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Art therapists working with pediatric patients in hospital
must have an understanding of psychological and emotional
factors which affect children's reactions to hospitalization.
There must also be understanding of the interrelationship
between a patient's physical and emotional states.

Fortunately, the emotional needs of hospitalized children
and adolescents have been well documented. General interest
in this field began forty to fifty years ago, as the field of
psychiatry grew and developed. It was found that the origins
of mental illness frequently originate in an individual's
childhood roots. This discovery has led to an increased
interest in studying the emotional needs of children.

Prior to this time, it seems that children's emotional
needs during hospitalization had gone virtually unrecognized. At
one time, any hospitalization was considered serious and quite
traumatic. For children it must have been, in many cases, terror-
izing. Not only were they faced with a weakened physical condition,
but they were placed in a totally strange and frightening environment.
They often had to cope with painful, anxiety-provoking treatments
and constant fear of the unknown.

Understanding the development of several interrelated fields

is essential to the acceptance of art therapy in hospital pediatric

programs. This thesis looks at the concurrent development and
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interrelationship of child psychiatry, play therapy with children,
interest in the emotional needs of hospitalized children, hospital
play programs, and finally, art therapy and its applicability to
medically i11 patients. It shows, with illustrated descriptions,
the effectiveness of art therapy in a hospital pediatric unit.

Symbolic expression occurs through the creative art experience,
providing the patient with nonverbal release of unconscious, some-
times highly emotional, material. It provides the art therapist
with an accurate, reliable. visual record of the patient's ongoing,
developmental processes and emotional state. Such a record, with
interpretive remarks by the art therapist, provides unique informa-
tion about the hospitalized patient.

It appears that the 1980's may well be a critical period in
the evolution of art therapy with medically i11 patients. In order
for this field to expand and develop, it is crucial that hospital
administrators and patient care supervisors fully understand the
value of art therapy. Only through the support of these administra-

tors can art therapists become vital, interrelating members of

the hospital team.




CHAPTER 1: HISTORY OF CHILDREN IN HOSPITAL

It is helpful to understand the history of a child's place in
society in order to develop a clearer pictdre of how children within
one particular setting--the hospital--were regarded and treated.

In a careful review and compilation of ancient Titerature, Lloyd

deMause, editor of The History of Childhood, uncovers some startling

truths about the cruelty, deprivation, and misurderstanding of child-
hood which has existed in many cultures, probably since the beginning
of time.

"The history of childhood," deMause writes, "is a nightmare from
which we have only recently beqgun to awaken. The further back in
history one goes, the lower the level of child care, and the more
1ikely children are to be killed, abandoned, beaten, terrorized, and
sexually abused" (deMause 1975, 1).

Primitive people often supported and nourished only healthy
babies. Weak, sickly or disfigured infants were left to die. Ruth

Matheney and Mary Topalis, co-authors of Psychiatric Nursing, support

this theory. They state, "Although evidence is aveilable that peoples
of ancient times and numerous cultures had concern for children and
their welfare, no period in history has contributed so much to the
understanding of children as has the twentieth century" (Matheney/
Topalis 1970, 287-288).

These authors state that, in the past, children were expected to

serve and conform to adults. A child's individuality and personal




feelings were disregarded. They state,

The will of the parents or guardians dominated the
child's 1ife. Rigid religious codes often determined
the morality of right and wrong. Children were loved
but were needed more. From a very early age, children
were given specific chores essential to the vitality
of family life. (Matheney/Topalis 1970, 288)

As children gradually came to be regarded as individuals in the
late eighteenth and early nineteenth centuries, adults began to alter
the ways in which they treated children. The authors go on to say,

Psychiatry and pediatrics witnessed important changes in
their knowledge and practice. In pediatrics, medical
care became a planned routine for young children and
preventive care became a household concern. Dynamic
psychiatry recognized the need to understand the whole
person--his early experiences and his life's experiences,
as well as his symptoms. These are the threads that

lead to the origins of mental illness. A biographic
history is now an essential component of the patient's
personal data. (Matheney/Topalis 1970, 289)

By reviewing medical literature, which tells the story of how
children in hospitals of this country have been treated over the past
fifty years or so, it is possible to see a correlation with our society's
attitudes toward children in general.

If a child was expected to "speak only when spoken to" at home,
and if a child's personal feelings and emotional needs were disregarded
in the home setting, it is not surprising that the same adult attitudes
would prevail in the hospital environment.

Innovative ideas were presented from time to time regarding the

care of infants and children who were i1l or hospitalized. It took

many years, however, before the ideas were understood, accepted, and

put into common practice.
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. Violet Broadribb, in Foundations of Pediatric Nursing, states that

nearly fifty years ago, in 1932, Dr. Joseph Brenneman of the Children's
Memorial Hospital in Chicago advocated that infant mortality rate in
institutions might be connected with lack of stimulation. This was a
revolutionary concept. Prior to this time a baby's physical and
medical needs were attended to, but no consideration was given to the
tiny being's emotional needs. Brenneman advised that each baby should
be "mothered" several times a day, and that an infant should not be
admitted to a hospital if care could possibly be obtained within the
child's home, or in a foster home. He also advised that infants should
be dismissed from hospital as soon as possible (Broadribb 1967, 14).

Pediatric Annals reported that not until the 1940's did adults

. begin to be concerned about the "traumatic emotional effect" on young
children which resulted from hospitalization, primarily caused by the
enforced separation from their parents (Levine 1972, 7). A number of
studies were conducted in the 1940's and early 1950's dealing with the
"short-term and long-term effects of maternal deprivation," especially
on children between the ages of about one and four years, as a result
of separation during hospitalization (Broadribb 1967, 15).

It was not considered sanitary to have a daily flow of visitors
coming into the hospital. Infection spread too easily, and diseases
were not controlled at that time by the vaccines and antibiotiﬁs which
are available today. However, what was not recognized was the detrimental

effect which this very Timited visitation had on the already isolated

young patients.




In pediatfic units, parents were the only visitors permitted.
Their visitation rights were restricted to one or two hours a week,
on Sunday afternoons. "Children used to be isolated, even from each
other, in hospital 'cubicles' so diseases would not spread from one
patient to another" (Levine 1972, 7). Gradually the use of new
vaccines against contagious diseases allowed for less rigid visitation
codes, but the old fears lingered and hospital personnel were
reluctant to accept these changes.

Further attention was given in the 1950's to the matter of
child-mother separation during hospitalization. Dr. John Bowlby
initiated the idea "of allowing the mother to be admitted to the
hospital with her child and to participate in the child's care"
(Broadribb 1967, 15). Bowlby's studies, as well as other studies
on the subject, led to many changes. Child care in orphanages and
foundling homes was gradually replaced by the use of foster homes.

Margaret Stacey, in Hospitals, Children and their Families,

states that a report from the "Platt Committee on the Welfare of
Children in Hospital" (1959), made a number of recommendations for
“improving the non-medical aspects of the treatment of children in

hospital" (Stacey 1970, 1).

The Committee considered children of all ages and
many aspects of their welfare, but their attention
became centered on the psychological evidence that
the separation in hospital of young children from
their parents results in some emotional disturbance,
which in some cases may be long lasting and which
may sometimes affect the rate of physical recovery
of the child patients. (Stacey 1970, 1)




Stacey adds that the most radical recommendation of the report from
this committee, also the one which received the most attention, was the
one connected with "unrestricted visiting and mothers-in units" (Stacey
1970, 1).

Again, this was a revolutionary concept. It would be many years before
mothers-in programs would be at all encouraged, let alone commonly practiced
in hospitals throughout this country. Nearly ten years later Eva Noble,

author of Play and The Sick Child, stated that "the Platt Committee Report

with its recommendations of unrestricted visiting by parents is slowly being
implemented" (Noble 1967, 13).

During the same years that visitation regulations were being questioned,
other aspects of child care were beginning to receive attention. Interest
in children was not contained to this country alone. The OMEP (Organisation
Mondiale pour 1'Education Préscolaire), "an international, non-governmental
educational organization," open to people of all nationalities was -founded
in 1948, "to promote greater understanding of children under eight years
of age and to share between different countries the experience and knowledge
gained through the study of young children during their formative years" .
(Harvey/Hales-Tooke 1972, 192).

A symposium on "The Emotional Reactions of Children to Tonsillectomy
and Adenoidectomy" by psychiatrists, pediatricians, and psychologists, was
held during the 1940's to discuss ideas on how to lessen the trauma involved
in this common surgical procedure and hospitalization (A.Freud 1952, 75).

Anna Freud was one of the early contributors to the research of

children's emotional needs, and most particularly to the subject of child-

mother separation. Her studies of children removed from their families




during bombings in London supported the hypothesis that "emotional
deprivation caused potential physical damage as well as irreversible
psychological harm" (Broadribb 1967, 14).

In 1952, Freud made reference to two physicians whom she termed
“enlightened pediatricians" for their innovative positions in the 1940's
of encouraging children to be treated for illnesses without enforcing
bed rest, or at the very least, in allowing unrestricted movement within
the crib during the child's confinement (Freud 1952, 72).

Hospitalized children in this country, during the first half of this
century, faced a fairly bleak outlook. They were admitted to hospital
and immediately separated from, what Anna Freud termed, the "rightful
owner" of their bodies, at the very moment when their bodies were
“threatened by dangers from inside as well as from the environment"
(Freud 1952, 80). |

They were placed in beds, isolated from other children, and were
allowed few, if any, randomly selected toys or playthings. Confinement
to bed was mandatory, and it was not uncommon for restraints to be used
to assure the prescribed "complete bed rest" for the anxious, restless,
fretful child.

Medical and nursing procedures were carried out, forcibly if necessary,
without explanation to the child. Little consideration was given to the
child's fee]ing§ or concerns. "Children of all ages were taken to the
operating room, unaware of what was going to happen to them," wrote Thesi

Bergmann, author of Children In The Hospital (1965, 43). This was thought

by adults to be kinder to the child.
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Hospitalized Ehildren saw their parents, if at all, only once a week.
Following a brief visit, they were then torn again from their loved ones
for a prolonged separation. Their losses were innumerable: 1loss of loved
one, of familiar surroundings and comforting objects, of freedom, of
interesting activities, of security, and of their own self-esteem. For
some "enlightened pediatricians" and other innovative child care workers
to begin to see the hospitalized child's plight, was a giant step for
children everywhere.

"The hospital of today should no Tonger be for the child an experience
of terror, anxiety, fear or even dreariness and rejection," wrote Dr. Milton

Levine in a 1972 issue of Pediatric Annals. He added that in most respects

it can even be "rewarding and pleasurable as well as beneficial® (Levine’
1972, 9).

Perhaps compared to the terrors of hospitalized children in the past
this was true, but is it true that today a hospitalized child does not
experience "terror, anxiety, fear, dreariness or rejection"? Is today's
child emotionally prepared to make a smooth transition into the hospital
world? Are today's hospitals truly equipped to deal with the child's
diverse emotional needs in a collective and unified way? These are

questions which will be examined in the next chapter, "Working with Children

in Hospital: Psychological and Emotional Factors."




CHAPTER 2: WORKING WITH CHILDREN IN HOSPITAL:

PSYCHOLOGICAL AND EMOTIONAL FACTORS

From this brief historic review, it has been demonstrated that
gradually an interest in the psychological welfare of sick and
hospitalized children did develop in this country, along with an
interest in, and an understanding of, children in general. These
changes occurred simultaneously with the development of psychiatry's
interest in an individual's childhood roots, and along with the
development of child psychiatry. Matheney and Topalis state,

Today child psychiatry is accepted as a special and
important field of psychiatry to be included in
medical, nursing, and teacher education. Child
psychiatrists are partners with pediatricians in
the care of children in hospitals and clinics....
And most importantly, the public and parents or
guardians of children are being educated with
respect to children's behavior problems and the
various means available to help them to help

their youngsters. (Matheney/Topalis 1970, 290)

The questions then arise: What are the emotional disturbances
which may occur in sick or hospitalized children? What defense
mechanisms are likely to be employed? How will children at different
age levels and stages of development perceive their illness and the
hospitalization experience? What will be the lingering aftereffects?
Will children differ in their responses to acute versus chronic illness?
To long-term versus short-term physical impairment? To hospitalization

requiring surgery versus hospitalization with no surgical intervention?

What factors are involved in children's reactions to, and fears

of, pain? How do children perceive the experience of being nursed by
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adults? What are the symptoms of hospitalized children in distress?
How can the symptoms be recognized? And, finally, what can professional
child care workers do to help the sick, injured, or hospitalized child
overcome these emotional obstacles, and how can the i1l effects of

hospitalization be minimized?

Although this thesis is concerned with medically i1l children,
in general, this chapter will focus primarily on hospitalized children.
A child who is in need of hospitalization is facing physical impair-
ments which require professional medical services, facilities, and/or
equipment which cannot easily be obtained in the home environment.
The child may be the victim of physical injury requiring surgery or
specialized equipment for traction. Hospitalization may be necessary
during an acute illness of an emergency nature, or during an acute
phase of a chronic illness. Not only must the hospitalized cﬁi]d cope
with the strains of illness or serious bodily injury, but at the same
time must also put forth effort to adjust to a totally new and strange
environment and role.

Eva Plank, author of Working With Children in Hospitals, views

the basic problems of hospitalized children as "grief at separation
from home, anxiety about mutilation,...immobility, and the many other
adjustments that the child has to make to illness and to the hospital
regime" (Plank 1962, 1-2).

Harold Geist, in his studies of the psychological apsects of

hospitalized children, emphasizes the importance of understanding the

intimate relation between a child's emotional and physical states.
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Geist states, "The child who is to be, is, or has been hospitalized
must be especially understood with particular respect to the nature
of his emotional needs, the feelings of his parents, and the attitudes,
concepts and emotions of the professional people with whom this child
comes into contact" (Geist 1965, vii).

The question of how a given child will react to the hospitalization
experience is a complex one. Several different factors need to be
considered individually in order to gain a better understanding of
the complexity of the child's reactions and adjustments. The factors
of age, family support, constitutional endowment, and the reason for
hospitalization will all be discussed. It will then be possible to
see how each of these factors affects a child's reactions to various

restrictions and impositions which hospitalization requires.

Factors Affecting Children's Reactions to Hospitalization

Age
Age is a prime factor in understanding the meaning of hospitalization
to a child. Dr. Herman S. Belmont, in a 1970 issue of Clinical
Pediatrics, discusses the common reactions of children to hospitalization
according to the following breakdown of age groups: (1) early postnatal
(first six months), (2) six to eighteen months, (3) latter part of second

year into third year, (4) three to six years, (5) school age and early

latency, and (6) adolescence (Belmont 1970, 473-476).
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. For the infant in early postnatal development, no verbal

communication can occur, nor can the infant comprehend what is

happening in the surrounding environment. Belmont points out

that adults may not recognize and fulfill the infant's needs, even

though it is well known that the consequences of the child's

experiences depend on the fulfillment of needs arising in earliest

infancy.

During the second half of the first year, hospitalization can
interrupt the development of the child-mother relationship. Belmont
states that the baby's fears of desertion or separation will be felt

strongly from this age until approximately three years of age, when

the child achieves object constancy.
The child of two to three years has gained a fuller sense of

. self, and is therefore Tless vulnerable to feelings of complete
helplessness. At this time the child may acquire a distorted
interpretation of the reason for the hospitalization. The two- or
three-year-old hospitalized child is 1ikely to react in one of two
opposing ways, either by rigidly reinforcing controls of all impulses,
or by yielding to these same pleasurable impulses.

The child of three to six years still feels separation anxiety,
although tb a lesser degree than before, says Belmont. The focus for
the hospitalized child of this age is on maintaining physical integrity,
fears of mutilation, and coping with various fantasies, some of which
can be simultaneously gratifying and threatening.

When the child reaches school age and the period of early latency,

. the separation anxiety is 1_essened further, yet the child is far from
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feeling secureTy independent. Efforts tec achieve independence and
master the many new skills of latency are interrupted during
hospitalization by a restricted, dependent confinement. The child
of this age frequently interprets medical procedures as punishment
for misdeeds.

Susan Harvey and Ann Hales-Tooke, authors of Play in Hospital,

add that older children, who have a more realistic interpretation of
their environment, are apt to feel anxiety regarding treatment
procedures. They may become pre-occupied by fantasies over bodily
damage or total destruction (Harvey/Hales-Tooke 1972, 29).

The last age group discussed by Belmont is adolescence. The
teenager is involved with ongoing 1ife problems of sexual identity,
dependence-independence conflicts, occupational choice, and special
concerns about physical changes and disparities, physical integrity
and adequacy, and masturbation anxieties. Hospitalization at this
age is likely to interfere directly with more than one of these concerns,

creating further anxiety in those areas.

Family

Age is not the only factor which influences how a child will react
to the traumas involved in illness or injury resulting in hospitalization.
Another highly influential factor is the emotional climate of the home.

There are probably as many different degrees of family reaction and
interreaction to a child's illness and hospitalization as there are

members who make up the families. Certain prevailing moods of family

groupings, however, have been observed within the hospital environment.
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A child is strongly influenced by the attitudes, reactions, and moods
of close family members, and it is a factor worthy of consideration.

Madeline Petrillo and Dr. Sirgay Sanger, in Emotional Care of

Hospitalized Children, identified eight basic family types, as they

were observed in the hospital environment (Petriilo/Sanger 1972, 38-48).

The "emotional family" is one which exhibits histrionics and
gross mood swings. Members mill about the hospital room and corridor
with a worried pall hanging over the entire group. Often there are
so many relatives involved that the hospital staff finds it difficult
to cope with them effectively. The family keeps close tabs on the
hospitalized patient, for there is a general distrust of the hospital
environment,

The "deceptive family" makes untrue statements to the patient
about the illness, physical condition, or prognosis. O0ften they
make impossible promises to the child. Their deception may be so
strong that they hide the true facts from even themselves. They are
experienced by the hospital staff as provocative, alienating, and
quite difficult to deal with openly.

The "punitive-depriving family" commonly uses threatened or actual
physical abuse for discipline. They view sickness as punishment.
Parents usually view hospital staff members as indulgent and permissive.
They may become jealous of the young patient's attachment to a sensitive,
caring staff member. Hospital workers may need to use caution not to
over-react or pre-judge this type of seemingly over-strict guardian.

The "magical-thinking family" sees sickness as an omen of bad

things to come. It may be viewed as a signal of God's displeasure,

or as fate. The child often craves emblems and objects to provide
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protection froﬁ further damage. Parents in these families are often
docile and childlike, bowing to hospital personnel, and following
detailed instructions for the child's care, so as to not upset the
precarious balance of the family's fate.

The "culture-of-poverty family" is fatalistic and authoritarian
in its outlook. The parents are present-ofiented, with a strong distrust
of outsiders. Parents have clear male-female roles, and they usually
exhibit signs of very low levels of self-esteem. There is Tittle
verbal communication between parents, but one or both of the parents
may often have a volatile temper.

The "overprotective family" is ambitious and achievement-oriented.
The child is overprotected and usually feels entitled to extreme
gratification. Parents may exhibit signs of 1atenﬁ hostility toward
the child for being i11 and for causing a disruption in the life goal
toward achievement.

There are also families whose religion interferes with medical
treatment. These parents should be informed, in a gentle but firm
manner, of the child's physical and medical needs. Care should be
taken on the part of the hospital staff members to interact with these
parents without belittling or stripping away their strongly-entrenched
values and beliefs. .

The "best-adapted family" is a joy to behold within the hospital.
The parents are able to deal with the infirmed child in a mild, but
firm, manner. Their discipline measures are consistent. They are
rational, objective, evidence-oriented, self-confident, and trustful.

They thrive on new experiences. Usually the children in these families

are creative and full of energy.
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Some families which operate in one of these eight modes may have
difficulties accepting a child's hospitalization. The illness or
hospitalization may create changes within the emotional climate of
the family. The basic family constitution is likely to remain
constant, however, and it will have considerable effect on the child's
adjustment to this challenging situation.
The child will often be the first to notice, at some level, a
change of emotional climate during an illness or convalescence.
"There are few parents who do not, imperceptibly or grossly, change
their own attitude to the i11 child," writes Anna Freud. "Mood swings,
changes in the relationship to parents and siblings, loss of self-
confidence, temper tantrums often appear for the first time during
convalescence after a severe illness" (Freud 1952, 70).
The type of family from which a child comes and the degree of
change in the emotional climate within the home, both have their
~ effects on how the child will react to hospitalization. Margaret
Stacey supports this theory. She writes,
The emotional atmosphere of the home affects the
child's ability to adjust to hospitalization. This
is widely considered to be one of the main deter-
minants of child behavior....It can be expected
that a child who is in a state of emotional
equilibrium with his environment will be able
to adjust satisfactorily to the trauma of
hospitalization without showing disturbed behavior.
(Stacey 1970, 77)
Stacey adds that, at the other extreme, a child who is in a state

of anxiety or a "high degree of arousal" prior to the hospitalization,

is likely to display maladaptive behavioral changes, some of which

may be prolonged.
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Constitutional Endowment and Libidinal Demands

In addition to the child's age and the emotional climate of the
family, a third factor must be considered, that of a child's constitu-
tional endowment. A hospitalized child's age is apparent immediately
upon admission. The prevailing mood and interactions of the child's
family members can be observed shortly after admission. The factor
of a child's constitutional endowment, however, remains elusive. It
is difficult to distinguish or define. It has, nevertheless, a powerful
influence on the child's ability to adjust to the hospital experience.

Anna Freud has demonstrated how children differ from each other in
their levels of frustration tolerance and sublimation potential, in their
abilities to cope with anxiety, and in their tendencies toward using
defensive measures in the face of stress (Freud 1965b, 134-45),

In addition, Freud addresses this differentiating factor in her
discussion of "changes in libido distribution,” or "the heightened demand
of the i11 body for libidinal cathexis" (Freud 1952, 77-78). Freud
discribes two very different ways in which sick children instinctively
react to libidinal demands.

Many children who, when healthy, are in good contact

with their surroundings, full of interest in their

toys and occupations, and in the happenings of everyday
life, begin their sicknesses by withdrawing from the
environment, lying down on the floor or curling up in

a corner, listless and bored.... Anxious mothers are
terrified by this complete reversal in their child's
behavior and feel him to be in grave danger. In reality
the manifestation is not a physiological but a psychological
one and not commensurate with the severity of the illness.
It is a change in 1ibido distribution during which cathexis
is withdrawn from the object world and concentrated on the
body and its needs. Despite its frightening suggestion of

malignancy this process is a beneficial one, serving the
purpose of recovery. (Freud 1952, 77-78)
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The child who reacts in this way is viewed by adults as totally

withdrawn and undemanding. Other children experience the changes in
libido distribution in quite the opposite manner.

Unable to give their own i11 body the additional

narcissistic cathexis which it demands from them,

they claim this surplus of love and attention from

the mothers who nurse them through the illness,

i.e., they become demanding, exacting, clinging

far beyond their years. In doing so they make use

of a natural process dating back to the first year

of life, when the mother's 1ibidinal cathexis of the

infant's body is the main influence in protecting it
from harm, destruction and self-injury. (Freud 1952, 78)

Reason for Hospitalization

In addition to age, family types, and constitutional factors,
children differ from each other in their reactions to hospitalization
_ depending on the reason for their hospitalization. Thesi Bergﬁann,
who worked for twenty years with chronically i11 children, compiled
her observations (in collaboration with Anna Freud) in her 1965

publication of Children in the Hospital. Bergmann noted typical

reactions to a number of different illnesses or conditions. Two highly
contrasting reactions existed within the two conditions to be discussed
here, orthopedic patients and cardiac patients,

Bergmann observed that, with few exceptions, orthopedic patients
accepted confinement and motor restrictions in a positive manner. Her

theory for this was that orthopedic patients could deal with a tangible

condition. Orthopedic equipment is visible. There is no mystery about
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the physical ailment. A bone is broken; it has to be positioned,
perhaps in traction, for a definite length of time until it is healed.
The apparatus can be seen, examined, and observed in action. The
treatment procedure, degree of improvement, and the time needed for
recovery can usually be discussed specifically. "Somehow it seemed
as if the stark and uncompromising reality of the situation, i.e., its
very concreteness, served as reassurance and helped to keep fantasies
and unrealistic anxieties in check" (Bergmann 1965, 60).

Interestingly, Bergmann observed a common revolt during the
recovery period of orthopedic patients. When ambulation began, the
patients suddenly experienced impatience and extreme sensitivity toward
even the slightest further restriction. Treatments were viewed as
insurmountable tasks. The patients complained and were filled with
self pity. It was as if these patients had endured such hardship
that they suddenly felt entitled to freedom, and they became unwilling
" to accept further impositions.

Bergmann also noted that, in many cases, "a distinct inhibition of
verbal expression went parallel with immobilization, as if the restraint
enforced on children's 1imbs spread further and affected more highly
differentiated motor functions" (Bergmann 1965, 67).

Cardiac patients, in contrast to those with orthopedic problems,
reacted with depression and discouragement. Often their reactions seemed-:
hypochondriachal. Bergmann theorized that, for children with heart
disease, nothing external is visibly wrong. The ailment is internal and
remains mysterious. There is no easy explanation for these children.

They experience vagueness from physicians and parents. This naturally

results in increased fears and fantasies.
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In contrast to orthopedic patients who thrived on the support of
group members, those with cardiac conditions did not appear to benefit
from group situations. When one child improved, others so afflicted
became envious and asked why it was not true of them; if a relapse
occurred in another child, they expected the same fate. Bergmann
explains further,

Most of our cardiac children were compliant, sad patients,
who did not exhibit their discomforts but insisted, on
the contrary, that everything was fine with them. If

not handled very carefully, their tendency was to with-
draw from emotional contacts and to turn their interests
inward, with body and heartbeat assuming the place which
normally in a child's life is held by the important
people in the outside world. (Bergmann 1965, 69-71)

Cardiac and orthopedic conditions are only two of the many illnesses
or conditions observed in hospitalized children by Bergmann. Other
chronic conditions possess their own individual characteristics, as
observable in the afflicted child's behavior. It is helpful to under-
stand the unique characteristics of different illnesses or conditions,
and to have knowledge of the behavior trends which are usually apparent
in these conditions, in order to better understand each child's indivi-

dual reactions to the hospitalization experience. (See Bergmann 1965,

Ch. 8, "Typical Reactions to Specific IT1lnesses.")
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Experiences Commonly Faced by Hospitalized Children

Age, family disposition, constitutional endowment, and the
condition under which the child is suffering all contribute signifi-
cantly to a child's reactions to being a hospital patient, and all
that this new role entails. Belmont states,

As a result of the interplay of such factors as past
experiences, age, constitutional endowment and develop-
mental history, one child may undergo a major surgical
procedure and convalesce with minimal disruption of his
future development, whereas another may show many
disturbing sequelae to a relatively minor office
procedure. (Belmont 1970, 472)

The factors discussed in the previous section affect how the
child reacts to such experiences as being nursed by adults, as well
as to various restrictions. They affect the child's reaction to pain,
surgery, and anesthesia. They explain why some children view the
hospital experience as punishment. They also affect the child’'s

reaction to the duration of the illness or confinement. All of these

are experiences which are commonly faced by hospitalized children.

The Role of Patient

Any person, child or adult, who enters the hospital must immediately
assume a new role, that of a patient. Often the person, at the same
time, must cope with the loss of old roles. Effler and Sestak, in
their article, "The Chronically I11 Patient in a Medical Setting,"
describe how the patient is suddenly submerged into a strange and

unfamiliar world of "new faces, unfamiliar language, painful and’

noxious stimuli, and separation from loved ones" (Effler/Sestak 1979,

56-60).
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Once the person becomes a 'patient' he is met with
an entirely different set of roles, expectations
and patterns of behavior. The person must tempor-
arily regress from his station of independence, and
allow others to care for him and to meet his needs.
The patient temporarily gives up many things includ-
ing freedom of choice and mobility. This 'sick role'
is a normal and necessary adaptive process charac-
terized by a marked dependence on others, a focus
on bodily processes, an egocentricity or lack of

interest in the social world, and certain affective
symptoms. (Effler/Sestak 1979, 57)

These authors state that the patient suffers a number of losses
due to the sick role, including a loss of self-image; a feeling of
loss as the result of separation from loved-ones, and from familiar
surroundings and objects; Tloss of mobility, recreation, and re-
energizing acitivities; Tloss of privacy, loss of choices, and sometimes
loss of bodily functions, or even of body parts.

There is simultaneously a need to be subjected to stressful
stimuli in the form of examinations, medical procedures, pain, fear
of strangers and of the unknown, and of anxiety-provoking medical
equipment.

The natural consequences in adapting to losses is grief. Patients,
particularly those with chronic illness, may experience grief at
different levels of intensity. Effler and Sestak note that there may
also be different stages to the grief process, not unlike the stages
of grief noted in dying patients as described by Elisabeth Kubler-Ross
in On Death and Dying (1970).

The patient is Tikely to experience grief first by denying that
the i1lness exists, or by denying that it exists at the level which

has been communicated to the patient, or by denying that the prognosis

is as severe as it appears to be.
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This stagé might be followed by anger, and a "why me?" attitude.
Bargaining is a third stage, at which point the patient might attempt
what is termed "trade-offs." At this stage, too, the patient may feign
a less severe reaction to the illness than is actually being experienced.
Depression is likely to follow, and hopefully, acceptance will soon be
evidenced. |

As with dying patients, those grieving over their i1l state and
their numerable Tlosses, may stop at any stage along the way for a
considerable period of time. The nature of the illness and the
prognosis are likely to affect the patient's grieving process.

Both children and adults suffer losses, face stress and experience
grief. It is possible that a child's grief is felt at a more intense
level than an adult's, primarily due to the child‘; lack of ability
to incorporate the total hospital experience at a rational level.

This, of course, depends largely on the child's age, developmental
level, family support, and on the child's innate ability to cope with

life's challenges.

Being Nursed by Adults

The experience of being nursed is perceived by older children as a
potential interference with their personality development. Children
struggle in their attempts to achieve independence from the adult
world and to have control over their bodies. To suddenly have nursing
care thrust upon them by adults may be perceived as an indignity.

Some illnesses require that the patient be dressed, undressed, fed,

cleaned, bathed, turned from side to side, and helped with urination and
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defecation. The patient's nakedness is exposed to nurses and doctors of
either sex. Even an adult patient often finds that such intensive
nursing care feels as though one is "being treated like a baby."

Children, who have only recently achieved a state of autonomy in
the matters of bodily care and personal hygiene, may find this kind of
care to be intolerable. They may react to this situation with behavior
which obstructs progress and appears contrary and uncooperative. Other
children, unable to maintain a mature status of autonomy in the face of
illness, may regress into passive compliance, allowing the nursing care
to procede without resistance. Neither reaction is welcomed nor helpful,
either as an aid to physical recovery, or in the progress of mental

development (A. Freud 1952, 71; 1965a, 143).

Restrictions

Motor restriction is experienced to some degree by all sick or
injured children. It may vary from as little as confinement to house
or hospital unit, to the extreme limitations of orthopedic traction.
Anna Freud states, "In contrast to the comparative ease with which ego
skills and abilities are renounced under the impact of being 'nursed,'
children defend their freedom cf movement in the same situation to the
utmost wherever they are not defeated by the type or intensity of the
illness itself" (Freud 1952, 72).

Aggressive behavior may surface as a direct result of motor
restraint, particularly when restraint is 1ifted only partially, or

when the restraining measures have to be increased or endured for a

longer period of time than originally estimated.
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Food restrictions imposed on i1l children are of lesser importance
than restrictions on mobility. Still, these restrictions are not to be
overlooked in the whole picture of a child's reaction to illness and
hospitalization. The taking of medicines is another factor which
often presents difficulty for the already restrained, confined child.
Freud states that ana]ytita]]y there are overtones behind the child's
resistance to taking medicines of "repressed ideas of being attacked
by the mother" (Freud 1952, 74).

Freud notes the correlation between the hospitalized child's
limitations of mobility, food restrictions, and confinement, to the
common punitive restrictions used by many parents in their disciplinary
measures. Children are commonly disciplined by being sent to bed,
confined to their rooms, or deprived of favorite foods. In certain
societies, more common in the past, even enforced administrations of
laxatives was used in a punitive fashion (Freud 1952, 74). It is not
" surprising that many children come to view the entire hospitalization

experience as punishment.

Hospitalization as Punishment

The observation of children's common reactions to hospitalization
as punishment has been noted by a number of writers (Freud 1965, Geist
1965, Bergmann 1965, and others). Bergmann writes, "There is in many
children's minds, a firmly fixed belief that illnesses are self-induced,
the well-deserved punishment for all sorts of badness, disobedience,

disregard of rules, neglect of prohibitions, bodily abuse" (Bergmann

1965, 80).
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How does this viewpoint come about? Harold Geist, author of A Child

Goes to the Hospital, states, "Many youngsters interpret illness as

punishment, particularly punishment for misdeeds, if their parents
have been over-demanding. Parental admonitions merely intensify any
latent fears the child may have that his illness comes as punishment"
(Geist 1965, 13).

Geist explains further that when parents fail to take sick children
into their confidence, the result is often mistrust and insecurity. "If
this mistrust has been furthered by oft-repeated threats of hospitalization,
the stage is then set for the child's reaction to the hospital as an actual
(rather than feared) place of punishment and to the routine hospital
examination as sharp retribution for his misdemeanors" (Geist 1965, 15).

Lesser parental admonitions may also intensify a child's latent fears
of illness as punishment. Memories of such misdemeanors as going out in
the rain, walking through puddles, refusing to wear coat, hat or mittens,

" in the face of parental prohibition are all revived at some level of
consciousness. Children often hold the belief that wrongdoings, even
those accomplished secretely, or not accomplished at all but perceived
merely at a fantasy level, are all subject to punishment. Further,

these children will strongly suspect that other still undetected misdeeds
will likewise be followed by retribution, resulting in increased fears
and fantasies (Freud 1965a, 137-38).

The consequences of children's viewing hospitalization as punishment
can be severe. Geist notes that a child who interprets the hospitalization

as punishment becomes vulnerable to fearing injury within the hospital

environment, thus increasing anxiety.
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Freud also states that children do not differentiate between
severe illnesses and less severe medical conditions as consequences
to their misbehavior or "badness." The retribution of hospitalization
intensifies all of the fears which are experienced in the course of
child development. The idea of hospitalization as punishment
"...arouses intolerable pangs of conscience...." regardless of the
nature of the physical affliction (Freud 1965a, 138).

It is not Tikely that children of any age will willingly express
these fears or this commonly-held viewpoint at a conscious, verbal
level. Therefore, it is the responsibility of all hospital child care
workers to be aware of its possible existence in order to understand

the consequences in the child's behavior patterns.

Pain and Physical Discomfort

Children, like adults, differ widely in their reactions to
actual pain or discomfort, as well as to their prognostication of the
pain, and to the lingering emotional aftereffects of the pain. AIll
of the factors mentioned earlier contribute to the individual's
reaction to pain and physical discomfort.

Different ages and stages of development certainly have different
levels of tolerance to disagreeable stimuli. In general, older children
can approach the subject more intellectually or rationally than younger
ones. Even so, wide variances occur within each age group.

One young child, known to this writer, went through the entire

series of infant inoculations and finger-prick blood tests between the

ages of three months and five years, a total of eight or ten needle-pricks,
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without sheddiﬁg a single tear or uttering a whimper. These occurrences
drew amazed reactions from nurses, physicians, and laboratory workers
at more than one medical clinic.

Suddenly, at age six, the child exhibited extreme signs of anxiety
just prior to a simple blood test. His parents were bewildered and
unprepared for the abrupt onset of prognosticated fear as a stress
reaction to what had heretofore seemed inconsequential to this child.

The family's support and attitude toward the child's discomfort,
as well as the child's repeated observations of how older family members
generally react to pain, are also contributing factors to a child's
ability to tolerate pain. Certainly, the elusive factor of an indivi-
dual's constitutional endowment will contribute to the way in which
pain is perceived and experienced.

More basic than any of these factors, however, is the compilation
of an individual's total life experiences with pain from birth on.

Dr. S. A. Szurek, in his article entitled, "Comments on the Psycho-
pathology of Children with Somatic Illness," concludes that children
and adults differ in their total reactions to pain and illness. They
also differ in their reactions of anticipating pain, as well as in
their lingering reactions following the experience of pain (Szurek
1951, 844-49).

In expiaining this, Szurek emphasizes that all experiences with
respect to pain, from birth on, when the individual remains incapable
of relieving the pain, may lead the person toward further attacks of

severe tension, anxiety, and panic when faced with painful stimuli.

Anna Freud underscores. Szurek's conclusions. She explains that
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pain or discomfort, when experienced early in life, "...upsets the

delicate balance between pleasure and unpleasure, which lies at the

basis of mental development and determines the infant's positive or
negative attitude to life" (Freud 1965a, 142). The infant's ability
to resolve the initial conflict of "trust versus mistrust," as
described by Erik Erikson (1950), depends largely upon the environ-
ment's willingress to withhold, remove, or lessen the helpless

infant's exposure to pain or discomfort.
p P

Surgery and Anesthesia

Children differ in their reactions to surgery, but it seems safe
to say that most child patients, and probably the majority of adult
patients, as well, experience some level of anxiety during the
anticipatory period prior to surgery. Here again, factors of age,
family support, and constitutional endowment all have thei? bearings
on the child's feelings and reactions concerning surgery.

Young children primarily experience the anxiety of having to be
separated from mother during the surgical procedure. Older children
may experience surgery as a fear of mutilation.

Anna Freud states, "...any interference with the child's body,
whether major or minor, is likely to arouse his fantasies and fears
with regard to being attacked, mutilated, deprived of a valuable part

of his own self" (Freud 1965a, 136). Freud adds that this reaction

occurs regardless of the severity of the physical intervention.
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From an aha1ytica1 point of view, Freud is able to elaborate on

this point further,

Ever since the discovery of the castration complex
analysts have had ample opportunity in their therapeutic
work to study the impact of surgical operations on
normal and abnormal development. By now it is common
knowledge among analysts that any surgical interference
with the child's body may serve as a focal point for

the activation, reactivation, grouping and rationaliza-
tion of ideas of being attacked, overwhelmed and (or)
castrated. The surgeon's action from minor surgery to
major operations, is interpreted by the child in terms
of his level of instinct development, or in regressive
terms. What the experience means in his 1ife, therefore,
does not depend on the type or seriousness of the
operation which has actually been performed, but on the
type and depth of the fantasies aroused by it.

(Freud 1952, 74)

One part of- surgery which can be the most disturbing to children
is anesthesia. It is not uncommon for children to experience anesthesia
as a loss of control. Geist explains that there may be hidden, unexpressed

fears of what is going to be done to their bodies while they are under

anesthesia (Geist 1965, 89).

Duration of Hospitalization

Children's reactions to the duration of their illness or hospital-
ization differ widely from that of adults. Freud explains how a child's
sense of time is perceived differently at young ages than in later years.
Adults view the passage of time objectively. Young children view time

purely subjectively. Children's time measurement "is carried out not by

their ego, i.e., the sensible and rational part of their personalities,
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but by the stréngth and urgency of their wishes which turn all periods
of time into waiting times, namely, waiting for gratification of their
impulses" (Freud 1965a, 138-39).

A11 periods of illness or of physical confinement are experienced
by the child as painfully long, regardless of the objective length as
viewed by adults. Thus, a chronically i1l child's complaints may be
shared empathetically by parents and hospital staff members, whereas
complaints by a short-term i11 child are likely to be dismissed as
unreasonable (Freud 1965a, 139). In fact, however, they aré quite
reasonable from the point of view of the child whose time sense is not

yet fully developed.

In this chapter it has been shown that children differ in their
reactions to the experience of being nursed, to restrictions, to the
notion of hospitalization as punishment, as well as to pain, surgery,
anesthesia, and to the duration of illness or hospitalization.

In each of these situations the factors of age or stage of develop-
ment, the family type and family support system, and the child's constitu-
tional endowment all contribute to the child's reactions. The reason
for the child's hospitalization and whether the medical condition is
chronic or acute, short-term or long-term, are also contributing factors
in how the child reacts to the hospital experience.

It is essential that hospital child care workers have a firm grasp

on child psychology in order to function effectively with many different
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children, from different families and backgrounds, with their widely
varying reactions to common, everyday hospital procedures. Bergmann
states,

[In the child's mind], ... where the dividing line
between conscious and unconscious, reality and
fantasy, reason and affect, are less firmly
established than they will be in later life,

archaic fears and primitive anxieties from all

levels of development merge only too readily

with the real dangers and obscure the issue by
confusing corrective surgery with punishment,
operation with castration, and therapeutic procedures
and manipulations with attack. (Bergmann 1965, 44)

Bergmann observed how personality development could, in some cases
be altered or even quite devastated by impairments to the body. In
other cases, a strong ego would prevail with a positive influence over
the progression, recuperation, and final outcome of the illness. There
were also children who remained "helplessly exposed to their illnesses"
~as a result of earlier life experiences which "had deprived them of
the chance of building up healthy and effective personalities"
(Bergmann 1965, 100).

Multiple factors are involved in the psychological processes which
govern how a child reacts to various procedures and hospitalization
experiences. Anna Freud states that, for the most part, children view
their 1ife's experiences from a "subjective, irrational, emotional
approach." This is true of younger children more than of older children

who are beginning to assimilate their experience from a more mature

vantagepoint. Adults, in contrast, are accustomed to an "objective

and wholly realistic appraisal of events" (Freud 1965a, 137).
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Adults who do not comprehend this important difference are likely
to remain perplexed when they see one child react with acquiescence to
a major event, such as surgery, while another child reacts with extreme
anxiety to a non-painful treatment, such as an electrocardiogram.
Belmont provides a conclusive statement for this length discussion
of children's reactions to hospitalization:
Let us say here that when a child is subjected to
stimuli which come in such abundance and concentration
or intensity that with his own particular constitutional
endowments and personality development he cannot

assimilate, digest and master them, periods of recurrent
anxiety then follow the trauma. (Belmont 1970, 473)

Anxiety and Defense Mechanisms

"Admission to hospital must necessarily increase tension and
anxiety in children,..." writes Eva Moble (Noble 1967, 157). There are
a number of ways in which a hospitalized child can cope with anxiety.
Where anxiety is acute, or where no reasonable action for eliminating
the anxiety is apparent, or in cases where the source of the anxiety
remains at an unconscious level, the child is likely to employ defense
mechanisms as protection from the anxiety.

The chronically i11 child's defenses have been enumerated by Thesi
Bergmann during her lengthy associations with hospitalized children,
Some children experience nightmares, a sure sign of repression. Others
engage in fantasy as a way of showing denial of the source of anxiety.

Withdrawal is another signa1 that denial, or some other defense mechanism

is being employed by the child. Bergmann identifies regression as the most
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damaging defense mechanism in chronically i11 children. Children have
been known to regress to infantlike behavior, a condition which can be
harmful, both psychologically and physically (Bergmann 1965, 94).

Two more defense mechanisms, not outlined by Bergmann, but known by
this author to be witnessed repeatedly in pediatric units, are displace-
ment and intellectualization. The child who displaces feelings does so
out of fear of directing the feelings toward the original source of anxiety.
Open hostility toward hospital workers, family members, nursing procedures,
or even toward routine hospital care, is an indication of displacement.

Older children may use intellectualization in a way which is not
unfamiliar to many adults. Here, the repressed, unacceptable feelings
are replaced with abstract, intellectual analysis of the problem.

One additional defense mechanism, which will be discussed at greater
length in a later section on art therapy, is that of sublimation. This is
where the child uses socially acceptable outlets (such as art)_for re-

" channeling impulses away from forbidden outlets.

Adult understanding of children's emotional reactions to illness
and hospitalization, as explained by Freud and others, will come more
readily when the child's fears stem from "unquestionably serious situations.”
As Freud elaborates,

. so far as fantasies, anxieties, and affects are concernéd,
the piercing of a boil, the taking of a blood sample, or the
extraction of a tooth may loom as large as the actual removal
of an eye or the amputation of a limb. What needs to be under-
stood is the fact that in both instances, whether objectively

justified or not, the patient's emotions are very real and
the child is in need of help. [Emphasis added.] (Freud

1965a, 137)




CHAPTER 3: THE MEDICALLY ILL CHILD'S NEED FOR SUPPORT

"In hospital the aim is to support the child through a crisis and
to handle the experience as humanely as possible," write Harvey and
Hales-Tooke (1972, 144). These authors point out that going to a
hospital is often the first major crisis that a child experiences.

The child needs support from all of the people encountered during the
illness or hospital experience.

In this section, the following questions will be addressed:

Who are the peopie within the child's hospital environment who can
offer support? What kind of support can each of tﬁem give? Also, who
are the "information gatherers" about the infirmed child's emotional
state? What kind of information can be gathered about each child, and
how can the information be pooled to be used collectively by a unified,
interacting hospital team?

The answers fall into one or more of four categories: (1) the

family, (2) the nurse, (3) the physician, and (4) the hospital therapists.

The Familx

The family is the source of support which is generally the closest
and most readily accessible to the child. It is likely to be the source
that the child turns to initially for comfort and emotional support. If
support is received from the family and if it remains constantly-avail-
able during the hospitalization, the child may not need to turn elsewhere

for éupport.
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. Some families can offer support to a child who remains emotionally
stable throughout the duration of the hospitalization, but they become
perplexed when faced with the child's abnormal behavior, such as
hostility, withdrawal, or regression. They may lack not only an under-
standing of the psychological processes at work, but also the skills
required to help the child overcome the emotional obstacles.

The family is Tikely to be the first source to notice significant
changes in the child's attitude or behavior. Some families may
communicate these changes to the nursing staff. Others may try to hide
the facts, either by secretly threatening the child or by pretending that
the behavioral changes are insignificant, or do not exist at all. In
any event, nurses and other staff members cannot consistently rely on
families to provide complete and honest feedback of the child's

emotional condition.

The Nurse

Nurses are in constant contact with the hospitalized child. Like
the family, they may be quick to detect changes in the child's behavior,
attitudes, or reactions to daily procedures. The importance of the
nurse's role to aid and relieve a child's emotional distress has long
been recognized.

Mildred Wallace and Violet Feinauer published an article in the

American Journal of Nursing in 1948. It was entitled, "Understanding a

Sick Child's Behavior: How to recognize and relieve emotional distress

. and disturbance in the child 111 in the hospital." These authors emphasized
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the pediatric ﬁurse‘s responsibility in preventing and alleviating a
child's emotional distress as medical treatment and hospital care are
being carried out (August 1948, 518).

However, even as much as thirty years ago, the authors recognized
that nurses, no matter how well-meaning or well-equipped in understanding
developmental processes which underlie chiidren's behavior, could not
realistically do the job alone. The authors state, "With the assistance
of child care specialists to help her evaluate behavior and plan guidance,
the well-prepared nurse is able not only to prevent and alleviate emotional
distress but to make the hospital experience a vita1'1earning situation
for the child and his family" (Wallace/Feinauer 1948, 521).

The nurse is the member of the hospital team who makes frequent,
progressive, reliable notes about the child's behayior patterns. The
nurse's notes in the patient's chart not only record the child's vital
signs and provide a record of medical and nursing procedures which are
being carried out, but they provide the physician and hospital therapists
with valuable clues about the patient's emotional welfare. The nurse,
then, is likely to be the primary information-gatherer about the
patient's behavior.

In turn, the nurse utilizes the valuable information which is
recorded by the hospital therapists, in order to better understand each
patient, and to provide the kind of support each individual child requires.

It is only through this unified team effort that each professional child

care worker can perform his/her job effectively and efficiently.
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The Physician

The physician is an important figure in the Tife of a sick or
hospitalized child. In the hospital environment, the child usually
sees the physician briefly nearly every day. In the case of long-term
care, particularly in those cases where nursing care is not likely to
require daily monitoring, the physician may be seen less frequently.
The frequency of visitation and the extent of actual medical contact
by the physician, however, remain quite separate from the child's
ongoing fantasies about this person.

Most sick children are hignly invested emotionally in the physician.
Often the child views the physician as awesome, or god-like. This
reaction is not surprising when one considers that, from the child's
point of view, the physician seems capable of doing anything to, or
for, the child as a means toward furthering recovery. The physician
orders procedures, recommends diet and prescribes medication. The
physician's wishes seem to have priority over all of the other people
whom the child observes, including his or her own parents.

A child's wildest and most secret fantasies may well center around
the physician as a result of the power and control which this person
seems to hold. It is for this reason alone that the physician is not
likely to have direct access to the child's inner world of fears, fantasies,
anxieties, and dreams. Naturally, relationships between children and
their physicians vary considerably, depending on many factors. Some
children who receive regular medical care from multi-physician clinics
may not even know their physician well enough to have a significant

relationship. Others, who have had the same pediatrician since birth,
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particularly where physical care has had to be monitored carefully and
frequently as in the case of long-term illnesses, may have a very close
and supportive relationship with the physician.

In either event, however, the physician does stand in a position
of power and authority, and this cannot help but affect the child's
relationship to this important figure. Thé child's high level of
emotional investment in the doctor may leave the patient feeling
vulnerable and somewhat cautious.

In the hospital setting, the physician primarily gathers information
about the child's physical condition. In some cases, the physician may
provide information about the child's emotional state prior to hospital-
ization, if the child's family was seen previously. Nurses and hospital
therapists will find it helpful to know the kinds of distress a child
may have faced in the past, in order to continue with appropriate means
of support within the hospital environment.

In return, the physician, knowing that the child's complete
physical recovery is dependent upon a healthy emotional foundation,
watches for significant behavioral changes as recorded in the daily
nursing log. It is fortunate that today's physicians are increasing in
their awareness of the interrelationship between an individual's
emotional and physical states.

Norman Cousins, author of Anatomy of an Illness, is a former patient

who describes the recuperative effects of humor on the restoration of his

physical health. The accounting of Cousins' intense and prolonged efforts




