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Dealing with a 
Child's Difference -
A Parent's Journey 
Parents can nurture their 
overcome their fears and 

The recognition that "something is the matter with the 
child" - either suddenly, at birth after a clear medical 
assessment of suspicious neurological conditions and 
evidently deformed patterns - or gradually, as worried 
parents become aware of their child's inability to keep 
up with non-disabled peers - is never easy for parents, 
no matter how and when i t happens. Pain and shock are 
likely responses, independently of variables such as social 
status, educational level or age, however much they may 
prove relevant for coping later on. Many parents, upori 
first facing the possibility of their child's mental disability, 
therefore spend large amounts of time and energy in search 
of an alternative, less-decisive diagnosis, or a magic cure 
for the unanticipated "curse" that made their wished-for 
child so unexpectedly different (Fortier & Wanlass, 1984). 
The literature recognizes a pattern of five successive stages 
that parents of a mentally disabled child tend to undergo 
during their recognition of the basic problem (Fortier & 
Wanlass, 1984)1. These stages move from complete shock 
to a gradually increasing awareness that the child is 
indeed different to acceptance and final admisison that 
special interventions may be required to address the child's 
specific needs and unique characteristics. 

Shifts in the methodology of dealing with basic 
mental disability 
The medical approach 
After diagnosis of mental retardation was established, 
it became "axiomatic" among adherents of the medica. 
approach to consider this disability as a permanent 
condition; hence, any alternative approaches or attempts 
to change what medical health professionals accepted as a 
definitive prognosis were treated as alien to the pragmati! 
paradigm and automatically rejected as either non-scientifi! 
or irrelevant. Taken from this perspective, the verdict 0: 

mentally disabled children once they 
aqept reality. 

mental disability became unanimously irreversible. 
After mental disability was assessed and confirmed by 
professionals adhering to this orientation, standard, 
procedure was to assist parents in confirming the final 
diagnosis as accurate and decisive. Although slight 
reservations regarding the determinate feature of this 
approach could be voiced, i t seemed that even in this case, 
the inherent but unstated goal was to pay the necessary 
lip service to the verdict's pure sacral objectivity. Such a 
!position dictated attributing defective foundations to any 
1intervention meant to counter the condition of the newly 
diagnosed child. It is therefore no wonder that Robinson 
and Robinson (1965) suggested that: "Conservatism in 
;prediction is to be strongly recommended in all but the 
:most severe cases". Yet, in the same article, Robinson and 
Robinson recommended that caretakers "interpret (parents') 
observations using the results of psychological testing and 
observation [but] only to confirm their judgment (that the 
child is irreversibly disabled)." 
At this stage, then, professional interventions flowing 
from this paradigm tended to exclude any comprehensive 
approach not directly targeted at the deficiency itself, 
meaning those that addressed underlying challenges or 
the full range of skills that children so assessed can and do 
need to acquire. The same applied to their neglect of unique 
characteristics - such as specific ways of information 
processing, dynamic interactions with caregivers, latent 
unique potential and several coping strategies ־ which, 
if identified and adequately exploited, might have 
significantly improved external functioning. 
Contemporary approaches 
Although mild mental disability is still a phenomenon not 
less difficult to assess and define than in the past, some 
insights based on research and clinical experience have 



accumulated. As such, they have been put into practice 
within a number of developmental^ oriented settings 
(unfortunately, their number continues to be small). 
The latest approaches in the area of mental disability 
disavow the early pragmatic diagnosis applied by the 
medical model. These new approaches maintain that while 
all children have different potentials, every child (even 
those with notable neurological challenges) can become 
more engaged, connected and able to progress further up 
the developmental ladder than indicated at birth. Because 
every child is developmentally unique, he/she must be 
treated and nurtured individually. However, because the 
mentally disabled child is not different in his basic human 
needs for nurture, warmth and social interaction, he/she 
can progress and grow if these needs are adequately met 
by significant social agents. Hence, parents and caregivers 
must be intensively engaged in a multifaceted treatment 
approach, meaning that they must all play active and 
vital roles in their child's development (Greenspan, 1995). 
Current methodologies have thus shifted away from being 
crisis-oriented and toward being coping-oriented, with 
stress placed on the acquisition of coping skills that can 
enhance the mentally disabled child's quality of life. 
Recent clinical findings and brain studies also demonstrate 
that use of child-directed methodologies may have a 
dramatic impact not only on the lives of mentally disabled 
children - even those with severe disorders2 - but also 
modify initial brain structure. This means that parental 
and caregiver interactions can affect the mentally disabled 
child's progress. 

Various factors may singly or in combination impact on 
parents' responses - in their roles as primary socialization 
agents - to their child's impairment. The mentally disabled 
child's prospects to develop beyond the limits of his/her 
inborn potential are, in effect, closely associated with the 
attitudes of socialization figures toward the child. These 
attitudes reflect a range of perceptions of the child as 
either a human being who happens to have an impairment, 
or as a second-hand creature who does not need or deserve 
their affection or support because he/she embodies failure 
- their own as incompetent parents and the child's as an 
unwished-for creature who managed to survive against all 
odds3. 

Adoption of the latter attitude is strongly connected 
to the "all or nothing" approach (Beck, 1976) so easily 
recognized among parents of mentally disabled children. 
I t serves as a readily available defense mechanism 
that seemingly facilitates adjustment to their child's 
retardation. Transference of the specific event ־ which is 

wrongly perceived as a personal failure - to all other life 
domains is also common and known as the spread effect of 
disability (Wright, 1991). 

The myth of "unconditional acceptance" 
The family's confrontation with their child's special needs 
is sometimes so grueling that i t can take inappropriate 
forms - especially when the parents' emotional resources 
have been depleted and they are overcome with a sense 
of helplessness. Braginsky and Braginsky (1971) have 
developed a model of this approach by analyzing the child's 
socialization from the pragmatic perspective of rewards 
(or benefits) versus costs. If child-rearing is perceived as 
rewarding, we can expect the child to experience a benign 
milieu and be cared for by his/her parents. Parents will 
then willingly accept their child as their own and commit 
themselves to raising him/her as an integral part of the 
family, an attitude that facilitates the positive inter-
subjective transactions that elicit mutual growth (Omer, 
2006). 

The widespread myth of unconditional parental love 
is therefore misleading; such love is not necessarily 
spontaneous'. Instead, every child must undergo a process 
of either acceptance or rejection by his/her parents -
depending on his/her physical appearance, or overall 
concordance with the "universal parent's" image of the 
ideal child. The parents' decision to reject their disabled 
child (through the child's institutionalization, by leaving 
him/her behind in hospital, or by just ignoring his/her 
presence while at home) - is usually preceded by an 
emotional definition of the child as "inhuman" (Lahad, 
1996). This response can be analytically explained in terms 
of a moral rationalization, used by parents as an internal 
excuse for various acts of mistreatment. The "not ok" child 
- that is, the child seen as an "inhuman" being - may 
offer some parents the pretext they may unconsciously 
be seeking, or moral justification for their own and 
society's reaction to their child "as if" the child were not 
their own and, as such, they owed the child nothing. 
In Lahad's (1996) words, "owning" and "commitment", 
two pre-conditions for human relationships, are thereby 
neutralized. Acceptance of this attitude empowers the 
parent to reject the exceptional child. 
Depriving this "not ok" creature of his/her humanity can 
also extend to gender-recognition of the child as either 
male or female (Omer, 2006). It is no wonder that parents 
who adopt such an approach are occasionally prone to 
violence. 

However, the possibility that the same mentally disabled 
child, unconsciously rejected upon his/her arrival into 



the world by the "universal parent," might eventually bel 
accepted and undergo some sort of socialization that ends 
in good parenting - as the same parents overcome their 
former rejection and come to accept their exceptional 
child, a stage equivalent with the fourth or even the 
fifth stage of recognition, as mentioned previously. The 
universal resistance to accepting the mere possibility 
that "unconditional love" is therefore nothing more than 
a myth, rationalized by our common existential fear, 
originating in the shared human feelings of loneliness that 
may erupt with the awareness that maternal or paternal 
love is unreliable. 

At this stage of the discussion it can be reasonably assumed 
that the parents' response to the event of having to deal 
with a mentally disabled child is strongly subjective and 
unpredictable, thus differing greatly from one parent to 
the next, or from one family to another, in accordance 
with the coping resources at their disposal. These resources 
may be unclear or seemingly unavailable but they may also 
be identified and accessed if parents decide to choose the 
growth for their child and for themselves. 

This is an edited and condensed version of the article 
published in the Journal of Experiential Psychotherapy, 
36, December 2006. 

Footnotes 

1. Stages may be omitted or overlap. 
2. See: H. Sharron & M. Coulter, (1987). 

3. This attitude can be considered a response to a change 
crisis. 
4. A recent study, published in PL0S ONE and cited by Roan 
Shari in the Herald Tribune (29 June 2009) casts some 
uncomfortable doubt on the assertion of the mother's 
unconditioned love. It suggests that women may be 
biologically programmed to love children who are healthy 
and most likely to live. 

Researchers showed 13 healthy men and 14 healthy women 
pictures of 80 infants, of whom 30 had abnormal facial 
features. Among other things, the study found that women 
were more likely than men to reject the unattractive babies 
and that women expended greater effort to avoid looking 
at abnormal babies. 
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