRIBUTION OF PATIENTS ACCORDING TO DIAGNOSIS,
LIPE STAGE OF DEVELOPMENT, ARD -
SQURCE OF REFERRAL

Latensy Adolescence Total

Diagnosis Sehools Other Sahools Other Schools Other
Mental deficleney

or brain damaged 7T 26 2 12 9 38
Personality

disorder -1 35 9 L 1 79
Paychoneurotic 1 6 0 11 1 17
Sohisophrenic 0 <] 2 2
Psychophysiologic 0 0 0 ) § 0 1
Undiagnosed 7 1Tt 5 9 12 23

Total 20 81 18 81 38 162
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IV, STAGE IN CLINIC PROCESS

For each case studied, it was determined how far into
the c¢linie process the patient proceeded. Table XII shows
the distribution of patients in relation to diagnosis and
referral category.

Of all patisnts studled, 34.5 per cent dropped out at
intake, L6 per cent at evaluation, and enly 19.5 per cent
entered treatment. Patients referred by othsr sources
acoounted for 87 per cent of the cases which entered treat-
ment, although other sources represented only 81 per cent of
the universe. This may de explained by the fact that
doctors, medical facilities, and the court rsferred 54 per
cont of the patients in that categery. It is the opinien of
the Clinle's professionsl staff that theee scurces of
referral are more proficient than other sources at recog-
nizing mental prodlems and at making appropriate referrals.

Of the forty-eight children diesgnosed as mentally
- defielent or brain damaged, thirty-nine were evaluated.
However, only four of these children entered treatment and
each of those was later referred elsewhere. Only five
patients of the mentally deficient/vrain damaged group
dropped out at inteke. This indicates that those in this

. group make good uase ¢f Clinic service.



TABLE XI1

DISTRIBUTION OF PATIENTS BY DIAGNOSIS, STAGE CF
CLINIC PROCESS, AND SOURCE OF RWFERRAL

37

Clinie Process

Diagnosis Inteke Evaluation ngggag t  Total

REPERRED BY 8CHOOLS
Mental deficiency

or brain damaged 1l
Personality disorder 5
Psychoneurotic 0
3ehizophrenic (&)
Psychophysiologic 0
Undiegnosed 11

Total 17
REPERRED BY OTHER SOURCES
Mental deficieney

or brain demaged h
Personality disorder 21
Paychoneurotic
Sehizophrenic 1l
Paychophysiologle (6]
Undiasgnosed 22

Total 52

9 0 10
5 3 13
1 0 1
1 1
0 0 0
0 1 12
16 5 38
30 b 38
39 19 79
6 7 17
2 b
1 1
1 23
76 3 162
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Those patients diagnosed as having psrsonality dis-
orders seem to drop out of Clinic services earlier than the
patients in the other diasgnostic categories; not including
the mentally deficient/brain damaged or those undlagnosed.
Only 24 per cent of the personality disorders entered treat-
ment, although this diagnostic category aceounted for L6 per
cent of the total univerae. This may be more easily under-
stood if one considers the characteristica of personality
disorders such as their undependablility, wnreliadility, and
their failure to recognize the fact that they have emotional
problems.

Of the patients referred by schools, L4.7 per cent
dropped out at intake as compared with 32 per sent of the
patients referred by other sources. Only five of the thirty-~
eight school referrals, or 13 per cent, entered treatment as
compared with 21 per cent of the patients referred by other
sources. This indicates again that the referrals made by
other sources tend to make better use of the Clinic's

service.
V. NUMBER OF INTERVIEWS

The Clinic hes a policy of treating the parents of a
ehild at the same time the child is being treated, or of
treating the child through the parents. Quite often, while
a child is being tested or evaluated a social worker is
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interviewing the parents. Only the parents are seen in the
intake interviews. Therefore, the number of interviews
shown in Table XIII includes the total number of interviews
with both, parent and child.

Of the thirty-elght patients referred by schools,
twenty~one, or 55 per cent, were seen for three or fewer
interviews as compared with 4O per cent of the patients
referred by other sourcea. It can be assumed that most of
the cases seen less than three times dreépod out at intake.

The child referred by other sources tends to remain
in contact with the Clinic longer than the one referred Ly
schools. Twenty-three per cent of school-referred patients
are seen for seven or more interviews as ocompared with 30
per cent referred by other sources.

This can possibly be accounted for by the following
facts: (1) the more seriocusly disturbed child is referred
by other sources, which includes the grouping of doctors,
medical facilities, and the court who tend to make the more
appropriate referral than schools; and (2) schools refer
more cases (31.5 per cent) that are undisgnosed and that
drep out earlier than do other sources (14.2 per cent.)

Vi. DISPOSITION OF CASES

Table XIV shows the distribution of cases according
to diagnosis and the type of termination: patient terminated,



TABLE XIII

DISTRIBUTION OF PATIENTS BY DIAGNOSIB, NUMBER
OF INTERVIEWS, AND SCURCE COF REFERRAL

4o

Diagnests

REFERRED BY SCHOCLS

Mental deficlency
or brain damage

Perscnality d4isorder
Paychoneurotic

Schizophrenic

o » O o0 W

Paychophysiologic
Undiagnosed 11

Total 21
REFERRED BY OTHER SOURCES
Mental deficiency

or brain damsged 12
Personality diaorder 28
Paychoneurotic
Schizophrenic
Psychophysiologic 0
Undiagnosed 20

Total 6l

® ¥ 0 O O £ Ww

19
23

49

v O O ¥ m» w

28
10

49

10
13

12
36

38
79
17

23
162




TABLE XIV

DISTRIBUTION OF PATIENTS BY DISPOSITION OF CASE,
DIAGNOSIS,AND SOURCE OF REFERRAL

b2

No Referrel Referred

Elsewhere Elsewhers
Patient Cliniec Clinle

Diagnosis Terminated Terminated Terminated Total
REPERRED BY SCHOOLS
Mental deficiency

or brain damaged p (¢) 9 .10
Personality disorder 10 1l 2 13
Psychoneurotie 0 1 0
Sshizophrenic 1 0 1 2
Paychophysiologie 0 -0 0
Undiagnosed 12 0 0 12

Total 2l e 12 38
REFERRED BY OTHER SQURCES
Mental deficiency

or brain damaged 7 3 28 a8
Personality disorder 36 26 17 9
Psyshonsurotic 7 3 17
Sehizophrenic 2
Paychophysiologle 0 1
Undiegnosed 20 0 3 23

Total 73 52 162
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¢linic terminated with referral elsewhere, or clinic termi.
nated without referral elsewhers.

Of the two hundred cases studied, ninety-seven, or
48.5 per cent, were terminated by she patient. Those
patients referred by schools tended to terminate service
themselves at a higher rate than those patientz referred by
other sources, 63.2 per cent versus 45.1 per cent. Of the
ninety~seven patient-terminated cases, forty-six were person-
2lity disorders and thirty-two were undlagnosed. These two
diagnostic categories accounted for seventy-sight, or 80.4
per cent, of the patient-terminated cases and also repre-
sented the higheast retes of termination during intake and
after three or fewer interviews. This might be explained by
the fact that those patients who were not diagnosed did not
proceed into the Clinie process far enough to be diagnosed
and that the personality disorder, with his characteristics
of unreliability, undependabllity, and possible failure to
aclnowledge emotionsl 1llness in himself, was not motivated
for treatment.

Of the 103 Clinic-terminated cases, sixty-four were
referred to another agency for service, while thirty-nine
were terminated by the Ulinie¢ without referral to another
agenoy.

Of the sixty-four cases referred elsewhere for serv-

fce, thirty-seven, or 58.1 per cent, were diagnosed as



43
mentally deficient or brain damaged. Thirty-seven of the

forty-eight mentally retarded or brain damaged patients,
77:1 per cent, were referred elsewhere for service, and
this is in keeping with Clinic polisy of referring a patient
to the appropriate agency or the agency that can best help
the patient. This Clinic is not designed nor equipped to
serve this type of patient but does evaluate this type of
patient.

0f the thirty-nine patients from whom servioce was
terminated by the Clinic without referral elsewhere, thirty-
three, or 84.6 per cent, were terminated with a notation that
no further care was indicated. For the remainder, further
care was indicated dbut was not svailable in the community.

Twenty-four patients were diagnosed az either paycho-
neurotioc or sshizophrenic. Of these, ten, or lesa than one-
half, terminated servige themselves. The Clinio terminated
the remaining fourteen cases and referred only five patients
to other agencies. Referring to Table XIII, one finds that
only five patients in these two categories terminated after
three or fewer interviews. These figures indicate that the
patients in these two diagnostioc categories made good use of
Clinic servics; and that the Clinic made services avallable
for these types of patients.

The disposition of cases in this study paralleled the

disposition of cases in a previous study. A previous study
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indicated that 47 per cent of the patients terminated serv-
ice themselves as compared with 48.5 per cent in this study;
in the previous study 20 per cent were Clinic-terminated
without referral elasewhere as compared with 19.5 per cent in
this study; and 33 per cent of the patienta in the previous
study were Clinic-terminated with referrasl elsewhere as com-
pared with 32 per cent in this study.



CHAPTER IV
CORCLUSIONS AND RECOMMENDATIORS

This study was designed to compare the patient
referred by schools with the patient referred by other
sources in relation to a variety of characteristics.

The most surprising finding in this study was the
fact that only 19 per cent of the patients were referred by
the schools. A larger proportion of school referrals was
expected since the Chattanocoga School System has several
trained social workers employed who are oriented to the type
of services the Clinic offers. It is believed that the
school social workers were counselling many students and/or
thelr parente and tended to refer only the more seriocualy
disturbed student to the Clinie.

In general, the two groups were much more alike than
was anticipated. The findings in regard to the hypotheses
stated in Chapter I indicated that the two groups were very
similer in many characteristics and that what differences
were found proved to be insignificant according to chi-square
computations.

It was predicted that the distribution of patients
according to ages of the children studied would cluater at

two points, at ages six and seven and at ages twelve and

45
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thirteen. The clusters occurred at ages eight and nine and
at ages fourteen and fiftesn. An explanation for this may
be that referral sources are hesitant to refer a child in
"~ the first or second grade, or at ages six and seven, think-
ing that the child's problem may be a slow adjustment to his
new roles or that his preblem can be outgrown:. In regard
to the older child, the same explanation is offered as well
as the possibility that the change from junior high school
to senior high school is a greater change to make and one of
greater stresa to the child, making more problems evidsnt
than the change from elementary to junior high school.

The distribution of latency~-age children and adoles-
cents was almost identical, 101 latency-age children and
ninety-nine adolescents. This indicated that children of
all ages have emotional problems at about aimilar rates and
that those making the referrals are aware of emotional
problems regardless of the child's age.

It had besn predicted that schools would refer more
patients of the lower income class than other sources. This
prediction was not supported by the data. More than one-
half, Sh per cent, of the children studied were from homes
of the lower income class. This is in contrast to a popular
notion that outpatient psychiatric c¢linics are more likely
to provide service to the middle and upper income classes

than to the lower income class. It would be interesting to
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have the results of a future study in regards to patients

of various income levels.

Porty-eight and one-helf per cent of the children in
this study were the oldest ¢hild in the feamily. This in in
contrast to another popular notion that the oldest child is
more likely to have emotional problems than younger sidlings.
Further research concerning characteristics of the oldest
child versus those of younger siblings would be not only
interesting but also helpful and useful to the Clinie,
because the cldest child category in this study was the
largest single category.

The two referral groups were about equal in terms of
referring children from one-parent families. Twenty-seven
per cent of the patients referred by other sources were from
one-parent families as compared with 2 per cent of those
referrsed by schools. A study comparing children with one-
parent with children who have both parents could revesl more
specifically how they may differ in a larger sample. This
is important because of the high proportion of one-parent
families in caseloads of other kinds of agencles, to which
the Cliniec offers oconsultation.

Those patients referred Ly schocls tended to termi-
nate contact with the Clinic at earlier stages in the Clinic
process and at a higher rate than those referred by other

sources. This was expected. Some patients referred by the
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schoole feel compelled to contact the Clinie and they tend
to break contact after only a few interviews. Doctors,
medical faclilities, and the court made the majority of
referrals in the group designated "other sources."” Find-
ings indicate that the patient referred by this group tend
to make better use of Clinic service than the patient
referred by schools. This may be explained by the faot that
more professional people are in the "other sources" group
and that they are more proficlient in making the appropriate
referral, more aware of the services that the Clinic offers,
and are receiving better interpretation of Clinic services
than the schools.

Further study, focusesd on individual cases, is needed
to determine how age of the ehild, dliagnosis, and attitudes
of parents relate to length of time the ashool referrals
raintain contaect.

Apart from findings relevant to the hypetheses, other
intersating facts were found. Among them are the following:

In keeping with a nationwide trend, more patients

were mals than were female.

Proportionately, more white children were referred

to the Clinic than Negro childrsn. However, an
inerease in the proportion of Regroes served
occurred in this study over two previous studies.

The Negro patient is not referred to the Clinic



49
in the same proportion as they are found in the
community.

Approximately twe-thirds of the Negro patients were
latency-age children. About one-half of the chil-
dren in this study were adolescents, but only one-
third of the Negroes were adolescents. This
indicates that the younger Negro is more likely to
receive Clinic services.

Both referral groups tended to refer the child who
was lagging in school grade. This indicates that
parents and teachers are more likely to seek help
for a child who is behind in school progress than
for the child who 1s in appropriate grade and 1is
doing satisfactory school wori.

Each of these findingas suggest areas in which further
research could be conducted. The following questions need
to be answered:

Why are more males referred to psychiatric oclinics

than females?

Why are fewer Negroes referred to the Clinie than the
proportion of Negroes in the community?

Why are there fewer Negro adolescents referred to the

Clinic than white adolescents or latency-age Negroes?
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What characteristics are found in children who are

legging in sohool that differ from characteristics
of children who are doing satisfaetory school work?

As an outgrowth of this study, the following recom-

mendations are made:

l. That a more concentrated effort be made in test-
ing the patients motivation during the telephone
interview and intake interview.

2, That Clinic services de contimuously interpreted
to the Hegro with particular focus toward the
teachers and school officials on the junior and
senior high school levels.

3. That the Clinic continue to help school personnel
recognize emotional problems among students
with particular emphasis on the ¢hild who is
doing satisfactory work but who may still have
emotional problems.,

4+ That ways be found to reach a wider variety of
the "gate-keepers” or "caretakers®™ of the
community so that children in need of (liniec
service who are not kmown to schools, sourts,
or dootors (the commonest scurces of referrsl)

can receive attention.
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