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This investigation sought to develop measures of ego 

and moral development able to be used by staff, with little 

theoretical knowledge of stage-sequential development, who 

work with disturbed and delinquent youngsters. - 

Cognitive-developmental theorists such as Loevinger, 

(1975) and Kohlberg, (1971) have empirically defined 

methods and measures but these are too complex for 

everyday use. 

Such youngsters, as above, are often identified by 

their inappropriate, immature or amoral actions, thus 

revealing a lack of psychological maturity. Smith, (1975) 

found such youngsters to have marked developmental lag 

and a secondary aim of this study was to investigate the 

relationship of such immaturity to established deviance. 

A number of studies concerned with ego, moral and 

ideal-self development, maladjustment, delinquency and 

treatment are discussed in the text. 

Simplification of an amalgam of such theorists as 

Loevinger (ibid.), Kohlberg (ibid.), Bull (1969a), H. S. 

Sullivan (1953), Piaget (1932), C. Sullivan, Grant and 

Grant (1957), Peck and Havighurst (1960), etc., (listed in 

order of influence on this study) could not be at the 

expense of accurate comparability and newly developed 

measures needed to closely correlate with those of 

established theorists. 

Psychological immaturity has been shown in this 

study to be related to degree of deviance and also the 

“developed measures of ego and moral development, 

S.0.A.E.D. and S.0.A.M.D., respectively, highly correlate 

with established measures. 
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Hypothesis 

The general hypothesis under investigation in this 

thesis is that deviant youngsters suffer from 

maturational lag related to degree of deviancy, this 

being measurable. 

More specific hypotheses are:- 

de That the correlation between developed measures 

of ego, moral and ideal-self and previously 

empirically established measures will be 

substantial and positive. 

es That degree of deviance will correlate with 

degree of developmental lag.



Definition of Terms 

Throughout this study, unless stated otherwise, the 

following terms have the prescribed meaning: - 

Ego - the core of psychological functioning, more 

particularly at conscious levels. 

Ego development - greater differentiation of 

psychological reasoning and a maturity of 

stances in the affective domain. 

Moral development - greater recognition and 

relatability of the self to others in daily 

commerce. 

Stage-sequential development - psychological 

maturation is taken to procede in invariant 

stages from little to greater sophistication and 

differentiation. 

Developmental lag - where psychological development 

is less than expected when compared with an 

individuals age and level of intelligence. 

Deviance - where for psychological or sociological 

reasons the youngster does not conform to broad 

societal expectations. 

Maladjustment - where psychological adjustment is 

inappropriate or insufficient for an individual 

to cope adequately with daily expectations. 

Delinquency - where an individual breaks the moral code 

with sufficient regularity or degree to invite 
condemnation. 

8



 



INTRODUCTION 

The need for an assessment and treatment 

profile; background to this study. 

Existing profiles of maladjustment and 

delinquency. 

Stage-sequential treatment. 

Ego-development as the treatment core. 
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i NEDERBOSDUUEC ST5T ON 

I: I The need for an assessment and treatment profile 

During the last ten years the writer has been 

variously employed in treatment-settings for children, 

that employ a stage-sequential approach to the primary 

task. First of all as Head of a school for maladjusted 

boys (described as School 6, p. 120, Wilson and Evans, 

1980); as Head of a school for maladjusted girls; and 

more recently as a Head within a regional treatment and 

assessment facility for problem youngsters, (see Hoghughi, 

1977, 1978 a & b; Groom, I980). In each establishment 

the "deviant" youngster was exposed to treatment and 

milieu considered appropriate to his level of conceptual- 

isation, but which was designed to facilitate greater 

maturity of response and lead to consolidation at each 

stage of maturation. 

In order to place the child at the most appropriate 

level of stage-sequential treatment, objective measures 

of his performance, easily understood by care-workers, 

are vital. To date such measures do not appear to be 

available, (apart from batteries of tests available 

only to psychologists and needing re-interpretation) 

whereby the child's level of moral, ego and self-image 

development can be found by lay observation. In tern 

these procedures could provide a base-line or starting 

point for treatment. 

Hoghughi, et al (1980) propose a problem-centred 

approach as such a baseline but the writer has success- 

fully used a problem-centred approach with a develop- 

mental core to treatment (Wilson and Evans, 1980). 
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Treatment of the maladjusted or delinquent child, 

necessarily implies future goals and a baseline from which 

sequential treatment stages start. Whilst prescriptive 

treatment will often need to be"geared"to the individual 

child by writing a specific programme, the characteristics 

“of treatment needed and child management techniques can be 

formed into clustered groups, even in a small assessment or 

treatment unit. 

The baseline of a child's abilities needs to be 

established so that treatment goals are both realistic and 

non-time-wasting. If, perhaps because of an inadequate 

baseline, treatment strategies are unrealistic and/or 

pitched at an inappropriate level, then the worker and client cm 

be frustrated by subsequent failure. Subsequently modified 

treatment strategies may not then benefit from as much 

commitment by either client or worker. 

Baselines of cognitive and perceptual abilities are 

invariably established by psychologists and baselines of 

mental stability and contact with reality by psychiatrists. 

In addition, paediatricians or neurologists will sometimes 

be needed to set their own respective disciplines 

baselines for treatment of the child. These four specialists 

spend comparatively little contact time with the child during 

treatment, compared with teachers, residential workers or 

nurses. It is imperative therefore that their specialist 

assessment and treatment opinions are easily and usefully 

translated for the contact treatment workers. 

12



As three out of the four of these assessment and 

treatment specialists are medically orientated, further 

unnecessary problems can be created by private "jargonese" and 

seeming -.. secrecy. This leaves the psychologist as 

mediator and translator, though often he or she can. suffer 

similar privations of information. However, the psychologist 

enjoys a flexibility free from medical orientation, which is 

valuable when the majority of problems of deviant children 

include behavioural, educational, social or emotional 

malfunctioning, not directly related to any medical condition. 

It follows, therefore, that the more the treatment 

workers themselves are able to establish treatment base- 

lines, the greater can be the commitment to the task. This is 

often because baselines will be seen to vary for the 

individual, thus establishing the necessary emphasis 

on differential treatment. Also, treatment plans can 

benefit from acceptance across a greater number and type 

of worker. In the event, if team treatment is more consis- 

tent and realistic, then success will be realised more often 

and earlier, thus leading to an enhanced professional self- 

image and job satisfaction. This is of paramount 

importance, as the assessment and treatment workers are 

continually under stress, being"bombarded" by deviance, 

negativism, attention-seeking behaviour, etc.. 

Whilst satisfactory treatment can usually only result 

from having first established adequate baselines and 

subsequentlythe attainment of treatment goals, the recognition 

of future goal attainment has to be objectively related to 

a re-located baseline. Future treatment must start from 

current base-lines, not redundant ones. 

13



Objectivity and simplification can be realised by 

utilising the original assessment profile-instrument to record 

treatment progress: so now thereedc@anbe seen for an assessment 

and treatment profile-instrument (chart or index) capable 

of fulfilling the following requirements: - 

(I) Sufficiently general and/or specific to suit the 

assessment and treatment needs of maladjusted 

and/or delinquent children. 

(2) Suitable for multidisciplinary interpretation and 

use- 

@) Flexible enough for use in assessment and treatment 

units*varying in purpose and régime. 

(4) Comprehensive in coverage of wide ranges and areas of 

deviancy. 

(5) Encouragement of consistent treatment across 

disciplines. 

(6) Closer focus by the assessment and treatment workers 

during assessment and treatment toward the individual 

child's treatment needs. 

(7) Sufficiently objective and simple (relatively) to 

achieve wide enough use to take advantage of, and 

further encourage, the index of assessment and 

treatment on a broad base. 

(8) If objective (7) is realised, experiments and treatment 

evaluation could be compared on a common, relatively 

objective scale. 

(9) To serve as a progress report on a child to referral 

agencies. 

x 
hereafter referred to as A.T.U.'s 
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It will come as no great surprise to the reader that no 

one Simple profile or index, at present, satisfies all these 

requirements. However, it is the objective of this particular 

research to attempt to construct such a profile. 

The treatment profile to beconsidered will, at this stage, be 

proadly a profile for the deviant child; and this 

general profile may lend itself to adaptation and also serve 

as the overlay profile of ATU treatment specialities-— so long 

as the original demands of the instrument remain fulfilled 

in terms of assessing the individual client. 

A general psychological bias could readily be presented, 

there being no shortage of theoretical models within the 

numerous branches of psychology. (ref. (b) p. 4 ) 

Sociological interests could be justified, deviants being 

represented as an exclusive, though extreme, societal group. 

That is, deviant to the general norms of society. 

Pure behavioural or symptomatic representation outside of 

any major academic discipline might reflect the needs of 

para-professionals, lay people and parents. Indeed 

maladjustment and delinquency, particularly the latter, are 

often represented in terms of foul deeds committed, or clear 

overt symptoms, with simplistic remedies. 

It would be as well to establish here that the writer 

does not comfortably accommodatetothe idea of a child being 

labelled ‘delinquent' or 'maladjusted' but only uses the 

terms because they are in such common use. The terms have some 

15



value for administrative purposes, but little value in 

illuminating treatment requirements. 

There is, of course, considerable overlap between these 

two groups with so-called '‘delinquents' to be found in schools 

for the maladjusted and vice-versa. One also has disturbed 

delinquents, often in special treatment units. 

Whilst the proposed assessment and treatment profile may 

take the greater part of a day to present and score (and this 

will no doubt mitigate against its use) the writer, as a 

practitioner, regards the time needed of little consequence 

when proposing to re-structure the life-style of a deviant 

child or spend many thousands of pounds on the child during 

residential treatment. 

A survey of some of the main measures of maladjustment 

and delinquency are detailed in the next sub-section. 
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Ts 2 PROFILES OF MALADJUSTMENT AND DELINQUENCY 

Survey and critique of some existing "Profiles". 

There appears to be no specific profile instrument 

available in the U.K. or U.S.A. that focuses upon the cognitive 

development, more particularly ego and moral development, of 

maladjusted and delinquent children. 

The Jesness Inventory (Jesness, 1963) has been used with 

delinquents (Mott, 1969) and probationers (Davis, 1967) in 

the U.K. and U.S.A. but does not show sufficient test, re- 

test consistency for use in recurrent treatment reviews 

(Mott, I97I). 

Two widely used measures to assess the levels and areas 

of maladjustment are the Bristol Social Adjustment Guides 

(Stott, 1963) and 'A Childrens' Behaviour Questionnaire’ 

(Rutter 1970) the latter being developed for use in the ‘Isle 

of Wight Survey' (Rutter, et al, 197Q). 
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Stott's guides have sub-scores within well described 

areas of maladjustment and also yields a total score of which 

a score of twenty or more points is indicative of maladjustment. 

These guides are prone to subjective scoring, the total score 

cannot objectively show the degree of maladjustment and they 

are not designed to indicate a child's level of 

stage-sequential treatment. 

Rutter's Questionnaire is mainly intended for research 

surveys and gives an indication of the tendency toward anti- 

social behaviour or neuroticism. A total score of nine or 

more 4s indicative of maladjustment. The scoring is 

minimally subjective and is not intended to 

indicate levels of cognitive development. 

Quay (1972) compared measures of maturity with measures 

of maladjustment and found 

++. this pattern of immaturity occurs in all settings 
where deviant children are found. It seems particularly 
prominent in public school classes for the emotionally 
disturbed (Quay, Morse and Cutler, 1966 : McCarthy and 
Paraskevopoulos, 1969) and the learning disabled 
(Paraskevopoulos and McCarthy, 1970) ... 

A number of measures associated with the assessment of 

emotional-disturbance, and its sub-areas have originated 

from the U.S.A.. These include the Behaviour Problem 

Checklist (Quay and Peterson, 1975; Quay, 1977), Devereaux 

Elementary School Behaviour Seale (Spirack and Swift, 1967), 

the Conner's Teacher Questionnaire (Conners, 1969). Isser, 

et al, (1980) in a study using the above measures, suggested 

the presence of three independent dimensions of psychopath- 

ology, viz., conduct disorder, anxiety-withdrawal, and 

immaturity. These areas are discussed in terms of ego- 

development later in this study. 
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Symptomatic groupings are listed in Appendix B of the 

‘Underwood' Report of the Committee on Maladjusted Children 

(HMSO, 1955) provi@a useful grouping of symptoms. Another 

major study was the Isle of Wight survey (Rutter et al, 

1970) but for the purposes of that particular study, 

symptomatic responses were shown in a different manner. The 

third and remaining major study was by the Schools Council; 

‘The Education of Disturbed Pupils' (Schools Council,1978) 

and lists 'predominant patterns of behaviour', these being 

adapted from Rutter's study (personal communication, 1978). 

These three examples of adjustment profiles are shown 

below: - 

A Underwood Report, H.M.S.0. 1955. TABLE I 

A GROUPING OF SYMPTOMS WHICH MAY BE INDICATIVE OF 

MALADJUSTMENT 

N.B. (i) This follows, except at a few points, the lines 

of a classification in use in child guidance 

clinics in this country. 

(ii) For many of the symptoms listed, any and every 

manifestation does not indicate maladjustment, 

but only manifestations that are excessive or 

abnormal. 

Lg NERVOUS DISORDERS 
  

Fears - anxiety, phobias, timidity, over-sensitivity. 

Withdrawal - unsociability, solitariness. 

Depression - brooding, melancholy periods. 

Excitability - over activity. 

Apathy - lethargy, unresponsiveness, no interests. 

Obsessions - rituals and compulsions. 

19



Hysterical fits, loss of memory. 

HABIT DISORDERS 

Speech - stammering, speech defects. 

Sleep - night terrors, sleep-walking or talking. 

Movement - twitching, rocking, head-banging, nail-biting. 

Feeding - food fads, nervous vomiting, indiscriminate 

eating. 

Excretion - incontinence of urine and faeces. 

.Nervous pains and paralysis - headaches, deafness, etc. 

Physical symptoms - asthma and other allergic conditions. 

BEHAVIOUR DISORDERS 

Unmanageableness - defiance, disobedience, refusal to go 

to school or work. 

Temper. 

Aggressiveness - bullying, destructiveness, cruelty. 

Jealous behaviour. 

Demands for attention. 

Stealing and begging. 

Lying and romancing. 

Truancy - wandering, staying out late. 

Sex difficulties - masturbation, sex play, homosexuality. 

ORGANIC DISORDERS 

Conditions following head injuries, encephalitis or 

cerebral tumours, epilepsy, chorea. 

PSYCHOTIC BEHAVIOUR 
  

Hallucinations, delusions, extreme withdrawal, bizarre 

symptoms, violence. 

20
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Ge EDUCATIONAL AND VOCATIONAL DIFFICULTIES 

Backwardness not accounted for by dullness 

Dislikes connected with subjects or people. 

Unusual response to school discipline. 

Inability to concentrate. 

Inability to keep jobs. 

7. UNCLASSIFIED 

  

Schools Council (1976) ‘TABLE 2 

PREDOMINANT PATTERNS OF BEHAVIOUR 
  

CONDUCT DISORDERS 

(socially unacceptable behaviour such as aggression, 

destructiveness, stealing, lying, Pegentine etc..) 

NEUROTIC DISORDERS 

(excessive anxiety, depression, isolation, phobia, tics etc.) 

MIXED CONDUCT AND NEUROTIC DISORDERS 

(both present, neither predominant). 

DEVELOPMENTAL DISORDERS 

(general immaturity, enuresis, encopresis, language disorder 

not secondary to other disturbances, etc..) 

PSYCHOSIS 

(severe disintegration of behaviour involving loss of 

contact with reality). 

PERSONALITY DISORDERS 

(fixed abnormalities of personality that cannot be included 

in any other category). 

NEUROLOGICAL ABNORMALITIES 

(disturbance of learning or behaviour associated with brain 

injury, epilepsy, minimal cerebral dysfunction, etc..) 

EDUCATIONAL DIFFICULTIES 

(not secondary to subnormality nor maladjustment). 
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and the third example :- 

Rutter (et al) 1970. TABLE 3 

PREVALENCE OF PSYCHIATRIC DISORDER BY DIAGNOSTIC GROUPS 

DISORDER BOYS GIRLS 

Neurotic disorder 17. 26 

Obsessional anxiety disorder I 

Anxiety disorder 13 i. 

Depressive disorder 

Tics (with or without anxiety) 

Hysteria 

O
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ww
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w
 

o
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”
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°
 

OC 

Hypochondriasis 

Conduct disorder 34 9 

Mixed conduct and neurotic disorder 22 BS. 

Antisocial but not delinquent Le 

Trivial delinquency 6 

Delinquency confined to home I 

Socialised delinquency 18 

Ww 
no

 
F
 

DY
 

W
 

Non-socialised delinquency 4 

Developmental disorders (enuresis) 

Hyperkinetic syndrome 

Child psychosis 

O
H
 

H
N
 

H 
HH 

H
H
 

Personality disorder 

TOTAL 82 Ab 

Any psychological groupings used in this study will be 

consistent with above strategies. Further, any psychometric 

tests or assessment measures used in the profiles within this 

study will, for the sake of objectivity, acceptance and 

Clarity of function, be either a result of direct observation 

or part of established test procedures. The Aston Index 

(1976, Newton and Thomson) has achieved ready acceptance 

because parts or the whole of well proven tests have been 
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used in a systematic and selective manner for the assessment 

and to monitor the treatment of children with language 

difficulties. 

The comparison of profiles does not end there, as the 

Aston Index may be used in the assessment and treatment of 

language difficulties as a secondary handicap or to assess 

specific difficulties of the otherwise normal child. 

The profile proposed in this study may be used in a similar 

context to highlight developmental difficulties with regard 

to behavioural or emotional aspects. 

A final comment on profile areas refers to one hope 

of the Warnock Committee (H.M.S.0.1978) that artificial 

divisions under specific labels of handicap be rendered 

less significant. Instead, an individual child's needs are 

considered in terms of ‘special educational treatment' in a 

broad context. The emotional or behavioural development of 

a child will be inextricably inter-related with any language 

difficulties, reading retardation, etc. (and vice-versa). 

It is proposed to render objectivity to the proposed 

profile by utilising a battery of well accepted measures to 

supplement direct observational techniques. 

Some years ago, whilst writing on ‘individual prescriptive 

treatment of the maladjusted child (Smith, 1970) the writer 

was first introduced to Gunzberg's Progress Assessment 

(PAC) Charts (Gunzberg, 1960) and was immediately impressed 

by the comprehensive and yet simple presentation of treatment 

aspects. The ATU worker in completing the profile, was not 

only establishing a base-line but being reminded of the 

immediate treatment aims. Unfortunately, the PAC's are 

only intended for mentally sub-normal clients, not intelligent 

23



deviant children. After using the PAC for a psychotic child 

and a brain-damaged epileptic child, the writer realised the 

enormous potential that an appropriately developed 'PAC' 

could have for workers with deviant children. Gunzberg's 

latest PAC I (1975) and PAC 2 (1976) do now incorporate a 

higher but necessarily restricted assessment of personality 

development - restricted by the cognitive ceiling of the 

subnormal clients for whom the 'PAC's' are intended. The 

deviant children encompassed in this present work are usually 

considered to have higher and treatable levels of cognitive 

functioning, so any progress assessment chart will need to 

be extended towards this group - the nature of malfunctioning 

needing to be expressed in relevant developmental terms of 

malfunction. 

Gunzberg's charts focus largely on socialisation in 

terms of self-management with regard to clothing, money, 

self-care, basic social communication, etc., levels that the 

majority of deviant children easily manage. The two areas 

of maladjustment the writer having scored on the PAC charts, 

above, being exceptions, in that both children had severe 

problems in fulfilling normative demands, due to cognitive 

handicaps. 

It follows that whilst Gunzberg's model is superbly 

useful in fulfilling its intended purpose, a completely 

different emphasis is needed for deviant children. 

Subnormal children will often be socially maladjusted or 

at least socially un-sophisticated but treatment of deviant 

children of normal intelligence is largely undertaken because 

of greater potential development. Also, of course, the 

deviance is seen as a cause of concern to the child and others. 
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Gunzberg uses a circumplex model which lends itself to 

developmental aims and sequential treatment. Other profiles 

or charts, e.g. the Aston Index, also possess these desirable 

attributes that focus upon and lead to treatment measures 

being implemented. 

Just as Gunzberg's P.A.C.'s concentrate on socialisation 

of the subnormal and the Aston Index is intended for children 

with language difficulties, so the profiles to be constructed 

as a result of this study will be highly specific to closely 

defined areas of disability or difficulty experienced by 

certain children. Many of these difficulties will be seen 

(overpage) to stem from atypical development and as ‘ordinary' 

children have been shown, above, to develop through a stage- 

sequential process it clearly becomes necessary to provide 

therapeutic help towards and through these sequential-stages. 
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STAGE-SEQUENTIAL TREATMENT 

The two most important areas of special education, 

numerically speaking, are educational subnormality (moderate) 

(E.S.N.'M') and maladjustment. 

In an E.S.N. school there is always a high proportion of 

maladjustment, whereas in the school for maladjusted 

children, placement indicates maladjustment as the primary 

handicap but one can find E.S.N.(M) children, the 

educational subnormality being considered a secondary 

handicap. 

In addition to the fore-mentioned incidence of 

maladjustment (and overlap) among delinquents, Wright 

(1971, p. 86) states that delinquents have been found, in 

a number of studies (to which he draws reference) to have 

a lower than average level of intelligence. Further, 

Smith (1975) in a comparison of the ego, moral and 

conceptual development of 
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delinquent, maladjusted and normal children, found signifi- 

cantly lower development amongst delinquents and maladjusteds 

when compared with normal subjects. Further comparison 

showed the ego, moral and conceptual development of delinquents 

to be clearly less than that of the maladjusted group. This 

is despite the inherent overlap between typologies. 

It follows that a suitable and extended developmental 

profile, encompassing pertinent areas, would be of more value 

in the treatment situation if E.S.N.'M's were accommodated as 

well as the maladjusteds and delinquents. Certainly the 

study by Smith (op. cit.) showed very basic levels of 

development for some maladjusted and delinquent subjects. 

No apologies are offered for underlying emphasis on 

developmental psychology in this study. Childhood is the 

main period of acquiring appropriate social norms and as they 

are age-related to maturity, developmental lag or age- 

inappropriate behaviour is seen as not normal, that is, 

abnormal in the broad sense of the term. In the treatment 

of maladjusted or other deviances, adjustment and stage- 

sequential development are dependent on the successful 

accomplishment of ‘brief-stage' treatments and developmental 

accelerators from a variety of professional sources. 

The successful accomplishment of these brief-stages 

has been the result, invariably, of learning or re-learning 

cognitive approaches to a task. 

.see. the person is always involved in simultaneous 

processes of differentiation and synthesis; that is, 

in the normal course of events, the person not only 

becomes more differentiated as newer and more complex 

patterns of organisation are developed, but since new 

stimuli tend to be assimilated in such a way as to 

require the least amount of cognitive reorganisation, 

he also tends to become relatively more simplified and 
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integrated. It follows, therefore, that the core of 
personality cannot be considered to be stable in 
content; however, it can reasonably be viewed as an 
integration, as a set of principles about which a variety 
of content can be organized ..... 

Sullivan, Grant & Grant (1957) 

It may be fairly stated that many deviant children are 

where they are, developmentally speaking, due to non or mal- 

adaptive learning. The inability to master tasks and systems 

can further frustrate the child, leading to externalised 

reactionsand internalised stresses. If these unacceptable 

reactions and stresses are cumulative, sometimes in compound 

terms, then further entrenchment or regression may occur, each 

according to the type of deviancy specific to individual 

personality and the influence of surrounding forces. 

Indeed Havighurst (1953) defines a developmental task 

as one 

«+... which arises at or about a certain period in the 
life of an individual, successful achievement of which 
leads to his happiness and to success with later tasks, 
whilst failure leads to unhappiness in the individual, 
disapproval by society and difficulty with later tasks... 

The majority of deviant children have experienced atypical 

child-rearing practices. This large and important aspect is 

fully covered by Thomas (1968), Rutter (1972), The McCords 

(1959), Schaefer (1959), Becker (1964), Baumrind (1971) and 

Danziger (1971) and is beyond the brief of this study. 

Parents, and to a lesser Sai schools, have the task, among 

others, of translating a totally dependent, primitive and 

hedonistic infant, into a more or less pele setee i citent™ 

sophisticated and responsible member of the community. 

With the complication of genetic, physiological, environ- 

mental factors, it is little wonder that the process of 

socialisation varies to extremes. It is possible to view 
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these extremes in terms of over and under-socialization. The 

anti-social child being under-socialized and the anti-ascetic 

child being over-socialized to the point of gross inhibition. 

Both processes can be reactive to "family control" systems, 

sometimes also interacting with unfavourable or ‘'non- 

facilitating’ environments. 

Regardless of the ATU and the treatment workers 

personality, treatment may only start from where the client 

iss Expectations (outputs) may be related to inputs and 

the more fixated or regressive the client is, then the harder 

the job will be of moving him on. In this case treatment 

goals will not have to be too ambitious and must be set in 

priefer stages. As an illustration to this, the writer's 

special school has been ‘successfully’ run along the lines of 

stage-sequential treatment through four wings and sub-areas 

(sub-stages) of the buildings, with emphasis on individual 

prescriptive treatment for the most disturbed or regressive 

children, especially in the earlier stages of development. 

The "briefer stages" (see above) may consist of highly 

specific behaviour-modification techniques to elicit stage- 

progression. In contrast, areasof the special school for 

the children at higher levels of ego and moral development, 

often have emphasis on peer group relationships, the relative 

absence of adult guidance and almost super-optimal expectan- 

cies (see Appendices 4 & I4). 

Within this highly-structured treatment setting, over 

twenty sub-groups have been identified, some of which can 

take advantage from group therapy. More individualised 

treatment can come from the child psychiatrist, clinical or 

educational psychologist, speech therapist, etc., as well 
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as from the usual range of helping professions. 

A further example can be taken from the extensive use of 

general remedial education which may require the child to be 

individually withdrawn from class for 'brief-stage' treatment 

for a minor speech problem, perceptual training etc.. 

It almost goes without saying, that such "human engineering" 

must start from a base of warm empathy and caring, or some 

would say, from 'love'. The term ‘developmental accelerators' 

has been used. In physical terms acceleration is a result of 

thrust from another body or substantial surface, in human terms, 

the reliability of other bodies or persons and the establish- 

ment of a firm or safe base in relation to the insecure client, 

needs primary consideration. Development of the client's 

emotional security and self-image through personal caring can 

provide the horse-power necessary for acceleration of 

psychological maturity. 
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Pewee Ego Development as the Treatment Core 

Because of the relative sophistication of Western 

society, rigid expectancies of what a child should be capable 

of, in relation to different chronological ages, are much 

discussed. Particular levels of ego and moral development 

are expected, though this is not expressed as such, in any 

academic sense. For instance, the toddler who is expedient, 

may raise chuckles, but not so the older child. 

A certain level of conformity is expected from the older 

child and certainly fromtheadultand essentially one must 

"play by the rules". Those adults from whom society accepts 

"blanket"conformity, e.g. police, clergy, teachers, the 

forces, etc., may be the target of much scorn if deviance 

from the norms of conformity is shown. The popular press, 

in particular, find such occurences 'good copy'. 

Clear failure of adjustment by children to normal age- 

relevant demands is particularly noticeable in the child who 

is behaviourally or emotionally incompetent, that is, compared 

to his peers. 

Behaviourally, for example, the older child who has a 

temper tantrum, similar to that of an infant, when immediate 

gratification does not occur, will very likely be described 

as maladjusted. The child has not adjusted his response 

correctly to one of life's minor crises, resulting in 

maladaptive adjustment. 

Emotional expressions of extreme timidity in the older 

child are not expected, though in the infant this is accepted 

as one would expect natural maturation to expel much of the 

timidity, i.e. "he will grow out of this", or “itis just 
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a stage he is going through". Such timidity in an older 

child, is one sign of maladjustment. 

It is intended to give only these two brief examples in 

this section and to expand on the inter-relationship of ego- 

development and maladjustment in a later section of this 

study. However, at this point, it seems pertinent for the 

reader to compare hypothetical children on the Underwood 

Report's 'A grouping of symptoms which may be indicative of 

maladjustment', to the stage hierarchical theories of Freud, 

Erikson, Piaget, Kohlberg and Loevinger which appear in the 

next section. One may hypothesise on the level of fixation 

or regression, the child rearing practices and the prognosis 

for such children. (See Section 3). 

Even a brief glance at the above section of the ‘Underwood 

Report' will be sufficient to show that almost all symptoms 

of maladjustment can be indicative of abnormal ego-development. 

This may be due to non-completion of sequential stages, 

fixation or regression. Treatment of malad- 

justment can be more easily effective when "normal" 

development has not accurred because of non-facilitating 

parental figures or environment. Then, the child can be 

put in a facilitating environment such as a residential 

special school for maladjusted children, or even a normal 

boarding school and progress Can usually be expected to be 

made. Indeed, for many years, special schools for delicate 

children have been used as the facilitating environment for 

such maladjusted children. 

Fixation may be due to the above influences or due to 

an emotionally traumatic event or period. That is, if the 

child experienced good conditions before the traumatic 
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