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PSYCHOGENIC MECACCLOL IN CHILDREN

A STUDY OF ITS ARTIOLOGY, CLINICAL FEATURES AND TRTATLENT.

Introduction.

Recent advances in the study of Hirschsprumg's
disease have brought about a radical revision in our concept
of the aetioclogy and manazerent of megacolon. Following the
work of Bodian et al (9), Swenson et al (65), and others
(32, 43, 73, 76), it i=s now known that casss previously
classified as Hirschsprung's disease result from an absence of
ganzlion cells in the myenteric plexus of the distal bowel.
The area of delective innervation Tails to transmit peristaltic
waves, remains constricted, and thus leads to progressive
dilatation of the borel proximal to the spastic segment.

The demonstration o this nathology permits
a rational classification of megacolon, within which several
aetiological mechanisms are pow recognised. Ilegacolon is,
in fact, a purely descriptive terni. VWhen applied to Hirech-
sprung's disease, it should be designated more accurately
congenital neurogenic or agenglionic megacolon, a relatively
rare condition, It is possible to diffsrentiate this state
from a rore cormonly oceurring croup of cases which are also
characterised by coleric enlargenent, but in which no spastic
asanglionic sesment, or other organic lesion, car be demonstrated.
These have been designated idiopathic or functional megacolon
It is with thie group that the present study is concerned.
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Aim of the Present Study

The object of the present study is
to demonstrate that progressive enlargenent of the distal
bovel may develop in children on & basis of emotional factorsd.
It is hoped to show that this condition constitutes a definit
clinical entity, distinct from Hirschsprung's disease, and
characterised by typical sisns and symptons. Chief among
these are chronic, often intractable constipation, resulting
lmding of the rectw: and terminal colon with retained faeces,
and subsequent overflow faecal soiling. Evidence will be
adduced to suggest the identity of this disorder with idio-
pathic megacolon.

D

. A geries of thirty cases will be
presented with the ainm of demonstratinz how the condition
develops, and the ressong for its development. It will be E
submitted that the importance of the aetiological concept lids
in the approach to treatment. lhereas definitive swrgery |
is the treatment of choice for aganglionic megacolon, a surgiical
approach is not indicated in casss of psychogenic origin; 1
nor are sustained results procured as a rule from purely
symptomatic measures of relief. j

It will be contended that the rationaﬁ
treatment of this disorder depends wpon full appraisal of it
underlying aetiological basis; and that satisfactory resultd
are achieved only throuch adequate evalustion and correction
of t he relevant emotionsl factors which contribute to the
condition.

Case laterial

This consists of 30 cases, 19 male
and 11 female, ranging in age from 22 months to 15 years.
In all of them, there was a history of functicnal bowel dis-
order, varying in duration from 8 months to 15 years, and
pregenting mainly as chronic constivation, with colonic loading
and overflow faecal =oilins.

The series was collected over a perioed
of 3 years, during which individual cases were studied, and
have been treated, for varying lengths of time. The chief
source of referral was fron consultant paedistricians and
paediatric surgeons who had previously had the cases under
their treatment as out-patients, or within their hospital
wards. They were satisfied upon investigation that no organiec
lesion existed, and had subseguently referred them for psych-
iatric opinion, either because of the mmsatisfactory response
to standard treatment measures, or because the disorder was
suspected to have an emotional basis. Two of the series wene
referred direct from a general medical nractitioner.

In 14 of the series, radiological
study by barium enema had been included in the investigation.
In no case was there any radiographic evidence of an under-
lying pathological lesion. The appearances indicated
functional dilatation of colon.




For comparicon, a series of 2
control cases was constructed from the record of admiszions
to a general children's hosp ital, over the 5 year period
1950-55.

referrved with a history of constipation, which warrarted in-
vestigation and treatment in hogpital, . but which proved not
to have an organic basis, and had responded satisfactorily to
routine treatient measures, without subseguent relapse.

liore than 200 case records were
studied, bearing the diagnostic index of constivation. The
group was restricted to children between the ages of 9 months
and 4 years, for the time of onset of symptoms, with the aim
of matching the controls, so far as possible; with the acge
range for onset of symptoms in the primary series. Rejection
of cases as ineligible, because they were too younz or toc old
at the relevant time, depleted the availsble records to 57.

Cf these, a further 19 proved inad-

admission. In each of this sub-group, the condition was sub+
sequently shown to have an acute orgenic basis, predominantly
anpendicitis. The potential group was thus reduced to %8.

10 of these could not be traced,
becauze they had left the district in the interin. The

the primary series.

Of this residual group, 7 nroved
unsuitable for inclusion as controls, because their constipati
although functional in origin, had not in fact resolved with

persistence of the original symptoms, and the child's contin-
ued attendance currently at other hospitale or surgeries.

The fipal number of 21 children,
14 male and 7 female, satisfy the criteria evolved as a hasis
for couparison, and were thercafter designated the control
group.

. In all therefore, a total of 51
children provided the clinical material for the present study

Method of Study

The following procedures were under-
taken in each of the 30 childrer forming the primary series:-

1) A detailed case history was obtained, with particular ref-
erence to the presenting bowel discrder, its date of onset)
duration, character, severity, and clinical course-

Information was sought as to the eir-
cunstances surrounding the onset of symptons; the attitude of
parents to the problem; +their general attitude to the child;
their method of upbringing; the method of toilet training

missible because of & revision of diagnosis following hospital

remaining 28 were followed up and investigated in parallel with

routine treatment measures. TFollow-up investigzation revealed

Examples were sought of young children

on,
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adopted; the emotional reactions of the child to the disorder
and his pattern of emotional response generally.

The history further ineluded devel-
opmental data; details of pre-natal and natal morbidity; the
relevant fanily history; +the attitudes, beliefs, and feers of
parents concerning constipation and faecal =zoiling; and detei
of the envirommental setting, ineluding family structure, withi
which the disorder had developed.

This inforrmation was obtained
primarily from the mother, but was supplemented in certain
cases by information from the father or grandparent.

2) Clinical peychiatric assessment of the child, his parents

and others concerned in his upbringing, with particular
reference to personality structure, emotional adjustment, and
relationships within the fanily.

3) Evaluation of the paediatric findings and treatment
previously undertaken in all but two of the series, and
the response to treatment.

4) Zvalnation of the material which energed during subseguen
neychotherapeutic treaiment, both of the children and the
parents.

In each of the 21 children forming
the control series, the method of investigation involved:-

1) A detailed case history sinilar in scope to that obtained
in the primary series.

2) Current personrality assessment of the child and his paren

3) Evaluatiorn of the equivalent paediatric findings and
treatment oripinally undertaken in these cases and the
response to treatment.

4) Follow-up of the present position in regard to bowel
function.

To permit valid comnparison of the
data yielded by the 2 groups, follcow-up assessment of the
control cases, and the provision of a retrospective history
in each case, were undertaken on behalf of the investizator,
but independent of the main study, by a senior psychiatric
scecial worker. She was instructed to base her assessments
upon the model adopted for the nrimary investigation in order
to facilitate subsequent comparison, but the aims and detailed
findings of the primary study were not disclosed to her.

This procedure was adopted to
safecuard against contanination of the data provided by the
control groun, through the element of personal bias.

The datzs so cobtaired were then
correlated with the equivalent data derived from the primary
series.

1s
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Case Presentation

Fach of the 30 cases forning the
primary series is presented in detail, riving the case
history, the paecdiatric findings and treatment, the psychiatyic
assessment of vnarents and child, the further course of the
condition, and its responce to psychotherapeuntic treatment.

The detailed programme of treat-
ment, and the principles on which it was based, are described
in a eseparate section.

Swmarised versions are included
of each of the 21 cases foruing the control group.




THE PRIMARY SERIES

Cases lio. 1 - B30,




Be
Case Yo. 1. Male M.S. Date of hirth -20.4.49.

Presenting Problem

1) Increasing constipation since the age of twelve months
with intervals of up to one month between bowel action
2) Overflow faecal incontinence at intervals of 2 +to 3 de

Ace at Psychiatric Heferral - 6 years 9 months.

Mode of leferral - Heferred by consultant paediatrici?

Duration of Symptoms - 6 years.

Paediatric Findings & Treatment

First referred to paediatric surgeon at ace B
Healthy well nourished child, difficult to examine becsuse of
his nervous tension. Protruberant abdomen with hard faecal
masses palnable through anterior abdominal wall in left iliac
fossa and hypogastrium. Rectun loaded with hard faeces. No
local lesion of rectum or anus. Admitted to surgical ward for
investigation, and treated with daily rectal washouts which
vielded copious retained faeces. Harium enema investigation
showed (Appendix I Plate Nog.l, 2 )"Colon as a whole of rather
large diameter with redundant loopning. No evidence of Hirsch-
sprung's disease'"., OSubseguent treatment was by petrolagar
with phepolphthalein. On this regine, daily bowel action was
achieved five days zfter barium enema until patient discharged
three weeks later., Referred back to surgical out-patients aft
six weeks at home. Reetum again loaded with faeces and faecal
masses palpable abdominally. The loaded bowel was cleared by
a course of daily enemata administered as an out-patient and
case discharged on maintenance dosage of petrolagar.

18 months later, child readmitted to medical
ward under paediatrician. Relapse had occurred within one mon
of previous discharge and intractable corstipation with soilin
had persisted in the interim. He-examination revealed increas
loading of terminal bowel with peri-anal soiling. TNo rectal
washouts or enemata were administered on this occasion. Case
was treated mediecinally with petrolagar and phenolphthalein.
Three days after admission, daily bowel action was resumed
without apparent discomfort and maintained regularly for a
further three weeks. Child then discharged home on maintenang
doses of laxative. IFollow-up two months later revealed comple
relapse. Referred for psychiatric opinion.

Pesychiatric Assessment

Child
e Pale, tense boy, deferential in manner, but
hostile to further examimation. Renained inhibited
and on guard throughout.
Mother ik d
et Ape 34. Intelligent woman; rigid, determined
personality. TFastidious in personal hygiene and
insistent upon obedience from her children. The
dominant partner in the marriage. Currently tense
and anxious.
Father

Age 33. Placid, stable personality, much less
disturbed by child's symptoms.

Family Structure

One sibling, a boy, 3 years younger than
natient. Healthy. No howel disorder.

s.
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Family History

No familial tendency to constipation. laternal
grandfather had been striet disciplinarian, who demanded impl-
icit obedience from his children.

Developmental History

Normal pregnancy. Normal birth. Uneventful
development until the age of twelve months. Toilet training
instituted at 3 months, strict, and completed at 8 months.

Background Circumstances

Child conceived after 4 years marriage, foll-
owing three miscarriages and gynaecological treatment. Ilother
was thrilled to carry this baby successfully to term. Because
of previous mishaps, child's value very much enhanced. Hother
constantly afraid of "something hanpenine to him". "I had to
take extra care of him".

Determined not to spoil him, and therefore ad+
opted firm attitude from infancy. Particularly keen to instit-
ute early toilet training because she felt it so important.
"After all the trouble I had getting him, I felt nothing must
go wrong".

Parental Fears & Prejudices

During repeated admissions to Women's Hospital
prior to this pregnancy, she recalled seeing many cases of
"bowel stoppage" in adulits. Felt horrified to think sueh cases
might be due to pure neglect. She was determined to avoid th
same development in her child and was conscious during his toilet
training of this underlying fear. She entertained a secondary
fear of underlyingz "bowel weakness" engendered by the persistence
of symptoms in face of repeated courses of treatment.

History of Present Illness

In early infancy, bowel action normal. At age
of 12 mornths, child had intercurrent systemiec disturbance wit
some pyrexia, presumed due to teething. Bowel action becane
sluggish in association and baby cried at stool. At this time,
child had an isolated major convulsion, diagnosed by family
doctor as due to constination. Illother extremely concerned at
this and from that time, her determination to aveid further
cornstipation has daninated her thoughts.

A wvariety of laxatives were prescribed with
little effect, followed by use of suppositories, which child
actively resented. During toddler stage, in his 2nd year,
mother recalls prolonged sessions of foreing him to sit on pot,
with both parents squattineg beside him, exhorting him to def-
aecate for periods up to an hour. Rarely any result, even
with use of socap suppositories, but later in day, napkin or
underpants would be soiled.

Subsequently, there was vositive refusal to
sit on pot. Child would scream if force attempted, and run
off into a corner of the room where he would erouch huddled up,
red in the face, and obviously restraining the urge to defaec-
ate. He would repeatedly complain of abdominal cramp for sevs

eral days, followed by passage of bulky stool into underpants,
lother claims she avoided smacking him for the constipation,
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(11.8. cont)
put admits chastising him severely for his "naughtiness™ in

soiling. At age 2, she considered he was old enouzh not to

and smacking and depriving him. Both types of approach proved
equally ineffectual.

When old enough to use toilet, appeared less

gesistive. Sent up regularly twice a day and told to remain oh

cllet until he had produced a motion. Might sit for as long
%s an hour. NMother insisted on inspecting result personally.
m this routine, bowel action occurred every 4 or 5 days at
irst, but subsequently at increasing intervals up to 1 month.
wverflow soiling occurred at regular intervals. Mother became
bsessed by this daily toilet regime. Would tiptoe upstairs to
tand outside toilet door and listen for child straining. Often
verheard him whispering to himself "ily mum says I must go, I
nmst try".

After first admission to hospital and assurance
& to absence of organic basis, mother redoubled her efforts to
train him properly before he reached manhood™. She continued
*o experience lurking fear about underlying "weakness™ in the
ihild's bowel. She became increasingly tense, overwrought, and
pre-occunied with his bowel function.

Referring to absence of bowel disturbance in her
ounger child, mother confirmed she had had little time to
levote to his toilet training hecause of her exclusive pre-
¢ccupation over patient. "But then my younger bhoy was always

jo normal, I never had to worry about him".

urther Progress See Treatment Seetion p.l20.

als during the next four months for intensive nsychotherapeuti
e-education. No direct therapy was emnloyed with the child.
11 laxative treatment was discontinued. For the first six
eeks, child remained constinated, with periodic overflow soili
owel actions were occurring on average once a week, but later
ecame more frequent with progressively less soiling. By the
nd of 2 months, child was beginning to use toilet regularly,
nbidden.

l Lliother was interviewed at regular weekly inter-

esult of Psychotherapeutic Treatment - (September, 1956)

Spontaneous bowel action has now been maintained
aily for a period of 6 months, with no recurrence of soiling

and no evidence of further colonic loading. Ilother has retained

ull insight. Both she and the child are free from tension, an
he mother-child relationshin is secure and amicable.
Satisfactory result.

[ i}

goil. By this tine, nis bowel disorder was centre of attention
for both parents. INother alternated between bribing and coaxing,
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Case No.2. Male R. T. Date of birth-12.7.52.

Presenting Problem

1) Intractable comstipation since age of 5 months with
overflow faecal soiling since age of 2.
2) Difficult and aggressive behaviour of 12 months
duration.

Age at Psychiatric Referral - 3 years.

Mode of Heferral = Referred by paediatric surgeon.

Duration of Symptoms - 2% years.

Paediatric Findings & Treatment

First admitted to paediatric hospital at age 5
months with 7 days' history of constipation and reluctance to
feed. Child was pyrexial because of bronchitis, assumed to
be associated with teething. TFaecal masses palpable in desc-
lending colon and rectum. Some degree of abdominal distension.
Investigation for organic gastro-intestinal disease proved
negative. Constipation resvonded to initial course of daily
enemata. Bronchitis responded to antibiotiecs. Child developed
gastro-enteritis prior to hospital discharge, and thereafter
transferred to Isolation Ward. Retained for further month.
Total period in hospital % weeks. No visiting by parents
permitted throughout period in isolation.

' Readmitted 2 months later because of recurrence of
constipation. Rectum and descending colon again loaded with
Taeces. Child not pyrexial. Recurrence of constipation assumed
to be due to impairment in torne of abdominal musculature foll-
owing gastro-enteritis. Treated with course of bowel washouts
and oil retention enemata. Discharged from hospital one month
later with lower bowel adeguately cleared. Regular enemata
prescribed at home to be administered by District Nurse.
Constipation recurred within 3 weeks of return home and per-
sisted despite variety of purgatives. ©Six months later, at age
18 months, admitted to hospital for third time, on this ocecasion
t0 a surgical ward to exclude Hirschsprung's disease. Found

to have palpable mass in right iliac fossa extending to right
hypochondrium; dlagnosed as faecal accunulation, which disapp-
eared upon repeated bowel washouts. Barium enema showed
(Appendix I Plate No.3 ) "Large atonic lower colon with consid-
erable redundancy of pelvic loops of bowel. No evidence of
Hirschsprung's disease. Segmental megacolon"., Cascara mixture
was prescribed. At one time child had a total of 21 tablespoous
of Cascara mixture administered during the course of 7 days with
no bowel evacuation throughout. Between the ages of 18 months
and 3 years he was readmitted on a further 4 occasions because
of persistence of intractable constipation, despite reneated
enemata and trial of several purgatives. At 6th and 7th admiss-
ions, constipation had versisted for a whole month on each
occasion, followed by massive overflow soiling. Throughout,
general condition had remained healthy. Child was eating well
with no comnlaint of pain or discomfort, and no vomiting. During
the total period of hospital treatment, case records show that:
over 100 enemata and washouts were administered. Despite this
and after 2%-years' treatment no improvement had been achieved.
7th admission was arranged specifically for purpose of partial!
colectomy advised by paediatric surgeon in view of redundancy
of pvelvic loops of bowel and because of failure/
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(ReTe cont)
failure of case to respond to non-surgical measures. Parents
cemurred and reguested alternative opinion prior to operative

intervention. Case referred at this stage for psychiatrie
opiniocne.

Psychiatric Assessment
Child

Slightly built but healthy boy, intensely suspiciou
and reluctant to leave mother's side. Remained mute
and unresponsive throughout first interview, but later
became more friendly and began to cooperate in play
sessions.

7]

== Age 35. Highly intelligent and emotionally stable
personality. A primary school teacher before marriage.
llo evidence of obsessional or perfectionist trends.
Currently distressed and tense about child's condit-
10N.

Father d

Age 42. Highly intelligent, forceful and aggressive
personality. Headmaster of a primary school, Bitter-
1y resentful at bandling of child's case to date.

1 Distressed by boy's condition.

Femily Structure

One other child 2 years senior to patient. No
history of bowel disorder.

§§92;1;§3§F951 - il relevants.

Developmental History

Normal pregnancy. Normal birthe Uneventful develop-
ment prior to first admission to hespital at age 5 months.
llo attempt at bowel training had been made at that time. No
previous episodes of constipation.

Packeground Circunstances

o relevant predisposing factors were elicited. Bowel
regularity had not been an issue with parents in respect of
either child.

Parental Fears & Pre judices .

Wo primary misconceptions or convictions entertained by
either parent about constipation. Both parents secondarily
preoccupied with fears of organic bowel disease resulting
from conflicting opinions offered in hospital.

History of Present Illness

Following child's earlier admissions to hospital, both
parents enforeced rigorous measures of bowel training, accom-
panied by threats and exhortations, without success. Between
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the ages of 2 and 3, child developed marked anti-social
behaviour in addition to bowel symptoms. He had become

| increasingly aggressive and destructive, biting his older
brother, smashing windows, spitting on food at table and
entirely refractory to parental discipline. Had bitten father
on two occasions, frequently butted mother, and seemed complete-
ly lacking in affection for mother. Bladder control origin-
‘ally attained by age 2, but in past 6 months diurnal enuresis |
had develoved. Both varents seriously perturbed by child's
behaviour and regarded him as unmanageable. They were con-
vinced his conduct had resulted from emotional deprivation
while in hospital with resulting sense of maternal rejection.
At time of psychiatric referral household routine was dominated
by child's bowel disorder and disrupted by his behaviour. All
parental efforts to induce patient to evacuate his bowels were
met by violent resistance.

Further Progress See Treatment Section p. 115.

Both parents were seen regularly at weekly intervals for
psychotherapeutic re-education and guidance upon the handling
of the child's problems within the home. Father attended for
two months. WMother attended for 9 months. No direct therapy
was undertaken with the child. All laxatives were discon-
tinued. The only injunction to the parents was to maintain
child's adequate fluid intake. Two months after psychiatric
treatment began, child's bebaviour underwent marked further
deterioration and bowel disturbance became more severe. Child
was intensely resistive and obstinate, and at this stage a
total of 83 days elapsed during which constipation was abso-
lute and no overflow soiling occurred. Throughout this periecd
patient remained perfectly healthy, ate well, was normally
lactive and showed no evidence of pain or discomfort. The only
sign upon examipation was increasing abdominal distension.
Thereafter, masgive faecal soiling occurred and continued for
several days without medicinal intervention.

During the next 3 months two separate enisodes occurred
indicative of impending intestinal obstruction. On each
occasion child began to vomit, refused food, became listless,
pallid and anergic. Brought to hospital by mother and impacted
faeces manually removed per rectusn without anaesthetic. Child
permitted this procedure on promise that he would not be
retained in hospital. Manual evacuation was followed by spon-
taneous masszive soiling. On each occasion child was pyrexial
due to intercurrent respiratory infection and faecal impaction
was thought to have occurred because of state of relative
dhydration ard hardening of accumulated matter in lower bowel.
At both examinations rectal contents were noted to be un-
usually hard as compared with pultaceous consistency previously
noted. No adverse effects resulted from either episode.

During the ensuing 4 months, gradual but definite improve-
ment occurred both in restoration of bowel function and in
child's general behaviour. 7 months after start of psychiatric
treatment patient performed spontaneously for the first time
on toilet. This was a voluntary unsolicited effort, quite
different from previous overflow soiling. Subsequently,
spontaneous evacuation took place with increasing frequency and
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with progressively fewer episodes of soiling. Regular contact
with the case and guidance of parents was discontinued at the
end of 9 months.

Result of Psychotherapeutic Treatment (September 1956)

15 months after psychiatric referral, complete remission
of bowel symptoms has been maintained for a period of 6 months.
Daily bowel action now occurs spontareously and there is no
faecal soiling. The child's behaviour has improved consider-
'ably and he now has an affectionate relationship with both
parents. In particular, he shows emotional warmth towards his
mother and is now canable of normal response to demonstrative
jaffection by his mother. His former destructive and aggress-
ive behaviour has subsided, although he remains obstinate and
|self-willed. Both parents are now free from anxiety.
| Satisfactory result.



Age at Psychiatric Referral - 4 years 6 months.
Mode of Referral Referred by consultant paediatrician.
Duration of Symptoms Approximately 4 years.

13,

Case No. 3. Temale HoMs Date of birth - 3.2.50.

Presenting Problem

1) Constipation since infancy with intervals of 2 to 3
weeks between bowel actions.
2) Overflow faecal soiling from the age of 2.

Paediatric Findings & Treatment

First referred to paediatrician at age 3; res-
iding at that time in another city. Healthy child with dis-~
tended abdomen and palpable faecal masses in descending colon.
Rectum loaded with faeces. INo local lesion. Admitted to
paediatric ward for investigation. DBarium enema reported
"some dilatation of terminal colon but no evidence of congen-
ital megacolon" (X-ray plates not available). No other ab-
normality found. Treated with course of colonic washouts
and discharged on maintenance doses of laxative with medicinal
paraffine ILiother advised to maintain "regular training®,
but despite these measures, relapse occurred within 3 weeks df
leaving hospitale Subsequently family moved to this city and
child referred for paediatric consultation loeally. Clinical
picture was exactly as described over a year earlier.
Paediatric investigations were not repeated. Case was ref-
erred for psychiatric opinion.

Child

T 7777 sullen, uncommunicative, suspicious and unresponsive
throughout first interview. DRefused offer of toys
and remained close to mother's side. At subsequent
interviews she became more friendly and relaxed but
remained suspicious of physical examination. She was
described by mother as being obstinate, determined

and negativistic.

lother

77T Age 35. Intelligent woman of determined and force-
ful personality. Currertly tense, anxious and obsesi—
ed with her child's presenting symptoms, "I have bee
worried to death for years by her bowel trouble".
Insists upon obedience from her children and was not
prepared "to be their slave”. ©Squeamish about "messy
and dirty things", including faecal matter.

Fgther

—

Vot available for interview. Degeribed as
equally concerned about child's bowel irregularity,
bhut less intense in attitude.




(HcMo cont )

Family Structure

Two other children, both girls, 3 yeers and 8
years older respectively than patient. lMiddle child healthyl
Oldest child was asthmatic until the age of 8. No history
of bowel disorder in either girl. '

Femily History Nil relevant. |

Developmental History

|
: i
Normal pregnancy. Normal birth. Uneventful
development except in sphere of bowel training which was rigih,
coercive, and instituted during the neo-natal period. Success-
ful training not achieved.

| Background Circumstances

i Patient is the youngest of 3 girls. The oldest
now 12, was born while father serving in the Army in 1942. |
Several months after her birth father sustained serious head ‘
injury for whiech invalided from the Service and totally dis-
abled for 13 months. Thersafter remained irritable, intol-
erant and moody for further 3 years. Domestic tension acuteI
during this period with frequent violent scenes. Against this
background eldest child developed asthma at age 2. This girl|
is similar in temperament to her father. If emotionally upset
she does not readily show her feelings but becomes withdrawn
and silent. llarital situation much improved by the time

second child was born in 1947. Within the next year the oldest
girl's asthmatiec attacks began to resolve. The middle child'#
development was completely uneventful and the mother recalls
complete freedom from domestic tension at that time. |

Three years later in 1950, patient was born.
Unwanted pregnancy, and mother recalls her resentment and
chagrin at thought of having another baby. ©She felt she had |
already suffered sufficiently from her husband's post-traumatic
disorder, the first child's recurrent asthma, and the limit-
ations upon her freedom imposed by the second child. She had
| keenly anticipated liberation from these ties and was now to
' be restrieted once more with the chores of babyhood. In
| particular felt revolted by thought of repeatedly washing
' soiled napkins. She was determined that she would train this
last infant in toilet habits from birth.

Parental Fears & Prejudices

The child's persisting constipation and its
|failure to respond to vigorous laxative therapy prompted
Imaternal fears of "bowel stoppage". These fears were augmented
by avid study of advertisements for treatment of constipation.
Mother was convinced her child had serious organic bowel dis-
‘order, despite reassurance to the contrary after initial
‘hospital investigation.

‘History of Present Illness

5 Toilet training instituted by mother upon dis-
‘charge from lMaternity Hospital. Initially 72 hours might



| taneous bowel funetion had been restored on average 5 days a
week with no evidence of faecal soiling. The mother had

|at a Convent school. School routine was striect and it was

15.

(HeMo cont)

elapse between infantt's bowel movements. Commonly mother
failed to obtain a response by holding out the baby, with
resulting soiled napkins and the redoubling of maternal efforts
to "train" her child. By the age of one year child was
refusing to sit on pot and struggling violently against mother's

| efforts. During 2nd and 3rd years every attempt by mother %

promote child!s bowel evacuation created a major emotional scene.

When it was clear from her facial expression that she felt the

urge to defaecate she would erouch in a corner of the room '

holding her body rigid, or wriggling and contorting, gripping

the back of a chair in her efforts to resist bowel action.

These episodes recurred at intervals over a period of 2 to 3

weeks with repeated faecal staining on knickers and finally

the passage of a voluminous stool in her knickers or in bed.
Mother alternated between threats and exhortations,

| both without effecte The child remained adamant in her refusal

to use both pot and later, toilet. , -

A variety of purgatives was prescribed by family
doctor with sole result of increasing the child's soilinge.
Her continuing constipation became the constant and central
topiec of conversation in the household.

Further Progress See Treatuent Section p. 120,

Mother was interviewed at regular weekly inter-
vals during the next 6 months for intensive psychotherapeutiec
re-education. No direct therapy was employed with the child,
All laxative treatment was discontinued. At the end of 6
months from the date of psychiatrie referral, regular and spon-

gained full insight and had adopted an entirely different
approach in handling the child, with satisfactory response.
Five months later at age 5%, child was enrolled

customary for girl prefects to accompany the infants to the
toilet, stand outside while they performed and escort them back
to eclass. In face of this regime, child again became seriou?ly
constipated with daily overflow soiling within a month of start-
ing schoole lLiother promptly removed patient from this schoo

and transferred her to Council school where no special attention

| was shown to toilet habits in the infants' class. At the end
| of further twoe months, normal pattern of daily bowel function

had been restored with complete absence of soiling. There has
been no subsequent relapse.

Result of Psychotherapeutic Treatment - September 1956.

Spontaneous and normal bowel action has now been |
maintained for a period of 12 months. Discounting the isolated
lapse following enrolment at Convent school, bowel function has
been normal for the past 18 months without recourse to laxatiyes.

Satisfactory result.
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Case No. 4. kale  JeMeLe Date of birth - 30.5.40.

Presenting Problen

1) Apperent history of faecal soiling of 2 years duration.

2) Subsequently elicited history of intractable constip-
ation since infaney, with recurrent episodes of over-
flow soiling at intervals of 2 to 3 days since age
of 2 years.

Age at Psychiatric Referral - 15 years.

Mode of Referral - Referred by general medical practitioner.
Duration of symptoms Approximately 15 years.

Zacdiatrle Bladings & Trestmens

No previous hospital investigation had !
been undettaken. Child had been treated by a succession of |
general practitioners with remedies ranging from laxatives
and suppositories, to lst. Cret. for the soiling. Upon
current investigation, rectum was loaded with pultaceous |
faeces, and harder faecal masses could be palpated through
abdominal wall. Abdomen not markedly distended. INo local
lesion of rectum or ams. A course of preliminary colonic
washouts in hospital was necessary to clear the lower bowel
in preparation for barium enema. DBarium enema showed (Appen-

dix I Plates 4, 5) "Considerable looping and dilatation of
| the pelvic and descending colon. Ilo evidence of pathological
lesion". All routine investigations negative. DBacteriolog-
ical investigation of faeces negetivee.

=

Psychiatric Assessment
Child : : 2
—=== Tall, well built adolescent of superior intelligence

but showing marked emotional immaturity. Apprehensive
at interview, lacking in self confidence, pampered
and overdependent. Became sulky and reticent when
his symptoms were discussed.

Kother Age 44. Colourless persorality, diffident and lack-

ing in self assertion. Currently tense and anxious
about her son's symptomse.

Father
———=—— Deceased 1940.

Maternal Grandmother

Dogmatic, determined personality. Overprotective
and overpossessive of grandson, towards whom she had
assumed role of mother figure from child's infancye.

She is the ruling influence in the household.
Zanily Struture Patient is an only childe He ad his mothe
share house with maternal grandparents and their two unmarried
SonsSe

i T .
E?%%EEZJEEEEEHX Maternal grandmother has suffered from chronic

constipation throughout adult lifee.




| treatment by various family doctors. Child was enrolled at
| small private school and retained there as a special concession,

1%

(JeMeL.Gont )
|
Developmental History |

|

Normal pregnancy. Normal birth. Uneventful earl%

development, except in sphere of bowel training which was rigid,

coercive and instituted by grandmother during neo-natal period.
Successful training not achieved. |

Background Circwnstances ‘

Child's father was killed on active service in
January, 1940, 5 months before patient was born. Subsequentl&
child pampered and over-indulged as war orphan. MNother prostrate
and withdrew from social life for 4 years. Child virtually
reared by maternal grandmother and subjected to adulation of all
5 adults in household. Throughout childhood led a sheltered
and dependent life entirely within the family cirecle.

Grandmother's Fears & Prejudices |

Because of her own tendency to chronic constip-
ation, grandmother is obsessed with neced for regular bowel
action. Fearful of the adverse effects of constipation and
convinced that bowel "sluggishness" would lead to appendieitis.

History of Fresent Illness

Initially mother gave a history of faecal soiling
in her child of 2 years duratione. Subsequently, grandmother
admitted that "constipation" had been a problem with the child
since earliest infancy. When baby was 4 days old she admin-
istered a suppository because of her fear of "sluggishness"

' and has continued ever since to dose child with magnesium
' hydroxide night and morning. Despite this, intervals between
| bowel actions inereased during first year up to 7 or 8 days.

Child resisted efforts at toilet training, refused to use pot;
and from age 2, constipation was associated with periodie
overflow soiling. At later stage, grandmother would sit for
lengthy periods with child in toilet, pleading with him to
open his bowelse.

This earlier history of disordered bowel
function had been successfully suppressed by grandmother from
entire household, ineluding child's mother. ©She did not want
child to feel ashamed and wished to avoid distressing other
members of family. Constipation and soiling were both kept
a complete secret between child and grandmother, even during

until the age of 13. School staff unaware of his bowel dis-
orders Thereafter obliged to transfer to Grammar School wher
he failed to adjust and became inereasingly unhappye. SymptomF
in consegquence became more obvious and could no longer be
hidden from other members of the family. For the first time,
mother became aware of the problem and insisted upon referral
to another doctor. After trial of various laxzatives, high
residue diets and repeated explanations to the boy about the
gastro-ckolic reflex, all without success, family practitioner
referred c¢hild direect for psychiatrie opinione. ‘




! (Je MeL. cont) |

Further Progress See Treatment Section p. 122

It was clear that no effective treatment could be:
conducted while child remained under over-protective influence
at home. Admitted to hospital under supervision of therapist,
ostensibly for observation, but actually for psycho-therapeutic
rehabilitation. Retained for 3 months despite protestations
of grandmother, but with mother(s approval. Cooperation of |
nursing staff enlisted in programme of re-education. Con-
currently mother interviewed at regular weekly intervals, with
increasing promotion of insight for the emotional basis of he
child's symptoms. All laxative therapy was discontinued. At |
the end of 3 months, spontaneous bowel action had been restored

[ inallye. Colonic loading had not recurred in the interim.

| Result of Psychotherapeutic Treatment - (September, 1956)

to the extent of one motion every 2 to 3 days, with faecal
soiling at infrequent intervals. Upon re-examination, rectum
was no longer loaded and no faecal masses were palpable abdom-

Remission of bowel symptoms has been maintained
for a period of 15 months. Spontaneous bowel action now oceurs
4 to 5 times a week without laxative thempy. There has been
no recurrence of faecal soiling. Emotionally the boy has
matured and now presents as a poised, and self-reliant person-
ality. In retrospect, he has acquired good insight for the
development of his own condition. Mother, with therapeutic |
support, has successfully asserted herself within the home,
taken over the emotional role of mother to her child, and now
adequately protects him from the grandmother's dominatione.

She has benefited from her own emancipation, and the relation-
ship between mother and child is secure and realistic. Patiaht
currently treated as a responsible adolescent and is respondi
accordingly.

Satisfactory results.
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' Case INo. O° Male M.BY Date of birth-31.12.45.

Presenting Problem

1) Intractable constipation since the age of 2, with
intervals of up to 2 weeks between bowel actione and
persistent overflow faecal soiling.

2) Previous diagnosis of "idiopathic" megacolon.

Age at Psychiatric Referral - @ years.

Mode of Referral - Referred by paediatric surgeon.

Duration of Symptoms = 7 years.
|

Paediatric Findings & Treatment

First investigated in this area by seniof paediatric
surgeon at age 8. Previously investigated and treated by I
several physicians and surgeons at other hospitals where case
had been diagnosed as "idiopathic'" megacolon. Repeated
courses of enemata and various purgatives had been administered
without lasting beneficial effect. Assessed two years
earlier by Child Guidance Clinic where desceribed as a sensi- |
tive, highly-strung child with eye blinking and facial tics. |
Noted to be withdrawn and unresponsive, but these findings
were regarded as secondary to the persistence of bowel dis-
‘order. Referred for further surgical opinion because of
persistent faecal soiling, for which he had been sent down
fron boarding preparatory school. Admitted to surgical ward.
Examination required general anaesthetic because of child's
intense aversion to doctors. Abdomen was distended,with
large faecal masses in descending colon, and gross rectal
iloading. o locsl lesion of rectun or anus. Tone of anal
'sphincter unimpaired. Barium enema showed (Appendix 1
Plate No. 6 ) "Large dilated colon with impacted faeces high
‘up. No evidence of Hirschsprung's disease". In view of
|ch11d‘s marked refstiveness, no further enemata were admini-
stered as treatment. Case was treated 1n hospital with
‘petrolagar, phenolphthalein and amechol, coupled with warm
baths and "retraining” in toilet habit twice daily. On this
reglme, two bowel actions occurred each day, but two weeks
later at a second examination under anaesthetic, the rectum
land terminal colon were still loaded and faecal soiling had
ipersisted. Child was thought not to be emptying his rectum
ladequately, so that bowel action, although regular, was incom-
plete. Child remained aloof and withdrawn in ward. Referred
lat this stage for psychiatric opinion.

Psychiatric Assessment

Child
Sallow, reserved boy, polite but subdued and on
guard. Remained unresponsive during initial inter-
views but subsequently became less suspicious and made
closer contact.
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(.B. cont)
Mother

Age 34. Intelligent, cultured woman of sensitive,
reserved persomality. This is her second marriage,
the first having ended in divorce. Since then she
has become diffident and retiring, with difficulty in
expressing her emotions. She had left child to the
care of nursemaids and "never really got to know him”.
She felt that somehow she had failed the boy. TVery
willing to consider an emotional basis for child's
bowel symptoms.

Father

Age 40. Successful business executive. Forthright
man of military hearing and dominant personality.
Showed little capacity for understanding emotional
problems. Frankly intolerant of child's soiling,
which he described as "distasteful” and "degrading”.
Relationship with child superficial and remote.
Concerned only with the most direct treatment of the
bowel disorder.

Nursemaid
The children's nurse at the relevant time in child's
upbringing is described as having been excessively
rigid, coldly efficient, determined and insistent
upon striet toilet training.

Family Structure.

No children of mother's first marriage. Patient is oldest
of 3 childrern in present marriage. The two younger are both
girls; neither has history of bowel disorder. Father is the
dominant influence within the home. Nursemaids were dispensed
with in rearing the two younger children.

Family History Nil relevant.

Developmental History

Normal pregnancy. Normal birth. Uneventful early
development. Brousht up from infaney by succession of trained
children's nurses. No special emphasis laid upon bowel
training until the age of 22 months. Harlier nursemaids not
coercive in their approach.

Background Circumstances

No intimate association between mother and child during
early vears. NMother now expresses feelings of guilt about
this attitude of emotional neglect.

Parental Tears & Prejudices

Neither parent initially preoccupied with potentially
adverse effects of constipation, though father disgusted by |
soiling. Persistence of symptoms led parents to feel anxious
ultimately about guestion of ™ diseased bowel™. Relevant
nursemaid intensely concerned about need for bowel regu_arity
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M.B. cont)
History of Present Illness.

Child developed gastro-enteritis at the age of 22 months.
Treated at home. During convalescence bowel movements became
'sluggish". New nursemaid appointed at that time. Concerned

by irregularity of bowel function and instituted rigorous
bowel training for the first time. She considered that such
training had hitherto been neglected. Child responded with
| persistent refusal to defaecate, despite punitive measures.
Subsequent development of progressive constipation which
failed to yield to laxative measures and was associated with
faecal soiling. TFather's censure was added to that of nurse
to discourage this "dirty habit". Mother felt uneasy about
this approach but was unable to voice her misgivings. A
succecssion of investigations followed, by various doctors,
with no lasting response to physical treatment measures.
At time of further referral to surgeon, enemata were bheing
administered 3 times a week by district nurse under instruc-
tion from family doctor. Child resented this procedure so
violently, that enema could only be given when father and
another adult were at home to hold him down forcibly.

Further Progress See Treatment Section p. 123.

The parents declined to attend further at hospital after
their first consultation but agreed to be visited in their
own home. Father was frankly sceptical. Mother remained
excessively regerved. Realignment of parental attitude was
undertgken over a period of 3 months by home visiting, during
which e¢hild was also seen and treated directly. On advice, he
remained at home for remainder of school term with provision
of a private tutor. At the end of 3 months a much closer
relationship had been established between mother and child
with inereasing erdional insight on the part of the mother.
Father remained unconvinced but withdrew former attitude of
censure and intolerance. Laxative therapy was discontinued.
The ehild was allowed to vlay at his own level with initial
increase of emotional dependence upon mother and evidence of
regressive behaviour, followed by release of underlying agg-
ressiveness. Concurrently, the child's bowel function grad-
ually became more regular and spontaneous, with progressive
decrease in frequency of soiling. Child became noticesbly
more frierdly, relaxed and responsive. When examined by
surgeon 4 months after initial psychiatric consultation, the
child was reported to be well with spontaneous daily bowel
movement and absence of soiling. The rectum was found to be
empty and straight x-ray of abdomen showed no accunulation of
Paeces in colon. Thereafter the boy returned to boarding
school.

Result of Psychotherapeutic Treatment (September 1956)

Child has now remained symptom free for a period of
18 months. He is now more self reliant, confident and at
ease. His school report is satisfactory in work, sport and
social activities and the narents are equally satisfied with
his further versonality development. Father's insight remains
superficial and inadequaté, although he now concedes that "the
psychological element was greater than I was prepared to
believe"”. Mother has retained full insight and the mother/

child relationship is now secure. Satisfactory result.



Case No. G. IMale Re Wa G Date of birth-13.11.48.

Presenting Problem

Chronic constipation since the age of 18 months,
with intervals of up to 7 days between bowel motions,
and with overflow faecal soiling.

Age at Psychiatric Referral - ?ﬁ years.
Mode of Referral -~ Referred by consultart pasdiastrician.
Duration of Symptoms - 6 years.

Paediatric Findings & Treatment

First referred for paediatric opinion at the age
of 5%. A wvariety of aperients had been prescribed by family
doctor without beneficial effect. MNo clinical abnormality
noted at that time. Routine investigation of gastro-intestinal
funection proved negative, and condition was attributed fo
'"faulty habits" and "deficient diet". Treatment nprescribed wgs
high residue diet, liberal fluid intake, and medieinal paraffin.
Referred back to paediatrician 18 months later at age 5, with
percsistence of symptoms now of increased severity. Palpable
faecal masses in descending colon. Abdomen was distended;
rectun loaded with faeces; neri-anal soiling. No local lesion
of rectum or anus. Child admitted to hosnital for barium
enema. Heport stated (Appendix I Plate 7 ) "The colon
is very large and apnearances are corsistent with megacolon.
o evidence of Hirschsprung's disease". Treated by course of
enemata, followed by training in "regular bowel habit", assis+
ted by petrolagar. Discharged on this regime, but supervised
regularly as out-patient. Subseguent condition fluectuated
between transient improvement, with infrequent soiling; and
phases of relapse, with constipation persisting for up to 7
days, after which enema would be administered by district nur?e.
Attended paediatric out-patients monthly for next Eﬁ-years.
Ceneral health good. Appetite unimpaired. ¥No abdominal symns
toms. Despite treatment, masses of retained faeces could still
be palpated in descending colon. At this stace referred for
nsychiatrie opinion.

Psychiatric Assessnment
Child

————

Alert, intelligent boy, described by mother as
"gtubborn in a guiet way". Has latterly become fearr
ful of the dark and lacking in confidence. Super-
ficially responsive but elearly suspicious of therapist.
Good relationship with mother but fearful of father.

Mother :
Age 44. A sensible and well balanded woran.
Normally placid in temperament but currently tense and
anxiety-ridden about child's symptoms.
Father
Age 46, Stern, rigid and determined perso nality
with fixed ideas about personal hygiene and bowel
regularity. Striet disciplinarian within the home.

Family Structure

2 siblings, both girls, 11 and 13 years older
respectively than patient. No history of bowel disorder in
either.




( R. rf’fr-Gn CODt )

Family History - Nil relevant.

Develoomental History

Normal pregnancy. Normal birth. Early develop-
ment uneventful. Toilet training initially lax, with no ele-
inent of coercion until the age of 18 months in face of persis-
tence of soiling.

Background Circumstances

Patient ie the first boy in family, with interval
of 11 years since previous pregnancy. Conception unplanned and
unexpected. IMother annoyed at first, but accepted his birth
more equably because she had always wanted a boy. ZExperienced
subsequent feelings of guilt about rejecting child before his
birth, and was conscious of trying to compensate for this by
safeguarding his health more assiduously than in the case of
her two older children.

Parental Fears & Prejudices

Neither parent primarily concerned about adverse
effects of constipation. TFather adopted attitude of disgust
and annoyance at continued soiling. Pereistence of faecal
retention led to maternal fear of "bowel stonpage™.

History of Present Illness

Parental concern first develoned when child
aged 18 months becanse of continued soiling. The two older
sisters had achieved bowel control by comparison at the age
of 15 mornths, Father considered that since the child could
now talk, he should request the pot verbally and so learn to
become clean in bowel habit.  Accordingly applied coercive
nressure. Father's attitude was punitive and ineluded censuxe,
smacking, belittling and denrivation of privileges. lMother
acquiesced reluetantly, but would have preferred to leave child
alone for further neriod. Torn between conflicting ties of
supporting her husband and protecting child. Subsequent
develooment by child of refusal to use pot, with increasing
constipation, served to cornfirm father's convietion that "child
was lazy", and that stern measures were necessary to "traln"
him.

Further Prozress : See Treatment Section p. 121.

Both parents were interviewed regularly over
a period of two months for psychotherapeutic re-education.
No direct therapy was employed with the child. All laxative
treatment was discontinued. Mother readily acquired full
insight and proved entirely cooperative. Father resisted
psychotherapeutic epproach and it required supplementary inters
views to realign his attitude. Insight in his case was acqg-
ired more slowly and to a lesser degree. Ultimately cooper-
ative. Child resnonded with nrogressive restoration of nomgl
bowel funection. At the end of two months, spontaneous howel
action was occurring slmost daily with no further episodes of
soiling.




(ReW.G. cont)

Result of Psychotherapeutic Treatment - (September, 1956)

Child has now remained symptom free for a
period of 3 months. Relationshin between father and child
is more satisfactory, with corresponding improvement in childfs
self-relianece and emotional stability. Currently his fears
have receded. IFather's denth of insight still inadequate
but prepared to accept psychiatric counsel.

Satisfactory result.
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Pase No. 7, Male R.H. Date of birth - 24.10.45.

Presenting Problem

Intractable constipation with pnersistent
overflow faecal soiling, ostensibly dating from age 5,
but in fact extending back to earlier childhood.

Age at Psychiatric Referral - 103 years.
|
llode of Referral -~ Referred by consultant paediatrician.

Duration of Symptoms - Approximately 9 years.

Pgediatric Findines & Treatment

First admitted to pasedistric surgical ward

at age 7 for investigation of recurrent attacks of vomiting.
2 year history of constipstion thereupon elicited. At examin-
ation, lower abdomen filled with hard faecal mass extending
from suprapubic region to above umbilicus. Reetun loaded with
soft faeces. Treated with course of colonic washouts. Barium
|lenema showed "marked rectal dilatation which terminates at

pelvi-rectal junction. Rest of colon appears nomal'. The
vomiting was diagnosed as reflex in character from the constip
ation. Patient discharged after 2 weeks.

of recurrence of colonic losding. Repeat barium enema showed
"there is now some redundant looping of pelvic colon in addit-
ion to rectal dilatation". Treatment again by daily enemata,
followed by petrolagar and phenclphthalein. Spontaneous daily
evacuation achieved after 2 weeks. Patient then discharged

Io real improvement.
Between the ages of 8 and 10, re-admitted on
further 5 occasions to paediatric ward because of reloading of
colon in the intervals. FPurther washouts prescribed, and
various laxatives used, including cascara and neostigmine bro-

achieved without enemata. Further bariun enema at age 10
(Appendix I Plate No. 8 ) showed '"no evidence of Hirschsprung'

When child aged 10~ paediatrician reported "rectum and lower
colon again loaded with faeces. Case has probably been over-
treated”. Referred for psychiatric opinion. [

Psychiatric Assessment |
Child

Pallid, undersized child, tense, but subdued.
Showed frequent eye blinking and twitehing of facial
muscles. Passively compliant during examination.

Mother

Age 45. Tense, anxious woman. Limited in intell-
ect and of circumscribed personality. Stated that she
had been given so many different versions of her chi
bowel condition, and had been advised upon so many
different lines of treatment, that she is now confused
and does not know what to think. Distressed by fail
of response to treatment.

Father 3
—— Age 4%, ‘ot available for interview. Described

by wife as calm and not w worrier.

Re-admission necessary 4 months later because

mide, without beneficial effect. No bowel evacuation could be

home. Followed up at surgical outpatients for further 8 months.

8

disease. Radio ranhlc appearances sucgest idiopathic megacolon”.

d's

e
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(R«H. cont)

Family Structure

Two siblings, male and female, B amd 10
years older than patient, respectively. No history of bowel
disorder in either.

family History - Jil rélevant.

Developmental History '

Normal pregnancy. INormal birth. Unevent-
ful early development. \[lother camnot recall details of toilst
training. Denies coercive approach. Claims that child's
bowel movements have always been "sluggish". lother preoccunied
with child's health from birth, and bad administered magnesiun
hydroxide daily since infancy. i

Background Circumstances

At third comnsultation, mother divulzed
that child conceived as a result of extra-marital liaison while
father serving in forces. She felt intensely ashamed, and
withheld truth of child's paternity from husband for some yeaxs.
Older siblings still kept in ignorance. lother attempted un-
successfully to nrocure abortion. Ixperienced marked feelings
of zuilt after e¢hild's birth, and was conscious of trying to
compensate by overindulging and overprotecting him thereafter.
Family internreted attitude of overpossezsion as due to long
/interval since previous preghancies.

Parental Fears & Prejudices

lother was prompted to administer
daily laxative to patie nt, from inflancy, by vague fears for
his health if bowel regularity was not maintained.

History of Present Illness

Mother is a poor historian and could
not recall early details of child's bowel disorder. Vaguely
remembers difficulty over use of pot during second year, despite
her increasing exhortation. Bowel movements remained "slugg-
ish", with persistence of soiling in face of maternal efforts
to train him. Child resnonded to mother's excessive sheltering
by remgining overdependent and emotiopally immature. Hother
acutely concerned at persistence of symptoms and increasing
nrotuberance of abdanen after child started school. TFirst
sought medical advice at that time.

Further Progress Bee Treatment Section p.118/1R1.

Mother too limited in intellect and
currently too unstable emotionally to benefit from any attemp
to promote insight. She was bewildered by the conflicting T
reports hitherto given about patient’s disorder, and unable
to accent any further medical opinion at first. Because of i
the intensity of mother's emotional investment in the child, |
and the chronicity of symptoms, it was considered advisable ‘
to remove patient temporarily from his home setting by re-
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admission to hospital, under swervision of theranist. Nothen
and child both reluctant but admission finally arranged. Child
now under inpatient treatment for past 4 months. Treatment
approach designed to encourage child's emotional development -
and maturation, while nrotected from m ternal influence.
Mursing staff have cooperated, under guidance of therapist, in
this rehabilitative programme. Child unchanged for first 2
months. Gradual restoration of spontaneous bowel action was
achieved during third month, without laxative therapy or phys-
ical measures. During the fourth month, daily bowel evacuation
has oceurred unpromnted, with no further soiling. Faecal nasges
no longer palpable abdominally. Rectal examination avoided.
Child inereasinely s4f-reliant, healthily aggressive and |
boisterous. (See Treatment Section D.iit r2i1)

Result of Psychotherapeutic Treatment - (September, 1956)

Child has been symptom free for past
month, Still retained in hospital. liother now responsive
to didactic counsel and reassurance in the light of practical
demonstration of c¢hild's management in hospital under therapigt.
Remains devoid of insight. Will require continued support
after child's discharge. Patient being retained in hospital
to consolidate recent remission.
; Satisfactory short-term result.
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Case No,©G. lMale ReA. Date of birth - 17.6.50.

Presenting Problem.

Chronic constipation since the age of 6 months, with

intervals of 1 to 2 weeks between bowel actions, and
with repeated overflow soiling.

Age at Psychiatric Referral - 6 years.
Mode of Heferral -~ Referred by consultant paediatrician.|
Duration of Symptoms - 5% years. |

Paeditric Findings & Treatment

Apprehensive and resistive to examination. Gross abdominal
distension. Hard faecal masses palpable in L.I.F. Rectum
loaded with faeces. PYeri-anal soiling. Admitted to paedigric
|ward for further investigation. Repeated olive o0il enematsa
necessary to remove faecal accumulation. Barium enema showed
(Appendix I Plate 9 ) "Dilatation of terminal bowel with red-
fundant looping of pelvie colon. No evidence of Hirschsprung's
{disease". Rectum and lower bowel rapidly reloaded after initial
clearance, with reappearance of overflow soiling, despite
maintenanca of petrolagar. Child acutely apprehensive in ward.
Remained inhibited and unresponsive. Discharged home because
of fretting. Referred for psychiatric opinione.

|
First referred for paediatric opinion at age 53 |
|
|
|

Psychiatric Assessment

Tense, fearful and inhibited. Hemained mute
throughout early interviews and clung excessively
to mother. Despite this withdrawal, described by
mother as stubborn in refusal to defaecate.

Age 27. Intensely overanxious and emotionally
unstable personality. Cries readily and is con- |
vinced that child's trouble is "all her fault". |
Expresses marked guilt feelings. Had remained i
unamenable to earlier reassurance by paediatrieian.
Ifueh influenced by her own mother.

Father ‘
~ . Age 29 Phlegmatic personality. Nore concerned
about wife's tension than child's conditinn. Beli]ves

bowel difficulty aggravated by wife s excessive 7

worryinge.
Vaternal Grandmother |
Domineering, determined personality. Has constant-

ly interfered over handling of child. Has always
advocated coercive and punitive measures.

Family Structure

2 sgiblings, both boys, 2 years and 3 years younger,
|respeetively than patient. o bowel difficulty with either
|sibling.
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(ReAs cont)

Family History |

Mother and maternal grandmother both suffer with chronie
constipation. Both dependent upon regular purgatives for
adequate bowel action.

Developmental History |

Hormal pregnancys. Normal birth. Healthy infant. |
Uneventful early development. Toilet training not yet inst-|
ituted at time of onset of constipation at age 6 months.

Background Circumstances - Nil relevant.

Parental Fears & Prejudices |

|
Mother and maternal grandmother both beset by chronic |

| phobias of "twisted bowel" and "dropped seat", which they
| firmly believed could result from constipation. These fears |

pre-existed onset of child's symptomse.

History of Present Illness

Development of constipation at 6 months coincided with |
weaning, and was probably associated with it. o bowel action
for 3 days. Mother acutely alarmed. Resorted at once to
laxatives and suppositories, on grandmother's advice. Rigid
toilet training henceforth instituted. Child resisted use
of pots Constipation persisted despite matermal threats and
exhortations Subsequently child would hide in another room J
when he felt urge to defaecate. Observed to wriggle and con-
tort body at these times. MNother's throughts dominated by ‘
child's bowel disorder. <She became severely distressed. .

Purgatives preseribed by family doetor had no beneficial effect.
|

Further Progress See Treatment Section p. 129, 130«
Both parents were interviewed intially, to promote I
orientation to psychiatric treatment. Thereafter mother
interviewed at regular weekly intervals for psychotherapeutic
support and re-education. Currently still attending. Mothe
has responded well to treatment. Has now acquirsd good insight.
Much less tense and anxious. Handles child with detachment.|
Child's emotional disturbance warranted direct therapy as out-
patient 3 times a week. Still attending. Has undergone some
40 treatment sessions with progressive improvement. Behaviour
now much less inhibited and normal bowel function has latterly
been restored.
Result of Psychotherapeutic Treatment L (Septamber, 1956)

|
e St - o —— |

weeks. Concurrent resolution of soiling. Child will only

attend toilet surreptitiously, and ostensibly without know-
ledge of parents, who are instructed to ignore these visitse.

Nevertheless known to have adequate bowel evacuation.

Happier, more responsive childe. Mother relieved and free
from former anxiety. Attendance of mother and child being

maintained to consolidate progress. I

Satisfactory result.

Spontaneous bowel action restored within past six [



3]

O |

|GaBe Hoe 9: Male

=

«L.  Date of birth - 26.5.47.

!23?_3?_15?1_%_13321_’.?:5.@1 ‘

Persistent faecal soiling since infancy, found
upon examination to be overflow in character. ‘

Age at Psychiatric Referral - 8 years 10 months.
Mode of Referral - Referred by consultant paediatrician.
Duration of Symptoms - Approximately 6 years.

Paediatric Findings & Treatment I

First referred to paediatrician at age 6%
Healthy well nourished child with good appetite. No symptoms,
' of systemic disturbance. Abdomen distended with palpable
faecal masses in desecending colon. Rectum loaded with faecear
Peri-anal soiling. No local lesion of rectum or anmus. Ad-
mitted Medical ward for further investigation. Barium enema

‘showed (Appendix I Plate 10 ) "long colon with redundant
looping; 'dolichocolon'. Emptying rate rather poor but no |
actual evidence of megacolon". A diagnosis was made of chronic

constipation with irritation of bowel by retention of hard
faecal masses and resulting spurious diarrhoea. Treated with
course of colonic washouts and discharged upon maintenance
therapy with petrolagar and phenolphthalein. IMother advised

| to persevere with “regular training". Follow-up not conducted,
but 2 years later at age 8% 7, case referred back for persistence
of identical symptoms. Remlssion had lasted less than 2 months.
Re-examination showed considerabls abdominal distension, hard|
faecal masses in descending colon, and loaded rectum. Repeat
barium enema (4ppendix I Plate 11 ) showed "gross dilatation
| of the rectum, pelvic colon and descending colon. Appearance)
| now suggests megacolon". Atony of terminal bowel was sus-
| pected and after course of colonic washouts, proctoscopy was
| performed. NNo evidence of bowel pathology. Upon suspension
| of washouts, child rapidly became constipated again with res-
unption of overflow soiling. Thereupon discharged from hos-
pital and referred for psychiatric opinion.

Psychiatric Assessment
Child |
Superficially responsive and cooperative; excesg-
ively conforming in behaviour. Claimed he visited
toilet eachdgrbit & not feel sufficient urge to
defaecate. ‘

| Mother - |

| Age 48. Diffident, reserved, self conscious \
personality. Overanxzious and overindulgent towards
child since his birthe. ©She holds fixed belief in
efficacy of regular bowel action and is herself
dependent upon daily laxatives for "regularity".
Embarrassed by any reference to bowel function in |
herself or in her children. Currently tense, and
guilt-ridden, with manifest amriety features. ‘

Father

Age 47. Unimaginative, stolid personality. He |
believes that child's habits are "dirty end degrading"
and has adopted & punitive attitude accordingly. |
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Family Structure |
|
|

| One sibling, a girl, 9 years older, healthy |
and emotionally stable. No history of bowel difficulty.

Family History

Familial tendency to constipation in mother's
family. MNMother herself subjected to rigid upbringing by stric
|and perfectionist father. Maternal grandfather insisted upon
regular bowel habit with his whole family, and persmally I
administered "opening medicine" to each member every morning, |

even after they had reached school leaving age.

cF

Developmental History

Difficult pregnancy. Mother in hospital
6 weeks before child's birth with ante-partum haemorrhage.
Caesarean section necessary. Infant alleged to have suffered |
|from neo-natal anaemiae. Subsequent development uneventful
%until age of 12 months. Toilet training instituted at 7 months
but not coerchve till the age of 12 months. Successful training
inot achieved.

Background Circumstances

The interval of 9 years between the birth
|of the 2 children was due to the intervention of war.. Fatherx
was sent overseas almost immediately and taken priscner till
11945, Following his repatriation, mother had miscarriage in
1946 which weriously distressed her. Thrilled to have live
baby boy because of pre-existing circumstances. Infant equally
lbverindulged by father as returned P.0O.W. Hother felt nothing
iwas too good for the child. Was constantly concerned to guard
his health especially after neo-natal anaemia.

Parental Fears & Prejudices

lother entertains deep seated fears about
"evils" of constipation. Preoccupied with need for bowel
regularity as instilled by her own father.

History of Present Illness.

Mother first began to worry about child's
|bowel function at age of 1 year. She was attending a Child
Welfare Clinie with him and comparing notes with other mothers
labout the progress of their infants. She understood that m-o:st|
lof these other babies were already claan and out of napkins at
'the age of 12 months. Became worried by this, and felt she |
lwas inadequate as a mother and neglectful of her child, through
:failing to train him properly. Prompted by these feelings to
{institute rigid bowel training which has been maintained ever‘
{since. Child failed to responde.

At age 2, was still soiling regularly
desyite trial on the pot every 3 hours. At age 3, had learned
'to use toilet and did not resist, but defaecation response
|remained inadequate, and soiling persisted. Punitive methods,
|{ineluding smacking, deprivation of sweets and use of dispareging
terms, e.g. "dirty, f£ilthy boy" were adopted by both parents, |
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alternating with bribes and exhortation. Both methods were
equally ineffectual. MNother cannot recall any period of con-
tipation as such. In her view child was soiling in place of
sing toilet. Was forced to sit on toilet for half hour twice
a day, mother sitting with him; no response. Mother concerned
about possibility of organic bowel disease and when condition
persisted after enrolment at school, she first sought medical
advice. Family doctor diagnosed constipation and prescribed
ourse of enemata to be administered by district nurse. GhildL
showed violent resistance for the first time during these treat-
mentse Following removal of accumulated faeces, constipation
Fecurred after a short interval, with resumption of soilinge. |
Case subsequently referred to paediatrie out-patients. |
The persistence of symptoms in a child of |
school age provoked mother's increasing embarrassmente She |
began to isolate herself from friends and relatives because of]
[the imagined stigma. The boy's bowel function now dominated
the household as a focus of conmern. Mother could think of |
nothing else. :

Further Progress

|
All laxative treatment was discontinued !
ifollowing psychiatric referral. Nother has been interviewed at
regular weekly intervals for intensive psychotherapeutic re- |
leducat ion during the past 6 months. Direct therapy was also
[instituted with the c¢hild through the medium of play techniques.
'In the 6 months since referral, there has been considerable
improvement in the presenting symptom. Soiling now occurs at
intervals of 10 days or longer, with spontaneous bowel action,
using the toilet 3 to 4. times per week. Considerable under- |
lying hostility in the child has been uncovered through play
therapy and satisfactorily discharged. He is continuing under
treatment. Mother has now gained full insight. She is fre
from tension and has adopted a relaxed permissive attitude
towards her child's bowel function. The mother-child relation-
|ghip is free fram conflict. (See Treatment Section p.24)

‘Eggplt of Psychotherapeutic Treatment - (September, 1956)

Completely satisfactory in respect of
|mother whose attitudes and outlook bave radically alterede.
| In respect of child, he is responding well to continued treat-
‘ment, and partial remission of symptoms has already been achieved,

with some restoration of spontaneocus bowel action.

; Satisfactory response. Treatment not .|
yet campleted. : |



Case No.l Male JeWeGe Date of birth- 7.12.48.

Presenting Problenm

1] Maecal soiling since the age of 2 yeasrs, following
acquisition of bowel control 6 months earlier.

2) Chronic constination since the age of 3 vears, with
intervals of 3 to 4 weeks between bowel actions.

3) ©Subsequent development of intermittent overflow
soiling.

Age at Psychiatric Referral - 10% years.

dode of Referral - Referred by consultant paediatrician.

Duration of Symptoms ~ 8 years.

Paedigtric Findings & Treatnent

First referred for paediatric
opinion at age ?% years for investigation of "large abdominal
tumour”. Diagnosed by paediatric surgeon as massive faeecal
accumulation. There was associated rectal loading with peri-
anal soiling. o loeal lesion of rectum or anus. Subseguen
investigation in hospital revealed no organic basis for the
findings. During the next 3 years, patient was admitted to
hospital on 5 occasions for reneated courses of enemata and
bowel washouts to clear the loaded bowel. Condition relanse
immediately after dizschasrge on each occasion, with reloading
of termiral bowel and reapnearance of overflow soiling, des-
pite maintenance treatment with petrolagar and phenolphthalein.
Regular enemata as an outpatient, 3 times a week, proved
equally ineffectual. During fifth admission to hospital at
age 10, barium enema was performed and showed (Appendix I
Plate 12 ) "Dilatation of rectum and part of sigmoid colon
extending down to ano-rectal junction. Anpearance is that
of colonic inertia". Referred for psychiatric opinion.

o+

[N

Pgyvehiatric Assessment

Child
Pallid, uncommunicative boy, taciturn, subdued
and unresnonsive. lLiother describes him as "shut in".

Mother

Age 42, Diffident and retiring. InsecL“e‘ anxious

and tense. Distressed by persistence of child s
Symptoms.

Father
Age 46 at death. Died when child aced 8 as a
result of gastrie carcinoma. Suffered from "chronic
peptic ulcer". Irritable and intolerant of child's
symptoms. Tyrannical in sttitude to family, especially
wife and boy. Rigid disciplinarian.

| Fapily Structure

One gibling, a girl, 7 years older
than patient. Stable, pleasant personalitv. INo history of
bowel disorder. Father's favourite child.
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Family History

Father suffered from chronic constip-

ation; insistent upon regular bowel habit.

Developmental History

llormal pregnancy. liomal delivery.
Zarly development umeventful. Toilet traininz instituted
during early infancy. Iot coercive. Child trained in bowel
havit by the age of 18 months.

Backeground Circumstances

Father was eldest of 3 sone, both
his younger brothers being alcoholic spendthrifits. Their
father had died as a young man, leaving resnonsibility of
widow and 2 errant brothers to eldest son. He became emb-
ittered by brothers' irresponsibility, so that when his own
son was bhorn, he instituted rigid and restrictive upbringing
to safeguard sgainst any similar development. Cpenly ex-
pressed preference for daughter. Believed she would never
disgrace him. Suspicious of male child fronm birth because
of his sex. Adopted hostile attitude in consequence.

Parsntal Fears & Prejudices

During his teminal illness, fathe
had instructed his wife "never to let the boy get into this
state"”. He warned her that any serious develonment in child
bowel *trouble would be her fault, and she must press for furd
treatment "while an operation could still cure him".  ILiothe
convinced thereafter that child had organic bowel disease
and that he required surgical operation.

History of Present Illness

Father adopted carping attitude
to patient from his infancy, restricting his activities and

her

constantly findipg fault with him. Adopted punitive nmeasures

to "eure" faecal soiling when it developed at age 2. Sympt
versisted, with subsequent development of constipation and

resistance to defaecation, desnite threats and punishment by
father, and bribes and exhortation by mother. Laxatives and
suppositories equally ineffectual. llother terrified of
father's violent temner. TUnable to intervene on child's bes
half.

Further Progress

Iiother has been interviewed at
regular intervals during the past 6 months for psychotherap-
eutic re-education. Coonerative in attitude to treatment,
but initially fearful of disclosing details of husband's
behaviour. Has latterly developed increasinz confidence in
therapist, with resulting improvement in erdbional state, and
with acquisition of insight. low relieved and self-reliant
Direct therapy has been instituted with child during the past
6 monthe., Because of his emotional inaccessability, it was

m
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necessary to readmit him to hospital initially for a period
of 3 months, under supervision of theranist. He becane in-
creasingly responsive, and subsequently so provocative in con-
duct that he could no longer be retained in the paediatric
setting. HFurther treatment has been continued as an out-
patient. (See Treatment Section p. 123 )

Result of Psychotheraneutic Treatment - (September, 1956)

Patient has now established a warn
relationship with theranist. He is improving both symptomat+
iecglly apd in overcoming his emotional difficulties, under
treatment. Progress is reparded as satisfactory. Favourablé
response. Therapy is being continued.
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Case lo. +i- Male P.C. Date of birth - 24.10.47}

Presenting Problem

Chronic constipation with recurrent abdominal colic
and overflow faecal soiling, since age of 2 years.

Age at Psychiatric Referral - 8 years.
iode of Referral ~ Referred by paediatric surgeon.
Durgtion of Symptoms - 6 years.

Paediatric Findines & Treatment

First referred to paediatric surgeon at age
7. TFaecal masses palpable through anterior abdominal wall;
rectum loaded with hard faeces; peri-anal soiling. No loeal
lesion of rectum or anus. TFollowing initial investigation,

tinence due to his constipation. It is certainly not a psych-
ological condition." Treated by a course of enemata & times

for three months. Child again became constinated immediately
the enemata stopped. Thereafter admitted to surgical ward
for investigation. DBarium enema showed (Appendix I Plate
Noe 13 ) "Some dilatation of rectum and distal colon. No
evidence of Hirschsprung's disease." Turther treatment was

discharge, enemata were masintained twice a week at outpastient
attendance. Upon cescation of these, relapse again occurred.
Cne year after initial examination, patient referred back to
[paediatric surgeon with persistence of constipation, overflow

At this stage referred for psychiatric opinion.

Peychiatric Assessment
Child

Slightly built, intelligent boy. Remained det-
ached and unresvonsive throughout interview. Scholas

Described by mother as a "queer bird; shut in; it is
difficult to know what he is thinking". Child's rep-
lies to routine questions were evasive and tangentia%
He appeared disinterested and indifferent.

Mother

control. No evidence of obsessional traits; did not
impress as primarily an overanxious personality.
Currently tense and anxious about child's symptoms.

Father
Aze 45. Deternined personality. Self-opiniated,
intolerant of child's symptoms, and a disciplinarian
within the home. Has always insisted upon implicit
obedience from his 3 children. Regards zo0iling as a
ffilthy habit".

Family Structure

Two siblings - girl 6 years older and
boy 4 years older. o historvy of bowel difficulty in either

surgeon stated "this c¢hild has paradoxical diarrhoea and incon-

a week coupled with phenolphthalein. This regime was maintained

by daily enemata with petrolagar and phenolphthalein. TFollowing

soiling, and the presence of large faecal masses in lower colon.

e

nrogress good but does not mix well with other children.

Age 42, Calm, guietly spoken, with strong emotignal
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child. Girl has been indenendently referred for ps yehiatrie
opinion elsewhere because of freguent fainting attacks. Boy
has similarly been referred because of persistent stammer.

Family History - TNil relevant.

Develonmental History

Normal pregnancy. Normal hirth. Zarly
development uneventful. Toilet training instituted at 9 months
and completed by 18 months. Not coercive. Child said to be
biddable and cooperative prior to onset of present disorder.

Background Circumstances

elicited, involving a difference of opinion between the parent
in the handling of all 3 children. Father has the more stern
approach of the 2 parents. IEmotional disturbance in the two
older children had been attributed to this backeground.

m

Parental Fears & Prejudices

Specifically related to history of present
illness-

History of Present Illness

At age 2, child admitted to hospital with
eleetric burn of the hand. While there, developed dysentery
and transferred to isolation ward where retained for total of
B months. Visiting restricted to observation of child through
lass wall of cubicle. No opportunity for direct contact.
hild did not fret openly, but became ineremsingly quiet and
ithdrawn. liother was informed that "a powerful drug" (strep-
omycin) bhad been necessary to control the dysentery.

Upon discharge, child reacted with marked
ehaviour disorder, which included persistent screaming attacks
ay and night, violent nightmares, aggressive outbursts towards
other, and repeated atternts to "run away from home'. Mo ther
tated"he seemed a completely different child. I am sure that
eing in hospital upset him although he did not show it on the
urface. Ve did not expect him to be in so long”. Behaviour
isturbance persisted for 3 months, subsiding gradually.

Duztine this period, parents noticed increa

A history of marital friction was subsequently

sing

ifficulty in bowel evacuation. Interval bhetween bowel movements

t first 3 to 4 days, subsequently 7 days and longer, associate
*ith abdominal colie. Child resisted use of pot.

| Mother developed 2 separate phobias in
relation to bowel diffieulty. First, that the "dysentery gern'
was still active in her child's bowel, and secondly, that the

impaired its function.
laternal anxiety mounted as the constipati

=

or periods up to 2 hours twice a day. Exhortation, bribing

d

#oowerful driug" used had in some way weakened the bowel and thus

on

ffailed to respond to increasing use of laxatives. On the advice
of family doctor, child was made to sit on pot, and later toilet,
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and threats, all proved without effect. Subsequently, consti
ation associated with overflow faecal soiling. Both parents
incensed by this. They felt that while constipation was not
the child's "fault", the soiling was a "dirty habit" which he
could control. Father in particular, adopted punitive attit-
ude. Child was physically punished, deprived of privileges,
shamed and ostracized by turns. At one stage father repeated
rubbed boy's nose in hissoiled underpants. All these measure
proved ipeffectual.

Since starting school, child has increasin
withdrawr himself to play on his own; is not openly defiant
but passively resistive in attitude to both parenta. Vhen
thwarted, has become spiteful and underhanded, though not
openly aggressive. The pattern of bowel difficulty has
persisted and increased in severity.

Further Frogress

All laxative treatment was discontinued
following psychiatric referral. liother has been interviewed
at regular weekly intervals for intensive psythotherapeutic
re-education over the past @ months. Father similarly att-
ended whenever possible. Direct therapy was instituted with
the child through the medium of play techniques. Initially,
child was admitted to paediatric ward, ostemnsibly for observ-
ation, but actually to remove him from the carping attitude
of intolerance adopted by father at home. Ilanacgement of case
in ‘the ward was controlled by therapist. Child responded to
hospitalisation with some degree of restoration of normal
bowel funection and diminution of freguency in soiling. Con-
currently, his behaviour became increasingly provocative and
it was found irnpracticable after 3 months, to retain him in
the paediatric setting. Thereafter treatment was continued
on an outpatient basis. Child and parents are still attendin
(See Treatment Section p.l27/8)

Result of Psychotheraveutic Treatment - (September, 1956)

Ko radical immrovement has so far been
achieved ir the sphere of modifying narental attitudes toward
the child, or in the »romotion of adequate denth of parental
insight. Pather continues to show lack of understanding fony
the emotional factors involved. Ilother remains passively
coonerative but basically non-cormital. In respect of the
child, marked underlying hostility bhas been uncovered during
play therapy and continues to be discharged under treatment.
A satisfactory relationship has now been achieved with thera-
pist, but continuation of active therany is envisaged for a
prolonged period. _

Unsatisfactory response. Tregtment not
yet completed.

D=

Ly
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| case No. 1Z- Male D.M. Date of biTth-3.3.47.

Presenting Problem

1) Persistent constipation since infancy.
2) Recurrent episodes of pseudo-diarrhoea from the age

of e
" Age at Psychiatric Referral - 9 years. i
Node of Referral - Referred by consultant paediatrician.
Duration of Symptoms -~ Approximately 9 years.

Paediatric Findings & Treatment

First referred for paediatric opinion at |
age 8% 5, because of recurrent "diarrhoea" of 5 years! duration;!,
in eplsodea lasting from one week to 3 months, with remissions
of up to 2 monthse Stools frequently contained mucus but no|
blood or puse Sulplonamides and antibioties previously pres-
cribed by family doctor without effect. At exemination, '
large faecal masses palpable abdominally. Rectum loaded wit
| faeces. General health goode Admitted to paediatric ward
for further investigation. Barium enema showed (Appendix I
Plates¥)5) "Reservoir enlargement of Tectum and pelvic colonk
Colon otherwise normal". Biochemical and bacteriological
investigation of faeces negative. Case diagnosed as severe
chronic constipation with periodie overflow faecal incontinence.
‘ Subsequent history elicited of constipation since infanecy.
| Despite enemata and petrolagar, child remained constipated in
hospital, with recurrence of coloniec loading and persistence |
of soiling. 4lso found to be contrary over eating. Basis |
of parental mishandling suspected and case ultimately refsrreg

|
|
|

!for psychiatric opinion.
|

| Psychiatric Assessment

: Chilad
' T Intelligent boy with good school record. Super- |
ficially precocious. Supercilious towards examiner.
Impressed as a self-willed, overindulged child.
Impeccable in dress and appearancee.

Age 34. Garrulous, excitable woman of anxious
personality. Incapable of eontrolling child
adequately.

Age 37. Immeture, unstable personality, who has
undergone psychiatric treatment for hysterical faint-
ing attacks. Intolerant of child's symptoms.
Father-child relationship superficial.

| Nursemaid

[EER——.

Age 46. Grossly hysterical paranoid personallty.
Overpossessive of child and jealous of parental
intervention. Responsible for patient's upbringing
since birth, and in sole charge of household for '
first 9 months because of mother's puerpersl illness.
Has no family ties of her own. Devoted to child. |
Preoccupied with need for bowel regularity from 'l
patient!s neo-natal period.
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Family Structure = Only child.

Family History

Maternal grandmother unstable and overanxious. |
Dotes upon patient as her only grandchilds i

Developmental History

Normal pregnancy. HNormal birth. Uneventful
early development, except in spheres of toilet training and
feeding habitse. Difficult over food since infaney, with
coaxing by mother and forced feeding by nursemaid. Coercive
bowel training instituted by nursemaid from neonatal period.
Constipation has been a problem from that time.

| Background Circumstances '

Child has been handled inconsistently through=-
out by both parents, whc disagree over his management. Grand-
mother has frequently interfered, and nursemaid surreptitiously
exerts her own influence contrary to the others. Child has
played off one adult against the other since early childhood.

|
Parental Fears & Prejudices

Both parents concerned about the implication
of child's chroniec "diarrhoea". Hitherto unaware of under-
lying state of constipation. INursemaid preoccupied with
adverse consequences of irregular bowel function.

History of Present Illness

Coercive bowel training by nursemaid during
child's infancy was in defiance of mother's wishes. Originally,
mother too ill to intervene. Subseguently, took over super-
vision of child's toilet habit, but repeatedly discovered
that nursemaid had re-imposed prolonged session on the pot
with patient, whenever mother left the house. Child resiste
use of pot, and violent scenes ensued. Nursemaid threatened

fon

| to commit suicide whenever faced with & smissal by irate mother.

Has retained her position in household by such threats. |
Neither parént competent to keep her in her place. Patient's
resistance to defaecation was subsequently replaced by pattern
of recuregent diarrhoea. His failure to attend the toilet
between these episodes passed unsuspected by parents until
retrospective enquiry during current assessment. Child re- |
mained difficult over food, pampered, and subject to inadequate
parental discipline.

Further Progress See Treatment Section p. 123.
T T T Intensive psychotherapy has been instituted
with mother over past 5 months, with gradual promotion of
insight. She has ecooperated readily. Father has attenﬂed‘
whenever possible but his cooperation is superficial and no i
real depth of insight has been achieved. Uniformity of |
approach by parents in handling child remains lacking. They
are clearly not canpetent to cope with his disdainful attit- |
ude and flouting of their authority, which is secretly en- |
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couraged by nursemaid. Direct therapy has been instituted |
with the ehild over a period of 2 months. So far, no depth |
of contact has been achieved with him. He remains unres-

ponsive and supercilious. ©Patkrn of bowel disorder essentially
unchanged. |

Result of Psychotherapeutic Treatment ~(September, 1956) ‘

In view of failure by parentst adopt a consistent
'attituds within the household, and their failure so far, to
counteract influence of nursemald or to comsider dismissing
her, the prognosis for successful treatment of patient while
he remains at home is poor. Readmission to hospital, under
|[supervision of therapist, is precluded by patient's refusal
to submit to further hospitalisation. He states that no
useful purpose was served by his previous admission. Any
improvement achieved by direet therapy is being neutralized by
counter influences within the home. It is proposed to arrange
for child's long term placement in a residential special schoo.
for emotionally maladjusted children. ﬁ
Unsatisfactory resulte.
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Case No.13. Male K.T. Date of birth - 9.4.49.

Presenting Problen

1) TFaecal soiling, persisting since infancy.

2) Chronic constipation since the age of 3 years, with
refusal to use toilet, and with sscondary faecal
overflow.

Age at Psychiatric Referral - 6 years 10 months.

llode of Referral -~ Referred by consultant paediatrician.

Duration of Symptoms - Approximately 4 years.

Paediatric Findings & Treatment

First referred for paediatric
opinion at age 5. Examination in hospital revealed protub-
erant abdomen with hard faecal masses palpable in descending
colon; Tfaeces retained in rectum; peri-anal staning. No logal
lesion of rectum or anus. Lower bowel evacuated with enemata.
Barium enema then showed (Appendix I Plate 16 ) "Colon appemrs
normal in calibre. No lesion demonstrable™. Patient discharged
or mainterance petrolagar.

Readmitted 18 months later with
identical symptoms. XRelapse had occurred within one week of
return home following earlier investigation. Liother stated
"He will soil even though the toilet is right beside him".
Course of bowel washouts required to clear lower bowel. Repeaft
barium enema now showed (Appendix I Plate 17 ) "Dilatation pf
rectun and distal pelvic colon. Appearapces sugrest megacolop".
Case suspected to have background of adverse soecial circumst-
ances. Heferred for psychiatric opinion.

Pesychiatric Assessment
Child

Tense, inhibited boy, initially unresponsive.

Rapidly settled down in ward, becoming friendly and
cooperative. Ixpressed wish to remain in hospital
in preference to returning home.

Liother

e i Age 30. Haggard, underweicht and burdened with
domestic problems. Currently tense and anxious over
child's symptons. Legally separated from husband on
grounds of cruelty.

Father . . . .
=R Age 35. llot interviewed. TFrom wife's desecription,

paranoid personality, subject to outbursts of violent
terper.

liaternal Grandmother e
Dorineering, strong-willed woman. Rigid, orderly

and houseproud. Intolerant of patient's symptoms anf
had adopted punitive attitude towards them.

Family Structure

One sibling, a boy, 3 years older than
patient. Virtually brought up by maternal grandmother. Iio
higstory of bowel disorder. No evidence of emotional instability.

Family History - Nil relevant.

Developniental History

Normal pregnancy. Normal birth. Early
development punctuated by persistent sleep disturbance, feeding

l
\
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difficulties and fearful overattachrent to mother. Toilet
training not coercive. Child failed to gain bowel control.

Background Clrecumstances

Protracted history of severe marital
friction. lother married only because pregnant with first
child, who was subseguently reared by grandmother in different
environment. Patient born 3 years later. Witnessed repeated
attacks of physical violence by father upon mother, until sepr
aration was procured. Thereafter, mot her and child cane to
live with grandmother under conditions of gross overcrowding.
Patient at that time still incontinent of facces.

Parental Fears & Prejudices

Iother entertained fears of organie
bowel disease in relation to persistence of child's symptoms.

History of Present Illness

laternal grandmother assumed manage-
ment of patient when age 3, after mother obliged to resume
full-time employment. Domestic accourodation was shred by
3 families, and child's soiling umvelcome because of restrictr-
ed living conditions. GCrandmother discriminated against patient
as a result. Attempted to "train™ child by rigidly coercive
measures, including physical punishment. Child responded with
refusal to use toilet and with increasing constipation.

Turther Progress Sece Treatment Section p. 1Zl.

Child was retained in hospital
under supervision of theranist for a period of 5 months, during
which attempts were made to re-house mother in sparate accomm-
odation. All laxative treatment was discontinued. Spontaneous
restoration of bowel function was achieved within one week of|
patient's transfer under therapist's direction. There has
been no recurrence of constipation or soiling since. Mother
has responded to psychotherapeutic support and reassurance,
with imnroved emotional stability.

Result of Psychotherapeutic Treatment - ( September, 1958)

1)}

Alternative domestic arrangement
were procured for mother and her family two months ago, indep~
endent of grandmother. Patient thereafter discharged from
hospital. Has remained symptom free for a period of 7 months).
Mother and child secure in happier enviromment.

Satisfactory result.
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Case No.lQ' Male B.D. Date of birth- 28.11.51.

Presenting Problem

intervals of up to 2 weeks between formed bowel motion
2) Persistent overflow incontinence presenting as pseudo
diarrhoea (7-8 semi-fluid stools per day).
3) Associated feeding difficulty.

Age at Psychiatric Referral -~ 3 years.

Node of Referral - Referred by paediatric surgeon.

Duration of Symptoms =~ Apnroximately 2 years.

Paediatric Findings & Treatment

Tirgt referred for paediatric opirnion
at age 2%—hecausa of faeecal incontinence. Underlying basis of
constipation confirmed by palpable faecal mgsses in abdomen,

by cascara. No improvement. Soiling inereased. Admitted to
paediatric ward for "bowel training'" after each meal. TUnsucc-
essful following 4 weeks in hospital. Transferred to surgical
ward for investigation of suspected Hirschsprung's disease.
Barium enema showed (Appendix I Plate1819) "Large atonic
colon. There is in effect a megacolon. No suzgestion of
Hirschsprung's disease”. Regular evacuation achieved in the
ward with petrolagar and phenolphthalein. Discharged after 3
weeks. At follow-up one month later, again constipated with
overflow soiling. Eeferred for psychiatric opinion.

Psychiatric Assessment

Child

Thin, pallid bov. Responsive and friendly.
Mother describes him as "maughty and defiant'.
Mother
Age 36. Intelligent, cultured woman, of reserved
but determiped personality. IMarked obsessional trai
Insistent upon obedience from her children. Fastid-
ious in personal hsbits. Currently tense and anxiou
about child's symptoms.
Father
Age 34, Stable personality. ZEqually concerned
over child's bowel disorder.
Family Structure

One sibling, a girl, 4 years older
than patient. Attended paedistrician at age 2% for feeding
dgifficulty. No further trouble after 6 months. Described as
shy, sensitive and compliant in behaviour. History of rigid
toilet training in infancy. ¥No bowel difficulty.

Family History - Nil relevant.

Developmental History

Normal pregnancy. Nommal birth.
®arly development uneventful. Toilet training instituted in

Difficulty over feeding developed during weahing at @ months.
Still persists.
Backeround Circumstances

Mother's childhood unhappy. Fathe
was killed in France at end of World War I, and her French |

1) Increasing constipation since the age of © months, with

neonatal period; cocercive; successfully completed at 9 months.

S

and loaded rectum. Treated as outpatient with enemata, followed

ik
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mother abandoned her children. She was then brought un by
paternal grandparents and maiden aunt. Determined she would
not reglect her own children, but insistent that they must be
model children. She would cherish but not spoil them.

Parental Fears & Prejudices

Neither parent preoccupied with prima
Tears of constiration. lother enbarrassed by reference to he
own toilet habit. Pays close attention to personal bowel
regularity.

i story of Present Illness

Child began to resist use of pot at
age 9 months. Formerly no difficulty. Resistance persisted
despie strict handling by mother. Increasing constipation

prompted use of laxatives and punitive measures, without effec
Subsequent development of soiling overshadowed the constipatio
and evoked parental alarm.

Further Progress

Mother was interviewed for intensive
psychotherapy at regular weekly intervals for a period of 2

months. Yo direct therapy was emnloyed with the child. All
laxative trestment was discontinued. NMother initially resis-

was followed by restoration of normal bowel function, with dai
evacuation and no further soilirg. Feeding difficulty con-
currently resolved.

Result of Psychotherapeutic Treatment - (September, 1956)

Child has remainped symptom free for
the past 21 months. Routine follow-up at intervals of 3
months has been maintained during this period, but no actual
therapy has been employed. Ifother hes retained full insight.
Mother-child relationship free from tension and confliet.
Satisfactory result.

tive apd hostile, but subsequently cooperated well as she gained
inereasing insight. Readjustment in her management of patient

1y
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Case No.lJ' Male M. D. Date of Birth: 27.11.47.

:Presenting Problem
|

1) Faecal incontinence since the age of 2%, following
acquisition of "bowel control" in infanecy.

2) Chronic constipation since the age of 3% with
intervals of 4 to 7 days between bowel actions,
and persistence of faecal soiling.

Age at Psychiatric Referral - 7 years.

{(Mode of Referral -~ Referred by comnsultant paediatrician.

Duration of Symptoms Approximately 5 years.

Paediatric Findings & Treatment

First referred for paediatric opinion at the
\age of 6. Fxamination revealed healthy, well nourished boy
with distended abdomen, massive faecal accumulatior palpable
in descending colon, rectum loaded with faeces, and peri-anal
{eoiling. Anpal sphincter normsl in tone. No local lesion of
|rectun or anus. Treatment was by daily rectal washouts in
hospital, later replaced by enemata. Several courses were
ladministered (30 treatments in all) over the next 3%-months,
{during which child retained in ward. Coneurrently, "toilet
training" was instituted twice daily by nursing staff. Bowel
action every third day achieved on this regime, but after each
course of enemata the terminal bowel rapidly reloaded snd
overflow soiling recurred. Barium enema not performed.
Organic bowel disorder excluded on clinical, bacteriological,
and biochemical grounds. Because of fretting by the child in
hospital, he was discharged home, despite failure of symptomatic
treatment. Followed up as an outpatient during next 4 months,
(with trial of petrolagar and phenolphthalein. No improvement
lachieved and further course of enemata necessary to clear the
|lower bowel of faecal masses which had accumulated in the
{interval. QReferred for psychiatric opinion at this stage.
|

|Pgychiatric Assessment
|

Child !
Polite, well groomed and superficially cooperative.
Impressed as subdued and tense and no adeguate depth
of emotional contact was established with him. His
replies to encuiries about his bowel function were
evasive or non-commital.

Mother
Age 47. Impressed as an intelligent, quietly
determined personality, rigid, perfectionist, and
with marked obsessional characteristics. Before her
marriage, she had been a school teacher. Prim
orderly and prudish. Currently showed evidence of
marked overlying tension and anxiety about child's
symptoms.
Pl Age 49. Appeared more stable and superficially
placid. He gave a history, however, of chronic
constipation since his childhoed with comnlete
dependence on daily purgatives.
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Family Structure Only child.

Family History Wil Helevant.

Developmental History

Normal pregnancy. Protracted labour. Uneventful
|early development. Toilet trainine instituted in nee-natal
period. Coercive; "succesful™ both for bowels and bladder
Pefore the age of 12 months.

Backeround Circumstances

Mother married at age 39. Determined in advance
to rear a model child, obedient, well mannered and "properly
trained”. She studied appropriate text books and fimly
adhered to a rigid schedule for feeding, "pottine' and sleeping
from his birth.

Parental Fears and Prejudices

Father had always been convinced of the need for
daily regularity in bowel funection. Intensely preoccupied with
fears of "internal poisoning" and "blockage" in respect of child.
lMother initially concerned over soiling as a "dirty, naughty
habit™ but later became increasingly convinced that child had
an "internal disorder, a growth or something twisted'.

History of Present Illness

' Child retained early acguisition of bowel control
until the age of 2%3 At this stage he began to soil. No refusal
to use pot, but would sit without bowel action taking place

and shortly after removal, soiling occurred. lMother exasperated;
adopted a variety of punitive measures without effect. During
the next year, increasing constipation developed. Child would
apparently try to defaecate but usually without result. Soili?g
persisted, was now more massive, less frequent, (at intervals

of 7 days) and overflow in character. Various laxatives
administered without effect; coercive schedule of toilet
attendance reinforced with threats and exhortations but the
disorder persisted unchanged. Now dominated the household as

a topie of conversation. Condition continued after enrolment |
at school despite parental anticipatior that child would be too
self-conscious to soil in class. After first year at school,
parents requested specialist's opinion. Mother and Tather both
distracted by chill's continuing symptoms. i

Further Progress

All laxative treatment was discontinued following |
psychiatric referral. Both parents were interviewed at regular
weekly intervals over a period of 7 months for intensive re-
educative therapy. No direct therapy was instituted with the child.
Marked resistance initially encountered from mother. Father was
more cooperative but found it more difficult to understend the

?ynamics of the problem. Ultimately, mother achieved excellent
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insight but father's depth of insight not so adequate. At the
end of 7 months, spontaneous bowel action was occurring in

child on average 5 days each week. There was no further soiling.
The child became inereasingly responsive, self-confident and
less subdued. 4 months after suspension of active psycho-
therapeutic treatment, examination showed rectum to be empnty,
and no evidence of colonic loading.

Result of Psychotherapeutic Treatment (September 1956)

Child has now remained symptom free for a period
of 15 months. On 5 occasions in that time, 2 to 3 days have
elapsed without a bowel motion but both parents have remained
unperturbed and regularity was restored on each occasion
spontaneously. Soiling has not recurred. Mother is manifestly
more relaxed and hardles child with less intensity and greater
emotional warmth. Mother/child relationship secure. Father
very relieved, though still retains original convictions about
constipation. Satisfactory result.



Case No.0e Male K.S. Date of birth- 23.11.45.

Presenting Problem

1) Chronic constipation since infancy, with intervals of
10 days between bowel actions.

2) Overflow fsecal soiling from the =ge of 2, latterly
presenting as recurrent pseudo-diarrhoea.

Age at Psychiatric Referral - 10% Vears.

Llode of Referral - Referred by consultant paediatrician.

Duration of Symptoms - Approximately 10 years.

Paediatric Findings & Treatment

First referred for paediatric opinion at age 10%.
Healthy child. Abdomen distended; palpable faecal masses in
pelvic colon and rectum; peri-anal soilinz. No local lesion
of rectum or anus. Case suspected to have basis of parental
mignanagernent. No barium enema performed. Not admitted to |
‘hospital for further investigation. Referred forthwith for
‘psychiatric opinion.

Psychiatric Assessment

Child
& Pallid, subdued, inhibited boy. Polite and com-
nliant in bhaviour. Liother describes him as non-
complaining and cooperative, but Tstubhorn over
bowels'".
Mother
Age 41. Determined personality, prim and perfect-
ionist in outlook. Overpossesgive of patient. Current-
ly tense, agitated and anxious about child's symptoms.
Referred guardedly to marital disharmony.
Father

ige 43. Not available for interview. Described
by mother as aloof and disinterested in his children;
"not a family man". Discinlinarian in attitude. Vas
absent abroad for 5 years during patient's early
childhood. Self-centred personality. Intolerant of
patient's soiling.
Family Structure
One sibling, a boy, 5 years older than patient.
Desetribed =s sensitive, nervous, unstable personality, prone
to episodic enuresis. Underwent coercive toilet training during
infaney, but no subseguent history of bowel difficulty. Attenged
ehild psychiatriec clinic at age 7 for symptoms of nervousness,

Family History - Wil relevant.

Developmental History

Normal pregnancy. Normal birth. Uneventful early
development. Toilet training instituted in neo-natal period;
rigid and coercive; not successful.

Background Circumstances

) Mothe r had Byhaecological operation to erable her
+o bear children. Difficult pregnancy and delivery with first
child., ®Entertained serious misgivings following concention
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of patient. Wished for daughter. Bitterly disappointed when
son born. TFather antazonistic to birth of further child.

Subsequently, patient proved to be so much more contented than
older sibling had been as a babyv, that mother experienced acuf
guilt feelings over her earlier attitude of rejection, and

valued patient all the more in conseguence. The clinical im-
pression was gained that mother had also tended to compensate
through patient for her own emotionsl deprivation in marriace.

Parental Fears & Prejudices

No primary fears entertained by either parent
about constipation. Child's faecal soiling increased at age
8 after father returned home from abroad, and father was afrai
of having infected patient with the dysentery from which he
himself had suffered. Liother shared this fear. Both parents

ashamed and acutely embarrassed by persistence of soiling.

History of Present Illness

lMother recalls her determination to train child
in bowel habits from early infancy. She held him on the pot
for lengthy periods and subseguently employed threats, censure
and punishment without effect. Too ashamed to refer child forx
medical opinion for many years. IXow feels guilty about delay.
Initial treatment by family doctor based on diagnosis of "diarx
hoea'. Child became increasingly secretive gbout soiling, in
face of parental shaming.

Further Progress See Treatment Section pe 120.

Mother has attended at regular weekly intervals
for psychotherapeutic re-esducation over the past 5 months. No
direct therapy was eaployed with the child. Ilother initially
resistive, but gained increasing insight and became progress-
ively more cooperative in modifying her apoproach to child.

Restoration of normal bowel function was achieved after 2 mont
and there has been no further soiling in the ensuing 3 months.

Result of Psychotherapeutic Treatment - (September, 1956)

Child has remained symptom free for the past 3
months. IMother retains excellent insight, and is currently
free from tension and anxiety following radical adjustment in
her handling of patient. Clinic attendance now mainteined
purely to reinforce treatment approach with other cases. Fathe
has returned to overseas station. Iother-child relationship
sound. :
Satisfactory result.

e

hs,
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Case No. 17 Male I.W. Date of birth - 10.4.51.

|
Presenting Problen

Chronic constipation since infancy, with intervals
of up to 3 weeks between bowel actions, and with
overflow faeecal soiling.

fAge at Psychiatric Referral - 3.

ol

llode of Referral =~ Referred by consultant paediatrician.

Duration of Symptoms - Approximately 5% years.

Paediatric Findings & Treatment

Pirst referred for paediatric opinion at the
age of 3%, because of suspected Hirschsprung's disease. Exam-
ination revealed distended protuberant abdomen with large
faecal masses palpable in descending colon. Rectum loaded with
faeces. Peri-anpal soiling. o local lesion of rectum or anush
General health good with unimpaired appetite. Initially treated
as out-patient with course of daily bowel washouts, continued
for one month. Lower bowel effectively cleared as a result,
but one week later there was evidence of reloadingz, with no
spontaneous bowel action in the interwval, and reappearance of
overflow soiling. MNo barium enems was perfomed. Child was
mot admitted to hospital. Diagnosis of Hirschsprung's disease
lexeluded by paediatrician on clinical findings alone. Case
referred for psychiatric opinion.

Psychiatric Assessment
Child

Bright, alert child; suspicious of therapist;
remained unresponsive throughout initial interview. Mother
described him as determined and obstinate.

Mother
Age 37. Determined dominant personality, but not
excesgively rigid in standards of upbringing. Normally
stable in outlook but latterly obsessed with child's
irrecularity of bowel function. Showed marked anxious
tension.
Father
Age 42. Not available for interview. Described
as gelf-effacing versonality, who took little part in
child's upbringing.

Panily Structure Cnly child.

Family History _

liaternal grandfather has suffered from chronic
constipation throughout adult life, with repeated episodes of
rectal prolapse. On one occasion admitted to hospital with
"threatened intestinal obstruction". Neither parent is affected
by constipation.

Developmental History

Nomual pregnancy. Premature birth at 8 months
with no bowel action for the first 3 days. On fourth day, a
suppository was administered by district nurse Wwho warned the
mother of nossibility of organic bowel disease. Child alleged
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to have been constipated ever since, i.e. to have difficulty
in defaecation, with passage of hard faecal pellets at increas-
ing intervals. Toilet training instituted during neo-natal
period; coercive; not successful. In other respecis early
development uneventful.

Background Circumstances

Child born illegitimately 10 months before parents'
marriage. At time of conception, father was in process of
divoreing his first wife. Parents intended to marry subsequently,
as soon as legally possible. Child's conception was premature
unpremeditated and socially inconvenient. Throughout her preg
nancy, mother maintained intense aversion to unborn child, att
empted unsuccessfully to abort, and fully intended to arrange
child's adoption at birth. Vhen informed by district nurse
that serious consequences might result unless regular bowel action
could be procured, mother experienced marked sense of guilt
and beczme aware of complete reversal of feesling towards the
child. DNow expnerienced profound concern for his health and
became inereasingly pnreoccupied with need to promote regularity
of bowel function. Prompted accordingly to institute rigorouq
methods of bowel training.

-

i

Parental Fears & Prejudices

lMother feared that child might develop the same
condition as her own father, i.e. "bowel stoppage', if she |
were not successful in keeping his bowels open.

History of Present Illness

Constipation persisted from infancy despite ‘
regular use of various laxatives during the next three years,}
interspersed with the administration of supnositories. ZEvery
few months an enema was given by the distriet nurse. No lasting
beneficial effect was obtained. By the second year, child was
refusing to use pot desnite reneated maternal exhortations
and threats. lother's anxiety had become severe and child's
bowel function dominated her thoughts. Despite all treatment,
interval between bowel actions had extended to 3 weeks, with
massive overflow soiling at regular intervals.

Further Progress

Ifother was interviewed on 3 separate occasions
|by paediatrician and psychiatrist in joint consultation.

‘No direct therapy was employed with the child. All laxative
treatment was discontinued.  Maternal tension and anxiety wasg
successfully reduced, with promotion of some degree of insight
and corresponding improvement in child's symptoms. At this
| stage, mother ceased to attend and contact with the case was
lost for a period of 15 months.

| At subseguent follow-up, the child's condition
was found to have relapsed. Mother had again resorted to
powerful laxstives, her previous preoccupation had returned,
and bowel action was confined to weekly episodes, with over-
flow soiling for 48 hours before esach motion. In the interval,

ehild showed muech evidence of ahdominagl discomfort with
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Wriggling and contorting of his body in the effort of "holding
back". At this stage, mother vnroved cooperative in attendanc
and responsive to re-~educative therapv. This was continued
for a period of 4 months at regular weekly intervals. At the
end of that time, spontaneous bowel action had been restored,

ith defaecation every other day and no further evidence of
oilinge.

U

=

Result of Psyehotheraneutic Treatment - (September, 1956)

Child has now remained symptom Tree for a perio
of 3 months. Mother has gained full insight. She is relaxed
and free from tension and the relationship between her and the
child is secure and stable. '

Satisfactory result.

j=1]
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Case No. 1% Female  ¥.B. Date of birth - 3.12.51.

Presenting Problem

i

1) Chronic constipation from the age of 2, with
intervals of up to 7 days between bowel motions.

2) Recurrent episodes of pseudo-diamrrhoea (overflow
incontinence).

Age at Psychiatric Leferral - 3% years.
Mode of Referral - Referred by consultant paediatrician.
Duration of Symptoms Approximately 18 months.

Paediatric Findings & Treatment

First referred for paediatric opinion at the age
of 33. Examination revealed distended abdomen with palpable
faecal masses both in ascending and descending colon. Reectum
loaded with faeces. Peri-anal soiling. o local lesion of
rectun or anus. Child systemically healthy. Senna, casecara
and petrolagar had been prescribed by family doetor, without
beneficial effect. The pseudo-diarrhoea had been treated
initially as mild dysentery but bacteriological examination of
stool proved negative. Child not admitted to hospital. No
barium enema performed, and no physical measures of treatment
instituted. Problem regarded as due to parental mismanagement
and peferred for psychiatric opinion accordingly.

Psychiatric Assessment

Child
Determined and self-willed, petulant, defiant.
Her handling by both parents indicated over-
indulgence and pamperinge
| Mother
Age 46. Bovine, good natured woman, limited in
intelligence. DNormally placid with no evidence
of obsessive traits, but currently agitated,
tense and anxious about child's symptoms.
Father

Age b2. Ineffectual and circumscribed in
personality, similarly limited in intelligence.
Confirmed that the whole family had "ruined" th?
child and mow they could do nothing with her”.

Family Structure |

2 other ehildren, both girls, 13 years and 20
| years older than patient respectively. No history of bowel
| disorder in either sibling.

Family History - Nil relevant.
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Developmental History

Normal pregnancy. Normal birth. Uneventful !
early development. Toilet training instituted at the age of |
9 months; not coercive and both bowel and bladder control were
achieved before the age of 2.

|
Background Circumstances

Interval of 13 years since mother's previous |
pregnancy. Child's conception was unpremeditated but readily
accepted. Because of prolonged interval, child was fussed
over by older sisters as well as by both parents from her birth.
Regarded as something of & novelty and a toy by whole family; |
overindulged as a resulte. '

‘Parental Fears & Prejudices

No primary fears admitted by either parent
prior to development of bowel difficultye. Subsequent to
onset of symptoms mother became obsessed with the danger of
accumulated "body poisons" and father was firmly convinced
of the danger of "convulsions" caused by untreated constipation.

History of Present Illness

At the age of 2, child believed to have been
|frightened by having to use an unsavoury and noisy toilet in
the house of a neighbour, during temporary breakdown in the
domestic water closets Subsequently, she refused to use
toilet at home, and reverted to voiding of urine and faeces in
her knickers. Normal pattern of micturition was restored
within several days, but refusal to defaecate either in pot
or in toilet had persisted up to time of referral. Interval
between bowel actions inereased up to 7 days, with subsequent |
|overflow soiling presenting as pseudo-diarrhoea. Both parents
[alarmed. They believed she was holding back the faeces
deliberately but considered it vital to procure her bowel
action because of their anxiety for her health. Exhortations,
threats and bribes were all without effeet. IZach attempt to
promote defaecation resulted in a violent domestic scene. '
The attention of the whole family became focused upon the
child's bowel functione.

Further Progress See Treatment Section p. 1l6.

Both parents were seen at regular weekly inter+
vals for a period of 2 months for the purpose of re-education|
in their method of handling the childe INo direct therapy
was employed with the child. All laxative treatment was
discontinued. No real depth of insight was achieved by
|either parent because of their intellectual limitations but }
they responded satisfactorily to didactic counsel, instruction
and reassurance. Child responded initially to alteration in|
handling with sharp deterioration in behaviour and became
inereasingly provocative. Within 2 months this phase had
subsided and normal bowel function had been completely rest-
ored with no further occurrence.of soiling. |
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Result of Psychotherapeutic Treatment - September 1956.

Child has remained symptom free for a period of 12 months,
following suspension of active psychotherapeutic treatment.

I'he relationship between parents and child is now free from

conflict. They have refrained from over-indulgence and now
handle her with sensible detachment.

Satisfactory result.
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19. Female R.T. Date of birth-14.2.52.

Case KNo.

Presenting Problem

1) Infrequent bowel action from age of 6 months, at
, 4 to 5 day intervals.
' 2) Large palpable mass in left iliac fossa, associated
with pyrexia, and suspected to be a pyonephrosis.

Age at Psychiatric Referral - 22 months.
ode of Referral - Referred by consultant paediatrician.
Duration of Symptoms Approximately 1 year.

Paediatric findings & Treatment

First referred for paediatric opinion at age 20
months. ZXxamination proved the abdominal mass to be accumulated
faeces in descending colon which disappeared after course of
daily enemata. Rectum initially loaded with faeces. Pyrexia
due to upper respiratory tract infection which responded to
anpropriate treatment. Child discharged home after 2 weeks
when loaded bowel adequately cleared. Fo barium X-ray studies
performed, Hirschsprung's disease excluded on clinical grounds.
When seen as out-patient 2 weeks later, rectum again loaded apd
palpable faeeal masses present. Child had only had 2 bowel
movements in interim despite administration of medieinal
paraffin and magnesium hydroxide in liberal dosage. A second
course of enemata was given as out-patient. TUpon completion
after 4 weeks, the rectum and terminal colon rapnidly reloaded

| with accumulated faeces, and spontaneous bowel movements
continued to be hard and infrequent. Referred for psychiatrie
| treatment at this stage. '

|
Psychiatric Assessment

Child

Bright, alert baby, suspicious of examiner,
initially unresponsive. Described by mother as
defiant, obstinate and very determined.

Mother
Age 33. Strong-willed, dominant personality with
marked perfectionist and obsessional traits.
Discivlinarian in attitude towards both her childr?n
"I cannot stand children who disobey". Currently
tense and anxiously preoccupied with child's bowel
di sorder.

Father

Age 36. Placid, tolerant personality, exerting
less influence within the home than his wife.
Much less concerned about child's symptoms.

'Family Strueture

One sibling, a girl 3 years older, described as
more quiescent and compliant than patient. From the age of |
1 year, the older child had shown difficulty in feeding for
period of 18 months. Each meal time was punctuated by violent
scenes while mother fed her forecibly. Subsequently, child ha?
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' phase of persistent faecal Soiling for & months, after
|aecguiring bowel control. Currently no difficulty in eating
'or in bowel habits. Described as diffident, subdued, easily
| frightened, lacking in self-confidence and a poor mixer, in
contrast to patient.

Family History

Mother has been "a martyr to constipation"
| since adolescence. Brought up rigidly by stern parents who
insisted upon strict bowel regularity as™ good habit".

Developmental History

Normal pregnancy. Normal birth. Early develop-
ment uneventful, except in sphere of bowel habit. ZEven in
infancy, bowel action tended to be infrequent and the stools
hard. Toilet training instituted in neo-natal period,
coercive, and sucecess in training not achieved.

‘Background Circumstances Nil relevant.

Parental Fears & Prejudices

Mother entertained deep seated conviction sbout
dire consequences of faecal retention; chief phobias were
"poisoning of the system" and "bowel stoppage". Firmly
believed in need for daily bowel action.

History of Present Illness

|

Mother preoccupied with patient's bowel function
since early infancy. First became concerned because of
passage of hard stoocls at infrecuent intervals. Tendency to
|constipation became more proncunced during weaning at 6 months
and persisted despite presciption by family doctor of various
laxatives and modification of diet. Thereafter, district
nurse attended for administration of occasional enemata to
supplement effect of laxatives. No change in bowel pattern
achieved. From the age of 9 months child actively resisted '
use of pot. Mother intervreted this as defiance and was |
determined to overcome child's resistance forecibly. She did
not suecceed. Scenes over defaecation became more frequent
iand violent, with persistence of fsecal soiling. At time of
lchild's hospital admission, mother was distracted by patient's
symptoms and obsessed with her bowel disorder.

Further Progress

Mother was interviewed at regular weekly inter-
vals for period of 4 months, the time necessary +to Tealign
her attitude and to promote adequate depth of imsight. Marked
resistance was initially encountered and insight was slow to
develop. Subsequently, mother became increasingly detached,
less tenmse and more flexible in her handling of child under
therapeutic guidance. Child responded with progressive
restoration of normal bowel function. At the end of 4 months?
no further evidence of rectal or colonic loading. Pattern was

now defaecation every 3 to 4 days without laxzative treatment. |
No further soiling.
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|Result of Psychotherapeutic Treatment - Sentember 1956

Child has now been symptom free for 2% years. Bowel
action still occurs every third day but the stools are not .
|hard. There is no soiling. Defaecatiorn is spontaneous and
[the child is well. IMother now reports that "child is much
easier to get on with than she used to be. She still has to
argue with somebody but it is now usually her big sister.

She remains determined but we are all very hapny together™.
Relationship between mother and child satisfactory. Mother
retains good insight.

Satisfactory result.
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Case No. " Female  D.S.Q.  Date of birth- 7.8.49.

Presenting FProblem '

1) Persistent refusal to defaecate since traumatic
experience in hospital at age 4.

2) Subsequent colonic loading, overflow soiling and peri-
anal dermatitis. Interval between bowel actions has
extended to 21 days.

3) Marked nervous tension, clinging over-dependence on
mother and frequent nightmares.

Age at Psychiatric Referral - 5% years.
Mode of Referral - Referred by consultant paediatrician.
Duration of Symptoms - Approximately 1 year.

Paediatric Findings & Treatment

No previous history of bowel disorder. Above symptoms
developed during treatment in hospital for tuberculous dactyl-
itise« Prior to hospital discharge, patient found to have

and excoriation of peri-anal skin from overflow soiling. No
local lesion of rectum or anal sphineter. Barium enema not
performed. Condition treated initially with enemata, followed
by petrolagar, phenolphthalein, and neostigmine bromide in turn.
Bowel disorder persisted following return home, despite laxa-
tives. Followed up at paediatric out-patients during next
12 months without satisfactory response to treatment. Ult-
imately referred for psychiatric opinion.

Psychiatric Assessment

Child

77 Fearful, rcsistive, and inseparable from mother.
Remained withdrawn and unresponsive throughout
successive interviews. Despite inhibited behaviour
mother describes her as "determined in a sulky wayl.

Vother
Age 35. Overanxious in personality. Currently
tense and agitated over child's symptoms. No
obsessional traits. Has always been overindulgent
towards child.
Father
Age 36. DNot available for interview. Described
by mother as placid and stable but equally over-
indulgent towards child.
Family Structure Only child.
Family History Nil Relevant.
: Developmental History
Mother suffered with pre-eclamptic toxaemia

for two months before child's birth. Birth itself normal. |
Early development uneventfule No coercive toilet training. |
Child fully trained in bowel and bladder control by age 2. |

abdominal distension with palpable faecal masses, rectal loading,



(DeSeQe cont)
Background Circumstances

Married 3 years before child's birth with one
previous miscarriage. lother warned against having more chil-
dren. As a result, patient idolised by both parents. Over-
attached to mother because of father's frequent absences at
seda. Always regarded as sensitive, nervous child.

FParental Fears & Prejudices

o pre-existing concern about dangers of const-

ipation. After omset of bowel disorder, mother entertained
fear that child might have tuberculomns disease of the bowel.

History of Present Illness

Child fretted following admission to hospital.
Began to soil pyjamas in bed. Threatened by staff nurse wit
severe punishment if soiling continued. Thereafter refused
use bedpan for defaecation. Deliberately held back faeces.
Subsequently threatened by same nurse that "her tummy would
be cut open" and the faeces foreibly removed unless she opene
her bowels. Child seemed petrified of this nurse but persis
ted in refusal to defaecate. Symptoms persisted after dis- |
charge from hospital, with frequent nightmares in whieh child
called out the name of the offending nurse. Resistance to
defaecation was followed by overflow soilinge. Nother's fears
prompted her to adopt coercive procedures, but without bene-‘
ficial effect.

o

[=1]

Further Progress

Psychotherapeutic treatment was complicated by
need for folow-up surveillance for child's tuberculosis.
Child continued t o show marked fear during hospital attend- |
ances and mother continued to harbour her fears about second-

ary abdaminal tuberculosis. The mother's response to psychiatric

guidance became cooperative only after it was possible to
reassure her categorically about her chilg's state of healthd
No direet therapy was attempted with child. Currently, the

| case is seen by peediatrician at intefvals of 6 months for |

| routine supervision.

| Result of Psychotherapeutic Treatment - September 1956 '

Restoration of nomal bowel function has been |
achieved over the past 6 months, with no further soiling.
The child has had no nightmares for almost a year. ©She has ‘
gained increasing self-confiience and stability. DMotler's
fears have f£inally been resolved, she retains good insight,
is no longer tense, and handles child with greater detachment,
though she remains overindulgent. |
Satisfactory resulte.
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|
21, Female CeCo  Date Of birth - 7.8.51.

Qe

Case I

Presenting Problem

passage of hard faecal pellets at intervals of
3 to 4 days, latterly extending to 10 days.

|
|
I
1) Chronic constipation since "birth", i.e. the ‘
2) Overflow faecal soiling from the age of 2. ‘
|
|
|

Age at Psychiatric Referral - 2 yrs. 8 months.
Mode of Heferral - Referred by consultant paediatrician.
Duration of Symptoms - Approximately 2 years.

Paediatric Findings & Treatment |
|

First referred for mediatric opinion at age 2%.
Child resistive to examination; hard faecal masses palpated
abdominally; rectum loaded with retained faeces: peri-anal
soilings No local lesion present. Anal sphincter normal in
tone. Problem diagnosed as due to parental mismanagement.
No further paediatric investigation instituted. Case referred
for psychiatric opinion.

Psychiatric Assessment

Child
' Alert, intelligent girl, self-willed, obstinate
and resistive. BRejected play materials and remained
suspicious and unresponsive throughout interview.

Mother
Age 32. Intelligent, cultured woman, of rigidly |
obsessional personality. Impressed as reticent an
quietly determined, with perfectionist trends;
fastidious in personal hygiene. Currently tense anT

anxious about child's symptoms.
Father
Age 36. Solicitor. Stable, sensible personalitys
Showed no undue concern about child's constipation
and considered that "too mueh fuss is being made by
my wife"e.

Family Structure Only child.

Family History |'
Maternal grandfather had been strict disciplin-
arian, who insisted upon bowel regularity in his family.
fother had always maintained close attention to her own bowaf
habit "as a matter of good hygiene". |

Developmental Uistory |

Normal pregnancy. Normal birth. Uneventful early
development except in sphere of bowel habit. Bowel training
instituted in neo-natal period; coercive. Successful trainfng
not achieved. ‘
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Background Circumstances

Married 4 years before birth of child. MNother
was determined in advance to rear a model child, obedient,
well trained, and clean in toilet habits. Admitted her aversion
to handling soiled napkins, and instituted toilet training
“"from birth".

Parental Fears & Fre judices

Neither parent admitted preoccupation with
potentially adverse effects of constipation. i

History of Present Illness

From neonatal period bowel movements were infre+
quent and faeces hard. Family doctor adjusted the feed formula
and prescribed magnesium hydroxide without effect. After weaning
at 7 months, increased fluid intake and addition of vegetable
proved equally ineffectual. Child resisted use of pot ?iolenfly
before age of 12 months. Concurrently, there was frequent ref-
usal to feed. During 2nd year she persistently held back her
| faeces with much wriggling and contorting of her body in the
effort. Thereafter, regular soiling occurred and persisted
despite punitive measures adopted by mother. NMother regarded
symptoms as "filthy and shameful", but despite her strict hand-
ling and frequent use of laxatives, the condition persisted
Iwith inereasing interval between bowel actionse.

Further Progress

All laxative treatment was discontinued following
psychiatrie referral. MNother was interviewed at regular Waekpy
intervals for intensive psychotherapy over a period of 2 months.
No direct therapy was instituted with the child. For first 3

| weeks, mother remained tense, hostile and unconvinced. There~
after, responded increasingly to treatment approach of re-
education. After 2 months all overflow soiling had stopped
and spontaneous bowel action every 3 to 4 days had been ach-
ieved. Further paediatric examination at this stage revealed
an empty rectum and no evidence of colonic loading. NMother
was noticeably more relaxed and had acquired good insighte.

| Active supervision was discontinued at this pointe.

Result of Psychotherapeutic Treatment - (September, 1956) |

Child has now remained symptom free for a period
of over 2 years and mother has retained her insighte. The
pattern of bowel action in the child continues unchanged at
intervals of 4 days, but neither parent is concerned. They
regard this as quite normal for her and she suffers no adverse
effectse She is no longer troublesome, either during defaec4
ation or at meal times, and the former parent/child conflict|
is now resolvede.

Satisfactory result. i
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|
Paediatric Findings & Treatment
[(S22CabEle S0

|

i
Case No. 22. Female L.F. Date of birth - 20.8.49+
Presenting Problem |
Increasing constipation since the age of 3, with
intervals of 10 - 14 days between bowel movements, a
with overflow faecal soiling. ‘
Age at Psychiatric Referral - 6%— years. |
Mode of Referral ~ Heferred by consultant paediatricians
‘Duration of Symptoms - 3} years. ‘

- First referred for paediatric opinion at age

6%. At examination, healthy, active child. Iarge faecal masses
|palpable abdominally. HHectum loaded with faeces. Peri-anal |
soiling. Uo local lesion present. Condition suspected due to
parental mismanagement. No barium enema performed; no further
paediatriec investigation instituted. Referred for psychiatric
opinion forthwith.

Psychiatric Assessment
Child

by mother as obstinate and determined.

|
Withdrawn, suspicious and unresponsive. Deseribed ‘
| Mother

i Age 29. MNanifestly overanxious personality. A ‘
| chronic worrier, particularly over the health of her |
| children. ZExpressed feelings of guilt that she had |
"neglected" her child through failing to promote bowel
regularity. No evidence of obsessional traits.

Curmently tense and agitated over child's symptoms.
Father
Age 32. Not available for interview. Deseribed
by mother as placid and much less prone to anxietye.
Currently shares wife's concern over child's bowel
disorder.

Family Structure

. One sibling, a boy, 18 months older than
‘patient. Described as different in temperament to sister; more
compliant to parental discipline. This child developed Perthe's

Disease at age 3. ©Still attending orthopaedic outpatient dep-
artment. No history of bowel difficulty. |

Family History -  Nil relevant.

Developmental History |

Normal pregnancy. Normal birth. Heal thy ‘
baby. Uneventful early development. Toilet training institutied
at 12 months. No evidence of coercion and child succesafully‘
trained by the age of 2. \ ‘

Background Circumstances

| From the age of 2, patient said to have res-
ented extra parental attention shown to ber brother, because &1‘
his persisting orthopaedic disability. Has always competed ‘
with sibling for mother's attention. |

Parental Fears & Prejudices -,
Mother has entertained chronic fear of |
|"twisted bowel" in relation to constipation; and for this



65. i
(LeF. cont) '

| reason, has been anxious to ensure bowel regularity in both
her children. Coercive procedures not adopted until after
onset of present bowel difficulty.

History of Present Illness |

Bowel action regular amd spontaneous until the
age of 3. Constipation first developed while child suffering
from ulceration of the mouth. No bowel movement oceurred for
5 days on this occasion. Mother acutely concerned. District
nurse was consulted and administered soap and water enema,
during which child struggled violently, and had to be held
down forcibly. No further enemata administered, but mother
convinced that this experience frightened the child. Bowel
difficulty has persisted since then. Exhortation, bribery,
drprivation of privileges, and physical punishment, have all |
failed to affect the condition. A wvariety of purgatives preé-
crived by family doctor have equally had no beneficial effect.
Mother believes that patient deliberately resists defaecation.
Frequently wriggles and contorts her body, and is obviously
experiencing abdominal pain, but consistently denies any int-
estinal discomfort and complains instead that she has toothaec
Latterly, the intervals between bowel actions have increased,
with periodie soiling in the interim. The stool has been |
streaked with blood on occasion. The child's bowel disorder |
is now the main topic of conversation among-the entire family
circle.

he.

Further Progress See Treatment Section p. 121.

Mother was interviewed at regular weekly inter-
vals for a period of 2 months for psychotherapeutic re-education.
All laxative treatment was discontinued. No direct therapy
was employed with the child. Mother cooperated readily and
gained increasing insight. Correspondingly became less anxiocus
and more relaxed. Child's symptoms persisted, however, and
were now associated with increased petulance, disobedience, and
aggression towards older sibling. Subsequently, child admitted
to hospital for 3 weeks, under supervision of therapist, to |
promote detachment in the handling of her behaviour, and to
create the necessary atmosphere of disintevest in her bowel
function. After the first week, no further difficulty was |
encountered, and spontaneous bowel movement on alternate days
was restored prior to disecharge. ©Soiling was no longer in [
evidencee. |

Result of Psychotherapeutic Treatment - (September, 1956)

Child has remained symptom free for a period
| of 4 months. ©She continues to show stubborn and self-willed
| behaviour, but mother has now learned to handle her with great-
er tact and without tension. Nother-child conflict no longexr
in evidence. Mother is free from concern about child's bowel
function, and altogether more relaxeds ©She retains full ins%ght.
Satisfactory result.
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LCase No.23+  Female PeA. MeG. Date of birth-24.9.514

Presenting Problem |

1) Increasing constipation since the age of 4 months, with

intervals of up to 7 days between bowel motionse
2) Associated faecal soiling since the age of 1 year.
Age at Psychiatric Feferral - 4 years.
‘Mode of Heferral - Referred by consultant paediatrician.

Duration of Symptoms - 4 yearse

| Paediatric Findings & Treatment |

First referred for paediatric opinion at age 4%. |
| At examination, abdomen distended; faeces palpable in desc-
ending colon; rectum loaded with soft faeces; peri-anal
soilinge. No local lesion present. Healthy child. DBasis of |
parental mismanagement suspected. No further paediatric
investigation undertaken. Case referred for psychitric opinion.

Psychiatric Assessment

Child !
777 Petulant, sulky child, unresponsive at interview.
Described by mother as determined and stubborn. .
Nother |
Age 26. Anxiety-prone, unstable personality, |
who suffers from chronic asthma. Asthmatic attacks
precipitated by emotional upset. Circumseribed
personality, limited in intellect. Tense and
agitated over persistence of child's symptoms.

Father

Age 30. Sensible, stable personality. Convinced

that wife's agitation has much to do with child's

symptoms. Chiefly concerned about implications o#

_ soiling. .
' |
Family Struecture J
One sibling, a girl, 2 years younger than patien

'NO history of bowel disorder. Cooperative obedient child. ‘
Family History - Nil relevant.

Developmental History |

|
Normal pregnancy. Breech delivery. Puny and under-
weight at birth. Admitted to hospital at age 3 months for |
hypertrophic pyloric stenosis. Successful operation. Bowel |
action sluggish upon discharge from hospital. Thereafter, |
mother preoccupied with child's health. Coercive toilet train-
ing instituted to offset mother's fear of recurrence of gastr@»
intestinal trouble. Bowel training not successful. i

Background Circumstances

Married 3 years before child's birth. One previqus
miscarriage. DMother obsessed by fear of losing child at
operation after previous misfortune. Child's emtional value |
enhanced thereafter. |




|
|
‘Parental Fears & Prejudices
|

| of normal bowel funetion achieved after interval of 2 weeks.

Result of Psychotherapeutic Treatment (September, 1956)

67+
(P.A. McG. cont)

History of Present Illness

lMother entertained vague idea of connection between
pyloric stenosis and resulting bowel sluggishmess. She '
considered close attention to e¢hild's bowel function was nee-|
essary to avoid any danger of relapse.

Excessive maternal concern over child's bowel action
dates from the age of 4 months. Coercive measures of training
were instituted at that time and have been maintained consist-
ently since. They included punishment, exhortation and
bribing, all of which had no bemeficial effect. ILaxative
therapy similarly ineffectual. Subsequent development of
soiling increased parental alarm, prompted greater rigidity
over training, and evoked parental censure. Mother ultim-
ately obsessed by child's bowel function and could think of
nothing else.

Further Progress See Treatment Section p. 116, 121,

Mother!s limitation of intellect precluded her acquis-
ition of adequate insight. She was quite unable to appreciate
the dynamics of the child's behaviour. Didaetie advice about
her handling of child was followed temporarily, but regular
attendance at clinic was not maintained. Subsequently necessk
ary to remove child from home setting by admission to hospital,
under supervision of therspist, for rehabilitation in contr-
olled environment. Child retained for 3% weeks. Restoration

Child began spontaneously requesting pot. Some residual faecal
staining persisted but cleared up prior to discharge. INo
direct therapy employed with child. All laxative therapy
discontinued.

Child has remained symptom free for the past 3 months |
since discharge from hospital, with spontaneous daily bowel |
action. Regular supportive therapy is being maintained with |
mother to reinforce the example of handling child as demon- |
strated in hospital. Mother's response to dogmatic instruc-
tion is so far satisfactorye.

Satisfactory short-term resulte. ‘
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Case No.24. Ferale KeKe Date of birth-1C.l0=-52.

Presenting Problen

due to acute appendicitis. Diagnosis not substantiat
2) Subsequently elicited history of persistent constinat
since age 3, with intervals of 2 to 3 weeks hetween
bowel actions, and with intermittent overflow sociling.
3) Diurnal enuresis since age 3.
4) Difficulty over feeding during concurrent period.

: : l
1) Severe right sided pain of 6 hours duration, suspecte§
d.

Age at Psychiatric Referral - 3 years 8 months.
liode of Referral ~ Referred by pnaediatric surgeon.
Duration of Symptoms -~ (Apnart from acute enisode) 8 months.

Paediatric Findings & Treatment

Admitted to surgical ward at age 3 years 8
months as surgical emergency. At examination, mno evidence of
"acute abdomen". Palpable faecal masses in descending colon
and rectum; peri-anal soiling and dermatitis; mno loecal lesion
of rectum or anus. Case diagnosed as chronic constination.
No further investigation conducted. Lower bowel cleared with
enemata. Child then referred Tor psychiatric opinion while
2till in hospital.

Psychiatric Assessment

Child
Plump, healthy child, tearful and unresponsive.
Described by mother as stubborn and contrary.

IMother
Age 34, Impressionable, overanxious personality, of
limited intelligence. No evidence of obsessional
characteristies. Iuiotiorally unstable. Currently
tense and alammed by child's symptoms.
Father
Age 34. BStolid, unimaginative person. Iluch less
concerned by child's chronic symptoms.

Family Structure

of younger sibling. Older boy develoned dysuria and urinary
incontinence at age 3. Ultimate surgical investigation revealed
diverticulum of bladder, sucecessfully removed at age 4. Since
then, boy has remained symptom free. 1o history of bowel dis-
order.

Developmental History

Normal pregnancy. DNomal birth. Uneventful
early develooment. Toilet trasining instituted at 10 months;
not rigidly enforced; comnleted by 18 months. Bowel action
regular and normal until age 3.

Eackground Circumstances

Mother hsd been convinced that her oldest
child's bladder disturbance had an organic hasis. Reassured tp
the contrary by family doetor, but insisted on referral for [
necialist oninion. Need for surgical operation vindicated
other's original fears. Subsequently she adopted similar
ttitude to her second child's howel disorder, and refused to\
ccept family doctor's reassurance, in view of former experien?e.

Two siblings, a boy 2 years older than patient,
and a baby girl age 9 months at time of history. Patient jealous



(X.X. cont)

Parental Fears & Prejudices.

Chronic fear of effects of constipation
were entertained by mother, prior to onset of child's howel
difficulty. Yow convinced child has "diseased bowels".

History of Present Illness

Syrmtoms developed within one month of
birth of younger sibling. Initiated by refusal to use toilet
for bowel evacuation. OCbstinacy over defaecation has persiste
since then, despite laxatives, and despite a variety of coerciwe
measures adopted by mother. Associated development of diurnal
wetting, and feeding difficulty. ©Child gzenerally resistive
and contrary, where formerly compliant. Intervals between
bowel movements gradually increased, with subsequent faecal
soiling. Mother both alarmed and embarrassed by symptoms.
History culminated in admission to hospital after acute episode
of abdominal pain.

o

FMurther Progress See Treatment Section pe. 116, 121l.

" Hother too limited in intellect to benefift
from psychotherapeutic attempts to nromote her insight. Psycho-
therapy was confined to awthoritative resssurance and dogmatic
instruction in the handling of child. Cooperative response.
Child was retained in hospital for a further 4 weeks, under
sunervizion of therapist, to initiate the necessary nmodification
in her management, and to re-establish normal bowel function.
No further laxatives emnployved. After first 2 weeks, snontaneous
bowel action was restored, with daily movement, and no further
soiling.

Result of Psychotherapeutic Treatment - (September, 1955)

Bowel regularity has been maintained
during past 2 months since dischargze from hospital, with no
recurrence of soiling. Child is eating better unbidden;
oceasional diurnal enuresis persists. llother now unconcerned.
Handles child with detachnent, and pnatient responds accordingly.
Tfother continues to attend clinic weekly for sunnortive therapy.
Child does not attend. Liother-child relationship currently
free from econflict.

Satisfactory result.
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Case No.25e Fenale G.B.C. Date of birth-26.2.53.

Presentinzg Problem

1) Increasing constipation since the age of 2% with
intervals of up to 21 days between bowel actions.

2) Persistent refusal to use pot or toilet.

3) Overflow faecal soiling at intervals of 2-3 davys,
with chronic peri-anal dermatitis.

Age at Psychiatric Referral - 3 vears 4 months.
lMode of Referral ~ Referred by consultant paediatrician
Doration of Symptoms - Approximately 1 year.

0,

Paediatric Findings & Treatment

Pirst referred to dermatologist at age 3
because of peri-anal dermatitis. Subsequently referred for
paediatric opinion because of underlying bowel disorder.
Healthy child with distended abdomen. Hard faecal masses pal-

pable in descending colon. Rectun loaded with retained faeces.

o local lesion of rTectum or anus.Severe peri-anal dermatitis
partially responding to topical trectient. Child resistive
during examination. Ilo further mediatric investigations
undertaken. roblem recognised as due to parental mismanage-
ment. TLocal angesthetic ointment nrescribed for anplication
to anal region. Referred for psvehitric opinion.

Psychiatric Assessment

Child I
Anxious, insecure child. Refused to be separated

from mother. Cried when spoken to. TUnresponsive.
Described by mother as "stubhorn over bowels".
lMother
Age 47. Anxious, tense and unstable. Vorried
about husband's health and preoccupied with child's
bowel function. Circunscribed, ohsessional personal
guilt-ridden.
Father
Age 44. Overanxious, irritable, immature. Equal

preoccupied with child'e symptoms. Hes cancer phobia

and suffers from peptic uwlcer for which he has ref-
used hospital treatment.

Family Strueture

One s=ibling, a girl, 7 years older
than patient. No bowel difficulty. Described as "nervous an
highly strung”.

Family History

liother suffers from chronic constipat]
and haemorrhoids. She is dependent on purgatives.

Develonmental History

Normal pregnancye. Formal birth.

Uneventful early development. Bowel training rigid, instituted

at 6 months, completed at 2 years.

Backeround Circumstances

Father's peptic ulcer, hypochondriasig
and irritability have reinforced mother's restrictive attitude

towards the child's play. Ilother did not want this second

Lty,

Ly

lon

o
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child; very upset by vregnancy. After patient's birth expsr-
ienced feelings of guilt over former rejection, and has =ince
overvalued child. Father resentful &€ preferential sttention
Ehown to patient.

arental Fears & Prejudices

Both parents preoccupied with child!
owel function. Afraid that father may have cancer, and that
this may have been transmitted to child. Alarmed at prospect
f "stoppage of the bowels". Both parents concerned about
ttitude of neighbours to their child's symptoms.

112

Eistq;y of Present Illness

At the age of 2 years 3 months, child
had accidental bowel motion ocut of doors while at play. Lother
very upset and embarrassed. She punished the child, who there-
nfter began to so0il her underclothes. ZIvery day after thie,
mother held child on the pot after breakfacst, for lengthy peripds,
during which there weres violent stenes. lLbbther glso administered
supnositories at night. This focusing of attention on the pot
was accomparied by restriction of the child's play and distress
at any evidence of normal agegression. The child reacted with
nersistent refusal to defaecate, and screamed whenever she saw
the pot. Patient's constipation now superseded father's peptip
ulcer as the centre of attention for the household.

Further Progress

iiother has been interviewed weekly
during past 3 months for psychotherapeutic re-education. She
remains resistive in attitude and lacking in insight. Any
suggestion that the child's condition is not organie, results
in distress, agitation and reiteration that”there must be =sore
thing wrong with her: Father has been interviewed and nroved
equally devoid of insight. Child was therefore admitted to a
paediatric ward under supervision of therapist, to relieve her
of parental pressure, while attenpts are continued to re-educate
the parents. ©She has now been in hospital for a period of 7
weels. Spontaneous bowel function was restored after an inter
val of 4 weeks, without laxatives, following treatment of peri
anal dematitis. Child is now more responsive and self-confident.

T

esult of Psvehotherapeutic Treatment - (Septertber, 1956)

Child ecurrently retained in hospital,
where her improvement continuss. Parents are attending for
psychotherany but progress with them is slow.

Interin result satisfactory. Long-
term prognosis guarded, in view of personality structure of
mother and father.
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Case No.

Female Jslis Date of birth-14.

Presenting Problem

1) Chronic constipation since the age of 12 months, with |
intervals of up to0 4 weeks between formed bowel motion
and with recurrent overflow faecal soiling.

2) Difficulty over feeding since the age of 6 months.

Age at Psychiatric Referral - ?& years.
lode of Referral - Ref'erred by consultant psediatriclan
Duration of Symptoms ~ Approximately 6 years.

Paediatric Findings & Treatment

Pirst referred for paediatric opinion at age o1

11 months because of feeding difficulty. Admitted to hospita
for investigation to exclude diagnosis of Pink Disease. All

2

Ll ]

findings negative. Problem recognised as due to gross maternal

mismanagement. DUischarged with appronrlate advice.

Referred once more at age 6§-for persistent
incontinence of faeces, found to have a basis of intractable
constipation. Multiple faecal masses were palnable abdomin-
ally. There was marked abdominal distension, rectal loading,
and peri-anal dermatitis. Repeated courses of enemata as an

out-patient failed to prevent subsequent re-loading of termingl

bowel. Thereafter admitted to hospital for "re-training", wi
enemata and petrolagar. No barium enema performed. Feeding
difficulty persisted, and residual masses of faeces were stil
palpable abdominally, desnite resumption of regular bowel
action. Discharged after 5 weeks because of fretting. Re-
leoading of lower colon recurred within one week of return hom
Condition essentiglly unchanged. Referred for psychiatric op
inion.

Psychiatric Assessment

Child
Pallid egirl of slender build. Withdrawn, fear-
ful and inhibited. Refused to be sevarated from
parents. llarkedly resistive during interview.
Became tearful if spoken to.
Mother

Age 42, Markedly tense woman. Intelligent,
cultured. Rigidly obsessional in personality with
manifest evidence of neurotic instability. Obsessed

th

Ee

-

with child's functions of feeding and howel movement.

Father
Age 44, Ceneral medical practitioner. Distresse
by ehild's symptoms but to a2 lesser degree. Nervoy
in temperament, with multiple facial tics. Clearly
under tension.
Family Structure
One sibling, a boy, 7 years older than patient.
Described as shy, docile and retiring, with multiple habit
spasms. No history of bowel disorder.

Family History ~ Nil relevant.

Developmental History

m

Normal pregnancy. Forceps delivery. Zarly
development uneventful, until onset of feedinz difificulty
durinz weaning at age 6 months. Toilet training adopted



3. (T.N. cont) |

¢lean before the age of 12 months. Constipation supervened |
thereafter.

Backeround Circumstances

Protracted history of marital disharmony due to serious
difficulties in sexual adjustment between parents. llo advice
sought hitherto because of husband's nrofessional position.
During the war years, there had been a period of respite while

al repercussion, in proportion, during that period. Recrudesce

upon husband's return to civilian life, and have continued to |
operate thereafter. Psychiatric assessment strongly indicated
displacement of maternal affection upon the younger child, to
compensate for mother's emotional deprivation. Mother's att-
itude to patient intensely possessive and overprotective as a
result.

Parental Fears & Pre judies

No primary fears of constipation admitted by either
parent. Both parents entertain secondary fears relating to

due to persistence of feeding difficulty.

History of Present Illness

| The child's management from the age of six months has
|been dominated by mother's attempts at forced feeding, and her
|coercive procedures to overcome the constipation. Patient has
responded with sullen refusal both to eat and to defaecate.
Exhortations, threats, laxatives and suppositories have all
proved equally ineffectual, and have frequently resulted in
violent domestic scenes. The household has for long been dom+

Further Progress

Intense resistance was encountered from mother during
initial attempte at psychotherapeutic re-education. Her own
instability was so manifest that she was subseguently referred

for the nast 6 months without any improvement. She remains

and refuses to enter hospital. She is regarded as bordering
upon psychotic breakdown.

treatment, but improvement is impeded by persistence of the

entially unchanged. (See Treatment Section, Page 128/9)
Result of Psychotherapeutic Treatment -  (September, 1956)

The mother's resistance and lack of cooperation have
so far prevented a satisfactory response in the child.
Treatment is being continued.

during first few months; rigid and coercive; child allegedly

of intimate difficulties took place just before patient’s birth

the bharmful effects of colonic loading, and lack of nourishment

for indpendent psychiatric treatment. This has been maintained

husband serving in Forces. The older child had escaped emotion-

nce

inated by the patient's schedules of feeding and bowel movement.

hostile and unresponsive, will not cooperate with her therapist,

Direet therapy has been instituted with the child during
the past 6 months. She has become increasingly responsive under

mother's restrictive attitude. Her bowel disorder remains es%-
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Case No. 27« Female J.E.Bs Date of birth - 27.6.53.

Presenting Problem

Chronic comstipation since age of 18 months with
refusal to use pot.

EAge at Psychiatriec Referral - 2 years 9 months. |

Mode of Referral Referred by gereral medical practitionerJ

Duration of Symptoms Approximately 1 year.

Paediatric Findings & Treatment

. No previous referral for paediatric exemination.
No abdominal distension and faecal masses could not be palpated
in descending colon. Rectum loaded with retained faeces.

No peri-anal soiling. No local lesion of rectum or anus.
Special investigations not undertaken.

Psychiatric Assessment

Child :
Self-willed, determined and precocious. Resistive
to physical examination and suspicious of therapist.

Mother
Age 31. Manifestly neurotic personality. Has
suffered from frank anxiety state for past 2 years.
Treated by family doctor with psychotherapy and sed- |
ation. Markedly tense, and wept repeatedly at inte -
view. No evidence of obsessive traits. Extremely
concerned about child's bowel irregularity.

Father
Age 33. londescript personality. More concerned
: about wife's health than child's condition.

TFamily Structure Only child.

Family History Nil Relevant.
Developmental History

Normal pregnancy supervised at ante-natal clinié.

Normal birth. Uneventful early develooment until the age of
18 months. Mother denied coercive methods of toilet traini
claims ehild trained before the age of 18 months.

Background Circumstances

liother suffers from mitral stenosis and was
'warned about the danger of having children. IMarried 5 years |
before pregnancy. Pregnancy supervised throughout at ante-
nstal clinic. During delivery mother had cerebral embolism
with resulting apoplectic seizure from which she made a com-
plete recovery. Warned against further pregnancies. Mother' s
|emotional investment in this child resultingly high.
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| (T.E.B. cont)

Parental Fears & Prejudices

Before marrisge mother had worked in a factory |
where many glirl employees suffered from chronic constipnation
and constantly complained of umpleasant symptoms. Following
‘onset of bowel difficulty in her own child, she recalled these
past impressions and was determined that her daughter would
not suffer similarly. Entertained the associsted fears of
"bowel stoppage™ and "poisoning of the system" which might
result from continuing constipation.

History of Present Illness

At 18 months child first showed refusal to use |
pot for defaecation except under special circumstances. She
insisted on both parents being vresent and "helping" her by |
laying a hand on her head or "rubbing her tummy". After pro- |
longed sitting she might then defaecate but just as frequently
rejected the pot by stiffening her body and protesting loudly.
This attitude might be maintained for 4 days before passing a
motion. There had been no faecal soiling. kiother intensely |
concerned and sought the advice of family doctor. No laxatives
were prescribed. Treatment was confined to prune juice and coarse
icereal with advice to iznore the bowel difficulty. Child res-
ponded for several months with decrease in constipation but
igradually reverted to original symptoms. Iiother admitted losinpg
faith in this treatment approach and was ultimstely referred for
reinforcement of the family doctor's advice in handling the
problem.

Further Progress '

Both parents were interviewed on 4 separate
occasions for the purpose of realigning their attitude in hand-
ling the child and promoting their insight for the underlying
basis of the mother/child conflict. No direct therapy was em-
ployed with the child. At the end of 1 month complete bowel |
recularity had been restored with snontaneous bowel action daily
in the absence of both laxatives and dietetic measures.

Result of Psychotherapeutic Treatment - September 1956.

Child has now remained symptom free for a period
of 6 months. HRelationship between mother and child is free
from conflict and the child is developing satisfactorily. Both
parents have retained full insight. |

Satisfactory result.



Case No.28,. Male qu1 Date of birth- 1.4.51.

Presenting Problem

1) Increasing constipation since the abe of 21 months,
with intervals of up to 14 days between bowel motions.
2) Overflow faecal soiling from the age of 2.

Age at Psychiatric Referral - 2% years.
Liode of Referral - Referred by consultant paedigrician.

Duration of Symptoms - 8 months.

Paediatric Findings & Treatment

First referred for paediatric opinion at the age |
of 2. ZExamination revealed abdominal distension with fascal
masses palpable. Rectum loaded with faeces. Peri-anal soiling.
No local lesion present. Child fearful and uncooperative.
hesistive 1o examination. Basis of parental mismanagement
suspected and case referred forthwith for psychiatric opinion,

Psychiatric Assessment

Child
Tense, anxious and insecure. Refused to be sep-
arated from mother. Became tearful and clingzing when
offered play material. Remained unresnonsive through-
out interview.
Mother

Age 25. Anxious, tense woman, burdened by domestic
difficulties and preoccupied by child's howel function.
No evidence of obsessive characteristics. Impressed
as a weak and impressionable personality.

Father
Age 24. Chronic worrier, introspective and over-
conscientious. Equally alarmed by child's symptoms,
but largely as reflection of wife's concern. A year
earlier had been invalided from the navy because of
peptic ulcer and forced to accept light, part-time
employment.

Family Structure - Only child.

Fanily History

Maternal g randfather suffers from chronic and
intractable constipation. Firmly addicted to patent: laxa-
tives. llatermal grandmother described by family doctor as
"chroniec cardiaec neurotic™.

Developmental History

Normal pregnancy. Normal birth. Uneventful early
development. DBowel training instituted casually at 12 months
No coercive measures adopted. Child reported clean and dry
by age of 18 months.

|
Background Circunstances
Father's discharge from navy resulted in 10weriné
of family's economic standard. Forced to give w their own
home and move into two rooms in home of maternal grandnarents
Here, child overindulged and pampered, as first and only
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grandchild. Socon learned to play off parents against grand-
parents. No consistent pattern of handling.

Parental Fears & Prejudices

Neither parent unduly preoccupied with need for
bowel rezularity prior to onset of child's symptoms. Maternal
grandfather, however, firmly convinced of adverse effects of
constipation and conveyed these fears to mother. Particularly
almrmed at prospect of "bowel stoppage". Maternal grandmother
intolerant of "filthy habit” of soiling and threatened to evict
parents and child unless the boy "behaved properly".

History of Present Illness

Within two months of moving into grandparents'
house, child's symptoms had their onset. Precipitated by acei-
dent which occurred during attempts to train child in use of
toilet seat. A special small frame had been placed over existing
seat but was accidentally dislodged on one occagion. Child
jarmed awkwardly within the toilet bowl. Badly frishtened and
thereafter steadfastly refused to use toilet and soon rejected
use of pot. Interval between bowel motions progressively in-
creased, despite prescerintion of various laxatives. Child
seemed able to tolerate considerable discomfort without defaec-
ation. Subsequently began to soil during intervals between
bowel movements. TParents felt sure he experienced urge to def-
aecate but was deliberately holding back. All 4 adults in

him, threatening denrivation of nrivileges and even acting out
for him the process of defaecation inpimiery. Child reacted
with persisting obstinate refusal. Iother became inereasingly
tense and agitated under dual nressure of threaterned loss of
lodgings and anxious concern for child's health. His constip-
ation dominated the whole household.

Further Progress

Both parents were interviewed on 4 separate occas-
ions for psychotherapeutic re-education. No direct therapy
was employed with child. All laxative treatment was discon-
tinued. Liother responded with marked reduction in her state
of tension, following reassurance and support by therapist.
No true depth of insight was promoted, but she was able to
adopt a more relaxed and detached attitude ir handling child.
At this stage further attendance ceased without explapation
and contact with the case was lost.

Besult of Psychotherapeutic Treatment - (Septenber, 1956)

Subsequent enquiry revealed that family had left
the distriet and efforts to trace them failed. Ultimate result
unknown.

household began hounding child to defaecate, coaxing him, bribing
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| Case No. 29. Male Be G Date of birth - 8.10.50

Presenting Problem

1) Chronie constipation since the age of 2, with intervals
of up to 7 days between bowel motions, and with over-
flow faecal soiling.

2) Teeding difficulty from the age of 18 months, with
persistent refusal to eat.

Age at Psychiatric Referral 3% years.
Mode of Referral Referred by consultant paediatrician.
Duration of Symptoms 18 months.

Paedigatric Findings & Treatment

Pirst referred to paediatric surgeon at the age
of 3 because of a2 small anal fissure. Child had been constip-!
ated for approximately 12 months. Conservative treatment, with
local anaesthetic ointment and lubricant laxatives, was tried
at first, followed by stretching of the anal sphincter under
general anaesthesia. The fissure healed but difficulty with
defaecation persisted and child then referred to naediatric
physician. Upon examination, palpable faecal masses noted
abdominally; rectum loaded with faeces. Peri-anal soiling.

No recurrence of local lesion. ©No organic basis found to ex-
plain history of chronic constipation. Barium enema not per-
Fonned. Child not readmitted to hospital. Basis of parental
mismanagement suspected and case referred for nsychiatric opinion.

Psychiatric Assessment

Child

Tense nervous boy, excessively polite. Impeccable
in dress and manners. Clear evidence of carping |
maternal pressure emerged during interview in her
strict handling of child. Mother stated "he is
very obedient and a good boy but his bowels are
stubborn”.

Mother
Age 33. Tense anxious, rigidly obsessional
personality, reserved and undemaistiative but very
strong-willed. Has always insisted upon implieit
obedience from child.

Father |

Age 31l. Less domipant personality but equslly

orderly and obsessional in habits. Wife exerts the
greater influence in the home.

Family Structure Only child.
|

ﬁamily History Nil relevant.

Developmental History
Normal pregnancy. Normal birth. Uneventful early|
dpveloument. Bowel training instituted in neo-natal period.

Coercive and child successfully "trained" before the age of
12 months.
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Background Circumstances

Three years before the birth of patient, their

fzrst child, a girl, had died at the age of 16 months from acute
nephritis. lother recalled that this child had been constip-
jated for some time prior to onset of termipal illness. In
retrospect, both parents associated the history of constination
with the subsedquent development of nephritis. Overcome by
child's death and following birth of second child, determined
that he must never become constipated. Hence, from birth,
rigid bowel "training" was impm ed by mother with regular ad-
ministration of magnesium hydroxide and medieinal paraffin.

Parental Fears & Prejudices

Both parents were convinced of the association
between constipation and the illness from which their baby
daughter had died, and were seriously alarmed at the persistence
of bowel symptoms in second child.

History of Present Illness
|

Mother was determined to rear a model child. |
Programme of training accordingly rigid in all spheres. In
second year, child became increasingly resistive during feeding
with persistent refusal to eat despite maternal insistence.
By age 2, equally resistive to defaecation. Now refused to use
'pot, repeatedly held back faeces, despite exhortation by both
parents, alternating with strict punitive measures adopted by
mother. Subsequently, defascation became very vainful (anal
|fissure), and child showed fear of opening bowels. Surgical
opinion first sought because of this.

Further Progress

Both parents were interviewed on 3 separate occasions
for psychotherapeutic re-education. liother intensely resis-
[tive. Father remained non-committal. Rejection of psychiatric
approach not expressed as such, but mother became increasingly
anxious at implication of her personsl involvement in child's
'symptoms, and failed to reattend after third interview.

Result of Psychotherapeutic Treatment - September, 1956.

. No response has been obtained to repeated follow-up
enquiries. Current position not ascertainable.
Unsatisfactory result.
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Case No. 30. Male BePulWe Date of birth - 4.11.51.

Presenting Problem |

1) "Difficulty" in defaecation since the age of
18 months, with alleged fear of using pot or
toilet, and with intervals up to 7 days between
. bowel motions.
i 2) Associated faecal soiling.

Age at Psychiatric Referral - 4 years.
Mode of Referral - Referred by consultant paediatrician.
Duration of Symptoms - 2% years. |

Paediatric Findings & Treatment

First referred for paediatric opinion at age 4.
Child resistive to examination. No local lesion found to
(account for "difficulty" in defaecation. Reetum loaded with
‘faeces; peri-anal soilinge. TFaecal masses palpable abdominally.
\Not admitted to hospital. No detailed paediatric investigation
institutede Problem suspected to be one of parental misman-
agement; referred forthwith for psychiatric opinion.

Psychiatric Assessment

|
Child |
Suspicious and unresponsive. Throughout interview
sat on mother's lap with both hands held over his !
eyes. Kefused to look at examiner. Frankly neg-i
ative in behaviour. DMNother described him as very |
determined and self willed.
liother |
: ' Age %4. Rigid, obsessional personality. Strong-
willed and insistent upon implicit obedience from
her children. Markedly tense and anxious over

child's symptoms. |

Father
Age 36. Pompous and self-opinionated. Senior

technician in pathological laboratory and anxious t
demonstrate his pseudo-medical knowledge. Did not!
share wife's concern over child's symptoms. Con- |
sidered them due to "naughtiness" and convinced he
should be treated firmly.

Family Structure |

One sibling, a boy 4 years older than patient. ‘
Demcribed as sensitive, "highly strung", and much less deter-
mined by nature than patient. Suffers from "occasional" |

diurnal enuresis and "oceasional" faecal soiling. Not
constipated. |
Family History - Mil relevant. ‘

Developmental History |
Normal pregnancy. Normal birth. Toilet training
instituted during first few months of life. Coercive, and child

said to be trained in bowel habit before the age of 12 months{
Farly development uneventful.
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Background Circumstances - Nil relevant.

Parental Fears & _f_r_eﬁ;jgél_i_t_:g_g

Mother oconvinced of underlying organic bowel
lesion in childe Would not specify her fears. Father does
not share this belief but intolerant of child's soiling and has
adopted striect punitive measures. ‘

Mother claimed child's resistance to defaecatio
resulted, at the age of 18 months, from fear of splashing of
water in toilet during flushing. Father recalled episodes of
re jection of pot prior to this. Both parents stated "child
seeme& to make himself constipated". "When he feels the urge,
he will hide under a chair or otherw1se keep out of the way".|
Father has sat with child for 1r-hours in toilet, coaxing and|
exhorting, without result. Ten ‘minutes later he will soil his
trousers. Smacking, deprivation of privileges, and rubbing T
the cehild's nose in faeces, have all been without effect.
Father convinced child requires to be "trained" and insists
that he visit toilet 3 times a day after meals to regain "the
habit". Admits no success so far with this approach. Variety
of laxatives have been used; their only effect is to increase
soiling. TFather determined "to break child's will". Mother!s
attitude divided between sense of shame at persistence of child's
soiling, and intense concern for his health. Concedes that the
bowel disorder dominates her thoughts. i

Further Progress

Intense maternal resistance was encocuntered
during two successive interviews with parents. Father remained
supercilious and sceptical of psychiatric approach. All further
appointments were failed and contact with the case was lost.

Result of Psychotherapeutic Treatment - (September 1956.)

No response has been obtained to repeated offers
of further consultation. Current position unknowne
Unsatisfactory resulte.
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Case Yo. I. lale M. 8, Date of birth - 20.8.49

Original Presenting Problem

Voniting and abdominal pain of
2 days duration. o bowel action for 3 days.

Age at Hospital Admission - 3 years 4 months.

Paediatric Findines & Treatnent

Rectw: loaded with faeces.
Enena given with good result. Discharged after 6 days on
maintenance petrolagar. Diagnosis - constination.

Initial Resnonse to Treatrent

Sympton free at outpstient
follow-up one month later. Mo further laxatives.

Follow-1un - August, 1956.

current Assessnent of Perscnality

Child (amed 7) Affectionate, willing and responsive.

Mother (aged 41) Cheerful, flamboyant, extroverted
nersonality.

Family History

Father suffers fraom chronic
constination, but unconcerned over his own or patient's
condition.

packeround Circuistances

3rd child. No over-wvaluation.

Parental Fears & Prejudices

lother was previously a childrepn's
nurse. Trained to consider bowel regularity important. Free
from fears and prejudices ahout constipation.

History of €Goercive Toilet Training

: o evidence of coercive
approach by mother desnite her nrevious professional training.

Present Condition

. Sympton free for past 5% years,
No relapse in interim.
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Case No, IT. Male MJ M. Date of birth - 23.5.49

Original Presenting Problem

& months history of pain on
defaccation. "Holds himself". Znema and suppositories
previously administered coercively by family doctor. Child
now fearful of bowel action.

Ace at Hosnital Admission - 3 years 4 months.

Paediatric Findings & Treatment

Rectun loaded with faeces.
Faecal masses palpable abdominally. 1Xo local anal lesion.
Proctitis suspected. Course of enemata given followed by

proctoscopy. N.A.D. Dischargzed after 12 days on maintenan
petrolagar and "roughage” diet. Diagnosis - constinatio

ce

Initial Response to Treatment

catisfactory. Laxatives dis-

continned.

Follow-up = July, 1956.

Current Assessment of Personality

Child (aged 7) Lively, affectionate, happy child.

Mother (aged 33) Intelligent, cultured, calm and efficient

Family History - Nil relevant.

Backeroupd Cireumstances

3rd child. 1o over-wvaluation.

At time of natient's hospital admission, his younger sister
was 4 weeks old. liother aware of possibility of jealous
reaction. Handled wisely.

Parental Fears & Prejudices

lo fears about comnstipation

elicited.

History of Coercive Toilet Training - lMone.

Present Condition

Symptom free for past 3%
yvears. No relapse in interim. Cccasionally goes one day
without bowel action. Parents unconcerned.
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Case No. III. lale J oG Date of birth- 20,10.49.

Original Presenting Problem

Constipation from '"birth".

Hard, blood-streaked faeces. Baby screams during defaecation.

Laxatives and suppositories previously prescribed without
relief of symptoms.

Age at Hospital Adnmission - 11 monthe.

Peediatric Findings & Treatment

Apral spasm. Srall anal fissure
Palpable faeces in reetum. X-ray abdomen showed no evidence
of megacolon. Anus dilated under general anaesthesia. Symp-
toms responded to course of enemata and magnesium hydroxide.

Discharged after one month. Dizgnosis - chronic constin-
ation.
Initial Response to Treatment -~  Satisfactory.

Tollow-up - July, 1956.

Current Assessment of Personslity

Child (aged 6%) Subdued, obedient child of asthenic buil
Mother (aged 27) Nomally cheerful and easy-going.
Currently discouraged by overcrowded
housine conditions.

Family History - Nil relevant.

Backeround Circumstances

First and only child at tinme
of admission to hospital. Io retrospective evidence of over
valuation. lMother cannot recall attitude to patient's disor

Parental Iears & Prejudices - Fone.

Hi story of Uerecive Toilet Treining -  HNone.

Present Condition

No trouble sinece discharge
from hospital almost 6 years ago.

.

der.
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Case Noe. IVe Female MeCsCoe Date of birth- 17.2.53

e

Original Presenting Problem

One week's history of abdominal
pain, vomiting and screaming attacks. No bowel action for 3
days. Faeces previously streaked with blood. BHecurrent
episodes of constipation since birth.

\&g& at Hospital Admission =~ 1 year 1l monthse.

!Paediatric Findings & Treatment

Rectum packed with faeces. Enems |
gave constipated result. Investigated to exclude Hirschsprung's
disease. Barium enema normal. DBowel action satisfactory
following further enemata. Discharged after 8 days, on main-

tenance laxative treatment. Diagnosis - chronic constipation.

Initial Response to Treatment

| At outpatient follow-up 3 weeks
[later, free from symptoms with aid of mild aperient.

[
Follow-up, -July 1956

Curpent Assessment of Personality

Child (Aged 3 years 5 months) Intelligent, active child.
No behaviour difficultie=m.

Mother (aged 30) Quiet, diffident person, who handles her
three ehildren calmly and sensibly, despite
history of ill health in each. Predously
suffered from pulmonary tuberculosis. Lesion
now quiescent.

Family History - Nil relevante.

Background Circumstances

Oldest of 3 children. Previously

!overinuulged by maternal grandparents, uncles and aunts, while
family lived with them. This was recognised and offset by

mothers.

Parental Fears & Pre judices - Nome elicited.

History of Coercive Toilet Training -  None.

Present Condition |

Has been symptom free for past
18 months. No further laxatives for the past year. |
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Case lNo. V. lMale MeB. Date of hirth - 24.12.53.

Original Presepnting Problem

Vomiting and colicky abdoningl
pain of 6 hours duration. No howel action for 24 hours.
Right sided abdominal tenderness. Suspected anpendicitis -
suspected intussusception.

Age at Hospital Admission - 9 months.

Paediatric Findines & Treatment

Vornited during examination -
undigested food, Inenma produced a constinated stool stresked
with blood and nmucus. Io evidence of acute surgical condition.
Disecharged after 4 days on maintenance netrolagar.

Diasnosis - constipation.

Initial Hesponse to Treatnent

Condition satisfactory at
out-patiert follow-up one month later. Attendance discontinued.

Follow-up - August, 1256.

Current Assessment of Personality

Child (aged 2 vears 8 months) Self<reliant, spirited
and independent. Can be obstinate, but
responds to tactful handling.

lother (aged 24) Intelligent and responsible young mothex
of equable temperament.

Fanily History - il relevant.

Backoround Circumstances

Only child. Sensible management.

Parental Fears & Prejudices - lNone elicited.

History of Coercive Toilet Training =~  lone.

Present Condition

Sympton free for past 2 years. INo
recurrence in interim.
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Case No.Vli. lMale G.C. Date of birth-2.12.51.

Crigipal Presenting Problen

7 days history of malaise; cryin
and drawing up knees as if in abdomipal pain. Repeated vomiti
of undigested food.

Age at Hospital Admission - 18 months.

Paedistric Findincs & Treatment

Protuberant abdomen. No tender-
ness or guarding. Yo palpable faecal masses. ZEnema produced
constipated result, Tollowing which symptoms resolved.
Discharezed next day. Diagnosis ~ constivation.

Initial Response to Treatment

Symptom free at outpatient
follow-up one month and 3 months later.

Follow-up - August, 1958.

Current Assessment of Personality

Child (Aged 4 years 8 months) High-spirited, happy and
friendly.

liother (azed 36) Stable, intelligent person.

Family History - Nil relevant.

Background Circumstances

Only child. Ilic evidence of spoiling
or of undue restriction.

Paediatric Findines & Treatment ~ XNone.

History of Coercive Toilet Training - None.

Present Condition

Symptom free for past 3 years.
Healthy. No recurrence in interim.




88.
Case No. WVII. Male Jels Date of birth- 4.9.51.

Criginal Presenting Problem

Constipation and abdominal pain
of 7 days duration. Blood-streaked faeces.

Age at Hospital Admiession - 18 months.

Paediatric Findings & Treatment

Verminous child. Abdomen dis-

tended. io tenderness or guarding. o angl spasm or fissure.
Rectum empty. Cne enema aduninistered with good result.
Discharged after 5 days. Diagnosis - unspecified constipation.

Initial Response to Treatment

Symptom free at outpatient
follow-up one month later. Further attendance unnecessary.

Follow-up - July, 1956,

Current Assessment of Personality

Child (egzed 4 years 10 months) Boisterous, affectionate
and happy.

lother (aged 3C) Slovenly, lax, warm-hearted woman.
Says "Happiness of my children matters nmore
than the house".

Family History - Nil relevant.
Backeround Circumstances - Nil relevant.
Parental Tesrs & Prejudices - None.
History of Coercive Toilet Training -  None.

Present Condition

: No fiurther trouble since dis-
charge from hospital over 3 years ago.
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Case No. VIII. Female 5.Ce Date of birth-3,11.51.

Original Presenting Problem

4 days history of constipation
with central abdominal pain. No result from aperient or
suppositories. oimilar episode 3 weeks vreviously, lasting
3 days. Suspected appendicitis.

Age at Hospital Admission - 3 years.

Paediatric Findings & Treatnment

o evidence of acute abdominal
lesion. Soft faecal masg retained in rectun. Given enema

with zood result. o further symptoms. X-ray abdomen normal.

Discharged after 6 days on maintenance petrolagar and phen-
olphthalein. Diagnosis - constination.

Initial Response to Treatment

Bowel action regwlar, at out-
patient follow-up one month later. Attendance discontinued.
o further laxatives.

Follow-un July, 1956.

Current Assessment of Personality

Child (aced 4 years 8 months) Impudent, atterntion-gseekin
and self-willed.

Mother (aged 30) Intelligent, balanced personality.
Interference by paternal grandparents under-
mine® her otherwise sensible management of chi

Family History - Nil relevant.

Background Circunstances

Only child. Activity restrict
by elderly grandparents with whom family reside. Parents pla
to have more children, when they acquire their own home.

Parental TFears & Prejudices - lone.

History of Coercive Toilet Training - None.

Present Condition

No further bowel difficulty over past
18 months.

U

Lde
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Case No. IX. iale W.1.0. Date of birth- 1C.7.49.

Original Presenting Problem

18 months history of fear of
defaecation following circumecision. Micturition originally
painful after operation; c¢hild developed fear of pot, with
consequent persisting constination. Bowel movements occurred
at 7-1U day intervals despite purgation and sunnositories
prescribed by family doctor, against mother's instinective
inelination.

Age at Hospital Admission - 3 years 11 months.

Paediatric Findines & Treatment

Palpable faeces in pelvic colon;
no soiling. Barium enema showed no evidence of Hirschsprung's
disease or idiopathic megacolon. Regular bowel action restore
with liguid paraffin and phenolphthalein. Discharged after
11 days on mainterance laxative. Parents reassured and en-
couraged to maintain detached attitude to symptonms.

Diagnosis = Constipation with faultvy habit formation following

original trauma.

Initial Response to Treatment

Satisfactory condition maintained
at monthly outpatient follow-up for 4 months after discharge.
Parents responded to advice.

Follow-up. July, 1256.

Current Assessment of Personality

Child (azed 7) A quiet, shy and compliant child; attends
speech-theranist because of stammer.
liother (aged 36) Shrewd and perceptive; handles the 3
children with patience and understanding, helped
by cooperative father.

Family History - Nil relevant.

Backeground Circumstances

Znd and youngzest child at tine of
admission to hospital. No over-valuation.

Parental Fears & Prejudices - lone.

History of Coercive Toilet Training

Clean habits achieved by 18 mont
of age without coercion. Rigid potting reluctantly enforced
by mother on medical advice, only after child's post-tramatig
refusal of pot. WMother felt this was wrong, and was relieved
that hospital later endorsed her views,

Present Condition

No further trouble since dis-
charged from hospital over 3 years ago.

d

hs
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Case No. X. Female Se M, Date of birth -26.12.53

Original Presentins Problen

5 days history of recurrent
attacks of vomiting with abdominal colic and absence of bowel
movement. Child fretful. Referred Tor suspected intestinall
obstruction.

Age at Hospital Admission - 1 year.

Paediatric Findings & Treatment

Abdomen distended. Taecal masg
in rectum. No evidence of scute surgical condition. Sympton
resolved afier single enema. Child well. Discharged after
2 days. Diagnosis - constination.

Initial Hesponpse to Treatment

Condition satisfactory at out-
patient follow-un 1 month later. Further attendance un-
necessary.

Follow-up - Ausust, 1956.

Current Assessment of Personality

Child (aged 2 years 8 months) A vigorous, merry, self-
willed child of wiry physique.

lMother (aged 25) At present listless and apathetic con-
sequent upon recent miscarriage. Usually
enersetic, congenial, easv-roing.

Pamily History

Mother suffers from chronic
constipation. Unperturbed by this or by patient's disorder.

Background Circumstances

Only child., No indication of
over-valuation. Two months after patient left hospital,
mother returned to full-time work. Child cared for by nlaci
eguable, maternal grandmother.

Parental Fears & Prejudices -  lone.

Historv of Coercive Toilet Training - TNone.

Present Condition

Tio relapse. Symptom free
20 months after leaving hospital.

8

d,
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Case No. XI. Male R.D. Date of birth - 30.3.55

Original Presenting Problem

12 hours history of attacks of
screaning, vomiting and drawing up legs. Constipation of 2
days duration. Reflerred for suspected intussusception.
Age at Hospital Admission - 1 year 8 months.
Paediatric Findings & Treatment

No evidence of acute surgical

abdominal conditione. Ehema gave good result, following which

symptoms resolved. Chilé discharged after 3 dayse
Diagnosis - constipation.

Initial Response to Treatment - Satisfactorye
Follow-up - July, 1956.

Current Assessment of Personality

Child (aged 3 years 4 months) An emergetic and boisterous

child of friendly disposition.
Mother (aged 27) Out-going sociable, tolerant personslity;
helped by kindly and understanding father.

Family History - il relevant.

Background Circumstances

lst and only child at time of
hospital admission. No over-valuation.

Parental Fears & Frejuddges. -  None.
History of Coercive Toilet Training - None.

Present Condition.

No recurrence of symptoms since
discharge from hospital over 17],,: years agoe

2
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Origipal Presenting Problem

12 hours history of recurrent
attacks of abdominal colic with screaming a nd drawing up of
knees. Pallid and "collapsed" hetween attacks. Some mucoid
diarrhoea previously. Referred for suspected intussusceptio

Are at Hospital Admisgion - 9 months.

Paediatric Findings & Treatment

o evidence of acute surgical
condition. Good result from enema; symptors then cleared.

e

Discharred on 3rd day. Diagnosis - constipation.
Initial Response to Treatment -  Satisfactory.
Follow-un - August, 1956.

Cument Assessment of Persconality

Child (aged 15 months) Very zctive baby - walking, climb:
beginning to talk.

Mother (gged 24) Varn, permissive, motherly woman of lim-
ited intelligence.

Family History - il relevant.

Background Circumstances

First and only child. Accepted
without fuss by mother who is eldest of a large family and ha
giblings near patientts age; accustomed to handling bsbies.

Parental Fears & Prejudices - Kone.

History of Coercive Toilet Training =~ None.

Present Condition

Ilo return of syptoms since
left hospital 6 months azo.

LN,
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Case Noe« XIII. Male Aekls Date of birth~10.10.5

Original Presenting Problem

Several hours history of severe
spasmodic abdouinal pain. Bowels previously constipated.
Palpable tumour in right hypochondrium. Suspected intuss-
uscention.

Ace at Hospital Admission - 4 years.

Paediatric Findings & Treatment

1o evidence to swport suspected

diagnosis. Abdominal tumour no longer palpable. Taeces in
rectum. Pain relieved after administration of enema. Dis-
charged after 6 days on mainternance petrolagar.

Diapgnogis - constination.

Initial Besponse to Treatment

Satisfactory. Iaxatives dis-
continued.

Follow-un - July, 1958.

Current Assessment of Personality

Child (aged 4 years 9 months) An intelligent boy, vigorou

ezger and responsive.
lother (aged 49) Indolent, easy-gzoing sociable woman.

Fanily History - Nil significant.

Backeround Circumstances

4th child, born 12 years after
younsest sibling. Unwelcome pregnancy, but after patient
born wasg fully accented by mother and family. o evidence
of over-valuation conseqiuent upon ante-natal rejection. lloth
not unduly disturbed by patient's disorder.

Parental Fears & Prejudices -  HNone.
Fistory of Coercive Toilet Training -~ lone.

eT

Present Condition

Hes remained symptom-free
since leaving hospital 9 months ago.




95

Case No. XIV. Female BeAsS, Date of birth-10.1.54

Origina) Presenting Problem

1 dai®s history of recurrent
attacks of abdoninal paini screaming, drawing-up of knees,

pallor. No bowel action since onset. Suspected intussuscept

Age at Hospital Admission - 9 months.

Paediatric Findings & Treatment

Yo physical signs to support
diagnosis. Two enemata adninistered resulting in evacuation
of hard constipated faeces. Symptoms therecafter subsided.
Child discharged after 5 days observation.

Diagnosis - constipnation.

Initial Response to Treatment

Condition satisfactory at out-
patient follow-up 1 month later.

Follow-un -~ July, 1956.

Current Assesement of Personality

Child (aged 4%) Sociable, hanpy and responsive child.
no behaviour difficulties.

Mother (aced 27) Syrpathetic and intuitive; deals
composedly with her family.

Family History

IMother rad intussuscention in
infancy but was not overanxiouns about patient's condition.

Backeround Circumstances

First and only child at time
of hospital admission. Yo over-valuation.

Parental Fears & Preiudices

Free fron fears and prejudices

about constipation despite mother's own early history of
intussuscention.

History of Ceercive Toilet Training =~ lone.

Present Cordition

No recurrence of symptoms since
discharged from hospital over 5% years ago.

ion.
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Case No. XV. Male G.Pe Date of birth - 3.12.53.

Criginal Precenting Problem

24 hours history of inter-
mittent abdominal colic, with screaming, irritability, voniting
and anorexia. Referred for suspected intussusception.

Are at Hospital Admission - 1 year 2 months.

Paediatric Pindings & Trestment

No evidence of acute abdominal
condition. Reetun loaded with hard faeces. ZEneua given
with good result and resolution of symptoms. Discharged after
3 days observation on maintenance laxative.

Diagnoszis -~ constipation.

Initial Response to Treatment

Rezgular bowel action renorted
at outpatient follow-up 1 month later. Laxatives discontinued.

Follow=up - July, 1986.

Current Assecsnent of Personality

Child (aged % years 4 months) Quiet, obediert, reserved.
lo behaviour difficulties.

lMother (aged 37) Slatternly appearance, submissive and

placatory manner, combined with poor intell-
igence.

Tanily History -  Nil relevant.

Backeround Circumstances

3rd child. No over-valuation.

Parental Fears & Prejudices -~ Nil elicited.
History of Coercive Toilet Training - Hone.

Present Condition

Symptom free since discharged
from hospital more than 2 years ago.
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Case No. XVI. Female E.J.S. Date of birth -5.1.53.

Original Presenting Problen

1 week's history of vomiting,
abdominal pain and attacks of screaming. o bowel action
for 3 days.

Age at Hospital Admission - 9 months.

Paediatric Findipgs & Treatment

Hard faecal mass palpable in
right iliac fossa. On rectal exaninaticon, bowel heavily
loaded with faeces. After administration of enema, all symp-
toms and signs resolved. Child retained 9 days for further
observation. Remained symptom Tree. Dis charged.

Diasnosis - constipation.

Initisl Hesponse to Treatment - Satisfactory.

Follow-up -  August, 1956,

Current Assessment of Personality

Child (aged 3 years 7 months) A sturdy child, with bright
precocious manner. Actively friendly and
attention-seeking.

Mother (aged 45) Histrionic in appearance and manner.
Genial and garrulous.

Family History - MNil relevanrt.

Backeround Circamstances

3rd child; 14 years younger than

next half-gister, and the only child of mother's second
"marriage". At time of patient's admission to hospital, mot:E:
e

was concerned about proceedings for bigamy being taken agains
natient's father. Patient a wanted child, not rejected bec
of father's deception; no subseguent over-valuation.

Parental Fears & Pre judices - Yone.

History of Coercive Toilet Training - Tone.

Present Condition

Syrmton free since keaving
hospital more than 2% years ago.
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Case No. XVII. Male P.C.T. Date of birth - 30.8.5

Original Presentine Problem

Colicky abdomiral pain and
sereaming attacks for 2 days. No bowel action.

Age at Hospital Admission - 11 menths.

Paediatriec Findines & Treatment

Hard faecal rass in rectum.
Enema given with good result. Symptonms cleared. Discharged
after 3 days on maintenance laxative.

Diagnosis - constipation.
Initial Response to Treatment - Satisfactory.
Follow-up = July, 1956.

Current Assessment of Personality

Child (aged 3 years 11 months) An acute and vivacious
c¢hild with few inhibitions.

Mother (aged 36) Of good intelligence, tolerant and
understanding.

Family History -~ Nil relevant.

Backeround Circumstances

4th and younzest child. No
over-valuation.

Parental Fears & Prejudices - DNone.

Tistory of Coercive Toilet Training - None.

Present Condition.

Remains symptom-free 3 years
nfter leaving hospital.
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Case No. XVIII. Male F.T,. Date of birth - 263.55.

Original Presenting Problem

12 hours! history of screaming
attacks, thought due to abdominal pain. Referred for obser-
vation as suspected intussusception.

Age at Hospital Admission - 9 months.

Paediatric Findings & Treatment

: o evidence to support tentative
diagnosis. Lower colon and rectum loaded with faeces. ZEnema
administered with good result and resolution of symptoms.

Discharged after 6 dayse. Diagnosis - constipation.

Initial Response to Treatment

Condition satisfactory when
seen by Health Visdtor 2 weeks after discharge.

Follow-up ~ August, 1956.

Current Assessment of Personality

Child (aged 1 year 5 mohths) Active; now walking and
c¢limbing, friendly.

Mother (aged 23) An indifferent housewife, slovenly and
unsystematic. Friendly and imperturbable.

Family History - Nil relevant.

Background Circumstances

First and only child. No evi-
dence of either over-indulgence or stringency.

| Parental Fears & Prejudices -  None.
|
History of Coercive Toilet Training -  None.

Present Condition

Rema ins free of symptoms 8
months after leaving hospitale.
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' Case No. XIX. Female C.R, Date of birth-30.1.55.

12 hours' history of abdominal
pain and screaming attacks. No bowel action for 2 days.

Age at Hospital Admission - 2 years 9 months.

|
|
Original Presenting Problem \
|
i

Paediatric Findings & Treatment

Hard faeces palpable in descending
colon and rectum. Abdomen distended. Following course of |
enemata, symptoms cleared. Child discharged after 9 days on
ma intenance liquid paraffin. Diagnosis - constipation.
Initial Response to Treatment

Satisfactory, Iaxative discontinued.

Follow-up - August, 1956.

Current Asseesment of Perscnality

Child (aged 3 years 7 months) 4 quiet, docile and sub-
missive child of amall physique.

Mother (aged 23) Placid, ingenuous, dependent.

Family History - Nil relevant.

A P S

VP

Fimt childy DMother had toxaemia
of pregnancy, and delivery was prematurely induced at 8 months.
Mother largely undisturbed by this or by patient's bowel
disorder.

Parental Fears & Prejudices

History of insistence on regular
bowel movement in mothert's family, due to grandmother's fears
of constipation. Iother does not subseribe to this attitude.

History of Coercive Toilet Training - None. |
Present Condition

Has remained symptom-free since
leaving hospital 10 months agoe
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Case No. XX.  Iemale K.H. Date of birth - 7.11.50.

|
Original Presenting Problem |

|
Sudden paroxysms of severe abdominal
pain, with screaming and drawing up of knees - 12 hours' duration.

Age at Hospital Admission - 4 years 9 months.

Pacdiatric Findings & Treatment

Hard faecal mass in rectum, symp+
toms relieved by repeated enemata. Dischar ged after 4 days.
Diagnosis - constipations

Initial Response to Treatment - constipation relieved.

Follow-up - July, 1956,

Current Assessment of Personality

Child (aged 5 years 8 months) Confident, selfreliant and
friendly.

Mother (aged 49) Easy-goting, careless, cheerful personality.

Family History - Wil relevant.

Background Circumstances

[4:]
B
.

Patient is youngest of 14 childr
No over-valuation. Fully accepted.

Parental Fears & Prejudices - None.

History of Coercive Toilet Training - Nonee.

' eharge from hospital nearly 1l yeaT ago.

Present Condition

- — —

No further trouble since dis-
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Case No. XXI.  Male R.W, Date of birth- 25.3.51

L e ——— o —

3 days' history of recurrent
abdominal pain and vomiting. No bowel action for same period

Age at Hospital Admission - 3 years 10 months.

Paedistric Findings & Treatment

Rectum loaded with faeces.

after 9 days. Diagnosis - constipation.

Initial Response to Treatment

Condition satisfactory at out-
patient follow-up 1 momth later. Attendance discontinued.

Follow-up - July, 1956

Current Assessment of Personality

Child (aged 5 years 4 months) Timid, clinging and depend-
ent; although becoming more aggressive since |
starting school.

Mother (aged 29) Well-intentioned but poorly endowed
intellectually. Indulgent.
Family History - Nil relevant.

Background Circumstances

Second-born of 3 children; patient
elder sister died from spina bifida before he was born. Initia
over-valuation of patient subsequently offset by birth of youn
sister when patient aged 2% years.

5Par9_gtgl Fears & Prejudices - None.

History of Coercive Toilet Training - None.

Eneme. yielded good result; symptoms then resolved. Discharged

's

oer

.. -

Has remained trouble-free since
leaving hospital 18 months ago.




103.

ANALYSIS OF CASE MATERIAL

NiIH

| COMPARISON BETWEEN PRIMARY AND CONTROL GROUPS.

1) Age at Onset of Symptoms.
a) Primry Series.

In 29 cases, the onset of symptoms
occurred during the first three years of life. In the
remaining case, the age at onset was four years.

15 cases presented symptoms by the age of 12 months.

b) Control Group.

! These were matched so far as possibl
' to provide a comparable age range for onset of symptoms
Ages varied from 9 months to 4 years 9 months, but with
the exception of 2 cases, none of the group had attaine

the age of 4 years. 8 cases presented symptoms by the

age of 12 monthse.

2) Sex Distribution

a) Primery Series. 19 males 11 females

b) Control Group. 14 males 7 females

3) Clinical Pattern of the Disorder.

a) Primary Series.

In 25 cases, the bowel disturbance
took the form of chronic constipation, with prolonged inter-
vals between bowel actions. There was associated refusal
to use the pot or toilet, and subsequent overflow faecal
soiling.

7 of these children presented init-
ially with persistence of soiling from infancy, or relapse of
soiling following earlier acquisition of bowel control. In
all these cases, constipation with secondary faecal overflow,
developed subsequently.

Of the remaining 5 cases, 4 childre
presented as pseudo-diarrhoea, found to have a basis of under-
lying obstipation. (Cases No. 12, 14, 16, 18): One case
(27), referred at an early stage, showed persistent eonstip-
ation with refusal to defaecate, but no overflow soiling.

With the exception of this ehild,
every case in the series showed some degree of abdominal
distension, with faecal masses palpable through the anterior
abdominal wall, loading of rectum with retained faeces, and
peri-anal staining or dermatitis. l
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b) Control Group.

In 18 of the 21 cases, the disorder
took the form of spasmodic abdominal pain or colic, with
or without vomiting, and associated with constipation.
Duration of symptoms had varied from 6 hours to 7 dayse.

6 of these children had been referred
for suspected intussusception; 2 for suspected appendﬁ
iecitis: one as unspecified intestinal obstruction: and
one as suspected Hirschspring's disease, because of a

previous history of recurrent constipation since birth.

Of the remaining 3 cases one was
referred because of constipation of 11 months duration,
with blood-streaked faeces, and the presence of a small
apal fissure: one presented with pain on defaecation
of 3 months duration, with conseguent refusal to def-
aecate; and one presented with fear of defaecation and
resulting constipation, of 18 months duration, following
rainful circumcision. “

In 15 cases, the rectum was loaded
with retained faeces at examination, and faecal masses
were palpable abdominally in 7 of these. There was no
goiling.

Ho organic basis could be found for
the symptoms in any of the group (apart from secondary
anal fissure in one instance), and a final diagnosis of
unconplicated constipation was made in each case.

4) RBadiographic Findings.

a) Primary Series.

Barium enema was perfomed upon 14
of the saies. In each case, it provided evidence of
megacolon, associated in some instances with redundancy
of pelvie loops of colone.

b) Control Group.

4 cases were investigated with X-ray
of abdomen, 2 of them by barium enema. Radiographic
findings in each were nomal, with no evidence of megar-
colon.

5) Response to Standard Treatment.

a) Primary Series.

A1l 30 cases had been variously
treated by laxatives, suppositories, enemata, bowel
washouts, or rigid training procedures. In no case
had any of these measures produced sustained resolutio
of symptoms. Among the 18 children treated as in-
patients, relapse had occurred in all, (and in some
cases Tepeatedly), shortly after discharge from

hospital-




b)

6) Parental Personality Structure.

1055
Control Group

In all 21 cases, Tesponse to treatr
ment by enemata, with or without subsequent laxatives,
proved satisfactory and sustained, with no instance of
subsequent relapse. Remission of symptorms has now been
maintained for periods ranging from 6 months to almost
6 years, depending on the length of time since discharge
from hospital.

a)

b)

7)

a)

Prirary Serles

-

In 19 cases (63%), the personalitp
of parent, or adult responsible for the child's upbring-
ing, was assessed as primarily obsessive and perfection-
ist in type, or as rigid, strict or domineering. All
showed evidence of strong determinstion, with insistence
upon conforming behaviour from the child. llost showed
evidence of secondary amxiety. These personality char-
acteristics were presert in 12 mothers, 3 fathers, 2
maternal grandmothers, and 2 nursemaids.

In a further 9 cases (304%), the
meternal personality was assessed as primarily overanxicus
in type, with marked emotional teneion and fearful pre-
occupation.

Control Group

Neither of these personality
variants was observed among the parents of any child in
the control group. The restrictior of activity impocsed
upon Case lo. VIII in the group, was due to enforced
sharing of accommodation with elderly grandparents, who
were not intolerant by personality.

History of Coercive Tollet Training.

Primary Series

In all cases, parents had resorted
to coercive training procedures secondary to the persis-
tence of the child's bowel disorder.

In 17 cases (57%), there was a
well-established history of primary coercive training in
bowel habit, instituted during the first 12 months of
life. Iotivation for this procedure in 13 cases was
obsessional rigidity in the parent or responsible adult.
In the remaining 4 cases, the procedure was prompted by
maternal anxiety to promote regularity of bowel function,

Control Group

Yo history of coereive tollet
treining was elicited for any of the control group.
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8) Parental Fears, Prejudices & }isconceptions
relating to disordered bowel function.

a) Primary Series

Universal concsrn over the implic-
ations of the disorder was aroused in parents secondary
to t he persistence of the child's syaptoms.

In 22 cases (73%), pre-existing
convictions were held by one or other parent (or respon-
sible adult) relating to the harmful effects of constip-
ation. The most cowmonly recurving were the fallacy of
the stool's noisonous effects if retained in the bowel
(auto-toxicity); fears of "howel stopnage', "bowel weak-
ness™, "twisted bowel", or "dropped seat" (rectal prolapse)
fear of apperndimitis or convulsions.

i In a few instances, specific fears
were induced in the parent by special antecedent eircum-
stances peculiar to their own exnerience.

In 13 cases (43%), the syptom of
s0illing evoked undue revulsion or disgust in one or other
parent (chiefly the obsessional personality type).

b) Control Group

Fvidence for the existence of com-
parable fears or prejudices arons the parents of the con-
trol group was corfined to one case (5%), in which the
maternal grandnother entertained such fears (Case IIX).
In case XIV, the history of intussusception in the mother
during her owm infancy, had not aroused her anxiety over
gimilar symptoms in her child.

9) Antecedent Environmental Circumstances
surrounding onset of the Disorder.

a) Primary Series

In 18 cases (60%), there was clear
evidence of overvaluation of the child emotionally by the
parents - usually the mother. In 5 of these cases, this
was due to difficulties over conceiving the ehild, or to
subseynent pre-natal, natal or neo-natal norbidity.

In & cases, it arose from the patient's status as an only
child, or virtually an only child, because of the prolonged
interval since the birth of older siblings. The death
or serious illness of a previous child in infancy, inducegd
an attitude of parental overprotection in 2 cases. Com=
pensatory oversolicitude was evident in 3 cases, exhibited
by those mothers who had rejected the child before birth,
because it was urwanted or illegitimate, and had later
experienced reactive feelings of guilt. There were 2
instances of excessive emotional investment in the child
by the mother, to compensate for her own emotional dep-
rivation through marital disharmony.




b)

10)

a)

however engendered, gave rise in turn to excessive = rental
concern about the child's well-being, and prompted the need
for close swmervision of his health.

rival sibling had evoked strong feelings of resentment in th
child, which were active at the tiile of onset of bowel symp-
touis.

surrounding the child's life situation had significantly
a’fected his management by parents, or influenced the child!
own pattern of behaviour, in relation to the subsequent onse
of bowel disorder.

10’?.

This factor of overvaluation,

In 2 further cases, jealousy of =

Thus in 20 cases (67%), circmnstancrs
B
t

Control Group

Coiparable situations were found
among the control cases, several of whom were only childre
at the relevart time. In two instances, there had been
a prolonged interval since the birth of older siblings.

One of the group had been an unwanted child; another horn

followine toxaemia of pregnancy.

Despite these findings, parental
attitude and handling had remained unaffected in all excep)

t
2 cases. In Case Nos XXI, the child's emotional value was
N

enhanced following the death of an elder sibling in infanc
In Case Ko. IV, the vnatient had been overindulged by the
maternal grandparents.

The control group thus yielded 2
exarples (1C%) of parental overvaluation of the child.

Primary Series

In 8 cases, the bowel disorder
originated in simple constipestion, assumed to have resulf
from such intercurrent factors as pyrexial illness, deb=-
ilitatinz svstemic disturbance, teething, or change of
diet durine weaning. Two of these children exhibited a
constitutional tendency to infrequent bowel action from
infancy.

In 5 cases, fear of defaecation was

A34)

ed

initially produced by incidental shock or upset associate
with bowel action. In 2 cases, there was a related
history of emotional trouma resulting from hospitalisatio
experience.

In the remainder of the series,
no history of precipitating factors could be elicited in
relation to the onset of the condition.

Control Group
Tear of defaccation with resist-
ance to howal movement, was reported in 2 cases. In Case
No. IX, it #dllowed earlier circumcision, with resulting
painful micturition. In Case o IIL, there was a history

d

n

of enforced administration of suppositories and an enema



11) Pattern of Imotional Resnonse in the Child

198.

a)

clinical evidence of a negativistic component in the

e

defaecation, or extending to other spheres of conduct in
addition. Registance to defaccation was reported not

0
b
i

who were superficially corpliant in attitude, or veiled

i

b)

Primary Series

In all 30 cases, there was

hild's pattern of hehaviour, limited to the act of

nly fromn the children who were overtly stubborn-spirited
vt from those who presented as fearful, inhibited and
nsecure (6 cases), and equally from those older children

n thelr emotional responses {11 cases).
Control Group

Resistance to defaecation was
reported in 2 of the group (Cases II & IX), while a
further % children (Cazes V, VIII & X), were assessed
as self-willed and obstinate, but not in relation to
bowel moement. Some evidence of negativistic tendencis
was thus apparent in 25% of control cases, either
currently or in relation to the original disorder.

in
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STATISTICAL EVALUATICN.

A11 Bl cases had in common the
factor of functionally determined constipation. Standard
treatment of the condition was taken to be the independent
variable, on the basis of their response to which, the cases
could be divided into 2 groups - those who had responded sat-
igfactorily (100% favourable response), who were desigpated
the control group; and those who had failed to respond (100%
failure of response) designated the primary series.

Statistical analysis of comparable

findings in the respective groups was limited in value, becauie
of the saall nunber of cases involved. Jsing a Chi-Sguared
test, with Yates' correction for small numbers, the differences
which emerged in the incidence of the following four variables
were sufficiently marked to merit consideration.

Incidence

Primary Series Control Group.

1) Parental personality
characterised by excessive
rigidity and/or excessive
anxiety. 28/30 o/21

2) History of primary coercive
toilet training. 17/30 0/21

%) Parental fears and
nrejudices relateéed to
constipation. 22/30 1/2)

4) Parental over-valuation
of child. 18/30 2/21

For the control group, the absence
of excessive parental ripidity or anxiety, the absence of a
history of primary coercive toilet training, the very low
ineidence of parental fears and prejudices concerning constips
ation, and the low inecidence of parental overvaluation, were
all shown to be significant statistically at better than the
1% level of confidence, i.e. the probability of these finding+
being due to chance is less than one in 2 hundred.

For the primary series, the very
high incidence of the parental personality variable proved
equally significant at better than the 1% level of confidence
and the high incidence of parental fears and prejudices was
significant at just short of the 2% level. The presence of a
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history of primery coercive toilet trairing, and the presence
of parental overvaluation were not in themselves sufficiently
rnarked to qualify as significant.

When the 2 gete of results are compar
however, the statistical significance of the negative findinz
in the control group, as contrasted with the positive finding
in the primary series, indicates that the two groups are dis-
tinet in terms of the four variables on which they were asses

It would secem reasonable therefore to
ascribe astiological significance to each of these four
factors.

d

ed.
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FORVTLATION.

Fron the foregoing analysis of
case material, compared with the findings of the control group,
the following formulation has been constructed to explain the
aetiology of psychogenic megaceolon.

The primary mechanism involved
is believed to be a state of negativism on the part of the
child, expressed as persistent refusal to defaecate, or less
frequently, as defiant soiling. If handled unwisely, this
may result in cumulative retention of faeces, with progressive
loading of rectum and terminsl colon, and with subseguent
overflow faecal soiling. Ultimately, chronic dilatation of
the distal bowel develops, which is demonstrable raediograph-
ieally. Confirmatory evidence of negativistic trends in
the children under study ie provided in their clinicsl assess
ments.

It is regarded as sigrificant
that with one exception in the series, this negativistic
pattern developed during the first three years of life. As
guch, it coineides with the neriod of resistance (Kanner)(41)
or nhase of defiance (Menninger)(48) undergone by most childre
at the stage in their emotional development when they become
aware of their indenendence from the mother as a separate
emergent personality. Provocative and testing behaviour
towards parents is common during this period, and bowel neg-
ativism is one of the acknowlsdged forms which it may take.

D
= 1

It is indeed so universal a
attern that, in itself, it could hardly represent the entire
sychogenesis of the disorder. Ilioreover, the onset of con-
stipation in the control group, equally coincided with the
neriod of resistance through which some of these children might
be assumed to be passing; yet negativism in the control caseg,
where demonstrable, did not give tise to a degree of bowel
disorder cormensurate with that found in the primery series.
Clearly therefore, additional factors must operate to bring
gbout the differential response hetween the primary and contrpl
CTOoupS.

oMl o]

It is contended that anal neg-
ativism foras the basis of the disorder, but that it is agg-
ravated or intensified, in appronriate cases, by cspecific
conditioning factors, operative in the primary series to a
significantly greater degree than they are operative in the
control group. Given a basis of bowel negativism, it is the
operation of these contributory factors, with sufficient in-
tensity, or over a sufficiently nrolonged period of time,
which eonverts the case into one of psychogenic megacolon.
These factors can be classified as pre-disnosing, precipitatipg
and perpetuating.
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Pre-Disposing Parental Personality.

The two main personality variants
found amonz the parents of the cases under investigation are
the primarily perfectionist, rigidly obsessiopal parent, who
seeks to train tre child by coercive methods to acguire bowel
control at a premature staze in his development, in adwvance of
adequate neuro-muscular maturation; and the primarily over-
anxious, oversolicitous narent, whose general attitude to the
child is fraught with tension, and who closely supervises his
howel evacuation bsecause of her fears for his well-beinge.

Pre-Disposing Parental Prejudices and llisconceptions.

Linked with these patterns of emo-
tional makeup in the narent, are certain ingrained misconcep-
tions with which the act of defaecation is still widely in-
vested, These in turn give rise to various fears concerning

parent is especially prone to such fears.

Equally widespread is the notion of
filth which invests the faeces once evacusted. The obsesesion
and fastidious type of parent is most nrone to experience a
sense of obnoxiousness regarding the stocl, and to imbue the
child with an irrational feeling of disgzust or shame towards g
nerfectly natural product of excretion.

The combination of nersonality type,
and parental attitude to defaccation sccounts for much of the
pressure to which these children are subjected in attemnts to
promote regular bowel function.

Pre-Disnosine Environmentsl Factors.

In addition, circumstances surroundi
the life situation of the child may conspire to generate ex-
ceseive tension in the narents' attitude towards him, and may
provide the motive for excessive attention to his body functigd
In the main, the factor involved ie emotional overvaluation,
which in turn, contributes to excessive parental concern for
the child.

Precinitating Strees Factors.

Focal circumstances may provoke the

the allegedly harmful effects of constipation. The overanxio

ng
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immediate reaction of bowel difficulty against a hackground
of any of the predisposing Tactors already discussed. They
include fear of defaecation, resulting from accidental fright
during bowel action. While such precipitating events may
induce temporary inhibition of stool, it is doubtful whether
the effect ever persists and becomes chronic, in the absence
of predisposing factors already operating.

Similarly, although the disorder
began as simple conmstipation, due to intercurrent factors, in
8 of the primary series, it reguired the introduction of add-
itional factors to elaborate the disorder into one of major




bowel disturbance. It is significant that this did not take
place in the control group, with an equivalent basis of simvle
constipation.

Perpetuating Factors.

Excessive parental anxiety, alone or
combined with excessive parental rigidity, will continue to
operate if the initial response by the child is unsatisfactory
and his disorder fails to resolve with standard treatment.

In these circumstances, persisting parental tension will act
as a perpetuating factor, enhanced in most cases by the fears
rd misconceptions already present, and aumented in sane caseg
7 the child's excessive aenotional wvalus.

Contiruing obstipation may give rise
to anal spasm, secondary anal fissure, rectzl prolapse, or
ﬂrwl-anal "crﬂatltlu any of which may perpetuate the disordexn
through the resulting pain on defaecation.

A further perpetuating factor may bhe
the child's own reaction of anxiety and gullt, in face of the
persisting symptoms, or in response to parentsl attitudes of
censure or ostracism.

It is contended that the interaction
of these several contributory factors, is resnonsible for
initially evoking the child's resistance in the sphere of bows
function, and for subsequently elaborating the negativistic
response to the stage of developnent cf psychogenic megacolon.

Confirmation of this hypothesis was
sought through ite application to the program:e of treatment
now to be described.

=




Principles of Psychotherapeutic Approach.
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TREATMENT

1)

3)

4)

5)

(o)

Treatment was condueted in six stages.

Preliminary orientation of parental attitude, towards
conceiving the problem as a total one of parent/child
conflict, in place of the original symptomatic approach
directed only at the local presenting disorder.

Dispersal of parental fears, prejudices and superstitio:
relating to disordered bowel function. This involved
powerful and repeated reassurance to parents that no harm
would result from persistence of the constipation, beyond
local discomfort, and that no organic bowel lesion was
present, or would develop.

The promotion of parentsl insight, to the degree that
parents came to understand their child's symptoms as a
negativistic pattern of reaction, either to their excessi
rigidity, or to their excessive anxiety, or hoth, in
handling hin.

The cultivation, in consequence, of a modified parental
approach and attitude towards the child; parents were
induced to develop studied disinterest in, and withdrawal
from conflict over the child's presenting symptoms, in
order to divest these symptoms of their formerly excessiv
ernotional value.

The adantation of individual trestment with parents
to a8 method of group therany.

Direct therapeutic procedures with the child. These
involved removal from home to hospital, temporarily, for
initial rehabilitation; or the institution of expressive
play therapy designed to unburden the child emotionally,
i.e. treatment with the child rather than on his behalf.
Such neasures were indicated where withdrawal of parental
pressure proved unsuccessful, or was not in itself suff-
icient to offset the chronicity of symptoms.

ns
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1) Prel iminary Orientation of Parental Attitude.

Treatment was first directed at convincing the parents
that what had formerly heen regarded as a physical disorder,
was in fact of emotional origin; and that in consequence, it
was necessary to substitute psychological methods of treatment
for the local treatiient measures hitherto adopted.

B

Some parents nisinterpreted this preliminary explanation.
They protested that their child was not mentally disturbed, op
expressed anxiety that this had been inferred. Parental
reactions ranged from frank ineredulity, through hostile
resistance by obsessional parents, or increased concern by
overanxious parents, to simple failure, on the part of intell
ectually limited mothers to anpreciate the relationship at al
In these latter, an authoritative anproach was the only cours
practicable. F

=1

With the more intelligent parents, fortunately the maj-
ority in the present series, it proved possible after 2 to 3
interviews, to inculcate this new concept, but with certain
reservations on their part. One of the difficulties was the
impnlication that they themselves were intinately involved in
the child's pattern of reaction, and that henceforth, treat-
ment was to be directed away from the presenting symptoms, and
to be conducted nredominantly throuzh them. In 2 of the
cases (los. 29, 30), the maternal anxiety aroused by this
implication proved too great for acceptance, and both cases
were withdrawn from further attendance.

2) Dispersal of Parental Fears and Prejudices.

In every case, acute parental concern was felt about
the potential danger to the child's physical health as a result
of his bowel disorder. In 22 cases, this alarn was founded
unon previously held convictions, now exaggerated through

failure of the child's symptoms to respond to routine treatuent.

In the remaining 8 cases, it had developed secondarily to the
child's disorder; but was no less acute. Parents of predon-
inantly rizid personality were as much beset by these fears
as those who were primarily overanxious.

The task of reassurance was hindered, in the majority
of cases, by advice or instruction about the importance of
bowel regularity, previously tendered by district nurses,
health visitors, child welfare clinic staff, hospital medical
and nurging staff, or the femily doctor. Commercial advert-
igins about laxatives, and books dealing with child care, bad
also helped to aurment narental fears. The difficulty en-~
countered in corbeting these fears is exemplified by Case llo.2.
Here the parents had been informed by a senior surgeon that
operation was necessary to cure the child (partial colectomy).
They proved profoundly resistant to subsequent psychotherapeuytic
approach.

To overcorie this attitude, and to dispel parental riis-
givings, certain procedures proved valuable:-~

a) Parents were initially interviewed, so far as possible,
in joint conmsultation with one of two paediatric
colleagues who subscribed to the tenability of the
nsychiatrie approach. Some of the cases were in fact




b)

c)

d)
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referred by these same pagediatricians, and contin-
uity in treatment was thereby preserved. This
combined approach was based on the principle that
parents were more likely to accept reassurance from
an acknowledged specialist in the organic field of |
children's diseases, whose authority they could less
easily question. i

The reassurance given required to be unequivocal
and authoritative. It was necessary to repeat it
until no vestige of doubt or misgiving remained in
the mind of the parent. Vague or generglised
advice only served to heighten parental anxiety.
It was important to stress that no organic disease
or abnormality of the bowel was present, and that
no harmful results would develop from persistence
of the constipation.

Parental acceptance was facilitated by explan-
ation of the physiology of gastro-intestinal func-
tion, couched in simple, non-technical terms, and
designed to dispel traditional fears of auto- intox-
ication, "twisted bowel”, "bowel stoppage", "con-
vulsions™, and the like. With the more intelli-
gent parents, experimental evidence (6) was quoted
to discount the fgllacy of auto-toxicity. In
every case, it was valuable to cite the example of
previous patients successfully treated by a policy
of ignoring the constipation. Where necessary,
reassurance was given that spontaneous bowel func-
tion would be restored despite the "stretching" of
the lower bowel; that the child's rectal sensation
had not been irrevocably lost; or that his wrigg-
ling and contortions did not indiecate difficulty

in expelling the faeces, but on the contrary, his
attempt to retain thenm. Fears about anal fissure,
rectal bleeding, rectal prolapse, were similarly
dealt with. |

It was important to explain the soiling in terms
of overflow from the loaded bowel, giving simple
mechanical analogies where necessary. This served
to allay the concern encountered among oxeranxious
parents, about the implications of faecal incontin-|
ence, and to counter the punitive attitude of rigid
and perfectionist parents who viewed the sciling as
"a degrading habit" or as "naughtiness".

At this point, the limitations and dangers of
excessive purgation were emphasised. It was ex-
plained that this served no useful purpose at the
present stage, it might further impair bowel func-
tion, and was likely only to increase the soiling.

Dogmatic reassurance, though essential, proved
to have no lasting benefit per se, save in the
case of parents who were limited in intellectual
endowment. The 4 mothers concerned (Cases Nos. 7,
18, 23, 24), were all of overanxious rather than
obsessional personalitye. They were not capable
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of appreciating detailed physiological explanations, |
and for them, didactic instruction was sufficiently
conwincing,

With the remainder however, it was important to
supplement reassurance by encouraging parents to
air freely their own beliefs and convictions before |
attempting to explode such theories. If didactic
explanations were offered prematurely, parents ten- |
ded to preserve their private views. Repeatedly,
there was evidence that advice formerly given by
the paediatrician, in terms which he believed left
no room for misinternretation, had not in fact reg-
istered with the parents as such. It proved im-
perative to determine by supplementary questions how
much of this had been absorbed, and to reinforce
repeatedly those points which had not been under-
stood or accepted adequately. Interpretative
reassurance could not be overemphasised, reiterated
too often, or confirmed too insistently to ensure
that it had been genuinely credited by the parent. |

e) It was essential that medical advice should be
consistent. If for example, parents were being
advised to ignore the child's constipation, it was
important to support this counsel by withdrawing
laxative therapy, or such physical measures of treat-
ment as Were still perhaps being continued. Other-
wise, parents reasoned that if no danger was antic-
ipated from permitting the constipation to persist
untreated, why the need for maintaining laxatives?

Winpicot (75) has referred to the need
for "symptom tolerance" in child psychiatric cases which pres- |
ent with physical symptoms. There is an understandable ten- |
dency among paediatricians to treat and remove presenting symp-
toms by direct approach, as early as possible in the course of
the disorder; whereas the discipline of child psychiatry ad-
vocates the frequent need for toleration of symptoms, while
basic treatment is directed at the underlying causative emo-
tional factors.

This differential attitude, derived
from the difference in training between paediatrician and
child psychiatrist, is exemplified in the treatment approach
to the present series of cases. Even among those paediat-
ricians who subscribe to the psychiatric viewpoint, there was |
a tendency ™o make quite sure" by oontinuing standard treat- |
ment measures parallet with psychotherapy; or a desire to res-
olve the disorder more rapidly by utilising both methods of !
treatment together. They were intolerant to the persistence|
of symptoms.

This practice is however exposed to
two risks. First, there is the risk of misinterpretation by
parents who regard it as evidence that the medical advisor
himself lacks confidence in the poliey of suspending physical
and medicinal measures. Their confidence is correspondingly
undermined. Secondly, the maintenance of standard treatment i

measures conveys to the child that emotional investment in hi
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symptoms has not been withdrawn, and his motive for persisting
in his negativistic behaviocur is thus given fresh impetus.

For these two reasons, standard treatment pro-
cedures, apart from upkeep of adequate fluid intake, require
to be suspended.

) In the last apalysis, the successful allayment
of parental anxiety depended upon the degree to
which parents could be encouraged to vest respon- ]
sibility in the therapist for the persistence of
the disorder, and for any repercussions wkich
might ensue from the treatment now advocated.

Once this had been achieved, parental feelings of
guilt could be dealt with and resolved. Parents
no longer felt a sense of blame at their failure
to "cure" the child or "train" him. However
hazardous the poliecy of non-intervention might
appear, or however tenacious their convictions
about the "evils of constipation", if absolute
support was forthcoming, they were ultimately
prepared to cooperate. This transfer of respons-
ibility from parent to therapist, was therefore
a necessary pre-reguisite to the next stage of
treatment.

3) Promotion of Parental Insight.

It was equally important to avoid
premature explanation o +the emotional dynamics of the dis-
order, in advance of the mother's state of preparedness to
accept it. The more effective policy was to withold such
interpretation until parents had disclosed their own resist-
ances and preconceived opinions.

Having first assured them that there
was no physical basis to the disorder, suggestions were put
to them along the following lines. If there was no organic
rTeason to prevent the child opening his bowels, why did he
continue to hold back? It was obviously causing him discom-
fort and pain to resist bowel action, therefore presumably
he must be deriving some compensatory gain. What might his
motive be?

By such provocative suggestions, par- |
ents were stimulated to enlarge their concept of the discrder
to include the possibility of emotional motivation, and to
appreciate how the child's behaviour could conceivably be
directed against them.

It was explained to them in general
terms, that young children often tried to even out the unequal
balance between their own puny power and what appeared to t
as the overwhelming authority of parents. They could not defy
this authority directly, but they often sought to do so indir-
ectly, by becoming obstinate and contray in any sphere of beh-
aviour which they sensed might upset their parents. The more
concern shown over this conduct, the more they tended to per-
sist with it. This was emphasised as an entirely normal, and
almost universal pattern of behaviour, and parents must not feel
‘therefore that they were necessarily to blame because of its
development in the case of their child. They had simply mad

the
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mistake of contiruing to register excessive concern which the
¢hild had been quick to sensa.

Broad examples wWere given of patterns of]
negativistie response amons young children in other spnheres of
primary habit formation, notably eating and sleeping habits.
But wherever possible, parents were encouraged to apply the
analogy by their own effort of reasoning to the case of their

accentance of the basic concept, it was possible te explain to
the mother the contribution made in her case by such attendant
factors as previous overvaluation of the child, excessive

or undue concern about constipation.

4) liodification of Parental Attitude.

Parents were now sufficiently receptive
to coonerate in reversing their former attitude to the child's
howel function. They were advised to practice complete in-
difference towards the persistence of symptoms. Yo further
mention must be made of the need for bowel movement, and no
censure must be shown towards continued soiling. This was a
difficult assignment for the mother. It meant in effect, a
policy of ignoring the symptoms, in place of her former policy
of agitated exhortation. Only confidence in the therapist
and the knowledge of being absolved from resnonsibility should
anything go wrong, made it possible for her to pursue it.

The following analogy was found useful
in explaining to parents the need for altered handlineg of the
child. They were invited to imagine that thev were shopping
in a city market, where the principle of bargaining over the
price of articles was an accepted practice. A particeular
article appealed to then but the initial price asked was too
high. If the stallholder were allowed to suspect their
keenness to acquire the article, he would be most unlikely to

to sell more cheaply would surely be a pretence of indifferenc

Once the moral of thig or s similar

to the dmmediate problem of her own child's bowel negativism.
The stallholder was analogous to the child, and the "article®

was vitally interested in his "article”, he would bardly compl
without a show of resistance, once his negativism had been
aroused. The only approach likely tosucceed was genuine with
drawal, by the mother, of her former excessive investment in

in whether or not he defaecated or whether or not he soiled,
he riizht be prevared to "lower his price" or relinguish his
negativiem. There would be no point in submitting to con-
tinned discomfort or ostracism, since there was no further
prospect of compensatory "scoring off mother".

it, produced the desired result.

lower his price. The only approach calculagted to induce him |

anglogy had been understood, the mother was shown its applicat

he was "gelling” was in effect his compliance over bowel actig
So lopg as he felt that his mother, as the prospective 'custonm

In practice, the successful prosecuticn
of this approach by parents, where they were capable of adopting

child. Only then was. it endorsed hy the therapist. Following

)

the disorder - genuine, because pretence is readily detected by
the child and would merely confirm him in his obstinate attitude.
lAe soon as he believed that the "customer" was really disinterested

[0

ion

n.
Cha

attention to toilet trainine, excessive denands upon his behawviour,

-k o ad



120.
A frequent sequel however was the transf!r
of the child's negativism to some alternative sphere of conduct.
Deprived of the focus of parental concern over his bowel s -
toms, he might first attempt to re-establish his position by
intensifying his references to his own bowel activity. For
example, several children resorted to repeated demands to be
helped in their toilet procedure. They would follow mother |
round the house, insisting that she flush the toilet for the&
or unfasten their trousers, or in some similar way supervise
their act of defaecation. Parents were instructed in advance
to ignore all such overtures and to adhere strictly to their
attitude of disinterest.

Baulked in this sphere, the child might
then adopt provocative behaviour as an alternative. He might
become increasingly disobedient, or aggressive, or gratuitously
destructive, with the clear object of testing out the realign
ment in parental handling. Parents were cautioned about the
probability of such developments and their significance.

They were reassured that if they remained unconcerned, this |
new pattern of reaction would be short-lived.

Finally, modification of parental attit-
ude was extended to the total sphere of parent/child relatio'-
ship. Parents were induced to appreciate that their child'g
bowel negativism represented only one aspect of the conflict |
which had arisen in their relationship with him. In the case
of obsessional or perfectionist parents, it was important to
have them lower the criteria fomerly set for the child, and |
scale down the excessive demands hitherto made upon him. In
the case of anxiety-ridden parents, the treatment indication
was to promote emancipation of the child from parental over-
solicitude and overprotection.

The aim in both instances was to secure
more freedom of self-expression, and allow the child more scope
for independent emotional development.

5) Group Therapy with Parents. '

In the great majority of cases, therapy

was conducted predominantly through the parents, chiefly through

the mother. In the course of formulating the psychiatrie ‘
treatment approach to cases in the present series, a scheme
was evolved for treating mothers by group therapy. 15 caseé
were handled by this method.

Group leaders were chosen from among;
those mothers who had achieved the greatest depth of insight,
who expressed enthusiastic support for the psychiatric view-
point, and who were endowed with adequate talents for dissemﬂ
inating the principles they had themselves absorbed. ‘

Four mothers emerged from the series
as best suited for this purpose, and willing to cooperate |
(Cases No. 2, 3, 16, 1). Egeh in turn formed the nucleus
of a group of 8 mothers, the constituent membership of which
changed from time to time, as earlier cases acquired insight,
and dropped out, to be replaced by new cases. The group
leadership similarly changed as a new leader came forward.
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Group meetings were convened at regular
weekly intervals, for periods of 1j hours, under the general
chairmanship of the therapist. His chief role was to super-

unobtrusive. He sought to promote free interchange of views
between the older and more recent members, prompted by the
group leader.

Considerable support was derived by new
members through introduction to the group. Each in turn was
relieved to find other mothers in similar straits, and having

ances and fears, were more readily resolved within the group,
and the acquisition of insight was more readily promotede.
Repeatedly, sceptical and insecure mothers showed more willing
ness to accept reassurance, and advice about their problem,
from the older members of the group than from the therapist
direct. The evidence of success achieved by the psyechiatrie

new case by the mothers in gquestion, was a potent therapeutic
instrument.

As an extension of this method, and
upon the suggestion of group members themselves, a smaller gro
of fathers was formed, with a membership of 4. The father

scale in helping to realign the paternal attitudes in case
No. 6, and case lo. 9. Significantly the father of case
No. 11, a self-opiniated diseiplinarian, was rounded upon by
| the other three members, for his failure to entertain a more
[enlightened approach. His reluctance to modify his attitude
finally brought about the dissolution of the fathers! group.

: The therapeutic influence exerted by
the larger and more stable group of mothers, upon its constit-
uent members, was a factor additional to the direet influence
exerted by the therapist during individual treatment. It thus
contributed to the successful prosecution of the psychiatric |
approache.

6) Direct Therapeutic Procedures ¥ith the Patient.

a) Admission to Hospital.

In 9 cases, it proved necessary to
admit or re-admit the c¢hild to hospital for varying periods |
under supervision of the therapist. With 4 of these children
all products of maternal anxiety, (Cases 7, 22, 23, 24), the
mother's response to reassurance had not been sudained, or she
was too limited in intellect to benefit from guidance, without
some concrete demonstration of how to manage the child.

In a further 3 cases (4, 13, 25),
carping parental pressure, or excessive domination of t he
child were most effectively curtailed by temporary removal of
the patient from home.

facilities, all 7 cases were individually admitted to a gener

] \

vise and guide the discussion, but to remain so far as possible

to cope with identical problems. Prejudices, doubts, resist+

us

approach in earlier cases, and now placed concretely before the

of case No. 2, a Headmaster and a most capable perscnality, was
appointed group leader. Useful work was achieved on a limited

In the absence of separate in-p&tie$t

up

2k
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!
paediatric warde The nursing staff were prompted to adopt .
an attitude of bland detachment towards the persistence of bowel
symptoms, and equally to ignore any associated symptoms, such
as refusal to eat, temper tantrums or emotional withdrawal.
The child was treated warmly and with tolerance, but with
avoidance of fussing.

In the former 4 cases, the children
responded rapidly to consistent and detached handlinge They
readily adjusted to ward routine, with restoration of spontaneity
and regularity in bowel function, after a short interval.

The parents were seen regularly during this period, and the
success of the ward approach emphasised to them. Subsequent
supportive treatment depended upon the practical example set
by managing the ehild in hospital.

In the latter 3 cases, the patient's
response was slower, and they required to remain in hospital

for correspondingly longer periods. Ultimately, emancipation
of the child was echieved from formerly restrictive parental
pressure, and they responded with increasing stabilisation and
re-establishment of normal bowel functione.

In case No. 4, the problem was one
of chronic overindulgence and sheltering by an overprotective,
domineering grandmother, with resulting gross immaturity in the
boy. The programme of hospital rehabilitation in this case
involved promoting the child's emotional development and matur-
ation over a period of three months, through the active parti-
cipation of the nursing staff, guided by the therepist. It
was necessary to foster s suitable ward environment in which
the boy was encouraged to become increasingly self-reliant and
independent. Concurrently, promotion of maternal insight was
procured by regular clinic attendance, in preparation for the
patient's return home.

In those 7 cases, no expressive play
therapy was practised with the child. Treatment essentially

comprised placing the patient in a temporary residential envir
onment designed to counteract pre-existing influences, and to
achieve resolution of symptoms by engineering a suitable atmos-
phere. [

In the 2 remaining cases (10 & 11),
admission to hospital was arranged, not as an mnd in itself,
but as a preliminary step. DBoth these children were markedly
unresponsive, inured to their symptoms, and superficially in-
different to all treatment approaches. It was suspected that
their facade of withdrawal masked considerable underlying

aggression, but that no effective release and discharge of thefir
hostility would be achieved while they remained at home.

In both cases, the deliberate adoptipn
of a permissive attitude by the nursing staff in hospital, ultim-
ately achieved the desired effeet of encouraging them to expregs
their inhibited emotions overtly, so providing an avenue of
approach to direct psychotherapy with them.

After some 3 months, a stage was
reached at which, in each case, the child's provocative behavipur
beecame so marked that it was no longer practicable to retain him
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in the paediatric setting. At this point, he was discharged
home and further treatment, by expressive play-therapy, was

continued as an out-patient. Initial placement in hospital,
with appropriate handling, had served to overcome the child's
defensive barrier and had permitted adequate depth of contact
with him as a necessary pre-requisite to subsequent procedures.

b) Expressive Play Therapy.

Direct psychotherapy, as distinct
from envirommental manipulation, was instituted in 7 cases.
It became necessary for cases No. 10 & 11, as exnlained, becalse
of the chronicity and entrenchment of symptoms, with overlying
bland facade. A similar indication applied to cases lNo. 5,
9 & 12.

With the remaining 2 cases (8 & 28),
the pattern of emotional reaction was different. These two
children were grossly inhibited, fearful and insecure, with

overt evidence of anxiety. They were equally in need of dirget
therapeutic help.

A further important indication for
direct intervention with the child, in 4 of the cases, was the
unregponsive attitude of their parents to psychotherapeutic
uidance, their failure to acguire insizcht, or the persistence
of varental intolerance and rejection.

The aims of treatment were

1) to penetrate the child's defensive facade and establish
adequate depth of contact with him, 2) to define his fundamental
problem for him, throuch the medium of projective nlay tech-
nigues, 3) to promote the working through of his difficulties,
with associated release of pent up hostility during play, and
4) to restore his emotional stability followins resolution of
those difficulties.

3 main technigues were employed.

1) The sand tray, using dry or wet sand, according to the
patient's choice, in which he was invited to portray
scenes of his own invention by introducing miniature toy
figures representative of everyday objects. A wide variety of
these figures was presented, housed in an open cabinet, and
grouped in appropriate trays.

They included wild and teme enimals; guns, cannon, bombing
aeroplanes, tanks and other symbols of aggression; cars, buses,
trains and ships, traffic signs; cowboys, indians, and robbers,
poticemen, soldiers; human dolls signifying family figures -
mother, father, siblings, grandparents, baby; houses, buildings,
household and farnyard effects, trees; symbols of restraining
influerce, such as fences, cages and railings; &chool and
hospital equiprent, nurses, ambulances.

The child was gllowed a& free selection from the figures
available, with which fto create what his phantasy dictated in
the sand tray. He could, if he sowished, ignore the toys
and confine his play to manipulation of the sand and water alohe.

2) Drawing on paper, with free choice of subject, using
thick pencil erayons.
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3) The combination of e xpressive drawing with a device
known as the Aggression Board. This apparatus was
evolved by lieals & Summerskill (47) as a technigue for

diverting hostility in children under treatment. It consists

of a sheet of thin plywood ( 3 ft. x 4% ft.) held in a thickex

frame and supvported behind by a hinged brace which fits into s

thick wooden base on the floor. In the plywood sheet, a sgugre

hole (8" x B8") has been cut out in the lower half. The brace
supports the nlywood at an angle of 45 degrees, facing the child,
with the top of the board inclined away from him (Appendix IT

Plate 1).

In the present work, the apparatus was used by inviting
the ¢hild to make a drawing on a large sheet of paper of sone-
thing bhe particularly disliked. To other limitation was imp-
osed. The paper was then taped across the aperture in the
plywood board, so as to cover the hole. Tacing the board, at
a distance of 4 to 5 yards, the child was provided with 12 begn
bags, snd encouraged to throw these, one after the other, at the
picture over the opening. If he struck the tarsget, the taut
paper was ripped by the impact; 1if he missed the drawing, the
bean-bag hit the surrounding plywood with a resounding noise,
obviously satisfying to the child.

The more inhibited children (Cases 8 & 26), were un-
willing to use the apparatus, and showed fear when it was dem-
onstrated. With the remaining cases, it proved both diagnostic
and therapeutic in value. The subject matter drawn by the
child, as an object of his dislike, provided diagnostic inforn
ation; his treatment of the drawing permuitted therapeutic
release of his aggressive feelings.

The detailed programme of therapy
adopted with each child, inthe working through of his emotional
difficulties, is exemplified by case No. 2.

This boy of @ was initially polite,
compliant, but detached. He showed marked aversion to nessy
play at first, and declined to nse the agpression board. IHe
chose to work with clean dry sand in which his first portrayal
was a representation of a zoos This was neatly laid out in the
tray with the wild animals carefully enclosed in cages (Appendix
II Plate 2).

It was explained to him that we often
thought in terms of piectures. All of us had strong feelings
about which we were not very sure. One way of dealing with
these feelings inside of us was to fence them in, much like th
dangerous beasts in his zoo, so that we could feel safe. The
trouble was, that our private feelings sometimes would not behave
by being shut away like this. They had a way of coming out
7hen we least expected them to show, and then we could no longgr
control them. Perhans he had felt like this at some time.
If so, the therapist understood, and would try to help him to
sort out these strong feelings so that he had nc need to shut
them awavy any longer. He was not pressed to make any comment)

L1}

Tor the next three weeks, he
indulged in a pattern of meticulous "safe" play, in the dry
and, depicting neutral landscapes which showed no activity,
nd avoiding further symbols of aggression.
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On his fifth visit, he elected to us
the wet sand tray. He corgructed islands of messy sand, using
a spade to avoid dirtying his hands. These islands were manred
by armed s oldiers, who were firing at crocodiles infesting the
surrounding water, to ward them off. The child became
animated in his play, and engineered much activity. The attacking
crocodiles were finally driven off (Appendix II Plate 7).

This was his first contact with messy
material in the nlayroom, and the first occasion on which he
showed snimation. The emergence of uncontrolled aggsression
reguiring vigorous counter-rieasures, was in contrast to his
carlier portrayal of controlled or fenced-in aggression. Io
interpretation was offered at this stage.

During his next few visits, he retired
to clean play in dry sand, avoiding aggressive subjects as if
afraid of their implication. He returned to the messy tray
during his 1lth visit, tentatively asserbled some toy fisures
to place in the sand, and then abandoned the toys and the spade
in favour of working in the wet sand with his bare hands. His
activity was unstructured and characteristic of a much younger
child. He was uninhibited and clearly enjoying the experience,
in the atmosphere of tolerance created by the therapist (Appenfix
LI Plate 4).

Comment was confined to assuring him
that we all like to do things like this sometines, and it was
fun just to handle the messy sand. His regression to an imm-
ature level of play, without any sense of restriction or embarp-
assment, was regarded as a definite therapeutic adwvance. It
continued during several more sessions.

At his 16th wvisit, the boy again
elected to people the sand tray with toy figures. The central
feature of this portrayal was e cowboy trapped between two tigprs.
They are advancins menscingly and the cowboy fears he will falll
vietim to one or other. Someone is coning to the rescue, but
it is doubtful if he will zet there in time. The child con-
centrated on this section of the tray, but left the issue un-
deterrined. He could not say whether the cowboy is saved or
not. (Appendix II Plate 5).

Advantage was taken of this material
to refer obliguely to the problen of nagging parents, and how
they kept on at a child until he felt almost like the cowboy.
Only in this case, it was like being caught between two angry
pbeople instead of two wild animale. It was as much use reason-
ing with parents when they behaved like that, as it was trying
to argue with the tigers. A flicker of response indicated the
matient's acknowledgnent of the analogy.

For the first time, reference was made
to how trving narents could be in making children attend the
toilet. If they nacged too much, the child could get even with
ther: by not performing when he did attend. Parents could not
make him open his bowels however angry they became. On the
b+ther hard, it must be uncomfortgble for such children to hold
out. Sooner or later, the bowel got too full, and them some
f the motion leaked out, and it was unpleasant. If one made
stand, one had to adhere to it, but children really liked
heir parents, however annoyed they might feel towards them.




Perhaps if one could get rid of this angry feeling, one would
feel better. It might be a good thing to let these Ffeelings
out rather than keep bottling them up inside, like caged animals.

One could hardly let them come right
out for parents to see, because they probably wouldn't under=-
stand, and it might only make things worse, but there were
safer ways of removing these strongz feelings, and the therapigt
could show them to the ehild, if he wanted to know about themy
Perhans the therapist was like the person coming to the rescue
of the cowboy trapped by the tigers.

The patient showed keern interest in
this discussion. He conceded that his own position was similar
to the difficulties described and he would like to be helped.

During successive sessions, he was
introduced to the aggression-bosrd. e was invited to make
a drawing of anything he particularly disliked. It would be
taped over the hole in the board, and he could then let his
feelings out on it with the bean-bags. He drew a series of
crudely executed female faces, fearsome in appearance, which
he then destroyed on the board by accurate throwing of the bags.
This activity was accompanied by much show of azzression. He
did not portray any male figure. Ilo reference was made to
the possible identity of the female faces.

At his 21st visit, he drew a picture
of a child being given an enema by a nurse in hospital. This
received the same agrressive treatment. He agreed that he
"felt better inside"” (Appendix II Plate 6).

The release of underlying hostility
in this way coineided with a phase of increased frequency in
soiling at home, which the mother was cautioned in advance to
anticipate, and which she handled with detachment.

This discharge of aggressive feelings
reached its peak during the next three sessions. The child
now ignored the aggression board, and reverted to messy play
with sand and water. Ee began to throw handfuls of wet sand
violently against the walls and ceiling of the playroom, shouting
repeatedly "This is how you zive an enema". He repeated this
play with intense feeling on 3 visits. He was assured that
it was nice to have a place where you could "let yourself goY
without fear of censure, and without doing any harm to anyone
(Appendix II Plate 7).

On his 25th visit, he was more controlled
and mature in his play. He chose the dry sand tray, in which
he again portrayed a zoo. Now however, the wild animals were
moving about guite freely ir the open, while the visitors were
watching them from behind the railings (Appendix II Plate 8).

He was reninded of his first zoo, and
it was pointed out that the animals, formerly caged in, had
now beern allowed out into the open, for all to see, but yet
they were not harming anyone. They were rather like his
stronz feelings, which he had formerly tried to shut away, but
which he had now brought out into the open, without upsetting
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anyone. The reversal of theme depicted in this material, in
contrast to his original portrayal, wes regarded as significant
of his improved emotional state.

At present, his mother repcrts in-
creasing restoration of spontaneous bowel action, with decresse
in the fregquency and extent of soiling. She has noted his
more animated and responsive behaviour snd now feels optimistie
about the outcome. Treatunent will be continued until full
resolution of symptoris has been achieved, but it is felt that
the prognosis is favourable, and that response to treatment by
both child and parent has been satisfsctory.

Parallel sequences in treatnent
occurred in case lo. 1ll. AT ar early stage, he portrayed a
scene dominated by a "hill" of messy sand. He took infinite
pains over moulding this soft round mass, working the wet sand
by hand, with obvious satisfaction. In contrast, he then con
structed a road running across the tray and ending blindly at
its edge in a roundabout from which there was no forward exit.
He assembled a large array of traffic signals (safety =symbols)
with which he lined the road indiscrininately. Tinally, he
placed a bus in the terminal roundabout. The highway was
otherwise devoid of traffic. (Anpendix II Plate 9).

He exnlained that the bus was quitfle
safe where he had placed it. It could not get out, exeept to
come back along the road (lined with traffic signals).

The implication of this material
was that the boy had clearly derived pleasure from his initial
"anal" play, but had then reverted to play in which aggressive
manifestations were severely controlled, It was as if he had|
felt uncomfortable through his originally uninhibited work, and
had then retreated from his aggressive feelings by erecting a
series of defences, The solitary bus was "ouite safe" becsause
of the layout of his road, the cul-de~sac, and the restrictive
traffic signals arrayed in its path.

After transfer to theasgression
board, at a later stage in treatment, he drew, as a subject of
diglike, the picture of a child having an enema adninistered

by a nurse. The nurse, menacing in apnearance, is saying
"I've never known anyone so rude. I'll give you another enena
for that". The child, though sobbing, replies spiritedly "I'llL
cive you an enema, you darned pest'". Treatnent of this drawing
was vigorously destructive with bean-bags. (Appendix II Plate [LC).

This theme was repeated at a sub-
sequent session, durins which the child threw handfuls of wet
sand vieclently against the target, in addition to using the
bean-bags. His aggressive feelings were by now at their height
of frank expression (Appendix II Plate 11).

Nevertheless, the verbal exchangg
between nurse and child in this later version, is more concil-
Latory. The nurse, who no longer looks fierce, is saying
M1'm sorry to have todo it". The bhild openly concedes his
Hiscomfort ("Boo hoo this hurts™) but acknowledges the nurse's
pverture by replying "I know; tomorrow I will call you nursief.
(Appendix II Plate 12).
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This conciliatory trend was reflected
in the patient's increasing stabilisation and the reduced
intensity of provocative behaviour at home.

Clinical improvement was confirmed by
his subsequent work in the sand tray. He congtructed an
elaborate network of bridges, tunnels, and roads, but now all
the roads lead somewhere, nore traffic is introduced (cars
and train) and his traffic signals are all used meaningfully
and appropriately. He slso introduced pedestrians crossing

the road at the zebra crossing to the bottom right of the tray

(Appendix II Plate 13).

The child's obvious pleasure in manip-
ulatinz the wet sand to construect his tunnelling, sigrified
continuing preoccupation with "anal’ play. While this still

evokes some anxiety, he can now handle his aggressive feelings

more constructively, in contrast to the earlier vortrayal, where

safety symbols were employed to excess. How he uses the sane

symbols appropriately, there is positive flow of traffic, and
people appear, thouch they must be protected by means of a
zebra crossing.

Both the children described had erected
a Tacade of detachment and apparent unconcern which it was ne¢

essary to penpetrate before achieving any depth of response in
treatment. In the latter case (No. 11) frankly negative
behaviour had been induced by prelininary conditioning in
hospital.

By comparison, cases No. 8 and 26
presented the clinical picture of fearful withdrawal. They
were mute, insecure, and nmarkedly inhibited, so that adeguate
theragpeutic response denended upon first saining their confids
and overconing thelr fears. The unfolding of the child's
difficulties during treatment followed a correspondingly diff-
erent pattern.

Base No. 26, an intelligent girl of 7,
declined to use ‘the sand tray at first, but agreed to draw on
Paper. Eer unprompted first drawing depicted a nurse admin-
istering an enema to a child behind screens in hospital. The
natient volunteered no comment and the picture itself seemed
devoid of animation.(4pperdix II Plate 14).

Later, she was invited to draw something

she really disliked. Again she depicted the a2dministration of
an enema. This t ime however, she showed clear evidence of
emotionsl disturbance in the process. The standard of executi
deteriorated accordingly, but now the picture is animated, and
captions are introduced. The patient is saying "I'1ll teach
you old nursie a lesson”. The nurse, wearing a frightering
expression, replies "No you won't, you can't™. (Appendix II
Plate 15).

In contrast to the similar picture

drawn by case lio. 11, expressinc spirited defiance (Appendix II

Plate 10), this drawing denotes a more feeble protest by the
c¢hild, which is emphatically over-ruled by t he all powerful
nurse. The different attitude expressed in these drawings

nce

on
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reflects the clinical difference between the first patient,
the boy who was reacting with robust retaliatory behaviour,
and the second patient, the girl so much more inhibited snd
paseive in response.

Significantly, she declined to deal
with her drawing on the Aggression Board and showed alarm at
the invitation.

She drew a malevolent lookinz female figure, with encircling

atifled by her intense mother, this drawing was suspected to
portray the mother, but no interpretation was soucht at that
stage. (Appendix II Plate 16).

She repeated the drawing at her next

rineh feeling. She drew black smoke belching from the region
of both breasts, and red flames emanating from the perineal
region. The total effect was fearsorg and the child was
patently disturbed. (Appendix II Plate 17).

and more frankly dependent in attitude in the playroom, as if
in need of support while eXxpressinz her phantasies on paper.
She was given strong reassurance, and the promise of helping

for the Tirst time, to the sand trayv. The central feature of
her portrayal was a large crater in the sand, surrounded by
female figures, and with a male fizure dancing in the centre.
(Appendix II Plate 18).

She commnented on her work thus :-
"People think women have three holes. Really they only have
one big orne. The mothers want to laugh at the little man
dancing in the biz hole, but they dare not". The child now
seemed to be construing that her mother's attitude to anal
activity was not really so forbidding as she had formerly feay

Significantly, at her next play sess]
she drew the nicture of her mother (spontaneously identified

She commented that it was = happy piecture. That completed
the material which she produced in this particular seguence.
(Appendix II Plate 19).

This child has developed a close and
warn relationship with the therapist, on the basis of which sh
is gaining sufficient confidence to express her emotional Adiff
iculties during play therapy. Illother however, remains hostil
lacking in insight, and prohibitive in attitude to the child,

Later still, she develoned a new theme.

visit, still without comment, but went on to claborate it with

her was reiterated. She responded by transferring her interg

as suech) wearinz a coloured summer frock, with the sun shining

arms., Because this child was so much dominated and emotionally

Concurrently, she became more accessible,

st,

red.

on,

thus impeding the successful advance of treatment.

by the mother of case No. &, and her active cooperation, have
already resulted in the resolution of his presenting bowel
disorder.

This boy's response to psychotherapy

By contrast, the acquisition of insi%ht

has been equally slow and equally hampered by fearful inhibition.
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He showed characteristic avoidance of messy play at the beginnming
of treatment, adhering strictly to cautious manipulation of day
clean sand. As he gained confidence, he began to experiment
with wet sand, using a wooden spade at first, then timidly
introducing one finger, and ultinately both hands. Tor a tine,
he scrupulously cleaned his hands afterwards, but latterly
onitted to do so. Subsequently, he resorted to aggressive
play with messy sand, throwing handfulsz freely round the play-
TOOri. He then retreated to "safe' play, with wooden bricks
on the floor.

At a later stage, he began filling
a series of buckets to overflowing with wet sand, using his
bare hands, and repeating the play with patent satisfaction.
The significance of this "anal" activity was pointed out to
him, and he was reminded that if we got too full up inside, we
overflowed in the same way. (Appendix II Plate 20).

FPinally, he achieved the level of
organised and structured play in the sand, as typified by his
portrayal of a battle between cowboys and indians, with app-
ropriate aggressive animation, and no reactive anxiety.
(Anpendix II Plate 21).

This final stage of treatnent
coineided with the emergence of healthy self-zssertive behaviour
at horme, and with the restoration of normal bowel action, using
the toilet unbidden.

Discounting individual wvariations
in the content of pnrojective material produced by these children,
and allowing for differences in their mode of expression, due
to differing personality strueture, the sequence of therapeutilc
mlay described in the foregoing cases was broadly the same in
each.
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RESULTS AITD TVALUATION

OF

PSYCHOTHERAPEUTIC TRLATGENT.

1) TFailure of response. Cases Nos.
a) due to withdrawal from treatment. 2 29, 30.
b) due to loss of contact. 1 28,

2) [Unsatisfactory response (treatment
cont inuing)

due to persisting emotional 3 11, 12, 26.

resistance in the parent.

3) TFavourable response (treatment
continuing)
a) with current improwvment in symptoms. 2 9, 10.
b) with remission of symptons. 1 8.

4) Batisfactory immediate result
(renission of symptoms)

a) child still retsined in hospital,

pending parental re-education. 2 7, 29,
b) child discharged home.
Supprortive therapy with parents a 23, 24,
continued.

5) Satisfactory result.

Rermission of symptoms over periods
ranging from 3 months to Eé-years. 17
(ifean = 11 months)

30

Remission of symptoms has been
proeured in 22 cases in the series, 17 of whom have now been
suspended from active treatment for periods up to 3% years.
In addition, 2 of the children still continuing under direct
therapy show inereasing syrptomatic improvement, with good
prognosis.

Favourable response to treatment
can thus be claimed in 24 cases.
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Of the remaining 6 cases, 3 do not
permnit the value of vesychotherapeutic treatment to be sssessef
adequately, because of their premature suspemsion of attendan

(9]
o
.

In each of the other 3 cases, the
unsatisfactory response in the child can be attributed to
resistance or continuing emotional difficulties in the parent|

¥
which have proved so far unamenable to psychiatric treatment.

The latter finding lends support to
the basic hypothesis of the present work, in so far as failun
to realign parentzl attitude, or to modify narental managemen
of the child, has tended to perpetuate the disorder of bowel
function.

o D

Further support for the basic hypo-
thesis is derived from re terial which energed during the
treatnent both of. parents and children.

anong those children who underwent
direct therapy, the content and trend of their play was
characterised, cignificantly, by repeated reference to the
administration of enemata (with appropriate treatment of this
theme by the child); by pre-cccupation with "anal" play, and
reactive anxiety to such activity; and by subsequent release
of underlying agzression directed against their coercive
managenent.

Similarly, the resistances and prej-
udices brousht to ligh* during re-educatiye treatment of parents,
bore witness to the operation of major parent/child conflict
over howel function, with resulting negativism in the child.
The resolution of symptoms and the emotional readjustment in
the child, which followed successful rmealignment of parental
attitude, testifies to the validity of the concept upon which
treatment was based.
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DISCUSSION

y Excluding cases secondary to gross
organic lesions such as ano-rectal stenosis, or post-operative
stricture in imperforate anus, Bodian et al (9) have classified

two main groups of megacolon in children. These are:- |
|

a) megacolon due to segmental aplasia of enteric
ganglia (Hirschsprung's disease).
b) idiopathic megacolon, or megacolon due to colonic inertia.

‘ Close resemblance between the more
|long standing cases in the present series, and the condition J
of idiopathic megacolon, is apparent from Bodian's descriptio
of his cases (10):-

"Tnecrease in severity of symptoms is gradual, so that
marked constipation dates only from several months or
years of age, and may coincide with weaning or acute
febrile illness. With continuing constipation, def-
aecation becomes painful, the child holds back, and
the condition is thus aggravated. Through retention
of faeces, first the rectum and later the sigmoid colon
may become passively distended with faecal masses.
Apbove this, there is gaseous distension which leads
to abdominal enlargement, although never as severe .
as in Hirschsprung's disease. In time, constipation }
may be followed by overflow incontinence or pseudo-
diarrhoea, and there is soilinge. Adthough the child's
general health remains good, he soon becomes a psych-
ological problem, unhappy, shy, and introverted".

The author stresses that the con-
dition is essentially benign although chronic. It does not
tend to acute crises of neo-natal or infantile intestinal
obstruction, but the symptoms are difficult to eradicate, and
most cases persist for many years.

This desecription might equally
apply to the current case material.

It is emphasised that in Hirsh-
sprung's disease, the rectum is found to be empty below the
spastic segment of terminal bowel, while in megacolon due to
colonic inertia, the rectum is loaded with faeces down to '
the anus. (Appendix III Plate I). In the present series, ‘
rectal examination yielded findings identical with the latteﬁ.

Bodian describes two variants of

the skiagraphic appearance in his idiopathic group. In the |
first:- "Barium enema shows that rectum and distal pelvic colon
form a pear-shaped, unilocular, dilated chamber, filling the
pelvis and rising to the ilikc crests, umbilicus, or even the
xiphisternum. Proximal to this, the colon assumes normal
dismeter". He refers to this as "the terminal reservoir
type". In the second variant, "rectal distension continues
proximally into the entire sigmoid colon which is wiler and
more tortuous than usual”. This is referred to as "tubula
dilatation". (4Appendix III Plate 2). T

|
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The difference in radiographic appear-
ances between these two variants, and Hirschsprung's disease, |
is illustrated by schematiec representation. (Appendix IIT
Plate 3). These schematic X-ray appearances in megacolon
due to colonic inertia, are similar to the skiagraphic findings
in some of the cases in the present study.

It is thus apparent that in pattern of
development, in the age group affected, the clinical features,
radiographic appearances, the findings upon examination, and
the natural course of the disorder, close affinity exists
between DBodian's cases of idiopathic megacolon and cases in
the current series. It is submitted that, in fact, both set
of cases belong to the same group. r

Theories of aetiology of idiopathic megacolon.

Bodian regards the aetiology of the
idiopathic case as manifold. Among the factors involved,
he includes alterations in feeding habits, intercurrent ill-
nesses, and poor tone of the bowel musculature. He coneludes
that "further information as to aetiology is desirable."

Lee & Bebb (43) advocate adoption of
the term "functional” in preference to "idiopathic", because
in their view, the condition develops on the basis of faulty
bowel care and treaining, perhaps associated with improper
diet.

Norman (50) puts forward two theorie
to explain the aetiology of the condition. He refers to th
possibility of a very short aganglionic segment, low down in
the rectum, and therefore unsuspected because it is more diff
icult to demonstrate. Swenson (67) has identified such
cases, but concedes that they are very rare. Alternatively,
Noman suggests that some deficiency of rectal sensation may
exist in these cases, but he concludes that this would more
probably result from chronic distension than represent the
initial cause of the disorder. |

- Burnard (14), describing a series of
17 cases of idiopathic megacolon, attributes the cause to

"a state of chronically distended and unresponsive rectum,
the result of simple neglect of bowel habits". This is rem-
iniscent of Hurst's concept of dyschezia (34), and is supported
by Schlesinger (61):- "The condition is really a very sever
dyschezia, due to bad bowel habits". Stephens (63, 64)
identifies his cases of idiopathic megacolon with "a function-
al state of chronic constipation", and lists among exciting |
causes, "domestic family disturbance involving parental neglect”.

From the surgical standpoint,
Gardiner (27) identifies a group of cases variously referred
to as idiopathic megacolon, pseudo-megacolon, dolichocolon,
or colonic inertia, (in contrast to Hirschsprung's disease).
He suggests for preference the term "simple megacolon".
| He attributes the fundamental cause of the condition to
"econgenital elongation of the sigmoid colomn, followed in t
by dilatation and hypertrophy due to slowly acting and beni

|
l

\
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obstructing factors, includinz faulty bowel habit'". The
author states that congenitally elonzated sigmoid colon is
found in 20-25% of individuals. His theory as to aseticlogy
may therefore be questioned on the grounds that the incidence
of idiopathic megacolon in children is considerably lower thap
the percentage computed to have this congenital variant.
Meyer (49), bLelieves that there is in fact no correlation
between colonic lenzth and symptomatologys- “The word 'doli-
chocolon! is not a diagrnosis ard should not be used as such".

lore recerntly, Garrard and Richuond
(25, 58), have deseribed 10 mases which bear the characterist
ics of idiopathic megacolon, but which they rezard as having

T

a definite psychogenic basis. These authors stress the frequ-

ency with which coercive toilet training had been adopted in

their cases, ard show how it results in refusal to defaeccate,
with inhibition of stool. They point out that in contrast,

toilet trainipg is usually successgful in Hirschprung's diseas
without coercive methcds, and there is no refusal to use the

toilet. They conclude that "psychogenic" megacolon, as exem
plified by their series, is identical with the condition
formerly designated "idiopathice™.

(5]

The diagnostic criteria listed by
Garrard and Richuond, to differentiaste psychogenic from neuror
genic.megacolon, have since been described independently by
Swenson (66), Braid (13), and Wilson and Gundry (74). These
workers were primarily concerned to emphasise the absence of

organic factors in "functional" megacolon, rather than to stres

its psychogenesis. James (38) however envisages megacolon
as the potential end result of psychogenic constination, whilp
lcikeith (46) refers to "secondary megacolon' and attributes
its development to psychological Ffactors.

Bodian et al (9) have reported the
tendency among these children to pass stools either in the
standing position, or when supine, as in bed at night. They
conzider that the extended position facilitates defaecation.
Stephens (63) describes the same feature, and deduces that it
may be less painful for the child to defaecate standing wp
than in the normal posture. Most of the children in the
current series exhibited this tendency. The implication
(sbared by many parents) is that the squinuing movements,
crasping of chair backs, and clasping of abdormen, adopted by

thesze children prior to bowel nmovenient, are essentially sccesp-

ory devices aimed at facilitating the otherwise difficulf act
of defaecation.

HMelleith (46) believes that this
interpretation is unlikely, while Carrard and Richmond (58)
consider that the reverse is true, nanely that these devices
are adopted in an effort to hold back the passage of faeces.
They maintgin that Bodian's contention is "contrary to avail-
able information concerning the nhyeioclogy of defaccation.
The squatting position places the accessory muscles of defaect
ation at & mechanical advantage and supplies a fulerum action
for the levator api muscles. The extended position is assumed
when an individual attempts to withold the stool voluntarily®
The weight of evidence derived from the current series supports
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the view that these children assuie the stending noeﬁt on,

with associated accessory movements, in their effo to resig

defaecation. This would correspond with the ¢ creral hynotheg
of bowel negativiem ag a basis for the disorder

Leferring to redundancy of pelvie
colon, Garrard and Richmond acree that excessive loops of
bowel might accentuate the constination by enhancing stasis,
and inaressing the absorptive surface in the distal bowel. In
thelr view however;- "Redundancy is the result of chronic
constipation rather then the cause of it", They cite the

example of ore child in whom redundancy actually recurred afteér

2 Teet of the colon had heen removed surgically. These ob-

servations contradict Gardiner's theory of aetiology (27), ang
it is noteworthy that where redundant looping was demonstrated

among cases in the present series, the children concerned ult
inmately achieved normal bowel function while retaining their
bowel configuration unchanged.

Similarly, the theory of deficiency

of rectel sensation would seem to be discounted, by resumptio}

of spontanesous bowel function in those caces in the present
group,who had claimed before psychiatric treatment that they
were unaware of the urge to defaecate, and unaware when they
soiled. Assuning that chronic distension of the rectum had
impaired rectal sensation in these cases, the restoration of
normal furction indicates that such insensitivity is reversib
and not permanent. :

In brief, there is agreement that
colonic inertia fornes the immediate basis of the condition, bw
less uniformity of opinion upon the factors which give rise tq
this state. There is some support for the concept of paycho
genic megacolon, as a cliniesl entity distinet from Hirsch-
sprurg's disease, and identifiable with Bodian's idiopathic

cases; but Garrard and Richmond consider that the psychodynami

of this group of children warrants further study.

Treatment Considerations.

Hitherteo, standard treatment proced-
ure has involved three principal measures. As described by
Bodian (10), these are a) thorough evacuation of the loaded
bowel by daily bowel washouts until the rectum or colon is
clear b) purgation, which is only effective after complete
evacuation of the bowel ¢} re-education of nomal bowel habi
by regular daily trainine. Burnard (14), Stephens (63,64),
and others (43, 50, 74), subscribe to this treatment regime,
while Gardiner (27) recommends that resection of redundant
gigmoid colon should be econsidered, if there has been no ade-
quate response to conservative therapy after three months.

He quotes Lee et al (44) in support of this policy of resectign

in selected cases.

Emhmmhsugﬂmlmmawm,tm
foregoing nrinciples of treatment were adopted in the 18
cases in the present series who had undergone inpatient
therapy before referral for psychiatric opinion. Inmne of
these children, had a satisfactory response been achieved.
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@uite apart from this, a number of
workers have advised acainst the routine use of physical and
even medicinal reasures, on grounds of their potentially hari-
ful effects. Reichert (56) states that "mechanical aids such
&g suppositories and enemata should be avoided, because they
are harmful and tend to blunt the normal response to faeces
in the rectuu. They are also quickly habit-forming'.
Sinilarly :- "Cathartics have no place in treatine constipatign
in children. It is illogical to irritate the entire intestirn
al tract in order to stinulate its terminal few inches. Evern
mineral oil has a limited place in treatment because it absori
vitamins and prevents their assimilation', In the =same veln,
James (B36) warns against the adoption of:-"Drastic remedies
such as glycerine suppositories, which may destroy the normal
reflex pattern of defgecation, 2nd thus precipitate normal
infants, with infrequent evacuation, into states of true chroyic
constipation". She advises that:- "Drastic cathartics,
freguent enemata, and suppositories should be stopned®.
Gyllensward (31) emphasises his preference for laxatives as
compared with enemata, in the treatment regime:- "It is striking
how much less troublesome these children are with laxative
pills than with enemata™. Anderson (5) discounts even the
uge of laxatives, snd relies upon elaborate "retraininz" pro-
grarmes to give the child confidence in controlling defaecatid
unaided. Walther (89), advoeating the avoidance of enemata,
claims that there is no need even for nodification in the
child's diet. He considers that all physical measures can be
dispensed with, and stresses the value of "repeated talks with
parents"., Gardinmer {27), in advocating partial colectomy
after three months trisl of conservative treatment, believes
that medical measnures should not continue beyond three months,
because "after this time, the child becomes bowel conscious and
repeated enemata may cause psychelogical trauma".

t
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On the one hand therefore, there is a
substantial body of opinion, in favour of employing purgatives
and washouts as standard treatment, especially of the long-
esteblished condition. Un the other hand, there would seen
a valid case for avoiding sueh procedures.

In support of physical treatment meas-
ures, it might be claimed that they are necessary to promote
evacuation of accunulated faecal matter, which otherwise could
not be extruded because of the atonic state of the terminal
bowel. Within the present series however, a number of caces
were zccepted for psychiatric treatment at the chronic stage,
'when repeated courses of enemata had failed to prevent reloadifng
of colon. Yet following suspension of physical measures,
spontaneous unloadine of faeces subsequently occurred, and
normal bowel function was restored, despite the presumed colon-
ic atony. This finding would seem to discount both the need
for enemata and the need for "retraining"; and to demonstrate
+hat the atonic state of bowdl, when present, need not be a
permanent developnent.

In this respect, Burpard (14) cites
+wo of his 17 cases, in whom a Pfollow-up bariun enema showed
that the previously dilated colon had resumed normal proportions,
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by comparison with the original radiographic eppearances.
Beodian (10) agrees that dilatation of rectun ard colon does,
in time, regress, after resolution of the presenting symptons.

There is further presumptive evidence that per-
manent loss of muscle tone does not in fact tzke place. The
characteristic stool, when passed periodically, is large and
bulky in these cases, and nresumably adequate contractile powdr
must be retained to promote ite extrusion. It seems unlikely
that the passage of these voluminous stools is solely the resylt
of passive increase of nressure within the rectum, due to
faecal accuwiulation higher up in the cigmoid colon. If this
were sc, we would have to assume the loss of apal tone to an
eguivalent degree. In faet, the tome of the apal sphinecter
is sufficiently good to retoin massive accumulation of faeces
for weeks at a time, and it would seem therefore that the ex-
trusion of faeces under such circunstances must involve nover-
ful reflex contraction of colonic and rectal musculature to
overcone the tonicity of the anal sphincter. Reference has
been made te the way in which these children, in their efforts
to continues suppressing defsecation, will bring their voluntazy
muscles into play, by wriggling and contorting themselves, and
by foreing their nates tightly together, presuriably in the
attempt to reinforce anal tone against the action of the det-
rusive rectal musculature. This would seem to indicate that
there is no sarious impairment of muscular contractility in
the terminal bowel.

Among the more chronic cases, there is the pot-
ential hazard of intestinal obstruction, resulting from faecal
imnaction. Gardiner (27), refers specifically to this com-
plication, end the risk of its development might be thought to
inereasge, during the course of peychiatric treatment, through
the policy of zvoiding physical measures. It ie argued that
the use of enemata obviates the development of faecal impactipn,
and thus reduces the danger of obstruction supervening. In
practice, in most of the current series of cases, the rectzl
contents were found to be of pultaceous consistency and as
such, would not present excessive difficulty in evacuation.
Symptons of impending obstruction developed in only one of the
geries (Case Fo. 2). It was assumed in this case, that faec
al impaction had developed throush hardening of the retained
faecal mass, as a result of relative dehvdration durings inter
current pyrexial illnezs. It might have been aveided by
increasing the child's fluid intske still further. Intestinal
obstruction was in fact prevented by manual dislodgment of the
impacted faeces, without recoursze {0 enema.

VWith this heazard in mind, the pmrents of the L
children under treatment were instructed routinely to maintain
fluid intske beyvond the child's normal demands. IMcKeith (48)
emphasises the importance of this point.

Significantly, at an earlier stage in the
psychiatric treatment of Case Ho. 2, the child successfully
resicted defsecation for a period of 83 consecutive days,
without overflow soilinz in the interwval. = During this peridd,
there was no pyrexial illness, and presumably the fluid intake
wag adeguate in preventing excessive hardering of stoecl. In
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the event, the child suffered no adverse effects from the

faeces subsequently took place without difficulty.

In this same case, redundancy of
pelviec loops of colon was demonstrated radiogravhically, and

which was envisaged. Despite the assumption that such red-

the absorptive surface in the distal bowel, the faecal mass

in this case retained its pultaceous consistency throughout

the phase of intractable constipation. Swenson (66) report
a similar example of a child with this condition who had no

bowel moverent for B months without adverse repercussions.

In a nunber of other cases in the

in the descending colon, and it might be assumed that such
retained matter would be more difficult to evacuate without
bowel washouts. Nevertheless, spontaneous unloading of

urese.

child would begin to "reload". This occurred repeatedly in
the present series. In addition, a child coercively sub-
jected to enemata becomes understandably hostile, and sus-

a cormon fipding in the current group. The material which
emerged during expressive play therapy, testifies to the
aggressive feelings and punitive interpretation evoked by
mechanical procedures. (Appendix II, Plates, 10, 12, 15).

of repeated enemata is the risk of anal overstimulation,
which may give rise to erotic associations.

74), claim a satisfactory response to routine programmes of
treatment (including enemata), in a proportion of their case
In Burnard's series, follow-up after 1 year showed that 7 of
his group had remained well, without further treatment, but
6 others still required regular purgation to secure defaec-

history), continued to prove unsatisfactory, with recurrent
loading of the colon, despite repeated courses of enemata.

The explanation for this differen
tial pattern of respmse may well be, that in those who respon

prolonged period of constipation, and incontinent voiding of

provided the rationale for the operation of partial colectomy

undancy promotes dehydratior of retained faeces, by increasin

bowel ultimately took place without resort to mechanical mea

In terms of psychodynamics, the use
of enemata or bowel washouts is calculated to provoke further
resistance by the child, as a revolt against the enforced re-
moval of faeces which he is determined to retain. It would
be expected therefore that following cessation of enemata, the

picious of amny future therapeutic approach. This again was

A further hazard ipherent in the use

Thus, both physiological and psych=-
iatric grounds exist for curtailing physical treatment meas-
ures or avoiding their use over a prolonged period. Never-
theless, Bodian (10), Stephens (64), and others, (14, 27, 43

9

s

current series, hard scybalous masses were palpated abdominally

o

ation. The remaining 4 (significantly, those with the longest

ded
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(Pavourably, the constellation of pre-disposing factors which
originally evoked the disorder, had ceased to apply or were
materially reduced in severity at the time of treatment. In
a pumber of cases in the present treatment group, parental
concern had been noticeably allayed, so long as sore form of
active treatment, such as purgation, was being administered.
This might account for the improvement in those 6 cases in
Burpard's series, who Were still denendent upon regular purg-
ation.

A1l the children in the current con-
trol growp had responded satisfactorily to physical treatment
measures without adverse sequelae. It would seem therefore,
that physical measwres in thenselves do not usually give rise
to deleterious effects, unless the child has already been con-
ditioned to respond adversely, because of pre-existing factorg
of emotional stress. Given sueh circumstances however, as in
the primary series, the adoption of drastic physical procedurgs
tends only to aggravate the existing disorder, and achieves ng
more than temporary symptomatic relief at the expense of furtler
emotional trauma.

This situvation explains the referende
by Bodian and others to the cccurrence cf relapse in somne of
their caces. Bodian concedes that:- "ot uncommonly, relapses
occur even after prolonged courses of treatment, and further
courses of bowel washouts may be necessary. Relapse will
oceur if nre~disposirg cguses guch ge environmental difficulti
persist®™. He includes among such difficulties, the factor of
parental mishandling which, in his view, necessitates psychi-
atric help. DYNorman (50) similarly concludes that :~ "In thoge
cases who fail to respond to (medical) treatment, or who recur
after each course (of washouts and laxatives)...eceeses. Scme
other form of treatment is reguired. Psychological treatient
may be urgently necessary from the beginning, and physical
treatment contra-indicated".

es

b

Among workers who subsaibe to the
psychogzenic basis of the condition, the view is expressed that
treatment in the paediatric setting is relatively ineffectual
and that deeper psychotherapy with parvents, and where necess-
ary with the child, is the only effective approach. This is
the opinion of Garrard and Richmond, shared by Lehman (45),
by Huschka (35), and by Warson et al (70).

Essentially, standard treatment is
directed at the relisf of presenting symptoms, and the so-called
"restoration of normal bowel habit”. Sonmetinmes, there is
inadequate appreciation of the emotional factors involved.
The current study provides evid ence that satisfactory long-
term resulte are achieved, only when as much consideration is
devoted to the whole child, in his emotional setting, as has
hitherto been devoted to his dilated colon.
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Faecal Soiling as a Ieading Synptom.

| 29 of the 30 cases in the primary
series presented with faseal soiling as a major symptom. In
4 of these cases, it took the form of "paradoxical diarrhoea®
which masked the underlying constipation. In most cases,
parental concern was as nuech centred upon the solling as upon
the faecal retention. This aspect of the disorder therefore
warrants more detailed consideration.

Taecal soiling has long heen recognisgd
as a manifestation of emotioral disturbance. In 1882, Fowlen
(21) attributed the symptonm to emotional stress. Schilling (60)
referred to "defaccatio involuntaria juvenilis" in 1891.
Goodhart and Still (29) sucpested "mental instability" as a
cause and recommended "noral reather than local physical treat-
ment". (1905)

The term "encop“GQiQ' was introduced

in 1926 by Weissenbere (72), to sicnify the involuntary passage
of stools in the sbsence of organ ic diszease. The word was
formed by analocy with snuresis, c+h conditions being found

Ch

among 8 large group of Ukranisn children, who were accormodste
in an orphanare durine the aftermath of the Russian revolutiond,
and were presuaably suffering the effects of chronic emtional
deprivation.

Subseguent workers have confimnied

this rmelstionship to emotional deprivation. Shirley (62),

deseribing a group of 70 cases, commented that many children
with encopresis suffer lack of parental love and come from un-
hapoy homes. Pearson (53), noted the absence of parental
affection amors his cases of soiling. He described the lapsd
of bowel control common among previously trained foster-childiyen,
when placed in a fresh foster-hone. Schachter (59), referred
to the Treuuvent incidence of sncopresis iv aaviuns for illeg-
itinate children and orphans; while more recently, Burns (15)
has emphasised the pronirenco of =moiling as a problem among

children evacuated to rursl foster-homes during World War II.

Biermann (8) stresses the significance
of chronic faecal incontinence among children who ere victims
of "broken" marriazes. In his view, encopresis of this type
represents "a heightening of epuresis throush incroasing neg-
lect" ard signifies "regression into the sec*rltv of infancy"s
Bradley (12) similarly regords encopresis as "essentially a
gymptor: of regression'.

It is thus apparernt that faecal
goiling, in the setting described, and in the ahsence of orgap-
ie Pactors, 1s a resressive sympton, reactive to emotional
insecurity. It is not momally assoeiated with loading of the
terninal bowel, or constipation. Amors the present series, g
history of this pattern of reaction was gelicited in 3 cases,
{lios. 1C, 13, 20). In each case, there had been evidence of
marked emotional stress ogﬁﬁating at the relevant time, and
adversely affecting the child's sense of security; and in eath
case, regressive solling pr ceﬁed the development of negative-
istic bowel disorder.

In contrast, soiling may develop
during bowel training in infanecy, a8 an sggressive symptom,

i3
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interpreted by Biz rmamase-"the expression of early sexuzality
in the amal-sadistic phuse of the child's development™.
Freud (25) refers mucheazlier to soiline as ™an expression
of defiance,”™ and in a later essay, aictes Abrahan t2), as
differentiating two stages in the anal-sadistic phase. In

the first of thece stages, faecal soiling synbolises destructive

tendencies to annihilate.

Within the present series, 4 cases,
(Ios. 6, 9, 15, 30C), prcsented originally as persistéent faecal
sollers rather than as cases of constipation. There was pre-
suaptive evidence ip each of these that soiling was prompted
by defiance rather than by regressive withdrawal. It was
essentially ageressive in character. Subseguently, the patt-
ern of "holding back" became established in these children.

Regressive soiling and azgressive
goilinz both differ in mechanism from the soiling which occur%

in the established case of psychogenic megacolon. Here, soiling

is the mechanical result of overflow from an already loaded
and constipated lower bowel. This differentiation has not
always been appreciated in the literature dealins with enco-
preeis, and nuch confusion still exists about the three types
Diagnostic distinction is rendered more difficult by the fact
that in psychogenie megacolon, the soliling, though not the

primary sympton, is often the most obvious feature, and gs sugh,

tends to overshadow the underlying basis of constipation.

Purther difficulty arises if reg-
ressive solling is later replaced by faecal retention, as may
occur if the child's negativism is evoked in this sphere.
Sinilarly, agrressive soiling may give place to obstinacy in
defaecation. This progression can be interpreted as the
substitution of one pattern of defiance for another. Such a
transition occurred in Case lio. 9, and the resulting overflow
incontinence was nisinterpreted by the parents as a contin-
uation of the orliginal symptom.

Ostheimer (52) in 1905, described
3 cases of solling associated with severe constire tion.
MNusgsey (51), considered that some children exhibit soiling
because of lopg-standing faecal impaction of the rectum, whic%
in turn results from long-standing failure to empty the lower
bowel satisfactorily. He likened the condition to overflow
incontinence of the bladder. Jekelius (37) in 1836, used
the term "obstipatio paradoxica™ tc designate faecal solling
associated with severe constination. The term "paradoxica®
denoted the simultaneous existence of obstipation and invol-
untary voiding of faeces.

Clearly, the soiling described by
these authors is of the type mainly encountered in the presen
series of cases, l.e. overflow soiling. The description
of "chstipatio paradoxica™ by Jekelius closely resemblec the
clinical Ffirndings in the current study.

ct

Thus, where faecal soiling is a
leading symptom in the child's disorder, and where an under-
lving organic lesion can be excluded, distinction may be

made between three separate aetiological mechanisms,(apart
from states of mental deficiency in which incontinehce may

be a feature of retarded maturation.)
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These are 1) Soiling of regressive character, encountercd as
a withdrawal pattern of reaction in face of hostile emotional
gtress. 2) Soiling of ageressive character, encountered as
g pattern of defiance in face of coercive pressure in toilet
training. 3) Mechamical overflow soiling from a previously
loaded bowel. Pseudo-diarrhoea is a variant of this third
pattern, to which mucous discharge may contribute, through
irritation of the rectal mucosa by the hard mass of retained
faeces.

Data in Support of the Present Concept.

1) Ceneral.

The importance of emotional factors
in the condition under study, is recognised by warious paed-
iatric workers. Thus Bradley (12), referringz to this type
of case, statesi-~ "By common consent among paediatricians,
emotional factors are more important than structural defect in

its genesis”, Braid (12) and Reichert (56) express similar
views. Wilson and Gundry (74), describinz 10 cases of para-

doxical diarrhoea, refer to the frequency with which disgnostic
mistakes are made in this condition, with conseguent delay in
treatment, through failwre to investigate and treat the under-
lving psychological factors. In the view of these workers,
emotional factors gre prominent enough in ordinary childhood
constination, but are especially so in paradoxical diarrhoea.
Editorial couient upon this work reads (18) := "Too much stred
cannot be placed or this condition seessess On the basis of oux
experience, we are copsiderably discoursged with the lack of
succees in handling this condition from a medical, as well as
psychiatric approach'.

m

Swenson (66) affirms that "Fsulty habit

ifficult to cure, require long periods of]

treatnent involving parents as well as child, and seldom res-

pond unless carefully supervised by paediatric psychologists™.

James (38) concludes :- "It cannot be too often emphasised that

chronic constipation, excluding constipation from organic cause

results from misemanagement of the child by its parents or med-

ical advisors, or both, and once it develops, it presents a
real nroblem, difficult to remedyt.

cases are extrenely d
n

2) The Phenemenon of Foldinz Rack.

From the present investigation, the
nhenomenon of "holding back” emerges as the immediate starting
point of the disorder. licKeith (46) aptly Pefers to it as

Mg declaration of independence™. Pe and Reichert (56) assen
that while under-feeding is the most commuon cause of constip-

ation in infancy, the mozst frequent cause after the first yean
of life, is faulty habit resulting from resistance to coercive
training. Sinilar views are held by Comly (17), Erickson (19),
and others (6, 12, 36, 66). Chapman & Loeb (16) endorse thesle
opinions:~ "A great deal of psychiatriec work has demonstrated
+hat witholding of fazeces hzs the psychologicel function for
many constipated children of expressing feelings of negativiso.
Toilet training is one of the first areas where socially con-

-+
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formning behaviour is demanded of the child by his parants,
nrd he has an opﬁortunitv to resist by refussl to comply.
ig resistance Gorresponds to the
pbetiracy described by freud (22, 22) as developing durinz the
anal-erotic stage of infantile sexuality. In the psycho-
analytic view, the process of defascation affords the first
occasion on which the child must decide batween a nsrcissigtie
and an object-loving attitude. "He gither parts obediently
mith his faeces (offers thex up), or else he retains them for
purposes of auto-erotic gratification, and later as a means of)
asserting his own will. The latter choice constitutes the
developnent of defiance (obstimacy).  Defiance thus springs
from aral erotism™.

Jones (3E), 3scr1bes the same phenom-
gnon, and refers to the child's efforts "to retain his indiv-
idval control (of defaccation) in opposition to the educative
aims forced on him by the enviromient. Thie oppositioNeeesss
may attein a chronic attitude of defiance'.

Adler (3) regards retention of faeces
by the child as one of a number of means of "exaeting support
fron other persors". "The pampered child thinks it right tha
his mother should attend him on every possible occasion. He
attaine this goal of superiocrity most easily by opposing the
developnent of his funcf:onQ”,(e.Q. bowel control).

3) Pre-disposine Parental Perzonality.

The personality characteristics found

study, have been noted by other workers, in association with
difficulties over toilet performance. Comly (17) refers to
"the purctilious; neticulous and perfectionistic parent who
demands hich standards of performance from her 2 to 3 year o0ld

ine and despotically demanding strict disecipline”. "They wex
femirire dictatorse who expected their children to respond with
the alacrity of soldiers". LicKeith (48) spesks of maternal
d¢oncern becoming 80 sxcessive that regularity of bowel funetid
in the ¢hild assunes a moral issue. Braid (13) stresses the
dancer of =such anxiety provoking voluntary inhibition of the
defaecation raflex in early childhood; +the need to avoid thig
development is endorsed by Swenson (66). Bakwin (8) refers
to:~- "Tension about the toilet situation, generated by excess-
ive matsrnal zeal, arousing the child's negativism". Garrard
and Richmond (58), analysing the varental attitudes found in
their 10 cases of "psychogenic'" negacolon, comment upon the
presence of situations such as rigidity of fedding and daily
routine, insistence upon conformity and cleanliness, and the
ready adoption oft physical punishnert in default of these
attainnente. They assess these parents as "incapable of ex-
pressing genuine warith of feoll:g towards their children®.

Veushan and Cashuore (88) corroboratd
the importance of parental attitudes in the aetiology of the
disorder. They refer to the characteristic finding of
"unusual concern with annl behaviour and its derivations, in

to predominate amons the parents of the children in the present

chilg®. Lehnan (45) describes the typical mother as "Dominegr

0]
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association with intense interest in toilet training and the
demand for early conformity in the child's behaviour’. They
believe that part of the problem lies in the personality strue-
ture of the parent. They state that:- “Where the parent is
repressing her own predominantly anal sexuality, she finds

herself most disturbad by Banal' activity in her child. She
is therefore likely to adopt an irrational and unconsciously
determined attitude towards this phase of infantile developnel
The authors conclude that "unless the mother can be helped to
recognise her own emotional problems in this sphere, treatmnent
of the child is unlikely to be successful'.

j=1

t.

Among the present series of caeses, th
personality features of obssssgionsl rigidity, determination,
and perfectionism, proninent in the parents concerned, corres-
pond to the characteristics of the "anal charactex” elaborate?
by Freud (24, 28a) - the triad of orderliness, parsimony, and|
obstinacy - and described in other psychoanalytic texts (1,20,38).
Study of the family backgrounds of these parents yields repear
ted evidence of the strict code of upbringing to which one or
other parent (usually the mother), was herself subjected in
her own childhood. In this respect, the bhackground history
was sigpificant, in its demonstration of how often the parentsl
attitude adopted towards the child had in turn been determine
by the parental attitude obtaining in the previous generation

wr

1 =4)

Reference to the overanxzicus type of
maternal persomality is made by Jung (40), in describing his
tireatnent of a 4 year old girl, who had suffered from intracts
able constipation for 3 years:- "She had undergone every con-
celvable kind of physical treatment, all of them proving use-
less becanse her doctors had overlooked the one irportant
factor in the child's life, namely her mother®. This child
was "the pet of a neurotic mother, who projected all her pho-
bias épto the child, snd surrounded her with anxious care".
Treatnent of the nother secured remission of the patient's
symptons.

4) Coercive Toilet Training.

In a study of the adverse effects of
coercive ftoilet training among a group of 213 children,
Huschka (35) comfirms the resulting tendency to obstirate cont
stipation through provoking the child's pegativism. 8he def-
ines coercive training as "the premature institution of a
toilet trairing regime using overactive and destructive
trainine methods". As examples, she lists the following
methods:~- "irequent and marked employment of shame; punishment
for failure to comply; +the use of suppositories as educative
aids; ripgidity of tollet schedule; unduly frequent place~
ment on the toilet; placinz a high love premiuws upon perfect
performance; refusing to place the child on the toilet until
he expresses his wants verbally; and mechanical measures such
as strapping the child to the toilet”.

Some form of overdiligent training
had been instituted in all 10 of the cases of "psychogenic”
megacolon described by Carrard and Richmond (58). Swenson (64)
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and Bakwin (6) both deplore the aggravating effect of coercive
methods upon the child's negativistie refusal to defaecste.
Bakwin however refers to the possibility that in terms of neuro-
muscular development, the infant's ability to retain the stool
may be acquired earlier than his ability to release it at will.
Hence "the young child may have learned to wait till he is
placed on the pot, but may be unable at once to release the

| stool there. He may therefore =o0il insdvertently after rem-
 oval from the pot". Bakwin considers that this may be the
explanation im some cases for what is interpreted by the mother
as defiance by her child.

Reichert (56) stresses that:-"Evacuatio
of stool arnd urine is glmost always an unconscious act until
the age of 12 months and may remain so to the age of 30 months.
No training should be instituted until there is a definite an
conscious neuro-muscular connection between the child's brain

and his lower bowel". !

This point was emphasised with parents |
in the present series. NMothers frequently claimed that they
had achieved a successful response to "potting" after feeds
during the first few months of life, and they accordingly in-
terpreted subsequent events as a breakdown in previously acgu+
ired "training". It was essential to impress upon them that
the infant's response, prior to adequate neuro-muscular mat-
uration, had been purely reflex and did not signify the conseious

acqguisition of a habit. They were therefore incorrect in ref-
erring to subsequent developments in terms of "breaEdown".

Melanie Klein (42), considers that

"training in cleanliness, if applied without pressure, and at
a stage when the urge for it becomes apparent (usually in the
course of the second year), is helpful for the child's devel-
opment”, because it serves to allay "the infant's anxieties

and guilt feelings which result from his aggressive phantasies
concerning the destructive power of his faeces". ©She adds
however, that such training "if imposed on the child at an
earlier stage, may be harmful. At any stage, the child should
only be encouraged, but not forced to acquire habits of clean-
liness. "

Prugh (54) found that constipation,
with or without faecal soiling, occurred twice as frequently
in a group of children who had been subjected to early bowel
(training, as in an equivalent group who had been trained at
the usual time. He concludes however that it is not the timing
or the nature of bowel training which alone promotes difficul-
ties over defaecation. In his experience, mothers who enjoy 4
warn and close relationship with their offspring can adopt
premature or coercive training without incurring the serious
risk of subsequent bowel disorder. "If however, the relationj
ship between mother and child is strained, undesirable proced-
ures may offer a focus around which these tensions are ex -
pressed". He therefore considers that:- "The personality make-
up of the mother and her relationship to her child, are more
important than her technigue of toilet trdning".

This view is borne out by the findings
in the present series of cases, among whom 57% had been sub-
mitted to primary coercive training, whereas 93% showed evidence
of parent/child tensions due to personality difficulties in
the parents.

|
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5) Pre-disposing Prejudices and lisconceptions.

Constipation is etill widely invested
by the laity with ingrained fears and fallacies concerning its
adverse effects. IcKeith (46) contends that the British publji
is so preoccupied with regulaity of bowel action, that it is
estimated to spend £70,000,000 annually on purgatives outside
the auspices of the MNational Health Service; and that it fre-
quently uses the word '"medicine™ to mean an aperient. In his
view:~ "Syrptoms of constination are largely due to fear of
constipation, whichk in turn is partly due to skilful cormercigl
advertising”. In similar vein, Reichert (58) assexs that:-
iany cases of constipation in children are largely imagined
by the parents®.

=2
Q

Both authors stress the importance
of emphasisinrz to parents the wide range of nomality in bowel
funetion during infancy, in order to avoid theilr unwarranted
alarn. James (36) emphasises the same point:- "Infrequent
bowel zetion causes zreat concern to parents, whereas in fact
normal evacuation in infaney may not be more freguent than at
3=6 day intervals, and even 10-12 days may elapse, especially
in healthy breast-fed babies. Ilo har: will result unlese the
child is treated for sipposed constipation®.

]

Vithin the present series, two casge,
(lios. 19, 21), had shown a constitutional tendency to infreguent
bowel action, dating from the neo-natal period. In both inst+
ances, the mother had interpreted this as constipation, with
resulting undue concern, and correspondingly rigorous treat-
ment. Significatly, although the overlying behavi our dist-
urbance has now been resolved, and the parental attitude corr+
espondingly re-alisned, the child's pattern of bowel action,
at 3-4 day intervals, has remained unchanzed 1n each casze.

Bell and levine (7) similarly refex
to the rigidity of traditional beliefl regarding bowel regul-
arity:- "There are many constitutional variations in the child
which are accepted without cuestiorn by mothers and physiclans
alike - size, rate of growth, onset of teething, ete. But

to follow a most rigid pattern, i.e. one movement daily'.

Regarding the common fesr of ali-
mentary intoxication, Bakwin (6), cites experimental evidence
for discounting this belief. He gsserts that in most cases
of psychogenic constipation, general symptoms are lacking, but
where they do occeur, (e.g. abdominal discomfort, apathy, and
headache) they ars due, not to absorption of "toxins™, but to
riechanical distersion of the rectum by retained faeces. He
describes how in Tact these symptoms have been reproduced ex-
perimentally by filling the rectum Wwith an inert substance from
which no gbsorption could +take place, and how relief of Syﬁp—l
toms followed promptly upon emptying the rectum. He enphasiges,
with MeKeith (46) and Bradley (12), “the impa tance of dis-
abusing anxious parents about superstitions concerning auto-
intoxication, or the nsed for prorint and rezular removal of
waste'.
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Referring to the attitude of disgust
oncerning faeces once evacuated, McKeith comments:- "Maternal
ehaviour during toilet training may appear to the child as
ost inconsistent. She first praises him for his achievement,
nd next blames him for his interest in the product, adding
urther insult by throwing the gift away”.

As distinet from the commonly occurring
superstitions and fears about bowel funetion, specific circum-
stances surrounding the life situation of the child may give
rise to particular misconceptions by parents regarding constip-

tion. Bradley (12), cites the illustrative case of a seriously
boy aged 8; an only child whose mother had lost a previous baby
in infancy through amyotonia. As a result, she had been app-
rehensive about the patient's health since birth and correspond-
ingly oversolicitous. She had expressed her concern through
ver-zealous attention to the child's bowel habit, thus pro-
voking his resistance to defaecation. Two similar examples
occurred within the present series. (Cases No. 24, 29).

|6) Precipitating Stress Factors.

| Bell & Levine (7), mention the fear
possibly engendered, during toilet training by precarious
balance on too large a seat, or by the cold splashing and loud
noise of flushing, where the maternal approach is impatient or
thoughtless. [Kanner '41) refers to faecal retention being
initiated, in homes which have an outside toilet, by the child
fear of attending the toilet after dark. The anxiety thus
evoked may induce retention of faeces temporarily, but it is
unlikely that these or similar focal factors, operating alone,
would result in the persistence of bowel disorder over a pro-
tracted period.

-
@

Anal fissure, with painful spasm of
the sphincter, is claimed (61), to be an immediate cause of
faecal retention. However, Bodian (10) holds that it is mor4
likely to develop as a result of pre-existing constivnation,
and to act thereafter as an aggravating factor.

In two of the current series, (Cases
Nos. 2, 1l1), the bowel disorder was related in onset to emo-
tiopally traumatic experience in hospital. Both these children
were isolated from their parents, in hospital, over a period
of several weeks, at a stage in their development when they
were unable to withstand maternal separation without exper-
iencing amxiety and a sense of rejection. Bowlby (1l) has
deseribed this pattern in detail, and has shown how some chil-
dren tend to react with testing and provocative behaviour to-
ward their parents upon reunion with them. Both the cases i
the present series demonstrated this pattern of reaction. In
view of the history in both, of normal behaviour prior to the
hospital experience, it would seem that separation anxiety wa
the starting point of the disorder, with the child's provocative
tendencies expressed as bowel negativism. Vaughan and Cashmone
(68), cite a similar example among their series of 26 encopretfics.
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7) Comparison of Primary Series with their Siblings.

l

When the attitudes to defaecation and
the emotional responses of the patients in the primary series,
are compared with the corresponding patterns of reaction found
among their siblings, significant differences emerge. Exam-
ination of these differences and the sugzested reasons for

them, yields further evidence in favour of the ecurrent form-
ulation.

In almost half the series, this com-
parison was not practicable owing to the status of the patienh
as an only child (9 cases), or his virtual status as an only
child because of the prolonged interval since the birth of
older siblings (4 cases). The remaining 17 cases may be
grouped and analysed in the following manner.

In 3 cases (Nos. 1, 8, 23) the patiePt
| is the oldest of a young family. Circumstances surrounding
the birth or early development of this first baby served to
evoke excessive maternal anxiety concerning its health. In
particular, overconcern was experienced about toilet habits
because of intercurrent constipation or local bowel disorder.
In each case, the mother had become so exclusively preoccuppd
with the child's bowel function, that in comparison, secant
attention was paid to the toilet training of the children
who were born subsequently. TNone of these developed evidence
of bowel irregularity, and the absence of bowel symptoms may
be explained in terms of the different circumstances obtaining.

In 2 further cases (Nos. 5, 13), the
milieu of upbringing was quite different for the patient, as
compared with his siblings. 1In the case of the patient, it |
involved comrcive training in bowel control. The corres-
ponding absence of such coercion in the case of the siblings,
might explain the difference in their response.

In Case No. 10, the sex of the chilT
was the detemmining factor in evoking the father's attitude
of intolerance towards the patient, in contrast to the favour-
itism shown towards the patient's sister. In her case, no
peternal pressure was exerted over bowel function, and sig-
nificantly no resistance was encountered.

In Case No. 2, the main aetiolog-
ical factor was assumed to be the traumatic experience of
emotional deprivation in hospital, and as such, independent
of factors operating within the home. In this case, the
contribution to the disorder made by parental personality
was not regarded as of primary significance; correspondingly,
the older sibling, brought up in identical home circumstances,
but not subjected to isolation in hospital, has remained symp-

tom-free.

In Case No. 11, the patient had
undergone a similar experience of maternal separation in
hospital. In this case, however, there was evidence in add
jtion, of parentel mishandling, personality difficulties in

the parents, and marital discord. All three children of
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the family presented symptoms of emotional disturbence, pres-
umably reactive to domestic temsion. Significantly however,
the pattern of disturbance alone presented as bowel dis rder
in the patient, while his siblings have shown no such disorderi
The difference in life experience between the patient and his
siblings is presumed to account for this differential responses
He alone was subjected to hospitalisation with excessive focus
upon his bowel funection during this time.

In 2 further cases, (Nos. 22, 24),
a negativistic response was activated by sibling jealousy.

It took the form of bowel negativism because of intercurrent
events at the relevant time, and it was subsequently aggravated
by parental mishandlinge There had been no equivalent indic-
ation to adopt the same attitude or approach towards the sib-l
lings, and they had remained symptom-free.

In the remaining 7 cases, the |
parental attitude was dominated by obsessional rigidity, with
anxiety as a secondary feature. There was evidence that the
siblings of these patients (all older) had equally been affected
by restrictive pressure, but with a different type of reaction
In case Ho. 26, the older brother is described as unduly diff-
ident and retiring in demeanour, with manifest habit spasmse.
In Case No. 3, an older sister had developed asthma, concurrent
|with a period of severe emotional stress within the home.

In Case Noe. 25, the older sister is described as "nervous and
highly strung". Among the siblings of these 3 cases, there
had not been the same motivation for maternal pressure over
bowel funetion at the equivalent stage in the child's upbringing.
This might explain the absence in those siblings of bowel neg-
ativism.

In the other 4 cases (Nos. 14, 16,
19, 30), both sibling and patient had been subjected durling
infancy to coercive training in toilet and feeding habits.
In each case, the older sibling had also reacted for a time
|with obstinaey over feeding or bowel action, but had not main-
| tained this pattern. It is perhas significant, that in 3
 cases, the older child is excessively docile and compliant, i?
contrast to the more robust and determined character of the
patient. In the 4th case, (No. 16) the older brother has
required treatment by a children's psychiatrist because of

[ his excessive fearfulness, mnervous tension, and lack of self-
confidence.

. In those four instances, it would
geem that the older sibling, in face of identical coercive
pressure, had reacted at first with symptoms of negativism
gimilar to those of the patient; but the reaction was not {
sustained, possibly because of a different personality organ-
isation underlying. Certainly, the personality development
in these children bas suggested difficulty in withstanding
parental pressures.

Consideration of these findings
leads to the conclusion that, given a common basis of excessive
parental rigidity, or anxiety, or both, the differences in
emotional response between patient and siblings were determined
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elther by materially different situations, obtaining at the
Felevant stage of the child's development, or by differences
1n personality structure.

Such personality differences are
?discusaed by JTung (39):= "Two children of the same mother may
lexhibit opposite personality types at a very early age, without
{the smallest accompanying change in the attitude of the mother
While not underestimating the importance of parental influence,
[the decisive factor must be looked for in the disposition of
the child.ceeeaeeees..When there is an extreme attitude in the
mother, the children can also be coerced into a relatively
similar attitude, but this entails violation of their indivi-
dual disposition, and as a rule, whenever such falsification
of type occurs, the individual later becomes neurotic®.

Variations in personality profile
based on ¢linical assessment, must be interpreted with caution,
because of the subjective element involved in the appraisal.
Assessments based on psychodiagnostic techniques merit equally
cautious interpretation, at the present level of accuracy of
these tests. Therefore any attempt to correlate personality
variants with different patterns of emotional response among
the children in the present series, must be tentative rather
than conclusive.

The characteristics of determinatilon
and obstinacy found in the majority of these children, were
frequently observed to be features of the parental personality
Whether genetically transmitted, or induced by parental attit-
ude, such characteristics increased the potentiality for neg-
tativistic behaviour in the children concerned; and parents
found it the more difficult to handle this behaviour because
of their own stubborn disposition.

L]

Adler is reported to have observed
that:- "The faults of children generally parody faults in the
parents, and it is this humiliation of seeing such a reflection
of oneself, which usually causes parents to lose their object-
ivity and to become angry". (71).

Several children in this series,
(Cases Nos. 8. 20, 25, 26, 28, 29), at one time presented the
antithetical picture of a sensitive, fearful, inhibited state.
Sueh children seem specially vulnerable to episodes of prec-
ipitating stress which frighten them during the act of def-
aecation, and to which they react with inhibition of stool.
There ie evidence however, that continued retention of faeces
in these cases, is the result, not of fear, but of supervening
negativism, evoked and sustained by constant harping and exhor-
tation from the anxiety-ridden parent. It would seem there-
fore that despite a persomality structure different from the
self-willed apd independent child, these children may yet
develop a negativistic response under appropriate eircumstances.

Bowel negativism is thus not ass-
ociated exclusively with the personality characteristics of
obstinacy and determination, nor need such characteristics
pecessarily give rise to difficulty over defaecation.
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8) Variations within the Primary Series.

Within the primary series itself
manifest diffarences in personality organisation were observeg,
as between the younger children, and the older children whose
gymptoms were more chronic.

Garrard and Richmond (58) have des-
cribed the clinical picture presented by these older childreng-
"The majority are unusually obedient, conforming, and over-negt,
except in howel habit. Their school perfomance is good; they
are often teacher's favourite. They show unusual control of
hostility and agegressiveness, and impress adults favourably.
Their attitude is often stoical, with infrequent displays of
overt emotions They impress as being immature”. Biermann (8),
gnalysing s series of 21 children with faecgl soiling which
was often associzted with constipation, describes a similar
group who were "irmature, unemotional, introverted, and res-
tricted”. Reed (55) reports much the same picture in a
patient aged 11 whom he designates a case of anal character
formation.

Mozt of the older children in the
present series (11 cases), showed resemblance to these des-
criptions in a number of aspects. Sorie were typically bland
in their responses, at significant wvariance to the persistence
of bhowel irrec Ularity avd soiling.

By contrast, the impression created
by most of the younger children was one of overt defiance and
ohstinacy, with less tendency to hide their hostility and
resistance.

Vaushan and Cashmore (68) explain
this differentizl pattern in the following terms:~ "Amops the
yvounger patients, the children have usunally been able to ind-
ulge in normal untidy =ectivities, and to feel aufe in expressing
their hostile feelings openly. As the children grow older,
stronzer defences are called into play, in face of continued
parental prohibition, so that the child himself may begin to
show traite of excessive cleanliness, orderliness, and con-
forming passivity, with faecal soiling persisting as the only
'leakarge’ past these newly-erected defences. Qvert demon-
gtrations of hostility tend to disappear completely in these
older children”. McKeith (48), whose cases of "secondary"
meggcolon ramge fron age 4 to age 14, considers that "the
older cases in the group have a serious degree of erotional
disharmony with their enviromment, and often need specialisgt
psychotherapy. Younger children nay respond to simpler measy
ures"., This proved to be the experience with the current serie

It would seem as though, among the
younger children, the pattern of bowel negativism remains gs
vet freely expressed, while among the clder children, the rest
ponse tends to become encapsulsted or suppressed. With these
older children, it proved necessary to penetrate this facade
durine treatment, and tc uncover, and permit the expression
of underlying acgressiveness, before a satisfactory therapeutic
result could be achieved.
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14 cases showed radiographic evidence
of megacolon to a Vvarying degree; it is likely from the
clinical findings that at least a further 3 cases (lios. 15, 18§,
26), would have shown similar evidence had a barium encma been
undertakens. Cf these 17 cases, the majority were of longer
standing, or showed deeper entrenchrent of symptoms than the
reraining 13. The latter group weremodly referred at an eard
lier stage of the disorder, or following less investization
and treatnent.

It is submitted that these 13 cases,
althouzh not yet at the stage of negacolon develonnent, bore
the same aetiological features as the group of longer standing;
that in fact, they belops to the same category of case. In
the wmain, their treatment at the abortive stage presented lesg
difficulty, and reguired lesa tine. Of the 6 cases whose
response to psychiatric treatient has so far proved unsatis-
factory, 3 belons to the more chronic group with serious persq
onality disturbance (los. 11, 12, 26), and contact with the
remaining 3 has been lost. In norne of the 13 earlier cases
who were submnitted to treatment for an adeguate period, has
there been any failure of response.

In contrast, the persistence of symp
tors into early adult life is recorded by Bodian et sl (9).
In their original group of 34 cases of idiopathic negacolon,
the age range extended from 18 months to 21 years.

Alny (4), referring to the early
background of 29 adult cases under investigatior for “spastic
constipation™, found that:~ "They were nsually raised in a
strict moral atmosphere in which bodily funetions of an intim-
ate nature were never unashamedly discussed, but in which gregt
stress was laid mpon the achievement & a daily bowel movemnent.
Defaecation had often assumed moral implications and the mother
had often treated the me tient from an early age with laxativesg
OT enenas. Thiz painful exverience had yielded an attitude
of hostility towards the mother®. The similarity between
these findings, and the findings provided by the present study
suggests a possible relationship.

References to the treatment and
nrognosis of "congenital'™ megacolon in the earlier literature
included cases which ran a relatively benign course, and
secened to have a more favourable prognesis as to mortality.
Crimson et al (30) in 1944, reported 12 such cases in a series
of 24. In the light of the criteria subsequently established
for differentiating between aganslionic megacolon and the nont
acanglionic or functiomal type, it seems likely that at least
cone of these cases were functionally or psychogenetically
determined.

These data indicate that in the Tai$,
satisfactory resvonse is achieved nore readily, the earlier
+he case is referred for treatment; while at the other extrefe,
there is the potentiality for persistence of bowel disorder
into adult life. It seems clear that early diagnosis and
treatment of the condition has much to conrmend it.
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9) Sex Distribution.

Of the cases forming the primary
geries, 19 were male and 11 female. There was thus a pre-
ponderance of male children in the ratio of almost 2 to 1.

In Dodian's group of 34 cases of idiopathic megacolon, the
corresponding numbers were 25 boys and 9 girls. Bekwin (),
commenting upon the greater tendency to constipation among
girls, adds that in contrast, resistance to bowel training and
pereistence of =oiling is twice as common in bhoys. This
finding corresponds to the sex ratio in the present series,
and more approxinately to the sex ratio ip Bedian's series.

An explenation for this differentia
gex incidence may lie in Freud's ohservation that:- "The 1liti
girl iz as a rule less aggressive, less defiant and less self}-
sufficienteeseesss..The fact that she is more easily and morg
cuickly taught to control her exeretions ig very probably
only the result of this doeility™. (26b).

= =
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In several of the current series,
there was a manifest tendency among the mothers to overvalue
their male children relative to their femsle children. This
micht conceivably nrovide the notive in sone cases for excecg-
ive focus of attention upon bowel regularity in the male.

10) Corroboration of Treatnent Procedures Adonted.

Corroboration of the therapeutic
appreach developed in the present study, is provided by a
numher of refersnces in the literature, both to the direct
treatient of children with bowel negativisn, and to the re-
education off their parents.

Mogt of the detailed =tudies upen
children have hitherto consisted of single case presentationg.

Wlarson et al (70), discuss the
treatment of a six year old girl with chronic constipation and
overflow soiling. Ther desecribe her gradual transition during
play therany, from meticulous avoidance of "messy' play, to
the uninhibited use of sand, water, and brown finger paint.
Bell and Levine (7), Reichert (56), and Couly (17), similarly
advocate the use of finser-painting, and allied "messy® play
naterials, in the treatment of this kind of problem. Huschke
(35), describing treatient of a 3 year old boy suffering from
intractable constipation, refers to his choice of modelling
clay as a neans of expressive play. Comly (17) reports a
gimilar case, using the sane treatment approach.

The problem of the child's in-
ereacsed aggresciveness, through release of underlying hostild
ity during playr therepy, is referred to by Richmond (57).

He describes the difficulties of controiling such behaviour,
especially since the parents are so accusbmed to a farmerly
compliant child., TFurther reference is made to this problen
by Hunt and Parmet (3%), who discuss the treatment of 2 cases
of serious constipation in children, simulating mezacolon.




155.

These authors describe a variant of the joint approach adoptef
in the current study; pamely concerted therapy by the child
peychiatrist and naedigtrician, in collaboration with the

family doctor. Their aim is to educate the family practit-
loner through treatuent conferences, sc that he may in turn

educate the parents. Therapy is decizned to "give parents
insight intoc the emotional and personality relationshins

surrounding the child's condition, so that they will mogdify
their attitude, with resulting recolution of the constipationi
The family doctor, through his own enhanced insicht, is better
able to support the parents in coping with, and tolerating,

the child's increased agoressiveness'.

Discussing the approach to parents,
licKeith (46), advises against "trying to Pizht the child upon

whether he does or does not want either to eat or to defaecate.

He can always win'. He recormends leaving the child to
return spontaneously to more acceptable behaviour when he is
not driven to assert himself. He coneludes that:- "Preatment
of the condition essentially invelves renoval of the cause,

whether that be underfeeding, absence of ganglion cells in th
terminal colon, or a *state of war' between child and mother"|

Swenson (66), similarly stresces
the need for "convineing parents not to supervise the child's
bowel perfomance®. Bakwin (8) advocates free discussion by
parents of the nroblems concerning them, in nreference to a
dogmatic approach. Comly (17), emphasises the principle of
parental guidance in treatment, rather than domipation by the
physician. Reichert (56) underlines the value of citing
detailed clinieal examples of similar cases:- 'Parents learn
by such examples to draw analozy with their own family sit-
uation and equivalent emotional tensions. In this way, they
are given insight”. Feichert's technique is reminiscent of
the principle underlying group therapy with parents adopted
in the current study. TFinaily, Comly and lleKeith both stress
the value of articipatory guidance to parents during the in- T
fant's first year of life:i- "By sensible enlightenment of
parents at this early stase, major problems can be aveided in
subsequent development®. (48)

In the last analysis, mach depends
upon the orientation of the paedistric specialist, since it 1
to him that the majority of cases of this kind will be referr
in the first instance, because of their physical presentation
Chapman ard Loeb (16), aptly comment:- "The ultimate success
of referral for psychiatdic opinion depends on the referring
pacdiatrician's skill in allaying parental guilt and anxlety
about seeking such help. His ability to explain the import-
ance of emotional facteors is itself an important factor in
whether parents will actually follow up the suggestion of

A

psychiatric referral. A small amount of extra time devoted by

+the paedistrician to talk to parents about these gastro-intest-
inal problems, and how life stresses and persopality factors
affect the ailment, is often one of the mogt therapeutic things

he does. It is often useful to remember that the word "doctor"

derives from the Latin verb "docere™” to teach”.
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CONCIUSIONS. \

Each of the 30 cases described in tha!
current study, despite their diversity of background, had in |
cammon the factor of conflict between parent and child in the |
sphere of bowel functione. Parental efforts to pramote bowel |
regularity had induced a reactive state of negativism in the
child, manifested as resistance to defaecation. This in turn,
led to chronic faecal retention, with ultimate dilatation of |
|rectun and terminal colon, if allowed to persist for a suff-
icient length of time. The megacolon so produced could not
be attributed to any underlying orgenic lesion. On the evi-
dence presented, it is of psychogenic origin.

= Comparison of psychogenic megacolon,
las exemplified in this study, with the condition formerly des-
ignated idiopathic megacolon, demonstrates close affinity
between the two entities, in clinical features, pattern of dev-
elopment, and radiographic appearances. It is concluded that
the two conditions share a common origin.

Idiopathic megacolon is attributed to
colonic inertia, which is variously aseribed in turn, to faults
in bowel training, dietetic faults,or impaired tone of the
bowel musculature. The conclusion to be drawn from the current
investigation is that while colonic inertia forms the immed-
iate basis of the condition, its development is secondary to
the state of ehronic constipation which results from persistent
bowel negativisme.

Retional treatment of the condition
should therefore be directed towards resolving the child's
negativistic behaviour, since this represents the ultimate
basis of the disorder.

Treatment must include exploration
for the emotional factors within the parent-child relationship,
which determine the patient!s negativistic response; and app
ropriate realignment of parental attitude, so that the state
of conflict over bowel function is removed. TUnless the
therapeutic approach is extended beyond symptomatic treatment,
to take cognisance of the underlying emotional problems, such
parent-child tensions may remain unrecognised, and failure to
deal with them may undermine the long term therapeutic resultk

rician and child psychiatrist ensures that such a comprehensi
approach is instituted. ©Parental reassurance is more effect-
ively promoted, continuity in treatment is preserved, and al;%

Joint consultation between paediat- L
l e

though the physical symptoms are viewed with detachment, the
is no risk of neglecting the local bowel disorder while pur-
suing the broader treatment indications. The paediatrician
gains insight for the emotional dynamics of the condition,
and the psychiatrist gains perspective upon its physiologica#
aspects. Bach discipline reinforces the contribution of the
other, and the prognosis for successful treatment is thereby

enhanced. {
|
\
\
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The difficulties encountered in the
programme of treatment undertaken, emphasise the need for

educating the laity both in more enlightened methods of infant

and child management, and in the elementary physiology of
defaecation. It would seem advisable to propagate these
principles among student nurses and medical undergraduates

at an early stage in the course of their training; to impress
upon them the potential hazards of coercive habit training; |

and to underline the importance of firmly discrediting ill-

founded fears and superstitions among parents regarding bowel

function. Ultimately, these doctrines would reach and inf-
luence the public through the medium of the family doctor ang
distriet nurse, or through infant welfare c¢linics and hospitbs
out-patient departments, staffed with enlightened personnel.
By so counteracting and dispelling ingrained prejudice con-
cerning constipation, and by promoting the practice of less

rigid methods of primary habit training in infants, much coul

be achieved in the prophylaxis of bowel negativism and its
ultimate development as psychogeniec megacolon.

L
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APPENDIX I.

Plate No. 1.

Case No. 1. M.S. (Male)

Barium enema (patient age 5):- Colon as a whole of ratherI

large diameter with redundant looping.
No evidence of Hirschsprung's disease.
(See Text p. 6).
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APPENDIX I.

Plate No. 2.

Case No. 1. M.S. (Male)

Appearances after barium evacuation.

(See Text p. 6)
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APPENDIX I.

| Plate No. 3.

Case No. 2 R.Te (Male) |

Barium enema (patient age 2%):- Large atonic lower colon,
with conmsiderable redundancy of pelvic loops of |
bowel. No evidence of Hirschsprung's disease. |
Segmental megacolon. |

(See Text p. 9.)
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. APPENDIX I,

Plate No. 4.

Case No. 4. J.McL. (Male)
| Barium enema (patient age 15):- Considerable looping and

dilatation of the pelvic and descending colon.
No evidence ofpathological lesion.
(See Text p. 18)
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Plate No. 5.

Case No. 4. J. MeL. (Male)

Appearances after barium evacuation.
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APPENDIX T,

Plate No. 6 e

Case NO. 5- I‘-ﬂoBa (P«Iale)

Barium enema (patient age E%J:- Large dilated colon with

impacted faeces high up. No evidence of
Hirschsprung's disease.

(See Text p. 19)
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APPENDIX T.

Plate Ho. 7.

Case No. 6. R.YW.G. (Male)

Barium enema (patient age 5):- The colon is very large and
appearances are consistent with megacolon.
No evidence of Hirschsprung's disease.

(See Text p. 22.)
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Plate ND. B.

Case No. 7. R.H. (Male)

Barium enema (patient age 10):- No evidence of Hirschsprung's
' disease. Radiographic appearances suggest
idiopathic megacolon.

i (See Text p. 25)
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Plate No. 9.

Case No. 8. R.A. (Male)

|

Earium enema (patient age 53):- Dilatation of terminal bowel,
with redundant looping of pelvic colon. No

evidence of Hirshsprung's disease (film after

evacuation).
(See Text p. 28)
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Plate No. 10.

Case No. 9. E.Ls. (Male)

|

| Barium enema (patient age 6%0:- Long colon with redundant

| looping; ‘'dolichocolon'. ZEmptying rate rather |
poor but no actual evidence of megacolon.

| (See Text p. 30)
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Plate No. 1ll.

: Case No. 9. K.L. (Male)

Barium enema (patient age 83):~ Gross dilatation of rectum,
pelvie colon, and descending colon. Appearance
now sugcests megacolon.

(See Text p. 30)
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Plate No. 12.

| Case No. 10. T W BGe (Male)

Barium enema (patient age 10):- Dilatation of rectum and
| part of sigmoid colon extending down to ano-rectal
junction. Appeamce is that of coloniec inertia.

(See Text p. 33)
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Plate No. 13.

Case No. 11l. PG (Male)

Barium enema (patient age 7):- Some dilatation of rectum and!
distal colon. No evidence of Hirschsprung's
disease.

(See Text p. 36)
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Plate No. 14.

Case No. 12. D.Md. (Male) |

Barium enema (patient age 8%):-~ Reservoir enlargement of

rectum and pelvic colon. Colon otherwise normal.

(See Text p. 39)
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Plate No. 15.

Case No. 12. D.ll. (Male)

Appearances after barium evacuation.
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Plate No. 16.

Case No. 13. K. Ta (Iﬁale)

Barium enema (patient age 5):-~ Colon appears normal in calibre.
' o lesion demonstrable.

cf plate No. 17 eighteen months later. i
[

i
|
‘ (See Text p. 42)
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Plate No. 17.

Case No. 13. K.T. {I‘.’Iale)

Barium enema (patient age 63):~ Dilatation of rectum and
i distal pelvic colon. Appearances now suggest
megacolon.

(See Text p. 42)



| 175,

APPFNDIX T

Plate No. 18.

Case No. 1l4. B.D. (Male)

| Barium enema (patient age 2%3:— Large atonic colon. There is
in effect a megacolon. No suggestion of
i Hirschsprung's disease.

‘ (See Text p. 44.)
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Plate No. 19.

Case No. 1l4. B.D. (Male)

Appearances after barium evacuation.
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Plate No. 1.

The Aggression Board.

One of the three techniques prinecipally
employed in ex ressive play therapy with
the children under study.

(See Treatment Section p. 124)
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Plate No. 2.

The Sand Tray.

an alternative medium for expressive play therapy.
Case No. 9. K.L. Boy age 9.

Portrayal of a zoo, indicative of controlled or
"fenced~-in" aggression, at an early stage in treatment.

(See Treatment Section p. 124)
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Plate No. 3.

Case No. 9.

Portrayal of soldiers warding off attacking
crocodiles~ indicative of emergent aggression,
later in treatment.

(See Treatment Section p. 125)
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Plate No. 4.

Case No. O

Unstructured play in "messy" wet sand -
regression to immature level of play,
signifying a further advance in therapy.

(See Treatment Section p. 185)
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Plate No. 5.

T R ———

Case No. 9.
Central theme portrays cowboy trapped on
mound of sand, between two menacing tigers.
Potential rescuer is advancing to his assistance.

For interpretation, see Treatment Section p. 125.
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Plate No. 6.

Case No. 9.

. The administration of an enema, to patient,
drawn as an object of dislike, for destructive
| treatment on the Aggression Board.

(See Treatment Section p. 126)
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Plate No. 7.

Case No. 9.

Release of frank aggression during therapy.
Uninhibited splattering of walls and ceiling
of playroom with wet sand.

"This is how you give an enema”.

(See Treatment Seection p. 126)
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Plate No. 8.

Case No. 9.

"Open" zZoo, with animals moving about freely, in
contrast to earlier portrayal of caged-in animals
(Plate 2)
Reversal of theme indicates patient's tolerance
of his own newly released aggressiveness, without
reactive anxiety. Corresponding clinical
improvement.

(See Treatment Section p. 126)
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Plate No. 9

Case No. 1l. P.G. DBoy aged 8.

| Scene depicting solitary bus, placed in termiral roundabout,
from which return exit is lined with redundancy of traffic
signals (safety symbols). "The bus is quite safe”.
Car in background is parked off the road, and not in use.
Farm tractor is immobile in the field.
| Reversion to "safe" play, after uninhibited moulding of sand
mound in left background.

For interpretation, see Treatment Section p. 127,
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Plate No. 10.

o —

Case No. 11.

The administration & an enema to patient, drawn as an object
of dislike, for destructive treatment on the Agg#ression Board.
|

Nurse:~ "I have never known anyone so rude".
"I'11l give you another enema for that".

Child:= "I'1l give you an enema, you darn pest".

(See Treatment Section p. 127)
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Plate No. 1l1.

Case No. 11l.

Release of frapk aggression during therapy.
In addition to the bean-bags, wet sand has been thrown
violently against the drawing (Plate 12) on the
Aggression Board.

(See Treatment Section p. 127)
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Plate No. 12.

Case No. 1ll.

i
| Further portrayal of enema being administered to patient,

drawn as an object of dislike, and treated as shown on Plate
The verbal interchange between nurse and patient is now
more conciliatory.

Child:- "Boo-hco this hurts".

Nurse:- "I am sorry but I have to do it".
Child:~ "I know; tomorrow I will call you nursie".

(See Treatment Section p. 127)

lﬁ.
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Plate No. 13.

Case No. 1l.

Elaborate network of bridges, tunnels, and roads, comstrueted
with obvious satisfaction. At this stage of treatment,
reversion to "safe" pley is significantly less precipitate.

cf. Plate 9.
There is positive flow of traffic, pededtrians are introduced
| (protected by zebra crossing in rt. foreground) and traffic
signals are now used appropriately.

For interpretation see Treatment Section p. 128.
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Plate No. 14.

Case No. 26. JeNe Girl aged 7.

Unprompted choice of subject for drawing - the administration
of an enema to patient. (cf. Plate 15)

(See Treatment Section p. 128)
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Plate No. 15.

Case N - 26'

Further portrayal of an enema being administered
to patient, mnow drawn as an object of dislike.

Child:-"I'1l teach you old nursie a lesson".
Nurse:-"No you won't, you can't™.

(See Treatment Section p. 128)
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Plate No. 16,

4
},-.9’
{%Hmmmﬂwrﬁvxmmnwﬂfﬁﬁmwy S

Case No. 26.
Unprompted drawing of fearsome female figure,
with encircling arms, identified from subseguent
versions as the mother-figure. (cf. Plate 17)

(See Treatment Section p. 129)
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Plate No. 17.

Case No. 26.

Elaboration of drawing depicted in Plate 16.

The female figure is now shown with black smoke

belehing from the region of both breasts, and

red flame emanating from the perineal region.
The figure is tdng consumed by fire.

(See Treatment Section p. 129}
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Plate No. 18,

Case No. 26.

Transfer of play medium to sand tray.
Child's spontaneous comment:-
"People think women have three holes. Really they only
have one big one. The mothers want to laugh at the
little man dancing in the big hole, but they dare not".

For interpretation see Treatment Section p. 129.
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Plate No. 19.

Case No. 26.

Female figure (spontameonsly idemtified as child's
mother) hae lost its fesrsome sppesramce. Now
trapsfommed by sumer frock, with the sub shimime.

"Tiis is e heppy pleture®.

(See Fremtment Seetiom p. 129)
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Plate No. 20.

Case No. B. R.A. Boy aged 6.

Uninhibited "messy" play in wet sand,
filling buckets to overflowing.

For significance of this activity, see Treatment Section
pl 1300
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Plate No. 2l.

Case No. 8.

Advance in level of play, at penultimate stage of

treatment, to organised and structured portrayal

of battle between cowboys and indians, with

ageressive animation, but without former evidence

of reactive anxiety. Corresponding clinical
improvement.

(See Treatment Section p. 130).
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Plates 1 & 2. |

FiG. 3.—_——Djagra_rn to illustrate the findings on rectal ex-
amination in leschsprur}g’.s disease (left) and in
megacolon due to colonic inertia (right).

‘ See Text p. 133 |

F1G. 1.—Progression of dilatation of rectum |
| and sigmoid colon to the ‘terminal .
| reservoir’ and ‘tubular dilatation’ vari- | |
‘ ants of megacolon due to colonic |

inertia. -
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Plate 3. |

Fic. 4.—Diagram of the skiagraphic appearances in Hirschsprung’s disease (left), ‘terminal
reservoir’ megacolon (centre), and ‘tubular dilatation’ megacolon (right).

The narrowed aganglionic segment of terminal bowel is shown
in the representation of Hirschsprung's disease (left); whil
in megacolon due to colonic inertia (centre & right), the
dilatation of bowel extends down to the ano-rectal junction.

w

A number of the plates in Appendix I, showing the radiograp hic
appearances of cases in the present series, resemble the '
schematic representations depicted above for idiopathic

megacolon.

Plates 1, 2 & 3, abstracted from:- |

"Chronic Constipation in Children, with particular '
reference to Hirschsprung's disease" -~ Bodian, M.
The Practitioner 169:2. 517/529. 1952, ‘
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