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Before the start of the National Health Service there 
were very few units for the residential treatment of 
children with psychiatric disorders (other than mental 
subnormality). Since then the number of such units 
has been steadily increasing. 

In the area of the Eastern Regional Hospital Board 
in Scotland (Dundee, Angus, Perth and Kinross) a 
children's in-patient unit has been in operation since 
May, 1964. 

Liff House Children's Unit is a large converted 
house within the grounds of Royal Dundee Liff 

Hospital. A new building, next to the existing one, 
was recently completed. 
A full programme is arranged for the children, 

including periods of school work, occupational ther- 
apy, visits to the swimming baths and the children's 
cinema show in Dundee. There are also periods of 
free play under the guidance of the nursing staff. 
The aim is to create a relaxed and accepting atmos- 

phere in which the child can feel secure in a regular 
but flexible routine. The attitude of the staff has to be 
tolerant, accepting and understanding but it is impor- 
tant that they must always be, and appear to the child 
to be, in control of the situation. The atmosphere is 
generally permissive but it is necessary to have definite 
limits to the behaviour which is permitted and children 
often 'test out' the staff in order to find out what these 
limits are. 

Living experience 
We try to provide an environment suited to the needs 
of the children in the unit. The overall living experi- 
ence which the child has is considered to be the most 
important aspect of treatment. For this reason it is 
essential for all members of the staff?psychiatrists, 
social workers, psychologist, nurses, occupational 
therapist and teacher?to be fully informed about 
each child's case. The unit is organised so that there 
is as much informal contact as possible between all 
members of the staff. Regular weekly staff meetings 
are held at which each child's case, and plans for 
future treatment, are discussed. 

Once they are settled in the unit the children, often 
quickly, show evidence of their psychological prob- 
lems and can then start to work through these prob- 
lems in the context of their relationship with the unit 
staff as a whole and with individual staff members. 

Individual psychotherapy is carried out and occupa- 
tional therapy is also an important part of the treat- 
ment programme. 

All the children of school age spend a part of each 
day in school. The classroom situation is a more 

formal one than occupational therapy. The attitude 
and capacity of the patients to learn varies consider- 
ably; some are keen to learn but have serious gaps 
in their education which can be usefully filled by 
fairly intensive school work. Others have to overcome 
considerable emotional resistance to learning. 

In the first two years of operation 55 patients were 
admitted to Liff House, 37 boys and 18 girls. Sixteen 
(29%) were admitted for diagnosis. The other 39 
(71%) underwent a period of treatment. 
The average length of stay has been about 20 weeks. 

The average duration of stay for the children admitted 
for diagnosis is 5^ weeks as against about 26 weeks in 
the 'treatment' group. 

Real test 

Almost all the children admitted have improved 
while in the unit. The real test however comes after 

discharge home. Of 51 discharged children only 36 
(67%) were discharged to live permanently at home, 
though a further 7 were discharged to attend boarding 
school and would be at home during school holidays. 
Four of the others had been in children's homes at 

the time of admission. In some cases a child's period 
in the unit does no more than clarify the problem and 
enable the staff to make recommendations for his 
future care. Such recommendations can often be much 
more firmly based as a result of the period of observa- 
tion in hospital. 

Children are admitted for treatment either because 
of severely disturbed behaviour which would make 
management elsewhere difficult or dangerous, or be- 
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cause they are in a stressful environment which would 
otherwise prevent effective treatment being carried 
?ut. In some cases treatment at home has been tried 

Previously but has proved unsuccessful. The period of 
the child's stay in hospital is an opportunity both for 
the child to have intensive treatment and for the 

family to be helped with any difficulties they may 
have. After a period of treatment it is then often 

Possible to re-introduce an emotionally more healthy 
child into a more settled home environment. Then 

treatment can often be continued by attendance at a 
clinic. 

School phobia 
The types of disturbed behaviour causing a child to 

require admission vary. Children before the onset 

of puberty rarely become a serious danger to them- 
selves or to others, though occasionally they express 
suicidal intent and a few have been admitted because 
of acts of severe physical aggression against other 
People. Other reasons for admission have included 
Persistent refusal to attend school ('school phobia') 
When this has not responded to other methods of 

treatment; serious episodes of running away from 
home and physical illnesses in which emotional factors 
have appeared to play an important part. 
Out of 55 children, four had repeatedly and deter- 

minedly run away from home and a fifth was referred 
shortly after being picked up in Glasgow by the police 
after leaving his mother a farewell note 'bequeathing' 
her most of his possessions. He proved to be a very 
Unhappy and depressed boy. A further 17 children 
Were not attending school prior to admission because 
of the severity or nature of their problem; another 12, 
though attending, were causing grave difficulties by 
their behaviour in school. 

Precise diagnosis 
A period of continuous observation by trained staff 
while the child lives in a controlled environment can 

add enormously to diagnostic precision. It can also 

help in assessing a child's likely response of treatment. 
The difficulty is that removing a child from his family 
creates a new situation. Admission for diagnosis may 
be useful for children who have been deprived of a 
permanent and consistent home background. It has 

been found that a period of at least three to four 
weeks, often longer, is necessary in order to make an 
adequate diagnosis. This is because many children go 
through a 'honeymoon' period, while, they are getting 
used to their new environment, before evidence of 
their problems emerges. / 

Experience in the Dundee child psychiatry service 
suggests that the availability of beds for psychiatric- 
ally ill children is a necessity if the needs of certain 
cases, particularly some of the most seriously ill ones, 
are to be adequately met. Indeed, during the two years 
following the opening of the unit 21 % of the patients 
in the relevant age range (under 12) referred to the 

service were admitted. This figure is deceptively high 
as some children are referred from distant parts of 
the region specifically because they are thought to 
require in-patient care, while children requiring out- 
patient treatment only would probably not be referred 
from these areas. 

In-patient care on a fairly long-term basis seems 
definitely to be of value in the treatment of some of 
the more severe problems encountered. On a shorter 
term basis it can be valuable in providing relief for 
the child and for his family when a very tense and 
stressful situation has built up. The more accurate 
identification of which children are likely to benefit 
most from this treatment requires further research. 
One danger has however already come to light. In 
some cases where parent-child relationships are 

seriously disturbed there is a tendency, following 
admission, for the parents?and sometimes the child 
too?to come to deny the existence of the original 
difficulties. This tendency for the problem to be for- 
gotten or lost sight of, rather than solved, can be an 
obstacle to successful treatment. 

In Dundee the establishment of a unit for children 
up to the age of 12 has highlighted the absence of any 
facilities for adolescents in the 12 to 15 year age range. 
In the management of such cases, which are also the 

responsibility of the child psychiatry service, the 

absence of an in-patient unit is very keenly felt. It is 
to be hoped that the provision of units for younger 
children will be followed by a similarly widespread 
provision of adolescent units. 

Occupational therapy in the unit. Occupational therapy in the unit. 


