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ABSTRACT

A study of 18 handicapped males (mean age 7 years)
and their parents was conducted to ascertain initial characteristics
on entering a physical development clinic, and to detect changes in
the functioning level c01nc1d1ng with their first exposure to the
clinic program. Both prior to and following completion of the 8-week
clinic program, Ss were given the Child Behavior Inventory (CBI)
tasks and a battery of tests to assess motor, visual perception, and
intellectual functlonlng, wvhile parents filled out a CBI form and
then participated in a structured interview. Results were divided
into four areas of research: demographic characteristics, pre- and
post-session CBI results, pre- and post-~session test battery results,
and post-session interviews with parents. Among the findings were
that the Ss made up a heterogeneous population and that little
positive change is shown by first time enrollees on objective
measures although parents reported improvement in coordination.
Evidence suggested that exposure to more than one 8-week session of
the clinic program is necessary to promote measureable change, and
that different outcomes may depend on the initial status of the
child. (Tables are included to explain statistical data.) (SB)

3 o ok o o o o ok oo ook ook oo oo ook ok ook ook ook o ok R o o oo oo o ok o ook 2K ik ok ok ok o o ok ook o ok ok ok kK ok ok
* Documents acquired by ERIC include many informal unpublished *
* materials not available from other sources. ERIC makes every effort *
* to obtain the best copy available. Nevertheless, items of marginal =*
* reproducibility are often encountered and this affects the quality *
* of the microfiche and hardcopy reproductions ERIC makes available *
* via the ERIC Document Reproduction Service (EDRS). EDRS is not *
* responsible for the quality of the original document. Reproductions *
* *
* *

supplied by EDRS are the best that can be made from the original.
ko o o oo o ook o o o kol ol ook o ook o R ook ok o ok o ok o oo ok ko o ok ok ok o o ook o ok ok ok o ok o ok ok ok o koK oK K oK




" , 1 . et o 0 R .
P
[TV I IMN‘ < rohs k b '

. ) vi‘fv\:'

U.S. DEPARYMENT OF HEALTH,
‘ l - EDUCATION 3 WELFARE
KATICNAL INSTITUTE OF ,
E£CUCATION '
THIS DCCUMENT NAS BEEN REPRO
PUCED EXACTLY AS RECEIVED FROM
1 4E PERSON OR ORGANIZATION ORIGIN-
~TING 1T POINTS CF VIEW OR OPINIONS
STATED DO NOT NECESSARILY REPRE »
SENT OFFICIAL NATIONAL INSTITUTE OF
EDUCATION POSITION OR POLICY

#
INITIAL CHARACTERISTICS AND SHORT TERM CHANGES OF BOYS

ENROLLED IN A PHYSICAL DEVELOPMENTAL CLINIC *
Janet W, Johnson, Gerald A. Specter, Bruce R. Fretz, and
Warren R, Johnson, Project Director

University of Maryland, College Park

*
¢
o : |
N
\\) A
X
Y o
ERIC '

Aruitoxt provided by Eic:




CEEY ke - ST 2

.o ) . e
INITIAL CHARACTER(ST!FS AND SHORT TERM CHANGES OF BOYS
ENROLLED IN A PHYSICAL DEVELOPMENTAL CLINIC!

Janet W. Johnson, Gerald A. Specter, Bruce R. Fretz, and

Warren R. Johnson, Project Director

University of Maryland, College Park

The purpose of this lnvestlgétton was to ascertain the initial charac~
teristics of male children between six and ten years of age entering a
physical developmental clinic program, and to detect changes in thelr
functioning Tevel ‘colnciding with thelr first exposure to the clinic .pro- -

gram. The Chlldren's Physical Developmental Clinic at the University of -

Y s
VT Y

Maryland was designed to serve the shrroundtng community by providing a
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program to Improve coordination, self-confidence, and social aaaptab!llty’
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In children referred for help by local professionals. [n that the clinlic
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has been generally run under an ''open door'' policy, it inevitably provides

by

%
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service to a diverse group of children with a variety of presenting problems.
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For this reason, the preseﬁt study was undertaken,. in part, to better delin~.,’
eate the nature of the difflculties expertenced by clinic enrollees. A .
status evaluation was attempted at three levels: a) parental perceptionst
of their children's problems, b) observer ratings of the children's behavl;t
under standardized conditlions, and c) psychological assessment focusing on
lqtellectual performance, perceptual problems, and motor ability. In
addition to the pre-clinical. status evaluation, a similar evaluét}on was
conducted following the first semester of participation In the program

which consisted of up to nine sesstons in the clinic. Thus, pre and post

clinical comparisons could be made to determine whether any notable changes
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in functioning had occurred durlng the course of first program expertencq.
Data were also collected on the familles of the clinic enrollees, their . . *
developmental histories, and other treatment programs attempted previously

or concurrently with clinlc participation.

&
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In the present study only male cpildren were sampled from the clintc
population. This strategy was followed because the low proportion of female
clinic enrollees would have made [t tmpossible to find an adequately large
group of first-time female participants to permit comparisons by sex, and ‘
because preiious findings on female participants (Fretz, Johnson, and Johnson, i
1968) describe. ;he female population and suggest that the glrls in the ga;§1;_i;:
program tend to be measurably different from male participants in that they f‘,' ;:?;:.
show more severlty of [nltlal {mpairment.

While a thorough description of the Pﬁysical Developmental Clinic ts
beyond the scope of this report and is available iﬁ previ;us%pugllcattons ‘
by Clinic director Warren R. Johnson (1965,119665, 1966b) several features . R ;‘i'.:
of th; program warrant discusslon in explaining the purpose of the present )
evaluation, The Clinic provides, tn most instances, a one:to-one relation~-
ship between enrollees and a paraprofesstonal clintctan with activities which
focus upon éherapeutic play and physical skill development. Participating ¥
children are enrolled for a semester of Involvemeqﬁ, cons!sting of about
eight or nine weekend sessions lasting one hour each. In general, however,
¢hildren are re-enrolled for succeeding semesters after their tnitial exper-
lence, so that the usual céurse of the Intervention may Involve several
years of participation In the program and may qfrry a glven child to. puberty

or even beyond. The present Investigation deals only with children entering

* LJ
the clinic for the first time, and examines their progress only through the
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course of a single set of sessions. Thus, thfs study cannot be regard;d as -

providing a true assessment of the full'impact of the prbgram. The childrcn‘;

assessed do represent, however, a virtually inclustve samp?e of the first

time male enrollees, and, therefore, can provide us with a picture of the
itlal status of typlcal participafts and the short term effects of brief

exposure to the clinic program.

Recent Relevant Research

Previous findings with respect to the clinic populatton, partfcularly
those reported by Fretz, Johnson, and Johnson (1968) clearly verify the

impressiofistic data which suggests that the Clinic program ministers to a

L
AN

diverse set of developmental problems in children. Referral problems clited -
in the 1968 report included brain damage, retardation, physical coordtnatioé.
sensory defects, hyperactivity, anomalous physical growth patterns, and a
variety of social adaptation difficulties. Not surprisingly, ‘given the titie
of program, problems of physical coordination were the most frequently ctted
reason for referral to the program. ' .e e;idence of mapy years of Clinic
operation suggests, however, that sr .cific motor skill defgctts have generally
been associated with other probler of social adaptatiop, and that a child
lacking only in motor skills is : rarity among the children served by the:
program. [t ts difficult, ther fore, to specify any single body of research
literature which will bear upo the clinic population and its problems.
Perhaps the most promis.ng area of research to eéxamine with regard to
the problems of children in the Clinic is the study of developmental hyper-
activity. Previous tabulations of referral problems (Fret;, Johnson, and
Johnson, 1968; Johnson, Fretz, and Johnson, 1968) have shown that hyperactivity

{s a presenting complaint with more than a quarter of the male children

brought to the Clinic. Further, a number of the other referral problems cited,
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{ncluding muscular Incoordtnatlon academlc difficulties, and soclal adjustment
‘{‘-a 3; 0

problems have been implicated as frequent correlates of hyperactivity (Van Osdo

and Carlson, 1972) ralsing the possibility that this syndrome m!ght be d%ig:.ifj‘i::;

nostica’ly appropriate even for some of the chtldren in whom it had not been

'
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prevIously diagnosed.

A recent study of hyperactivity (Battle and Lacey, 1972) longltudinally ,
examined the phenomenon as it was observed in a sample of 74 children in the ,L
Fels Yellow Springs developmental research. Children were rated for act!v{ty'_

level manifested during several developmental periods from infancy to.addlthood.

Activity ratings were correlated with a variety of test variables and with 1., .’

data reported by parents and other informants. Of particular Interest in re-

’

lation to the pfesent investigation were the data concerning males in the six

to ten year age range. Motor hyperactivity in this period was correlated with

low achievement striving, frequent attentlon seeking, attempts to dominate adults h;

and peers, and physical agressiveness towaf& same sex peers. Hyperactivity

and [Q tests performance were not found to be related. " Interestingly, hyper- ‘,:;ﬁ;
el
: ! '{'3&{7-

active boys between three and six were found to be low in Intellectual achieve-. 7
ment striving but high In persistance at physical tasks. In the subsequent ';niﬁi
A 1
. *3‘\(2:

period lc striving In physical tasks was also characteristic. The special
relevance of this finding to the work of the Developmental Clinic would seem

to lie in the fact that most children referred to the program are six or older.

N
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The lack of skill and interest in sensorimotor activitlies often constituting g
. ’ 4 ! ‘ . N ’:c\‘\, :A;

the contral complaint as cited by parents may be related, for some children, .gﬁ
ALY “ili:? ‘
to the phenomenon observed in the Fels study in which the elementary years VTN
Ry

were associated with a withdrawal of Interest in motor task success. The v i

lack of ''self-confidence! often tnvoked by parents of cliinic children ta
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explain their boys!' coordination problems-.(Fretz, Johnson, and Johnson, 1968) TR 1 ¢
hl L
may reflect the fact that earlier striving had been observed to give way to U

apathy and lncreasing skill deficits. Such a change might well be salfent{,x"

to parents of children showing this pattern, whereas low interest iIn Intelf'}'fﬁg%“;ffmf'

lectual str}ving may have been a coneistent characteristic of the child and
less subject to parental identification as a major complaint,

Another recent finding is slmllarly of particular relevance to the assess-
ment of the ‘Physical Developmental Clinic Program. It has frequently been

asserted that hyperactlv1ty Is a self-correcting condition which tends to

abate at or after puberty. [f this is the case, the Clinic prograh, which - ﬁf‘, i

often serves children from middle childhood up through their early adolescence
may be lnappropFiately c;edited for lmprgvements which would*have occurred

even in the absence of any ciinic parttctp;tion. Recent findings do not appear
to support this conclusion. Minde, Lewin, Weiss, Lavigueur, Douglas, and |
Sykes (1971) studied 37 children who had be:h diagnosed-as hyperactive four

to sl; years earlier. These children, 34 of them males, had an average age

of slightly over 11 years, and were found to show continued inferiority to
controls In the areas of academic success, behavior ratin;s, and intellectual
test performance. Moreover, many of the hyperactive children had already

experienced reversals of fate, such as being held back in school grades, which -

might continue to pose problems even {f the original condition were to dis-

2
¥

dppear. Reviewing several studles, Van Osdel and Carlson (1972) conciude
that the problems of hyperactive children often persist I'nto adolescence and
that the long range prognosis is not highly favorable. Thus, recent research

disputes the possibllity that positive changes seen in Clinic enrollees should

-

be attributed solely to maturation, while suggesting the considerable tmportance

of effectively intervening with young hyperactives.

P
. L
' . Ve
. x
i « ' { . Voo
: T N . ‘
M *

. L




CEEEAREE SuAh i L il T8 UL I ORI R
. . . - o . b e v {
. : . . * . Pl [T SARTI S B
] : N (6) ol e &
- . PR "
. . .- / O L A L
: NI
N L)

Although hyperactivity is one of the more common préblems bringing
chlldren to the Clinic it is clear that this diagnosis does not apply to thevua
entire male enroliment. indeed, Fretz, Johnson, and Johnson (1968) found
that about as many boys as were referred as hyperactive were referred as being
too quiet. Quietness, parhaps accompaﬁied by phystcal Incoordination, could ‘
suggest a variety of dlagnoses including: mental deficienc§, emotional distur-
bance, focal braln lestons, deficiency diseases, or physical non-neurological )
{1lnesses. In some instances, children have come to the Clinic program a!ready
bearing one or more of these labels. In an assoclated summer program serving
an overlapping (but more Impaired) population of children about 38%.of the
children were classed as emotionally disturbed, 42% as mentally retarded, 20%
as brain damaged,;26z as hyperactive and 16% as overly aggressive. (Johnson,
Fretz, and ﬂohnsoa, 1968) . ‘

With regard to programs emphasizing physical skills with brain damaged

L3

children there is.donslderable data on the innovative work of Frostig,
Mentessgri and others. On the other hand, the Phystcal ﬁéveIOpmental Clinic
as a program for emotlonally disturbed children {s somewhat more unlque, and
less relevant data is to be found (although some might argue that the Cliniec
program shares many features in common‘wlth the play therapies employed by"
professional mental health workers). Numerous evolving programs in which~
paraprofessional workers engage emotlonally disturbed children in a one-to- -
oné relationship have been assessed and shown to have positive Impact (for , :;;C .
example, the program of scho;l mental health aldes reported by Zax and Cowen,‘
1967). Most programs of intervention In emotional problems of children do

not, however, place the emphasis on physical skills that is characteristic

of the Maryland program. Previous studles of the emotlonal lmpact of, the
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Physical Developmental Clinic itself suggest that short range benefits of the

program may exist which are only peripherally related to the physical gducatléﬁ_ P

emphasis. West, Fretz, and MacDonald (1970) compared the risk taking behavior
of 49 clinic boys, aged five to 13, with the behavior of 23 controls. Prior
to the clinic experience the clinic sample showed a significantly higher
percentage of low risk takers than dlé the control group.: After a semester
in the program the clinic boys more nearly resembled tﬁe non-referred controls.
In an earlier study (Johnson, Fretz and Johnson, 1968) participation In the
Program was found to be associated with a limited set of positive self-concept
changes in é;rolfees of both sexes. Finally, Fretz and Johnson (undated)
found that male €linic participants, aged five to ten years, sho&ed a decr;;se
in restless behavlors, debendency, and negative attention seeking. In sum,
empirical evidence relevant to the mental health benefits of the clinic pro-
gram tend to provide favorable evidence with regar& to particulér aspects of
psychosocial adaption. : v
fhe fact that the clinic program enrolls significant numbers of mentally
deficient children opens yet another area of relevant research. Corder (1966)
employed a physical education program with a group of adolescent male educable
retardates. He found that the 20 hour Program produced increases in the full-
scale and verbal scale [Q's on the WISC as well as an improvement in physical
fitness. Funk (1971) offered a simtlar but more lengthy program of physical
training to trainable retardated, 8 to 18, of both sexes. Here again, physical
benefits were observed but no attempt was made to measure other possible
effects.

One recent finding relevant to the present investigation concerns the

significance of many of the measures employed In assessing the clinic popula~-

—-—
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tion. Robinson and Schwartz (1973) condicted' a longitudinal study of the P

relationship of visual and motor skills ¢o reading ability. As in tbe study
to be described in this report Robinson and Schwartz utilized a test battery ;-53%:
which included WISC [tems, the Bender Gestalt, and the Frostig. A group of " - :%l '
b1 children about to enter the first grade tn an ordtnaty school were identi- “ﬁ_';

fled as carrying a high risk for reading difficulttes based upon assessed .fil"hb;

defliciencies in visual perception and/or visual-motor coordination. A control ! ‘§f¥¥
group of 23 children performing at normative levels prl?r to school entry was
establisheg. The high risk and control children were reexamined at the end

of thelr third ;ear in school, Contrary to the hypothesis, the g}oups d}d E
not differ significantly in their average reading abIIi%y at this time. For

the present pu;poses, h;wever, the most relevant finding was that the groups

L]

continued to differ stgnificantly on all of the measures common to the work

of Robinson and Schwartz and the present investigators. This finding suggests '172%”‘
<11
- . RN AN
that perceptual and motor difficulties as measured by the Instruments emp loyed :‘=$\j
. 14, - \. ;‘\I"

in the present study have some stability over moderateiy long periods of time,
but”that these measures do not always predict academic success, at least In T
the area of reading. These results are consistent with the existing evidence “51“¥
that the referral problems of Clintc children often tnvolve perceptual or
motor problems, yet are often not accompanied by concernf about academic ‘ o
progress among the parents of the enrollees (Frett, Johnson and Johnson, 1968)? o s
¢ As many of the children referred to the clinic are labelled as coordination

[
.o L7
. . "

problems (Fretz, Johnson and Johnson, 1968) a measure of motor skill was chosen :’; 4R
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for Inclusion in the assessment batteryof the present study. Studies by Rapin, -§f§
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Costa and thetr colleagues (Rapin, Tourk and Costa, 1966; Rapin, Scarola and . ﬁiﬁ

i RO

Costa, 1967) indicate that the Purdue Pegboard ts an effective screening de- 'Zi@
.',;\J'.
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- Design particularly difficult for children with perceptual difficulties.
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vice as well as a measure of manual dexterity. Norms are reported from normal
children 6 to 10 years of age and comparison data for performance of neuro= e
logical clinic cases, retardates, deaf chlldren and children seen non-neuro-
logically In a pédtatrtc clinic are given. The test successtlly differen-.
tiated the neurol gically from non-neurological clinic cases. ''It can be

looked on as an wadditional test of co-ordinated movement which 1s quite sen-

sitive to mild déficits and has the great advantage of being scored

quantitatively. A child's performance can be compared with the standards

for 'his age and Qe followed reliability over time...It is sensitive to th;
syndrome of clumsiness, hyperactivity, and visual ﬁotor dysfunctioﬁ frequently . -
labelled 'non-motor bratn damage!." (Rapin 95_31_19g6, p. 52-53).

Recent find;ngs reported by Sattler (1974) regarding pefko}mance of
children with learning disabilities, retardation, Qerceptual problems, brain
damage and minimal brain dysfunction Indicate that certain WISC subscales “*i fff

-

are difflcult for children with one or more of these problems. The Informa-

tion subtest has been found to be among the most difficult of the wisc

subtests for ¢children with reading problems or retardation. The Similarities
subtest {s a good measure of integration as is the performaﬁq; scale subtest

of Block Design, Both are sensitive to disturbances In Integration, with Block

Children with visual perceptual motor dysfunction, brain damage and minimal
brain dysfunction also perform less well than thelr peers on each of these :%: 4/.‘{
subtests. In addition, Blo;k Design has been found to be suscept[bfé to
training, thus making this test potentially seqsitive*to clinic effects.

(sattler, 1974) '
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In order to ascertain the {nitial characteristics of first time enrolees

in the Physical Developmental Clinlc, a combination of behavioral ratings,
parent I[nterviews and standardized tests was used,

ws
changes had occurred from inittal entrance to completion of the 8-week Clinic

To determine what, if.any, -

session, these measures were again administered after completion of the session.

AY

Hethod

Subjects

Subjects were 18 male children between 6 and 9 years of age (mean age,
7.61 years) and their parents. Ss were recrulted from registrants for the
Fall 1972 8-week Clinlc sesston by calling parents and sendtné'a letter indi-
cating that the project was concerned with evaluating the Clintc program.
Of approximately 75 families contacted, 22 were located with 24 children who
apparently met the criterion of lack of extenstive Clinic expertence (first
time tn Clinic or summer only participant). One 6 vear old had to be discarded
as an S as he cried throughout the testtnglprocedure and scorable results could
not be obtained. Five additional Ss participated i{n both the pre and post
evaluation sessions, but were found during post interview to have had more
Clinlc experience than specified by the criterion. The results of these Ss
are not included In the results. (n addition 5 female Ss were voluntee;ed by
their parents and actgd as training subjects for standardization of procedures
Thelr data, not reported here,'
tended to confirm the previously reported finding that entering females are
more severely handicapped.

Experimenters?

‘In addition to the {nvestigatory, 2 advanced graduate student research
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assistants served as observers for the behavioral assessment sessions, and L
also assisted in Interviewling parents. Four tralned testers administered, 'A‘~
E . Co

the test battery to the children, assisted during the post session by’éhe .

of the investigators. The other investigator conducted approximately 90% ,

. » Yy *;

of the parent interviewers. Coa ?g:i
. h 3 " o

Matertals 3 L

The Child Behavior Inventory (CBl) was an instrument developed speci-

flcally for use in the present Investigation. [t was designed to identify the

or task situations. Twelve common’ situations, such as meeting an unfami!iar ‘i

adult or being given a new toy to play with were described, with seven sub- '?ﬁ*
stantive responses to be checked and an "other' category for behaviors not . "“2§
N

S

described in the choices. For each sttuation the -choices were written to L ¥

reflect a particular set of possible orientations to the problem. The types '

¥

of reactions reflected In the choices were defined as follows: S

1) Effective - Responds to the situation Qith appropriate behaviors and i Lo
and achieves mastery or success ) ) N Ewi ﬁﬁi

2) tneffective - Responds to the situation wtth appropriate behaviors ‘ ‘«f%f
but fails to achieve mastery or success due to skill deficiés

3) Impulsive - Responds to the sttuation with task oriented behaviors,

but without sufficient control or attention to demand character-_fﬁc-”“u"'”
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istics to permit success
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qualitative”character of a child's performance {n a number of common social " ;*“
4) Avoidant - Attempts to escape from the situation or engages i{n be-
|

|

haviors irrelevant to the demand characteristics of the task

:
i o

or s{tuation R * .




'5) Dependent - Seeks help in’the sltuation without a full attempt tor * ° :

master it independently oo

6) Aggressive - Engages in apparently purposive efforts to danage”the’

. s . ’ Lt _;:,»;;
person or object central to the situation x n

7) Self-deprecating - Verbally reports Inadequate ability to master the'. SR

LY

sltuatlon and avolds .it or seeks help ' ‘ T T
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The response categorlies offered for each situation were not regarded as a

-
e,
LR Ty

IS LY

mutually exclisive and Informants were permitted to check as many responses .

TToa f

:,‘ 5 3
Y

as they had observed to occur or guessed would occur.

‘
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Thus; the Instrument
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was designed to provide an overall plcture of the child's behavloral !

repertoire as observed tn a number of sItuatlons. [t was hoped that such

data would be of future use in plannlng cllnncal lnterventtons for a gtven :fi."

. At l;n

. chlld. For the purpose of the present- Investlgatlon, however,‘the CBIl was .

analyzed to detect cross-situational response tendencles. The total number

of responses checked tn each category was summed for each chl!d In this f

‘

way a child could recetve a score from 0 to 12 for each response class,

&

0 meaning that a type of response, e.g., avoIdance,

with

was not reported to occur

In any of the situatlons and al2 Indicatlng that It occured in every case.

The primary purpose of the CBl was to determine how parents percetlved

their childrens!' response tendencies. The instrument was also designed to

permit examiners acting as participant observers to record the actual behavior
df the child. For each situation descrtbed in the. Inventor

simulation was constructed, e.g.,

y a laboratory

meeting the examiner provtded data for the

{tem on meeting strange adults. In'thts way, data from trained observers

were collected as a cross-check on parental reports. |t was realized, however,i

that observer-parent discrepancies would not necessarily fndicate parental
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distortions. The examiner would have had only a single opportunity to observe ”lc

[ Loy B PR

the chlld's response, whereas the parent would presumably be reportlng on*the };*5 ‘;k,
basis of repeated opportuntties to observe the child. Further, it was’recog- .

nlzed that behaviors evidenced in the absence of the parent might dlffer -i!“-t,?’{?hf

significantly from these manifested tn the presence of the parent. ‘ﬁ o T

\i‘

Assessment Battery o o .;+ h&“‘

g

A battery of tests designed to assess motor, visual perceptual and intel- o ?,ﬁg‘

lectual functloning was assembled. Although additional WISC subtests had . . ga;@%ﬁ

BN F
S

been Included, .they were discardzé when pilot woek (the training of the:festers b rmn;
and observers) indicated that the attention and.mottvatlon of the Ss decl:se;:~ l i:
with a longer Eesttng period. The average testlng time for the flnal battery i
was 45 minutes. The battery was composed, of the following tests:
The Frostig Developmental Test of Visual Perception (Frostig, -1964):

1. Eye-motor coordination sﬁbtest; a test of eye-hand coordtnatlon\

~ . PRl
invqlving the drawing of continuous straight, curved or angled lines between -

boundaries of varlous width or from point to point without guide Tines.

2. Figure-ground subtest: a test involving shifts tn perception of‘
flgures against increasingly complex grounds. lntersecétng‘and ﬂh(dden”
geometric forms are used. ‘ ' ﬁ

Even though the age ceiling on the Frostig ts below the age of some Ss,
past perfromance of Clinic enrollees has Indicated that the test Is senstttve
’to the problems of these qlder chtldren (Fretz, 1970). Raw scores are reported.
Bender Motor Gestalt Test (Bender, 1946):

The Koppitz Developmental Scoring System (1964) provides a standardized

scoring system for children. Scoring is in terms of errors which are defined

1a
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in an age-related manner. Three scores were used: total errors, and scére§
for significant and very significant signs for brain damage.
Purdue Pegboard (Tiffin, 1968):

a performance test involving the placing of pins in holes with dominant .

N

hand, nondominant hand and both hand§, as well as an assembly test requiring
coordinated use of both hands. Children's norms are given in Rapin, Tourk
and Costa (1966).
WISC (Wechsler, 1949):

1. lniormation subtest: a test measuring range of knowledge; long ‘

range memory. ' ’

2. Similarities: a measure of verbal concept formation and logical

thinking. )
{

3. Block Design: a measure of visual motor coordination, perceptual

organization, spatial visuallzation, abstract ionceptﬁalizattng abiltty,

analysis and synthesis. .

.

Sattler (1974) reports that reltability for the cohéinatlon of Information, f‘r:£:’

Similarities, and Block Design ts .867.

Procedure

Each child and his parents were met by an Investigator or observer snd
the child was then either taken to the observation room for administration
?f the CBl or was introduced to the tester and taken to a small testing room
with child-sized furniture.and administered the test battery. If the child
completed one part of the procedure before the‘Lbserver or‘tester was free
to administer the second part, he was taken to a room with toys and puzzles

with which he could play while wailting. While the child was being tested and

observed on the CBl tasks, each parent filled out the CBI form and was then

,i-‘ f; y
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seen by one of the Investigators for a structired interview. (f both garenié:
accompanied a ch{ld, each completed a separate CBl form and then they were -
interviewed together. This procedure was followed for both the sessnon
prior to the beginning of the Cllnte and the session after completion of ., .
the 8-week program.
Results '

The results to be reported are divided into a) demographic characteris-
tics of the sample, b) the pre and post session CBl administered to parents
and as comgleted by the obser&ers, c) the pre and post session test batéery

and d) the post session interview with parents, including their retings of

change.

A

Demegraphic characteristics '

The average age of the Ss was 7.61 years, with a standard’ deviation of
1.1. Table | indlcated the distribution of education of Ss and their parents,
parents occupational level, ‘number of stbllngs, mother's age at S's birth,
medication, medical problem history, and presenting problems as stated by
the parents. Average grade placement was 2.6, approxnmateéy the expected
level. Father's educational and occupational leve]§ indicated that this was
a well educated group in the professional, managerfal and technical occupa-
tional levels. Two-thirds of the mothers had attended college and one-third
'had graduate credits or degrees. The majority of mothers were not emp loyed
outside the household. .

There were no only children in the sample. Twenty-eight percent of the
children had a sibling tn the clinic.

Indications of the heterogenity of the sample and of their problems are

indicated by placement in spclal educational classes (33%), current prescribed




Table 1

Characteristics of Eirst Time Enrollees and Their Parents

’

Education
Grade placement Ist 2nd 3rd 4th
Number of Ss 3 ; 6 3
Special Education Yes No
Number of Ss 6 12
High College
School Degree
Father's Education 1 4
Mother's Education 6 3
Occupational Level Prof. Managerial
Father 7 'IO
Mother 6
Siblings ) o 1 .2 3 4
No. 5 6 3 3
No in Clinic 13 5
Mother's Age at Birth 20-25 26-30 . 31-35
‘No. z' ]2 ]
Medical Problems Yes No
History 7 1

Presently on Medication 7 11

Presenting Problems (total frequency more than 18-most parents gave more than

1 response)

Motor coordination, including large and/or
fine muscle coordination

Hyperactivity; poor attentlion span;
distractibility .

Visual/auditory perceptual problems;
learning or reading problems

"Immature," problems of self confidence;
unaggressive

Destructive

Miscellaneous, including brain damage

Bachelor

Clerical

Not stated

Ungraded ' S
3 . S
Graduate Graduate or
work Prof. degree
3 6 e
; 3 e
Not Employed i
1
1 n
6 7
1

Primary Stated
13 13
4 10
6
1 8
2
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medication (39%), and a reported history of more than uslal medical probiems,
including convulsions, high fever, brain damage and other t::uma (392). '

The primary problems for which parents reported they expected Clinic
help fit In nature and frequency the already described characteristics of .
the Clinic population. Most frequent problem was some form of coordination
difficulty. Second most frequently mentioned were aspect% of the '""hyperact-
ivity'" syndrome. Remaining classifiable problems generally fell into two
classes: social adaption problems and learning related Jifficulties.

Parents reported referral from the school most frequently (tgacher,'
psychologist or other professional). However, the single most freﬁuent
specific referral agent was a physiclan, primarlly a neurologist. In many
cases, the scho;l had first suggested the medical examination, which had
subsequently resulted in the neurologist's referr§l. In a few cases, enroll-k
ment was based upon knowledge of the Clintc from already enrolled stbling.

.Few significant correlations between Jémographlc variables were founa.
Most relationships found were of an expected type: speéial educational
placement with both grade placement (r = -.53, p < .05) and medical problems
(r = .64, p <.01); medical problems with current medication (5 = .53,

P <.05); and age with grade (r = .64, p <.01).

v Y

Child Behavior [nventory

" Findings from the CBl may be divided into five areas; @) reliability

(stabllity) -of the instrument, b) intercorrelations between scales, c) average

subscale scores, d) correlations between CB! subscales and other measures, and

e) pre-post-comparisons on CBl subscales.
In that the CBI was an instrument newly developed for the study, its
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quality as a psychometric device was not established. The'present data

however, provide the basis for forming some tentative impressions about,

stability of the subtest scores, a component of reliability. Observeré
parents completed the instrument twice with the three months of clintc par~
ticipation intervening. Given thét_the clinic experience was assumeq to Iﬁ- ‘
pact upon the type of behaviors measured by the CBl, it was t§ be expected
that less than complete stability would be indicated by pre-post correlattons
of scores. Moderate or high correlattons would, if found, be impressive
evidence that ghe test {tems were not meaningless or ;efe not being answered
randomly. Table 2 shows the correlations actually found f%r pgrénts and
observers. The three month stability on the aggression subscale could not

13

be computed fo; parents due to the presence of zero scores. Of the remitning\‘
13 correlations 7 were positive and significant. Interestingly, the most
stable scale for parents, "'self-deprecating'', was the least stable for obserf
vers. This may have been because it was é}fftcult for observers to hear or ‘: ‘
understand the verbal response which was necessary"&o‘score in this catpgory,'
while parents with more exbosure to the children were:able to detect self
deprecatory remarks with relative ease. Overall, the CB! proved more reltab!el
for parents than observers, with mean correlation coefficients of .56 and ;36
respectively.
With regard to the intercorrelations between CBI §ubscales, the data
'generally support the assumption that they were independent. Table 3 shows
the significant intercorrelations which were found for'parents pre and post
and observers pre and post. No correlations with the parent pre scores on
aggressiveness could be computed dur to zero scores on this scale. Of the

remaining 312 possible correlations, excluding scale with self correlations,

only 35 were significant at the .05 level of better.

o
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Table 2
Test~Retest Correlations fgr Parents and 8bservers
on CBl Sub-scales

Data Source

Subscale Parents Observers
Effect[ye . J5h2hx . 567 h%
Ineffective 3748 .2252
Impulsive .6827%x TH20%%
Avoidant ' .5938%+ . ' .1838
Dependent .3748 ‘ 2252
Aggresive 1 | .6176;*
Self-depricatory J7875kk  x -.0273

*p < .05 * p < .0l

1. Not computed due to the presence of zero divisors

%
) ¥ 5
\‘1 ‘ ., ! . ' ..‘.a__t‘ .
ERIC
wiiﬁna

R



)
!vv
ﬂ.a&ww.u, A xf.rn.

oz Bl

A,
vre:zuam‘

< M. s ; .
ww.v \ ) - - mn_
W \ . T . NA_
A . 2
7L . . : 0
#00 o A %4
1/ lo
U . z
VA £s° 2L * ’ 1d
: / . T d
Y 68 : (5
2 VA Ly ' "o
|/ L . =
A VAL 84 8s" 95° 1d
S VAL . 1s° %L9° d
- “\ - N s [4
/
VAL 08" ¥6S° ¢,
-y . €§° 05" (05" 0/ . Ly
/ 85" 0§° . . ()
/ 15 : %o
\: ~
/ ns'-[ e 2 L5~ %
} 15°- ] lg
Y, 0L %09°-| ¢ ¥(9°~ %19°- | %0
7 Ly~ *49° #19°- lo
v
N&l«—& NO —O Nm —n_ NO —O Nm —n_ NO _.O Nn_ —A_ NO —O Nm —A_ NO ~O (4] _.n_ [4)) . —O
9A]ssa.466y 9A]1293)49u] luapuadag BSujizeosadsp-319s juepjoAay 9Alsinduy

SuUOi3e[9440) 3| BDS UJYIIM mc_v:_umm S9|eISqNS jg) U9IMIDG SUO]IE|DJJ10D133U] w:mu_m_cm_m

€ 2lqey

-

: |

SAls|nduy _

9A1329343

Q
1C
e

E

o=



(]8) e e s J?‘ < "':r,‘,.‘

One finding which may be worthy of speclal constderation was the negatfveu
correlation between observer'preclintc ratings of dependency?and effectlvenegév;
as rated by observers and parents both before and after the clinic éxperienpe.
This outcome suggests that children who sought the help of the unfamiliar )
examiner in their initial experlence }n the test situations tended to be seen
as relatively limited in effective responses to situations. [t should Be
noted, however, that the actual frequency with which observers rated behavior
as dependent {n the preclinic testtn§ was quite low, an average score of .&k,
indicatipg‘that a few unusually dependent children who also lacked effectlve
behaviors may ha;e accounted for the observed relationship.

The third type of data to be gleaned from the CBl i{s perhaés the most
directly relevant to the.descripttve purpose of the study. Average preclinic
scores on the various subscales provide aJBIcture of the initial response
repertoires of the children as seen by parents and ogservers. %hese data
are shown in Table 4. As ts evident both pErent§‘and oSservgrs most oftén‘
repo;ted the children's responses to be of an effective' nature. Clearly, as
a group, the children were not severely impaired i{n their behaviorail
capacities. The second highest subscale scores were for tneffective behavior,
indicating that where inadequate responses were seen to occur they were most
often seen as relating to skill deficits. The remaining subscales did not
achieve the same rank for parents and observers. Not surprisingly, parents
teported relatively more dependency than observers; it would hardly seem 1lkely
that most children would sﬁow their full potential for help seeking behavior
where only the unfamiliar observer would be avatlable to provide aid. A

final Intrigulng finding was the difference in the relative ranking of

aggression scale scores for parents and observers. Aggressive responses were
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Table &

CBl Subscale Scores and Rankings Before

Clinlc Participation

Parents Observers
1Y

Scale Mean .S.D. Rank Mean S.D. Rank \ ;{»fé

Effective 5.78  3.22 1 5.67  2.h0 1 ) e
Ineffective 333 194 2 .83 1y 2 B
Dependent | 2.83  1.62 0.4 0.62 6 : . v
Impulsive 2.61 2.64 1.56 1.72 |

Se]f-deprecatBry 1.61 1.69

> un ] w
o
w
(V-]

Avoidant V.44 1.50 1.1 0.58

3
0.70 7 U

. .

4

Aggressive 0.00 0.00 1.04
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the fourth most common reac;ion pattern as seen by observers, while pareﬁts .
reported no aggression whatsoever. This finding ls subject to several pos-f:lﬂ
sible interpretations. One possibility i{s that the children lnhibtt aggres- |
sion In the target situations when parents are present. Another posstbtlbty,
not exclusive of the first, is that parents tend to attribute their childrens'
actions in various situations to motives othef than a desire to do harm, such
as a clumsy attempt to achieve mastery. .
A fourth area of analysis of the CBI data was the correlation of subscale
scores with other measures. When the CBl scores were correlated with demo-
graphlic variables little of note emerged. The only finding whtch'appeared
to be clearly meaningful in this matrix was an [nverse relationship between
the effectiveﬁe;s score; and enrolliment of the child in speclal educattion,
t.e., children who were rarely seen as ef;ective Fn their responses to the
situations on the CBl tended to be in special classes. There was also some
suggestion in the data that the chlldren oé;ol&er mothers tended to less
impI;sIve, and more dependent, self-deprecating and inéffecntve as seen by
Parents or observers, but this finding was only marginally supported by the
data. With regard to the assoclation between CBl and subscale scores a more
impressive finding emerged; the effectiveness and dependency subscales were
frequently found to be reasonably predictive of test battery performance.
Table 5 summarizes the data for these two scales by presenting the significant
torrelations which were discovered. For the effectiveness scale, high scores
tended to be positively co;related with good performance on the Purdue motor
skills measures, WISC verbal performances and Frostlg visual-motor adequacy;

negative correlations were found with Bender error scores and Bender tndicators

of organic impairment. These findings may be Interpreted to show that children

e —
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who were rated by parents and observers as effective In the CBI situations . .;ﬁgg

"y " ,‘}'.&' 1

tended to be more competant in cognitive and motor skills as assessed by

N PR

% e
the test battery. It s notable, how ~r, that the parent post clinic rating .

of effectiveness did not correlate with test measures as did the pre clinic

ratings, This would seem to mean that the clinic experience either dif- : 1:;‘

ferentlally affected situational and test performances, dr that parents C
tended to see changes in social performances even where basic skills did

not Improve.

For the dependency subscale only, observer ratings tended to correlate

with test data. Findings here again appear to make reasonable sense. High

dependency was assoclated with low cognitive and perceptual performance. N

, ’

A somewhat:spéculatlve Interpretation of the significant correlations ' 3‘:
1 v . KR

[ ]
between CB! and test battery data may be tn order at this polnt. Findings
seem to suggest that the clinic sample included two types of children. On
one hand, there were boys who showed evidence of cognitive or motor deficits .-

and who were also situationally non-effective and dependent. On the other . -i' fﬁﬁ§‘
hand, there vere children whose test scores were less Indicative of any Eeriou;
organiclity and who were more effective and less depencent in their situational - -éw%&%
responses.

The changes on CBi, or lack therof which occured between the first and
second administration of the instrument indicated parentﬁ reported no behav-
*toral changes. Simply stated, only one significant change at the .05 level i?,
was found out of 13 analygés (again a test could not be done for parent

aggressiveness rating due to zero scores). The one finding of change was S

that observers noted less tmpulsive behavior during the second observation.

Thus, the CBI data did not indlcate that for the children as a group there
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3
was a gigntflcant change én thefr's[tuatfonaj responses, with the exceptiog
_of one observer rating conceivably related to a famillarity effect on re-
administration.

In addition to the parent perceptions of chapges in their children
inferable from CBl data, a set of questions on perceived changes were asked,
of p;rents In theé post clinic Interview. A flve point rating scale was
employed with the following anchor points: 1 = much worse, 2 = slightly worse,
3 = about the $ame, 4 = siightly bette;, 5 = much better. Seven areas of
functioning were examined, Including overall functioning, peer relations,
large muscle coordination, fine muscle coordination, thinking and reasoning,
persistence, and relations with parents: Parents ratings were significantly

L3

indtcative of positive change fci all areas with the exception of peer

. relations, thinking and reasoning, and relations with parents. Thus, it

L)

would appear thht parents tended to assess their children as being Improved,

even though spécif[c behavioral changes were not reported by them in complet-

I

i A . )
ing the CBl. This finding may indicate an: optimistic distortion on the part

of parents IB their assessment of outcome, or may merely indicate that the

CBI was too gross a measure to detect the chqngesyassoctateé wtzh a single
semester In the clinfc. .ln either case, parent post clinic reports were
favorable enough to explain why a majority of parents enrolling thelir children
for the €irst time seek readmission for succeeding semesters, often extending

the time {n the program to several years.

4

_:, Test battery

. . Table 6 indicates means? standard deviations and stability coefficlents

“‘for each test scale. All correlations are significant at the .05 or .01

’
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Table 6
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Means, Standard Deviations and Pfe-post session

L]

Correlations for Assessment Measures (N = 18) -

Cop
at

Pre Session

v oa

Post Session

Test X s.D. X S.D. Corr
PURDUE
Purdue, dom. hand 9.33 2,006 10,22 3.15 57%
Purdue, non-dominant. 9.39  2.55 9.89 2.81 NYils
Purdue, both 717 2,20 7.28 2.24 J69%%
Purdue Assembly 1.72 1.18 1.83. 1.04 .68k
WISC « b .
Information 8.94 4.63 9.89 4,97 .96k
Block Design 12.06 9.96 13.67 11.57 9l
Similarities» 6.44 4,66 8.61 6.78 J92%%k
BENDER ‘ |
Errors 10.18 9.08 9.50 8.13. 87%%
Significant Signs 4,88 2.76 4,77 3.26 .60%
Very Significant Signs 1.76 l.qg .28 1.71 83
FROST1G )
Eye'Coord. ]2.83 6073 ]l‘h06 6.]8 077**
Figure-Ground 14,00 6.15 15.17 6.34 Gl
* p< .05
* p < .0l g

. ;j.

Y.
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stability was found for the Purdue Pegboard (non-dominant hand) and for the.:
Bender significant signs of organicity. Although approximately half of the
correlations for each of these two scales were significantly related to

’

peéformance on other scales, these scales had the fewest slgnlflcant.corr;n
lations with other test measures ln.an otherwise almost .totally tnterrelatad
set of measures. Table 7 gives the correlatlions between the various scales. :
Comparison of perforimance on the Purdue motor skills tests with the Rapin
et al norms (1966) tndicated that the Clinic sample performed about as expected

when eachﬂaand.ts used, but is slightly below the norms sample when coordtnaﬁpqhg‘
use of both hands is required. Mean scores for dominant hand were 9.33 and o
10.22 as compared to 9 for 6-7 year olds and 10 for 8-9 year.olds. Mean non-
dominant hand scores were 9.39 and 9.89 as compared to 8 for 6-7 year olds .

and 9 for 8-9 year olds. The both hand peg placement mean was 7:17 and %.28:1
for the sample while the average score fof 67 year olds was 8 and 8-9 year
olds was 9. [t should be noted however that, despite-the claim that perform=

ance is independent of educational level, not only were the tests related to

the WISC subtests, but also to grade. &

Indeed, all measures except the Purdue non-dominant hand pretest and
Bender significant signs pretest scores were related to grade. WISC Informa-
tion and Similarities performance and both Frostig measures were negatively
related to special education status. The Bender error ;cozf was positively
related to speclal education status. Thus both cognitive aﬁd perceptual mea=-.
sures related to learning difflculties. Age was positively related to WISC
scores, Purdue Assembly and the Frostlg scales. All of the relationships are

in the expected direction.
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0f greater interest, in terms of relationship to demographic variables, -

TN

was the finding of a negative relationship between mother's age at S's blrfﬁrm,.
and 5 of the Purdue measures. Mother's age was also pqsttlveIY'reiateé to f;’
post session signs of organicity.

Measures of perceptual status, excluding the Bender slgnifican; signs

scale, were almost all related to other test measures. The Bender -error
scores and the very significant signs score were negatively corre]ated‘wtth
the Purdue scales, with a median correlation of -.é?% The two scales of the,
Frostig were positively related to Purdue performance with a median cor?elaé!qﬁ
of .62, These perceptual measures were also related to the Wisc scales. For :;
Bender error and very significant sign scores, Zi out of 24 correlations were

.

significant with a median correlation of -.68. All Frostig-WtSé correlatlgns
were significant (at least p < .05) wlth,;-medlan-correlatién of .65.

Thus the interrelationships among the test ;artables and the relations
with the demographic véfiables would tndtc;fe an generalﬁy‘impalred pattern
of motor, perceptual and cognitive abilities associated with diagnosed learning
disabilitles as indlcated by special education placement, while a higher level
of functlontng on these measures was positively related to age and grade |
placement. G

Post sesslon parents' ratings of large muscle coordination improvement
was positively related to pre session non-dominant handgperformante (r = .75)
*and negatively related to the very significant organic impalrment signs of
the Bender (r =-.60). Ratlngs of fine muscle improvement were negatively
related to pre‘sesslon eye-hand coordination and to all WISC measures (medtan
r = -.64). Interestingly, improvement rattngs were positively related (r = 57)

4

to having previous through minor Cllntc experlence (2.e., a sumer program)
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A picture of the more impaired children showing' more improvement in fine AN
motor coordination in the eyes of thair parents emerges from the ratings. .

«

and test data. :

Despite past findings of change En coordination skills with Clintc
experience, no significant changes In.the Purdue scores from pre to‘post
session were found for this first enrollment séhple. lndéed the only stgni-
ficant changes were on the WISC Information and Similarities Jtests, although
all differences were in the direction of improvement on all scales. lt
should ke no}ed however that tnittal analyses; which included the subsequently
discarded 5 “experienced" Ss, indlcated significant changes on both motor and'“
perceptual measures simtlar to those previously reported: Purdue dominant
hand, Bender very signiftoant signs, and,Frostig figure-ground scales.

Thus, as found with the CBl scales, l;ttle poottlve change.ls shown by
first time enrollees on objective measures, although barents report improve- -

ment in coordination. v

N * :
A\ . .

Post Session Interview

Mean ratings for the post interview change scales are glven in Table 8.
A rating of 3 indicated no change. All ratings are in the positive change
direction and the ratings of overall change, large muscle coordination, fine
muscle coordination and persistence are significantly different from no change
(P < .05). Relations with peer, relations with parents and thinking and
reasoning were not significantly different from no change.

Among the ratings, ratings of overall improvement were positively re-
lated to improveﬁent in peer relationships (r = .66) and in parent relattonf

ships (r = .73). Peer and parent relations were highly related (r = .74).
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Table 8

Parents' Post Interview Ratings of Change Means,

R
EL)

Standard Deviations-and Difference from no Cﬁange

Change Mean Standard Deviation Tt
Overall 3.72 1.12 2.588%
Peer Relations 3.53 1.02 ns ‘ SR
Large Muscle Coord. 3.64 .61 '3.805**7
Fine Muscle Coord. ’ 3.97 .69 A 5.199%*
Thinking & Reas;ning 3.33 . .60 ‘ ns
Persistence 3.34 ) 46 - 2.915%
Parent Relations 3.10 .82 i ns
*p < .05 )
*% p < 0]

(Scale values: 1 - much worse, 2 = siightly worse,. 3 = no change,
L = slightly better, 5 = much better)

-y s, o R
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Overall improvement was negatively related to ratings of %mprovement tn . h:
large muscle coordinati;n (r = =.62). Thus the ratings seem to reflect two )
kinds of perceived change: overall tmprovement reflecting improvement in |
social adaptation and improvement in coordination and persistence. ;

Negative correlations were found between fine muscle coordination ,i‘;,j
improvement and age and grade (r = -.66, -.73 respectively) indt;ating

that parents perceived the younger children as improving more than the older

children. Improvement in large muscle coordination was negatively related

to mother's age at S's birth.

Discussion

The preclinic status of the children in this sample of flirst time regu-
lar session enrollees conforms to the de§criptions previously given of the
Clinic population. Although this sample was youﬁger than the.samples described
in earlier studles, it was demographically. similar. Similarly, the hetero-
genéity of the population is again evidenced. Both the aifﬁerent types of
presenting problems and the large variances found for most of the test
variables give emphasis to the diversity of the group. -These first enrollees

are more variable on perceptual and intellectual measures than the samples

described by Fretz, Johnson and Johnson (1968) and Fretz (1970). The present
group averaged almost twice as many Bender errors as those described in the
Previous studies. Errors varted from a low of 2 to the maximum possible.

The finding of mean errors of 10.18 (pretest) with a standard deviation of

9.08, as well as the strong relationships between the Bender and the motor,
perceptual and intellectual Measures, would point to the apparent presence

of an organically impaired subgroup. The Bend%r is also related to report

. 46
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by parents of enrollment in special education classes and a history of medlcal

A"z .
problems, additional evidence for such a subgroup. From the demographic, CBI.
test and interview data, it seems appropriate to suggest that the group ¢ould:
be divided into thaose with slgns of organtc impairment and those with few or

no such signs. The former appear to have problems of behavioral lnddequacles
which differ from the latter who seem to have more focused adjustment probiems.

Previous studles have reported significant changes on the Eye-motor
coordination and Flgure-ground tests of the Frostig and the Bender error
scores with Clinlc experience. Fretz and Johnson (undated) also report ob- w.
servations of less dependency and less "fldgety" behavior after Cllnlc experii
lence. No such objectlve changes were found tn this study.

ot

apparently dld perceive both social and motorlc changes Ip the chlldren.

However, parents

Several factors may account for the discrepancies between outcomes on.

objective measures in previous studies and the current investigation. One

”e

such facter relates to the stringent criterion of first time enrollment used

to select subjects in this study. Previous studles have used samples from

the tn-ciinic population in comparison to waiting llst controls. The vast ’

B 4

majority of children currently attending the Clinic are repeaters -as the

small number of first time enrollees in the current study demonstrates. The

different results would suggest that the efficacy of the Ciinic program
depends on more than the initial 7 to 8 hours of Clinic participation to

! show reliable galns on objective measures, Thts Interpretation would appeai'* v
M DO '«),,.,

to be supported by the relatlon betwe en the parents‘ report of flne muscle

~ll-'

coordination improvement and a brlef prevlous Cllnlc experlence. and by the- '

significant changes found In the Purdue domlnant hand -and Frostlg Flgure-

ar‘

ground scores before the excluslonvof the boys wlth prevlous regular sesslon e

!;* ) ,,lfgr‘\ Y Y

Clinic experience. - " .i
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‘The discrepancy between the parents! rattngs of Improvement apd the'

"=

I?! A
objective measures aiso calls [nto questlon the sensitivity of the measures.eﬁ,

[

The CB! is an experimental (nstrument assessing the frequency of certaln

N
..

typical behavioral responses to common situations. The validity. of the ob~

server CBl ratings is limited by the difflculty of attempting to assess

typical responses through the use of a l[mtted uumber of sItuat[ons under .
unfamilar conditions. Many of thesewchtldren behave in a passlve dependent,. .
manner showing self-deprecation, avoidance, and tneffecttveness. They are

unlikely to show the full range of the[r typlcal behavior In a novel,-un= .-

familar situation. The behavioral sltuations themselves may not'have olf-'?

cited typical behavtors or may be too gross to effectKVely d[fferenttate

L

performance change. ThIs may account for the ltmtted chango found In the

"‘\\

parents' CBl ratings. ‘ B
In contrast to the sparscity of evidsnce for concrete [mprovement, the
parents' post Interview ratings of tmprovéhent did reflect change in skill

performance and soclal functioning. The ‘parents’ rattngs could thus be seen

elther as reflecting a more sensitive measure of change than the CBl: or the

test battery, or as reflecting thelr antlcipatlons and expectattons of help

from the Clinlc program. It was clear from the post session [ntervnews that
the parents were generally satisfled with the child's participatton and

expected to continue to enroll him to the pragram.

“

Another posslbiltty Is that different outcomes may depend .on tha tnttlal

status of the child., As prevtous]y discussed, tt may be more meantngful to

divide partlcipants Into those with signs of organ.c tmpatrment and those wtth‘nﬁﬁ

few or no such signs. The parents‘ repdrts support this suggestton, tn that
the more tmpatred younger boy Is percetved bY the parent to make more progress
S:'
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{n muscle coordination. ln_vlew of the low number of first time enrollees, - )

- “w

any attempt to differentiation between differences in Imparment and outcomes -

must be extremely tentative. It does seem possible from the data, however,

that different benefits might result for children with or without evidence. o
of organicity, espectally from the first exposure. Passive dependent, seem-
ingly organically impaired children may respond to the one to one Clinic , : "
intervention by becoming. more active, assertive, even lmpulsive, while showing
some gains in skill areas. Thus in a first experlence the dependent child

may dutlfully respond to the cliniclan's encouragement, thereby becoming more - .f'ﬁ;
assertive and skillful. Less tmpatred boys may gain socially froﬁ the inter« ;l
action, becoming less lmpulsive and more socially effective, but without

major changes I; skill level. Some boys did seem to inccgase'ln aggressiveness." f”;:
This would be a positive change for depend;nt children wﬁo mgy_have become Ce

more assertive after this Clinic experience. BN

Thus, this study of first time enrolleds in a physiéal developmental clinie
suggests that a) exposufe to more than one 8-week session of the clinic program
Is necessary to promote measurable change and that b) different outcomes may o
depend upon the initlal status of the child. However, additional research o “sz
is needed to substantiate these suggestions. No control group was used in
this study. A waiting 1ist control group was not available. Attempts to
match subjects with non-¢linic controls were abandonned when the group proved 3
to be so diverse. Therefore, any attempt to generalize bayond this particular i
group of boys i{s limited. ‘lt is possthle that?girls may respond differently

to first exposure, and therefore no generalization from Ehls study to the

female clinic population is possible.

PRPTT e -
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that another kind of ‘¢ontrol is needed in order to

¥ Sy,

It is suggested

isolate the specific effects of the Clinic program on enrollees. A‘"placeboﬁ‘4~-'

control in which children recelve equivalent social contact but without %he-

specific Cltaic intervention program i{s needed to fully evaluate the program.

This would also assist tn clarifying whether different outcomes should be

expected for more versus less generally impaired children.

-

»y
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2 Linda Runion and David Rindler served as research assistants and Gail
Bleech, M;Fy Halsdorf, Charles Kerns, and Nelson Zahler served as testers.
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3 Copies of the Child Behavior Inventory, the pre interview schedule and

the post interview behavior change rating scales are appended.
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. APPENDIX~ -

1. CHILD BEHAVIOR [NVENTORY
2. INTERVIEW SCHEDULE
A. PRk

B. POST, INCLUDING RATING SCALE' -

FOR BEHAV{ORAL CHANGE
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. CHILD BEHAVIOR INVENTORY

W . ‘r_"'\’\

-
-

Instructions: Ve would like to get a picture of how your child behaves

in a variety of situations, and which of his behaviors ose speclial |, ¢
problems. On the following peges are some situations your child might ..

face and some ways he might typically react.., For each situation check . - -

. the behavior you would expect to see. You may check more than one e

: choice. If that behavior seems to be a problem, check the behavior and .-

in-additlor~put a "p" by it. If the behaviot Is. a serious probiem,

put an "'SP" by -it. |If you haven't actually the situation, -check .

the behavior you would most expect to see, and In addition mark
""Best Guess''. \

. - Jelkkkikiontt ok fotbkok o ik

1. The child can Join a game which requires general cooﬁﬂingtfqn of.
his body. . -

N e %

AV _a. He fails to join the game, )

sper b. He says he cannot do well and refuses to Join.

.

¢c. He is willing to play if someone will help him or if he:&
pep ;
gets special priviieges. =~ )

-

{

s

L3

J YA d. lle criticezes the game and interferes with it intentionally,

e e. He joins the game and does whatever he feels 1ike doing, .
L regardless of the rules or the feelings of others.
Eﬁf f. He tries to play and enjoys Iit. X ' , L

N g. He tries to play but is poorly coordinated and may get upset.,
h. Other |
Best Guess .~ .
P ) ' e
o Aveidad - A SELE -DERECATY - SDEP
. Aj«?m;f'ba, - A6 T \
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2. Your child is left alone withssome small objects that require

coordination to manipulate.

DeEp a.
JflJ b.
EF C.
A\/ ” d.

f}') €.
[ Y A— f.
Inr 9
h.

" *

He seeks help.

He tries to work with the objects but is frustrated by
his clumsiness.

He works with the object and enjoys it.

He does not work with ‘the obJect.

He says he cannot do the task and does nog try.

He intentionally mishandles the object so as to damage-it.

He plays with the object, but wildly and without a planned
effort to succeeéd in his manipulations.

Other

Best Guess

3. Your child must sélve a problem that requires thought, for example,
assembling a complicated new toy.

fmp — 2
AV b
f” * C.
ShEP d.
pEP e.
ACc f.
FF —— 9
h.

He impulsively does whatever he feels like with the toy.
He shows no Interest in the toy.

He tries to understand but dsually cannot and may cry
or get upset. .

He says he cannot understand and asks for help.

He asks for help before really trying to understand.
He tries to break the toy.

He learns how to assemble the toy without help.
Other -

Best Guess

e
L)-i,




4. Your child is asked to perform in a school subJect at which he
Is not particularly good.

AGC . a. He gets angry and says something unpleasant to the teacher ' ' 34:(
or other children. S

EF b. He tries to do as asked and does pretty well.

¢

o, c. He ignores the request or cries. ¥
_— ; .

_{DET’ d. He indicates that he cannot succeed and does not try.

DEP e. He asks someone to help him with the task.

J= 4 f. He performs haphazardly without much concern as to whether
he is doing things correctly or incorrectly.

f} g. He tries hard to do as asked but does not succeed in
I spite of making a good effort.

h. Other

Best Guess

5. Your child is separated from you in a store.

Eﬂf a. He finds some workable solution to the problem withoug
difficulty. ;

4
SpEf b. He says that he is too dumb to find what he wants and gives up.

c. He gets angry at others for putting him' in the spot ‘
144 he is in. .

isk) d. He tries to find you but is poor at solving the problem. . .;.:p
bEP e. He tries to find someone to help him.

THP f. He runs around in different directions without a plan.

g. He makes no effort to be found and may just cry.

h. Other

Best Guess
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6. Your child is introduced to an unfamiliar adult.

yav a.
l?l)-———————— b.
DEf ) Ce
IMP d.
£F e.
<oer F-
Aco g
! h.

w N ?
He immediately shows 'wild' behavior, perhaps making

demands on the stranger.

He shows anger or definite unfriendliness.

He is relaxed and friendly with the strange adult.

He clings to you and will not let you leave.

He tries to meet the stranger, but is awkward and does
the wrong thing.

L
He shyly retreats, Is silent or cries.

He refuses to be introduced to the strange adult.
Other

Besthuass

s
s

°7. Your child is introduced to a group of children he doesn't know.

He pulls away and avoids contact with the strange children.

He attempts to be friendly, but does things which are
inappropriate and prevent hl; being accepted.

He wants you to stay and help him get to know the new
children, :

He jumps right in with the new children, but does everything
he feels like doing, regardless of their wishes.

He makes friends with them without any difficulty.

He says that he can't make friends or that others wouldn't
want him. “

He is distinctly unfriendly with the new children.

Other

Best Guess
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8. Your child is given a new toy to play with. i
J_’,J a. He tries to use the new toy but is clumsy or unimaginative. .
e b. He quickly tries to do everything with the toy without ‘ " w\
sticking to one type of play, and may quickly lose interest R
in the toy. . ‘ it
AV c. He is reluctant to accept the toy, afraid of it, or shows
no interest. . )
{DEP d. He says that he doesn't deserve it or is not capable of
using it. .
E€ e. He takes the toy and readily learns to use it correctly )
and Imaginatively, . oo .{..:
Aes “f. ‘He intentlonally tries to damage or destroy the toy. co AN
DF( g. He wants someone to help him play with the toy.. o
. : o &t
h. Other - : R
S
Best Guess . o L’\_‘
T AR
9. You forbid your child from taking a cookie that is within his reach. =~ , A
E€ a. He obeys after trying to convince you to change your mind. . : .
DEP b. He persistently begs you to allow him a.cookie, but ' ‘
’ doesn't take them. 3
Ace C. He sneaks the cookie when you aren't looking. 2
5 : i
d. He takes the cookie without effort to argue or cover D 2
The up his actions. ' I
*
pep €. He feels he does not deserve to have one anyway. &
‘ /}U f. He goes away and makes no effort to get the cookie. ’ B
i g. Other 5*
| ¢ T ?
| Best Guess ¥
; - B
| 2
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K
o
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10. Your child has friends come over 'to pléy with him.

4\’ - _a

EF b,
I)QP —_— C.

Adc d.

e.

TP

de R T

Spep —— 9

11.  Your child breaks a toy that belongs to another child.

J:}J : a.
Al — b.
pep ———
/}V ______;__d.
e ——
¢

o —

SIEF

He pays little attention to them and tries to play C RV
by himself. R

He plays cooperatively with his friends and enjoys himself.

though his friends are present.

|
He wants an adult to play with them or just watch, even . .
He gets into many arguments with his friends and perhaps
calls them names or hits them.
He does whatever he wants regardiess of whatever the other
children want, taking-any toy that appeals to him and
moving from one activity to another quickly.

He tries to play cooperatively with his friends but is
poor at communicating with them or cannot learn their games.

He tells his friends that he Is no good at things and

- lets them run the show.

Other : t '
Best Guess .
He tries to fix It but ends up crying because he cannot.

He then breaks the toy completely out of anger or blames
someone else.

He gets upset and immediately looks for an adult to fix v
the toy and comfort him. %fé

- LS
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He doesn't care or pretends he didn't do it or runs away.

He tries to fix the toy and if he cannot, explaing
clearly what happened. » .

He acts In a disorganized way, trying to fix it without

plan or consistent effort. v

» !
He gets angry with himself, accusing himself of badness oo
or clumsiness. ‘

o
Other ‘ 1}

Best Guess

"” » 1




12.  Yau ask your.child how his day was or what he has done today.

THPA - b, e responds by saying whatever comes into his head, :
- running many ideas together. o

|

|

» f@)". ‘

Ay, a. He Is unable to explain clearly or cannot remember. i |

SpEP c. He says he did things badly and everything went wrong.
%

pl d. He gets angry at the question. \ e
DEP e. He asks someone ‘else to describe his actions or asks for help.
=< f. He claarly describes the important events in an organized way. L

iy, g. He ignores the question or makes up stories,

“h. QOther
Best Guess

13. Please select an incident or situation, and describes the situation
and your child's most typical reactions to the situation.

o
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| - - PRE~!NTERVIEW PRCTOCOL

. 1.‘ aar;nts names., adgrcss,nphsna number X . LA
2. Child's age . . . . \ . _ ?°£ﬂjf
3. 1Is he In a special edLCurion C]3a$? . .., ‘%%‘%
L. what grade ls he in? | "n:
-5. Is he currently on medication?™ - ; .j:
. If so, what medlc!ne? What dosage? t? 3
6. Medlcal history - has he had any serlocs Il!ness or mﬁdical problems? l
7. Mother's age at time of birth? Any problems with pregnancy or blrth?
8. No of siblings : _ _ '.'ﬁfi
3. Are there any brothers or slsters ln this clinic? How many? 6]der, - A
younger? Sex? . o )
10. Father's educational leval - What was highest level of education? |
11. What is h!s current occugzation? '
12. Mother's educational Tevel - highest level of school attendance? 1
, 13." Mother's &urrent occupatlon?, 3;'1
i4. Has your son previously attended the clinic? If so, how many times has ' 33{3
he attended clinic sessions? ) : Ry
15. "Who referred? . .
16. What prcblems doas he have? If more than one menticned, attempt to
identify those viewed as primary and as secondary.
oo
. ,
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,,
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- POST-INTERVIEW FROTOCOL .

-, . ¥ M
! il - ' ") : . e
- 1. How many clinic ssssions hias your chlld attended? ' v}ji
If any were missed, why? ' ‘ T ' g%gl
2. Overall, would you describe your child as doing stan beginning L
the clinic? . ] :
. . » ". Sl
Much \lorse - Slightly Worsé About the Samz Sl!ghtly-Better' Much Be:ter . ]
* " ‘-"
3. In his relations with peers how has he done sinca being In the cllnic? . {
L, 'ln hls large Tuscle ccordination? ) o
. i *i
5. ln hts flne muscle coordination. T 1.
6. In his abllity to think and reason? e T
3
7. In his ability to stick to a task , : ' _ e
. ‘ 3 W ) -
8. 1In'his relations with vou , oot
9. -How dld your child feel about atteﬁd!ng the cl[ﬁic? (qo coding)

10. How did ;ou feel about his attendthg: Expecticns?

11. Have there been any Inportant changes or events (other than the clinic)
in your childs life since beglinning the clinic.

-
e .
Rl S
- -t"'—.,":.#-,‘a -3 g
o . s

s o~ .
5o

gkt

e e

n




