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I. Introduction 

There have always been those children in our lives 
who have been considered 11brats 11 or spoiled and no one 
seemed to want to carry the explanation of their behavior 
any farther than the nervous mother or the permissive 
atmosphere of the home, if indeed that was the case. 
However, in recent times, there seems to be an increasing 
number of misfits or difficult children. This difficulty 
spoken of here is related to brain injury or termed 
specifically as minimal brain dysfunction in children. 
The rise in the number of these children has been contri­
buted to the increased refinement in diagnostic techniques 
and skills, the growing necessity for more precise classi­
fication of learning and behavioral disorders in children, 
the increase in the number of children compromised by 
neurologic cysfunctions often caused by advances in medicine 
and care, and the growing dissatisfaction on the part of 
medical workers with purely psycholgenic and interpersonal 
explanations for these disorders.1 

The number of brain injured children is increasing 
with the population, possibly due to better medical care 
and the fact that more children are living through difficult 
births and making it to the school age , where the learning 
difficulties are first encountered. There are no exact 
figures on the number of these children, although estimates 
place up to 5% of all U.S. school children in this category. 2 

Approximately 10,000,000 children need help in education 
according to Dr. William C. orse, and less that 13% of 
these children receive the help they need to get them on 
the road of learning what life is all about . 3 One of the 
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types of children placed in this category is the hyperactive 
child. The term hyperactive will be interchanged with 
hyperkinetic and hypermotor in this paper, so as not to 
confuse the reader with terms used to describe varying 
degrees of motor activity. 

History 

In 1963, on August 22, a steering committee for a 
symposium on children with minimal brain dysfunction was 
held in Washington, D.c., and sponsored by the National 
Society for Crippled Children and Adults, Inc., and the 
Neurological and Sensory Diseases Service Program of the 
Division of Chronic Diseases, U.S. Public Health Service. 
Three Task Forces were set up at this time to work on 
specific aspects of minimal brain dysfunct i on. These 
Task Forces met in October 10, 1963, in Chicago, to 
outline their various functions and research was begun. 

Task Force I was assigned the t erminology and identi­
fication of children with minimal brain dysfunction with 
the specific tasks of: 

1) defining t he problem 
2) suggesting nomenclature 
3) delineating relationships of problem 

to other handicaps 
4) outlining diagnostic criteria 

Task Force II was in charge of the services to be set 
up and the extent of the need for such services as: 

1) medical diagnosis and trea tment 
2) identification of educational capabilities 

and services for 
3) education 
4) availability in medical centers and public 

schools 
5) services that should be available 
6) public information program 
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to use up some of his energy. To be able to co,~iprehend a 
game, ste~s can be broken down, as in acadeili ic learning, and 
then a sequence formed. His confusion of structure of 
rules robs any game of fun. Teaching in a sequence, by 
steps, gives the child a chance to have fun in l ater life 
ith others.89 However, reinforcement is needed for a long 

time aft er the initial learning of a certain step before 
it can be put into a sequence. If the step is not 
reinforced each ti foe, there may be a situation in playing 
ball that after t he child hits the bass, he knows he 
should run to the base, but all of the other children 
chasing t he ball confuses him and he forgets t he structure 
of the game and i mitates the other children by- running 
after the ball also. 

Aft er some time in a 11 special" educational system, 
the hyperactive child can be integrat ed into the public 
school systerr1, provided t hat special help can be given to 
him at t he fir st sign of t ruuble. Older children u.3ually 
understand t heir problem and provide great c __,ntrol over 
their actions.90 

Example 

Bob i s a four-year old boy in a nursery school. He 
is hyperact ive and is struggli ng to gain control over his 
actions and to make sense OQt ot the environment. The 
fol lowi ng i s t aken out of a conversation with him: 
"Hi. I' m Bob. Ya wanna go on a t r i p wi th me? I move fast 
and can't wait for you. You 'd bette~ keep up or I'll lose 
ya. This is my school and we do al l k inds of things; 
lots of kids to play with . I li ke Ji and Roy-they 're 
my friends-I think so anyway. Well, sometimes they are, 
sometimes t hey aren't. Sometimes they don't like me and I 
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don 't like them either . 
,... 

.... Get out of my w-~Y y ou guys , I'm coming through. I 

said, get out of my way ! Take that-I ' ll hit you . I hit 

him- he wouldn't get out of my way . Can I play- wi t h you , 

Jim? 

NO? 

UUUEEEEEEiv1MlVJ\'.!Ivll'E. I'm a policeman . Hey , everybody , I ' m a 

policeman so you better be go od! That was Joe, and I ' m 

go ing to arrest him. He ' s not my friend. They should h ave 

pu l l ed that wagon faster! Nobody likes me; mayb e I wa s 

mean . Sometimes I can't help it. I get going and can ' t 

stop . They aren't my fri ends any longer. They ' re a gainst 

me . They wanted to hurt me p and I'm not going to let them. 

I want to play with t h em. I want to be t h eir fri end .,0 91 
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. VI . Symptoma ol gy- Ident"fi at·on of the Ch"ld 

In a search for symptoms attributed to children with 
minimal brain dysfunctioning, over 100 recent publi­
cations were reviewed. 

Many different terms were used to describe the 
same symptom, e.g., excessive motor activity for age 
might be referred to as any one of the following: 
hyperactivity, hyperkinesis, organic drivenness, rest­
lessness, motor obsessiveness, fidgetiness, motor disinhi­
bition, or nervousness. 

A large number of terms were too broad for other 
than limited v Jue, e.g., "poor academic achieve­
ment"; others were more specific, e.g., "reading ability 
two grade levels below grade placement." A few are 
mentioned one time only, e.g., "inclined to have faint-

~ ng spells." Others are too general ( or judgmental) to 
• lassify, e.g., "often good looking." Opposite char­

acteristics are common : "physically immature for 
age"-"physica:Jly advanced for age"; "fearless"­
"phobic"; "outgoing"- "shy"; "hyperactive"- "hypo­
active." 

These examples represent some of the difficulties 
encountered in developing a scheme for classification 
of the symptoms, and indicate the variety of syndromes 
contained within the primary diagnosis of minimal 
brain dysfunctioning. The f~llowing represents 
an attempt to classify some of the descriptive elements 
culled from the literature. 

PRELIMINARY C ATEGORIES OF SIGNS AND SYMPTOMS 

A. T est Performance Indicators 

It 

1. Spotty or patchy intellectual cleficits. Achieve­
ment low in some areas; high in others. 

2. Below mental age level on drawing tests (man, 
house, etc.) . 

3. Geometric figure drawings poor for age and 
measured intelligence. 

4. Poor performance on block design and marble 
board tests. 

5. Poor showing on group tests (intelligence and 
achievement) and daily classroom examinations 
which require reading. 

6. Characteristic subtest patterns on the Wechsler 
Intelligence Scale for Children, including "scat­
ter" within both Verbal and Performance 
Scales; high Verbal- low Performance; low 
Verbal- high Performance. 

B. Impairments of Perception and Concept-formation 

1. Impaired discrimination of size. 
2. Impaired discrimination of right-left and up-

down. 
3. Impaired tactile discriminations. 
4. Poor spatial orientation. 
5. Impaired orientation in time . 
6. Distorted concept of body image. 
7. Impaired judgment of distance. 
8. Impaired discrimination of figure-ground. 
9. Impaired discrimination of part-whole. 

10. Frequent perceptual reversals in reading and in 
writing letters and numbers. 

11. Poor perceptual integration. Child cannot 
fuse sensory impressions into meaningful entities. 

C. Specific Neurologic Indicators 

1. Few, if any, apparent gross abnormalities. 
2. Many "soft," equivocal, or borderline findings. 
3. Reflex assymetry frequent. 
4. Frequency of mild visual or hearing impair-

ments. 
5. Strabismus. 
6. Nystagmus. 
7. High incidence of left, and mixed laterality 

and confused perception of laterality. 
8. Hyperkinesis. 
9. Hypokinesis. 

10. General awkwardness. 
11. Poor fine visual-motor coordination. 
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D. Disorders of Spee ch and Communication 

1. Impaired discrimination of auditory stimuli. 
2. Various categories of aphasia . 
3. Slow language development. 
4. Frequent mild hearing loss. 
5. Frequent mild speech irregularities. 

E. Disorders of Motor Function 

1. Frequent athetoid, choreiform, tremulous, or 
rigid movements of hands. 

2. Frequent delayed motor milestones. 
3. General clumsiness or awkwardness. 
4. Frequent tics and grimaces. 
5. Poor fine or gross visual-motor coordination. 
6. Hyperactivity. 
7. Hypoactivity. 

F . Academic Achievement and Adjustment (Chief 
complaints about the child by his parents and 
teachers) 

1. Reading disabilities. 
2. Arithmetic disabilities. 
3. Spelling disabilities. 
4. Poor printing, writing, or drawing ability. 
5. Variability in performance from day to ay 

or even hour to hour. 
6. Poor ability to organize work. 
7. Slowness in finishing work. 
8. Frequent confusion about instructions, yet suc­

cess with verbal tasks. 

G. Disorders of Thinking Processes 

1. Poor ability for abstract reasoning. 
2. Thinking generally concrete. 
3. Difficulties in concept-formation. 
4. Thinking frequently disorganized. 
5. Poor short-term and long-term memory. 
6. Thinking sometimes autistic. 
7. Frequent thought perseveration. 

H. Physical Characteristics 

1. Excessive d ooling in the young child. 
2. Thumb-sucking, ail-biting, head-banging, and 

teeth-grin ing int e young child. 
3. Food habits o en pee liar. 
4. Slow to toile train. 
5. Easy atigab.lity. 
6. High freque cy of enuresis. 
7. Encopresis. 

I. Emotional Characteristics 

1. Impulsive. 
2. xplosive. 
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3. Poor emotional and impulse control. 
4. Low tolerance for frustration. 
5. Reckless and uninhibited; impulsive then re­

morseful. 

J. Sleep Characteristics 

1. Body or head rocking before tallmg mto sleep. 
2. Irregular sleep patterns in the young child. 
3. Excessive movement during sleep. 
4. Sleep abnormally light or deep. 
5. Resistance to naps and early bedtime, e.g., seems 

to require less sleep than average child. 

K. Relationship Capacities 

1. Peer group relationships generally poor. 
2. Overexcitable in normal play with other chil­

dren. 
3. Better adjustment when playmates are limited to 

one or two. 
4. Frequently poor judgment in social and inter­

personal situations. 
5. Socially bold and aggressive. 
6. Inappropriate, unselective, and often excessive 

displays of affection. 
7. Easy acceptance of others alternating with with­

drawal and shyness. 
8. Excessive need to touch, cling, and hold on to 

others. 

L. Variations of Physical Development 

1. Frequent lags in developmental milestones, e.g., 
motor, language, etc. 

2. Generalized maturational ag during early school 
years. 

3. Physically immature; or 
4. Physical development normal or advanced for 

age. 

M. Characteristics of Social Behavior 

1. Social competence frequently below average for 
age and measured in elligence. 

2. Behavior often inappropriate for situation, and 
consequences apparently not foreseen. 

3. Possibly negative and aggressive to authority. 
4. Possibly antisocial behavior. 

N. Variations of Personality 

1. Overly gullible and easily led by peers an older 

youngsters. 
2. Frequent rage reactions and tantrums w en 

crossed. 
3. Very sensitive to others. 



• 4. Excessive variation in mood and responsiveness 
from day to day and even hour to hour. 

5. Poor adjustment to environmental changes. 
6. Sweet and even tempered, cooperative and 

friendly (most commonly the so-called hypo­
kinetic child). 

0. Disorders of Attention and Concentration 

1. Short attention span for age. 
2. Overly distractible for age. 
3. Impaired concentration ability. 
4. Motor or verbal perseveration. 
5. Impaired ability to make decisions, particularly 

fro many c oices. 

Several authors note that many of the character­
istics tend to improve with t e normal maturation of 
the central nervous system. As the child matures, 
various complex motor acts and differen iations appear 
or are more easily acquired. 

Variability beyond that expected for age and meas­
ured intelligence appears throughout most of the signs 
and symptoms. This, of course, limits predictability 
and expands misunderstanding of the child by his par­
ents, peers, teachers, and often the clinicians who work 
with him. 

Ten characteristics most often cited by the various 
• thors, in order of frequency: 

1. Hyperactivity. 
2. Perceptual-motor impairments. 
3. Emotional ability. 
4. Gener I coordination deficits . 

• 
.{ 1 

5. Disorders of attention ( short attention span, 
distractibility, perseveration) . 

6. Impulsivity. 
7. Disorders of memory and thinking. 
8. Specific learning disabilities: 

a. Reading. 
b. Arithmetic. 
c. Writing. 
d. Spelling. 

9. D'sorders o speech and hearing. 
10. Equivocal neurological signs and electro• 

encephalographic irregularities. 

The "sign" approach can serve only as a guideline 
for the purpose of iden ification and diagnosis. 

The protean nature of the disability is the obvious 
conclusion from the approach to sy ptoma o ogy and 
identification taken above. 

The situation, however, is not as irremediable as it 
might appear. Order is somewhat salvaged by the 
fact that certain symptoms do tend to cluster to form 
recognizable clinical entities. This is particular y true 
of the "hyperkinetic syndrome," within the broader 
context of minimal brain dys unctioning. The 
"hypokinetic syndrome," primary reading retar ation, 
and to some extent the aphasias, are other such 
examples . 

Recognition and acceptance of these spec·fic symp­
tom complexes as subcategories, within the general 
category of minimal brain dysfunctioning, would 
facilitate classification and the development of appro­
priate management and education procedures. 
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