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Preface

The training program at the Julia Ann Singer Preschool
Psychiatric Center (JAS), an agency affiliated with the Department
of Family and Child Psychiatry, Cedars-Sinai Medical Center, Los
Angeles, California, consists of one year in this facility's
therapeutic nursery school working as an educational therapist.
I completed this training in 1971-1972. At that time I wrote a Master's
Degree Project on an approach to helping a child make the transition
from the JAS classroom to a normal one.

After working for four years in early childhood special education,
I realized that children with special needs would benefit more if
their families also received input from me. Therefore, I decided to
become a family therapist with an empahsis on seeing families who have
children with developmental, neurological or behavioral problems.
At that point in time, I submitted an application for the second year
training program at JAS. Selected first year trainees enter this program,
which consists of a weekly seminar on family therapy and therapeutic
techniques, as well as the observation of therapy sessions. In addition,
each trainee receives supervised clinical experience as a therapist for
Family Demonstration Therapy (FDT) sessions. My co-consultant in this

project is a trainee in the clinical training program with me. The

school consultation program was a part of our supervised clinical experience.



Concurrent with my participation in the JAS program, I enrolled
in a Master's Degree Program at Lindenwood 4 College. Lindenwood
requires its students to write a culminating project describing a
major aspect of the process of their learning. Because this paper
has to be "process oriented", the first person tense must be used.
This project represents a fusion of my past experience as an educator

with my recently gained knowledge of family therapy.




Overview of the Study

Background and Purpose of the Study

As a resource teacher for early childhood and special education
programs, I have not encountered a systematic approach for consulting
concerning the needs of children in these classrooms. Most school
consultation is performed in an intuitive, non-goal-orientated fashion.
An educational consultant or school psychologist periodically observes
or works with individual children. Some consultants analyze the
physical environment of the room and its effects on classroom behavior.
For example, a large open space in the center of a room encourages
children to run. By dividing the space with furniture, bookcases,
or large toys, the running ceases. These consultants do not view
the entire ﬁ]assroom as a social system. In some cases, individual
therapy is recommended for the child. This approach helps somewhat,
but major changes in the child's classroom behavior often are not
evident. The teacher's morale depends on finding ways to cope with
difficult children, especially when "discipline" does not work
(Morse, 1976).

In addition, many children are labeled incorrectly by public or
private school personnel as having behavior or learning problems. Often
times, their maladaptive behavior results from a dysfunctional class-
room environment. A consultant who helps to alleviate the classroom

difficulties effectively may provide these children with a more positive
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family system approach to school consultation.

A family systems approach is a more comprehensive method to
dealing with school-related problems in children than techniques used
in the past. It looks at the academic or behavioral needs of a child
as they are related to the entire classroom, rather than the isolated
needs of me child. With this more global approach, the identified

patient, as well as the other children in the class, benefit.




The Consultation

Initiating the Therapeutic Process

In the initial FDT session, the interview progresses through
three stages. First, the therapist develops a rapport with the
family members. He must be warm and not aloof with them. They
probably will have some anxiety and fear, so he should give the family
members confidence, help reduce their fears, and make them feel
comfortable (Satir, 1967; Speck & Attneave, 1973). Next, he assesses
how the family functions. The therapist asks each person his view of
the problem. During the session, he observes how they interact,
communicate, and respond to each other as well as to him. Through
this process, the therapist determines how the family system is
organized (i.e., authoritarian, loose structure, who is in control, etc.
Finally, he helps the family members broaden their focus of the problem
(Minuchin, 1974). In other words, he helps them see that the symptoms
of the child are not an isolated problem, but that the problem is a
broader one that arises from the structure of the family. In the second
session, the interpretive, the therapist meets just with the parents to
solidify the alliance with them and to further broaden the focus of
the problem. He tells them how he sees the problem and in what ways the
agency may be of help to them (i.e., a series of FDT sessions, enroll

the child in the JAS nursery school, etc.). The therapist is directive

17
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consultation regarding the classroom as a
whole and not concerning one specific
child. I related to her that we would

give her the tools to solve future problems.
She talked to the parents again and we were
invited to a parent-staff meeting. At that
time we began to establish some rapport

by presenting our service to them and by
eliciting their feelings, questions, and
desires. The staff members appeared to
interact well with each other, although
there was some conflict among the parents.
Ultimately, they all agreed to have us come
to the school.

In School B, the Kindergarten teacher
openly welcomed our help. She shared
her problems with us and we explained
our services to her.

Next, we observe the classroom and note how its members relate

with one another. Following the observation, we meet with the staff and
broaden the focus by helping them see that the problem may not just be
the child's behavior. Examples are given to demonstrate the ways in
which the classroom structure may contribute to the problem. We,

along with the staff, determine the treatment goals for the following
sessions. These goals should be clear and limited (Holabird, 1976).

In both schools, at the staff meetings follow-
ing the first observation, we gave the
teachers positive feedback. Then, we
encouraged them to talk about their feel-
ings of threat and ambivalence at having
us there. We gave examples of our own
anxiety when observed at JAS. In both
cases, the teachers felt threatened at
first, but their fears subsided after they
heard the positive comments from us. They
began to trust us, and their anxieties and
fears decreased.

The staff at School A appeared to get
along well with each other, and they
provided a warm, fairly appropriate
environment for the children. We felt
that our major input should be in the area



of classroom environment and age-appro-
priate expectations. At our meeting, they
talked about one "problem child", and as

we broadened the focus they began talking
about the needs of all the children. They
also talked about the problems they have
dealing with some of the parents. Together,
we established the following goals and
treatment plan: the modeling and discuss-
ing of behavior management techniques, and
the discussing of didactic information con-
cerning age norms, curriculum, language
development, and the effect of the environ-
ment on classroom behavior.

School B was an extremely chaotic class-

room. The children were hiding in closets,
playing with each other, and aimlessly

walking around the classroom. The aide

did not appear to be very helpful to

the teacher. Because of the disorder, we
decided on a single goal for the teacher,

that of being positive with the children.

When we met with the teacher (the aide was

not able to attend), we again broadened the
focus from discussing the identified patient
to discussing the needs of the Kindergarten
children in general. The mutual goals and
treatment plan were: the modeling of positive
behavior management techniques with all the
children in the classroom, and the sharing

of some didactic information, such as curriculum
ideas and age-appropriate norms.

Implementing the Intervention

When implementing the therapeutic intervention, a therapist must
have a sense of timing. For example, a confrontation early in the
therapeutic process, before there is trust and a good rapport, may
cause a family to terminate treatment. In addition, the therapist
should reveal to the family a sense of empathy so that the members
feel that he understands the problem. During this process, the

therapist should command the family members' attention as well as

delegate responsibility to them (Speck et al., 1973).
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When consulting, we always tried to
relate an understanding of the problems
the teacher was having and how difficult
the situation was for her. We were
careful not to move in or to confront too
quickly for fear of alienating the staff;
although, at times, a confrontation was
necessary. For example, School A did not
implement our suggested environmental changes,
so we asked the teachers about their

lack of movement. By confronting the
issue, we initiated dialogue that enabled
the intervention to proceed.

When modeling techniques, we had to be

careful not to become used as an extra

staff member rather than as someone to

watch and to learn from. Therefore, we
were pleased when staff members at both
schools told us that they observed, and
learned from, our interactions with the
children.

Although it was tempting to make materials,
star chars, etc., and bring them to the
teacher, we were careful to delegate

these responsibilities to the staff
members so that they could learn by

doing.

Satir states three therapeutic goals for family therapy. First,

each member of the family should learn how to communicate feelings

to each other. Messages should be clear, such as,"I get angry when ..."
Second, each member should learn to accept the individuality of each

of the other family members. As a result, decisions should be made

in terms of negotiation and not power. Third, the members should

openly acknowledge each other's differences and use them as a basis

for changing their relationship (Satir, 1971). These goals can be

achieved through the use of several techniques. An eclectic approach

allows a therapist to utilize a variety of skills as the need arises
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(Speck et al., 1973). Through the use of process comments, the
therapist is able to point out unclear communication and interaction
patterns, such as not listening or not accepting the feelings or unique
needs of another member. He may model ways to communicate and interact
with each other, including methods of dealing with a distruptive child.
The therapist may give the parents some didactic information on

child growth and development, behavior management techniques, or
chosing an appropriate school. He may use maneuvers such as changing
the seating arrangement in order to change the patterns of communica-
tion or precipitating a stressful situation in order to observe how the
family handles it. Then, he comments on the process in order to help
them perceive their interaction more realistically. He may, after
several sessions, confront and challenge the family in order to

elicit change (Minuchin, 1974). On the other hand, with a minimally
functioning family, the therapist may provide a great deal of structure
(Carkhuff & Berenson, 1967). Modeling or didactic teaching is a

useful tool with this type of a family. The therapist should utilize
the family's strengths to help them cope with their difficulties
(Rosenthal & Levine, 1971). For example, if parents play well with
their children, the therapist should comment positively. The play
situation can be used as a means to deal with disruptive behavior.

When intervening, the therapist should provide support for the existing
family structure and its subsystems, while aligning and interacting
with them in order to restructure the family system into a functional

one.
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As consultants, we do not work directly with the entire
- classroom system (the children along with the teachers); we work
- just with the teachers. Even so, the same goals are desired and
similar intervention techniques are used with the staff members,
keeping in mind that the intervention techniques must fit the
child and teacher and not vice versa. The teacher's perceptions
of the situation are part of the reality (Morse, 1976).

In both schools, we began each session
by discussing the teachers' feelings

and perceptions about her classroom that
day.

Classroom B can be compared to a minimally
functioning family. The teacher often
implied that the situation was a hope-

less one. Therefore, after talking to

the teacher and finding that to be in-
effective, we decided that the inter-
vention should be similar to that of a

low functioning family, that of providing

a great deal of structure. We began with
the basics. The teacher had set up a

check card system for the identified
patient in which a kitchen timer rang

every five minutes. He received a

positive or a negative check, depending
upon his behavior. Too much attention

was given to this child. We broadened the
focus by establishing a star chart system
for the entire classroom. Then, we modeled
a lesson, with the purpose of demonstrating
how to use the star chart and how to use
appropriate language. We wanted to show
how these techniques can affect group control
as well as to provide the teacher a way to
reframe her thinking in order to approach
classroom management in a more positive
fashion.

We were able to utilize the teacher's
strengths, which were a good theoretical
knowledge of child development and of the
importance of being positive, in order to
help her apply that knowledge to her class-
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room. Examples were demonstrated

to her so that her good theoretical
background was related to her class.
During each session, the teacher
described ways in which she utilized
our suggestions in her classroom
during the previous week.

Again, it is essential that the feelings of the children and the
staff members are communicated to each other.

In School A, we helped the staff
express their positive and negative
feelings about children in the class-
room to one another. We also encourag-
ed them to express feelings of anger,
happiness, etc., to children concern-
ing their behavior, as well as to help
the children express feelings to each
other. The children needed permission
to be angry towards a friend instead
of resorting to force.

In Classroom B, we encouraged, and gave
the teacher permission, to express nega-
tive feelings towards us. We gave
examples of our feeling badly when
observed at JAS. We thought that she

had to feel badly when we taught her
classroom without any problems stemming
from the children. She denied any negative
feelings towards us because she said that
she appreciated the help. She was able
to talk about negative feelings that she
had toward a few children. Again, we
encouraged her to help the children
express both positive and negative
feelings toward each other, as well as
toward her.

The individuality of each child must be understood, accepted,
and utilized in the growth of the classroom.

In Classroom A, we determined that the
identified patient was engaging in acting

out behavior because he was bored. He

was a bright child who needed more stimulating
activities. Therefore, activities and toys
appropriate for this child were incorpor-

ated into the classroom.




Process comments concerning communication and interaction
can be used to point out dysfunctional areas in the system.

In Classroom A, all communication with the
identified patient was neutral or negative.
Comments were made to the staff concerning
times when it would have been appropriate
to make a positive statement.

In Classroom B, comments were made to

the teacher concerning her language with
the children. It was not clear what she
expected them to do. We also pointed out
times when she singled out the identified
patient and gave him negative feedback
for a behavior that several children were
engaged in. Then, we illustrated times
when she could have "caught" a child
behaving appropriately and quickly praised
him for it.

As consultants, we may briefly participate in the classroom in
order to model ways of dealing with the children's behavior.

In School A, the system functioned fairly
well, so only when a child approached us
did we model behavioral techniques. For
example, an aggressive child asked me to
get off of a specific chair, rather than
push me off it. I praised him for talking
and not pushing. In School B, we modeled
behavioral techniques throughout the
consultation. For example, when children
sat, listened, followed directions, etc.,
we praised them for their appropriate
behavior.

Also, some didactic sessions are useful to reinforce the reasoning behind
our classroom techniques or to talk about topics such as normal
development, curriculum, etc. Room arrangement affects the behavior

of children (Kritchevsky, Prescott & Walling, 1969; Jones).

We often spend some time with the staff discussing ways in which the
classroom's physical environment contributes to the difficulties. By

joining the staff and supporting its existing system, we are able to
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actively intervene to restructure the clasroom into a more functional

unit.

In both classrooms, we discussed normal
child development, age appropriate activities,
and curriculum ideas with the staff.

In Classroom A, the main problem was the
classroom environment. The physical
structure of the room was contributing
to much of the negative behavior of the
children. It became apparent that our
suggestions would not be accepted unless
we included the staff in the process. There-
fore, as we joined the staff system, we
were able to mobilize them to change the
furniture arrangement. We supported the
teachers and their ideas. As they were
actively involved in the process, they
experienced a positive classroom change.

In Classroom B, our goal was minimal, to
help the teacher become more positive.

We were not able to work on the classroom
environment as much as we would have Tiked.
In our last meeting, we demonstrated how
some of the room arrangement was contribut-
ing to the children's poor behavior. The
teacher seemed to understand and agreed with
us. She expressed a desire to act upon our
suggestions.

When a therapist attempts to change a system, he should expect

to encounter some resistance (Haley, 1963). When the behavior of a
member of the system changes, for example, that of a teacher, it causes
change in the rest of the system (Haley, 1963). Many times, the other
members of the system prefer, often unconsciously, to keep the status
quo, so they resist change.

In School A, after the classroom physical

structure was changed, the identified

patient's behavior changed. Yet, we
observed situations in which the teachers
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"set him up" so that he would act
aggressively. Then, the teachers
became angry at the identified
patient for aggressive behavior that
was initiated by another child. We
commented on these occurrences, and
the staff agreed with our observa-
tions.

In School B, the teacher did not
verbally or behaviorally manifest
resistance. She incorporated all of
our suggestions into her classroom
routine.

As a therapist becomes included in a family system, the family
members often engage him in a power struggle of who will govern the
behavior of whom. The therapist should demonstrate that he does not
want to take over the group (Haley, 1963; Speck et al., 1973). Although
teachers, Tike families, ask for help, they often do not implement the
suggestions because of this power struggle with the consultants.

In School A, we pointed out to the staff
the ways in which the environment was affect-
ing the behavior of the children. We gave
some suggestions for change. The next
week, we observed that no changes were made.
We then tried to open up our session to
tap the resistance by asking the staff

to give us feedback concerning their
feelings about us and our consultation
service. Their comments were positive.
We asked about the Tlack of environmental
change. The director insisted that she
never heard our ideas, although the staff
remembered and seemed enthusiastic about
trying them. We realized that we had

been authoritative and not negotiative
the previous week; so we engaged the
staff in a discussion on how they could
change their classroom, eliciting ideas
from them and facilitating interaction
among them. We offered very little
advice, but just gave some direction.

We told them that we would allow them
some time to initiate the changes.and




that we would return in two weeks.

The next day we wrote the director

a letter, and sent the staff a copy,
summarizing our consultation service

and goals thus far. (See Appendix)

We verified the date of our next

meeting, We stated that at that meet-

ing we would discuss their reaction to

the changes that they made, and we would
mutually evaluate any other needs at

that time. A few days later, we called
the director to make an appointment for
her to see us in our office. We felt the
need to reclarify our goals and her role,
as well as to give her permission not to
continue with the consultation service.
She shared some of her difficulties and
frustrations about her job with us, and

we were able to be empathic and support-
ive. We asked her for feedback. She
wanted to know more about behavior manage-
ment. She felt that at the staff meeting,
our description about the environment and
its effects on behavior were not clear.

We reestablished our initial commitment
from her, and we utilized her feedback by
sending her and the staff a synopsis of our
observations and suggestions. (See Appendix)
We realized that we had to give her more
"positive strokes."

At our next observation we found that many
changes had been implemented by the staff.
No one mentioned receiving our letter.

We purposely gave the director a lot of
reinforcement and we led a discussion on how
to use behavior modification in their class-
room.

A therapist must emphasize that the changed behavior was not
because of his influence but because the system's members initiated it.
(Haley, 1963).

In the above case, the teachers were
very excited with the changes in the
classroom and how they affected the
children's behavior. We were able to
point out how their effort created these
positive results.

28
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In Classroom B, we praised the teacher

for the time she took to make a very
elaborate star chart. She then experienced
the success that helped change the behavior
of most of the children in the class.

When the therapist has enabled the members of a system to change

it, and it is functioning well, there seems to be a sense of distance
and negative attitude toward the intervention team; although feelings
of gratitude are verbalized. Nonverbal cues provide a way to judge
group reaction (Speck et al., 1973).

When setting up an appointment for our
last meeting with School A, we detected

a somewhat blase’, detached attitude.

Then, as we began to talk at the meeting,
one of the staff members physically
distanced herself from the group. When
we left the meeting, we were given many
thank you's and even a possible referral
to JAS; but there was an underlying feeling,
on our part, as well as on the part of the
staff, that the intervention was completed
and that it was time to move on.
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Results of the Study

In the original design of this study, I proposed to show
the effects of the intervention, or consultation, on the classrooms
through the use of a pre/post questionnaire (See Appendix), as well
as through the use of subjective assessments using my anecdotal
notes as a guideline. It soon became obvious to me that the
subjective assessments were going to prove of primary importance,
and that the pre/post questionnaire was going to provide little more
than confirmation of a previously conducted study.

Using the questionnaire, each teacher rated her level of
competence in each of sixteen areas, on a scale ranging from one
to six, six reflecting the highest level of competence. Because of
the small population, 4, a statistical device could not be found to
analyze the data; but the relationship between pre and post mean
scores can be demonstrated graphically. A histogram will be used
to demonstrate this relationship using the mean scores of all
of the teacher's ratings in the areas of knowledge of child develop-
ment (Bar A), behavioral techniques (Bar B),and therapeutic approaches

(Bar C). Bar D shows the total mean score of these three areas combined.




an Score

PRE POST PRE POST PRE POST PRE POST
A A B B C C D D

Visually, one can see a slight trend of positive change in the mean
scores in the predicted direction, but the change probably is not
statistically s%gnificant because of the small population.

The methodological problem of a small group population was
further complicated by the inadequacies of the questionnaire. It
appeared that too many questions were asked in order to obtain the
needed information. Teacher responses in questions relating to the
areas of child development, behavioral techniques, and therapeutic
approaches all seemed to cluster at the median interval, indicating
that the scale was not specific enough to allow differences to be found.
Therefore, when computing the mean scores for the histogram, the
data was reduced and the mean scores were grouped according to these
three areas.

Another factor considered was that of the individual personalities
involved. Some teachers stated that at the end of the consultation

service, they realized that their knowledge about children was less than
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they thought it was before the intervention began. Therefore, their
ratings decreased in some areas, even though this insight was an
important gain for these teachers. Differences in emphasis at each
school also was an important factor to consider. For example, at
School A, we dealt with the effects of the environment on behavior.

The items on the questionnairedealing with this area showed significant
amounts of change for these teachers. At School B we dealt with

the importance of a positive approach to behavior management. Likewise,
School B's teacher's questionnaire showed the greatest amount of

change in this area. Therefore, questions concerning areas not
discussed were less 1ikely to change after the intervention.

The results of last year's consultation service questionnaire
were not available to me. The consultants used the same questionnaire
and the same type of intervention, except they showed the teachers
videotapes of significant classroom interactions, which may have
affected the amount of teacher change. I did Tearn that the teacher
rating scores decreased, even though there was great improvement in
the classroom. The consultants felt, as I did, that either the
questionnaire was not valid or that the teachers Tearned how little
they knew.

Anecdotal notes, as well as verbal feedback from the teachers,
alsowereused to evaluate the consultation service. In School A, the
teachers said that they were pleased and that they saw improvement in
the children. The staff described many of the same changes that we

observed, most of which centered around the children's interactions.
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There was a difference in their play. They were more independent
and they needed less-structured activities because they were able
to utilize more of the school's toys and play cooperatively with
each other. They used more language than previously, and there
was less hitting. Therefore, the teachers did not have to super-
vise and "police" the children as much, allowing the teachers
the opportunity to interact more positively with the children.
The teachers felt that the cornmeal, water, and other texture
play worked well during the outside activity time. Most impor-
tant, the staff felt that the identified patient, as well as
several other children, were much improved. At our final meeting,
the staff still asked many questions about dealing with parents,
so we offered to meet with the parents again as a means of aiding
the staff. We continued to share our observations that many of
the activities still were at an inappropriate level for the children.
The staff was able to see how the environment affected the behavior
of the children in their class. They discussed the possibility that
when the age range of the children changes, they may need to change the
room arrangement again.

Our goals and treatment plan for School A were stated above
as "Modeling and discussing behavior management techniques and
discussing didactic information concerning age norms, curriculum,
language development, and the affect of the environment on classroom
behavior." During the consulting process, we incorporated all of
these areas into our intervention. The staff learned to become systems

experts in relation to their school, thereby having the tools to deal
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with future problems as they arise. As they learned to analyze and
work in their classroom system in a different manner, their initial
goal upon contacting JAS, that of changing the behavior of the identified
patient, was realized.

In School B, we observed the teacher praise the children more,
and she utilized the star chart that we suggested. The teacher
felt that the chart helped all of the children. In fact, the
week after we initiated it, the children ran up to us to show us
how they were doing. The teacher also stated that the identified
patient was much improved. She was able to give two examples:
1) He can sit and watch films now, and 2) He now earns "Happy Faces"
at the end of the day. She also told us that he tells the other
children the classroom rules and helps them to sit quietly. He
has been coopted into the system, so he does not say,"I don't care,"
anymore. She said that his behavior still needs improving, but she
feels better about him now. Therefore, her initial goal, that of
changing the behavior of the identified patient, was met.

In School B, our minimal goal for the teacher was that of
being positive with the children. This goal was to be realized by
"Modeling positive behavior managment techniques with all of the
children in the classroom and sharing some didactic information, such
as curriculum ideas and age-appropriate norms." Through these
techniques, the teacher learned to interact more positively with the
children, and our goal was met. Because of the degree of problems and
the Timited amount of time, the teacher did not become a "system expert"

as did the teachers in School A.




Even though our Timited goal was realized, further comment and
evaluation of the classroom is necessary for this assessment. It
was apparent that the teacher tried to copy the teaching techniques
that we modeled; but she did not seem to have the proper timing
or sensitivity. These traits are difficult, or even impossible,
to teach. We continually felt frustrated at the amount and degree
of problems in the classroom and that we could only offer a minimal
amount of help. (Our consultation terminated because the school
year ended.) If, as in brief family therapy, when working with a Tow
functioning family, the teacher felt that she needed a Tonger
intervention, it would have been appropriate to continue with the
consultation. At our last meeting, we offered the teacher a book
on room environment and we pointed out ways in which she could change
her classroom next Fall. We engaged her in a discussion of ways
to Tower temptation in the classroom, thereby decreasing the opportunity
to misbehave.

We were very aware that the teacher may have felt threatened by
the "Two against one" situation, so one of us would sit next to
her and the other opposite her in order to try to temper the physical
feeling. She always insisted that the modeling and intrusion was
agreeable to her, but we could not understand how she could not feel
threatened by our successes with the children. We were not able to
encourage her to openly discuss these possible feelings. In a brief

therapy intervention, this type of frank and open discussion may not
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be possible due to the Timited length of time of the therapeutic process.
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One other significant observation occurred. The aide, who
was cold to us at first, became much friendlier after we modeled
teaching a lesson; and, upon termination, she discussed a possible
referral with us.

Our JAS supervisor gave us guidance throughout the consultations.
He gave us some direct advice. For example, he suggested writing
the letter and meeting with the director in School A. In School B,
he helped us to limit our goals. At the conclusion of each intervention,
we discussed our findings with him.

This pilot study showed that FDT principles can be applied
successfully to school consultation. In both schools, we were able
to influence the family, or classroom system, as reflected by
the positive change indicated in the case studies. When this change
occurred, we knew that we had been included in the system (Haley, 1971).
At a later date, a more extensive study should be undertaken in an

attempt to validate these findings.
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Conclusion

The purpose of this study was to show how a systems approach
to family therapy can be applied to school consultation. I believe
that systems theory provides a viable approach to classroom inter-
vention.

In both FDT and school consultation, one can look at the
system as perpetuating the problems of the identified patient. As
the problem becomes generalized and not focused on one individual, the
identified patient, as well as all of the members of the system,are
helped. With brief family therapy, this ideal is never totally
realized (Speck & Attneave, 1971), although the members can learn
to become system experts to some degree.

When working with schools, I learned that it is essential to
obtain an understanding of how the director or teacher conceptual-
izes the consultation service. If she does not understand the
reasoning behind the system approach, problems may arise, as stated
earlier regarding School A. She may need some help in dealing with
her anxiety about the consultation. It may be necessary to spend some
time alone with her at first. For the intervention to be successful,
it is essential that she have an active and not a passive role. When
we helped the director of School A take an active role, only then did

the changes occur. If there are conflicting subgroups within the staff




system, one must work cautiously. Subgroup issues cannot be solved
in six weeks, but the director can be helped to continue what the
therapist started.

When working in a public school classroom, it is essential to
consider the classroom system as a part of a school that, in turn,
responds to the larger system of a metropolitan school district.

The teacher in School B was not the strongest member of her
classroom system, as she should be for effective leadership. 1In

an effort to support her attempts to change, we spoke to the school
principal. He was very happy to have us consult in the Kindergarten
class, but, because of his allegiance to district policy, major
changes in the classroom's structure and curriculum directives were
not possible. Therefore, when a small system is contained within a
larger one, and the members of the larger one are not interested in
changing, it affects the amount of change in its subsystem,
Likewise, if a family is not ready to look at the possibilities

of changing, its system may remain a dysfunctional one.

In long term therapy, unlike in a short-term approach, more
goals can be met and resistance can be dealt with more effectively.
With a high functioning family or school, 1ike School A, brief family
therapy is appropriate. With a low functioning family or school, like
School B, brief family therapy can feel overwhelming to the therapist
unless the goals are limited. With low functioning families or schools,
more success would be realized using a long term approach. Even in a

long-term intervention, I believe that systems theory provides an
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appropriate theoretical framework. In brief family therapy, with

a limited amount of time to deal with resistance, it is necessary

to specifically find out what the family members or staff want from
the intervention, what they do not want the therapists to interfere
with, and what they are comfortable with. Then, the therapist has

a basis for beginning the intervention. From a practical standpoint,
long-term intervention is too costly for a school to pay for, if a
fee were charged, so short-term would be essential.

As therapists, when we felt "stuck" around a school consultation,
we would stop and think of how we would handle a similar situation
in a family. Looking at the theory helped us with our approach to
each classroom. Again, I will refer to Classroom B. When we felt
overwhelmed with the degree of problems, we thought of how we would
deal with a low functioning family. Then, we were able to mobilize
the intervention.

If the family or classroom changes and the problem continues,
then input should be directed toward the identified patient (Minuchin,
1974). 1In a classroom or family setting, a developmental assessment
and/or psychological evaluation would be appropriate for the child.

If a child has a moderate problem, a highly functioning, normal
classroom can be an appropriate placement for him. Mainstreaming,

or the integration of children with special needs in a normal class-
room, is mandated by the California Master Plan for Special Education.
Therefore, a systems approach would be a useful tool for classroom
teachers, as well as resource teachers, to learn as they maintain
these children in their classrooms. It is important to determine how

the system contributes to, or helps to alleviate, the problem.
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We found that our consultation meetings became a forum for
the teachers to discuss negative feelings. As a therapist, it is
essential to move with the flow of the session, rather than follow
a pre-determined agenda. Unfortunately, some of the meetings
would have been more fruitful had we taken a 1little more control.

It did point out the need for teachers to have their feelings heard.
It is possible that if teachers are able to aire their feelings.,
then they would be more able to listen to the feelings of the
children.

Last year, other classrooms in the school became jealous of
the class receiving the consulation (Holabird, 1976). We did
not experience that phenomena this year, but it is something to
be aware of in the future.

This experience provided a good fusion between my past know-
ledge of special education and my current studies in family therapy.
I was able to use my expertise in the areas of child development and
special education when consulting; yet, I approached the consultation
process from a different frame of reference. I utilized my recently
gained knowledge of family theory and therapeutic techniques as
I intervened in each classroom. For example, I no Tonger enter a
classroom and unilaterally give advice. Rather, I attempt to guide
the teacher so that she will learn to observe, analyze, and change
her own classroom system. I now make process comments as a part of

the intervention, as well as explore feelings with the teachers. It



| ijs tempting for me to take the responsibility for classroom changes,
pbut I have learned that the impact is greater if I patiently support

the teacher as she engages in the change.
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TEACHER SELF-EVALUATICH

Hare of School

"Job Title

Mame of Teacher

Date

jease circle the nurber representing where you think you are, as a teacher, in
ecard to each item. "1" renresents least preparation cor skill, "6" hichest de-
ree of skill or knecwledae.

Heeds traininag Very competent in
in this area, this area, knowledae-
lacks knowledce, - able, cocrpetent,
lacks ability, skilled
unskilled
;fowledge of normal
emotional development .
of children 1 2 3 4 5 6
Knowledoe of normal
motor development .
of children 1 2 3 4 5 6
Knowledae of coonitive
developrent of children 1 2 3 B 5 6
|Kno:1edae of normal
|lanouare developrent
Lof children 1 2 S 4 5 6
5Know1edge of ace
appropriate behavioral
. expectations 1 2 3 4 5 6
Knowledae of effects
| of classrcom enviren-
| ment on tehavior 1 2 3 P 5 6
Sensitivity to and
knowledce of children's
corrmunications and needs 1 2 3 4 5 6
Ease with children 1 2 3 4 5 6
Flexibility 1 2 3 4 5 €
AbiTity to set limits
Efpropriately 1 2 3 4 5 6




ACHCR STi -TYALUATION

mowledoe of
fherapcutic Anoroaches:

small aroup techniaues
Jehavior management

hiand1ing Child with
special leeds:

pcting out
ﬁiithdrawn
| Dependent

JLearning disabled

ieeds Training
in this area

1

1

(RS T - R 1S I A

2
2

w W W W

S T R~ Y

Very comnetent

in this area

5
5

(& 2 TR & 2 BN & B 4 4 ]

a O O O

PAGE 2
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gply to:
20x 49750
3s Angeles, California 90048

Dial Number:

Dear L= s

We're writing to summarize our consultation service at your center thus
far and to re-affirm our goals for future contact.

At our initial meeting with the staff, we stated our intention to observe
your program and meet with staff for discussion. During the meeting, we
described our approach. This included discussion and modeling of behavior
managyement techniques and didactic information such as age norms, curricuilum,
environment, and language. In addition, we discussed the ways in which

room arrangement and activities affect behavior in-young children.

As we agreed at our last meeting, we will meet again on Tuesday, March 29

at 6:00 p.m. At that time we will discuss your reactions to the suggested
changes and mutually evaluate your needs. Then, we will complete our present-
ation of curriculum suggestions and behavioral management techniques.

If you differ with the above plan or have any additional areas of concern,
( please contact us at 855-3618 by Friday, March 25.

5 Sincerely,
Marillyn Lebow

Susan Richman
Julia Ann Singer Preschool Center
Family and Child Psychiatry

SR:ss

8700 SEVE“'-‘?'W_- SVARD -« LOS ANGELES - CALIFORNIA 90048 - TELEPHONE: (213) 855-5000
_&__" = -
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SYNOPSIS OF OBSERVATIONS AND SUGGESTIONS

Basic Premise - classroom environment affects behavior. (Refer
to ‘Planning Environment for Young Children
by Kritchevsky & Prescott)

a. Approach at child's eye level.

b. Setting gives cues about expected behavior - i.e. area filled
with pillows ans stuffed animals invites quiet play; wide
open space requires more teacher guidance and restriction.

c. Arrange space with developmental levels in mind, i.e. between
18-23 mo. solitary or onlooker play predominates. Between
24-42 mo. parallel play predominates - at approximately 36
months dramatic play begins..

Remember! these are just approximations. Each child develops

at a different rate. (refer to The First Five Years of Life
Gessell, et. al.).

Activities in the environment

A. Should be arranged to allow children to play independently
so the teacher may meet individual needs.

1. Inside

a. Infant area - blanket on floor, squeeze toys, rattles,
stuffed animals, soft mobiles, "busy boxes," bar or
surface for pulling up, mirror, etc.

b. Quiet area - large pillows, soft toys, etc.

c. Toddler play area or areas - large beads, nesting cans,
blocks, plastic jars with screw tops, tactile materials,
shakers, big hats, shoes, purses, etc.

2. Outside

a. Sandbox - sifters, old kitchen utensils, short handled
work shovels, containers, etc. (water if possible).

b. Water play - pourers, beaters, squeeze and squirt
bottles, etc. - when possible - soap suds, bubble
blowers, long plastic tubing to blow bubbles.

c. Activity tables - (1 rotating, 1 permanent) and other
outdoor activities. Finger painting, beads, water painting,
pouring dry substances, dropping things in cans, push-pull
activities, big, light balls, building objects - i.e. blanke-
boards, tires, boxes, etc. Things to load in and out of
wagons, etc., pulley, equipment for playhouse, punching or
rag bags, rope for climbing slide.

Note: These are just a few possibilities. We know that you can think
Of many more that will work for you. Have fun!




Bowen, M.
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