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ABSTRACT
In order to determine the validity of placement

procedures for the educable mentally retarded (EMR) in Oregon and to
examine the value of documents used in certifying EMR pupils, a
diagnostic evaluation was made on 97 children who were permanently
certified as EMR during the years 1967-68 (IQ scores of 50 through
80). The children were administered medical examinations, educational
and psychological tests, and were rated by their teachers on the
Walker. Behavior Checklist. Results showed that only one child frcm
the sample of 97 was inappropriately placed in an EMR class. Although
IQ scores revaled 14 other children with IQ's above 80, it was
concluded that the evidence of educational performance and medical
information justified the placement. In relation to the value of the
forms used by the Oregon Board of Education, indications were made
for the need of more stringent visual and hearing acuity tests and
for the inclusion of standardized educational tests. The danger of
placing a child in an EMR class primarily on the basis of an IQ score
was emphasized. (RD)
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RESULTS CONNECTED WITH
THE WALKER BEHAVIOR CHECK LIST

In the initial determination of the instruments to be utilized in
the FMR Validation Study, it was determined to include the Walker
Problem Behavior Identification Check List. That instrument was
administered and provided information about teachers' perceptions
regarding 244 EMR children. The results obtained through that check
list were not included as part of the Validity Study of the Diagnosis
and Placement of Certified EMR Pupils in Oregon.

The purpose of this paper is to repovt the resuii,6 of thc Walker
Behavior Problems Check List and to ind4ca-he an area of concern which
may be appropriate to explore with teacher training institutions.

Description of Walker Problem Behavior Identification Check List

The Walker Problem Behavior Identification Check List (WPBIC) is
not a personality scale. It is merely a reflection of the teachers'
opinions as to whether a particular behavior is or is not manifested
by the child. An examination of the scale indicates that the teacher
merely indicates whether she says a particular behavior is present or
not present.

For example, in item 4 the teacher must state whether or not the
child "becomes hysterical, upset, or angry when things do not go his
way." Thus, the teacher is reporting behavior as she preceives it in
the child.

According to the norming of the Walker Problem Behavior Check list,
if a child in the fourth, fifth, and sixth grades scores higher than
21 on the check list, there is some evidence that the child is disturbed.
The results of the check list should then be examined in more detail so
as to determine the exact types of emotional difficulties or behavior
problem difficulties that the child is manifesting. The scale is
divided into five sub-tests, each of which are indicative of a type of
behavioral problem. The sub-tests are as follows: lIcting Out Syndrome,

Withdrawal Syndrome, Distractibility, Disturbed Peer Relations,
Immaturity.

Admittedly the WPBIC has not been normed on children in EMR classes.
This does not, however, negate the fact that the scale reflects an
adequate portrayal of the way the teacher views the child.

If the teacher of a "normal" child--that is a child who is not EMR--
assigns these characteristics to a child, she says, in essence, that he
has a behavior problem and requires such individual attention that she
has difficulty coping with him.
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If the teacher of an EMR child assigns the same characteristics
to an EMR child, is she not, in essence, saying the same thing?
Logically we must assume that she is and logically we must assume
that she is having difficulty coping with the child.

We must also make the assumption which is supported by ample re-
search evidence that if the teacher, whether she be a teacher of
"normal" children or EMR children is having difficulty coping with a
child who is a behavior problem, little learning is occurring. We
must assume that for learning to occur the child's behavior must be
reasonably under control.

Walker Problem Behavior Identification Cllecl- List Results

If we accept the assumptions above, an examination of Table I
causes us to conclude that many children are in EMR classes exhibiting
behavior problem characteristics which are disturbing to the learning
process.

Table I shows an N of 244. This is a sample of a population of
1503 EMR children who are permanently certified as such in 1967 and
196g. 47% of all of these children are in the range of behavioral
problem difficulties. However, in all fairness we must examine the
test results only for those children camparable in age to those on
whom the test was normed. These are shown in Table II. Of an N of 117,
56 are classified as disturbed for a percentage of 47.9%.

The reporting of these results is not meant as a criticism of the
EMR program. However, they do indicate that teachers may well need
assistance in an area that we have not perhaps devoted sufficient
attention to prior to this time in our teacher-training institutions,
that is, the coping with rather severe behavior problems in addition
to mental retardation.

Recommendations

Bemuse of these results, it is recommended that perhaps the fol-
lowing courses of action might be undertakens

(1) A more detailed study of EMR children from a behavioral
problem point of view. This would require, perhaps, a greater sampling
of classes with teachers responding not only on such instruments as
the WPBIC but also the examination of classrooms by outside observers
to determine whether or not there is, in their opinion, a behavior
being exhibited which is interfering with the learning situation.
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(2) If teacher-trainers accept the results of the WPBIC without
further validation of these results, then it is necessary for them to
examine teacher-training procedures and to determine whether or not
additional training is required to assist teachers to cope with the
problems of more severe behavior disorders.

(3) If districts accept the results of the WPBIC without further
validation, this implies some remediation that may be required at the
district level in order to assist teachers presently in the field to
receive sufficient in-service training for them to learn techniques
to cope with more severe behavior problems.

(4) Since these recommendations imply a joint effort by university
teacher-trainere andarstriot personnel, it might be well for the Oregon
Board of Education to gather together a panel of interested personnel
who are representative of these two types of agencies to discuss the
next course of action, if any, that seems to be warranted.



TABLr I

Summary of All WPBIC Results

Age N Scores Above 21

8 30 10

9 23 9

10 40 23

11 36 14

12 18 10

13 22 10
,

14 21 10

15 14 10

16 18 12

17 22 o
....,

Total 244 117

47.9%

TABLE II

Summary of WPBIC Results of Selected Children

Alt N Scores Above 21

9 23 9

10 40 23

11 36 14

12 18 10

Total 117 56

47.9%
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Introduction

This summary presents the salient results of a validity
study of the diagnosis and placement of EMR pupils in
Oregon. The complete data which provide the basis for this
summary are filed and available for study at the Oregon
Board of Education.

This study was, in dart, initiated because of the
indictment of special classes for the educable mentally
retarded by such well known special education leaders as
Dr. Lloyd Dunn (1968). Dunn focuses on a number of
related issues, two of which are most pertinent to this
study. First, the author indicates that a serious problem
exists with respect to the type of child included in special
classes: There are approximately 32,000 teachers of the

retarded employed by local school systems over
1/3 of special educators in the nation. In my best
judgment about 60 to 80% of the pupils taught by
these teachers are children from low status back-
grounds -- including AfroAmericans, American
Indians, Mexicans, Puerto Rican Americans: those
from nonstandard English speaking, broken, dis-
organized, and inadequate homes; and children from
other nunmiddle class environments. it is my thesis
that we must stop labeling these deprived children as
mentally retarded. Furthermore we must stop segre-
gating them by placing them into our allegedly special
programs.

Second, Dunn maintains that a great deal of blame
for this inadequancy in special class placement can be
attached to the general gross procedures used in diagnosing
a candidate for a special class.

These matters have been discussed by other authors.
Tannenbaum (1968) contends that mental retardation is
not a misnomer for the group Dunn discribed, but rather an
accurate assessment of potential. Havighurst (1964) report-
ed a strong relationship between the incidence of mental
retardation and its concentration in low socioeconomic
areas as a result of a comprehensive study of Chigaco. Wirtz
(1966) maintained that we are now estimating that at least
50% of the children in the 70 to 80 IQ range come from
culturally disadvantaged homes. Both Kirk (1962) and
Sarason (1959) have recognized this fact but were quick to
make distinction between organic and socioculturrqy
caused mental retardation.

In relationship to the diagnosis and labeling charge
made by Dunn, there seems to be general recognition of the
problem of inadequate diagnosis and consequent misplace-
ment and misplanning. Kirk (1962) recognizes this situation
and indicates that the mentally retarded child must have a
special diagnosis including medical, social, psychological,
and educational evaluations before he is assigned to a
special class. Clements (1966) maintains that a child has not
had the benefit of a complete diagnostic evaluation unless
he has had both a medical and behavorial assessment.
Bateman (1967) opts for a complete approach to the

1
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problem, describing three approaches to diagnosis and
education planning -- etiological, diagnostics reme-
dial, and task analysis.

The Dunn study, therefore, caused at least in part,
the Oregon Board of Education to reexamine its diagnosis
and placement methodology for EMR pupils. The purpose
of this study was to determine if a separate evaluation of
these pupils would cause a different recommendation for
placement of the child. The study was, in essence, a validity
study of the placement procedures within the state of
Oregon.

Background

Thus, this study planned to examine systematically
the educable mentally retarded population within the state
to determine the percentage of pupils in special classes for
the educable mentally retarded (EMR) who are placed
therein for reasons other than mental retardation.

Oregon Statute 343.410 defines mental retardation as
such: "Mentally retarded children" means children between
the ages of 6 and 21 who; (a) because of well established
retarded intellectual development are incapable of receiving
a common school education through regular classroom
instruction but whose intellectual ability would indicate a
possible scholastic attainment of third grade level with the
benefit of special instructional methods; and (b) are
competent in all aspects of the school environment except
the academic."

In Oregon a pupil shall be certified as mentally
retarded in order to receive services in the special class
program for the educable mentally retarded. Diagnostic and
evaluation evidence must support the fact that the pupil is
mentally retarded and not merely functioning as mentally
retarded because of some other educationally limiting
problem.

The criteria Oregon uses in determining eligibility for
special class placement were derived from the American
Association for Mental Deficiency (AAMD) definition of
mental retardation. The criteria for certifying an EMR pupil
are specifict.11y based upon the following supportive infor-
mation: Individual psychological evaluation; prior school
history; developmental history; family and home environ-
ment; and a physician's examination to determine (a)
whether there are any physical factors contributing to the
pupil's educational problem, (b) whether treatment is

needed prior to the offering of special class placement, and
(c) whether any other specialized type of examination is
indicated.

It is implied that most mentally retarded pupils fall
within the 50 to 75-80 range of intelligence as measured
on an individual psychological examination; however, Ore-
gon statute does not stipulate any IQ score and thus allows
borderline pupils to receive special class placement provided
additional evidence substantiates mental retardation. Fur-
ther, the Oregon definition recognizes the variety of



situations in which mentally handicapped persons arc found
and the complexity of the variable which determine their
adequacy.

Purpose

The purposes of this study are:
(I) To arrive at some determination of the percent-

age of pupils who are in special classes for the
educable mentally retarded in Oregon for rea-
sons other than mental retardation and thus tc;
determine the validity of placement procedures.

(2) To examine the adequacy of documents used in
certifying EMR pupils.

Methodology

To accomplish the above listed purposes, it was
decided that a diagnostic evaluation on a sample of children
in EMR classes was needed to determine the validity of
pupils placement.

An Advisory Board was established to help determine
the criteria for the diagnostic evaluation. it was agreed by
this board that a standard pediatric physical examination
would be conducted which would include visual and
hearing tests. Xrays and eiectroencephelograins would
be administered if deemed necessary by the physician. To
determine IQ, the WISC or WAIS tests would be administer-
ed, depending upon the age of the child. The educational
tests ro he administered to all children were the Phonic and
Spelling sub--tests of the Durrell Analysis, the Word Study
and Word Meaning sub--tests of the Stanford Reading Test,
the Gates MacGinitie Vocabulary and Comprehensive
Tests and the MatiKubunic sub -test of the Wide Range
Achievement Test. In addition, it was decided that the
Walker Behavior Problem Identification Checklist was to be
completed by the teachers for all children in the sample.

Although it would have been ideal to have all the
examinations conducted by the same evaluation team, this
was not possible because of constraints of finances and
distance in addition to heavy workloads at examination
facilities. Consequently, children were examined at Fait-
view Hospital and Training Center; Crippled Children's
Division, University of Oregon Medical School; Clackamas
County Child anelopment Center; the De Busk Center.
University of Oregon; and by contracted psychologists. In
addition, in many instances, a private physician was
contracted to conduct the medical examination.

Sampling

It was determined that only those children perma-
nently certified as educable.nientally retarded during 1967
and 1968 would be sampled. 1503 children were perma-
nently certified during those years.

A ten percent sample of these children was desirable.
Since age differences and area differences might be impor-
tant, a stratified random sampling procedure was adopted.

Age (Inferences were considered a variable factor i.,
that children are most often certified as educable mentally
retarded at age 9 through I I, when they are first recognized
as being academically retarded in elementary schools. in
Oregon there is no other significant age peak of certifica-
tion for this particular population: however, eligible pupils
have been certified at the junio and senior high school level
when it is determined that they are functioning at a lower
level than their peers. Certification of pupils at later
chronological ages or during the junior and senior high
school levels may occur for the following reasons: (1) EMR
pupils front other states have moved to Oregon and must be
certified to receive special class service; (2) Lack of parent
permission necessary for placement in the special class
program has not been received by the school milli the pupil
is older; (3) An eligible EMR pupil may transfer from a
district providing no special class program to a district
providing set-vice at the appropriate class level; (4) Change
of certification disposition front trial placement to
permanent placement in special class is often made after the
pupil is older; (5) A special class program may not be
provided to eligible EMR pupils in dist He's where popula-
tion density is insufficient to Make an EMR class feasible
nor mandatory by Oregon Statute until a sufficient number
of eligible pupils are identified.

Area differences were considered in order to obtain
an inclusive picture of certification procedures throughout
the state and because it was felt that metropolitan areas
have more comprehensive diagnostic and evaluation services
available to them than many smaller and more remote
school districts.

Therefore, sampling was stratified by age and by urea.
Ages were divided by year groups from 6 to 21, with the
group over 16 being combined into one age grouping. The
state was divided into six areas: Portland Metropolitan area.
Willamette Valley area, Coastal area, Southern Oregon,
Northeastern Oregon. and Central Oregon.

To reach the 10% desired sampling figure. 157

children were randomly selected utilizing the stratified
form-at. An alternate sample of 157 was selected since
difficult:: was anticipated in having all selected children
participate in the re--evaluation.

After these initial samples were selected, letters were
sent to each of the districts with children in the sample.
These letters from the Oregon Department of Education
described the program that was being conducted, what was
to be accomplished by it, and requested that the districts
cooperate in the endeavor.

One week later the Teaching Research Division of the
Oregon State System of Higher Education who had been
contracted to conduct the study for the Oregon Board of
Education, contacted the school districts to obtain current
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addresses of the children selected in the primary and
alternate samples. These phone calls revealed that of the
primary sample of 157 children, 40 children were no longer
with the districts as indicated by the Oregon Board of
Education records. Irk the alternate sample of 157 names,
37 children were no longer with the districts.

After current addresses were obtained from the
school districts, parents were contacted to determine
whether or not they would allow their child to be
reexamined.

Of the initial sample of 314 children, 99 were not
available to be included in the survey. 79 had either
withdrawn from school or had moved out of the state and
their destination was not known. Of the remaining 20, five
had been returned to regular programs and the remaining
15 had moved to another known location but were not now
in special programs or they had moved into an institution
or special home.

Of the remaining 215 children who were available for
examination, 117 could not be examined either because the
parents would not consent to the reexamination or
because the children failed to keep appointments for
examinations once they were scheduled. In the latter
instances, efforts were made to reschedule examinations.
Thus, only 98 children were examined and of these, some
failed to obtain either the medical examination or the
psychological and educational examinations. 93 medical
examinations and 89 psychological examinations were
completed.

Because of poor return from these primary and
alternate samples, it was decided to choose additional
children for reexamination. Directors of specialeducation
in Portland, Salem, and Springfield were contacted to
obtain an additional sample of 99 children. Of these, only
11 medical examinations and 21 psychological and educa-
tional testing examinations were administered. Again, lack
of parental consent and failure to keep appointments
prevented the administration of additional examinations.

Of the entire sample, 106 children received medical
examinations, 120 children received educational testing and
psychological testing, and 244 Walker Behavior Checklists
were returned by teachers of the children. However, in only
97 cases were all four of these pieces of information
received on a child.

Since the primary focus of this study was to validate
the procedures being utilized by the Oregon Board of
Education to certify such children, it was felt that it was
essential to examine critically those 97 cases since the
information reported about them with the exception of the
Walker Behavior Checklist was indicative of the type of
information which the Oregon Baord of Education receives
for certifications.

However, there was concern about whether these 97
were a bona fide sample of the population of 1503 certified
EMR students for 1967 and 1968.

3
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Although a 10% sample had been specified as
desirable, a 6.36% sample, which the 97 cases represent, is
considered adequate in size.

To determine whether the 97 was an adequate sample
by age and area, chi square statistical analyses were
conducted. There was found to be no significant differences
between the sample and the population when compared
both by age and area; p values of .793 and .837 for age and
area, respectively, were computed.

Evaluation Results

Each child was administered either a WISC or WAIS,
depending on his age, to determine IQ. In addition, each
child was administered the Phonic and Spelling subtests of
the Durrell Analysis, the Word Study and Word Meaning
portions of the Stanford Reading Test, the Vocabulary and
Comprehension sections of the appropriate level Gates
MacGinitie Tests and the Math subsection of the Wide
Range Achievement Test. Each teacher was asked to
complete the Walker Problem Behavior Checklist. All data
were compared with data previously obtained on the child.

IQ scores of 50 to 75-80 are considered to be the
range of scores usually acceptable for inclusion in an EMR
class. IQs below 50 generally indicate the child might better
function in a class for the trainable retarded while IQs
above 75-80 indicate the child might better function in a
regular class or, in the case of some children where learning
disabilities can be more accurately identified, the child
might better be placed in an extreme learning problem
class. However, a strict interpretation of the numerical
values of these IQ scores must be avoided, for the standard
error of measurement for these scores indicate that they
should not be treated as definitive measures. Moreover, as
will be demonstrated in this study, the lack of reliability
among different examiners, all supposedly well qualified,
leads one to be cautious about the interpretations of any
individual IQ score.

All educational tests are reported in grade level
equivalents and thus, one can conclude that normal
functioning for an 8 year old is grade level 2, for a 9 year
old is grade level 3, and so on.

Although requirements were specified for the medical
examinations, they show a good deal of variability as far as
quality is concerned. This occurs because of the impossi-
bility of having all children examined at centralized clinics
where a standardized examination would be conducted.
Private physicians could not be required to conduct the
examination as specified, although many of them did give
the requested complete physical examination and in some
instances did more than requested. The results of this series
of examinations for the sample of 97 are reported in Table
I. Table II indicates the same information in a different
format.



TABLE I.

I.Q. Scores, Medical Results, Educational Test Scores
for Sample of 97

Age Student Area I.Q.
Medical
Evidence

Durrell
Phonic

Analysis
Spelling

Stanford
Word Study

Reading
Word Mean

Gates-McGinnitie
Vocab. Comprehension

WRAT
(Math)

7 1 I 68 yes BN BN BN 1.3 1.2- BN 1.6

8 2 I 46 no NA NA 1.0- 1.0 1.2- 1.2- K.3

7 3 II 64 Probable BN BN BN 1.2 2.4 BN K.4

8 4 II 57 yes 4- 2.1 1.1 1.3 1.3 1.3- 1.6

8 5 II 70 no BN BN 1.6 1.2 NA NAa 1.4

8 6 V 75

Emotionally
Disturbed 4- 2- 1.3 1.2 1.3- 1.4 1.4

8 7 VI 83 no 4- 3- 1.3 1.3 1.2- 1.2 1.6

7 8 II 92

No
Opinion

yes

4-

4-

2-

3-

1.2

1.3

2.7

1.3

1.4

1.8

1.4

1.6

1.5

1.48 18 III 74

8 19 II 81

62

No
Opinion

no

BN

BN

BN

BN

1.3

1.5

1.5

1.2

1.5

1.4

1.5

1.5

1.9

2.29 1 II

9 2 VI 85 no 4- 3- 1.2 2.5 1.5 BN 1.4

9 3 I 54 yes BN BN NR ER BE 1.4 K.7

9 4 II 57 yes BN

4-

BN

3-

1.7

1.1

1.7

1.1

1.8

BN

1.8

BN

2.1

1.09 5 I 47 no

9 6 I 70 no BN BN 1.2 1.4 1.3 1.4 1.4

9 7 II 65 no BN BN 1.0 1.0 BN BN 2.2

9 8 II 69 yes BN BN 1.3 BN NA NAb 1.4

9 9 I 68 no BN BN 2.0 1.5 1.3 BN 2.6

9 11 'II

(est)

38 yes (C)

9 12 II 70 no 4- 2- 1.5 1.2- 1.5 1.3- 2.2

9 13 I 48 no BN BN BN BN BN BE KB

9 14 II 72 no 4- 2- 1.6 1.3 1.3 1.3- 2.2

9 15 II 71 no 4- 2- 1.2 1.3 1.3- 1.3- 1.8

9 17 II 46
d

yes 4- 2- 1.3 1.1 1.4 1.6 K.7

10 1 I 56 yes BN EN 1.2 1.3 BN BN 1.6

10 2 II 72 no 2- 3- 1.4 1.9 1.2 1.4 2.6

10 3 II 59e yes BN BN 1.2 1.2 1.4 1.2 2.2

10 4 II 82 no BN BN NA 3.6 1.5 1.3 2.6

10 5 I 72 yes 4- 4- 4.0- 4.0- NA NA 3.9

10 6 IV 53 yes 4- 4.,., 1.3 1.2 1.5 1.4 3.0

10 7 II 78 yes 4- 3- 1.9 2.1 NA NA f
2.6

10 8 IV 70 no BN BN 1.5 2.1 1.6 1.6 1.9

41i



Age Student Area I.Q.

Medical
Evidence

Durrell
Phonic

Analysis
Spelling

Stanford
Word Study

Reading
Word Mean

Gates-McGinnitie
Vocab. Comprehension

WRAT
(Math)

10 10 II 80 yes BN BN 1.5 2.1 1.6 1.6 1.9

10 12 IV 79 no BN 2- 1.8 2.9 2.6 2.5 3.2

13 13 I 79 no 4- 2- 1.7 2.3 NA 1.2 2.6

10 16 V 83

No
Opinion BN BN 1.2 1.9 1.6 BN 1.6

10 17 I 51 yes BN BN BN BN BN BN K.6

1C 20 II 64 yes BN BN 1.6 1.8 1.6 BN 3.0

10 21 II 61 yes BN BN 1.3 1.2 1.4 1.4 1.0

10 22 I 73 yes BN 2- 2.4 2.9 3.2 2.5 2.1

11 1 I 78 no BN BN 1.5 2.7 1.3 1.8 2.8

11 2 V 74 no BN BN BN 2.2 NR NR 1.9

11 3 II 51 yes BN 2 1.0 2.1 1.7 1.6 1.9

11 4 II 79 yes 4- 3- 2.3 2.2 NA NAh 2.7

11 5 II 62 yes 4- 3- 1.3 1.6 NA NA1 1.9

11 6 1 72 no 4- 2- 1.3 1.8 2.5 1.2- 3.9

11 7 IV 48g yes BN BN i 2.9 2.5 2.2 1.0

11 8 II 74 no BN BN 1.8 3.3 1.4 NR 2.6

11 9 II 67 no BN BN 1.5 2.3 1.6 1.4 2.6

11 10 IV 68 yes BN BN 1.5 1.9 1.4 1.2 2.6

11 13 V 80 yes NA NA 1.8 1.9 2.3 1.4 2.3

11 14 VI 57 no BN BN 1.3 1.5 1.7 1.5 1.4

11 15 II 75 no 4- 2 2.2 2.2 1.6 BN 3.9

11 17 III 61

No
Opinion BN 2 1.0 1.8 1.6 2.0 3.0

12 1 II 67 yes 4- 3- NA 2.7 3.7 NA 1.9

12 2 II 77 yes BN BN 2.5 2.9 3.7 1.6 2.8

12 3 II 56 no BN 3 2.0 3.3 3.1 3.4 3.6

12 5 I 63 no BN BN 1.4 2.4 BN BN 1.8

12 6 IV 64 no 4- 3- 4.0 3.6 4.2 3.2 6.1

12 8 V 52 yes BN BN 2.0 2.3 1.7 1.5 2.9

12 10 I 46d46 yes BN BN 1.6 1.4 3.3 3.0 1.0

12 11 II 69 yes BN BN 1.8 2.5 1.3 2.6 2.3

13 1 I 104 no NA 2 2.6 5.5+ 2.6 1.4 4.2

13 2 V 62 yes 4- 2- 1.9 2.6 4.0 3.9 3.2

13 3 II 78 no 4- 5 3.3 5.6 7.2 5.5 5.3

13 4 II 66 yes 4- 2- 1.9 2.3 1.3- 1.3- 3.0

13 5 I 65 yes 4- 2- 2.3 3.6 3.3 3.7 1.5

13 6 III 65 no 4= 3 1.8 2.2 3.0 2.3 3.9

13 7 IV 68 no 4- 3 1.5 4.5 4.4 3.8 3.9

5 12



Age Student Area I.Q.

Medical
Evidence

no

Durrell
Phonic

Analysis
Spelling

Stanford
Word Study.

Reading
Word Mean

Gates-McGinnitie
Vocab. Comprehenston

WRAT
(Math)

13 8 IV 64 2- 4 2.3 3.3 3.7 4.8 3.4

13 9 II 80 yes BN BN 1.8 3.3 2.5 1.4 2.0

13 10 I 63 yes BN BN 1.7 2.3 3.3 2.5 4.2

13 11 II 68 no BN 2- 1.8 2.2 1.7 1.6 1.9

13 13 II 51 yes BN BN BN 1.5 BN BN 1.8

13 14 IV 79 no 5- 5+ 4.8 4.6 4.2 2.6 5.3

14 1 V 59 no 4- 5+ 2.2 3.8 5.1 3.5 3.0

14 2 I 75 no 2- 3- 2.3 3.8 4.2 2.4 3.4

14 3 III 88
No

Opinion BN 4 2.6 3.7 4.4 4.2 2.6

14 4 II 86 no BN BN 5.5+ 5.5+ 2.7 2.8 3.2

14 6 I 47

No
Opinion 4- 2- 1.6 1.7 2.0 2.1 2.3

14 7 II ( ;6 no BN. BN 1.1 2.7 2.6 1.6 2.8

14 8 II 80 no 4- 3- 2.2 NR 2.5 NR 3.6

14 9 II 47 yes BN BN 1.0 1.2 1.5 1.6 1.4

15 1 I 73 no 4- 6+ 2.6 6.1 6.2 4.4 4.4

15 3 III 80 yes 4- 3- 1.5 2.3 1.3 1.5 3.2

15 4 I 88 no 2- 4- 1.5 2.9 2.7 4.1 6.1

15 5 II 63 no BN 2.5 NR 2.7 BN BN 4.2

15 6 I 51 yes 2- 6- 4.5 4.3 5.3 3.3 1.9

16 1 V 74 yes 6.0 5.6 3.0 5.6 5.9 4.3 4.2

16 2 IV 83 yes 4- 3- 5.0 5.2 3.9 4.1 5.7

16 3 I 70 no 2- 6- 2.6 3.8 4.2 4.3 1.9

16 4 II 81 yes BN 3 1.8 4.6 5.7 5.2 3.9

17 1 II 87 no 4.5 6 6.7 5.1 5.2 4.5 6.5

17 2 IV 68 no 4 3 2.4 4.0 6.1 4.7 3.6

17 4 II 97 yes BN 2 3.3 5.4 5.0 6.1 4.5

17 5 II 81 no BN 3+ 3.3 4.9 4.9 1.9 5.3

N = 97

BN - Below Norms
NA - Not administered
NR - Non-reader
a - WRAT (Spelling) 2.2; WRAT (Reading) 1.9
b - WRAT (Spelling) 1.4; WRAT (Reading) 1.2

(c) No academic skills could be elicited because of severe speech problem
d - Less than norms (46)
e - Classes broke before I.Q. Test.. May have affected score downward.

f WRAT (Spelling) 1.7; WRAT (Reading) 2.1
g - Child's behavior interfered with obtaining valid score
h - WRAT (Spelling) 2.8; WRAT (Reading) 2.8
i WRAT (Spelling) 2.1; WRAT (Reading) 1.4 6
j - Test invalid; examiner error.

1.3



TABLE II.

Distribution of IQ Scores

IS N

101 105

96 100

91 95

86 90

81 85

76 80

71 75

66 70

61 65

56 60

51 55

46 50

Below 46

1

1

1

4

8

13

14

17

15

7

7

6

3

Totals 97

An examination of the educational tests appearing in
Table I, that is the Durrell Analysis (Phonic and Spelling),
the Stanford Reading (Word Study and Word Meaning), the
GatesMacGinitie (Vocabulary and Comprehension and the
Wide Range Achievement Test (Math), indicates that all the
children were operating below their grade level in all areas
with the exception of a few individuals on the Phonic part
of the Durrell Analysis Test. These were all at the lower
grade levels. These data correlate with information available
from the files of the Oregon Board of Education which
indicate that in all cases these children, when originally
certified, were functioning at academic levels far below
norm. .

When examining the medical results achieved with
these 97-.,childrenas opposed to previous medical infor-,
mation : available, nne findsjn- seventeen instances differen7

7

14

ces between this medical examination and previous medical
examinations relative to the physician's opinion as to
whether or not there is medical evidence for mental
retardation. In ten cases the physician in the present
medical examination found evidence or cause for mental
retardation which were not uncovered in previous exami-
nations. On the other hand, in six instances the physician
during this examination did not uncover information which
previous physicians did discover as evidence for mental
retardation. In the seventeenth case, which must be
considered unusual, the physician indicated that he believed
the child was emotionally disturbed. The Walker Behavior
Checklist, which is normally not a part of the certification
procedure, but which was administered to obtain some
additional information during this study, reveals support
for the physician's opinion.

The sixteen cases in which a variation in opinion was
noted represent 16.5%. Yet in no instance is this infor-
mation important enough to indicate that the previous
certification for mental retardation was not a valid one.

Table III which contains comparisons of medical and
IQ data obtained during the present examination and
previous examination indicates those cases where the
medical examinations were different.

Table III also provides the information about the
present IQ scores as compared to previous IQ scores. It is
this element of information which becomes now most
important in determining the validity of the previous
certification process. The medical information and educa-
tional information by themselves do nothing but lend
credence to the accuracy of the previous evaluation.

The examination of the IQ data indicates that during
the present IQ testing 15 children received scores of 81 or
above. These scores are high enough to indicate that the
child might function in a regular class.

Because of the high IQ score that the child has
received in this present testing it is necessary to examine
each of these cases individually to make a determination
whether or not the previous information is erroneous about
the child and whether the child has been misplaced in an
EMR class.

An examination of child 8-7, 8- 19. 9-2, 10 -4, and
10-16 indicates that the present IQ score is not significant-
ly different from the previous IQ scores and that in all
instances the scores range from 81 to 85 during the present
testing. All of these children are functioning well below
their grade level when one examines their educational tests
which arc summarized in Table 1. Thus, based on the
criteria established by the Oregon Board of Education these
children are probably well placed in the EMR class.

In the case of child 7-8 an interesting phenomenon
occurred. The child was first examined psychologically May
23, 1968 when the psychologist indicated that the range of
intelligence for the child was somewhere between 85 and
94. This is reflected by the score of 90 in the previous IQ
column of Table IV. Yet on November 27, 1967, the school
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special education examiner tested the child with a WISC on
which the child achieved a score of 74; in the present
evaluation the child scored 92. In light of the two IQ scores
of 90 and 92, a is strongly suspected that this child may
well be misplaced in an EMR class. This conclusion is
reached despite the medical evidence for mental retardation
because the evidence consists of nothing more than a
physician's opinion which indicates a "suspicion of cerebral
dysfunction". In fact, on June 14, 1968 during a physical
examination one of the physicians stated that it was
difficult to pinpoint whether the child has a behavior
disorder or cerebral dysfunction. As an additional piece of
evidence to perhaps support the misplacement of this child,
a Walker Behavior Checklist indicates a score of 35 which is
far above the score of 21 which usually indicates a behavior
disorder.

TABLE IV.

List of Those With IQ Above 80 and Previous IQ Scores

Child
Age # Present IQ Previous iq

Medical
Evidence

8 - 7 83 75 yes

7 - 8 92 90/74 yes

8 - 19 81 77

9 - 2 85 77

10 - 4 82 74

10 - 16 83 75

13 - 1 104* 72

14 - 3 88* 67 yes

14 - 4 86 77/85

15 - 4 38* 69

16 - 2 83 78 yes

16 - 4 81 75 yes

17 - 1 87* 72

17 - 4 97* 72 yes

17 - 5 81* 69

N= 15

In the case of children, 14-4, 16-2, and 16-4 the
present IQ range correlates well with previous IQ scores.
Although the IQ's are above 81 during the present testing

10

17

and are slightly higher than previous IQ testing, the children
are functioning at such a low level educationally, as
evidenced by their educational test scores in Table I, that a
placement in a special class seems mandatory.

In the case of children 13-1, 14-3, 15-4, 17-1,
17-4, and 17-5 the IQ scores are all above 85 during the
present testing and range as high as 104. They are all
significantly different than previous IQ scores. An exam-
ination of the individual data for each of these children
reveals nothing that would indicate that the child had been
previously misplaced in a special class. The educational
testing scores which these children achieved during the
present round of tests indicate that they are not capable of
functioning at their grade level in normal classes. Although
their high IQ scores during the present testing series cause
us to pause before we recommend their placement in an
EMR class, their low academic performances indicate that
they do need special help. The special help must come
either from the EMR class or some other type of special
schooling, perhaps an extreme learning problem class. In
any case, in all six of these instances the children should be
reexa mined once again and further determination made
whether they may function better in an extreme learning
problem class or should be retained in the EMR class.
Because of their low academic level of functioning, it does
not seem possible that they should be replaced into a
normal class.

It is further interesting that all of these children are
age 13 and above which means they they are well advanced
in school and would find it most difficult to cope with a
normal class environment based upon their functional
educational level.

Conclusions

Thus, an examination of the entire range of 97 cases
cause us to reach these conclusions:

(1) In only one instance can we state with a certain
degree of assurance that the child has been
misplaced in the EMR class, and this is in the
case of child 7-8. In six instances, children
13-1, 14-3, 15-4, 17-1, 17-4, and 17-5, a
reexamination might be indicated based upon
their present IQ testing. However, when exam-
ining the child's performance educationally, we
are forced to conclude that the child had been
properly placed in an EMR class. It is believed
that all other children of the 97 are properly
placed. Reducing these conclusions to percent-
ages, we find that only 1% of the children
definitely were certified improperly and we
find an additional 6.2% requiring further exam-
ination but probably correctly certified.

In relation to the second purpose of this study
the examination of the adequacy of documents used in
certifying EMR pupils, this study must discuss each of the



elements of information separately, that is the IQ, the
medical report, and the education information.

(2) Relative to educational information it would
seem that the reporting of standardized educa-
tional test scores may be helpful, especially if
the child scores above 80 in IQ. Such a score
might well indicate a child who is deficient in
only certain learning areas. The standardized
scores will help pinpoint those deficient areas.
Since mathematics and reading are usually
considered the prime academic deficiency areas,
a system of reporting standardized test scores in
these areas is recommended, although it is
certainly not limited to those areas.
In regard to the medical examination, certain
specific information should be required. How-
ever, it is recognized that it is much easier to
state the requirement than it is to obtain the
information. This deficiency will exist as long
as the child has the freedom to be examined by
his family physician. The experience of this
study indicates that family physicians, despite
the fact that they may be asked for specific
information, are often reluctant to conduct the
examinations as requested or do not have the
facilities for so doing. Of course, the utilization
of a regional diagnostic center or the utilization
of certain specified physicians affiliated with
school districts might well help to solve this
particular problem.

In any event, the information that is
deemed absolutely mandatory before a child is
certified as eligible for a special class is an
extensive audiological examination and a com-
plete eye examination. The necessity for this is
amply demonstrated by the fact that in this
present examination, in five instances (5.2%)
children were discovered who had either serious
ear difficulties or sight deficiencies which ac-
cording to the records available had not pre-
viously been uncovered. In addition to this
complete audiological and visual testing, the
physician should be required to submit a
detailed medical history about the child. Often
times this provides indicators of medical cause
for mental retardation and might be useful
information. If the medical history warrants,
the physician should arrange for the student to
receive an electroencephelogram examination
so as to determine whether or not brain
damage, measurable by this examination, can
be discerned.

In addition to the above, a standard
physical examination should be administered.
The forms required for the submission of this
physical information should be designed so that

(3)

is
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the visual and audiological information and
electroencephelogram information are pin-
pointed on the form.

(4) The evidence produced by the present study
relative to IQ scores indicates that IQ scores
may be less reliable and vi lid than frequently
claimed. This fact becomes especially apparent
when one examines the IQ scores in the present
evaluation compared to IQ scores achieved in
previous evaluations. To extend the examin-
ation regarding the IQ score, consider all 120
psychological tests administered during this
round of examinations instead of merely the
97. Score differences were noted as significant
in 47 cases. This variance was determined by an
examination of the standard error of measure-
ment. If the two tests varied beyond the
acceptable range as indicated by the standard
error of measurement, they were considered to
be at variance at a significant level (.05). Of the
47 which significantly varied, 23 of the present
evaluations were lower than previous and 24
were higher. There was no pattern to the lower
or higher scorings except that in age groups 15,
16, and 17, nine of the ten scores that were at
variance were higher than those previously
administered.

It is difficult to explain this variance.
Presumably all of the 1 est administrators, both
during the present evaluation and the previous
evaluations, were qualified to administer these
tests. It is known that during the present
evaluation all were qualified psychometrists
who had experience in administering the WISC
and WAIS. The personnel who administered the
previous tests were, at least by indication of
their title and position, qualified to administer
a valid test. An examination of the scores
achieved with specific examiners indicates that
all examiners administered tests which varied
with previous scores. None of these variances
were in a predominant direction for any exam-
iner. All examiners also administered tests
which were not at variance. No one examiner
was found to have an inordinate number of
scores at variance with previous scores.

The fact that this variance exists is cause
for concern. If such variance is obtained when
supposedly qualified psychologists are admin-
istering IQ tests to children for certification for
special classes, one must pause and reflect upon
the value of these tests before placing a child in
an EMR class with this as the main criterion.
School districts might well consider, especially
in those instances where the IQ ranges above
70, the calling upon another psychologist to



(5)

Summary

administer an IQ test. Again, it might be well if
these tests could be administered in diagnostic
centers where one or two psychologists might
be available to conduct tests of different types
upon the child to get a more accurate reading
of the child's IQ.
An updating and revision of the Oregon Board
of Education records and files of special educa-
tion students is considered mandatory. This
need was demonstrated by the fact that 24.5%
of the sample chosen was no longer in the
special education program indicated in the
records of the Oregon Board of Education. A
computerized record system is recommended.

In summary, this study reports that only one child
out of a sample of 97 was inappropriately placed in an
EMR class. Although IQ scores reveal 14 other children
with IQ scores above 80, the evidence of educational
performance and medical evidence strongly militates for
their being placed in an EMR class.

In relation to the adequancy of forms presently
utilized by the Oregon Board of Education, recommen-
dations are made for the inclusion of more stringent visual
and hearing acuity tests to be a standard part of the medical
evaluation and an electroencephalogram where considered
appropriate. The inclusion of standardized educational tests
is also recommended.

Finally, the results achieved on IQ testing and the
variance indicated between the scores of the present IQ test
and those previously administered indicates that school
administrators must be wary of placing a child in an EMR
class with the IQ score as the primary source of evidence.
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