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1. Introduction
We call psychogenic blindness in children and young people, ‘misunderstood visual complaints’ if there is no medical statement for explaining the gravidity of the visual functioning problem.

Education embarrassment arises to the parents when their son or daughter complains about declining or fluctuating vision. The changing nature is difficult to handle and a sudden decrease in vision is a shock. The parents are worried because they do not know what the physical complaint(s) mean. There could be a serious physical problem, for example a brain tumour. The guidelines presented here, provide direction to guide the steps from the first signals through the process of accepting the stress factor as a cause and working together on strengthen the coping skills. It is important to draw attention to the problem as soon as possible, because prolonged insecurity means that the chance of full recovery decreases. The family plays a major role in the guidance, parents are important partners, but often the coaching of the family system is part of the treatment. 

At our institute a multidisciplinary team made the guidelines. The team consisted of medical professionals, a psychologist and other relief workers. Information from literature, in combination with the experience of years of the members resulted in guidelines for the practitioners in school and residential settings.

Coaching the young people by means of a two-track-model offers them insight in their problems which is the start for change. Our systematic approach through six steps, evaluated by a multidisciplinary team (included an oculist) decreases the visual complaints and offers opportunities to improve the required coping skills. 

New in this approach is that a centre for people with a visual impairment is the primary treatment centre, rather than an institution for psychiatric support. 

Because the youngster often need extra audio or visual aids only for a short time, it is an advantage the aids are available at the institute for children with visual impairments. This will limit the negative effect for the educational process as short as possible. 

Our two track model involves that we draw attention both to the visual and psychological component during the whole process. The assumption underlying this approach is here that becoming aware of ‘seeing’ is blocked by a stress factor.
2. Aim of the guidelines
The purpose of applying the guidelines is that timely assistance is provided so that young people can participate in the activities associated with their age as normal as possible, both at home and at school.
3. Target group of the intervention
The target group consists of visually impaired and previously well-sighted children and young people with a level of development from 6 to 20 years. The misunderstood visually complaints result in a restriction of their activities and participation (mostly at school in reading and with activities in stressful situations). 

Another characteristic of the group, primarily with girls, is that they have complaints in the movement apparatus (arms, legs) and suffer headaches, also both without a medical statement. 

4. Prevalence and spreading 
The literature indicates that a motor conversion disorder has a high incidence and the visual conversion disorder a lesser extent. Exact figures are lacking. 
A survey within Sensis on (suspected) misunderstood visually complaints with 23 clients in the age range from 9 to 21 yielded the following: 
· ratio girls: boys 3:1;
· almost half (11) have no visual disorder, they had a 100% vision;
· almost half (11) have additional complaints, for example headaches or abdominal pain. 

5. The six steps 
The guidelines are structured in the following 6 steps: 
Step 1: Indication 
Step 2: Excluding possible physical cause 
Step 3: Orientation of the stress factors 
Step 4: Constructing a diagnostic image
Step 5: Plan of treatment
Step 6: Evaluation 
6. Important attitude aspects
· Take seriously any complaints of the youngster, even if you don’t believe the child; 

· react empathic without following the emotion of the youngsters;
· avoid communicating the suspected cause without consultating the multi-disciplinary team; 

· do not underplay anxiety about serious physical cause;
· do not try find out whether the youngster is simulating;
· preserve a good relationship with the youngster and the parents.
7. Location of treatment
The literature indicates that treating a child in a psychiatric setting should be postponed as long as possible because contamination by patterns of other clients can aggravate the symptoms. Placement in the setting as light as possible increases the chance of recovery. In case of a jammed situation, in which the youngster has been not to school for a long time, special education in combination within a residential setting is advised. Good cooperation between the residential setting and the special school indicates to be more successful. 

8. Risks or problem-related factors 
Analyses of the conditions in which the youngsters with misunderstood visual (and other) complaints live results in the following list of conditions:

· physical illness in the past, possibly multiple hospitalizations; 

· diseases and ophthalmic problems in the youngsters family (e.g. Retinitis Pigmentosa); 

· ill family member with the same symptoms;
· an already existing physical illness, in many cases this involves a somatic innocent disease;

· stress-causing factors at school (e.g. too high expectations or bullying behaviour), at home and / or within the family;

· traumatic experiences prior to the conversion complaints, e.g. sexual abuse;

· loss of an important person at the start of the complaints;

· family problems. 
9. The six steps:

Step 1: Indication 

If there are indications of visual complaints, while their visual disorder does not account for these complaints, there is possibly a psychological cause at play. Mostly we see problems with reading or in activities in stressful situations. 
Step 2: Excluding possible physical cause

Parents and young people are worried and often focused on a medical explanation for the visual complaints. It is risky that a careless approach to a real physical cause is overlooked (e.g. a brain tumour) but also that unnecessary (expensive) physical examination is performed (e.g. an MRI-scan). If the possible physical cause is excluded, it is important that the client is confronted with this outcome with care. Although the absent of the physical cause is good news, it should be stressed to the client that the psychological cause is also serious but treatable. A negligent approach may hinder a quick recovery and cause mistrust in the relief worker. 

The approach primarily focuses on excluding a physical cause in a careful communication with the youngster and his parents. Excluding a physical cause is reassuring but does not resolve the visual complaints. 

Step 3: Orientation of the stress factors 
The assumption is that becoming aware of ‘seeing’ is blocked by a stress factor.

An initial exploration of possible contributory factors in the environment of the youngster sometimes has immediately positive result. 
A relaxed and reassuring environment creates the possibility for the youngster to use his original vision strategies. Building a good relationship with the youngster is essential for quick and full recovery. The attention for the vision complaints remains important, but simultaneously the possibility for a relationship between a form of mental overload and the visual complaints should be actively explored. 


The whole coaching process requires great care and alignment. During this process the use of extra low vision aids or Braille should be limited to an absolutely minimum.  

If the youngster develops the feeling he is not taken seriously, this possibly causes an increase in visual complaints and motor and other somatic complaints. Additionally it could also lead to the search for new practitioners who start a new physical check up.
Step 4: Constructing a diagnostic image 

If we suspect the diagnose conversion disorder we consult a psychiatrist. When all possible explaining and persist factors are identified, we provide the youngster with a rationale of how the complaints arise and persist.

Step 5: Plan of treatment 

A plan of treatment for the different areas is made for the school, the residential setting and sometimes the family.

Coaching focuses on establishing a relationship between the visual complaints and a state of imbalance between strength and burden. Another focus is the provision of 'skills' which help the youngster and family to identify the first indications and to handle them. The longer the symptoms persist, the worse the prognosis for recovery. 

Because the imbalance between capacity and burden often arises at the moment the youngster cannot not 'handle' a particular situation, the individual treatment is focused on learning of cognitive coping strategies. If the diagnosis conversion disorder is established, visualization or other training techniques are used in order for the client to gain his "deliberate seeing” in a relaxed situation. If other practitioners are involved, it is advised to maintain a good contact to prevent ambiguity in the interpretation of the complaints in question. 
Step 6: Evaluation 
It is difficult to decide when the treatment is completed. A period of living with recovered vision can collapse very quickly when new stress situations occur. 
10. Summary 

The professional guidance of the process according to this model is the most important aspect in these guidelines. Other relevant items are: 
· build and maintain a good relationship with the youngster and parents is the primary objective in following this guidelines;
· (para) medical- (ophthalmologist, orthoptist) and social workers work as a team around the client from indication through the closing session; 
· regular assessments within a multi-disciplinary team during the whole process;
· the visual complaints should be taken seriously;
· the complaints should be actively treated from the beginning;
· even when vision is recovered during the treatment, attention to the vision remains important;
· motivate the youngsters and parents to interpretate the visual complaints as not (merely) physically; 
· the coaching route should be as light as possible;
· work towards a comprehensible explanation after diagnosis, i.e. the rationale for the treatment;
· active (mutual) communication with parents and external aid;
· misunderstood motor- and other (conversion) symptoms require the same approach. 
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