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FOREWORD

The American education system is being challenged to an extent
it has never experienced before. Although there have been efforts to
provide equal educational opportunities for all children, many excep-
tional children are not being adequately served by the schools. This
is especially true in inner-city and remote rural areas where the “special
class model” for providing services is sometimes found to be in-
appropriate.

Emphases in higher education in the past have not been placed
on the preparation of general educators for the special education aspects
of their wortk. One means of correcting this is to implement and
revise teacher training programs. Such an emphasis will. (1) cause
teachers and administrators to seek and obtain the assistance needed
to educate exceptional children in the regular classtoom; (2) reinstate
special education as a dimension of general education; and (3) foster
a change in attitudes ol all educational personnel toward deviant
children.

It was the purpose of these three conferences to initiate and
continue a dialogue concerning the relation of special education to
general education, between special educators and teacher-trainers in
colleges and universities, and among key agency, community, and
higher education personnel in the western region. The conferences were
designed to stimulate voluntary planning and coordination among
program petsonnel in the West who now provide or anticipate offeting
speciai education training to regular teaching personnel. Specifically,
these conferences provided a well-prepared arena for knowledgeable
general and special educators to discuss and evaluate issues concerning
the contiguities and continuities in Geuneral and Special Education
services in the West.

Nearly two hundred participants representing western institu-
tions, agencit,, and local schools were in attendance for the full
conference period at one of the three conferences. The quality of the
participants’ interactions and the excellence of the papers presented
attest to the importance given to this conference by those who attended.
It is hoped that these published proceedings will serve to stimulate
additional study, research, and action concerning the relation of general
and special education throughout the nation.

Acknowledgements are due the Conference Planning Committee,
Conference Faculty, participants, and the entire WICHE staff. Sincete
appreciation is expressed to Dr. Keith Larson, Coordinator, Special
Education Programs, Portland State University; and Dr. Harry V. Wall,
Chairman, Department of Special Education, California State College
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CONTIGUITY and CONTINUITY
IN .
GENERAL AND SPECIAL EDUCATION




THE PURPOSE OF THE CONFERENCE

Dr. James A. Bradshaw

The title, “Contiguity and Continuity in General and Special
Education,” could be an awesome, misleading, and overwhelming col-
lection of words that have little meaning unless placed in their proper
perspective and context. The contiguities in general and special educa-
tion are those elements which touch both general and special education.

In the West, special education constitutes a relatively new
dimension of general education. However, as in other regions, statutes,
supporting regulations, ana guidelines mandate that states provide
programs for children with physical, mental, and emotional disabilities
and impairments. The term “special education” can relate to many
different problems. Conditions involving emotional disabilities, cultural
disadvantages, physical and mental limitations, and complex learning
disabilities might all be covered by this term—even the education of
unusually talented or gifted children.

Dunn, Kirk, and other special educators throughout the United
States have identified these types of exceptional or handicapped children
who could and should be involved in the local public schools: educable
mentally retarded, trainable mentally retarded, speech impaired, deaf
and hard of hearing, blind, and partially seeing, crippled, other health
impaired, emotionally disturbed, socially maladjusted, and specific
learning disabled. The latter three categories are sometimes referred
to as the educationally handicapped. Most of these categorical labels
are derived from medical models and have little relevance to the
particular learning problems or educational programs. Stephen Lilly
(1971) offers a new definition of exceptionality which changes the

Dr. James A. Bradshaw

Director, Special Education for
General Educators,

Western Interstate Commission for
Higher Education
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emphasis from exceptional children to exceptional situations in the
school. His definition is as follows:

An exceptional school situation is one in which
interaction between a student and his teacher has been
limited to such an extent that external intervention is
deemed necessary by the teacher to cope with the problem.

His basic message is that we must change both how we think of children
labeled as exceptional and how we perform in regard to their educational
process.

More than one million school children and youth in the West
need special education services. Of these one million children, almost
620,000 receive no special help with their learning difficulties, not
even a part-time program. The children are many; special programs
are few.

As in other sections of the nation, western states have experienced
difficulty in determining the number and characteristics of “exceptional”’
children in their region. They have had difficulty in establishing
appropriate numbets and types of training programs to prepare teachers
and others to meet the educational needs of these children. There are
numerous problems and contiguities associated with planning for
services, developing curricula, defining training needs, and expanding
programs. Many of these problems, particularly those related to
professional training, have regional significance and might be solved
or significantly reduced through concerted regional action.

Although the number and variety of educational services for
exceptional children in the western states have steadily increased, the
majority of the handicapped children will continue to be served by
regular elementary and secondaty teachers.

Regular classroom teachers have always been confronted with
large numbers of exceptional children in their classes and in recent
years have been faced with increased numbers of children whose learning
problems cxceed their knowledge and understanding of ways of coping
with these conditions. In 1955, Kough estimated that as many as one-
third of the children cared for by elementary and secondary teachers
have special abilities or special needs which require unusual attention.
It is clear that while many schools, particularly in the urban areas, now
have special classes, only a small percentage of exceptional children
are served by these means.

Taking into account the expanding school-age population in the
West and the limitations of many of our present administrative arrange-
ments for providing special education programs in some geographical
regions (e.g., special education classes and schools in sparsely populated
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areas), the shortage of special education services is likely to continue.
Further, even if it were possible to provide sufficient numbers of
teachers prepared to serve children with special learning problems in
special class settings, some states and local districts would be faced
with major financial problems in expanding special classes or schools.

Providing effective educational services for exceptional children
is everyone’s responsibility. It is #os merely the responsibility of teachers
and administrators of special class programs. In a culture where more
than 30,000,000 persons can be considered handicapped, gifted, ot
unusually talented, and where educational handicaps or learning dis-
abilities are often severely complicated by poverty, prejudice, or neglect,
special education cannot be interpreted in such narrow perspective.

Although many western states have made progress in providing
services for exceptional children (e.g., developmental centers for handi-
capped minors, pre-school programs, special classes, work-study pro-
grams, and post-school programs), exploding and transient populations,
inadequate legislation, teacher shortages, poverty, spatsity, and highly
concentrated urban populations could prevent them from carrying out
the educational program to which educators are committed, particularly
through existing patterns of service. Each state presents some common
as well as some unique special education problems. These problems are
not likely to be solved unless more effective means of involving regular
elementary and secondary personnel in special education matters can
be found. What appears to be needed is a better link between special
education and general education at the public school level, and between
the general educator and special educator at the university or training
level.

The input sessions were designed to discuss the environmental,
ecological, societal, and other institutional influences and forces that
contribute to or facilitate what happens to children. If we are to be
successful in our intervention, prevention, and amelioration of depriva-
tion that results in children with handicapping conditions, we must
be knowledgeable about the living conditions and reproductive pat-
terns that are responsible for such deprivation.

U. S. Commissioner of Education, Sidney Marland, Jr., has set as
one goal of the U. S. Office of Education the provision of educational
opportunities for every handicapped child in this country by 1980.
If we are to accept the challenge and dilemmas of providing special
education services to the 60 percent of the handicapped children not
receiving them, we must explore and develop more effective service
delivery systems. Many of these children with the support of part-time
special education services could benefit in the regular classtoom. This
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will require a commitment for better coordination, cooperation, and
communication at the federal, state, and local levels. People must be
involved at all levels if a change in attitude and action for future change
are to take place. This study of contiguities and continuities in general
and special education is an attempt to develop an interface between
special education and general education for these exceptional children
who are conceived, deceived, and disillusioned.
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MENTAL SUBNORMALITY:
The Result of Prenatal Famine

Arthur T. Fort, M.D.

During the twenty minutes it will take you to read this article,
four more mentally retarded children will be born. In just five years,
they will look to you for some sort of educational experience.

One of these four is mentally retarded for some clearly demon-
strable cause. The cause might have been an enzyme defect such as a
lack of Hexosamine-A that is seen in amaurotic-familial-idiocy or
Tay-Sachs disease, or a derangement of chromosomes as scen in Down'’s
syndrome or mongolism, or a maternal infection such as rubella or
German measles, or a blood incompatability between mother and fetus
as is seen with the Rh problem, or the baby may have positioned itself
improperly for birth, resulting in a birth injury. The known or suspected
causes exceed one hundred in number and tend to be spread more or
less evenly throughout our society, affecting rich and poor alike.

The other three mentally retarded children born during these
twenty minutes are quite different from that one child, however, as no
demonstrable cause for their retardation is evident. Furthermore, these
children are not found evenly distributed over the entire population,
but are densely concentrated in the lower one-fourth of our population
socioeconomically (1) and in some way are related to poverty (2). Is
this concentration of mental retardation in the lowest quartile of our
population a result of a similar concentration of bad genes in that
group; or is it because the genes were normal, but were denied the
opportunity to develop their full potential? In answer, all of you can
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probably remember classic lower-class families depicted in high school
civics or social studies who generation after generation produced men-
tally incompetent and sociopathic offspring. But no doubt you can
also remember that the same lower class generated a number of great
educators, scientists, physicians, industrialists, financiers, military lead-
ers, statesmen, and even a president or two. In fact, the bulk of the
settlers of our great nation were escaping poverty in Europe when they
emigrated to America. Had they been on top they would never have
left. Therefore, it is very unlikely that the concentration of mental
retardation in the lower quartile of our population follows from a
similar concentration of bad genes. It is much more likely that the
genes of the lower quartile are normal, but may have been denied
the opportunity for full development of their potential. Furthermore,
this restraint of development appears to be inherent in the reproductive
process rather than caused by poverty itself. Otherwise, how could so
many bright people have emerged from very low class origins?

The culprit, operating within the reproductive process to retard
development of potential, prenatally at least, is none other than poor
intrauterine incubation or prenatal famine. One finds this prenatal
famine concentrated in the lower quartile of our population because
certait, reproductive characteristics contributing to poor incubation are
likewise concentrated among the poor. These reproductive characteristics
are: (1) beginning reproduction too early in life, (2) reproducing too
soon after previous birth, (3) reproducing too many times, and (4)
living a life style that excludes prenatal care and good prenatal nutrition.
Such allegations, being strong, deserve support. I intend to provide that
suppott in the remainder of this article. A sequential article will suggest
how the culprit, pren-ial famine, can be apprehended and prevented
from the cruelest of all thievery, the theft of human potential: the
“great brain robbery!”

Support for these allegations must begin with a brief review of
the purpose of the gestation period, i.e., the period of intrauterine
incubation. Simply stated, it provides a time and place for the expansion
of one cell, formed by the fusion of egg and sperm, into a baby
capable of independent existence—a truly miraculous event! Our
incubation period lasts approximately nine months. The first three
months are devoted largely to cellular proliferation and differentiation,
a process wherein the fetal cells separate into specialized tissues such
as nerves, skin, bone, muscle, etc. The remaining six months are spent
almost entirely on further proliferation of the already well-differ-
entiated fetal tissues. The most obvious result of all this proliferation
is growth, a process that continues far beyond birth. The rate of this
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growth depends on two essential forces: (1) the inherent growth
potential of the fetal tissue and (2) the supply line to the fetus. This
can be depicted graphically ‘f growth potential is plotted along a
horizontal axis. A vector between the two forces results in a diagonal
linear growth curve. If either the growth potential or the supply line
becomes rate limiting, the growth curve will begin to plateau. For
most of us, our growth potential eventually becomes rate limiting and
we cease growth in our late teens. Only our fat cells seem to maintain
their unlimited potential for growth for as long as we live.

If a point on the horizontal axis is chosen to represent the birth
date, and a perpendicular is extended from the point through the growth
curve, the point where the perpendicular intersects the growth curve
would represent birth weight. Ideally, the birth weight should range
between 715 and 815 pounds after nine months. A lesser birth weight
would indicate that a plateauing of the growth curve must have
occurred, almost always indicating that the supply line became rate
limiting. Growth potential rarely becomes rate limiting during early
life; witness the manner in which well-fed newborns gain one to two
ounces daily. The rare exceptions would be when the cellular growth
potential was genetically defective or had been attacked by an infection
such as the rubella vitus. In such cases one sees lack of growth potential
persisting after birth as well. Therefore, the supply line, not the growth
potential, is almost always responsible for putting the brake on growth
when a baby is born undersized relative to the period of gestation. In

other words, there was prenatal famine.

It is important to reiterate that a well-nourished baby may be of
low birth weight from having been born too soon, having been evicted
at a point earlier on the growth curve than 75 to 85 pounds. This
should not be confused with prenatal famine. Whatever the cause,
when a baby’s birth weight falls below normal to 5% pounds or less,
he is called “premature.” Confusingly, this word may apply to a baby
of low birth weight because of prenatal famine or to a baby of low
birth weight because of having been born too soon. Unquestionably
lumping the two together extends confusion to follow-up and prognosis
about future development since only 30 percent to 50 percent of pre-
matures are truly growth retarded or famished prenatally. It must be
acknowledged, nonetheless, that all prematures represent faulty incuba-
tion since premature eviction is also a partial failure in the gestational
process when insufficient time was provided for maturation of the
unborn.

If birth weight, remembering it as commonly a reflection of
prenatal famine or prenatal feast, is correlated with future capacity for
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intellectual performance, neuromuscular development, and perinatal
survival, a striking pattern becomes evident. The pattern shows that the
greater the birth weight, the greater the chance of success in these
categories. Admittedly the pattern is much more evident at the
extremes. One can point out notable exceptions. Intellectual perform-
ance can only be roughly qualitative, and the circumstances into which
a child is born also contributes strongly to ultimate success; but the
correlation is undeniable. To avoid obfuscation, one rare exception
to the “the bigger, the better” correlation must be singled out for
mention and that is the oversized baby one sees in association with
diabetes mellitus. His oversized condition reflects an underlying ma-
ternal disorder, and, during the prenatal period, he does less well than
the normal child. The same can be said of the swollen hydropic baby
seen in blood incompatibility.

To cite some of the evidence on which the “the bigger, the
better” correlation rests, I will first mention an observation by Porter
(4) who in 1893 noted that in nongraded classes in St. Louis public
schools, the taller and heavier children tended to gravitate to the upper-
level grades despite age. From that Franz Boas (4) concluded that
there seemed to be a common denominator between mental and
physical development. Years later Terman (5) designed his study of
gifted children found in California schools. He found them to surpass
nongifted children in physique as well as intellect. He followed them
into middle age noting that they had fewer illnesses than had the
controls and continued to maintain their superiority in physique and
intellect (6). Admittedly, this superiority must be related to nurture
after birth as well as before because two of Terman's co-workers, Lay-
cock and Caylor (7), found that the association between physical and
intellectual superiority lost significance within families. Tanner (3)
more recently reexamined the relation of body size, intelligence test
scores, and social circumstances in children and adults and once again
found an imprecise but unmistakable tendency for upper-class individ-
uals to be taller, brighter, and better able to limit fecundity. Knobloch
and Pasamanick (8) reported the results of a long term follow-up of
prematures compared with normals. When birth weight was used as
the basis for separating the subjects into those weighing less than 1000
grams (1.9 pounds), 1000-2500 grams (2-5%5 pounds), and greater
than 2500 grams (55 pounds), defective intellectual functioning
emerged in 17.6 percent, 1.8 percent and 1.6 percent respectively.
Minimal cerebral damage was found in 22.8 percent, 16.0 percent, and
10.0 percent respectively. Neurologic abnormalities sufficient to
threaten future development were present in 26.3 percent, 8.2 percent,
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and 1.6 percent respectively. Prematures continued to be shorter,
lighter, and experienced 55 petrcent more illnesses. In another report
Knoblock (9) stated that 50 percent of the children weighing less
than 1501 grams at birth eventually showed intellectual or neurologic
defects.

Wiener (10) compared measurable indices of neurologic develop-
ment selected to detect minimal deficit in 500 low-birth-weight infants
with 492 controls matched by maternal age, race, season of birth, and
socioeconomic class. Impairment increased as birth weight decreased
becoming unmistakably significant below 2500 grams (512 pounds).
Wiener (11) in an extensive review of the psychologic correlates of
premature birth found that the overwhelming preponderance of studies
showed the now familiar pattern—"the bigger, the better.” He quoted
one study of children weighing less than 3 pounds at birth wherein
31 to 45 preschoolers were found to have 1.Q.s of less than 90, and
of 24 from this group who continued on to school, 21 fell below
90 1.Q. Females seemed bi:~; sble to catch up than males, probably
because they are expect:ci to weigh less at birth by virtue of their sex.
A cleverly contrived study ty Scarr (12) compared 61 pairs of identical
twins, all females. When their birth weight (a clear indication of the
prenatal feast or famine since the genetic potential for growth was
identical) was correlated with 1.Q., the larger twin surpassed the
smaller, especially if a difference of greater than 500 grams existed.

Baird (13) evaluated the 1.Q. of school children born in Aber-
deen, Scotland, weighing between 4 and 5V pounds at birth. He then
divided them into those born more than four weeks early and those
born within four weeks of full term. The children born more than
four weeks prior to term surpassed the others. Doubtless, spending
those weeks outside the maternal incubator with a substitute but
adequate supply line was beneficial. Further citations on birth weight
and ultimate intellect are readily available in the literature.

Alm (14) contrasted the adult social adjustment of 759 single-
born prematures with 981 controls and found 3.5 percent of thc
prematures were severely retarded compared to 0.7 percent of the
controls. Another 4.8 percent of the prematures were less severely
retarded but required institutionalization compared to 1.2 percent of
the controls. The significance of proportions of human injury attributed
to prematurity can be better appreciated if it is pointed out that thc
incidence of prematurity among our population ranges between 5 and
10 percent. Therefore the number of premature affected should be
multiplied by at least ten to get a proper perspective for co~parison
with normals.
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If we now leave intellectual and neuromuscular development and
social adjustment to look at capacity for perinatal survival, the “the
bigger, the better” correlation is no less evident. This is true even
when such survival rates are adjusted for socioeconomic class, maternal
age, role, etc. Eighteen nations surpass the United States in perinatal
survival, and the only plausible reason for this unenviable position is
our similar standing in birth weight statistics (15). When perinatal
survival in Sweden, which enjoys the best comparative position, is
viewed alongside ours, the correlation between lower survival and
lower birth weight is even clearer: our prematurity rate is 8.2 percent,
while Sweden's is 4.4 percent (16). Eastman and Jackson (17)
found the neonatal death rate four times as high in children weighing
less than 515 pounds at birth when compared to larger neonates. Van
Den Berg and Yerushalmy (18) in another large study found the same.

Finally, even the ability to complete high school seems to be
related to birth weight. This was reported in a cleverly contrived study
by Harmeling and Jones (19) who compared the birth weight of 39
high school dropouts from an all black high school with matched
former classmates who were either slow learners or normal learners.
The average birth weight of the normal learners exceeded that of the
slower learners whose average birth weight had exceeded that of the
dropouts.

How much longer can we allow so much human potential to be
squandered by prenatal famine? How much longer can we watch this
great brain robbery without getting involved? In a subsequent article
I want to tell you how this heinous crime is committed. I want to tell
you how it might be stopped. I challenge you to join me in planning a
citizen’s arrest of this culprit.
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CHILDREN — POSTNATAL FEAST OR FAMINE:
SOCIETY’S ACHIEVEMENT*
Marvin 1. Gottlieb, M.D,

“What is intelligence?” At first glance that appears to be 2
mundane question, striking the reader as if it were indeed a rhetorical
question. A classical response, ‘‘the capacity to communicate informa-
tion,” is no longer a satisfying description of intelligence. Paradoxically,
as our level of intellectual sophistication becomes more refined, our
ability to formulate a working definition of intelligence becomes more
difficult. The philosophical meaning of intelligence is mercurial in
nature, a precisc definition is exceedingly difficult to solidify. Indeed,
some confusion persists in the crystallization of an adequate response
to the question, “What is intelligence?”

Until recently, this confusion permeated the conceptual thinking
about mental retardation or intellectual subnormalcy. It was not until
.1961 that the American Association on Mental Deficiency (AAMD)
proposed a definition, which was generally accepted by most disciplines.
The description relates to “‘subaverage :itellectual functioning which
originates during the development period and which is associated with
impaired adaptive behavior.”

What does this mean? In reconstructing the definition from its
component patts, subaverage intellectual functioning refers to per-
formance that is greater than one standard deviation below the popula-
tion mean group involved. The definition further implies that at some-
time during the developmental period the brain has been insulted,

*Editor's Note: This paper was presented as a discussion prcfusely illustrated with 75
lantern-slides; consequently this text is at best a skeleta! narrative.

Marvin 1. Gottlieb, M.D.

Associate Professor of Pediatrics,

University of Tennessee School of Medicine,
Memphis, Tennessee
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embarassed, or injured, which in turn creates an intellectual deficit.
Most agree that the developmental period grossly encompasses the
span ‘'somevhere between birth and 16 years of age’; this time limit
should be br adened. We are cognizant that at the moment of con-
ception (the very instant that the sperm fertilizes the egg), the genetic
background can frequently predetermine the future intellectual potential
of the individual. For example, focus your attention on the chromosomal
situation in Down’s syndrome or mongolism; genetically, the fertiliza-
tion of an egg containing an extra No. 21 chromosome precludes a
syndrome associated with at least a 98 percent incidence of mental
retardation,

How is mental retardation expressed? The AAMD definition
implies that an individual who is intellectually subnormal has impaired
adaptive behavior. Adaptive behavior can be expressed and measured
in three modalities: maturation, learning, and social adjustment.
Maturation, sequential development or achievement of the milestones
of growth, is frequently delayed in youngsters who are profoundly,
severely, or moderately retarded. The time sequence in which a child
is able to sit, crawl, walk, verbalize, play with his peers, toilet-train,
etc., is often an extremely sensitive barometer of subsequent intellectual
maturation. Marked delays in motor achievement may and should arouse
suspicions of associated intellectual retardation. The other areas of
adaptive behavior, learning and social adjustment, may be the first
manifestations of intellectual subnormalcy in individuals who are
borderline or mildly retarded and who do not present a lag in their
developmental milestones.

The retarded child who escapes detection by his family physician
and his parents may have his handicap revealed for the first time in
the classroom. The youngster who is unable to effectively compete
with his peers in meeting the challenges of a formal educatiot.al process
demands and deserves intellectual appraisal and investigation. The
child who accidentally passes through school by social promotions or
who drops out at the legal dropout age and finds that he is unable to
cope with the rigors and responsibilities of complex community living
also deserves intellectual investigation. This individual, who is unable
to adjust socially and ethically to community existence, often is found
to have intellectual retardation.

Upon accepting the definition of the AAMD, we assume
responsibility for a retarded population that is somewhat overwhelming.
By the AAMD criteria approximately 30 million persons in this
country would be classified as retarded; a staggering 16 percent of
our total population. Many among us are ostrich-like in character,
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preferring to hide behind the pseudosecurity of old definitions. I
recognize that it is somewhat startling and frightening to be made
aware of some 30 million handicapped Americans, but the problem
cannot be diluted by apathy. However, if you are adamant in hiding
behind old definitions, I tell you we are concerning ourselves with
approximately six million people, or three percent of our population.
‘This roughly represents the combined populations of Oregon, Wyoming,
North Dakota, Mississippi, and Maine. If you need a figure to fix in
your mind, think of approximately 126,000 youngsters born each year,
who will be classified as retarded. Every five minutes another child is
born who will be retarded. This is a figure based on the old definition
of intellectual subnormalcy—a frightening number of affected persons
regardless of the definition to which one adheres. Of the 130,000
infants born annually, who are retarded or will become mentally
retarded, approximately 4,200 or 0.1 percent will be so severely
afflicted that they will be unable to care for their own needs in daily
living. Approximately 12,600 (0.3 percent) will remain below the
mental age of a seven-year-old. The remaining 110,000 (2.6 percent)
are those with mild retardation who will require special training and
assistance in order to acquire limited job skills and achieve a measure
of independence.

Perhaps you are tempted to ask, “Why the fuss over mental
retardation? Is this really a problem of sufficient magnitude to warrant
our concern and efforts? Is this a disorder comparable to other pressing
problems of the day?” In my opinion, the answer to these questions
is an unqualitied yes! Mental retardation in its frequency and ramifica-
tions becomes one of the more urgent concerns of the day. When you
compare mental retardation to other medical disorders, the problem is
even more obvious. In absolute numbers intellectual subnormality
involves more persons than blindness, cerebral palsy, polio, and several
other crippling diseases all together.

In addition, it is neither fair nor realistic to talk only about the
child who is retarded. For example, when we have an individual who
has rheumatic heart disease we do not ascribe to him a lifetime of
constant supervision. The child with rheumatic heart disease is capable
of growing to adulthood, becoming a breadwinner, and functioning
effectively as a member of society. However, when we talk of the
intellectually handicapped, we ~ volve family constellations. If each
child (and this is again using the old definition of mental rctardation,
three percent) has a mother and father and one sibling, we are creating
a situation in which one out of every nine persons in this country
will become very intimately associated with the problems of mental
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retardation. We are talking in terms of a disorder that creates “lifelong
parents,” whether they be the biological parents, the community, the
City, the state, or the federal government. We are talking in terms of
chronic supervision for a chronic disorder, a disorder which in many
instances will never be compatible with independence.

Let us pause here to define a terminology—a classification—for
mental retardation. At present there is no one absolute or completely
satisfactory method of evaluating and characterizing the degree of
mental retardation. Virtually all classification systems depend heavily
on the 1.Q. as an index of measurement. It should be stressed that the
1.Q. is not the only criterion to be used in evaluating a person’s level of
retardation; factors such as social adaptability and emotional control
are significant factors. Indeed these factors may at times be more
significant in the overall evaluation of the patient.

The American Association on Mental Deficiency has recently
introduced the following classification involving five categories or
levels of retardation that are correlated with levels of 1.Q.

Borderline retardation ... 1.Q. 70-84

Mild retardation e e 1.Q. 55-69 (50-70)
Moderate retardation ..... 1.Q. 40-54 (35-50)
Severe retardation - 1.Q. 25-39 (20-35)
Profound retardation ..... LQ. less than 25 (—20)

In preparing an etiological classification of mental retardation,
it is obvious that we have much to learn about this problem. In only
25 percent of the cases can we point the finger and say, “This child
is retarded because. . . .” In other words, in only one out of four
cases is there an organic etiology to explain the retardation. Further-
more, unfortunately, when we have children who are retarded, we are
usually dealing with multiple handicaps. These are children who in
addition to their intellectual disadvantages have a multitude of physical
disorders; each in turn aggravating and augmenting the other. At times
the associated problems complicate the intellectual progress that can
be made.

Mental retardation is associated with over 200 known medical
entities. The following examples will refresh your memories:

Chromosomal or genetic problems. Need 1 remind you of Down’s
syndrome, Cry-of-the-Cat syndrome, Klinefelter's syndrome, Trisomy
13-15 syndrome—an entire spectrum of genetic problems involving
autosomes and sex chromosomes which are associated with mental
retardation?

Infections during the pregnancy. Probably most prominent in
your mind is rubella infection during the course of gestation, which
has mental retardation as a prominent feature of the array of congenital
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defects. Others have been incriminated, such as toxcplasmosis and
cytomegalic inclusion disease.

Poisons and noxious agents which children are capable of ac-
cidentally ingesting.

Traumatic episodes which can disrupt the normal neuronal
architecture of the brain and cause mental retardation.

Metabolic disorders, such as galactosemia and PKU, which, if
undetected, ravage the nervous system and culminate in severe and pro-
found retardation.

Serious illnesses and dehydration from any cause.

Infections of the nervous system. Anything that interrupts the
normal nerve cell patterns of the brain is a potential hazard capable of
producing mental retardation.

Admittedly our increasing skills in diagnosis have permitted the
linkage of mental retardation with a myriad of medical disorders. How-
cver, these ascociations account for a meager 25 percent of the popula-
tion of individuals with intellectual subnormality. The overwhelming
majority, 75 percent, cannot be assigned a specific etiological basis.
It is this latter "undefined” segment that has recently received in-
creasing attention; more will be said of this group later.

I admit that up to this point my dialogue has been rather pes-
simistic. Has there been any progress, anything that provides some
degree of optimism? The answer is yes. We have become much better
at identification; our diagnostic acumen has greatly improved. There
are three areas for possible identification of the intellectually handi-
capped child. The child who is profoundly, severely, or even moderately
retarded can often be detected quite early in life. These are the young-
sters who are extremely slow to speak and slow to understand. These
are the children whose retardation is so apparent that it does not usually
present a diagnostic challenge for their physicians and parents. How-
ever, children who are borderline and mildly retarded are less obvious
and may easily escape detection during the preschool years. As these
youngsters enter into an academic program and are found wanting in
their ability to compete effectively with their peers, they are singled
out. Failure to achieve academically signals the need for intellectual
investigation. Many of these children, when tested, are found to be
borderline and mildly retarded. Because of social inadequacy, the group
that escapes detection in the educational process (by social pomotion
or by dropping out of school) very frequently is tested and is found
to be borderline or mildly retarded.

In addition to increased diagnostic skills, there have been several
biological breakthroughs in the field of mental retardation. Permit me
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to remind you of surgical methods developed to prevent the retardation
associated with hydrocephalus and craniostenosis, the expanding arca
of genetic counseling, and the early identification of children with
metabolic disturbances. As a result of early identification of such
problems as phenylketonuria and the early initiation of dietary treat-
ment, it is possible to prevent the damaging effects of this metabolic
disorder. The gamut of our experiences with Rh incompatibility prove
a point. The development of kernicterus and subsequent mental retarda-
tion as a result of this disorder is well known. In our lifetime we have
progressed from understanding the nature of the problem, to neonatal
exchange transfusions, to intrauterine exchange transfusions, and,
finally, to the development of 2 vaccine for prevention of the problem.
So all is not pessimistic.

It would be natural to assume that because of the magnitude of
the problem mental retardation would occupy a priority position of
national interest. If we look back into medical and social history, the
emphasis unfortunately has been quite « .cager; the supporters for
mental retardation too few. The late Presic. * Kennedy was the first
national figure to champion the cause of combating mental retardation.
For the first time we had a public figure generating interest in a
problem too long neglected. Under President Kennedy's direction, the
President’s Committee on Mental Retardation was formed to evaluate
the problem. The first report of this committee was presented in 1967
to President Lyndon Johnson. This document revealed several very
frightening statistics. We learned that only two out of ten retarded
children in this country will receive the benefits of placement in a
special education classroom. Would we tolerate a situation where
insulin was available for only two out of every ten children with
diabetes? Only three percent of all the mentally retarded in this
country will be given opportunities to get into vocational rehabilitation
programs. There is little or no opportunity for the mentally retarded
to become self-sufficient. We learned pessimistic facts such as there are
only 25,000 special educators to work with the handicapped, and the
pressing need exists for 75,000 special educators. We learned myriad
facts about deficiencies and abuses in residential care for the retarded.
In essence, the first report to the President reflected pessimism but
opened Pandora’s box in exposing the critical needs of the mentally
retarded.

The second report of the President's Committee on Mental
Retardation was issued the following year. There was a reiteration of
all of the needs cited in the 1967 survey with a rehashing of the areas
of confusion and the critical shortcomings in available care for our
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retarded. However, the second report did make probes into the issue
of etiological relevancies in mental retardation. The document poign-
antly demonstrated that the majority of the retarded in this country
stem from the poverty and ghetto zones. Only 25 percent of the
retarded originate from the middle and higher economic groups; an
alarming 75 percent of all the retarded stem from the poverty areas.
These are the high-risk zones where prematurity is much more common,
where an alarming population of women who deliver in public hospitals
never see an obstetrician or physician before delivery, and where infant
mortality is out of proportion to the infant mortality observed in the
middle income group. The second report of the President’s Committee
on Mental Retardation stressed that mental retardation, poverty, and
deprivation appear to go hand-in-hand. Clinical experiences, as well
as animal experimentation, indicate that malnutrition, abuse, neglect,
and lack of proper stimulation are in part significant contributing
factors in producing deprivation-retardation.

Deprivation-retardation represents society’s challenge—an op-
portunity to transform famine into feast. There are two schools of
thought about the nature of cw#lturofamilial deprivation. There are
those who argue that the large number of retardates stemming from the
impoverished commun'ties are the product of an accumulation and
interaction of defective genes; the victims fail genetically to produce
a quality type of protoplasm. On the other side of the fence, we have
a group proposing the hypothesis that the high incidence of retardation
in the poverty zone is not solely a manifestation of deficient genes;
that perhaps deficient diets are more significant or at least equally
responsible. In essence we are dealing with two philosophies, one
concept arguing the influence of defective genes in producing a defective
intellectual nervous system and the other supporting a thesis that an
unhealthy environment, negative stimulation, emotional deprivation,
and malnutrition can likewise produce a defective nervous system.
Supporters of this latter concept cite the fact that experimental animals
deprived of adequate nutrition during the gestational period produce
offspring with lower birth weights and diminished brain size. These
experimental animals are intellectually inferior. We have reason to
believe that the same principles apply to humans and recent studies have
corroborated animal studies.

Dr. George Tarjan, in the January issue of Medical Insight,
discussed the issue and noted that we are dealing with three factors:
genetic influences, somatic noxae, and early childhood experiences, all
of which are important in shaping the eventual intellectual destiny of
an individual. All of these factors are in part contributing elements

18

o



to the syndrome of intellectual deficiency we call deprivation-retardation.

What are the ingredients that comprise this disorder? Let us
explore the problem by comparing two children: One from the middle
income group and one from a poverty zone. The two children are
approximately the same age. Paul comes from a middle income group,
he is exposed to all of the psychological stimuli associated with love
and affection; his parents are very much interested in his social,
emotional, and physical adjustments, in his accomplishments, and his
welfare. Paul’s personality, sense of values, principles, and perspectives
are molded in an environment of healthy, positive, psychological stimuli
and nurtured in an atmosphere of concern and stability. John is the
product of an impoverished environment where psychological tensions
run high. The overwhelming proportion of the social, emotional,
psychological, and verbal stimuli he receives is negative; praise is
minimal and psychological confusion is the order of the day. John comes
from a one parent family; a family constellation which at best is
chaotic, harried, and very loosely knit. The psychological input in
John's case is basically negative.

Paul is in a setting where his parents place a vety high premium
on education; they are more than willing to cooperate in nurturing his
intellectual and academic drives. John's parent has problems that are
far more pressing, overshadowing her interest in her child’s intellectual
and educational successes. The inhabitants of the poverty area may not
be as highly motivated to place strong emphasis on education; their
struggle for daily existence by necessity exceeds their interest in reading,
writing, and arithmetic. We are conscious of the provisions which are
made for Paul in order to encourage learning: books, educational
utensils, and privacy. Contrast this educationally conducive environment
with John’s crowded and chaotic surroundings. In John’s world there
is no privacy, there is no incentive for studying, there is no encourage-
ment, there is no motivation, there is no room. We find that John is
retarded but he is still in a regular classroom rather than receiving
special education.

To say the least, emanating from the deprived areas is an
atmosphere that reflects a poor educational motivation. This attitude
is not confined solely to the children; indeed, the parents mirror this
apathy as well.. In the more economically stable communities the
PTAs flourish, the turnouts on ‘“open school night” are remarkable,
and parent-teacher conferences are numerous. This is not the situation
in poverty and ghetto zones. Here the parent has a variety of reasons
for explaining her seeming disinterest in John's learning situation.
Some patents are frankly not interested; others avoid PTA meetings
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because they do not have the opportunity, the invitation, or the
incentive to attend. We are talking about people who have so many
mote urgent problems that by necessity education cannot be a priority
item.

Shifting our focus, let us compare nutritional standards for the
two youngsters. Mecals among the middle income group families are
frequently oriented in terms of reduction of diets, rather than getting
adequate nutrition for survival. Paul’s family thinks in terms of: Are
we taking in too many calories? Are we including the four basic
elements of a proper diet? Compare these nutritional attitudes with the
problems experienced by a child from the poverty zone. Genes and
protoplasm were literally starved during the course of John's gestational
period. His mother’s diet was marginal by any standards; it did not
contain the four basic food items for proper nuttitional adjustment. The
uterine environment for John was as lacking in nutrition as is his
present dietary regimen. But there are other facets of malnutrition.
John often has no breakfast, a scant lunch, and a monotonous and non-
nutritional dinner. Dinner not uncommonly consists of one vegetable
and white bread, at times without a beverage. Paul goes to school and
his teacher talks about algebra and hopefully Paul thinks algebra.
John goes to school and his teacher talks algebra and John probably
thinks about food. Poverty is most unfair to children and this is one
of the penalties John pays for being born into a poverty family.
Empty stomachs produce empty minds.

Comparisons of Paul’s and John's physical envitonments really
need no elaborate clarification. The physical environment of the average
middle income group is relatively safe and free of hazards. In the
impoverished areas, there is very little care, very little pride, very
little interest in the immediate physical surroundings. Many of these
arcas become littered, roach and rat infested havens for accidents and
health hazards. To compound the problem, children in these poverty
zones are left to shift for themselves with very little supervision or
direction.

Let us similarly face up to a problem of neglected basic dental
and medical care. In better income groups the philosophy is one of
preventive medicine, parents think in terms of annual checkups, in
terms of “look, Mom, no cavities.” This is not the situation in the
poverty zones. In the impoverished areas there are long clinic lines,
hours of waiting in an emergency room to be seen by a physician or
dentist. We think in terms of the physical inconveniences which dis-
courage preventive health measures. Who is to watch the other four
or five children at home when one is to be seen in the clinic? These
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are individuals who seek care only after the damage has been done.
In most instances only major problems prompt an individual to seek
assistance in a clinic; at times the problem is beyond repair.

At one time it was not uncommon to cause a geriatric patient
utter despair as a result of conscientious care. For example, if the
elderly patient happened to be a male with prostate trouble, diabetes,
glaucoma, hypertension and an assortment of other medical problems,
he was assigned to four or five different clinics which met on four
or five different days, with little consideration of how he got there or
how long he waited to be seen. Not uncommonly, he spent several
hours in each clinic waiting his turn. He spent his geriatric lifetime
waiting in clinics to have his medical entities checked. These are the
medical and dental problems which face people coming from the
poverty zones. By all standards Paul and John experience different
levels of basic medical and dental care.

We talk in terms of very simple things in daily living; for
example, the stimuli of privacy, the simple, everyday, taken-for-granted
watching of television programs. Recently on a home visit to see John,
it was obsetved that he and his siblings were watching television. It
was quite conspicuous—they have three TV sets! Set one has no
picture, it has no sound, it serves as a table; set two has a picture but
no sound; set three has sound but no picture. With the three sets
they get one program. But more important than that, several accident-
prone situations were observed in the home. One child was sitting on
the electric wire leading to the TV set. John was leaning on the
electric cord going to an iron which was right above his head. Paul
has one television set in his room and it is in excellent working
condition.

Paul gets away during the summer months to a camp where he
can meet new people and experience new stimuli to broaden his
intellectual armarium. People in the poverty zone are destined to 365
days a year of the same repetitious and monotonous environmen:. Only
a few lucky kids get a two-week experience in a svmmer camp by virtuc
of charities’ chance. John was not lucky.

We talk in terms of family love, family constellations where
Paul and his parents practice the principle of togethcrness. We find
family love and togetherness empty of meaning in a deprivation situa-
tion, in a poverty setting. Here, family life may have a completely
different perspective.

The importance of these multiple factors in developing the
intellectual abilities of an individual cannot be overestimated. The
child from a poverty area, whose world of animals consists of cats
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and rats; whose world of books may be limited to the Bible and the
telephone book; whose world of recreation is a shower from a fire
hydrant; whose world of experiences provides frequent exposure to
alcoholics, drug addicts, and violence as well as other innumerable
forms of misery, is the sum of these life experiences which produce
an individual with an impaired intellectual ability. Perhaps a retarded
child is even more vulnerable to these adverse factors in his environment,
which in turn may prevent him from reaching maximum potential.

At the present time it is impossible to assign clear weights to
each of these general causative environmental factors. Perhaps these
negative influences work hand in hand and in various combinations,
one augmenting the other. More often than not, multiple factors interact
within a single individual.

At this point you may ask “‘where are they?” The victims of
deprivation-retardation don't wear signs reading, “I come from a
poverty zone; I am borderline or mildly retarded.” They begin to
assimilate in their community. They do not present gross physical
stigmata. These individuals when placed in an environment which is
not intellectually challenging cannot be differentiated from their peers.
However, when they are placed in situations where thought, reason,
and decision become prominent factors, they often fall apart and are
identified because of their intellectual weaknesses. Consequently,
individuals in the poverty zone who manifest deprivation-retardation
end up getting menial jobs or worse. These are the individuals who
become the source, the nucleus of a large group of children who become
juvenile delinquents, of those who are chronic offenders; and these
are individuals by reason of their retardation who cannot make
decisions as to what is right and what is wrong.

If we took one individual from this stifling environment and
put him under the analytic microscope, we would find he comes from
an area of crowded housing, bad friends, poor family relationships,
and deficient nutrition. He becomes a characteristic picture of border-
line and mild retardation. He does not have gross physical characteristics
which set him apart from other members of his comnwnity. His
identification is based upon his inability to function intellectually.
He is the child who matures a little later than his peers, developing
in a normal pattern but at a slower pace. He walks a bit later, talks
a bit later, toilet-trains a bit later. As a group these are the childreir
who are a little bit smaller, a little bit clumsier, and a lot unhealthier
than their peers from the middle and higher income groups. These
are the children who fall apart rapidly in an educational setting, who
perform marginally or minimally, usually dropping out at the legal
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dropout age, or sitting and learning nothing as they are socially pro-
moted term after term. In summary, these are the children who have
suffered intellectual starvation as a result of cultural and familial
deprivation and end up with deprivation-retardation as their label.

It would be unfair of me to simply drop a problem into your
lap and offer no comment about possible solutions. Society has a
dilemma to perpetuate famine or to promote feast. I am not really
sure that I can give you any solutions. Questions are easier to formulate.
However, we know that this is a problem that we must stop whispering
about. For centuries we whispered about mental retardation and we
never made any inroads into the problem. Some people feel that this
is a religious responsibility and should be tackled from the angle
of “being my brother’s keeper.” Others feel that this is purely an
economic problem that can be solved simply by handing out money.
I really don'’t believe so. The answer does not simply end by supplying
social workers, Head Start projects, hot lunches in school, jobs, frec
medical care, and/oxr better housing. I think what we are talking
about is a multifaceted problem. Rather than one solution, perhaps
many are needed—perhans even the entire reorganization of our society’s
thinking. Having accepted a premise that mental retardation is not a
static phenomenon, a similar attitude must be assumed in bringing
about a solution through a dynamic series of events.
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MENTAL SUBNORMALITY:
A Reproductive Challenge

Arthur T. Fort, M.D.

If prenatal famine, so clearly manifested in fetal growth retar-
dation, is the principal culprit in producing mental subnormality, how
does it carry out this theft of intellectual potential? The explanation
seems to rest with the development sequence of the human brain. The
brain, unlike most other body tissues, gets most of its proliferation
accomplished prior to birth. The neutons themselves have completed
their cell division by 715 months gestation, nearly six weeks before birth
(1). Never again can they resume this process nor go back for second
helpings. The suppotting tissues of the brain also reach their maximum
rate of proliferation six weeks prior to term (2), although in contrast
to the neurons they continue proliferation into childhood and are better
able to cumpensate postnatally for prenatal famine.

If we now leave the how and shift to when this prenatal famine
transacts its crime, we will discover that it is most often associated with
four reproductive characteristics enumerated in the earlier paper. These
are (1) beginning reproduction too early in life, (2) reproducing too
soon after previous birth, (3) reproducing too many times, and (4) a
life style exciuding adequate prenatal medical care and nutrition. In
addition, certain pregnancy complications may lead to an inadequate
or hostile intrautetine environment. That is a medical problem and
will be discussed later. How does each of these characteristics contribute
to prenatal famine and what attempts need to be made to prevent its ili
effects?

Beginning Reproduction Too Early in Life. The teenage mother
has the highest rate of prematurity of any age group. The teenage
mother is more apt to lose her own life during pregnancy than any
other age group. The teenage mother is very likely to have an illegiti-
mate pregnancy, bringing into the world a child with little chance of
wholesome and consistent nurture. Even if married, her divorce rate
approaches 50 percent. From almost any aspect the teenager is a
poor reproductive performer. Whether viewed from medical, social,
or educational prospects, the pregnant teenager is a high-risk individual
(3).

Is this poor performance inherent in her age and likely to affect
all teenagers or is it mostly a product of her life style? To some extent
both factors are at work, but life style is clearly the most important.
This is evident from the wide difference between reproductive per-
formances of economically disadvantaged teenagers when compared to
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those well cared for. If, for example, black teenagers as a group are
compared to white, the prematurity rate is often four or five times
higher among the black for the simple reason that a higher proportion
of the blacks are economically disadvantaged. If prematurity rates
among middle-class girls well cared for in homes for the unwed arc
compared to rates among teenage public clinic patients, the comparison
shows that clinic patients have a rate four or five times higher.

Many factors contribute to these differences, but probably thc
most important one is maternal nutrition. Disadvantaged teenagers
often lack both the knowledge of and means to acquire adequate nutri-
tion. When they are singled out for tender loving care in special
clinics and provided means and knowledge of proper nutrition, the
prematurity rate drops drastically to a level near the more mature
middle-class mother (4). She is still a teenager, however, and not
usually a good candidate for motherhood. She is usually unable to
provide the nurture a growing child needs to develop to Lis fullest.
Although special clinics decrease prenatal famine for the teenager’s
offspring, they do not care for her child. She and the child would
be much better off delaying reproduction until her education was com-
pleted and a stable marriage was extant. She needs to practice
“genosave,” which means save your genes for expresssion at the right
time, a time most advantageous for them, a time when they have a
decent chance of being a credit to mother and father and whatever
racial group they represent.

In farming terms, if a farmer broadcasts his seed helter-skelter
anytime he happens to feel like it without regard to whether or not
the land has been prepared, the weeds cleared, or the season right,
some may germinate; but the tender little sprouts may emerge among
weeds that choke out sunlight and moisture, or they may emerge just
before a freeze or during a drouth of late summer, and develop into
stunted plants. If the farmer held his seeds until the land was prepared
and the season was right, when he did broadcast them, they would
emerge in the warmth of spring, provided with abundant sunlight
and moisture, and most would flourish into healthy plants. The samc
principle applies to humans. Somehow we must inculcate into our
teenagers some sense regarding reproduction and assist them in p-event-
ing it. We must restructure the present sex education programs that
seem to be ineffective and come up with some sort of curriculum with
an inoffensive title that prepares tecenagers for true life. It should
cover sex, dating, reproduction, contraception, nutrition, and wise con-
sumer practices without disguising them. We need to know thesc
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things more than how to conjugate verbs or who signed the Louisiana
Purchase.

If anyone doubts that present sex education programs are in-
effective, look at the epidemic of unwed motherhood in our country—
89,500 in 1940 and 291,200 in 1965—and the number has continued
to increase despite the fact that the overall birthrate in this country is
falling (5). In 1965, forty percent of those unwed mothers were
teenagers and the proportion has increased (6). An out-of-wedlock
pregnancy often locks a teenager in a cycle from which she cannot
escape; repeat pregnancies, dropping out of school, welfare subsistence,
and failure to become a productive individual (7). Waters (8) identi-
fied 2 syndrome of failure characteristic of many pregnant young
adolescents: failure to remain in school, failure to limit family size,
failure to establish stable family relationships, failure to become self-
supporting, and failure to have healthy infants.

Unmarried teenage mothers do not fit a stereotype of promiscuity,
mental retardation, or ignorance (9). Kinch compared a group of
teenage mothers who were married to a matched unmarried group.
There were no distinctive differences. Most had basic understanding of
sex and the need for contraceptives, yet 75 percent didn’t use contra-
ceptives. The married were much more inclined to use them than the
unmarried. The usual reason for intercourse was because they thought
themselves to be “in love” or they thought the boy would leave them
if they denied him sexual privileges. In an analysis of unwed teenage
mothers in four maternity homes in Los Angeles, Von Der Ahe (10)
found that initial intercourse had occurred in either the boy’s or girl’s
home in 57.6 percent of the cases and that the intercourse usually
occurred within the context of parentally approved dating practices,
especially where “going steady” was allowed to create deep involve-
ments of young people obviously unable to handle them. The majority
were not engaging in intercourse because of strong physical drives but
rather because of psychological needs to gain love, acceptance, and
attention.

It seems evident to me that the parents were not alert to the
actions or attentive to the needs of their teenage daughters. One wonders
if the need for acceptance, love, and affection these youngsters were
manifesting might not have been met in a nonsexual context by a loving
father. It does appear that the girl inclined to premarital intercourse
has less self-esteem, so that she is apt to think she must gain acceptance
and attention by giving sexually. We know much less about the motiva-
tion of the underprivileged pregnant teenager not found in a maternity
home and not available for study, especially the black one. She is the
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highest risk of all. Special attempts must be made to reach her. It
has been suggested that one answer is to make contraceptives and sex
counseling readily available without question to teenagers, especially
those in the innercity where less than one-half of the teenage mothers
ever come to clinic during the final part of pregnancy, much less come
throughout the gestational period when medical care is badly needed.
Such a program was tested in Baltimore (11) offering a broad spectrum
of health services by an interdisciplinary team. Birth control services
with intensive individual and group counseling were provided for pre-
venting unplanned pregnancies in sexually active nulliparous adoles-
cents. After two years, less than one-half remained on contraceptives,
although a larger number continued to use the counseling. No clear
victory emerged for those either for or against such a clinic.

The problem is so complex that the answer must be equally as
complex. I have even heard it suggested that contraceptives be dis-
solved in the water supply. That solution is unacceptable since the water
also serves our animals, our fish, and many of our plants—all needed
for food supply.

The best answer does not seem to lie in better clinics for prenatal
care, but in early education, the time when you in education have
access to these youngsters. Therefore I challenge you to tackle the
problems of teenage pregnancy. You get the fruits of these pregnancies.
We in medicine can’t do much once conception has occurred. You must
teach them: “Genosave, baby, not genocide!”

Reproducing Too Soom After Previous Birth. It takes the
maternal incubator a certain amount of time to renovate and prepare
for the next pregnancy. Animals have certain intervals that tend to be
maintained by nursing the offspring. Nursing usually prevents ovu-
lation and conception. The human mother has almost given up nursing
and is apt to conceive each year if not deterred. If one looks at birth
weight as an index of wholesome incubation, it is obvious that it
declines when births are spaced at less than two year intervals.

Reproducing Too Many Times. Physical, economic, and psycho-
logical resources for the nurture of children must be proportioned to
each child born. There is a point where the resources are exceeded.
This is evident in the poverty-fertility cycle seen in the innercity ghetto;
this is evident among nations such as those in South America. There
is also a point where the maternal incubator seems to wear out. When
a woman has more than four pregnancies, birth weight generally begins
to decline, the perinatal mortality goes up, pregnancy complications are
more likely, and the risk of maternal death increases sharply. In this
case, reproduction too soon after previous birth and too many times is
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often more a result of contraceptive failure than disregard for contracep-
tion so characteristic of teenage motherhood, although the woman
whose contraceptive fails initially is also more likely to experience
contraceptive failure later.

Bumpass and Westoff (12) made a survey of unwanted births
among 5,600 American couples chosen as a national representative
sample. Overall one-fifth of all births and one-third of black births
from 1960-1965 were unwanted. As would be expected, the percentage
increases rapidly with birth order: 5 percent of first births, 30 percent
of fourth births, and 50 percent of sixth or higher order births were
unwanted. For blacks the corresponding figures were 12 percent, 44
percent, and 66 percent. These figures are based on a retrospective
question and are probably understated since it is hard to say a child
is unwanted once it has been born. The problem of helping prevent
unplanned and unwanted births is more of a medical problem than a
social problem. We are trying to develop better contraceptives; contra-
ceptives that are safer, contraceptives that are more reliable, contra-
ceptives with no side effects. However, the contraceptives we have
would be very successful if used. Getting people interested in using
them is an educational problem that you and I must tackle together.

Life Style. Inadequate prenatal nutrition and failure to obtain
medical attention are a part of a large social problem in this country.
This problem has two facets: one is making care available, the other
is motivating people to use the care that we already have available.
This is especially true among those in the “culture of poverty,” who
seem out of our reach. To quote Whitney Young,

The world of the culture of poverty is a world that rejects our targets of
success, our social status, our ethics, and our social values not for
intellectual reasons, but out of despair. Nevertheless, it is a world with
its own rules, taboos, pride, and scale of values. It is a world we have
to learn to understand with intelligence and compassion, with which we
have to learn to communicate, and which we must convince, despite its
skepticism and its suspicion, that our goals are worthwhile. We have
to prevent its spread, because it breaks the human spirit and so becomes
the breeding ground of retardation (13),

We also need to develop special clinics to provide adequate
nutrition for all pregnant mothers as an investment in our nation’s
future brain power. Such clinics are emerging throughout the country.
These clinics should concentrate on high-risk mothers who make such
a disproportionate contribution to the great brain robbery inherent in
unplanned parenthood.

Finally, some mental retardation has nothing to do with these
reproductive characteristics. It results from medical complications of
pregnancy, congenital defects, maternal infections, etc. To handle thesc
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problems, a whole new field of prenatal medicine is evolving. The
unborn child can be treated or diagnosed by inserting a needle into the
pregnant uterus transabdominally. Although exciting, this new area
is beyond the scope of this program.

In summary, let's work together to prevent the bulk of mental

retardation by teaching and helping our young to become pregnant at
the right time. Let’s teach “geno-save, baby, not genocide.” Let's stop
unplanned parenthood—the great brain robber.
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LEARNING DISABILITIES: Everyone’s Problem
Marvin 1. Gottlieb, M.D.

Any youngster would readily give testimony that the process of
leaming is complex, consuming, and fraught with myriad challenging
hazards. Many of the obstacles encountered along the educational
journey are avoidable or remediable. The penalty to be paid for
delayed diagnosis and therapy is often a youngster with irreversible
educational, social, and emotional difficulties. The child with a learning
disability runs the risk of becoming a noncontributing member of his
community or ‘“functionally retarded.” Equally important is the
youngster who does not utilize and express his full potential. Society
can ill-afford the consequences of a squandered intellect. These are
the children who become everyone’s problem!

I would like to share with you a pediatrician’s overview of “why
a child cannot learn”; a medically slanted concept of the youngster in
educational jeopardy. The spectrum of etiological factors is expansive
and time does not permit a detailed analysis of all. Allow me to
present a sketchy panoramic view but to develop one particular subject
in greater detail. For this latter purpose, I have selected “minimal brain
dysfunction,” probably the most outstanding of educational cripplers.

Why A Child Cannot Learn

Mental Retardation

Not infrequently, very early in an academic setting, a youngster
is found to be ineffectively competing with his peers. Psychological
evaluation may indicate that the child is of borderline or mild levels of
mental retardation. This is the child who escapes detection by parents
and physicians but is singled out because of academic insufficiency.
This child will require special education in order to learn.

If we accept the American Association on Mental Deficiency
definition of mental retardation, we are dealing with approximately
sixteen percent of our population-—over 30 million in this country
who will be classified as intellectually subnormal. The majority of
these individuals falls into the categories of borderline and mild
retardation. ‘They present a therapeutic challenge to educators and a
social and vorcational challenge for their community. The youngsters
in this category are more often than not first detected in an educational
setting.

Mainutrition
Perhaps closely associated with mental retardation, almost as a
cause-and-effect phenomenon, is the problem of malnutrition. We arc
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in the embryonic stage in the comprehension of the sequelae of in-
adequate nutrition upon the integrity of the nervous system. There
are many questions unanswered. What is the effect of faulty feeding of
the pregnant uterus; does this imply a famished fetus? Does early
malnutrition significantly alter intellectual potential? Are there critical
periods, critical thresholds, susceptible individuals? The studies on
experimental animals and of human populations are suggestive of a
direct relationship between “starved” bodies and “starved” intellects.

As a side-effect, possibly contributing more to the problem of
deficient learning than does fetal or infant malnutrition, is the situation
in which a youngster goes off to school poorly fed. An empty stomach
is not a stimulus or an incentive to learn. The partially fed child
thinks food while the teacher talks history or arithmetic. These are
the youngsters who rarely have a decent or filling breakfast, and often
an equally nonsati-fving lunch. Their immediate educational progress
is hampered by an .mmediate nutritional neglect.

A corollary of poor nutrition is iron-deficiency anemia, at times
a scemingly endemic disorder of epidemic proportions. Does this lack
of circulating hemoglobin take its toll on a youngster’s ability to con-
centrate, absorb, and enjoy an educational program? I believe school
performance must pay the penalty for physiological imbalances.

Organic Handicaps

The youngster who is hurriedly ushered through an annual
physical examination may pay the consequences for medical neglect
by substandard academic achievements. The child who is not detected
as having a partial hearing loss, a defect in visual acuity, numerous
carious or abscessed tecth, or motor incoordination, among a host of
organic disorders, may reflect these organic impairments by an inability
to fulfill intellectual potential. The child with poor vision and deficient
hearing should be in the front of a classroom. The diagnosis of a
medical disorder is not the responsibility of a teacher or a volunteer
tester. It is the responsibility of a physician to determine the physical
fitness of the educational candidate.

Emotional Disorders

The child with an emotional disturbance is as vulnerable as the
youngster with an organic handicap. This is the student whose body
occupies a classroom seat, but whose mind may be a million miles
away. Time does not permit an extensive analysis of the cmotionally
based disorders that interfere with the learning process. School
aversions and school phobias represent obvious forms of disorders
that require therapy in order to effect a comfortable and meaningful
learning situation. There are many more subtle forms of personality,
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behavioral, and emotional problems that preclude academic under-
achievement. Chronic anxiety, poor self-esteem, emotional immaturity,
and fears of rejection (although less dramatic than autism and child-
hood schizophrenia) share a common denominator in that they may
all interfere with the normal process of learning.

Motivation

The Child. Lack of motivation, lack of desire, lack of interest
in an educational setting is not an endogenous phenomenon but can
be precipitated by a variety of exogenous factors. The focus is not
on the youngster who on a clear spring day trades in his teacher for
a fishing pole or a swimming hole, but on the so-called “‘chronic hookey
player,” the child who may be attending school, who has the facility
and capacity for learning, but whose motivation has not been cultivated.

Several factors have been cited which could effect a poor moti-
vational attitude; anemia, poor vision, hunger—to mention but a few.
There are other more subtle influences that must be considered, ranging
from parasites to overcrowded classrooms. There are a host of subtle,
but nevertheless meaningful, enthusiasm squelchers. At times a careful
scrutiny, a detailed investigation, a minute dissection is required to
expose the factors causing this negative educational attitude. The
following are some of the more interesting items formulating a pan-
oramic spectrum of causations of motivation-deprivation:

“The older boys make me pay money so they will not beat me up, so I
don’t want to go to school.”

“There aren’t enough books and I can only get to use the science book
on Thursdays.”

“There is too much noise in the class so you can't hear the teacher.”
“I'm ashamed of my clothes, my folks are poor, so I don’t want the
others to see me.”

“If I get one good grade my folks will make me work hard to get good
grades in everything.”

“My folks make me go to this private school but all my friends are at
regular school; I wish I were with my real friends.”

“I like English but because I'm no good in arithmetic I have to stay
and be tutored in arithmetic; school is no fun,”

“I have headaches in school and feel like I want to go to sleep.”
*} hate school because the teachers say I'm dumb and the other kids make
fun of me. Maybe I really am dumb so I don’t even study for tests.”

These are a few examples of the exogenous factors influencing
motivation; factors which have social, emotional, financial, medical,

environmental, and imaginary bases.

The Parent. The uninspired student is not always the product
of his own making. At times parents are the culprits. There are two
types of parents that comprise this catcgory: the education “bears’ and
the education apathetics.
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The education “bears” are the parents who too frequently de-
mand more of their child than their youngster could ever hope to
produce. These parents who concentrate their waking hours into
making their child “a better student, a straight A student, the best in
the class” often create a boomerang effect. The pressures of striving
to achieve for “Mom and Dad” may suppress natural -bilities; the B
student may bring home C’s and D’s, whereas the average student may
academically collapse under the pressure. Parents who have an image
of themselves as their child’s teacher and tutor may find that their
offspring has developed appropriate attitudes to maintain the role.
The “Mom and Dad” may soon become synonymous with “teacher and
principal”’; with transposed feelings of affection and love. Children
thus pressured may interpret educational difficulties with parental
rejection.

The education apathetics are the parents who have little or no
interest in their child’s academic achievement, or lack of achievement.
The parent who places on the teacher and the school the sole respon-
sibility for a child’s academic performance often does so because of a
lack of interest and concern. There are innumerable reasons why this
apathy exists: parents who themselves represent levels of borderline
retardation, or who have had educational difficulties, or who have no
interest in “getting involved” frequently will reflect a negativistic at-
titude. Parents from poverty areas not infrequently, by necessity, place
education low on their priority lists—the daily struggle for survival may
overshadow their interests in a youngster's educational prowess. In
large families with multiple problems and deprivation education is not
the most pressing challenge.

A genuine, healthy, and concerned attitude on the part of
parents is to be desired. Interest in the child, his teacher, and his
educational environment is to be lauded; unfounded expectations and
pressures to excel are to be frowned upon.

The Teacher. Teachers and schools make up the bulk of a
youngster’s life and world for approximately twelve years. What is
molded during that period forms the basis of an individual's total
life span. Teachers charged with this responsibility are not provided
with adequately regulated class sizes, adequate assistants, adequate
teaching tools, nor adequate financial remunerations. It is paradoxical
that teachers are expected to be responsible for educating children,
building into our youngsters a strong sense of values, and developing
sound minds and bodies while they are financially denied. The over-
worked, underpaid, and poorly equipped teacher may reflect a dis-
pleasure that directly affects the developing attitudes of many young
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but perceptive minds. Teacher induced anxieties and motivational
depression are often directly correlated witi. apathetic parents and
apathetic school officials.

Teachers who are not well versed in modern audio-visual tech-
niques may be denying their students a bLzatter method of academic
delivery. Teachers who are ritualistic, bored, uninspired, tired, or tense
can dampen the enthusiasm of an eager mind. The direct result of a
teacher who is not tuned-in is a student who is tuned-out.

An associated weakness of our system is the dramatic shortage
of qualified teachers, particularly in special education. A job cannot
be performed, the product cannot be delivered if the philosophy but
not the manpower exists to perform the job. Teaching children with
exceptional problems is an exceptional challenge; without the necessary
force of skilled educators we create an exceptional dilemma.

Specific Learning Disabilities

In the educational field we have expanded our interests from
the three R’s (reading, 'riting, and ’rithmetic) to include the three
D’s (dyslexia, dysgraphia, and dyscalculia). Educators are now con-
cerned with the reasons why a youngster cannot read (dyslexia), do
arithmetic (dyscalculia), or write (dysgraphia). The limits of the
definition of these various entities are somewhat nebulous. As an entity
each has been over- and under-diagnosed. No common terminology
exists for all disciplines; an etiological confusion further complicates
the issue. Various specific therapeutic measures are in great abundance,
attesting to the need for further clarification of these entities as factors
inhibiting the learning process.

Minimal Brain Dysfunction in Children

The mercurial nature of the minimal brain dysfunction syn-
drome (MBD) challenges the diagnostic acumen of the most astute
clinician. The broad and indefinite spectrum of associated signs and
symptoms imparts a clinical and educational vagueness. The uncertain
etiological influences, the suspicious (but nondiagnostic) lag in de-
velopmental milestones, the equivocal findings on general and neuro-
logic examinations, and the nonpathognomonic laboratory data fre-
quently delay diagnosis and/or culminate in a misdiagnosis. It is not
unusual for both physician and parents to look upon the inappropriate
behavior of a preschool child as a transient and relatively bewildering
but unimportant problem that he will eventually outgrow.

It is not until the child is confronted with the challenge of a
formal learning experience that the problem of MBD seems to crystal-
lize into a recognizable entity. The child suspected of having MBD
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is viewed in a new perspective: he has apparently normal intelligence
and good physical being, but manifests difficulty in learning and a
behavior problem both in school and at home. Not uncommonly, after
expressions of concern by the teacher the child is examined by a
physician; the parents seeking a diagnostic and a suggested program
of therapy.

General Concepts _

Minimal brain dysfunction syndrome gradually evolved its status
as an entity over a period of several decades. The pettinent literature
of the early 1920s reflected a sparse fund of information about the
disorder as we recognize it today; a few reports correlated “nervous
conditions” in children and associated problems in behavior and learn-
ing. It was not until the early 1930s that publications appeared which
established the foundation for the concept and understanding of MBD.

Throughout the years numerous investigators recognized and
linked brain insults of various types with resultant behavioral ab-
normalities and learning disabilities. Among the etiological factors
incriminated were head trauma, encephalitis and meningitis, pertussis,
and, as a late effect, lead poisoning. It had also been hypothesized that
there was an association between maternal and fetal factors and the
subsequent development of reading disabilities. The concept seemingly
was supported by observations that children with reading disabilities
more frequently had a history of prematurity, toxemias, and/or bleeding
during pregnancy.

Brain-injured children with an “intact” intellect, but specific
learning disabilities, must be differentiated from those who are mentally
retarded; both groups require special, but different, education programs.
In the early 1940s, it was suggested that there was an association be-
tween perceptual difficulties and MBD.

Terminology

Concomitant with the growing interest in children with be-
havioral and learning disabilities was an expansion of the list of
descriptive titles, all basically denoting MBD. By 1966, there were
approximately 38 different titles describing the syndrome of MBD——
organic brain damage, organic drivenness, minimal cerebral palsy, hyper-
kinetic behavior syndrome, psychoneurological learning disorder, clumsy
child syndrome, perceptual cripple—permeating the literature. The
descriptive phrases “minor brain damage” and “minimal brain injury”
were utilized in 1947, suggesting that minimal brain injuries could
affect behavior and learning without significantly lowering the intellect.

In keeping with the concepts of the National Institute of Neuro-
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logical Diseases and Blindness, the Division of Chronic Diseases of
the U.S. Public Health Service, and the National Society for Crippled
Children and Adults, the definition of MBD is as follows:

Minimal Brain Dysfunction Syndrome refers to children of near
average, average, or above average general intelligence with learning and/
ot behavioral abnormalities that range from mild to severe, which are
associated with deviations of function of the central nervous system. These
deviations manifest themselves in varying combinations of impairment in
perception, conceptualization, language, memory, and control of attention,
impulse, or motor function. These disturbances may result from a wide
spectrum of injuries and insults both unknown and known such as genetic
variations, biochemical disturbances, perinatal birth injuries, infections,
or traumatic insults which are sustained during the critical formative
period of the central nervous system.

Incidence

Accurate figures of the numbers of children with minimal brain
dysfunction syndrome are not available. Conservative estimates appear
to be in the order of five to ten percent of the random pediatric
population. Even if the more conservative estimate is used as a baseline,
we are challenged by a problem of tremendous magnitude. It is readily
apparent that MBD is more prevalent than the combined populations
of mental retardation of mild or greater degree (three percent), cerebral
palsy (0.5 percent), and epilepsy (0.5 percent). This disorder takes
the position of being the most common neurologic problem encountered
in a pediatric population involving approximately two to four million
children.

Reliable statistics are difficult to compile for several reasons:
(1) there is difficulty defining the syndrome, (2) there is difficulty
with recognition, and (3) the syndrome is not a reporiable disorder.
However, it is an unquestioned observation that more than four million
children, with average or better than average intellect, do not read
at their expected level. The problem is international in scope, with
very similar incidences reported in other parts of the world.

Unfortunately there has been an increased frequency of over-
diagnosis of MBD; the label is being stamped on a large number of
children based on diagnostic criteria. In many instances the diagnosis
of MBD has become a wastebasket excuse for any child who is hyper-
active or who performs poorly in school, but does not appear overtly
retarded or obviously emotionally disturbed. Indeed, the diagnosis
may be a fashionable method of explaining a child’s inadequacies.

Regardless of which end of the statistical range one chooses
to accept as a true reflection of the incidence of minimal brain dys-
function, the problem is of sufficient magnitude t> warrant inteasive
concern. In essence we are dealing with a very sizeable proportion of
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our pediatric population; indeed, a shockingly large number of children
who will encounter marked difficulty during their preschool and school
years.

Etiology

A division of thought prevails in defining the causative factors
of minimal brain dysfunction; exponents of “an organic injury” take
issue with those supporting “‘emotional stresses” as the basis of origin.
Arguments in favor of a nonorganic etiology are reinforced by observa-
tions that (1) hyperkinesis is frequently found in patients with or
without abnormalities on the electroencephalogram, (2) pathological
specimens do not reveal foci of brain lesions, and (3) brain damage
is not always associated with hyperactivity, perceptual handicaps, or
emotional disturbances. Proponents of emotional causation argue that
simply because the manifestations of MBD appear to mimic signs and
symptoms of well-authenticated cases of organic brain injury, pre-
existing central nervous system damage cannot be assumed. At our
present level of sophistication we are unable to quantitatively correlate
organic brain damage and behavioral abnormalities. Furthermore, there
are hazards in making definitive deductions from postmortem speci-
mens; especially in children. In essence there is a school of thought
that suggests that the behavioral constellation observed in MBD is the
consequence of emotional factors, caused solely by environmental
stresses.

On the other hand, it appears undeniable that there is a relatively
high incidence of prenatal and perinatal complications associated with
hyperkinetic children. In general, retrospective studies of children with
MBD have shown an increased frequency of prenatal, neonatal, and
postnatal difficulties. Whether or not the underlying problem is one
of an organic lesion or of a maturational lag (the “late bloomers™),

with the minor neurologic signs reflecting cerebral immaturity, has
not been fully resolved.

Although the etiology of minimal brain dysfunction syndrome is
somewhat obscure, the tendency is to lean in the direction of an or-
ganically determined type of insult.

Clinical Characteristics

The child with minimal brain dysfunction syndrome is often
difficult to clinically categorize. This is the youngster recognized as
having apparently a normal intellect, not obviously emotionally dis-
turbed, with no gross impairments of auditory or visual acuity, and no
major coordination disturbances, who has difficulty learning in the
regular school environment and is additionally handicapped by a be-
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havioral problem. There are no pathognomonic clinical signs associated
with MBD; many of the features are observed, not infrequently, in
normal children. The clinical characteristics that are associated with
the disorder are not uniformly nor universally encountered in every
child with MBD; more often than not, only a few symptoms are
present and the combination of symptoms varies from child to child.

Ten characteristics of MBD most often cited in the literaturc
are (1) hyperactivity, (2) petceptual-motor impairments, (3) emo-
tional lability, (4) general coordination deficits, (5) disorders of
attention (short attention span, distractibility, perseveration), (6)
impulsivity, (7) disorders of memory and thinking, (8) specific
learning disabilities (reading, arithmetic, writing, spelling), (9)
disorders of speech and hearing, and (10) equivocal neurological signs
and electroencephalographic irregularities.

1. Hyperactivity. This is a characteristic of special interest in
that it is the most frequentiy encountered sign and probably the most
troublesome. The child can be envisioned as being in a state of
perpetual motion; restless, frigid, flitting from one activity to another
and accomplishing little more than being extremely annoying to his
peers and eld :rs. Excess or “supercharged” activity is usually exhibited
both at home and in the schoolroom; in the latter the youngster is a
most distracting influence. These children, as infants, are restless and
may be poor sleepers; as toddlers, they seldom persist in any activity
for any length of time. In youngsters, the hyperkinesis may be evidenced
as clown-like, silly, or immature Lehavior. Occasionally, hyperactivity
assumes the form of incessant and uninhibited speech.

Less often, a child with MBD has inappropriate behavior mani-
fested by hypoactivity. The child may be excessively shy, listless, with-
drawn, and negativistic; activity is the exception, not the rule.

2. Perceptual-Motor Impairments. Children with brain injury
may have marked impairment of visual and/or auditory perception.
Less frequently, perceptual deficits may also take the form of kinesthetic
and tactile deficits. The pattern of these deficits varies markedly from
one child to another and no single perceptual test indicator is reliably
related purely to brain dysfunction. The child with MBD demonstrates
poor printing, drawings, and penmanship, and exhibits poor and un-
predictable skills in reproducing geometric designs (as in the Bender
Visual Motor Gestalt test). In essence, the deviations shown by chil-
dren with minimal brain dysfunction on the Bender-Gestalt are similar
to productions of very much younger normal children. Airong the
observed aberrations are rotated drawings, difficulty with acute ang.es
gross distortions of gestalten, crude copies of geometric figuzes such
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as circles, and perseverations. Difficulty with geometric design is not
limited to pencil and paper reproductions but is evidenced in block
design as well. In classroom performances, the teacher may recognize
perceptual difficulties as distortions and confusion with form dis-
crimination, form constancy, and rotation of forms in space.

3. Emotional Lability. Socially, the child with MBD has serious
adaptive problems because of his marked emotional lability. Often
referred to as oversensitive, high-strung, and temperamental, he is
quick to anger over the most minor situation. Quick and broad mood
swings are not uncommon. Frequently, adults categorize the youngster
as “the brat” or “the spoiled child.” Children are less tolerant, much
more frank and outspoken, and often cruel; frequently they label him
as the “queer” or the “oddball.” More often than not, the child with
MBD finds it difficult to obey the rules of the game, and he is rapidly
ostracized by his peer group.

4. General Coordination Deficits. The child with MBD often
gives the appearance of being awkward and clumsy either in overall
coordination or in fine motor performance. Typically, motor coordi-
nation is disturbed; however the degree may be such that it is over-
looked or ignored on neurological examination. The awkwardness
and clumsiness is of the type that is usually equated with immaturity
and growing up, rather than with a neurological motor-based incoordi-
nation. The child may exhibit difficulty with balancing, jumping, and
running; this may place a strain on social peer interrelations. Awk-
wardness with food utensils, clumsiness in dressing and inability to
button garments is noted at home; clumsiness with pen, pencil, and
chalk may be evidenced in the classroom.

5. Disorders of Attenticn. Disturbances of attention may assume
a variety of forms: short attention span, distractability, and persevera-
tion. The child with MBD appears to lack the ability to sort out
important stimuli from those which are relatively insignificant, dis-
tributing his attention to almost all stimuli in his environment, including
those which would normally be ignored. Consequently he does not
appear to be able to concentrate on any one activity for any length
of time. He is seemingly bombarded with extraneous and irrelevant
stimuli to which he pays undue attention at the expense of the more
important messages. Some of the children become “fixed” in repetitious
activity—perseverative behavior. There is no consistent pattern to the
span of attention; occasionally, with aroused interest, the attention
span may become relatively prolonged. Distractability is proportionately
altered. An aberrant form of altered attention span occasionally ob-
served is the day-dreamer with an abnormally prolonged attention span.
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6. Impulsivity. The child with MBD is constantly confronted
and challenged by the rigors of regulations imposed by family, teachers,
peer groups, and society. Impulsivity creates conflicts; when the
youngster cannot keep from touching things, his speech is uninhibited
and unchecked, his behavior antisocial, he becomes intolerable. As a
result of impulsivity, the child with MBD is frequently a source of
embarrassment to his family, teachers, and peers. Perhaps an ap-
proptiate summarization of the child’s overall behavioral pattern would
be “‘even his grandparents find it hard to love him.”

7. Disorders of Memory and Thinking. Dr. Sam Clements in
1966 adequately described disorders of memory and thinking by r~m-
partmentalizing them into several categories: (1) poor ability for ab-
stract reasoning, (2) thinking generally concrete, (3) difficulties in
concept formation, (4) thinking frequently disorganized, (5) poor
short-term and long-term memory, (6) thinking sometimes autistic,
and (7) frequent thought perseveration. It is obvious that disorders
of memory and thinking overtly affect and disrupt normal household
and schoolroom performances.

8. Specific Learning Disabilities. Children with minimal brain
dysfunction syndrome probably have their greatest difficulty with
arithmetic; although no one subject is easily learned. Rote mermnory
of math tables is less of a problem than the application of arithmetical
principles to problem solving. Overall academic performance is sub-
standard in reading and writing. The child with MBD has maiked
difficulties managing abstract concepts such as time and space. Educa-
tional challenges requiring an intact visual-motor-perceptual interplay
are virtually impossible to mastet.

Compounding the handicap of specific learning disabilities is the
unwelcome and sometimes intolerable behavioral abnormalities demon-
strated in the classroom. The combination of learning deficits and
behavioral problems makes for an impossible academic career in an
unmodified educational setting.

9. Disorders of Speech and Hearing. The child may exhibit a
variety of disorders of speech and communication. As a consequence
of auditory perceptual handicaps the child may have impaired dis-
crimination of auditory stimuli. His language development may be
lagging. In addition, there may be varying degrees of speech ir-
regularities and/or mild hearing losses.

10. Eguivocal Newrological Signs and Electroencephalographic
Irregularities. Unfortunately, physical and laboratory examinations re-
veal no pathognomonic signs of this disorder. Thc neurologic findings
are often referred to as “soft” signs. These are findings that are subtle
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in character, mild in degree, and not infrequently observed in normal,
non-brain-injured children. At best these equivocal neurological signs
may serve only to arouse an index of suspicion. Perhaps, with somewhat
greater frequency and slightly greater severity, the child with MBD
may exhibit transient strabismus, dysdiadochokinesis, mixed or confused
laterality, mild choreiform movements or tremors, reflex asymmetry,
general awkwardness, and fine motor incoordination. Similarly the
electroencephalographic ( EEG) findings are nondiagnostic. There
are no specific changes associated with MBD; on the contrary, it is
quite common to have the tracings interpreted as nonspccific in nature,
followed by a request to repeat the test. An abnormal EEG does not
conclusively indicate an Organic brain lesion nor does a normal EEG
exclude the presence of an organic lesion. In many patients with MBD
a borderline normal or borderline abnormal EEG is found; an abnor-
mality without specificity.

The ten signs thus far reviewed constitute the classical concept
of the symptomatology of minimal brain dysfunction syndrome. An
additional finding frequently encountered among patients with MBD
is destruction of self-concept. The child with MBD may find it con-
sistently impossible to please his parents and teachers. Often the
youngster is shunned by his peers. With these problems, coupled with
inability to achieve academically, the youngster may become frustrated
and depressed. The position of always being low rung on the ladder,
the outsider, the loner, eventually takes its toll in personality and char-
acter development. Not inf requently, these feelings of poor self-concept
are reflected in responses offered in psychological and psychiatric inter-
views. Commonly this lack of self-esteem, the negativistic attitude about
himself, is characterized in immature self-portraits; drawings which
lack character and detail and are of poor anatomical quality. Repair
of the child’s ego may be as pressing a need as his ability to orient
letters in space.

The citing of the ten signs of minimal brain dysfunction syn-
drome has an inherent, potential danger. Using these signs as a yard-
stick to measure 2 patient’s degree of involvement or as 2 prognostic
instrument is unjustified. Stressing any one sign or a combination of
signs to confirm a diagnosis of MBD is similarly untenable, Signs and
Symptoms should serve as indices of suspicion. As Clements phrased it,

The sign approach can serve only as a guideline for the pPurpose of identifi-

cation and diagnosis. The protean nawre of the disability is the obvious
conclusion from the approach *5 symptomatology and identification taken

above. The situation, however, is not as irremediable as it might appear.
Order is somewhat salvaged by the fact that certrain symproms do tend

to cluster to form clinical entitics (1).

42

£

[ § 5"‘-‘



Diagnosis

It is unusual for a child to be evaluated and diagnosed as having
minimal brain dysfunction syndrome before reaching school age. Devi-
ant behavior may become more meaningful when the child cannot cope
with the pressures of the educational system. The teacher and the
school authorities are generally credited with initiating diagnostic
examinations. The teacher is usually the first to objectively recognize
the behavioral abnormalities and learning deficits in the child who does
not seem to be retarded.

The diagnostic program by necessity will be quite variable in
scope and depth depending upon available facilities, funds, and levels
of concern. Although a comprehensive interdisciplinary evaluation ap-
proaches almost an Utopian form of analysis available manpower does
not make this approach very realistic. Perhaps more emphasis should
be placed on the value of screening tests as performed by educators,
psychologists, and physicians. Ideally, the combined skills of physician,
educator, psychologist, and other professionals should be readily avail-
able.

Treatment

General Program. A well-constructed therapeutic agenda for the
child with minimal brain dysfunction syndrome employs the skills of
professionals from various disciplines: teacher, physician, psychologist,
speech therapist, and, less frequently, psychiatrist and physiatrist.
Success depends upon families who understand the nature of the child’s
problem, who appreciate his strengths and can compensate for his weak-
nesses, who are familiar with the trials and tribulations of therapy,
who can be more tolerant of the behavioral difficuities and can co-
operate with the professionals involved in the general plan of treat-
ment. The child with MBD may be more seriously handicapped by
unknowing or uncooperative parents than by any other weakness in.
the therapeutic regimen.

The physician has multiple functions to perform: (1) assisting
in establishing a diagnosis (he may be responsible for initiating diag-
nostic studies); (2) perhaps coordinating the program of diagnosis
and therapy involving many professionals; (3) interpreting findings
and objectives for parents, securing and maintaining their confidence
and cooperation; (4) he may be called upon to counsel the child, partic-
ularly the older child; and (5) be responsible for managing drug
therapy when medications are indicated. Often the physician may bc
required to counsel the parents regarding controversial approaches to
therapy as well as to interpret the advice of well-incaning but un-
informed friends and family.
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The teacher may similarly be faced with a multifaceted role in
the management of a child with MBD. The teacher may be called
upon to (1) recognize the disorder, (2) apply special skills in helping
to treat the syndrome, (3) counsel parents regarding the nature of the
problem, and (4) appraise the success of the prescribed program.
Teachers assigned to special classes for children with MBI are con-
tinually challenged to utilize patience, warmth, and unders.anding as
well as talents in order to insure an effective educational curriculum
and environment.

Drug Therapy. Unfortunately there is no panacea, no cure-all, no
wonder drug for the behavioral and educational difficulties encountered
with minimal brain dysfunction syndrome. The pharmacological ap-
proach to MBD is directed primarily toward controlling or modifying
hyperkinesis and improving ability to learn. The drugs selected by a
physician in large measure depend upon his experience with a particular
medication. The answer to the problem of MBD does not rest solely
in the texts of Pharmacy; however, their value as an important adjunct
in therapy should not be minimized. One aspect of current research is
the development of drugs to help serve as diagnostic devices in screen-
ing of the various types of hyperkinetic behavior.

Education Management. In general, educators are in agreement
that the child with MBD requires special attention. The class should
be small; and, ideally, the classroom should be free of distracting
auditory and visual stimulation. In order to minimize distraction, room
to roam, and the mass approach to teaching, the room should be sub-
divided into work cubicles for each student. To decrease extraneous
auditry and visual stimuli, carpéting, acoustic-tile ceilings, and bland-
painted walls are recommended. Needless to say, the child with MBD
should be with children having a similar problem; competing (and
continually losing) in a setting with normal children becomes frustrat-
ing and eventually creates a feeling of hopelessness. If a child’s peers
have similar problems, the atmosphere pecomes less chullenging, less
demanding, and less frustrating, Usually ten to fifteen pupils are
the maximum a teacher can handle efficiently.

This is one approach. Greater emphasis is now being focused
on the use of resource teachers working with pupil and teacher. In
addition to meeting a manpower need, the resource teacher program
protects the integrity of peer relationships. The youngster with MBD
is not singled out as being different; he learns to 8roW in a hetero-
geneous peer society.

Home Management. The home environment is designed to
complement the structured and orderly routines adhered to in the
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classroom. Regular times for meals, bedtime, playtime, required house-
hold chores, and TV viewing are most desirable. A well-organized
program for the child at home is the counterpart of his structured school
schedules. It is of interest that the degree of hyperkinesis is apparently
diminisked in a structuted environment, a setting which provides the
child with fewer unexpected challenges.

Prognosis

Minimal brain dysfunction is a relatively new entity and con-
sequently long-term follow-up studies are unavailable; accurate prog-
nostications cannot be rapidly formulated. A conservative analysis
indicates that perhaps the future of these children is not as serious as
imagined at first glance. The hyrperactivity and distractibility .eems to
disappear spontaneously by the time the child is 13 or 14 years of age.
Similarly, the “‘soft” neurological abnormalities are outgrown; clumsi-
ness abates and coordination is refined. Inasmuch as the child with
MBD wears no visible brand of his handicap, he is eventually assimi-
lated into the community. Is this then a problem of major significance
that warrants so much concern? Are the efforts in diagnosis and man-
agement overemphasized?

It appears that early diagnosis and management (1) prevents
disruption of family life, (2) allows for the development of better
school habits and school achievement, (3) decreases the potential for
delinquency, (4) improves the social interactions with society and the
peer group in particnlar, and (5) improves the self-concept and de-
creases the potential for the development of emotional conflicts. In
essence, the prognostication is that therapy will enhance the child’s
ability to overcome obstacles that take their toll during his develop-
mental period and be carried over as handicaps during his adult years.

In retrospect it can be speculated that perhaps many of the school
dropouts, the problem children of generations past, were really victims
of MBD. These school 1ailures or borderline passers, who dropped out
of school at the legal age and were assimilated into the genera: popula-
tion, carried with them a dormant intellectual potential. Perhaps the
severely emotionally involved terminated their academic careers as
patients in child guidance clinics or as defendants in juvenile courts.

From our limited experiences with children having MBD and
attending special education programs in both public and private schools,
the future appears to be somewhat more optimistic. We have seen
a general improvement in function, in academic performance, in
emotional and social adjustment, as well as in relationships with parents,
siblings, and peers. Many children have gradually, others more rapidly,
been returned to regular classes following handling in special educa-
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tion programs. Among the group of children for whom medical and
educational programs have been less effective the social adjustment
has been much greater and the emotional consequences less severe.
Although early results indicate a basis for optimism, the ultimate value

of these specifically designed programs must be determined when
long-term studies are available.
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THE SPECIAL EDUCATION/GENERAL EDUCATION
INTERFACE, AND THE INTEGRATION OF
PROFESSIONAL TRAINING*

Dr. H. Gene Hensley

We are in the midst of a revolution in education. The subtle
signs of a few years ago which indicated impending change in education
are no longer subtle. The cries for relevance and involvement have
increased, and the list of declared inequities in education grows longer.
Increasingly, one hears that the current academic system is failing chil-
dren, adolescents, and adults. There is greate. ferment and interest
in the educated, the noneducated, and in the status of education than
ever before in the history of this nation.

It would not be appropriate to enumerate here the social problems
facing our culture. 1t is sufficient to point out that education and
educators are being criticized as never before and that a major demand
from within and outside the educational professions of our society is
for organized change; change from stressing the ways of the past to
planning for the future of contemporary children and adults.

Numerous writers have commented on the problems, failures,
and the unrest in our schools. Wright (1) has suggested that our
present educational system is contributing more to problems than pre-
paring students to solve them. Chickering (2) has commented on the
large number of students who drop out of our schools.

A recent article in the January issue of the Phi Delta Kappan
noted that in 1971 more educators will spend more time looking ahead

*Based on papers presented at WICHE conferences in Special Education for General Educators,
Portland, Oregon, and Los Angeles, California, February 1971,

Dr. H. Gene Hensley

Professor of Educationa! Psychology,
University of Hawaii,

Honolulu, Hawaii
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than looking in the past. Educators everywhere have pointed to the
failure of our schools to prepare children and young adults, particulatly
minority students, for life in general.

Special Education

Special education programs in .ae public schools and the corre-
sponding teacher preparation programs in our universities have not been
immune to criticism of the current educational scene. In some respects,
special educators have been the hardest hit by critics, and the most
resistant to change. As a field of specialization, sperial education
emerged in response to a challenge to general education to serve all chil-
dren. It took as its chief responsibility the education of this nation’s large
population of handicapped and other exceptional children. Numerically,
special education and its technology has grown rapidly, but past and
present administrative arrangements and strategies for serving cxcep-
tional children have been criticized as inefficient, and even disctim-
inatory. Specifically, the major criticism has been that, given existing
patterns of preparing teachers and serving children, special educators
may be losing ground. In other words, the number of children in the
mainstream of our public schools who require very special attention
has not significantly decreased. Closely related to this idea is the fact
that both the training of special educators and their organized services
to hardicapped children have become increasingly disassociated with
general education. It might be said that special educators have pro-
fessionalized themselves out of elementary and secondary education,
interacting only when necessary, and sometimes offering parallel
services and training. Further, the categorizing and labeling inhetent
in special education (e.g., mental retardation, emotional disturbance,
and neurological damage) las been criticized and declared irrelevant
to successful cducational diagnosis, remediation, and insttuction.

A recent conference sponsored by WICHE focused on changing
patterns of services and training in special education. Its purpose was
to identify the tasks of teachers and administrators in various fields of
special education and to relate these tasks to competencies needed by
tcachers and to the content of teacher cducation programs. Many par-
ticipants at this conference called attention to problems which echoed
the conference theme. William Hall (3) posed the following questions:

1. How can we rid ourselves of the categorical concepts of exceptionality
from both public school and university thinking?

2. How can universities overcome the ‘red tape” and professional rivalry
which stands in the way of training teachers within an interdisciplinary
framework?

3. How can we rechannel our thinking into creative approaches to special
education?
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4. Is it possible to prepare individuals to react 1in innovative ways when
cir preparation is done within a traditional institution?

S. Can we put aside our provincialisms, ou- empires, our petty ego
Jefenses and interact meaningfully in building educational methodology
based on learning characteristics?

Special Education/General Education Relations

It has becn more than 20 years since special education had its
first impact on instruction 1n the public schools and on the design of
post-World War II teacher education programs. At that time, the
common boundary of special education and gencral cducation was of
great concern to most cducators. This concern was exeraplified by an
often heard education cliche, “special education must be a part of
and not apart from gencral education.” In time, definitions of special
education became increasingly circular: c.g., “special education is that
specialty which deals with exceptional children”; “exceptional children
are those children who are served by special education.” The dichot-
omies increased. The categories multiplicd. The gaps widened. Finally,
special education by definition was for the children regular education
could not adequately serve, and the special school of the special class
established along some categorical line became synonymous with the
concept of special education.

In a sense, special education was at some point victimized—and
accepted it. Special cducators willingly and with few reservations as-
sumed responsibility for thousands of children that regular education
wanted as little to do with as possible—and it is still doing it. The
special class concept was in trouble from the beginning, or at least it
was just a matter of time until the problems associated with this ad-
minjstrative procedure were to catch up with us. From the start it
was a clumsy idea at best, one which didn’t have a chance of working
for long when one considers the rapidly expanding school population
and the concomitant increase in the number of exceptional children who
weuld require those services of fered so freely by special educators.

The saturation puint has now been reached. Services in the
form of special classes or similar arrangements are not available for
those who need them most. Worst of all, there is the haunting idea
that there may be better ways of teaching and caring for children,
particularly when one considers that the majority of handicapped
children are now, have always been, and will continue to be found
in regular elementary and secondary classes taught by regular classroom
teachers. Further, the teaching is sometimes inferior because educational
personnel lack the skills to deal with complex learning problems. If
they cculd only get rid of these problems by giving them to special
educators! On this point, an increasing number of special educators
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now stand firm. It is a new commitment, this idea that most handi-
capped children can be best educated in regular classrooms, providing
their teachers have the necessaty skills and appropriate attitudes.

The scparation of special and regular education which has
existed for the past several yeats has been artificial and unnecessary.
There is a common ground on which regular education and special
cducation have built their foundations and developed their structares.
Like the children served by special educators, there are more similarities
than differences when special and general education are compared. A
change in onc area can produce a change in the other. Modifications
in our values, our professional knowledge, and our educational tech-
nology, whether associated with regular education, special education,
or with other institutions in our society, can have a resounding effect
on what happens in the public school classrooms and in our teacher
training .nstitutions.

Educational Change

Historically, special educators have viewed themselves as inno-
vators. Even more important, they have been perceived by other
educators as being at the forefront of change, defining new target
populations for educational services, challenging traditional methods
and procedures, and standing as advocates for children who might not
be adequately served by other educational programs.

Special educators have been effective in public relations. Initially,
they sold their programs beautifully. Their causes were taken up by
thousands of interested and sympathetic lay persons who saw gaps
and weaknesses in the regular or more traditional education programs.
In years past, it was not unusual to hear expressions of disenchantment
with general education in the form of “'special education is what regular
education ought to be,” meaning that special educators were in tune
with the times; sensitive to the nceds of children, parents, and to the
deficiencies or limitations of our educational system. Now the ranks
of teacher education programs have been swelled by special educators
who are once again dissatisfied with things as they are in teacher
education, and this time with special education itself. There is an
cagerness to modify, supplement, or even replace existing strategies
and training models in special education.

As for general education, it wil! never be the same again. Thou-
sands of rccent changes have occurred in the design and production o€ in-
structional media, in organization and management systems, and in the
teacher-learner communication processes. These changes have enabled
regular classroom teachers and others to attain educational goals that
at one time were considered impossible.
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It is only the beginning. There has truly been an explosion in
the development and utilization of educatinnal technology which allows
teachers to be much more resourceful in the classroom than cver
before. Perhaps it is now general education, not special cducation, that
is the furerunner and the innovator. In some ways and in some places,
special education has become increasingly provincial; it is in need of
a new focus. Indted it has contributed greatly to the development of
materials, ideas, aid accomplishments of general education, but in
recent years it has been relatively divorced from some of the important
social movements, curricular developments, and populations in need
of improved educational services, particularly ethnic minorities and
children from innercity and rural-poverty areas. The stress on human-
istic education has not been ignored by special education, but it has not
been given the attention onc might expect from those who profess a
dedication to serving deviant and hard-to-reach children.

Continuity and Contiguity

It would seem that any concern with continuity and contiguity in
special education and regular education of necessity would involve the
identification of the commonalities and the differences between special
and general education. In this regard, I would raise the following
questions for your consideration:

1. What societal and cultural changes affecting regular education migh
have particular significance for special education as it is now con-
ceptualized?

2. What changes in elementary and secondary teacher education, relating
in particular to curriculum, evaluation, administration, and technology,
have implications for the preparation of special education personnel?

3. In what ways might special education benefit regular classroom per-
sonnel? Is there a body of knowledge or skills exclusive to special
education which might be of direct benefit to regular classroom
teachers?

4. Are the values and attitudes of special educators toward children and
toward learning significantly different from those of regular educators?

S. Are there practical alternatives to our present patterns of teacher
preparation?

6. Are there existing models for bringing about cooperative training
activities involving both general and special education?

Many special educators, like some general educators, have been
radicalized to the point where they are unwilling to continue teaching
or training in a traditional role, or even in a partially modified one.
They believe that drastic changes in teacher education arc not only
necessary but unavoidable. They want totally ...w models for providing
services and for designing professional preparation programs. They
applaud curricula that involve all children, not just handicapped chil-
dren, and all of edu-ation, not just special education. Most of all, they
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scek a new and more relevant focus. Many general educators, too, feel
this nced. Are special educators the only oncs who have the temperament
and the techniques for successfully coping with the more difficult
instructional and kehavior problems? Cannot regular teachers be more
cffectively prepared to work with the complex behaviors of children
with which they must routinely deal? Is spccial education really that
diffcrent?
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SYMPOSIUM: DISCONTINUITY IN GENERAL/
SPECIAL EDUCATION

Preenters: William Hall, Everett Samuclson, Ben Brooks,
Keith Larson, Henry Bertness, and Robert Gilberts

Dr. Williom F. Hall

It appears to me that in discussing the point of discontinuity the
most important question we should ask is, “Who put it there?” 1
suspect we did. For many years special educators have worked in
building programs to supposedly improve the lot of exceptional chil-
dren. Obviously while doing this we developed all sorts of rationale
to support our positions. The more we did this the more we became
enmeshed in our own creation.

At first in our relationships to general education we posed no
threat. In fact, we were viewed as a sort of an “‘educational Mr. Klean,"”
but, as time passed and we sold our program, more and more we began
to corner the market on certain things—Ilike money, equipment, sup-
plies, teachers. We began to develop specialties and subspecialties,
some of which at this point are probably artifacts. We emphasized
and reemphasized, and perhaps overemphasized, minor differences in
children to enhance our programs and prestige. It was prestigious
not just to be a teacher, but to be a “special” tcacher. Thus, over
the years many of the categories were born.

Obviously the categories were not created only by educators.
Many of the categories, probably most of them, were creations of the
medical profession. However, more recently we have seen that certain
categories, such as learning disabilities, seem to be created by the educa-
tion profession itself. It might be well to point oat at this juncture
that many of the special education programs arose out of needs of
children which were not being met by any other institution. There
were numbers of children handicapped in various ways for whom no
programs were available in the regular education scheme. Thus it
became necessary, in some cases, to create new programs to assist thesc
childs :1 in getting their rightful share of the educational pie.

As time passed, much of the talk revolved around “our programs”
versus “their programs.” Even at the college and university level it
was “our college or department” versus “their college or department.”
It was “‘our children” or “‘their children”; scidom did anyone talk about
just nlain children. Pethaps we further increased the discontinuity by
our attempts to lure the best teachers into special education, even at the
expense of robbing them from regular education. We tried incentives,
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even to giving pay differentials, to special education teachers. As these
programs developed it became incumbent upon the universities to train
special teachers for the public schools. This meant that colleges and
universities began to attract more and more programs out of the main-
stream of regular education. We agonized over the fact that regular
education teachers did not know enough about special education, while
blithely building training programs that ignored or minimized entire
areas such as child growth, psychology, and sociology. An entire
sequence of thirty semester hours for a master’s degree could be gotten
within a spacial education department. This might consist of X number
of hours of survey, X number of hours of diagnostic and remedial
courses, and X number of hours of methods of teaching the categorical
child. The chink between regular and special education became a
crack and finally an abyss. Now we are at the point where we find it
necessary to try to pull back together or perhaps bridge this abyss.

Well, where are we now? I suspect partly we are here at this
conference because in many ways the system is grinding to a halt. Maybe
we have overdone it; maybe we have run out of categories and thus lost
some of our thrust and are becoming impotent. It would appear that
at least partly the pressure is on. Proing questions are being asked
about the efficacy of special education programs. We are being
challenged to show that reducing class size to, say, eight children while
increasing the cost two to three times that of regular children is paying
off. No system, including the federal government, gives large sums
of money to any program for vety long without asking for some kind
of accounting. The accountability concept is here and special education
administrators will have to deal with it.

As an aside, I might note that we appear to be in a period of
a surplus of teachers, especially regular teachers. I would suspect the
pressure will mount to put many of these regular teachers into some
form of special education programs. Obviously many of these will be
skilled teachers, and we will be required to defend the concept that
all of our demands for ertra training and extra money in special educa-
tion are justified. I would think that this may have far reaching
consequences for the field of special education. Historically, not many
voices were raised against the empire building that has gone on in
special education. Back in 1954 or so Dr. Francis Lord in a speech
and article tried to interject a cautious note about the separation be-
tween regular and special education, but no one really listened. It
wasn’t until Lloyd Dunn’s famous, or infamous, article (1) that we
really began to question some of our placement practices in the field of
mild mental retardation. Perhaps this was needed to open up a
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Pandora’s box of questions and concerns about the entire concept of
categorical special education. Certainly it does not appear to me that
special education per se is doomed. However, it does appear to me
that we are going to have to look to a more meaningful alliance between
special and regular education. Further, it means a hard look at all of
the kinds of children being placed in various special education settings
to see whether ot not this is really the most efficient and meaningful
program for the children. It may well be that for some of ours
special education children placement back in the regular classroom
will provide a superior education at many levels. This is a decision
special educators should have a large share in making,

There are certain hard questions that we need to pose to ourselves
and to regular education which might help all of us clarify our relation-
ships. One question might be, Are we really talking about the samc
thing when we say special education and when we say regular education?
Can we really define our terms? Clearly, until we have some common
communication ground, we will be distrustful and uneasy with onc
another. A second question might be, Do we as special educators
believe that there is a body of knowledge about teaching special children
which varies significantly from one disability to another?

A third question is, Is it possible for educators at the college
and university level and the public school level to meaningfully interact
to shape up new programs for training all teachers? I suspect the real
question is, Do we respect each other enough to believe that we
can learn from each other? A question of great currency is, How
does the concept of accountability affect teacher training and special
education program dcvelopment? Will we need to modify pro-
gramming to better fit the accountability pattern? Are special educa-
tion programs and regular education programs to be held accountable
to the same degree and in the same way?

Pethaps at this point I might propose some drastic actions with
which T am sure many of you will violently disagree: First I proposc
that a moratorium be declared on establishing any more categorical
special education classes or programs in public schools. This might
even include some of the more severe disabilities. During this time
we would examine rather closely our basic premises in regard to the
establishmeut of these programs.

Second, we should declare a moratorium on developing any new
programs or courses in special education at colleges and universities.
Any staff changes should be the result of integration or sharing of
current staff available in other departments and colleges of the
universities.
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Third, I would recommend that all staffs in the public school
take a year to study the role and relationship of special education to
regular education in their school. The main thrust of this should be
to sce if it is possible to reduce the involvement of special categories
and thus return more and more children to the regular classroom.

Finally, all college and university staffs should take a year for
joint planning with one major objective—to reduce the number of
special cducation courses and to increase the number of joint and
integrated courses and thus increase every teacher’s efficiency.

Undoubtedly these are difficult concepts to deal with. However,
we are coming into difficult times in the field of special education as
well as regular education. Perhaps also for this year we ought to
establish a taboo againet the usc of any words like “special” or
“regular.”

In summary, it appears that what is happening in the relationship
between special education and regular education we have brought upon
ourselves. Now it is time to rethink our basic premises in both fields
and try through mutual cooperation to solve the educational problems
of all the children in the public schools.

Reference

1. Dunn, Lloyd M., "Special Education for the Mildly Retarded—TIs
Much of It Justifiable?”” Exceptional Children 33 (1968): 5-22.

Dr. Ben Brooks

Before any discussion concerning continuity in general and special
education can begin, the fact that special education for too long has
been apart from, rather than part of, regular education must be recog-
nized. Special education has for too long been predicated upon failure.
In order for a child to enroll in special education he must have first

failed an 1.Q. test (1.Q. less than 75), failed to live up to the be-

havioral code, failed an achievement test, and in most cases failed
several grade levels. The point to be made here is that many regular
educators are not aware of this condition and expect some sort of a
miracle to take place once the child enters the special education class-
room. By definition, special education consists of the modifications
of, or additions to, school practices intended for the ordinary child—
practices that are unique, uncommon, of unusual quality, and in par-
ticular are in addition to the organization and instructional procedures
used with the majority of children. 1 would like to emphasize that
special education by theory is not a total, isolated program, but rather
a continuous service over and above regular education.
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Many authorities have raised the question, What is spesial about
special education? Many of us in the field find it very difficult to
answer, mainly because of current practices as they now exist. Before
we can even begin to ¢laborate upon the relationship of regular to special
education, we must at least make an attempt to bridge the gap between
theory and practice as it now exists in special education.

I agree with Lloyd Dunn (1) who states,

.. . much of our past and present practices are morally and cducationally
wrong. We have been living at the mercy of general educators whe have
referred their problem children to us. And we have been generally
ill prepared and ineffective in educating these children. Let us stop being
pressured into continuing and expanding a Special Education Program
that we know now to be undesirable for many of the children we are
dedicated to serve.

I don't believe I really need to elaborate upon most of the current
practices we now have for dealing with the majority of our exceptional
students in the public schools. I only need to mention that, as it now
exists, theory does not coincide with practice in special education. When
this occurs one or the other must of necessity change.

If it is true that only 40 percent of the exceptional children are
receiving services, the apparent place to begin is with the practice of
educating this segment of our population. The logical starting point
would be with the institutions of higher education that are training
future teachers, whether they are to be general or special personncl.
With 60 percent of the exceptional population now found in the regular
classroom, this should be the priority in training all future teachers.

Perhaps training programs need to be developed with an entirely
new theoretical basis with coinciding practices. I could envision within
education training special-special education and special-regular cduca-
tion approaches. It is known that there will always be a need for
self-contained, isolated programs for approximately 5 percent of thc
exceptional population. We as educators and as humanitarians are
willing to accept this and perhaps this would be our special-special
education approach with theoty and practice to match.

The special-general education approacl would meet the needs as
they now exist for all students in public education. Education would
be relevant to the social change and revolution as it now is evolving
throughout the country. No longer would elementary teachers be
required to take two courses in music, two courses in art, courses in
how to teach reading, writing, and arithmetic. New courses covering
the aspects of cultural diversity, cultural awareness, and other relevant
areas in dealing with minority group problems would evolve. Education
would take a humanistic approach to teaching children whether they
be exceptional, regular, or high-risk children.
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As a result of this special-regular education approach, a new
multiphasic approach to educating all children and allowing them the
opportunity to remain in the mainstream of education will evolve.
Alternate approaches will be developed with the following specific
objectives:

1. To provide adequate training for regular classroom teachers and admin-
istrators as related to the individual needs of the mildly handicapped
children within their regular classrooms.

2. To develop teacher and administrator sensitivity and more positive
attitudes toward mildly handicapped children within the regular
classroom.

3. To develop an understanding as to how a handicapping condition affects
learning, and to identify strategies for assistance or remediation.

4. To be capable of identifying, diagnosing, and selecting appropriate
educational approaches and prescribing instructional strategies for
mildly handicapped children within the regular classroom.

5. To develop units on cultural diversity that will enable regular class-
room teachers to become aware of any unique socioeconomic, geo-
graphic, or cultural problems related to special education in the regular
classrooms.

In conclusion, perhaps at this time it might be somewhat pre-

sumptuous of professional educators to be discussing continuity of
special and regular education when we have not yet resolved the
continuity problems of special programs with special education, or
for that matter regular programs within regular education.

Reference

1. Dunn, Lloyd. “Special Education for the Mildly Retarded—Is
Much of It Justifiable?” Exceptional Children 35 (1968): 5-22.

Dr, Keith Larson

There are three teacher attitudes which I would like to present
as significantly p-eventing immediate improved contiguousness between
speciai education and regular education. For the sake of promoting
discussion, I have deliberately omnitted any qualifying statements for the
assertions made. My objective is to present, illustrate, and discuss these
three selected attitudes which I believe are held by special educators to a
significantly greater degree than by teachers in regular education. I
believe in a null hypothesis fashion that until tcachers in regular
education hold these attitudes to the degree that special educators do,
handicapped children will not be best served by the regular education
program.

The three selected attitudes are as follows.

1. Special education teachers are more willing to accept children
in a greater variety of packaging arrangements ( appearance and social
deviancy) and still maintain a greater fecling of each child’s worth-
whileness than are teachers in regular educaticn.
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2. Special education teachers are more willing to accept a wider
variety of pathways to homan dignity than are teachers in regular
education for whom academic success is the only route or vehicle
normally considered respectable.

3. Special education teachers are more willing to accept the
responsibility for a child's failure to learn than are teachers in general
education.

In the first attitude I indicated the willingness of the special
education teachers to accept variety of packaging. While I certainly
accept the fact that in any given class of 25 regular second-grade
children there are 25 individuals, I maintain that deviation possibilities
in appearance and social deviancy are considerably less among children
in regular education, who are usually without major physical or sensory
deficits. Most regular education teachers react with two immediate
concerns about children who are handicapped and 10 may be possibly
assigned to their classes: (1) Their appearar . 15 setting to me anc.
will be upsetting to the children in my cla=s ¢ ' (2) what type of
educational programming is required for th.*< voungsters? A special
education teacher, on the other hand, would hiuve the ease of acceptance
that comes from understanding the specific etiology of various physical
problems and the potential level of development of children who have
any of a variety of problems. Furthermore, experiences the specialist
has had in trying to teach such handicapped children provide her with
considerably more confidence to achieve success in areas of develop-
mental skills. However, even more important in this first attitude is
the acceptance by the professional special educator of the child’s
worthwhileness or right to human dignity regardless of the phenotype
(package) of a particular personality.

I assume that most education professionals would not quarrel
significantly with the statement that personal individual fulfillment
is the first responsibility of an educational system. My contention is
that a special education teacher believes this to a significantly greater
degree than a teacher in regular educaticn. To illustrate this point we
might draw an analogy to handicapped children from the phrase “black
is beautiful,” a phrase utilized by another segment of our population
seeking improved opportunity for personal individual fulfillment. The
meaning of this phrase is precisely what it says. With no qualifications
added, no stipulations demanded, no academic determinants, no physical
standards to be met, “black is beautiful.” Every individual has an
innate right to be accepted as worthwhile. I contend that a special
educator is much better prepared to state that cerebral palsy is beautiful
than is a general educator. A special educator is more capable of saying

59



deafness is beautiful than is a teacher in the regular program. I am
attempting to emphasize that I believe 2 special educator to be sig-
nificantly more capable of looking at a blind child and se=ing a worth-
while child than s a regular educator who sees blindness.

The second of the three attitudes indicated that special education
teachers are more willing to accept a wider variety of pathways to
human dignity than are teachers in regular education for whom
academic success is normally the only respectable route or vehicle. It
is incredible—and sorrowful—to see a society claim to be open and
yet have but one chief avenue, scholastic success, of approved entry into
the mainstream of human dignity. It seems incredible that personal
individual fulfillment has been defined by regular education as being
founded on a single universal academic standard. Special educators
would find nothing startling with Arnold Toynbee's statement . .
We rnust recognize that there is a diversity in human gifts and that
this diversity is valuable to society.”

Academic iearning is not for everyone. Learning as an all-
consuming act of personal faith and commitment can only be for a
relatively few, even in regular education. To produce a whole gener-
ation of savants is neither possible, nor in fact desirable, for in that
circumstance the workings of society would soon grind to a halt.
Special education teachers are more willing to agree and to reject the
idolatry of academic learning as the only worthwhile pursuit for
children. A special educator more easily finds acceptable success in
economically self-sustaining vocational efforts, in sheltered workshop
efforts, in improved communicative skill development, improved motor
skill development, improved interpersonal relationship skills, and
innumerable other nonacademic areas of success.

While attempting to illustrate this significant difference between
special educators and teachers of regular classes, I feel obligated to
point out that our society, as compared to other specific societies such
as in the Scandinavian countries, does provide fewer routes to human
dignity for the handicapped. Those of you who have heard Jean
Edwards on our staff describe her tour last year through special
education and rehabilitation facilities in Northern Europe know that in
those countries dignity is available to the handicapped in many more
ways than in the United States. Community centers for both recreation,
crafts, socialization, and for production-type efforts are available to
Sweden’s hand'zapped, They also have available to them more opportu-
nities for noninstitutional living arrangements. In Sweden, unlike our
country, severely handicapped couples may share the love and dignity
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of marriage without regard to the scores on 2 California Academic
Achievement Test or a Wechsler Intelligence Scale.

The third of the three attitudes stated that special education
teachers are more willing to accept the responsibility for a chiid’s
failure to learn than are teachers in general education. It is common
knowledge that the easiest place for a poor teacher to survive is at
the university level. Here, regardless of the manner in which a
professor offers an explanation, the students, being a selected, screened
group, are probably capable of deducing what the professor has in
mind. When they respond appropriately, he feels he must be doing
a good teaching job. The same process works its way down through
the lower grades to whete a second-grade teacher, receiving an 80 pet-
cent appropriate response from her class after a teaching effort, assumes
the teaching is flawless; 20 percent of her children are too stupid of
too handicapped in other ways to learn. The questionable luxury of
ignoring possible deficiencies in teaching skills through assignment of
all responsibility to the consumer, the child, is not apt to be part of a
special educatot’s attitude.

Let me illustrate this point further by describing an obligation
we require of our full-time students in special education at Portland
State University. During each week of the three academic-year terms,
our students work regularly with a handicapped child. This sustained
effort is undertaken at the child’s home (with the concomitant patent
interface), at school if the child is of school age, and at our clinic
with other students and faculty observing the teaching effort and pro-
viding feedback to the student being observed. The students normally
form a team with two or three students organizing, developing, and
monitoring a developmental program for a single handicapped child.
We mix our students on these teams without regard to categories of
handicap. The requirement for sustained effort serves two purposes:
(1) It prevents the common pitfall of many university clinics in which
brilliant diagnostic statements are the primary output with no one
required to live with the pronouncements ot to demonstrate procedures
for developmental progress, and (2) students have the experience of
personally making a difference with a handicapped child.

My putpose is not to describe a portion of a training program
for specialists but to indicate the circumstances under which two
students are working with a handicapped child.

John lives about three blocks from the University in an older
home witn his grandmother. He is seven yeats old and visually handi-
capped (pattially sighted). He has been kept primarily in two rooms
of the house. Although there is a park directly across the street, he
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hasn’t been taken there because the grandmother is afraid he will run
away and she won't be able to catch him. She just hasn’t bothered
to send him to school. The multiple overlay of problems is obvious.

I am suggesting that a regular second-grade teacher would be
most reluctant to accept John because his vision problem is too great,
he is emotionally disturbed, he is mentally retarded according to his
present ability to do academic work, his social skills are inadequate,
ctc. In anticipation of comments relating to the class size of 2 regular
second grade, I am suggesting that the teacher’s reluctance would be
as great if she had a class load of only four or five children.

John and his problems have frequently been discussed in large
group seminars with most of our special education students. In all
of these discussions, in all of the informal sessions in the student lounge
or in the observation rooms, I have yet to hear anything except insttuc-
tional procedure inadequacy questioned as a reason for John's inability
to improve on a particular developmental task. The phrase 1 hear
these future special educators say about themselves is “evidently we
haven't yet gone about teaching this child in an appropriate way for
him to learn this particular task.” John has never been accused of
inadequacy.

Special education teachers are more willing to accept responsibility
for a child’s failure to learn than are teachers in regular education.

To summarize, we can talk all we want *o about administrative
reorganization of services to handicapped children. Eventually a
child will be the responsibility of a teacher. As yet, I see little in
regular teacher training programs to promote the three attitudes I
have mentioned.

May I emphasize that I am not making a stand for the mainte-
nance of any particular administrative arrangement such as homogeneous
classes for the mildly retarded. As any experienced school teacher
would point out, it is what happens to the children after they are
brought together that is of significance, A particular administrative
arrangement could be good; it could be poor. To argue over two
alternatives of administrative arrangement or against one specific
alternative as applied to an incredibly wide variety of handicapped
children’s problems seems to me to be an academic exercise without
end.

Good educational placement for any child depends first on the
teacher’s competencies and attitudes as related to that particular child;
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