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PARTICIPANTS and REGISTRANTS

ALFASI, Goldie, Ph.D. / John D. Siffert New York

ALLISON, Particia K. Adelphia, MD
Mental Health Study Center, NIMH

ALS, Heidelise, Ph.D. Boston
CDU, Children's Hospital Med. Ctr.

AMUNDSTAD, Harald Bergen, Norway

ANDERS, Thomas, M.D. / Mrs. Thomas Anders

Maudsley Hospital, London & Dept. of Psychiatry, Stanford Univ., CA

ANDERSON, Maxine K., M.D. Seattle, WA
ANDERSON, Richard, M.D. Middleton, WI
ANGOFF, Kristine Boston
New England Medical Center Hospital
ANTHONY, E. James, M.D. / Frances Anthony St. Louis, MO
Prof., Child Psychiatry, Washington Univ., St. Louis
APPELL, Genevieve Paris
APPREY, Maurice London
BAILEY, Veira, M;D. London
BEALE, Dr. E.
BEEBE, Beatrice, Ph.D. New York
Yeshiva University, New York
BENNETT, Stephen. L., M.D. / Claire / William / James New York
BEREZOVSKY-CHEMES, Raquel, M.D. Buenos Aires, Argentina
BERGMAN, Anni / Virginia Kahn New York
BERMAN, Raquel, Ph.D. Mexico City
BLASHKI, Susan Australia

BLINDER, Barton J., M.D. / Roberta / Madaline/ Donald Murray Corona Del Mar, CA

Dept. of Psychiatry & Human Behavior, Univ. of California, Irvine

BOBBITT, Francis S., M.D. / BOBBITT, Ruth, Ph.D. Seattle, WA
BOGELS, Mrs. G. F. Holland
BONAMINIO, Vincenzo, M.D. Rome, Italy

Instituto di Neuropsichiatria Infantile, Univ. of Rome

BRANCA, Paul A., M.D. / Sarah Grant Branca Wynnewood, PA
Dept. of Pediatrics, Jefferson Medical College, Philadelphia



FIRST WORLD CONGRESS ON INFANT PSYCHIATRY Cascais, Portugal March 30-April 3, 1980

BRANDS, J.W.J. Holland

BRAZELTON, T. Berry, M.D. / Christina Brazelton Cambridge, MA
Chief, Child Development Unit, Children's Hospital Medical Center, Boston

BRODY, Sylvia, Ph.D. New York
Visiting Prof. of Psychology, New York University

BROUSSARD, Elsie R., M.D. / Lloyd Cooper, M.D. / Jude Anne Cassidy Pittsburgh, PA
University of Pittsburgh Graduate School of Public Health

BRUGGEMAN, Mrs. Groningen, Holland

BRUNER, Jerome, Ph.D. Cambridge, MA
Visiting Scholar at Harvard Univ. & Visiting Professor at MIT

BUELTE, Arnhilt T. / Horst Buelte / BUELTE, Antje E. Locust Valley, NY
Child Development Research, Sands Point, NY

BURNS, Padraic, M.D. / Ikuko K. Burms Brookline, MA

BUXBAUM, Edith Schmidl, Ph.D. /Franz Kirschmer, M.D./Heidi Kirschner, M.D. Seattle,WA
The Northwest Clinic of Psychiatry and Psychoanalysis

CALL, Justin D., M.D. / Barbara Call / Deborah Call Orange, CA
Prof., Child Psychiatry, Dept. of Psychiatry & Human Behavior, Univ. of CA, Irvine
CATH, Claire, M.Ed. / CATH, Stanley, M.D. Arlington, VA
New England Medical Center Hospital :
CATH, Phyllis, M.D. San Francisco, CA
CECIL, Henry, M.D. / CROWTHER, Patricia, M.D. Narberth, PA
Children's Hospital, Philadelphia, PA
CHENG, Muk-Noon, M.D. Sussex, England
COHEN, Theodore B., M.D. / Barbara Cohen Narberth, PA
Dept. of Psychiatry, Jefferson Medical College, Philadelphia, PA
CRAMER, Bertrand, M.D. / Barbara Cramer Geneva, Switzerland
CULLEN, John, M.D. / CONNOLLY, John A., C.P. Dublin, Ireland

The Irish Foundation for Human Development -

DAVID, Myriam, M.D. Paris, France
De ASTIS, Giuliana Rome, Italy

Dept. of Child Psychotherapy, Institute of Child Neuropsychiatry, Univ. of Recme
de GROUW-MIKKELS, W.P. Holland

de RAEYMAECKER, Dirk Rotterdam, Holland
Sophia Children's Hospital, Rotterdam

DESTOMBES, Dr. Collette Lille, France
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DIENSKE, H. Holland
DIJKHUIS-GERRITSMA, H. Baarn, Holland
D'ORAZIO, Anna Philadelphia, PA
The Developmental Center for Autistic Children, Philadelphia, PA
DORELEYERS, Th. Delft, Holland
DOWLING, Jerry J., M.D. Wawatosa, WI
DUNNING-KLAUWERS, M.J.W., M.D. Amsterdam, Holland
EICHORN, Dorothy H., Ph.D. / Herman Eichorn Napa, CA
Executive Director, Society for Research in Child Development
EIST, Harold I., M.D. / EIST, Ann M., S.W. Bethesda, MD
ELLIS, Eric H., M.D. / Megan Ellis Winnipeg, Canada
ELMHIRST, Phillipa England
Associate of Dr. Martha Welch, New York
EMDE, Robert, M.D. / Joyce Emde Denver, CA
Prof. of Psychiatry, Univ. of Colorado Medical Center, Denver
ERIKSON, Prof. Erik H. Tiburon, CA
Psychoanalyst, Author, Teacher
EYER, Dr. M.J. / Mrs. D. Eyer Rotterdam, Holland
FALENDER, Carola A., Ph.D. Northridge, CA
San Fernando Valley Child Guidance Clinic, Northridge, CA
FEDER, Dr. Luis Mexico City
Psychoanalytic Society of Mexico
FERNANDEZ, Rafael Velasco, M.D. Mexico
FIESE, Barbara H. Philadelphia, PA
The Developmental Center for Autistic Children, Philadelphia
FINEMAN, JoAnn B., M.D. / Fineman, Abraham, M.D./ Rebecca Fineman Weston, MA
FINNEGAN, Dr. Loretta / Martin / Maureen / Michael / Matthew Bala Cynwyd, PA
Dept. of Pediatrics, Jefferson Medical College, Philadelphia, PA
FISHMAN, Myron, M.S.W. Seattle, WA
FORNEY, Richard Los Angeles, CA (Univ. of Calif., Irvine, Audio-Visual
Consultant)
FRAIBERG, Prof. Selma H. / Prof. Louis Fraiberg San Francisco, CA

Dept. of Psychiatry, San Francisco General Hospital, Univ. of Calif. Medical
School, Prof. of Child Psychoanalysis; Director, Parent Infant Program

FRANK, Elaine, M.S.W. Philadelphia, PA
Early Child Development Project, Medical College of Penmsylvania



FREEDMAN, Abraham, M.D. / RIGG, L. Isobel, M.D. Philadelphia, PA

FRIAS, Angelica, M.D. / Sherry M. WILSON Houston, TX
Director, Houston Infant Psychiatry Clinic
FRIED, Judith Beverly Hills, CA
GADDINI, Renata, M.D. Rome, Italy
Professor, University of Rome; Child Psychoanalyst
GALENSON, Eleanor, M.D. / Leonard A. WEINROTH, M.D. New York
Prof. of Psychiatry, Mt. Sinai School of Medicine, New York
GATES, Gayle L. Philadelphia, PA
The Developmental Center for Autistic Children
GAUTHIER, Yvon, M.D. Montreal, Canada
Dept. of Psychiatry, Ste-Justine Hopital, Montreal
GERRITZEN, Hans M., M.D. Maarn, Holland
GIANNOTI, Adriano, M.D. Rome, Italy

Head, Dept. of Child Psychotherapy, Institute of Child Neuropsychiatry,
Univ. of Rome
GISLASON, I. Lee Orange, CA )
Dept. of Psychiatry and Human Behavior, Univ. of Calif., Irvine
GLAUBER, Helen M. White Plains, NY
GLOPPESTAD, Kari  Oslo, Norway
GOBIN, Dr. A. Holland

GOODE, Marged Clayton, Australia
Faculty of Education, Monash Univ., Clayton, Victoria, Australia

GOODMAN, Soll, M.D. / KOPPEL, Hilde, M.D. White Plains, NY
GORDON, Kenneth H., Jr., M.D. / Janet Gordon Radnor, PA Child Psychoanalyst
and Sculptor
GORSKI, Peter A., M.D. San Francisco, CA
Director of Developmental and Behavioral Pediatrics, Mt. Zion Hospital,
San Francisco
GOSNOLD, Jane Hathcock Atlanta, GA
GROHOLT, Berit Norway
GROVA, Mrs. Bjorg Bergen, Norway

GRUHN, Adolph, M.S.W. / Harriet Gruhn Seattle, WA

HADLEY, June L., M.D. Chicago, IL

HAGEMEYER, H.M. / Mrs. J. Th. Hagemeyer Holland
HALSEN, Arnt W. / Nina Halsen Norway

HANJE, A. Rotterdam, Holland
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HARRIS, Irving B. / Joan Harris Chicago, IL F.W.C.I.P. Benefactor

HARRIS, Miriam, M.A. / Dr. Eugene Harris Beverly Hills, CA
Child Development and Psychotherapy Training Program, Los Angeles, CA

HEDVALL-CAHN, A.H. Holland
HERZOG, James M., M.D. / Eleanor W. Herzog Newton, MA
Director, Clinic for the Development of Young Children and Parents, Children
Hospital Medical Center, Boston
HEYERDAHL, Sonja Norway
HORN, Alfred West Germany
HOUBEN, Leonie H.M. Groningen, Holland
ﬁOUDE, Dr. Laurent / Francois Houde Quebec, Canada
HOUZEL, Didier Brest, France

HUDSON, Heber S., M.D. / Janet Hudson Albuquerque, NM

IERODIAKONOU, C.S., M.D. Greece
Prof., Dept. of Psychiatry, Univ. of Thessaloniki, Greece

INGLEBY, David Cambridge, England
Medical Psychology Unit, Univ. of Cambridge

ISENSTADT, Lester California

JACOBSEN, Gerd Norway
Barne- 0g Ungdomspsykiatrisk Poliklinikk, Asgard Sykehus, Norway
JONES, J. William, M.D. Dallas, TX
JONGE, Gide Holland
KALISH, Beth, Ph.D. Los Angeles, CA
KANTHER, Manfred, M.D. Moorestown, NJ
KAPLAN, Eugene H., M.D. Great Neck, NY
KARASIC, Jerome, M.D. / Betty Karasic Beverly Hills, CA

Asst. Prof., Child Psychiatry, Univ. of Southern Calif., Los Angeles, CA

KENNELL, John H., M.D. / Margaret L. Kennell Cleveland, OH
Rainbow Babies & Children's Hospital, Cleveland, OH

KENTIE, Dr. J.E. / GERRITSE, J.J. Voorburg, Holland
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KERNBERG, Paulina F., M.D. / KERNBERG, Otto, M.D. / Adine Kernberg Scarsdale, NY

New York Univ.-Cornell Medical Center, NY
KIEVIT-BOOMSA, G.C. Holland
KIPP, Hilde West Germany
KIRSCHNER, Gordon, M.D. / KIRSCHNER, Catherine Washington, DC
KNAUER-LANDRY, Dora C. Geneva, Switzerland
KOFKIN, Murray I., M.D. New York
KORF, van der VEEN, A. Holland
KORNER, Anneliese F., Ph.D. Stanford, CA

Dept. of Psychiatry, Stanford Univ. School of Medicine, Stanford, CA
KOSTIANOVSKY, Jorge E., M.D. / KOSTIANOVSKY, Mary, M.D. Moorestown, NJ
KRAMER, Douglas A., M.D. Atlanta, GA

KREISLER, Leon, MD Paris, France

KUSHLEIKA, Jean Cleveland, OH
KUYTEN, Barbara Nymegen, Holland
LADEE-LEVY, J.V. Holland
LARROQUE, Carol M., M.D. / Andre A. Larroque Sacaton, AZ
Associate of Dr. Samaraweera at the New England Medical Center Hospital
LEBOVICI, Prof. Serge / LEBOVICI, Dr. Ruth Paris, France
Professeur, Departement de Psychopathologie, Universite Paris-Nord
LEDERMAN, Ruth Irene San Diego, CA
San Diego Regional Center for the Developmentally Disabled
LEOPOLD, M.A. / Mrs. W.E. Leopold-van Braan Amsterdam, Holland
LERNER, Marianne / Kurt Lerner Sweden

LEVINSON, Gerald, M.D. / LEVINSON, Nadine, D.D.S. / Samantha/Jordan/Cori White
Laguna Beach, CA

LEW, Dr. Frances / Thomas Lew Melbourne, Australia

LICHTENBERG, Joseph D., M.D. / LICHTENBERG, Charlotte, M.L.A. Bethesda, MA
Psychoanalyst

LIEF, Nina, M.D. Wilton, CT

LILLESKOV, Roy K., M.D. / Annette Lilleskov New York

Child Psychoanalyst

MAGRAN, Leonardo, M.D. / MAGRAN, Betty, M.A. Melrose Park, PA
Chairman, Dept. of Child Development and Child Psychiatry, Albert Einstein
Medical Center, Philadelphia, PA
MANZANO, Juan Geneva, Switzerland
Service de Guidance Infantile, Geneva

MARATOS, Olga, Ph.D. Greece
Babies' Center "Metera'", Athens, Greece
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MARGOLIN, Sydney, M.D. / HITCHMAN-MARGOLIN, Margaret, M.D. Englewood, CO
University of Colorado, Denver, CO

MARTELL, Barbaro Stockholm, Sweden

MARTTIN, M.A. Groningen, Holland

MASSIE, Henry N., M.D. Berkeley, CA
Asst. Prof., Depts. of Psychiatry and of Pediatrics, Univ. of Calif., San Francisco

MATHIESSEN, Bjorg Oslo, Norway
McCARTHY, Jane, A.C.S.W. Seattle, WA

McDEVITT, John B., M.D. / McDEVITT, Valerie Lanyi, M.D. New York
Colleague of Dr. Margaret S. Mahler, Child Psychoanalyst, Researcher

McDONNELL, Laura New York

MEYERS, Donald, M.D. / MEYERS, Helen, M.D. New York
Columbia University, New York

MIGCHELSEN, C.H. Groningen, Holland

MILLET, Q. Leonor Rosario, Argentina

MILLICAN, Frances K., M.D. Bethesda, MD

MILLIGAN, Donald G., M.D. Dallas, TX

MILROD, David, M.D. / Frances Milrod / Barbara Milrod New York

MINDE, Klaus, M.D. / Nina Minde Toronto, Canada
Director, Psychiatric Research, The Hospital for Sick Children, Toronto

MONTAGNER, Hubert, M.D. France
Laboratoire de Psychophysiologie, Universite de Franche-Comte, Besarncon, France

MOODY, Madge L., Ph.D. Chicago, IL

MOSS, Nancy Oslo, Norway

MOYLAN, Fergus, M.D. Boston, MA
New England Medical Center Hospital
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NORDENG, Halvor Oslo, Norway
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ORNSTEIN, Anna, M.D. Cincinnati, OH
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OUTEIRAL, Jose Ottoni, M.D. Porto Alegre, Brasil
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Head, Division of Child Development; Prof. of Pediatrics, Univ. of Calif., L.A.
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PAVENSTEDT, Eleanor, M.D. Chambesy, Switzerland
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PHILLIPS, Cyril, M.D. Tallahassee, FL
PIENE, Fifi Oslo, Norway
PINE, Fred, Ph.D. / Sandra Pine New York
Prof., Albert Einstein College of Medicine, Bronx, NY
PLASCHKES, Lilo, S.W. New York
POTAMANIOU, Anna, Ph.D. Athens, Greece

University of Athens, Greece

PROVENCE, Sally, M.D. New Haven, CT
Yale Univ. Child Study Center, New Haven, CT
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RASCOVSKY, Arnaldo Buenos Aires, Argentina
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Director, Infant-Toddler Observation & Clinical Treatment Nursery, State Univ.
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Infant Psychiatry Research and Education Foundation
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Former Editor, Journal of the American Academy of Child Psychiatry

RINGLER, Norma M., Ph.D. Shaker Heights, OH
Rainbow Babies & Children's Hospital, Cleveland, OH

ROIPHE, Herman, M.D. / Anne Roiphe New York
Assoc. Prof. of Psychiatry, Mt. Sinai School of Medicine

ROMANO, Sara Beatriz Rosario, Argentina
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ROSENBLATT, Allan D., M.D. / ROSENBLATT, Renee La Jolla, CA
ROSENBLATT, Deborah London
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Behavior Therapy Unit, Eastern Pennsylvania Psychiatric Institute, Philadelphia

ROSETT, Henry L., M.D. / Atholie Rosett West Newton, MA
Assoc. Prof. of Psychiatry, Boston Univ. School of Medicine
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Family Studies & Consumer Sciences, San Diego State Univ., San Diego, CA;
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ROY, Dr. Joy B. New York
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RUTTENBERG, Bertram A., M.D. / Helene Ruttenberg Merion, PA
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SCHAFFER, Carole, M.D. New York

SCHEY, John, M.D. / HAZEN, Ruth, M.D. Boston, MA
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SCHUTZ, Dr. S. / SCHUTZ, Susan E. Australia
SELJESTED, Ingegerd Norway
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Sophia Children's Hospital, Rotterdam .
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SRABSTEIN, Dr. Jorge Silver Spring, MD
Child & Adolescent Psychiatry, Walter Reed Medical Center, Washington, DC

STACK, Jack M., M.D. / Carol Stack / Martin Alma, MI
Editor, Infant Mental Health Journal

STAIKOFF, Jeffrey Philadelphia, PA
The Developmental Center for Autsistic Children, Philadelphia, PA

STAPLES, Herman D., M.D. / Mary D. Staples Wallingford, PA
Dept. of Mental Health Sciences, Hahnemann Medical College, Philadelphia, PA

STERN, Daniel N., M.D. / Mrs. Daniel Stern New York
Assoc. Prof. of Psychiatry, Cornell Univ. Medical Center, New York

STOTZ, June E., M.D. Philadelphia, PA
STULL, Eric C., M.D. Stillwater, MN

SULLIVAN, Valerie L., R.N. Milton, MA
New England Medical Center Hospital, Bostonm, MA
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TEUNS, Sjef Amsterdam, Holland
Streekziekenhuis Gooi-Nord

TETZCHNER, Stephen V. Oslo, Norway

TIBERJ, Dr. Jean Pierre / Madame Martine Tiberj Saintes, France
TORGENSEN, Svenn 0slo, Norway

TORRADO da SILVA, Maria Geneva, Switzerland
Service de Guidance Infantile, Geneva

TREFFERS, Philip D.A., M.D. Holland
Dept. of Child Psychiatry, Univ. of Amsterdam, Holland

TROUT, Michael David / CHAPMAN, Bette Alma, MI
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ULEMAN, M. Rotterdam, Holland
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van AMERONGEN, Suzanne T., M.D. Cambridge, MA

van DAM, Heiman, M.D. / Barbara van Dam Los Angeles, CA
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van den AKKER, L.P.M. Haren, Holland
van ENGELAND, Herman, M.D. Montfoont, Holland

Dept. of Child Psychiatry, State University of Utrecht, Holland
van LAAKE-THERNISSEN, M.I.L.L. Holland
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van STRIEN, D.C. Amsterdam, Holland
VEENIS, R.J. Amsterdam, Holland
VENNER, Britt Oslo, Norway
VEREYCKEN, Mrs. DeBilt, Holland
VOYAT, Gilbert Geneva, Switzerland

Prof. of Psychology, The City College of the City Univ. of New York; and
Visitng Scholar with Prof. Piaget, Univ. of Geneva

WARE, Lucile M., M.D. Topeka, KS

Children's Division, The Menninger Foundation, Topeka, KS
WEBER, Suse, M.D. Freiburg, West Germany

Universitats-Kinderklinik, Freiburg, Germany
WEIL-HALPERN, Francoise Paris, France

Institut National de la Sante et de la Recherche Medicale, Paris
WEINMANN, Catherine London
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WESTMAN, Jack, M.D. / Nancy Westman Madison, WI
WHITTEN, William W., M.D. / WHITTEN, Nancy F. Rye, NY
WINN, Harold, M.D. / Grace Winn / James Margate, NJ
WRIGHT, Lance S., M.D. / Barbara Wright Philadelphia, PA
WYSOCKI, Dr. Boleslaw / WYSOCKI, Dr. Aydin Cambridge, MA
ZEPS, Aivars A., M.D. / Mara Zeps Milwaukee, WI
ZETHELIUS-LINDAHL, Dr. Eva Sweden
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MARTIA ALICE ALVES Leiria

MARIA DE SAO JOSE PICCIOCHI ALVES Lisboa
TERESA DE JESUS ALVES Beja

LUIS MANUEL BOTELHO BARBOSA  Sacavem
GERTRUDES ESTEFANIA CALHAU RIM BALONE Matosinhos
JOSE ANTONIO GUERREIRO BARATA  Estoril
ANTONIO JOSE FELICIANO BARBOSA  Lisboa
ARMINDA NAMORA BARROS Lisboa

MARIA FERNANDA BARROS Lisboa

MARTA MANUELA RIBEIRO BASSO Coimbra

MARIA LUISA AFONSO BEATO Lisboa

MARIA ISOLINA PINTO BORGES Porto

MARIA MANEULA GUIMARAES BRAVO Vila Nova de Gaia
MARIA MANUEL TAVARES SANTOS BRAZETTE Lisboa
ANA MARIA BARROS ALVES CAETANO Lisboa
MARIA ALICE ATUNES GAMEIRO CARDOSO Parede
LAURA DOMINGOS SOUSA FRADE CARVALHO Sesimbra
JOSE LUIS CASTANHEIRA Arruda dos Vinhos
MARIA DE S.LUIS FONSECE E CASTRO Espinho
MARIA DA PIEDADE PINTO CORREIA Lisboa

JOSE CARLOS CORDEIRO Lisboa

MARIA JOSE GONCALVES CORDEIRO Lisboa

ISABEL MARIA GOUVEIA FERNANDES CORTES  Almada
MARIA DE LURDES FERREIRA TOME COSME Lisboa
MARIA JOSE MENERES CUDELL Porto

VASCO CABRAL DE SA  Lisboa

DORA STAACK BETHENCOURT DA SILVA Lisboa
HELENA NASCIMENTO DA SILVA  Amadora

RAMIRO MANUEL ELIAS DA SILVA Dafundo

MARIA MANUELA DE MENDONCA  Coimbra

MARIA CAROLINA TITO DE MORAIS Lisbea
FILOMENA DE FATIMA DINIS DE OLIVEIRA Lisboa
LURDES DA FONSECA DIAS Lisboa

JOAO SEABRA DINIZ Lisboa

LEONIDIA MARIA VARELA DOS REIS Costa da Caparica
JOSEZINHA CORREIA DOS SANTOS Lisboa

MARTA ANABELA TRINDADE MELO EGIDIO Lisboa
AURORA TAVARES FARINHA Lisboa

MARIA DA GRACA MOTA BARAHONA FERNAN Lisboa
ALBERTO RIBEIRO FERNANDES Porto

ANTONIO ALFREDO DE SA LEUSCHNER FERNANDES Porto
LUIS M. FACO SIMOES FERREIRA Lisboa

MARIA DE LURDES LOPES FERREIRA Vila Nova de Gaia
MARIA IVONE ROSA J.G. FERREIRA Lisboa
MARIA DA LUZ RODRIGUES FORCA  Lisboa
MARGARIDA FORNELOS Lisboa

TERESA MARIA M.C.A. LINO GASPAR Lisboa
CAMILA GESTA  Porto

ANTONIO QUINHONES LEVY GOMES Lisboa

MANUEL LARANJEIRA GOMES  Porto

OSCAR FELIPE COELHO NEVES GONCALVES Porto
ROSA MARIA GOUVEIA Lisboa

MARIA TERESA DA MATA ALMEIDA GRACA  Porto
MARIA RITA MENDES LEAL Lisboa

MARIA DE LURDES LEVY Lisboa

MARGARIDA MARIA FERNANDES REIS LIMA  Porto
MARTIA DE FATIMA DA COSTA LIMA Lisboa
CELESTE MALPIQUE Porto

FERNANDA MARIA CARVALHO MARTINS Porto
MARIA JOSE PINTO BORGES MARTINS Porto

ROSA MARIA CORREIA MARTINS Lisboa

MARIA TERESA NUNES MARQUES Amadora

LUISA AMELI GUIMARAES E MELO Alges

MANUEL DE SA MENDES Braga

NUNO PEREIRA SILVA MIGUEL Lisboa

DOMINGOS ALFREDO ALVES NETO Lisboa

GRACIETE DE JESUS DIAS NETO Lisboa

MARIA GRACA NETO Porto

MARIA C. SANTOS NEVES Queluz

JOSE MACHADO NUNES lisboa

MARIA DO CEU DA COSTS PARDAL Porto

JOAO GOMES PEDRO Lisboa

HELENA MARIA MOUTINHO PEDROSO Estoril

MARTA MARGARIDA PEDROSA Carvalhos

BEATRIZ PENA Coimbra

ISABEL MARGARIDA DAS NEVES PEREIRA Lisboa
DAVID PAYNE PEREIRA Lisboa

ISABEL NATALIE ROMAO MOURA PERES Lisboa
CLARA MARIA GONCALVES PIMENTAL Ermesinde



LUIS MANUEL DOWENS PRATS Lisboa

MARIA ISABEL SOUSA BRAGA QUERIOZ Lisboa
MARIA TERESA FRANCO OLIVEIRA REDOL Lisboa
CLESTE FONSECA MATOS RIBEIRO Porto

JAO SALVADO RIBEIRO Lisboa

MARIA TERESA DA CONCEICAO LOPES RIBEIRO Porto
MEA DA GRACE GONCLAVES ROBALO Beja

ESTELA CORDEIRO RODRIGUES Porto

MARIA LUISA MACHADO RODRIGUES Coimbra
EMILIA CERQUEIRA SANCHES Lisboa

MARIA PAULA RONCON SANTOS Carcavelos

JOSE AUGUSTO GRIJO SANTOS Lisboa

MARIA DE LURDES DE CARVALHO SANTOS Coimbra
MARIA AMALIA CARVALHO SILVA SASPORTES Lisboa
TULIA DE JESUS FERNANDES LOPES SILVA  Custoias
MARTIA FERNANDA ELIAS SILVA  Dafundo

MARIA EMILIA SILVESTRE Lisboa

FERNANDA DA SILVA FLORES E SOUSA  Porte
ANTONIO TORRADO Coimbra

FERNANDA VALLE Lisboa

ANTONIO JOSE SANTOS BRANCO VASCO Lisboa
ANA BELA GOMES CARDOSA VASCO  Lisboa

MARTA LUISA BRANCE VICENTE ESTORIL

TERESA NUNES VICENTE COIMBRA

MARIA JOSE VIDIGAL Lisboa

RUI MANUEL XAVIER VIERA Lisboa

JOSE LUIS PAIS RIBEIROC Porto

ORLANDO FIALHO Lisboa

CARLOS SILVA BRANCO Lisboa

PEDRO FERRO DE SILVO MENESES Sacavem
ALBERTO JOSE RODRIGUES QUEIRO Coimbra

ALDA MARIA DE BRITO DUARTE Coimbra

MARIA TERESA PEREIRA GONSALVES FAGULHA  Lisboa
MARIA FILOMENA MESQUITA ANDRADE Lisboa
MARIA EDUARDA PEDROSA FRANCO Ingreja Nova
MARCO ANTONIO DA SILVA PIRES PAULINO Oeiras
JOAO DOS SANTOS Lisboa

MARTA ANTONIA BORGES LAVINHA  Lisboa

MARTA ANTONIA CARDOSA FRASQUINHO Linda-a-Velha
MANUEL JOAQUIM GUERREIRO Linda-a-Velha
MARIA ETELVINA DE OLIVEIRA BRITO Lisboa
MARTA MARGARIDA TAVERES DE OLIVEIRA  Lisboa
MARIA FERNANDA GONSALVES ALEXANDRE Lisboa
NUNO DUQUE NUNES DE LACERDA  Loures

MARIA DA CONCEICAO REIS SARDINHA Lisboa
AMELIA MARIA LERIAS DUARTE Lisboa

MARIA ISABEL ALVES DA CRUZ Oeiras

JOSE MANUEL ARRAIS PEDRCSO FLORES Lisboa
MARIA ISABEL CRUCHINHO BRITO Lisboa

MANUEL LUIS DE CARVALHO LUIS Linda-a-Velha
TERESA LEAL Lisboa

JOSETE MARIA CARDOSO  Evora

IDALINA DE SOUSA MORAIS PEREIRA Lisboa
MARIA DE FATIMA RIBEIRO SEQUEIRA  Coimbra
MARIA ELISA CELESTE JORGE Lisboa

CAMILA MA UELA SILVEIRA DA COSTA  Parede
ADILIA RAMOS CABRAL Lisboa

MERCES SOARES SILVA  Lisboa

MARIA AUGUSTA HORTA -Lisboa

MAGDA BARRETO Rio de Mouro

MARIA TERESA SERRA Lisboa

MARIA DO LIVRAMENTO KEATING Coimbra

MARIA DO CARMO SILVA RAMOS MONTEIRC Lisboa
MARIA RAES PIRES DE LIMA Peredo

TERESA ANDRADE FERREIRA  Lisboa

JOSE LUIS PAIS RIBEIRO Porto

MARIA ANTONIETA ALMEIDA MARCOS LOPES Portela da Sacavem
RICARDO MANUEL BRAS DA SILVA MARTINS Oeiras
MARGARIDA FRAZO Lisboa

ANTONIO QUINTAS Lisboa

MARIA GALAMBA DE OLIVEIRA  Lisboa

FRANCISCO DE VILHENA E SILVA  Lisboa

MARIA DA GRACA BARBOSA DE CARVALHO Lisboa
MARIA VITALIA MORAIS ROQUE Sacavem

JULIA VON ZELLER DE SERPA PIMENTAL Lisboa
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FIRST WORLD CONGRESS ON INFANT PSYCHIATRY

HOTEL ESTORIL SOL
CASCAIS, PORTUGAL ' MARCH 30 - APRIL 3, 1880

PROGRAM CHANGES

(Please read carefully)

Thursday, April, 3

Afternoon 2:00 PM - 5:00 M

PAPERS I : : Banguet Room North
' ' (Portuguese translation

Dr. Bertrand Cramer, Chairman
1. Dr. James Herzoj

2. Deborah Rosgenblatt -

3. Dr. Klaus Minde

4. Dr., José Cordairo

PAPERS II ' Banguet Room Soutl:

Pifl Piene, Chairman

1. Dr. Solyom's Paper will be read
by Dr. Jack Stack

2. Dr. Carcl Falender

3. Dr. Lucile Ware

4. Dr. John Sonna

5. Dr. Raguel Berman

DISCUSSION GROUP I Breakfast Room
{R floor)

Dr. Eleanor Pavenstedt, Leader
(as in Program Bock)

DISCUSSION GROUP III A Penthouse Cascais &
(2:00 to 3:30 BM) {(16th floor;

PREVENTIVE INTERVENTION
Dr. Elsie Broussard, Leader

DISCUSSION GROUP III B Penthouse Cascais &
(3:30 to 5:00 PM) (l6th floor)

FIIM (N "RAPPROCHEMENT AND RAPPROCHEMENT CRISIS"
Dr. John McDevitt



DISCUSSION GROUP IV Penthouse Belavista

(i6 th ficor)
MOVEMENT PROFILE
Mrs. Arnhilt Buelts
SECTION ON FOLLOW-~UP moved to Penthouse Cascais B

(16 th floox)

'Dr. Scol Nichtern, Chairman
(As in Program Book)

CONTINUATION OF WEDNESDAY'S Bridge Room (R flocor)
DISCUSSION GROUP ON PSYCHO~
SOMATIC DISTURBANCES IN INFANCY

(EBnglish speaking, npt#amshmﬁnn)

Dr. Anna Potamianou, Co~leader
Dr. Sydney Margolin, Co~-leader

Paperxs by: :

Drs. Cullan and Connolly

Dr. J. M. Ramos de Almeida

Dr. Suse Veber

Dr. Barton Blindexr "Eating Disoxders in Infancy®

Dr. Nathan Szanjberg "Visual maturation and Part-
~Cbject Development in the
First 6 Months of Life"

CLOSIﬂG BANQUET AND ENTERNAINMENT

-553;;5 P.M. ' ' ' | Dining Room
» (R floor)

Iickets (for those who do not have them) may be purchased at
Boszltality Desk. SOEAY he-p ok
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THE EXPLORING SELF...EMERGES

Barbara Harris Fiese
Research Associate

Anna R. D'Orazio
Research Assistant

Bertram A. Ruttenberg, M.D.
Director

DEVELOPMENTAIL CENTER FOR AUTISTIC CHILDREN
Philadelphia, Pennsylvania

lst World Conference on Infant Psychiatry
Estroil, Portugal



The Exploring Self...Emerges - A preliminary report on observational
assessment of normal and seriously emotionally disturbed children:

implications for early detection of abnormal development.

"I just don't know what to do with her anymore. It takes us
two hours to walk around the block. She has to stop and get
into everything along the way".

Mother of 15 month infant

" This excerpt from a conversation with a mother of one of our babies
typifies the 15 month old infant. The drive to explore and interact
with the social environment surges between 15 and 18 months. Of course
this is not new information. Twenty-five years ago the Gesell studies
described the 15 month period as the dash and fling age...getting into
everything (Ilg and Ames, 1955). However, what we set out to determine
was how the infant's motivational behavior develops in the eight areas
mentioned previously. We are not focusing so much on the skills the
infant acquires in the first two years of life, although they certainly
enter into the picture. Rather we are interested in how the infant ma-
tures from a physiologically activated and regulated organism to a devel-
oping exploring self with a strong motivation to interact with the social
environment. ‘

This report will discuss our preliminary findings on a group of
normal infants aged 3 - 24 months of age. In addition, we will compare
the BRIAAC ratings of our normal infants with those of 16 seriously emo-
tionally disturbed atypical children who appear to lack the motivation
necessary to interact with the social environment. We will also briefly

discuss our preliminaty findings with high risk infants.

PROCEDURE: The normal population: The BRIAAC ratings obtained on the
infant population were all conducted in their homes. Each mother, father,
or primary caretaker and child are observed for approximately an hour and

a half. The observation period is usually scheduled close to lunch time

This research is supported in part by the Pennsylvania Department of Health,
Bureau of Professional Health Services, contract #633107
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in order to insure an opportunity to observe the childs Social Responsive-
ness behaviors. Outside of this we do not require special scheduling and
are able to obtain the information we need through the infant's regular
schedule. The observer remains non-intrusive during the observation per-
iod but will interact naturally if approached by the infant. Our population
has been drawn from personal friends and mothers and infants recruited at
an inner city well-baby clinic.

' In order to insure a somewhat homogeneous population of normal chil-
dren, background information is obtained. The prenatal care, delivery and
postnatal care records are used to obtain scores on the Obstetrics Compli-
cations Scale (Littman, 1974), and Postnatal Complications Scale (Littman,
1974) , as outlined by Parmelee (Parmelee et al, 1976). 1In addition, each
mother is asked to complete a confidential questionnaire that includes
education of mother, SES, and perinatal enviionmental stress. In addition
a temperament questionnaire is completed by the mother to determine whether
she perceives her infant as difficult, or easy to take care of. Each of
these four areas receive a quantative score and are summed for a cumulative
risk score. Those infants included in our normal population are relatively
free of prenatal or postnatal complications and have not had disruption in
their home life since birth. In general they are perceived as relatively
easy to take care of. (A more detailed description of these factors will

be discussed in a later publication concerning at-risk population).

PRELIMINARY FINDINGS: Paired ratings were conducted on the first infants

observed in each age group. The Spearman rank coefficients ranged from
.88 to .995 indicating an acceptable level of inter-rater reliability,
insuring comparibility of ratings across observers. See Table 1 for

correlations.

l INSERT TABLE 1 ABOUT HEREJ



TABLE 1

INTER-RATER RELIABILITY

SCALE SPEARMAN RANK CORRELATIONS

Relationship to an adult ‘ «91
Communication .96
Drive for Mastery .93
Vocalization and Expressive Spreech .95
Sound and Speech Reception .97
Social Responsiveness .88
Body Movement « 93
Psychobiological Development .98

Total Score (all 8 scales) .995
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A total of 49 BRIAAC observations on normal infants are included in
this preliminary report.
Each infant is seen once at either 3,6,9,12,15,18,21, or 24 months—'t

one week. The distribution of the populatidn is outlined in Table 2.

INSERT TABLE 2 ABOUT HERE

In our observations, relationship to an adult was observed with the
primary caretaker, which in most cases was the mother. The child responds
to the mother as early as 3 months old. The infant begins with sporadic
eye’contact which becomes more regular as the months progress. ) »

At nine months, the infant begins to initiate contact by crawling to
his/her mother and by twelve months the child selectively searches for her.
The second year of life sees the child developing an active relationship
with his/her mother. At 15 and 18 months the child directs vocalizations
to the adult and seeks attention from her. Separation anxiety may also
be apparent. By 21 months, the child begins teasing the adult and by 24
months enjoys being teased by the adult in return. By 24 months the child
is beginning to be regularly responsive to the adult's requests, but may
still maintain the relationship on his/her own terms.

In the first six months of life the infant's communications consist of
smiling, crying and an increase in exertion level. This communication is
not clearly directed to anyone until around 9 months when the infant subtly
directs his communications to people around him. At 12 months, the child
still subtly looks and glances for communications, but simple and limited
behaviors such as pointing to or reaching for desired objects are appearing.
This continues into the second year, with the development of the concept of
the needful self. By the 18th month, the child gives evidence of knowing
what he/she wants and whom to get it from. More varied patterns of communi-
cation emerge with the development of speech. For example, the child will
indicate when he/she wants to be left alone or wants attention. At 24 months

the quality of mutuality appears.



TABLE 2

DISTRIBUTION OF INFANTS OBSERVED

AGE ( 1 week) MALE FEMALE TOTAL

3 months
6 months
9 months
12 months
15 months
18 months
21 months
24 months

O S N N N
N O WN S U
Ulid U1 9 O 0 O ®

N
oo
N
=
>
O

TOTALS
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The earliest forms of co-ordinated manual manipulation of objects
which are rated include stereotypic banging, shaking, mouthing and biting
of objects and tactile exploratory behaviors at 6 to 9 months. The child
begins picking up objects and toys on his own by 12 months with the onset
of walking which continues through the second year. A fragile attention
span continues through to 24 months, but the child progressively develops
more varied ways of exploring objects and continues to show initiative by
'searching for new toys, or new ways of playing with familiar objects.

The earliest vocalizations are in the form of cooing, gurgling, crying,
and babbling pre-vowel sounds. Vowel/consonant combinations begin at 6
months develop%ng into musical babbling by 9 to 12 months. Ihdividual dif-
ferences are more apparent in the second year. Generally, jargoning, i.e.
pre-speech sounds, begin at 12 months, increasing until single word phrases
appear‘at 15 months. As the child develops 2 and 3 word phrases by 21 months
and simple sentences by 24 months, jargoning may still appear, but in
decreaéing quantity.

The child shows reflexive and inconsistent reactions to sounds in their
environment in the early months of life. They seem aware of sound, but in
general seem to ignore them. 'An interest in sound toys develops by 9 months
and the infant will also localize or turn his head towards sounds and voices.
By 12 months the infant will search out the source of sound, such as walking
over to a ringing phone and enjoys making his own sounds. In the second
year, words are becoming meaningful to the child, with the child understand-
ingvprohibitions. By 18 months, the child can follow commands when they
are accompanied by gestures and at 21 months, the need to cue commands with
gestures is decreasing. By 24 months, the child understands commands out
of context with individual words having specific meanings for the child. ;

In social responsiveness, the first year shows the child being depen-
dent on his/her parent for his basic needs. A response to the social sit-
uvation of feeding begins at 6 months with the child grabbing the spoon, and,
by 9 months many children can hold their own bottle. The child still needs
monitoring in the second year, but, motivation to perform social skills,
such as feeding themselves, continues to grow. By 21 months, the child
has an awareness of the feeding routine and may begin to test the limits

of the social situation. By 24 months, the child has a desire to function
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autonomously and may enjoy opposing the social requirements placed on him/
her.

The 3 month old infant's body movements are seen as simple, repetitive
movements having the same rhythm and spatial pattern, such as waving his/
her arms back and forth. By 6 months, the child will consistently follow
movements in the environment. At 9 months, the infant's movements appear
‘more quick and jerky as they begin to pull themselves up. Echocorpiﬁk such
as waving "bye-bye" may pe seen. By 12 months the child shows an awareness
of the environmental space as he/she begins to walk and will change his/her
facial expressions with consistent visual following. The child at 15 months
can use his her body movements to tease and is beginning to have an awareness
of kinesphere, i.e. the space directly around his body, which is established
by 18 months. Beginning signs of deferred imitation is also apparent by 18
months. At 21 months, the child is consistently aware of their spatial en-
vironment and will show a body change when a stranger enters the room. At
24 months, the child has a variey of movements, but there is still an ab-
sence of integrated flow to the movements. The child may now be able to
incorporate fantasy into action.

Psychobiologically, the first year of life is characterized by the
proprioceptive/kinesthetic stimulation thru repetitive movements, gutteral,
non-speech vocalizations and perseverative grasping and oral stimulation,
mouthing, biting and babbling. However, by 9 and 12 months, the infant be-
gins to modulate these drive behaviors into personality trait equivalents.

The child begins to integrate proprioceptive/kinesthetic, tactile and
oral stimulation into the social environment in the forms of enjoying being
swung, tickled, and being tossed in the air, and showing curiosity and an
optimistic attitude about his/her environment. The driven global behaviors
decrease throughout the second year of life with the traits becoming more
established. By 18 months, the child enjoys rocking horses and throwing a
ball to satisfy his proprioceptive/kinesthetic drives and becomes more de-
manding of attention which is an integral part of the oral traits. Alsd,
at 18 months, anal drive behaviors appear in the form of temper tantrums
and destructive movements such as smashing toys. Though tantrums are still
present at 24 months, anal traits are developing in the form of being selec-

tively stubborn and possessive of toys. Please see the developmental charts

lEchocorpia is the mechanical mirroring of an action than can not be
spontaneously repeated at a later time.



for a summary of these behaviors.

In general when we look at the behaviors described in the first two
years we are observing the awakening of the infant to the social environment.
During the first year of life, the infant becomes more aware of the social
environment through physical contact with caretakers, develops a growing
attention to auditory stimulation, manipulation of objects and the integra-
tion of psychobiologically driven behaviors into social interaction. Dur-
ing the second year, the child becomes less dependent on others actions
and is actively involved in exploring his world through locomotion, vocali-
zation, paying attention to social routines, communicating needs in a more
refined manner and developing initiative in response to objects. The in-
fants growing autonomy allows him to activate, interact, learn and some-
times even control those around him. The infant progresses from an organ-
ism that is originally driven by internal thsiological needs to an increas-
ingly independent, autonomous individual adapting to the social environment.
What happens , however, when these needs are not met, development lags from
the onset, or the child does not take a development surge around 9 and/or
15 months? To explore this question we compared the BRIAAC ratings of our
infants with those of 16 seriously emotionally disturbed children clinically
diagnosed as autistic and atypical. These children fit within the classifi-
cation of (Infantile) Psychosis of Early onset which is characterized by
prior to 2 - 3 years with disturbances in social relationship and affective
control, failure to communicate, delayed or abnormal language development,
and sensori-motor imbalances. . | :

These children ranged in age from four years to seven years eleven
months with a mean age of 5 years 7 months. Thirteen males and three females
are included in the analysis. There was no significant difference between
those atypical children age 4 -5 years 9 months and those 6 years - 7 years
11 months. Therefore their scores were combined for further analysis.

X Relationship score for both groups was equal.

Communication F = .857 Social Responsiveness F=1.17
Mastery F = .032 Body Movement F = ,..027
"Vocalization F = .242 Psychobiological F = .742
Sound & Speech

Reception F = .021 TOTAL SCORE F = .829

F.95(1,14) = 4.60



=
An analysis of variance was computed in all 8 areas and the total

score comparing all ages and the atypical population. The F values exceeded

the .01 level of significance. See Table 3.
ffNSERT TABLE 3 ABOUT HERE’

In order to determine at what age levels there was a significant

difference, a Newman-Keuls analysis of differences between pairs of means

was computed (Winer, 1962). See Table 4 for these results. -
g LENSERT TABLE 4 ABOUT HERES

Our preliminary results indicate two general classes of deviancies in
the autistic/ atypical population as compared to normal infants.

The first area includes the autistic/atypical childs apparent plateau
of motivational development roughly equivalent to that of the 12 - 15 month
0ld normal infant. As will be demonstrated, the average scores of the
autistic/atypical children are statistically comparable to the 12 - 15 month
0ld normal infant.
' The second class of behaviors to prove discernable are those behaviors
exhibited by the autistic/atypical child which do not have normal development
equivalencies even when compared to 3 month old infants.

Let us first examine the 12 - 15 month motivational plateau attained by
the autistic/atypical population.

In the area of relationship to an adult the 18, 21, and 24 month old
infants scored significantly higher than the autistic/atypical children.
You will recall that at 18 months the normal infant consistently searches
out his/her mother and develops a give and take relationship in play. The
selective searching out behaviors of the normal 18 month old are significantly
absent in our autistic/atypical population. If a relationship does develop,
it does not develop beyond the level of the 12 month old which is chaféé%er—

ized by the emergence of these searching behaviors but not yet fully esta-



TABLE 3

lwANOVAfSUMMARY:.

RELATIONSHIP TO ADULT

SS (treatment) 2866,87

SS (error) 1825.53
COMMUNICATION

SS (treatment) 6104.29

SS (error) 5305.77
DRIVE FOR MASTERY

SS (treatment) 6718.26

SS (treatment) 1617.45

. VOCALIZATTION AND EXPRESSIVE SPEECH

SS (treatment)
SS (exror).

4772.9
8642.28

SOUND AND SPEECH RECEPTION

SS (treatment) 4772.9
SS(error) 1253.96
SOCTAL RESPONSIVENESS
SS(treatment) 5222.34
SS (exrror) 52201
BODY MOVEMENT :
SS (treatment) 12781.44
SS (error) ©2263,17

PSYCHOBIOLOGICAL DEVELOPMENT

SS (treatment) 15715.95

SS (error) 4801.1
TOTAL SCORE

SS (treatment) 30426.2

SS(error) 52064.6

af

56

af

56

af

48

af

56

af

56

daf

55

daf

56

af

56

af

47

M.S,
358.36
32.59

F.99(8.56)
M.S.
763.04
94.75

F.99(8.56)
M.S.

9589.775
33.70

F.99(7.48)

M,S.
1516.49
154.33

r.99(8.56)

M.S.
596.61
22.39
F.99(8.56)
M.S.
652.79
95.04

F.99(8.55)

M.S,.
:1597.68
40.41

F.99(8.56)

M.S,
1964.49
85.73

F.99(8.56)

M.S.
43465.89
1107.75

P.99€7.47)

39.23

2,98




TABLE 4 NEWMAN-KEULS ANALYSIS
TESTS ON DIFFERENCES BETWEEN ALL PAIRS OF MEANS

RELATTIONSHIP TO AN ADULT

GROUP 3 MO. 6 MO, Atypical 9 MO, 15 MO, 12 MO. 18 MO, 21 MO, 24 MO.
3 mos. 9.92% 17.89% 18.25% 19,55%
6 mos. 16.23*% 16,33% 17.63%
Atypicals ‘ 16,1 ¥ 16,2 ¥ 17.5 #
9 mos. 13.77% 13.87% 15.17%
15 mos. 11.66%
critical value 9.78 10,44 10.69 10.92
Q .95(r,56) | '
"~ X Scores  “Standard Deviations
3 mos. 50.25 .66
6 mos. 52.16 .805
Atypical £2.3 7.14
9 mos. 54.63 3.57
15 mos. 58.14 3.337
12 mos. 60.17 5.222
18 mos. 68.4 1.2
21 mos. 68.5 2.69
2L mos. 69.8 3.187

¥ The cells with astericks indicate that the corresponding differences.between the means are
statistically significant at the .05 level '



COMMUNICATION (Table 4 continued)

GROUP 3MO. 6MO. 9 M, 12 M. Atypleal 15 MO. 18 MO. 21 MO. 24 MO.

.3 mos. ' 16.76% 25,02% 28,12%  31,02%
6 mos. P e 21.4 % 24,5 % 274 ¥
9 mos. ' | ' 19.37%  22.27%
- 12 mos. : _ 19.07%*
critical value 16.72  17.84  18.28  18.68
Q .95(r,56)

X Scores Standard Deviations

3 mos. 24.375 1.218
6 mos. 28. 2.516
9 mos. 33.125 2.027
12 mos. 36.33 L,307
Atypical 39.56 4.636
15 mos. 41.14 7.989
18 mos. 4o, 4 1.74

21 mos. 5.25 8.077

24 mos. 55.4 6.28



GROUP 6 MO.

6 mos.
9 mos.
12 mos.
Atypical
15 mos.

critical values

Q .95(r,48)

7.88%

6.90 8.28 9.11

X Scores:

MASTERY
9 MO. 12 MO. Atypical 15M0, 18 MO. 21 MO,
16,33% 19,87% ol 5% 31.8% 3%
8.L5% 11.99% 16.62%  23,02% 2L, 10%
15 47% 15.67%
11.93% 12,13%
9.72 10.16 10.52

Standard Deviations
6 mos. 23 6.298
9 mos. 30.875 6.45
12 mos. 39.33 5.02
Atypical 42.87 6.08
15 mos. 47.5 5795
18 mos. 54,8 3.54
21 mos. 55. 70
24 mos. 59.6 4,36

24 M0,
36.6%
28.72%
20,27%

16.73%
12,1 #

10.84

(Table 4 continued>



GROUP

3 mos.
6 mos.
9 mos.

12 mos.

3 MO.

_VOCALIZATION

6 M0O. 9 MO, 12 MO, Atypical
25.68%
20.65%

critical values 20.4
Q .95(r,56)

15 M.
29.73%
2U,7 %
22,36%

2l.3

18 Mo.
32.47%
27. 4y
21.5 #

. 22.74

© X Seores  Standard Deviations

TR
6 mos. 23.16
9 mos. 25.5

12 mos. 36.67
Atypical 43,81
15 mos. 47,86
18 mos. 50.6

21 mos. 61.25

24 mos. 58.

2.89
2.6

3.91
8.98

1076

Deie
10.93
16.63
20.46

21 MO.

39.87%
34.84%

325 *

23.3

Ciable 4 continued> "

24 Mo.
I3,12%
38.09%
35.75%
2L ,58%

23.8



SOUND AND SPEECH RECEPTION

GROUP 3M0. 6MO. 9 MO. 12 MO. Atypical 15 MO.

3 mos. 8.66% 15.5°% 17.83%:
6 mos. 6.84% 9,17¥
9 mos.

12 mos.

Atypical

15 mos.

critical values 5.51 6.61 T7.27
Q .95(r,56)

18.94%  20.14%
10.28%  11.48%

7.76 8.11

18 MO.
288
19.34%
12,57#
10.17%
9.06%

8.65

Standard Deviations

X Scores

3 mos. 37

6 mos. 45.66

9 mos. - 52.5
12 mos. 54,83
Atypical 55.94
15 mos. 57.14
18 mos. 65.6

21 mos. 65.

24 mos. 66.2

4,24
4.o7
1.8

27
5.33
2.03
4.96
4.85
7.11

21 MO.
28.6 %
19.94%
13.1 *¥
10.77%

9.66%

8.L6¥*

8.86

(Table 4 continue@) -

24 Mo.
29.2 ¥
20.5u%
13.7 ¥
11.37%
10.26%
9.06%

9.05






GROUP 3M0. 6 MO. 9 MO.

3 mos.
6 mos.
9 mos.
12 mos.
15 mos.
Atypical

9.5 %

critical values 8.9

Q .95(r,56)

3 mos.
6 mos.
9 mos.
12 mos.
15 mos.
Atypical
18 mos.
21 mos.
2l mos.

BODY MOVEMENT
12 MO. 15 MO.
19.33%  24,93%
17.03% 22.63%
9,83 * 15.43%
9.79 10.44
X Scores

Atypical

28, 25%
25.95%
18.75%

10.91

18 MO.
37.7 ¥
35.4 ¥
28.2 #
18.37%
12.77%

11.65

Standard Deviations

23.5
25.83
33
42.83
48.43
51.75
61.2
62

67

46
.22
.36
24
.25
.23
U9
.06
.65

21 MO.
38.5 ¥
36.2 ¥
29 #
19.17%
15.57%

11.93

@able 4 continued)

24 MO.
43.5 *
41.2 #
3" *
2L, 17#
18.57%
15.25%

12.19
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PSYCHOBIOLOGICAL

GROUP 3M0. 6M. 9MO... 12MO. 15 MO. Atypical 18 MO. 21 MO. 24 MO,

3 mos. 14,12% 21.5 ¥ 30.12%  36.44% 38.78%  43,87% 50.67% 51.37%
6 mos. 16 % 22,32% 24,66%  29.75%  36.55%  37.25%
9 mos. 17.28% 22,37%# 29,17% 29.87%
12 mos. 20.55% 21,25%
critical values 10.82 12.99 14.29 15.24 15.93 16.99 17.41 17.79
Q .95(r,56)
|
X Scores Standard Deviations

3 mos. 13.13 1.05

6 mos. 27.25 10.77

9 mos. 34.63 4,88

12 mos. 43.25 8.95

15 mos. 49.57 10.39

Atypical 51.91 9.71

18 mos. 57 8.20

21 mos. 64.5 11.37

24 mos. 63.8 7.82
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TOTAL. SCORES

GROUP 6 MO. 9 M. 12 MO. Atypical 15 MO. 18 MO. 21 MO. 24 MO.

6 mos. 46.17% 105.52%  130.51% 137.84% 209.28% 233.67% 2L8.02%
9 mos. 59.35% 84.34%  91.67% 163.11% 187.5 * 201.85%
12 mos. 103.76% 128.15% 142.5 *
Atypical 78.77% 103.16% 117.51%
15 mos. 71.44%  95,83% 110.18%
critical values  39.30 47.29 52.12 55,143 58.05 60.26  62.05

Q .95(r,47)

X Scores Standard Deviations

218.58 19.63

294,75 18.52 |
354.1 25.16 |
379.09 29.64 J
386.42 35.91 |
1572 21.63 j
482,25 49.35 i

496.6 L4, 65




blished.
In the area of communication, the mean score of the atypical child fall

between the 12 and 15 month old infants. This period is characterized by
mostly subtle signs of communication such as glancing and hovering. Only
rarely did the autistic/atypical population exhibit signs of the more varied
approach of the 24 month olds which involves mutuality and typically the use
of words to communicate desires.

In the area of mastery, the autistic/atypical children scored signifi-
cantly higher than the 6 and 9 month olds. However, the 18, 21 and 24 month
olds scored significantly higher than the atypical population. It is during
this period that the normal infant develops true initiative with physical
objects. The autistic/atypical population on the other hand remains at the
stage that is typified by brief attention span and primarily responds to
objects that are easily accessible.

In the area of vocalization, the autistic/atypical population's mean
score was between that of the 12 and 15 month old. These vocalizations show
a wide range of utterances including gutteral sounds, babbling, echolalia,
jargon and single word utterances.

In the area of Sound and Speech Reception, the autistic/atypical popu-
lation's scores were most similar to those of the 12 and 15 month olds with’
the 18, 21 and 24 month olds scoring significantly higher. It is during this
period that the infant localizes and repeats sounds and begins to understand
specific words in familiar context or with the aid of gestures. The autistic
atypical child however, is functioning at the level of the 12 - 15 month
old which is characterized by the understanding od conditioned prohibitions
and the beginning indication that words are meaningful but does not always
know the specific meaning of individual words.

In the area of Social Responsiveness, the autistic/atypical childs scores
fall in the range between the 12 and 15 month old infant. This period is
characterized by the infant expecting to be cared for and the need for mon-
itoring in attempts to comply with social demands.

In the area of Body Movement, the autistic/atypical childrens scores
fall between those of the 15 and 18 month old infant with the 24 month old
infants scoring significantly higher. The movement behaviors of the 15 month,

18 month and an autistic/atypical child can be described as showing a-Véfiety



of movements which are mostly quick and jerky. The atypcial children did }
not show movement behaviors typical of the 24 month olds which includes ‘
conscious deferred imitation and the ability to incorporate fantasy into |
action.

The autistic/atypical childs psychobiological development resembles that
of the 12 - 15 month old. This is a period characterized by the infantile

sensory and oral stages. Typical behaviors during this period include so-

|

|

cially integrated games involving the whole body such as tickling games and ]

oral mouthing of objects and an attitude of optimistic expectation. |
In comparing the total scores (summing the scores in all 8 scales),

the autistic/atypical population was statistically comparable to the 12 and ‘

15 month olds with the 18, 21, and 24 month olds scoring significantly higher.

Implications for the atypical childs inability to consolidate different areas

of functioning will be discussed later.

In general, the autistic/atypical population failed to exhibit behaviors
beyond those typical of the 12 - 15 month old infants. This is an important I
transition period for normal infants. The following developmental milestones |
are attained by the end of this period:

1) The infant can now walk and explore areas of the world that were ‘
previously inaccessible.

2) The infant is beginning to develop a mutual relationsip with his/her
‘prlmary caretaker which culminates at 21 - 24 months when the child
is able to leave the caretaker without separation anxiety.

3) The infant develops a wider repertoire of communicating his desires,
thus facilitating his ability to express his/her own demands without |
being dependent on the interpretation of the caretaker.

4) He/she is beginning to understand the significance of language both
productively and receptively, thus expanding the contexts in which
she/he can interact. :

5) He/she develops a variety of ways of dealing with objects thus devel-
oping a drive to master the world around him.

6) He/she is able to follow social routines and develops a desire to
function on his/her own.

7) Finally, the phys1olog1cal urges that directed his/her behavior
previously expressing itself in the bodily zones are now becoming
1ncorporated into his/her character and an individual personallty
is formed.
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It is this critical period of motivational development that the
autistic/atypical child fails to attain.

In addition to the similarities between the 12 - 15 month infants and
the autistic/atypical children, there are some significant behaviors and
patterns that occur in the autistic/atypical population but not the normal
population.

Because of the nature of the weighted scores in BRIAAC it is possible
'~ to receive the same score while exhibiting a different range of behaviors.

A further analysis was made on the specific behaviors exhibited on each of
the 10 levels of the eight scales. (See Table 5).

One of the most significant differences between the infant population
and the autistic/atypical children is in the area of Relationship to an
Adult. )

Whereas the normal infants exhibit behaviors typical of 2 or 3 levels
with behaviors scattered in different areas, the autistic/atypicals scored
on 7 different levels. The behaviors exhibited by the autistic/atypicals
not seen in our normal infants include intermittent imperviousness and/or
obliviousness, active and passive resistiveness and attending to adults only
at a distance, followed by withdrawal when approached or establishing con-
tact by backing into the adult. Although we have seen at-risk infants esta-
blish contact by backing into adults we have not seen imperviousness or
resistiveness in our infants. However, othersS (Brazelton et all971, Green-
span 1979), have documented resistiveness in infants who have shown failure
to bond. Even at one month of age most normal infants establish eye contact
with their mother or caretaker and physically mold to their caretakers body.
When we do observe resistiveness it is usually in response to a specific

demand or task not to the relationship per se. This appears to be a critical

sign for infants at risk for emotional problems.

In the area of communication we see a preponderance of undirected
communication behaviors and exertion level in the autistic/atypical popula-
tion. This behavior does not drop out completely by 24 months in the normal
population but is not firmly established as in the autistic/atypicals.

In the area of Drive for Mastery, the autistic/atypical children scored
on 8 levels whereas the infants scored on 3 - 4 levels. One area that the
autistic/atypicals scored on which the infants did not was extreme general

resistiveness to task. If the infants were resistive to a task it would be




TABLE 5 RELATIONSHIP TO .AN ADULT (mean scores on individual levels)
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A total of 10 points are distributed on each scale. Since there are 10 levels on .
each scale it is possible for a child to receive one point on each 10 levels (thus 10 points are distri-
buted) whlch would indicate that the child exhibited behaviors that fall into every level. These tables
illustrate the mean p01nts given on each level for the different age groups and autistic/atypicals.
(Standard deviations are in parenthesis.
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BODY MOVEMENT
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in response to a specific task rather than a disinclination to relate to
all objects. 1In addition the autistic/atypicals continue to exhibit
stereotypy to objects which drops out of the normal infants repertoire by
12 months. This is another area that may prove significant for early de-
tection.

In the area of Sound and Speech Reception there is a critical difference
between the normal infants and the autistic/atypical population. The 1
autistic/atypical population exhibited negative responses to souna; that is
an active attempt to push away the sound as if it were painful to the child.
In addition the autistic/atypical children retained a reflexive response to
sound which usually drops out by the time the infant is 6 months old. This
negative response to sound appears to be an additional early detection sign.

In the area of Body Movement, the 4 - 7 year old autistic/atypical
child retains some behaviors typical of the 18, 21, and 24 month olds.

Those earlier movement behaviors retained by the atypical child include
extreme tension focused in one part of the body - (i.e. flexed hand and fin-
gers) and tense repetitive movements involving the whole body (i.e.rocking).
The significant areas that do not develop in the autistic/atypical population
include deferred imitation and the beginning development of a body image.

In the area of Psychobiological Development an interesting phenonmena
appears to be occuring. Whereas the normal population begins to modify drive
into socially oriented behaviors by nine months, the autistic/atypical chil-
dren retain these global, unfocused drive, self stimulating and self centered
characteristics for a longer period of -time. The signifigance of these
findings are now under investigation (Kalish and Wenar, 1979).

In terms of early detection of behaviors that may indicate the later
onset of developmental or emotional problems, two classes of behaviors occur:

1) Those that signify pathology at any time of development and ‘

2) Those that signify pathology within a particular developmental range.

Those characteristics that appear to indicate possible pathology from
the outset are in the areas of relationship to an adult, soundand speech
reception, and relation to objects. See Table 6 for a summary of these

behaviors.



-] 2

TABLE 6
ATYPICAL BEHAVIORS NOT OBSERVED IN NORMAL INFANCY

Relationship Behaviors:

1) Withdrawal or intermittent imperviousness to significant adults.

2) Active resistivehess to significant adults including physically
turning away, consistent gaze aversion.

3) Passive resistiveness to significant adults - may become limp
when picked up, no eye contact, generally affectless.

4) Attending to an adult at a distance followed by physical retreat
or gaze aversion when approached by an adult. : '

5) Backing into an adult without establishing eye contact.

Sound and Speech Reception:

Pervasive negative response to sound that is unselective. Most sounds
appear painful and/or noxious to the child followed by an active

attempt to push away or destroy the source of sound.

Drive for Mastery:

General resistiveness or avoidance of all task or objects presented by

others.

Those behaviors that may be considered pathological in a developmental
schema occur around 9 months and again around 15 - 18 months.

Around 9 months critical behaviors to examine are the childs response to
objects, sounds and body movement patterns. See Table 7 for a description

of these behaviors.

‘ TABLE 7
BEHAVIORS THAT SHOULD DECREASE OR BE SIGNIFICANTLY ABSENT BY 9 MONTHS IN
' NORMAI, CHILDREN

Drive for Mastery:

1) Continued stereotypical response to objects. Child responds to all

objects in the same manner: i.e. shaking, banging, or flicking.
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Response to Sound:

Continued reflexive response to sounds without further exploration.

Body Movement:

Continued erratic, repetitive movements such as arm and leg flailing
or rocking of the whole body without signs of more varied movement

patterns.
By the time the child is 15 - 18 months old, certain motivational and
interactional behaviors should be exhibited. See Table 8.

TABLE 8 ,
BEHAVIORS THAT SHOULD BE CONSISTENTLY PRESENT AT 15 - 18 MONTHS

Relationship:

An active relationship established with a primary caretaker including the
development of mutuality in play.

Communication:

The use of varied approaches in communicating to others basic needs and
calling for attention.

Drive for Mastery:

The development of initiative in seeking out new toys and varied activity
with familiar objects.

Vocalization:

Wide range of vocalizations including musical babbling, jargon and the
cooperative repeating of single words.

Sound and Speech Reception:

Consistent localization to sounds and the understandlng of words in familiar
context and/or with-gestures.

Social Responsiveness:

The beginning acceptance of social requirements with only verbal reminders
needed to comply.

Body Movement:

Exhibits wide range of movement behaviors and beginning signs of imitation.

Psychobiological Development:

Integration and adaptation of drive impulses into the social environment
to include kinesthetic social games and curiosity about interacting with
the social environment.

----------
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To illustrate the importance of this developmental period, let us

examine three case studies.

TINA:
Tina is a 24 month old black infant who has a 6 year old autistic

brother. Her parents are divorced and she is taken care of by a friend
of the mother while the mother works. When asked how the mother felt after
the birth of her child, she responded "unaffected".

When we first started to observe Tina, I felt she was an extremely shy
child thus explaining her inactivity. However, over the 1% hour observation
period, she remained lethargic and generally affectless. ‘

Her relationship to her primary caretaker included a deviant behavior
mentioned earlier, that of backing into the adult without establishing
eye contact. Although she did show signs of sporadic attendiné, she rarely
established direct eye contact. When approaching the adult she would stand
with her back to the adults side changing her position as the adult did.

In communicating her needs she showed mostly simple signs such as
pointing or holding her arms out in order to be picked up off the floor.

She also exhibited many subtle signs such as glancing and hovering around
adults without the adults really understanding what she wanted. -

She explored only objects presented to her, never seeking out toys
although they were available. When she did react to toys it was either of
a momentary primitive engaging (mouthing) followed by inactivity or a brief
attention span followed by affectlessness. During the observation period
Tina was generally non-vocal most of the time with only a few consonant-
vowel sounds.

She demonstrated inconsistent responses to sound and a delayed response
to her name being called. She was able to follow some simple commands but
not without continual gesturing from the adults.

She did not show a great deal of interest in eating and needed monitor-
ing in order to wipe her face and hands.

Her body movements gave one the feeling of incipient action and an
alternation between the appearance of lethargy and tentative stiffness.

Her psychobiological development was characterized by undirected kines-

thetic stimulation, facial grimacing and perseverative looking at her- hand.
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In addition she showed a reluctance to chew, an inapproproiate lack of
curiosity and reluctance to explore.

After observing Tina at home and again on videotapes, I felt an urge
to shake her or in some other way try to stimulate some kind of developmental
push.

Her behavior can easily be contrasted and compared to a normal active
15 month old - AMY.

AMY :
Amy is the first born to a middle-class family. She does not have a
remarkable . medical history and was a planned welcomed pregnancy.

Amy is a very expressive active child who likes to call attention to
heréelf and the world around her.

Her relationship to her mother is characterized by the eséablishment
of an active relationship through vocalizations and games. She is regularly
responsive to suggestions and will follow play on her mother directions.

In addition she shows some separation anxiety when her mother leaves the
room but this quickly subsides when her mother returns.

Amy communicates what she wants in a variety of ways. She uses
some simple signs such as pointing. In addition she has the concept of
the needful self: she knows what she wants and knows who to approach for
attention and/or help.

She responds to easily accessible objects and maintains her attention
span with some toys. In addition she shows a variety of activities with
familiar objects. ‘

Amy has a wide range of vocalizations including vowel-consonant com-
binations, jargon and single words. .

Amy understood most words or commands accompanied by gesture and
showed signs of understanding some words without gestures (such as "mooing"
when mother asked "What does cow say"?)

Amy has accepted the social routine of eating and performs these
functions on her own with minimal assistance.

Amy showed a variety of movements, mostly quick and jerky. In addition
she showed appropriate changes in facial expression. ) V

The majority of Amy's psychobiological behaviors were socially inte-

‘grated including enjoying kinesthetic games on her trike. Amy exhibited
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a great deal of curiosity, scanning and attending to her environment.

Finally, let us look at a 5% year old autistic child.

CARL:

Carl's behaviors appear to fall closer to those of Tina than Amy. |
His behavior to his mother is characterized by passive resistiveness and
fleeting eye contact. He, like Amy, exhibits separation anxiety. However,
unlike Amy, he was unable to calm himself and remained somewhat anxious
even when his mother returned.

His communication behaviors do not develop beybnd subtle signs of
pointing and directed protest. He retains a high degree of indiscriminate
exertion level and undirected vocalizations. He also shows an undirected
announcing of distress without seeking relief from a specific person.

His response to objects is similar to that of Tina's. He showed brief
exploring of objects through mouthing. His attention span remained fragile
when responding to easily accessible objects.

Carl showed a variety of vocalizations similar to Amy, babbling, jargon
and single word naming. '

Carl's response to sounds were brief and inconsistent. Like Tina,
he showed some awareness of social requirements, but needed to be moni-
tored most of the time. _

Carl had a wide range of movement behavioré including repetitive move-
ments, such as rocking, shifting tensions, quick and jerky movements and a
beginning understanding of the space around him.

Unlike Amy or Tina, Carl did not integrate his behaviors into the
social énvironment. He exhibited undirected, driven behaviors such as
rocking, mouthing, biting, and explosive tantrums.

Although these children are chronologically different, their BRIAAC
scores are approximately at the same level. (See interscale profile).

Amy's scores are slightly higher than the mean scores for the 15 month olds
and probably reflect the surge of motivational development between 15 and
18 months. They have all reached the point at which they can actively
explore the world around them. However, two of these children have not

actively entered the social milieu. What is strikingly absent from Carl
and Tina is affective expression. Whereas Amy actively expresses joy. and
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calls attention to herself, Carl and Tina remain lethargic and affectless
‘in expression. :

More specifically, Amy has formed an active relationship with her
mother, obtaining pleasure and important social/emotional information from
her. Tina and Carl either remain passively detached or immobilized by
anxiety.

The title of this section of this paper is, The Exploring

Self...Emerges. Tina and Carl are similar to only the tip of the iceberg

emerging with the mass still submerged, whereas Amy is bounding upwards to
encompass as much of the world as she can. Their relationship to objects
clearly illustrates this. Whereas Carl and Tina respond briefly to objects
presented to them, Amy actively seeks out objects on her own and experiments
in a variety of ways. »

Previously, two categories of identifying behaviors that may be signs
of pathology were discussed; pathological signs outside of developmental-
considerations and pathological signs considered within the developmental
context. Tina and Carl exhibit behaviors that fall in both of these
categories.

The most obvious area in the first category is relationship. Tina's
backing into or siding up to adults appears to be her way of becoming
minimally involved with adults. Carl showed signs of passive resistiveness,
allowing close physical contact without becoming involved with the adult
either through directed eye contact or physical approaches.

The second category of behaviors are somewhat more subtle. Let us
review briefly the transition period between 12 months and 15 - 18 months.
Prior to 12 months, the social environment accomodates the infant. If the
infant cries, someone will change, feed or hold him/her. There is no need
for the child to express his desires beyond signalling for general attention.
During this period, the caretakers spend considerable time anticipating the
desires of the infant and basically making all decisions for the child.
However, as the child gains independence through locomotion, he expands the
world with which he interacts. Concurrently, the social environment begins
to expect the infant to accomodate more to their regulations than the infants
expecting the world to only accomodate him/her. As the demands changé, so
do the types of behaviors expected from the child change. The infant can

no longer cry out to the world and expect his/her needs to be met. As
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his/her needs develop, so must his/her expression of these needs develop.
Thus, with the development of pointing, gesturing and language, the child
and the social environment can better accomodate each other. Mutuality
develops and the foundation for social interaction is greatly expanded.

Tina and Carl are still functioning at the level of expecting the social
world to accomodate them. Toys have to be brought to them, subtle signs
of communication must be interpreted by others and social routines need
to be monitored. In interpreting these results several implications for
early detection arise. Two class's of behaviors may be present that are
grossly pathological from birth (i.e. aberrant relationships and abnormal
responses to sound). Secondly, it might not be possible to detect some
behaviors until the social demands on the child become more clearly
evident. .

These questions cannot be fully answeréd until more longitudinal work
is done. Hopefully, when our population of infants are four and five years
old, we will be able to make more reliable predictions about the importance
of early motivational development, and later emotional development. Until
this time, however, suffice it to say that, of course the 15 month old is

" getting into everything. That is what they are suppose to do and thank
goodness they do. '
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