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A STUDY OF CHILDREN WITH AFFECTIVE COMPLAINTS 
INVOLVED IN ATTRITION FROM A CHILD PSYCHIATRIC CLINIC 

DURING THE PRE-THERAPY STAGE 

The problem of case attrition is a continual one in all 

outpatient clinics, but, although exact statistics are not 

available at this time, it appears to be especially true 

for psychiatric clinics in general, and child psychiatry 

clinics specifically. 

Many theories have been proposed to explain these 

"drop outs." A few studies have been done to test these 

theories. Unfortunately many of these were done with data 

from adult clinics and it is difficult to 8,P.J>ly :Btati±sti.'CS 

from adults to children due to the number of variables, such 

as the influence of parents and families on children. 

Some notable studies, done especially on child psychiatry 

clinics, are those by Drucker and· Greenson,~ Gordon~~ Inman ~~ 

and Tuckman and Lavell ,;B 

Inme.n5 conducted telephone follow-ups on families who 

failed to return to the Chicago Institute of Juvenile Research. 

She was mainly interested in determining wey the families 

didn't return, if they went elsewhere, and if the original 

problem appeared better to the families. The main reasons 

for not returning were: 1. Problem gone. (Over one-half the 

cases the child was said to be "improved," although the 

mother often could not explain how.); 2. They thought they 
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were not supposed to return; 3. Too long ot w.ait. Less than 

one third of the families sought help elsewhere. Mothers of girls 

and of the more severly disturbed children were most likely to 

seek other help. 

Tuckman and Lavell 1 s8 studies of case attrition were from 

the aspect of stage of clinic process, elassifying stages as 

intake, diagnostic, evaluation, and treatment. Each stage was 

evaluated for significant variables, such as: Referral source, 

living arrangements of child, religion, number of problems 

presented. 

Some of their general findings included that children 

living in institutions and foster homes were less likely to 

terminate than children living with parents or relatives. 

In reference to the number of the number of presenting prob­

lems, they found in the intake stage, children with three 

or more problems were more likely to terminate. In the 

diagnostic stage the opposite was true, and in the treatme~t 

stage the one with more problems were more likely to drop out. 

Their findings did not, however, seem to support one of 

the popular theories of case attrition, that of the families 

with the longest distance to travel are more likely to drop out. 

Drucker and Greenson2 and Gordon3 have conducted somewhat 

lesser studies with children's clinics. Drucker and Greenson2 

found essentially the mother wanted a direct course of action 
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rather than the more indirect, noncondttal approach shown by 

most clinics. When this was not offered they felt unhelped. 

Gordon3 found that group therapy- mq be the answer in reducing 

attrition. 

Other studies, not concerned with children's services, out 

of interest because they illustrate some of the ethe�-p,p�lar 

theories and findings on attrition, are by Heine and Trosman,4

Mayer and Rosenblatt, 6 Morris and·. -So:r.oke:i; 17 .Ind W()Odwarq,

Patton and Pense. 9 

Morris and Soroker7 conducted a telephone survey similar 

to Inman's.5 They called persons who were placed on a waiting 

list and then did not return. One half' of' the persons contacted 

said their problems had cleared, although almost half of' these 

admitted to seeking outside help. About half' of' those who still 

had: problems said the problems were better. 

Heine and Trosman 1 s4 findings were similar to Drucker and 

Greenson's. 2 That is, if' a person's expectations of treatment 

differ too far :from that offered, the person leaves the treatment. 

The greater number of' treatment alterations yields the 

greater number of case drop outs is the finding of Mayer and 

Rosenblatt.6 Woodward, Patton and Pense9 reports that an

increase in volunteer or student staff (rapid staff turnover) 

contributes to attrition. 

Original Project 

The original project was conducted at the Childrens' Service 
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Outpatient Clinic of the Nebraska Psychiatric [nstitute. It was 

directed by Richard L. Cohen ,,M.D.,1 associate professor at the 

University of Nebraska College of Medicine and chief of Children's 

Service at the Nebraska Psychiatric Institute. It was designed 

to attempt to take into consideration the various theories and 
~ 

thoughts involved with attrition in child psychiat1"1 and collect 

data from as large a series as possible in a controlled series. 

Because the basic d~ta for the present study was taken directly 

from this project a brief description of the projec~ follows. 

The experimental groups consisted of the last 250 cases 

coded as "drop out" with the Institute's data process retrieving 

system. This number was reduced to 167 because 83 cases did not 

meet the strict definition of attrition used in the project. 

One hundred control cases were selected at random. The 

only qualification necessary to be a control cas.e was that 

attrition had not occured. The ultimate outcome of the case, 

good or bad, had no bearing. 

Each case was read independently by three raters who filled 

out a special protocol (See Appendix A). The protocol consisted 

of 40 items, 22 objective~;and 18 which involv~ subjective 

Judgment. The Judgments involved the three vital areas in the 

case: 1. The referral source; 2. The fe.mily and child; 

3. The Clinic activity. 
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The data was entered on punch cards for quick referral and 

ease in handling. 

The cases were divided into two groups, therapy and 

pre-therapy {intake and evaluation) to avoid a,inbiguity arising 

from what proved to be two different populations. This resulted 

in 41 experimental cases and 26 control cases in the therapy 

groups and 126 experimental and 74 control cases in the pre-therapy 

group. It was in this latter group that the significant division 

of cases occurred which prompted this study. 

Table One contains the original statistical data for the 

pre-therapy group. Examination of this table shows that the 

presence of affective disorders as one of the presenting com­

plaints produced a diffe~ence between the experimental group and 

the control group that was significant at the :.05 level, using 

the Chi square methoC,.. By actual figures this represents 13 

experimental cases (10%) and 1 control case (1%). 

No explanation of this difference was readily available. 

One possible theory proposed by Cohen1 is they may be more prone 

to "spontaneous" remission and may resort to flight into health. 

Affective Project 

The data processing cards and original protocol sheets for 

the 13 attrition cases and one control case with affective 

complaints were then reexamined. 
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In general these complaints were found to run the gamet 

from "catatonic with conversion reaction" through "depressed 

and withdrawn," to "unhappy" and "acts weird." 

It was felt that the extremely small numbers involved, 

especially only one control case, would produce abnormal popu­

lations and make any formal attempt at statistical analyses 

between control and experimental groups meaningless. 

However, it is possible to study what trends tend to 

make these 13 attrition cases with affective complaints similar 

to, or different from the other 113 ·attrition cases in the 

pre-therapy group. The data for the one control case are pre­

sented in Appen~x B. 

In the following comparison, the word "significant" will 

be used to describe trends and is in no wa::, to be confused with 

"significance" in formal statistical sense. Table 2 · is a 

list of the factors thought to show some significant trend. 

~ The average age of' the group with affective complaint 

(A-group} was 10.6 years. The average age of' the "control" 

group with no affective complaint (C-group) was 10.2 years. 

Sex* A-group had nearly a 50-50 spread of male-female with 

slightly more males (54%}. C-group had almost 3/4 males. 

This trend could possibly be explained if we assume that males 

are more likely to present with non-affective type. 

*See Tables 3 through 18 for actual percentages for A- and 
C-groups. 
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Grade The average grade in school for the 10 children in 

A-group whose grade could be determined, or were not in special 

schools, was 4.9. The average grade for the 98 C-group chil­

dren, whose grade could be determined, was 4.1. These averages 

are felt to be commensurate with the average ages previously 

determined. 

Income The income class was based on whether the family was 

receiving public assistance of some kind. It is interesting 

to note that the A-group had nearly twice the percentage (15% 

opposed to 8%) of families receiving public assistance. An 

explanation for this is not easily forthcoming unless you make 

a rather broad assumption that an environment involving the 

necessity of public assistance would stimulate the appearance 

ot affective symptoms in the children. 

Birth Order The significant trend in this category is an 

inordinately small percentage of ~hildren in the A-group born 

second, and a correspondingly small number in the C-group of 

children born third. No reason for this difference can be 

readily ascertained. 

Total Number of Visits The number of visits is significant 

in the agreement between the two groups. All 13 of the A-group 

and 93% of the C-group dropped out after four visits or less. 

This is a reflection of the fact that therapy was never begun. 
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Presenting Complaints 

Regressive Behavior There is a slight difference here with 

no cases in the A-group and 5.4% in the C-group. The interesting 

tact here is the total lack of cases in the A-group with this 

complaint in conjunction with affective complaints. The 

general thought was that perhaps children with affective com­

plaints would also have regressive complaints attached. 

Delayed DeYelopment , With this complaint, the C-group has over 

twice the percentage of positive responses than the A-group. 

This would suggest that the type of children prone to present 

with affective symptoms are the types which develop intellectually 

and physically along the normal lines. 

Affective Symptoms The 100% A,+igroup and 0% C-group is a 

reflection of the selection process. 

Social Isolation The relatively high percentage shown in the 

A-group as compared to the other group could be a product of the 

affective symptoms. These would tend to isolate the child and 

often this will be the primary complaint with the affective 

symptoms mentioned secon~arily. 

Other These symptoms represent a varied group that fit no 

one category and are so varied as to make it impossible to 

make a comparison. 
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Referral Source 

1 . Error in Diagnos is with Ina;epropriate Referral 

The significant trend in thi$ class is the fact that the 

A-group had nearly four times the percentage of the C-group. 

This would go along with the previously mentioned list of 

complaints for the affective group. When cases are admitted 

where the complaint is as vague as "is unhappy," or "acts 

weird," there are bound to be a. ,number iOf wrong -diagnoses. 

5. Gross Ignorance or Lack of Sophistication Concerning 

Indications for Service 

Here again, the A-group's percentage is four times the 

C-group.- Coincidentally, tae percentages are exactly the 

same. In a way this seems :fitting, although one does not 

necessarily require the other. A referral source may 

understand the service offered very well, but make an erro­

neous diagnosis. On the other hand a very astute diagnosis 

can be offset by a person who is ignorant of the service 

offered. 

This trend is probably the result of the same vague com­

plaints as mentioned before. If a child presents to a 

person ignorant of the clinic activities with complaints of 

"is strange," or "acts weird" the first place they may think 

of is a psychiatrist. 
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Family and Child This area proved to be the area with the 

most reliable data and therefore the most interesting results 

of Cohen's1 study. 

In the area of the group with affective symptoms versus 

nonaffective symptoms there were only three areas with any trends, 

and they were negative ones. 

1. Grossly Inappropriate Parental Motivation This was a very 

significant area in the original study. Here, however, there is 

a slight trend for the C-group to have a :la+ger percentage. 

This would seem to indicate that perhaps the group of parents 

with children with affective symptoms are a:,_little more moti­

vated_ concerning their child, but for some other reason, they 

still dropped out. 

3. Flight From Other Professional Advice in Which the Child 

Was Diagnosed as Needing a Type of Treatment Unacceptable 

to Both Parents (or '·.as Irreversibly Damaged; "Shopping") 

Here, none of the cases in the A-group were in this class. 

Again, this may be an indication that the..parents in the A-group 

were more motivated toward their children and were actually 

looking for help for their children. 

6. Flight into Health 
; 

This was a very significant area in 

the original study, but not one case with affective complaints 

fell into this group. This is in direct contrast to the theory 

presented by Cohen. 1 
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Clinic ActiYity This area was one of the most difficult to 

obtain data on in the original study. The data was obtained 

from the ~linie's own charts, so, in effect, the clinicians 

were rating their own performance. Most hum.ans will not volup• 

tarily write their failures in a chart, so many of these facts 

must be inferred. Therefore, the data supplied to this study 

is also in doubt. These were three areas with some trends, 

one of which appears to be very interesting. 

4. Failure to Resolve Collaborative Problems Between Clinical 

Team Members Not one A-group fell into this class. 

6. FaillU'e to Assess True Nature of Motivation of Parents 

and Child in Seeking Aids 

this group. 

7. Excesgtve Wait for Service 

Again, no A-group fell into 

This factor appears to be 

very interesting. Although exact data were hard to ascertain in 

the original study, a general idea as to the spread of activity 

of the Clinic could be determined. 

This was a highly significant factor in the original study 

and in this stud1'. The A-group had a percentage nearly 10 times 

the C-group. This would indicate the largest part of the 

original significance was due to the affective group. 

Conclusion 

As expected, the same problem with data collection affected 

this study as originally. Again, no hard or fast rules can be 
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drawn concerning the higher attrition rate of the affective 

group. However, a few general ideas concerning some of the 

underlying factors can be drawn. 

When comps.red with the rest of the pre-therapy group, 

the parents of the children with affective complaints appear 

to be more highly motivated in seeking aid for their children, 

perhaps even over-motivated and concerned with the child 

(notably some ot the complaints such as "unhappy," "acts strange," 

and "has no friends 11 
) • They do not appear to be running from 

other professional advice or "shopping.n This may indicate a 

somewhat better understanding of what the clinic may offer. 

The fact that none of the families resorted to "flight into 

health" would also indicate the recognition on the part of the 

family of the problem, and a refusal on their part to accept 

minor change as a cure. 

As near as possible with the data available, the referral 

source and Qinic appear to come under some suspicion. The 

referral source appears to have a problem diagnosing these 

complaints correctly. Also there appears to be some confusion 

as to the nature o:f the service offered or necessary for 

children with these complaints. 

The only area in which the available data can attack the 

ijlinic is the excessive wait for service. If the parents of 

these children are over-concerned with them, it is conceivable 
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that any delay would cause them to become impatient. In this 

case it would seem that they could seek help elsewhere. We 

have no data on this. 

Reco111111endat ions 

I can only echo Dr. Cohen1 on the need for :further study 

into the field of attrition. The studies should be prospective, 

conducted by someone outside the clinic activity, and should 

include personal follow-up of the families to determine their 

actual feelings in the matter. 

- Summary 

Cases (13 attrition, l control) presenting to a child 

psychiatrie ' clinic with affective complaints and terminated in 

the pre-therapy stage were taken from a larger more general 

study where they produced a high degree of significance. The 

13 attrition cases were compared to the other 113 attrition 

cases in the pre-therapy group as to factors which made them 

different from the cases with other complaints. 

The differences and aoaej similarities were discussed as to 

possible reasons of the high significance of this one complaint. 

Some recommendations for future studies were made. 

Acknowledgement 
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Table 1 

Values of Chi-square comparing the distributions of subjects in the 
Pre-therapy Attrition and Pre-therapy Control Groups for each factor. 

Factor 

Age 
Sex 
Race 
Religion 
School 
Grade 
City 
Pa.rents 
Income 
Number of Siblings 
Birth Order 
Source of Referral 
Initial Contact to La.st Contact 

iLa.st Contact to Closing 
Follow-up 
Staff 
Trainees 
Total Number of Visits 
Did Patient Ever Return to Clinic 

Presenting Complaint: 
Antisocial Behavior 
Regressive Behavior 
Delayed Development 
Psychosomatic 
Motility Disturbance 
Affective Symptoms 
Learning Disorder 
Social Isolation 
Other 

***p ) .01 
**p > .05 

*p ) .10 

df x2 

10 8.89 
1 .37 
1 .01 
1 1.82 
3 26.32••· 
3 2.97 
3 5.53 
5 21.19*** 
1 .05 
6 4.24 
4 4.76 
2 4.24 
8 13.75* 
8 20.90*** 
1 10.30*** 
5 8.81 
5 7.54 
1 .14 
1 .oo 

l .oo 
l 1.11 
l 2.65 
l' .61 
l ·14 l 4. 6•• 
l .oo 
1 .03 
l 1.30 

tChi-square was calculated excluding such rare cases as "unknown," 
"none," a:rid/or "other." 
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Table 1 (continued) 

Factor df 

Referral Source: 
1. Error in diagnosis with inappropriate 

referral. 1 
2. Failure to explain nature of service and 

properly prepare family (including coercive 
referrals). 1 

3. Ambivalent referral - mixed signals given to 
family concerning value and competency of 
service. · l 

4. "Dumping" referral - desperate move following 
one or more unsuccessful attempts at treat­
ment (i.e., a negative referral rather than a 
positive one), 1 

5. ·. Gross ignorance 6r lack of sophistication con-
cerning indications for service. 1 

Family and Child: 
1. Grossly inappropriate parental motivation. l 
2. Family overstressed by multiple demands and 

unable to persis~ in treatment efforts for 
child. 1 

3. Flight from other professional advice iA which 
child was lliagnosed as needi-ng a type. of treat­
ment unacceptable to both parents, ,( or as 
irreversibl;r damaged; "shopping:)·. · · l 

4. Gross ignorance or lack of sophistication con-
cerning nature of service offered. 1 

5. Insufficient interest in or investment in 
the rearing of this child. 1 

6. Flight into health. l 
Clinic Activity: 

1. Failure to make _proper "diagnosis" early 
enough. 1 

2. Fai:lure . to apply previously established intake 
criteria. 1 

3. Breakdown in supportive relationship with family 
because of lack of continuity of care. 1 

4. Failure to resolve collaborative problems 
between clinical team members. l 

5. Mis-assignment (e.g., one · or more professional 
people on case too inexperienced for complexity 
of problem). l 

6. Failure to assess true nature of motivation of 
parents and child in seeking care. l 

7. Excessive wait for service. 1 

***p .01 
**p .05 

*p .10 

+Chi-square was caleulated excluding such rare cases as "unknown,"· 
"none," and/or "other." 

15 

x2 

16.10* 

3.38* 

.07 

.12 

.06 

9.12*** 

.41 

1.67 

2.90• 

9.04*** 
11.06*** 

.11 

.11 

.oo 

.12 

----+ 
.01 

6.97••· 



Table 2 

Factors Deemed Significant in Difference Between 
A-group and C-group 

Age 
Sex 
Grade 
Income 
Birth Order 
Total Number of Visits 

Presenting Complaint: 
Regressing Behavior 
Delayed Development 
Affective Symptoms 
Social Isolation 
Other 

Referral Source: 
1: Error in diagnosis with inappropriate referral. 
5. Gross ignorance or lack of sophistication concerning 

indications for service. 

Family and Child: 
1. Grossly inappropriate parental motivation. 
3. Flight from other professional advice in which child 

was diagnosed as needing a type of treatment unaccep­
table to both parents (or irreversible damaged; 
"shopping"). 

6. Flight into health. 

Clinic Activity: 
4. Failure to resolve collaborative problems clinic team 

members. 
6. Failure to assess true nature of motivation of parents 

and child in seeking care. 
7. Excessive wait for service. 
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Table 3 

Distribution of A-group and C-group subjects according to sex. 

Group 

A 

C 

Male Female 

46 

73.5 

Table 4 

Distribution of A-group and C•~U..P. subjects according to 
pr esancee of public assistance. 

Public Assistance 

Group 

A 

C 

Yes 

15 

8 

Table 5 

No 

85 

92 

Distribution of A-group and C-group subjects according to 
birth order. 

Group 

A 

C 

Birth Order 

* l 

0 46.1 

2.7 39.8 

Tables 3-18 are i n percentages. 

17 

2 3 

7.7 23.l 

·33.6 8.9 

*Unknown 

4:t 

23.l 

15.0 



Table 6 

Distribution of A-group and C-group subjects according to total 
number of visits. 

Number of Visits 

Group 1-i. 5+ 

A I . 100 0 

C 93 7 

Table 7 

Distribution of A-group and C-sroup subjects according to 
presenting complaints. 

Regressive Behavior 

Group 

A 

C 

Yes 

0 

Table 8 

No 

100 

94.6 

Distribution of A-group and C-group subjects according to 
presenting complaints. 

Delayed Development 

Group 

A 

C 

Yes 

7.7 

18.6 

Tables 3-18 are in percentages. 

18 

No 

92.3 

81.4 



Table 9 

Distribution of A-group and C-group subjects according to 
presenting complaints. 

Social Isolation 

Yes No Group 

A 
--- ---- --~-

23.1 

C 94.6 

Table 10 

Distribution of A-group and C-group subjects according to 
presenting complaints 

Group 

A 

C 

Other 

Yes 

15 

Table 11 

No 

92.3 

85 

Distribution of A-group and C-group subjects according to referral 
source variables. 

Error in Diagnosis with Inappropriate Referral 

Group 

A 

C 

Yes 

1.8 

Tables 3-18 are in percentages. 

i9 

No 

92.3 

98.2 



Table 12 

Distribution of A-group and C-group subjects according to 
referral source variables 

Gross Ignore.nee or Lack or Sophistication 
Concerning Nature or Service Offered 

Group 

A 

C 

Yes 

1.8 

Table 13 

No 

92.3 

98.2 

Distribution of A-group and C-group subjects according to family 
and child variables 

Grossly Inappropriate Parental Motivation 

Group 

A 

C 

Yes 

38.5 

Table 14 

No 

61.5 

50.5 

Distribution or A-group and C-group subjects according to family 
and child variables. 

Flight from other Professional Advice ("Showing") 

Group 

A 

C 

Yes 

0 

Tables 3-18 are in percentages. 

20 

No 

100 

92.9 



Table 15 

Distribution of A-group and C-group subjects according to 
family and child variables. 

Group 

A 

C 

Other 

Yes 

0 

Table 16 

No 

100 

97.3 

Distribution of A-sroup &nd C-group subjects according to 
clinic variables. 

Failure to Resolve Collaborative Problems Between 
Clinical Team Members 

Group 

A 

C 

Yes 

0 

8. 8 

Table 17 

No 

100 

91.2 

Distribution of A-group and C-group subjects according to 
clinic variables. 

Failure to Assess True Nature of Motivation of 
Parents and Child in Seeking Care 

Group 

A 

C 

Yes 

0 

8.8 

Tables 3-18 are in percentages 

21 

No 

100 

91.2 - -



Table 18 

Distribution of A-group and C-group subjects according to 
clinic variables. 

Excessive Wait for Service 

Group 

A 

C 

Yes 

1.8 

Tables 3-18 are in percentages. 

22 

No 

84.6 

98.2 



APPENDIX "A' 1 

A. Identifying

1. Name

NEBRASKA PSYCHIATRIC INSTITUTE 

Children's Service 

Protocol for Attrition Project 

Data 

2. Case No. 
-------

3. Birthdate 4. Sex --- 5. Race ___ 6. Religion. __ _

7. School and Grade

8. Parent (s)

Mother Age _______ _ 

Father Age _______ _ 

Occupation Income 
-------

9. Siblings (with ages)

10. Referral Source, Organization and Address.

11. Date "referred"

12. Date of "initial contact"

13. Date of "ongoing service"

14. Date of "last contact"

15. Date "closed•'

16. Follow-up

17. Stage of Termination

18. Total number of interviews

19. Return or not

20. Number of treatment sessions
--------

21. Presenting complaint _______________ _

\ 



B. Professional Personnel Assi�ned to Case

1. Staff

2. Tra.�nees (other than medical students)

2 

Note: If medical students were assiuned to case, indicate numbers (not 
Names) and l-lith whom they had professional contaci:. If durinr; 
;:he time �he case was active in the clinic ii: was transferred 
between one or t:10re persons in Category 1 or 2. indicate the 
change and the date it occurred, if possible. 

C. Referral Source

1. Error j_n D ia;_;nosis withinappropriate Referral

24 



3 

2. Fa�lure to Expla:1.n Nature of Service and Properly Prepa�e Family
(including coercive referrals)

3. Ambivalent Referral--mixed si�nals ziven to family concerning value
and competency of service

4. "Dumpin:;" referral--desperate move followin� one or more unsuccessful
attempts at treatment (i.e •. a ne�ative referral rather than a pos­
itive one)

5. Gross i.,;norance or lack of sophist:1.cation conc.erninz ind::.cai::.ons :for
service

G. Other (specify)

7. Unknown

25 



D. Family and Child

1. Grossly inappropriate parental motivation.

2. Family overstressed by multiple demands and unable to persist in
treatment efforts for child.

3. Flight from other professional advice in which child was diagnosed as
needing a type of treatment unacceptable to both parents (or as
irreversibly damaged) ("shopping").

4. Gross ignorance or lack of sophistication concerning nature of 
service offered.

5. Insufficient interest in or investment in the rearing of this child.

26 



6. Other (specify)

7. Flight into health.

E. Clinic Activity

1. Failure to make proper "diagnosis" early enough.

2. Failure to apply previously established intake criteria.

-s-

3. Breakdown in supportive relationship with family because of lack
of continuity of care.

4. Failure to resolve collaborative problems between clinical team members.

27 



s. Mis-assi�nment (e.g. one or more professional people on case too
inexperienced for complexity of problem).

Failure to assess true nature of motivation of parents and child in 
seekin3 care. 

7. Excessive wait for service.

8. Other (specify)

9. Unknown

28 



APPENDIX "B" 

Pre-Therapy Control: Affective Complaints 

Eight year white mate; Catholic 

Third grade, public school 

Resident of Omaha, no public assistance 

Adopted, no siblings 

No follow-up 

Seven visits to clinic, did return again at later date 

Presenting Complaints 

Anti-social behavior, delqed development, affective complaints 

Referral Source: 

No positive factor 

Family and Child: 

No positive factor 

Clinic: 

3. Brealedown in supportive relationship with family because of

lack of continuity of care 

g.j 
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