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EXECUTIVE SUMMARY

The Modification of Attitudes Toward Persons
With Handas: A Comprehensive Integrative Review of Research

James P. Shaver, Cnarles K. Curtis,
Joseph Jesunathadas, and Carol J. Strong

Changing Negative Attitudes
[ids Been A Research Interest

Legislation and judicial decisions are bringing handicapped persons into

the mainstream of educational, social, and economic life in this society.

Nevertheless, negative attitudes toward persons with disabilities continue to

be detrimental to their potential to live dignified, productive lives and to

contribute to society. A major research interest has teen how to modify the

negative attitudes and thereby mitigate the effects on persons with

disabilities.

Prior Reviews Have Not Been
Comprehensive or Quantitative

Despite the availability of much larger numbers of reports of research

on modifying attitudes toward disabled persons, prior reviews of that

research have typically cited only 32 to 36 studies. Moreover, an analysis

of seven full reviews and eight brief reviews indicated that they suffered

from a number of shortcomings. For example, methods of locating reports and

criteria for including research reports in the review were not reported;

there was a lack of systematic data collection and analysis as a basis for

conclusions about the effectiveness of methods of attitude change; and, in

almost all of the reviews, the moderating effects of other variables--

variations in treatments, other study characteristics, and sample

characteristics--were not addressed.



As a result of the lack of comprehensiveness and the narrative approach

of the prior reviews, it could not be discerned whether the conclusions

generally drawn i.e., that the effects of attitude modification techniques

were negligible and that both negative and positive results were often

produced--reflected inadequacies in the review procedures or were accurate

depictions of the research literature.

This Review Was Comprehensive
and Quantitative

This integrative review was based on all reports of relevant research

that could be located through computer and hand searches of commonly used

indexes, and in the reference lists for prior reviews and primary research

reports. A coding instrument was used to collect data on sample

characteristics, the attitude modification techniques investigated and their

characteristics, design and instrumentation, including indicators of

methodological quality, and effect sizes. The basic effect size was Delta

(symbolized as D): the mean of the experimental group minus the mean of the

control group, divided by the control group standard deviation

(D = XE - Rc/SDc). Correlation coefficients were also used, and variance

ratios--the posttest variance of the experimental group divided by the

posttest variance of the comparison group--were computed for exploratory

analyses.

644 Effect Sizes from 200 Studies
Were the Main Data Set

The number of primary research studies coded for the integrative review

was 273 (based on 303 reports, some ol which were about the same research).

Two hundred studies involving treatment versus control, treatment versus

placebo, or single-group, pre-posttest comparisons for which data were
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available to compute effect sizes made up the population for the main

analyses of data for the review. Supplementary analyses were conducted on

effect sizes from 15 studies in which alternative treatments, rather than

treatment versus the absence of treatment, were compared, and from nine

reports of the effects of mainstreaming students with disabilities in regular

classrooms. In addition, the results from 55 studies for which statistical

significance, but not the information to compute effect sizes, was reported,

were also coded for a supplementary analysis to determine whether that

population of studies differed from our main population of 200 studies.

All told, 644 effect sizes, obtained from 200 reports, constituted our

main data set. In addition, 61 effect sizes from Treatment A vs. Treatment B

comparisons, 18 effect sizes from mainstreaming studies, and 182 results for

which effect size information was missing were obtained for analysis.

Inferential Statistics Were Not Used

Because the search for reports was comprehensive, including efforts to

obtain information for computing effect sizes when it was not available in

the report, the studies upon which data were collected were considered a

population rather than a sample. Consequently, inferential statistics were

not used in analyses.

The primary analytic focus was on mean effect sizes. Standard

deviations were also reported, along with Eta2s as appropriate to indicate

the proportion of the variance in Ds associated with the particular

categories included in the analyses. Data were organized in one-way and two-

way tables, and differences were scrutinized using as the criterion for

triviality any difference between mean Ds that was less than .12. Pcarson

product-moment correlations were also run on some of the data.



Outcomes Were Noi. Rellted to Study Quality

Initial analyses indicated that outcomes were not related to three basic

indicators of study quality--general treatment validity, general internal

validity, and adequacy of test validity. Tha"- lack of relationship was at

least in part because few studies were rated high (on a three-point scale) on

any of the indicators of quality.

Analyses also indicated that, as has been the case in other quantitative

integrative reviews, the mean D for journal articles was higher than that for

other types of research reports. By the same token, the mean D for single-

group, pre-posttest comparisons was higher than that for treatment versus

control and treatment versus placebo comparisons. However, there was no

indication that Zither t',-pe of report or type of comparison was unevenly

distributed among the various attitude modification techniques which had been

investigated.

Methodological Quality Was Hot High

The predominantly low to moderate ratings of quality reflected a variety

of methodological weaknesses in the studies, including failures to verify the

implementation of the independent variable, low ratings on actual treatment

implementation, low ratings on various indicators of treatment and internal

validity, and a lack of information in many cases to determine whether or not

_here were threats to treatment or internal validity. There also was a lack

of replications. Perhaps the most imp^rtant conclusion drawn from the

integrative review was that the methodological quality of research in this

field is not high, and future efforts must address both the more adequate

design of individual studies and the need for programs of research which

include the replication of studies to determine the reliability and

generalizable of results.
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Despite the inability to determine whether results would have been

different for high quality studies, the integrative review was car .ed out,

based on the recognition that moderate and low quality studies constituted

the best evidence available, but that interpretations must be made

cautiously.

Treatment Effects Were Moderate and
Heterogeneous

Ten attitude modification approaches were identified: providing

information about disabilities and persons with disabilities; direct contact

with persons with disabilities; providing situations for vicarious

experiences related to having a disability; the use of systematic

desensitization to extinguish negative attitudes; the use of positive

reinforcement to modify attitudes; information plus direct contact;

information plus vicarious experiences; and a category of "other" which

encompassed other combinations of the first eight techniques. Tha tenth

category was for studies that contrasted different types of persuasive

messages. For two of the ten techniques--positive reinforcement and

persuasive message, contrast--so few effect sizes were available that they

were largely excluded from consideration.

The mean D for the 644 comparisons in our main data set was .37, a

moderate level of effect. The treatment techniques were ranked by size of

mean D in the following order: Persuasive Messages, mean D =.67 (N = 23);

Information Plus Contact, mean D = .51 (N = 100); Direct Contact, .mean D

= .43 (N = 93); Vicarious Experiences, mean D = .40 (N = 58); Other, mean D

= .39 (N = 71); Systematic Desensitization, mean D = .32 (N = 21),

Information mean D = .29 (N = 203); and, Information Plus Vicarious

Experiences, mean D = .20 (N = 62). Considerable variability in outcomes



was indicated by the overall standard deviaticn for Ds of .61, along with

standard deviations for the eight attitude modification techniques which

ranged from .36 to .76, with six of them .50 or above.

Clearly, although it was possible to rank order the techniques by their

mean Ds, there was much heterogeneity, with the distribution of Ds for the

various techniques overlapping one another. Moreover, for each technique,

there were negative Ds (the treatment group gain was less than that for the

comparison group). And, there were instances in which the change for the

treatment group was negative (even though the D may have been positive

because the comparison group had a more negative change).

There Were Also Variations in
Treatment Features

Variations occurred in such treatment features as the disabilities

toward which attitude modification efforts were directed; the types of

information and information delivery modes used, whether information gain was

assessed and, if so, the degree of gain, in investigations of information as

an attitude modification technique; the types of experiences provided in

vicarious experience studies; the types of persuasive messages and how they

were presented; and, the types of contact and the situations in which it

occurred, the characteristics and relative status of the disabled persons,

the presence of institutional support, and the competencies of the disabled

persons, in contact studies. However, coding to determine the extent to

which contact studies reflected factors considered theoretically important

for the modification of attitudes was not fruitful because many reports

contained inadequate information for scoring and, when information was

available, effect sizes were often clustered in only one or two categories.

In short, the various treatment techniques were heterogeneous in terms of

features, as well as outcomes.



Studies Also Differed in Other Ways

Other characteristics on which the studies aiffered included type of

comparison (i.e., whether treatment versus control, treatment versus placebo,

or single - group, pre-posttest), time of posttest, type of dependent measure,

length of treatment/ the context for the treatment (e.g., whether an

elementary-secondary school or college-university environment), setting (the

specific place where the research was conducted--e.g, classroom or

laboratory), and sample size. Occasionally, there were different

relationships between Ds and concommitant variables across treatments; but

treatments were sometimes nested within study characteristics and Ds were

lacking for some treatment-characteristic combinations, so drawing

conclusions about relative effects was difficult.

There were also differences in samples, such as the methods of

selection and the grade-age levels and gender of the Ss. Not only did the

studies vary on these sample characteristics, but there were some

differential effects across treatments. However, with the nesting of

treatments and small Ns or empty cells, relations to treatment outcomes were

not clear. Very few reports contained any information on interactions

between Ss' prior contact with persons with disabilities or Ss' personality

traits and treatment outcomes.

Alternatives to the Analysis of Individual Ds Were
Explored and Supplementary Analyses Carried Out

Alternative and supplementary data explorations included analyses based

on a median effect size for each study rather than individual effect sizes,

and analyses with outliers (Ds greater than two standard deviations from the

mean) excluded. Neither of these analyses produced results markedly

different from the analyses of individual effect sizes.
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In addition, Ds from Treatment A vs. Treatment B comparisons (i.e.,

direct comparisons of different treatment techniques) and Mainstreaming

studies were analyzed separately. However, there were so few effect sizes in

either o7.tegory that little information was gained.

Also, studies for which the statistical significance of results was

reported, but information to compute effect sizes was not available, were

coded and frequency data analyzed. The Missing Information and effect size

studies constituted different populations. For example, the Missing

Information studies were likely to be of somewhat lower quality and to have

been conduJted in different contexts (e.g., a higher percentage of inser"ice-

education and work contexts) than were nose for which Ds could be computed.

Different attitude modification techniques also were represented in the

Missing Information studies.

Differences in the posttest variances of treatment and comparison groups

were also explored. Overall, treatment groups were slightly more variable at

posttest than were the control groups (mean variance ratio = 1.13). It was

postulated that it would be desirable for treatment groups to have higher

posttest means (more positive attitudes) and lower posttest variabilities

than their comparison groups. However, the relationships between posttest Ds

and variance ratios for different treatments were not consistent. Treatment

effects on variability appear to be a candidate for further attention in

primary research studies and in integrative reviews.

Conclusions Were Drawn About Outcomes,
Research Quality, and Attitude Change Research

This comprehensive integrative review confirmed the conclusions in prior

reviews that the effects of attitude modification techniques are often not

large and frequently are contradictory.
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It was also concluded that the general quality research in the

modification of attitudes toward persons with disabilities has not been high.

Among the areas of needed improvement in methodology are definition of the

construct of "attitude toward persons with disabilities", the selection of

assessment techniques that yield reliable and valid scores, attention to

treatment validity, including verification of the independent variable, the

reduction of threats to internal validity, more careful reporting of

procedures and design elements, and, most important of all, the development

of programmatic, replication-oriented research.

It was noted that designing and conducting studies with perfect internal

validity is extremely difficult in an applied field such as attitude

modification, and one major flaw will invalidate an otherwise valid study.

Moreover, complex interactions between variables may account for the moderate

and contradictory results from primary research studies. How to modify

attitudes toward persons with disabilities should be a continuing item on the

research agenda. However, how to channel the behavior of individuals who have

negative attitudes so as to avoid the restrictive and dehumanizing effects on

persons with disabilities should continue to be both a policy and research

focus. We ought not simply assume that research will someday tell us how to

obliterate negative attitudes.
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CHAPTER 1

WHY ANOTHER REVIEW OF THE LITERATURE

In the last two decades, much progress has been made toward assuring

equity in education, housing, and employment for handicapped persons. The

Architectual Barriers Act of 1968, Section 504 of the Rehabilitation Act of

1973, Public Law 94-142, and recent court decisions supporti.ng the rights of

disabled persons have signaled a marked shift in public policy in regard to

handicapped populations. Among other changes that have resulted, increased

mainstreaming in public schools and reductions of physical barriers have been

major steps toward bringing handicapped persons into full participation in

the educational, social, and economic life of the society. Yet, despite

these auspicious beginnings, a major barrier to equal opportunities for

handicapped persons remains--the attitudes of nondisabled persons toward

them.

Bogdan and Biklen (1977) used the term "handicapism" to emphasize the

similarity in the situations of handicapped persons, ethnic minorities, and

women. All may suffer from stereotyping and prejudice. As with racism and

sexism, handicapism refers to sets of assumptions and practices whIA:n reflect

attitudes and lead to "differential and unequal treatment", based on

"apparent or assumed physical, mental, or behavioral differences" (p. 14).

Writings by Bowe (1978, 1980), Cohen (1977), and Kleinfield (1979) have

illustrated well how unfounded, negative attitudes of other persons often

limit the opportunities of disabled individuals, thus handicapping them.



Examples include educators who underestimate the potential of disabled*

students, employers uho lack confidence in the abilities and motivation of

disabled potential employees, and nondisabled persons who hesitate to

socialize with those who are disabled. It is of equal, if not greater,

consequence that the result can be loss of self-esteem aid the self-limiting

of options by disabled persons, as they adopt the attitudes of others toward

themselves.

Changing attitudes toward disabled persons to eradicate the effects of

handicapism is not simply a matter for direct legislative or judicial action.

As Itzhak Perlman, the world renowned violinist whose access to some concert

halls is impeded because of his physical disability, expressed it:

There is a real problem in society. Certainly I would like to see
public transportation and architecture that everyone can use without
difficulty. But what I most want funds can't buy, and that's a change
in attitudes toward the disabled so that laws don't have to be enforced.
(Salt Lake Tribune, 10/3/84, p. 2A).

Laws that bring handicapped persons into the mainstream of life, as PL 94-142

does in schools, may in the long run have favorable effects on attitudes.

But how to modify stereotypic attitudes toward those who are disabled is a

significant educational question (Shaver & Curtis, 1981a, b) for several

reasons. First, a large number of people are affected directly--some 35 to

50 million persons with potentially handicapping mental and physical

disabilities (Bowe, 1978, p. 17; Kleinfield, 1979, p. 32). Moreover, the

*The terms "disabled" and "handicapped" are not used consistently in society.
Sometimes they are used interchangeably, sometimes to denote different
concepts. The authors prefer to use "disabled" to refer to persons who have
physical or mental impairments, with "handicapped" used to refer to those
persons for whom disabilities limit their ability to function (Shaver &
Curtis, 1981a, pp. 1-2). The. point relevant to this report is that the
attitudes of other persons towards one's disability may make it a handicap,
as well as increase the extent to which it is a handicap. This distinction
in usage is hard to maintain, and we have not been able to do so throughout
the report. In keeping with general practice, we have used "handicapped" as
the more "generic" term.
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consequences of handicapism are of grave concern in a society, such as ours,

in which human worth and dignity and the development of individual potential

are basic values. In addition, although the deleterious effects of

handicapism on the handicapped are well known, we often overlook the self-

degradation of those who act on prejudice to deny others their rights (Robert

Coles, Introduction to Kleinfield, 1979). Finally, the costs to society are

high, in terms of both productivity and public expenditures for social

services, when handicapped persons are undereducated, underemployed, and

underpaid.

11 The Problem

In light of the significant potential effects of attitudes toward

persons with disabilities, it is not surpri3ing that a considerable amount of

research has been done to investigate ways to modify those attitudes. Yet,

as Jones (1984, p4 vii) noted recently in an introduction to a review volume,

"this varied and rich [research] literature . . . has not yet been

41 synthesized for special education consumers and researchers," and "state-of-

the-art overviews" and "critical reviews" of the research on attitudes toward

handicapped pesons are needed.

It is not that there have 1-4en no reviews of the research on modirring

attitudes toward persons with disabilities. Prior to beginninc the study

reported in following chapters, we identified three articles (Anthony, 1972;

Donaldson, 1980; Sandler & Robinson, 1981) and a chapter (Towner, 1984) that

were focused on that literature. In addition, ten review articles* were

*Alexander and Strain (1978), Chubon (1982), English (1971), Frith and
Mitchell (1981), Harth (1973), Horne (1979), Levitt and Cohen (1976),
Mitchell (1976), Rabkin (1972), Segal (1978).



located that have f.,rief sections on the topic. However, all of these reviews

were found to suffer from the common weaknesses in integrative reviews which

Jackson (1978, 1980) cited following his analysis of a random sample of

review articles.

Although reviewing and synthesizing research findings has been a common

activity in social science research, Jackson (1978, 1980) found an absence of

well-defined procedures for conducting integrative reviews. Included in his

list of "important weaknesses in the currently prevailing methods of

integrative reviews" (1978, p. 37) were: (1) the lack of thorough,

systematic searchei of the literature, k2) a tendency not to represent study

findings as powerfully as possible, (3) the failure to consider

systematically the possible relationships between study characteristics and

outcomes, and (4) the lack of adequate reporting of review methods. Based on

his analysis, Jackson (1978, Ch. 6) proposed seven elements to be considered

in judging the quality of reviews:

1. Topic SelectionWas the topic clearly defined and delimited?

2. Review of Previous WorkWere previous efforts to review similar
bodies of literature cited and critiqued so that (a) it is clear

how the present work will differ from or extend previous work, (b)

an appropriate point of departure for the present work can be
determined, and (c) the present work will avoid the mistakes of past
reviews.

3. Selection of Studies to be ReviewedWere the criteria for selecting
studies tc be reviewed clearly explicated? Was a representative or
comprehensive sample of previous research on the topic reviewed, so
that results of the review are generalizable to the "population" of
research studies?

4. Data CollectionWere data collection procedures specifically
described and defended on rational and empirical grounds? Were data
collected for each study on the magnitude and direction of outcomes,
the characteristics of dependent variables (study outcomes), the
intervention, and other study or subject characteristics, s.ich as
age of students, implementation of intervention, methodological
quality?
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5. Data Analysis--Were the relationships between dependent and
independent variables, including treatment and concomitant
variables, examined? Were appropriate analysis techniques utilized?

6. Interpretation--Were conclusions carefully based on the data,
including evidence of confounding variables? Were implications of
interest to relevant audiences (e.g., practitioners, researchers,
policy makers) drawn?

7. Retoorting -Were results reported in such a way that the reader can
tell exac.ly what procedures and operational definitions were used?
Could the investigation be replicated based on the information
reported? Were conclusions and recommendations clearly stated?

None of the four full reviews on modifying attitudes toward the disabled

that we identified stacked up well against Jackson's criteria, nor did the

brief sect..)ns in broader reviews. These reviews, and others located after

the study began, will be discussed in considerable detail in Chapter 2. The

purpose here to set the context for the decision to conduct another

review. For example, in none of the four reviews were previous reviews

critiqued and a statement made as to how the review being reported differed

from, extended, or benefited from prior reviews. In fact, in only one

(Towner, 1984) was a prior review acknowledged. Moreover, none of the four

reviews specified how its sample of primary research reports was selected for

review. That some selection was likely, especially for the reviews reported

since 1972, seemed obvious. The slight increases and one decrease in numbers

of reports cited (Anthony, 1972--N=31; Donaldson, 1980--N=22; Sandler &

RuLinson, 1981--N=40; and Towner, 1984--N=47) did not reflect the expected

year-by-year accretion in publications. Moreover, considerable selection was

also suggested by a comparison of those numbers against the nearly 200

research reports which we had already identified as potentially relevant for

review.

5



Data collection, analysis, and reporting procedures were also identified

as major shortcomings in the four reviews. In fact, the type of data

collection was not evident in any of the reviews; the results of-primary

research projects were described verbally in terms of differences (e.g.,

"Soloway found that more favorable attitudes toward disabled children were

demonstrated by teachers without integration experience . . . . Negative

changes in attitude toward and optimism concerning the integration of

exceptional learners were found by Fenton (1975) and Shotel et al. (1974)"

(Towner, 1984, p. 236). As the example implies, the magnitude of

differences was not reported, nor were summary statistics (e.g., means and

standard deviations), statistical analyses, or the probabilities of results

presented. The basic reporting style was narrative, with little effort to

summarize findings systematical'y. The exception was Towner (1984), who

provided summary tables, with studies identified as "successful" if

statistically significant results were obtained. With the exception of

Towner (1984), the methodologies of primary studies were not critiqued.

However, Towner discussed the covariation of outcomes with methodological

soundness in only general germs; the research outcomes were not expressed in

quantitative terms that would allow a systematic analysis and description of

met.odology- result relationships. The statistical significance of results

was referred to in Towner's review, but without recognition that statistical

significance is relative to sample size and so does not provide a measure of

research results that is comparable across studies (Shaver, 1980).

Given the shortcomings of these reviews of research on modifying

attitudes toward the handicapped, it is not surprising that even the author

of the most recent, thorough, and systematic review (Towner, 1984) concluded:
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The applications [of similar techniques) yielded discouraging and
contradictory findings. Both positive and .iegative attitudinal changes,
in addition to numerous reports of [statistically] nonsignificant
changes, resulted from interactions [of nondisabled persons] with
disabled persons as well as from the provision of educational and
general information. (p. 249)

The lack of a comprehensive, quantitatively-based, integrative review of the

research on modifying attitudes toward the disabled was the problem addressed

by the research project presented on the following pages. The purpose of the

project was to develop a clearer portrayal of the status of research in this

area, useful to educational practitioners, policy makers, and researchers.
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CHAPTER 2

AN ANALYSIS OF ERIC KEVIEWS

Primary research studies are to be designed and conducted within the

context of a critical review of prior research, according to a commonly

accepted canon of scholarship. It is a rare research report that does not

include a review of prior research. As scholarly contributions to knowledge,

reviews of the literature should also be based on prior efforts. According

to Jackson (1978):

Previously completed reviews of the topic or similar topics ought to be
consulted to assess what is already known on the topic, to refine
questions or hypotheses for the forthcoming review, to anticipate
problems that may be encountered when doing the review, to gain
familiarity with alternative ways of doing the review and to acquire
ideas for interpreting the results of the forthcoming review. Seldom is
a review topic so unique that the reviewer cannot benefit from examining
previous reviews. (p. 53)

Yet, as White, Bush, and Casto (1985-86) have pointed out, "reviewing and

reporting the work of previous integrative reviewers on similar topics is

40
seldom done in reports of 'literature 1:eviews" (pp. 417-18).

Of course, like any evidence, the results of previous reviews of the

literature should not be accepted and used uncritically. The critical

examination of procedures and conclusions is essential if the prior work is
40

to serve as a valid foundation for new efforts. Nevertheless, Jackson (1980,

p. 443) found that although 27 of the 36 reviews in his sample cited prior

40
reviews, only two provided critiques of the prior work. White, Bush, and

Casto (1985-86) found that ten of 52 reviewers cited at least three prior

reviews, but none provided a critical analysis of the prior work. In this

40 chapter, we present a critique of the pricr reviews of research on modifying

attitudes toward disabled persons.
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The Reviews

Our search of the research literature indicated that during the past two

decades, over 200 investigations of methods for enhancing attitudes toward

disabled persons had been reported. Despite the amount of research, there

have been few published efforts to summarize and synthesize the findings. A

computer-assisted search of ERIC, CEC Abstracts, Dissertation Abstracts,

Index Medicus, Abstracts, and Social Science Research using

broad descriptors, along with a manual search of bibliographies and reference

lists in over 600 research reports and other publications pertaining to

attitudes and the disabled, yielded the titles of only seven reviews

(Anthony, 1972; Donaldson, 1980; Haddle, 2974; Horne, 1985; Towner, 1984)

devoted to the research literature on modifying attitudes toward disabled

persons or toward persons with a particular type of disability (mental

retardation: Sandler & Robinson, 1981; physical disabilities: Weetwuod,

Vargc, & Vargo, 1981). An additional eight reviews were identified that

contained brief sections on the general topic (Alexander & Strain, 1978;

Chubon, 1982; Horne, 1979) or on modifying attitudes toward persons with a

specific type of disability (mental retardation: Harth, 1971; mental

illness: Johannsen, 1969, Rabkin, 1972, Segal, 1978; physical disabilities:

Pulton, 1976). The purpose of this chapter, as noted above, is to examine

critically the full reviews and eight of the partial reviews with sufficient

relevance* in terms of their methodological soundness, their contributions to

knowledge, and the applicability of their findings.

*Pulton's (1976) review is not a traditional review of literature in the
sense of an effort to summarize the state of research. Rather, the review
is part of an effort to build a case for a particular approach to attitude
change. The review is frequently cited for its conclusions, however, so we
have included it in our critique. Similarly, Haddle's (1974) article is

(continued on next page)
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Judging the Quality of Reviews

Conducting interpretative reviews of the research literature is a common

social science activity. Wel)-defined procedures for assimilating the

findings of a number of primary studies have been formalized only recently,

however (Jackson, 1980; Light & Pillemer, 1982). Prior reviews have tended

to be "unsystematic . . . narrative, and subjective" (Light & Pillemer, 1982,

p. 2). That traditional narrative review approach has in recent years been

subjected to a great deal of criticism (e.g., Cook & Leviton, 1980; Cooper &

Rosenthal, 1980; Glass, 1976, 1977; Hunter, Schmidt, & Jackson, 1982;

Jackson, 1978, 1980; Rosenthal; 1984), with Jackson (1978, 1980) presenting

what is undoubtedly the most systematic study of the status of the review

literature.

Jackson (1978, 1980) analyzed a random sample of 36 integrative review

articles. He concluded, as we nrced in Chapter 1, that important weaknesses

were pervasive. They included lack of attention to previous reviews,

incomplete literature searches, inadequate summaries of study findings, and

the absence of systematic examinations of relationships between study

included as a full review even though it contained two parts, the second of
which was directed toward huilding a rationale for using systematic deaensi-
tization tz, modify attitudes. Despite the title of a paper by Bernotavicz
(1979), the focus is on the research on visual presentations rather than on
modifying attitudes toward disabled persons. Consequently, it was not
included in this chapter, even though it would be an excellent source for
someone interested in an intensive examination of information-media attitude
change studies. Other review articles (e.g., English, 1971; Frith &
Mitchell, 1981; Levitt & Cohen, 1976) were excluded because they did not
address the research on modifying attitudes toward -disabled persons. The
brief review by Yuker et al. (1970, pp. 87-93) was not included, although
often cited, because of its focus on research with the Attitudes Toward
Disabled Persons (ATDP) scale. Also, Horne (in press) was not received in
Lime to be included, but it is in most respects similar to Horne (1985).



characteristics and outcomes. Following up on these conclusions, Jackson

(1978, Ch. 6) proposed seven crucial tasks to be considered when planning a

review or judging the quality of an existing review. These tasks are: (1)

The selection and definition iLf the topic, (2) the use made of previous

reviews, (3) the selection of studies to be included in the review, (4) the

collection of data from the primary research reports, (5) the analysis of

data, (6) the interpretation of the results, and (7) reporting the review.

It is not a coincidence that the components to be considered in planning or

critiquing a review are similar to those to be taken into account in

designing or evaluating a piece of primary research. The reviewer and the

primary researcher share the goal of making accurate generalizations based on

data which they collect (Jackson, 1978, p. 7).

Using the seven areas identified by Jackson (1980) as a general

framework, we developed six sets of questions to provide the context for

judging the quality of the seven reviews and the brief sections in the eight

general review articles dealing with modifying attitudes toward disabled

persons.

1. Formulating the Problem

a.

b.

c.

Was the problem clearly
justified?
Were central terms clearly defined?
Were questions identified that the

defined and delimited, and its importance

reviewer attempted to answer or
hypotheses stated that the reviewer sought to test?

d. Were the questions and hypotheses adequately warranted by reference
to theory, previous reviews, research, or soundly based insight?

2. Building on Prior Reviews

a.

b.

Were previous efforts to review similar bodies of research cited?
Were prior reviews critiqued as a basis for (1) the justification of
another review as different from or an extension of prior reviews,
(2) an appropriate point of departure for the review, and (3)
avoiding the inadequacies and errors of prior reviews?
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3. Selecting Studies to be Reviewed

a. Was the method of locating studies (e.g., the indexes, reference
lists, bibliographies used) described?

b. Were criteria for selecting and excluding studies to be included in
the review clearly explained?

c. Was a representative or comprehensive sample of prior research on the
problem reviewed?

d. Did the sample of studies reviewed have a bearing on the problem?
e. Was the sample biased either by being too small or by the failure to

include relevant studies?

4. Collecting Data from the Primary Studies

a. Were data collected for each study on common dependent and
independent variables?

b. Were data collection categories defended on rational and empirical
grounds?

c. Were data collection procedures specifically described?
d. Were findings from studies recorded in terms of effect sizes?

5. Analyzing the Data

a. Did the examination of relationships between dependent and
independent variables take into account concomitant variables that
might have influenced the results, including sample characteristics,
assessment instruments, statistical techniques, and design factors?

b. Did the reviewer try to account for any findings within the sample of
studies analyzed?

c. Were serious methodological weaknesses in studies identified?

6. Reporting and Interpreting the Findings

a. Were the findings, including the results of analyses, reported
clearly, for example, using summary tables to help readers comprehend
the pattern of results from the primary research reports?

b. Were the conclusions of the review sufficiently supported by the data
and analyses?

c. Did the review contain implications for policy or practice?
d. Did the reviewer draw conclusions about attitude change theories?
e. Did the review contain recommendations for fut.ure research or

reviews?

Review of the Reviews

On the following pages, the six sets of questic is are applied, in the

order stated above, to the seven reviews and eight review sections. Specific

examples are included to illustrate the applications and, as is appropriate

3



in scholarly work, studies are cited so that our readers can check on our

interpretations and analysis.

Such specific referencing of weaknesses in stnziies is usually not done,

perhaps to avoid subjecting the authors who are cited to potential

embarrassment. But as careful attention to reviews of literature as a

scholarly activity becomes more common, critiques with specific citations,

such as Slavin's (1984) criticism of prior metaanalyses, ought to become

more frequent. Only in that way will readers be helped to develop a sense of

which reviews can be reli-ld on and to what extent, and of the considerations

that are important in evaluating and preparing reviews.

It should be noted as well that, like the perfe-lt piece of primary

research, the perfect (uncriticizable) review of research may be well nigh

impossible. Our own integrative review of research, to be reported in the

following chapters, will not elicit from its critics a strongly affirmative

answer to every question in the list. Furthermore, some of the reviews of

research we critique on the following paces were written before the recent

focus of attention on the conducting of reviews became a matter of general

scholarly concern. Finally, our intent is not to demean the previous

authors, but to try to learn from their efforts.

Formulating the Problem

The appropriate starting point for a review of literature, as with

primary research, is a clear statement of the perplexity underlying the

scholarly effort. Hence, the first set of questions to serve as a context

for judging r- views has to do with problem formulation.

Rationales for conducting reviews of the research literature on

modifying attitudes towird disabled persons were provided in all but one
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(:saddle, 1974) review. For the most part, the reviewers acknowledged the

prevalence of negative attitudes toward the disabled: both in the community

at large (Anthony, 1972; Harth, 1973; Johannsen, 1969; Fulton, 1976; Rabkin,

1972; Sandler & Robinson, 1981; Segal, 1978; Westwood et al., 1981) and in

specific groups, such as teachers and school personnel, mental health

professionals, service providers, and employers (Alexander & Strain, 1978;

Chubon, 1982; Donaldson, 1980: Horne, 1979, 1985). Either directly stated or

implicit within most of these reviews was the need to mount attitude change

programs in order to provide better services to disabled persons (e.g.,

Alexander & Strain, 1978; Chubon, 1983; Donaldson, 1980; Horne, 1979;

Westwood et al., 1981) or to facilitate integration by reducing public

prejudice (e.g., Anthony, 1972; Harth, 1973; Johannsen, 1969; Sandler &

Robinson, 1981; Segal, 1978).

The rationales for two reviews, however, appeared to be based more o,

scholarly interests than on the practical problem of mitigating the effects

of handicapism. Towner's (1984) orientation was theoretical. Her purpose

was to examine the "variability in the results" of a number of empirical

studies using factors hypothesized to be requisites to effective attitude

change interventions (p. 22?). Rabkin's (1972) interest, on the other hand,

was historical. Her brief review of attitude change studies was one aspect

of a general review of the literature that included descriptioos of changing

patterns in attitudes toward mental illness and the treatment of mentally ill

patients, and of instruments commonly used to assess attitudes toward the

mentally ill.

Defining terms. As in designing primary research, the problem

underlying a review of research ought to be stated in terms sufficiently
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precise to provide unambiguous guidance in the collection, analysis, and

interpretation of data. Such specificity requires both conceptual and

operational definitions of relevant variables.

The construct, "attitude", is central to the topics of the reviews of

literature critiqued in this chapter. (One review [Rabkin, 1972] was

included even though "opinions" was used IA the title, because "attitudes"

was used interchangeably with "opinions" throughout the article.) Despite

the signal importance of the construct of attitude, only two reviewers

provided a conceptual definition of it. Harth (1973) described attitudes as

"predispositions toward behavior" (p. 150), a definition attributed to an

earlier work by Osgood, Succi, and Tannebaum (1957). Johannsen (1969) used

the following definition of attitude, from Nunnally (1961): a "personal

disposition avoiding truth as an issue". According to Johannsen, Nunnally

concluded that information and attitude were distinctly different constructs

and while information refers to facts that can be either proven or disproven,

attitudes may or may not directly reflect agreed upon facts (p. 219).

Although Towner (1984) acknowledged the multi-dimensional nature of

attitudes and reported which of the studies she reviewed contained

definitions of attitude, she did not present her definition of the construct

in her report.

An operational definition of attitude was not specifically given in any

if the 15 reviews. Implicit, however, was the presumption that attitudes

were represented by scores on whatever attitude measures were used in the

primary research.

Conceptual definitions of the constructs used to identify disability

groups were also missing in most of the reviews and had to 1p.,. inferred from



the context of the review. The disability constructs were not operationally

defined, either. Terms used frequently in titles to describe the population

of concern, such as "disabled", "handicapped ", "mentally ill", and "mentally

retarded", lack precision; interpretations of the populations to which they

refer may vary widely. Johannsen's (1969) discussion of the range of

definitions accorded to "mental patient" and "mental illness" illustrates

that point, as does Rabkin's (1972) reference to the changing definition of

mental illness as psychiatry has moved from a medical. model toward one of

"psychological conceptions of problems of being" (p. 155).

Questions and hypotheses. As with the planning of a primary study,

questions and hypotheses, usually formulated from theory and prior research,

should provide the focus for an integrative review (Jackson, 1980).

Questions or hypotheses tre rarely a feature of the reviews and sections of

reviews under examination. In fact, hypotheses were not directly stated in

any review, and specific questions to be investigated were identified only by

Chubon (1982) and Donaldson (1980). It seemed likely that the questions in

410 these reviews had been developed from perusals of the research literature.

Questions in both reviews were stated in a very general manner, without

reference to specific variables or attitude change theories.

40 Comments. Conventional standards for problem statements as a ba;i2 for

research studies were generally not followed by the authors of reviews of the

research literature on changing attitudes toward the disabled. Reviews in

40 this area have frequently been weakened by the failure to provide adequate

definitions for relevant variables and by not centering the reviews on

significant questions and hypotheses developed from attitude theory and

research.



Building on Prior Reviews

The importance of reviewing prior reviews of literature was emphasized

in the paragraphs introducing this chapter. We noted that Jackson (1980) and

White, Bush, and Casto (1985-86) had not found the critical analysis of prior

work to be common in their samples of review articles. The present

investigation of reviews yielded similar findings. Of the 15 reviews and

brief reviews examined, only seven cited prior reviews; however, in only four

was it made clear that reviews of the literature were being cited (Horne,

1979; Sandler & Robinson, 1981; Towner, 1984; Westwood et al, 1981).

Lists of the prior reviews available at the time each review was written

are contained in Table 1. The most-cited reviews were by Anthony (1972) and

Donaldson (1980). References to Anthony's (1972) review were found in Horne

(1979), Haddle (1974), and Horne (1985). The last two works did not,

however, identify Anthony's article as a review of the literature.

Donaldson's review was referred to by Sandler and Robinson (1981), Towner

(1984), and Westwood et al. (1981).

It appears that the cited reviews were accepted without question.

Neither the Donaldson or Anthony review was subjected to critical

examination, although methodological weaknesses in each will be noted later

in this chapter. Donaldson's review, in particular, was very favorably

described in Towner (1984) and Westwood et al. (1981).

Justification of a new review. With the exception of Towner (1984), the

authors who cited prior reviews provided no rationale for conducting another

review; nor did they state how their review differed from earlier works.

Towner did acknowledge Donaldson's (1980) review, and she explained th-t her

review differed from Donaldson's in both "format" and "focus" ([3. 223).

40
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Furthermore, she suggested that, together, the two reviews offered a

"comprehensive analysis of the literature on modifying atL.tudes toward

disabled persons" (p. 223).

A comparison of the two reviews revealed that Towner's review did indeed

differ. Although the basic reporting style of both reviews was narrative and

both contained summary tables, they varied in significant ways. Towner's

review was more thorough and methodological. For example, Towner's

discussion of study methodologies was considerably more extensive than

Donaldson's brief one-sentence allusion to some studies whose weak designs

seriously threatened the generalizability of their findings (p. 505).

Moreover, Towner's application of attitude change theories in her analyses of

studies was much more systematic than Donaldson's attempt to explain the

theoretical bases for certain attitude change strategies. And, Towner

examined more than twice the number of studies reported in Donaldson's

review. The justification she presented for doing another review was

evidenced in the review she wrote.

Comments. Using prior reviews as a basis for subsequent reviews has not

been a general feature of the literature on changing attitudes toward the

disabled. Less than half (47%) of the reviews examined in this study

referred to earlier reviews, and in none of the :eviews were previous reviews

critically examined. In only one of the most recent and systematic reviews

(Towner, 1984) was there an attempt to build on prior works; however, only

one of the 13 available reviews and brief reviews was referenced.

Selecting Studies to be Reviewed

Sample selection is an important, even if often ignored, factor in

primary research; similarly the methods used to locate primary research
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reports are an important factor in a review of research. Procedures should

40 be used that will locate the maximum number of primary studies (Jackson,

1980). A search employing computerized information retrieval systems, but

excluding printed bibliographies and reference lists in primary research

reports is, for example, likely to identify a set of studies that is not

representative of the entire body of research. The findings of a review

based on such a body of research could be severely limited, even misleading.

40
Since the adequacy of the literature search affects the generalizability of

the conclusions in a review, Jackson (1950) argued that it is the

responsibility of a reviewer to report the search strategy.

As with primary research, sampling bias is a serious threat to the

external validity of reviews of research. Glass (1976) has argued that all

studies that can be locateJ on a topic--i.e., the accessible population of

primary research reports--should be included in an integrative review. If,

however, the accessible ponulation of primary reports is not reviewed, the

sampling procedure should also be reported along with the search procedures

(Jackson, 1980; White et al., 1986), so that the reader of the review can

judge whether the sample represents the population of studies to which

generalizations are made.

The importance of addressing the method of sample selection can be

illustrated oy comparing the number of primary research reports identified

for the review of literature reported in later chapters with those identified

in prior reviews. Our literature search yielded 273 studies that met

specific criteria (as described in the Chapter 3) for inclusion in our review

of research on the modification of attitudes toward the disabled. An
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additional 394 studies were discarded as not suitable* for the pr,.sent

review. By the end of the period from 1950 (the earliest study located) to

July, 1986, the body of attitude change studies included at least 706 titles

(including reports cited in prior reviews, but not included on any of the

lists of reviewed or discarded reports for this review), of which 239 were

theses or dissertations.

The sum total of individual studies concerned with attitude change cited

in the seven reviews and eight brief reviews was 192**, slightly less than

one-quarter of the studies available. The median number of primary studies

referenced in the full reviews was 32 (37( = 36); in the brief reviews, the

median was 10 (7 = 12)***. A correlation coefficient (Pearson product-moment

r) of .64 indicated a moderate relationship between number of primary studies

cited in each full review and the number of studies available when the

reviews were in preparation. A similar relationship (r = .18) was not found

for the eight brief reviews.

*Of these, 363 were deemed irrelevant because they were, for example,
correlational studies, 'Ised instruments judged not to fit our definition
of attitude, or attitudes toward mainstreaming rather than toward disabled
persona were assessed. An additional 31 studies were discarded due to
lack of 'nformation. (See Appendix D.)

**Sixty-two per cent (N=119) of these studies investigated the effects of a
variety of interventions (e.g., information about the disabled, personal
contact with disabled persons, simulations of disabilities) on attitudes
toward the disabled. Of the remaining citations, 24% (N=46) examined
relationships between attitudes toward the disabled and variables such as
amount of reported contact with disabled persons, knowledge of
disabilities, and membership in mainstreamed classes, and 13% (N=24)
assessed the efficacy courses in psychology, r.)ecial education, nursing

and so forth for enhancing university students' attitudes toward the
disabled. Two percent (N=3) of the studies compared the attitudes of
different professional, student, and community groups.

***Median and mean numbers of studies referenced are rounded to whole
numbers, as references are cited in toto.
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The relationship between reports available and reports cited is depicted

41 in Figure 1. The cumulative numbers of dissertations and other reports of

primary studies available from 1951 through 1985 are indicated by the shaded

areas, and the top line on the graph indicates the total cumulative number of

reports available. The bars on the graph show the number of reports cited in

the individual reviews which are identified by letter in the list below the

graph.

In interpreting the information in Figure 1, as well as in contemplating

our discussion of the absence of a common core of cited studies in the nem.

section, it is important to remember that although the majority of the

reviewers were concerned with disabilities generally, two of the full reviews

were directed at attitudes toward persons with specific disabilities (mental

retardation: Sandler & Robinson, 1981; physical disabilities: Westwood et

al., 1981), while five of the brief reviews were also limited in scope

(mental retardation: Harth, 1973; mental illness: Johannsen, 1969; Rabkin,

1972; Segal, 1978; physical disabilities: Fulton, 1976). In addition, there

was some focusing on groups whose attitudes were of concern (e.g., school

psychologists: Horne, 1979; professionals: Chubon, 1976). Consequently, it

would not be correct to assume that all of the available reports of research

would be relevant to the defined topic of every review.

A common core? Seventy of the 192 studies cited in the reviews were

included in two or more reviews. However, the seven most frequently

referenced studies (Cleland & Champers, 1959; Clore & Jeffrey, 1972;

Granofsky, 1956; Hicks & Spaner, 1962; Lewis & Cleveland, 1966; Warren,

Turner, & Brody, 1964; Wilson & Alcorn, 1969) were cited in only five of the

15 reviews. Another 14 studies (Altrocchi & Eisdorfer, 1961; Anthony, 1969;
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Brooks & Bransford, 1972; Donaldson & Martinson, 1977; Evans, 1976; Glass &

4! Meckler, 1972; Holzberg & Gewirtz, 1963; Lazar, Gensley, & Orpet, 1971;

Rapier, Addson, Carey, & Croke, 1972; Rusalem, 1967; Sadlick & Penta, 1975;

Shotel, Lam, & McGettigan, 1972; Strauch, 1970; Yerxa, 1971) were referenced

40 four times. The remaining 49 studies were cited either three times (17

studies) or twice (32 studies).

The few times that even the most frequently cited studies were included

40 across reviews suggests that even the reviewers concerned with disabilities

in general did not draw on a common core of research for their conclusions.

That observation is confirmeL by the data in Table 2, a matrix of common

40 sources which was prepared to illustrate the extent to which reviewers cited

studies in common. The greatest number of common sources was shared by

Anthony (1972) and Haddle (1974). Of the 30 studies referenced in Haddle, 18

had been cited previously in Anthony's review. Other pairs of reviews that

cited a number of studies in common were: Horne (1985) and Towner (1984),

with 17 shared citations; Donaldson (1980) and Towner (1984), with 14 shared

citations; and, Towner (1984) and Westwood et al. (1981), with 14 citations

in common. For the most part, the overlap in reference lists was not great.

Two of the 15 reviews (Alexander & Strain, 1978; Segal, 1978) contained few

citations in common with other reviews.

The data from the matrix support the conclusion that there was not a

core body of research common to the reviews; few studies appeared to have had

acquired the status, or visibility, where their inclusion was requisite to an

adequate review of literature pertaining to modifying attitudes toward the

disabled. The data also suggest that later reviewers did not rely on

reference lists in prior reviews to obtain studies to examine.
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Dissertations. Dissertations and theses, which comprised over one-third

41
of the studies located for our review, were almost totally ignored in the

prior reviews. The number (N=27) cited was slightly more than cne-tenth of

the number available. The median and mean numbers of dissertations and

theses referenced in the full and brief reviews were, rounded to whole

numbers, 6 (7 = 5) and 3 (7 = 2), respectively. Moreover, the majority (84%)

of dissertation citations were references to abstracts in Dissertation

Abstracts and Dissertation Abstracts International, rather than to the actual

dissertations. One of the two references to Wyrick's (1968) magistral thesis

was, in fact, a reference to the work in a secondary source.

Search techniques. Given the lack of overlap among reference lists, it

is probable that methods for locating studies varied among the reviews. The

search method was reported in only one review (Chubon, 1982). Chubon

described his search as including a manual search of the journals published

for the "helping professions" (p. 25) and computer- assist(: searches of ERIC,

Dissertation Abstracts, and Psychological Abstracts for thr, period 1960-1979.

Of the 102 articles he located, 62 were discarded because they did not

describe empirical studies. Twenty-eight of the remaining articles were

cited in the brief section on modifying attitudes toward the disabled in his

general review of literature. For the period Chubon reviewed, the population

of studies concerning attitude modification in this area numbered at least

105 dissertations, 5 theses, and 275 articles, unpublished papers, and

project reports.

It was not possible to identify the search strategies for the remaining

14 reviews. Neither could the reviewers' criteria for including or excluding

studies be ascertained. As a consequence, it was difficult to judge the
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representativeness of the sample of studies cited in most reviews, and the

possibility of sampling bias as a threat to the generalizability of the

conclusions in each of these reviews has to be seriously considered. In two

reviews (Alexander & Strain, 1978; Horne, 1979), however, sampling bias was

beyond doubt as references were limited to reports of successful

interventions only. Bias was also highly likely when only one study out of

the many available was cited in a discussion of an intervention (Pulton,

1976). Donaldson (1980) also provided an example of a limited sample of

primary studies, using only two studies of simulation, one positive and

negative, to draw a conclusion.

Study relevance. A second concern with sampling is the appropriateness

of the research studies for the specific questions the review is intended to

address. Reviews which attempted to identify effective strategies for

modifying the attitudes of particular groups, such as health professionals

(e.g., Chubon, 1982), educators (e.g., Alexander & Strain, 1978), or peers

(e.g., Horne, 1985), tended to cite studies that were relevant to these

groups. On the other hand, reviewers who sought strategies for changing

societal attitudes (e.g., Anthony, 1972; Donaldson, 1980) had to extrapolate

to the general population from the findings of studies conducted with

specific populations, such as university psychology students, nursing

students in internship programs, and special education students in practica.

Only occasionally did reviewers remind readers of the importance of viewing

the conclusions from a limited set of findings with caution (e.g., Anthony,

1972).

Another difficulty was presented when reviewers drew inferences for

specific contexts from studies not directly relevant. Sandler and Robinson
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(1981), for example, reviewed the literature in an attempt to locate "factors

which may be related to improved public attitude toward development of group

homes for mentally retarded people in the community" (p. 98). Only two of

the 33 studies they examined had a direct bearing on this problem. The other

31 reports included, among other things, interventions conducted in schools

and universities, the effects of mainstreaming on the attitudes of

nondisabled peers, and correlations between the amount of reported contact

41 with disabled persons or the amount of knowledge about disabilities and

attitudes toward the disabled.

Comments. The lack of information concerning literature search

strategies and sampling procedures cast doubt on the representativeness of

the studies cited in most reviews and severely limited the generalizability

of the conclusions of the reviews. Failure to include this information was a

particular problem because of the relatively small number of studies cited in

teach review. Doctoral dissertations were a neglected source of primary

studies. When dissertations were referred to in reviews, frequently only the

abstracts in Dissertation Abstracts were cited. A search of the reference

lists in the reviews failed to reveal any studies that were commonly cited

once they were available.

O

Collecting Data from the Studies

Along with identifying primary studies for an integrative review,

procedures for collecting data from the studies must be established. The

procedures for collecting data from primary studies for a review should meet

standards similar to those for data collection in primary research. That is,

they should be "systematic", "well-planned" (Borg & Gall, 1983, p. 840), and

"organized in a manner which facilitates analysis" (Gay, 1976, p. 218).



Furthermore, since the methods for collecting the data influence the outcomes

of analysis and the credibility of the interpretations in the review

(Jackson, 1980), they should be described carefully.

None oi the 15 reviews contained a description of data collection

procedures. How data were collected could not be inferred in any of the

reviews, since, for the most part, the results of primary studies were

reported in narrative form. For example, there was no way of knowing if some

sort of coding sheet was used or if notes were taken while reading studies.

Failure to include information on data collection, or to present results in a

manner that makes the method evident, appears to be prevalent in reviews of

research (Jackson, 1980; White et al., 1986).

Although data collection procedures were not described, some inferences

can be drawn about adequacy of collection. For example, the reporting of

primary studies in most reviews was organized under broad categories

according to intervention techniques, with "contact" and "information" the

most frequently used headings. There was a tendency to describe intervention

strategies only in a very general manner. Important study characteristics --

such as the treatment setting, who conducted the treatment, and treatment

length--were ignored, suggesting that data were not collected on these

variables- For example, treatment length, which may be a significant factor

in the e.Jectiveness of an intervention, way mentioned for some studies in

only five reviews (Donaldson, 1)80; Haddle, 1974; Horne, 1985; Rabkin, 1972;

Towner, 1984) and for most studies in only one (AnThony, 1972) review.

Describing interventions. The reviews would have been strengthened by

adequate description of the intervention techniques. For instance, in

discussing "enforced contact" as a strategy for modifying attitudes toward
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the disabled, Sandler and Robinson (1931) stated, ". . . Aloia, Beaver, and

Pettus (1978), Leyser and Gottlieb (1980), and Marlowe (1979) have also

reported the use of carefully planned interventi--s which improved the social

status of integrated EMR children" (p. 99). In each of these studies,

however, there were important differences not only in sample characteristics,

but in treatments. These differences were not identified, nor was the reader

informed whether the differing interventions were equally effective.

Horne's (1979) review provides a similar example. Contending that the

research has indicated that promoting peer acceptance will lead to positive

attitude change, Horne stated that "positive peer interaction . . may be

facilitated . . and cited Kirby and Toler (1970) and Strain and Timm

(1974) to support that point. However, distinctly different strategies were

employed in each study. It was not indicated in the review thet, the former

article reported a study in which a 5-year-old boy's interaction with peers

increased when he passed out candy, while the latter article described a

program which utilized praise and cs,ntact to increase appropriate social

behaviors in a "disordered pre-school child". Again, the question is raised

whether such information was collected.

Another serious problem occurs when the primary studies are referred to

in such a way that the reader is not even able to infer the general

categories of intervention techniques. An example comes from Chubon (1982).

Following a statement about the mixed results with treatments designed to

"enhance attitudes of teachers and stude:its majoring in various areas of

education toward disabled students", Chubon stated, "while some attitude

change programs seemed to produce the desired results . . . others have

produced no changes" (p. 26). He cited Kuhn (1971), Parish, Eads, Reece, and

r.
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Piscitello (1977), Wilson and Alcorn (1969), and Zukerman (1975) as relevant

studies. Without referring directly to each study, the reader is unaware

that the intervention techniques included exposure to blind cnildren (Kuhn,

1971), an introduct:..ry -special education course (Parish et al., 1977),

simulations of disabilities (Wilson & Alcorn, 1969), and gaming (Zukerman,

1975). The implication is that data were not collected on important

treatment attributes such as these.

A similar example is taken from Horne (1985). Commenting on the

efficacy of programs to enhance teachers' attitudes toward disabled students,

Horne wrote, "Sometimes changes have occurred in negative directions . . .

(p. 158). References for this statement were Bradfield, Brown, Kaplin,

Richert, ana Stannard (1973), Warren, Turner, and Brady (1964), and Sellin

and Mu]chahay (1965). Again, without referring directly to these studies,

the reader does not know that the treatments consisted of a single trip by

high school seniors to a state institution for the mentally retarded (Sellin

& Mulchahay, 1965), tours of institutions for the sight ;impaired, hearing

impaired, and the mentally retarded conducted within the context of an

integrated "psychology-education-sociology" program for sophomore college

students (Warren, Turner, & Brody, 1964), and an ins_rvice training program

designed to instruct teachers of Integrated classrooms in individualized

instructional techniques (Bradfield, Brown, Kaplin, Richert; & Stannard,

1973). Again, it is open to question whether data were collected on these

central treatment characteristics.

Program dE,cription-research confusion. Some authors cited narrative

descriptions of programs along with reports of primary research, which raises

questions about their data collection procedures. 3.3hannsen (1959), for

56 32



example, in a discussion of employers' attitudes toward hiring ex-mental

patients, referred, respectively, to programs described by Murray (1958) and

Brennan and Margolin (1954) with the phrases "promising results were

forthcoming" and "success was also reported". These references were incle.ded

with references to primary research studies and the title of Johannsen's

article described it as a "review of empirical research" (p. 218).

Consequently, a reader might assume that both the Murray and Brennan ar3

Margolin articles reported the findings of empirical studies. However,

neither was a report of research; both were narrative accounts of programs

advocated by the authors for encouraging the acceptance of ex-mental patients

in the workplace.

Conclusions-findings confusion. In a somewhat similar vein, questions

can be raised about data collection when reviewers treat recommendations from

the summary and conclusions sections of reports as thc,ugh they were research

findings. Rabkin (1972), for instance, examined the research pertaining to

modifying mental hospital attendants' attitudes toward patients. She stated

that "Middleton's (1953) work suggests that training [for attendants] ought

to include a thorough ii,:)ctrination about etiology, treatment results,

examples of success, and reasons for failure, with periodic repetitions of

this training" (p. 163). In his study, Middleton compared the attitudes of

attendants and non-attendants in a mental hospital. In the conclusions

section of his article, he recommended the type of instruction referred to by

Rabkin. However, such instruction was not provided to the subjects in his

study.

A similar example comes from Johannsen's (1969) brief review of the

research on changing attitudes toward mental patients. He suggested that the
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effectiveness of personal contact as an attitude change strategy may depend

upon others' perceptions of mental patients' behavior as being normal. He

concluded with the statement, "Halfway houses . . . serve a public education

function by enabling relatives to see the patient move gradually into the

community" (p. 224), and cited Pettit (1956) as the source. Pettit's study

investigated the attitudes of relatives toward deinstitutionalizing "long -

hospitalized" mental patients. In the closing section of his article, Pettit

suggested that halfway houses might ease the movement of mental patients into

the community. This was an opinion, and the adequacy of halfway houses for

modifying the attitudes of relatives was not examined.

Other problems. Clearly, collecting data in such a way that

researcher's conclusions and recommendations are kept distinct from findings

would enhance the validity of reviews. Other problems that may stem from

inadequate data collection are presenting studies incorrectly, failing to

consider all of the results from a piece of research, or citing irrelevant

studies. Instances of such practices were identified in 11 of the 15

reviews. The following examples were selected from Sandler and Robinson

(1981), Alexander and Strain (1978), Townsh (1984), and Horne (1979).

Reporting studies incorrectly

In their discussion of information as a factor in changing attitudes

toward the disabled, Sandler and Robinson (1981) indicated that Begab (1969)

. . attempted to improve the attitude of social work students by providing

them vith coursework on mental retardation and found that knowledge alone had

little effect upon attitude. When coupled with direct contact with mentally

retarded persons through a fieldwork experience, however, there was positive

increase in attitude" (p. 99). A perusal of the abstract of Begab's
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dissertation (cited by Sandler and Robinson) revealed that he did not attempt

to change students' attitudes; he conducted a survey of students enrolled in

several schools of social work to investigate the "impact c,f differences in

curricula and experiences on social work students' attitudes and knowledge

about mental retardation" (Begab, 1969, p. 4111-A).

Alexander and Strain (1978) included Lane's (1976) dissertation abstract

in their review of educators' atuitudes toward disabled children and

mainstreaming. They stated that his study "showed that a background in

special education can help alleviate stereotypes or prejudice toward

exceptional children". However, the purpose of Lane's study was to

"investigate the effects of labels conveying ethnic group membership and

retardation on evaluative statements made by prospective teachers" (Lane,

1976, p. 1491-A). The subjects were dual majors in elementary and special

education. No comparison was made with a control group of subjects who did

not have a special education major. The following hypothesis was not

supported: "Knowledge of a child's ethnic group label or label indicating

the presence or absence of mental retardation would result in more negative

ratings for those labeled retarded than not so labeled" (Lane, 1976, p. 1491 -

A). Lane concluded that "Neither the label nor the ethnic identification

were [sic] found to significantly affect ratings and no interaction effects

were demonstrated" (p. 1491-A). The relationship between a background in

special education and attitude toward exceptional children was not a concern

in the study.

Partial results

When only partial results of a primary study were reported, suggesting

partial collection of data, misleading conclusions were sometimes drawn about
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the effectiveness of an intervention, or factors that had a bearing on the

outcome of the study were not described. For instance, Towner (1984)

reported that simulation exercises were successful in modifying the attitudes

of elementary children in a study by Dahl, Horsman, and Arkell (1978).

Towner's conclusion, however, was based on a statistically significant F-

ratio for the difference between the adjusted posttest means of the

experimental and control students on only one of four items in a social

distance scale. F-rata, - for the differences between the adjusted group

means on the remaining three items and on two additionca attitude measures

were not statistically significant. Dahl et al. (1978) stated that the

results "suggest that simulations may have limited value for changing Grade 5

students' attitudes toward their handicapped peers" (p. 574).

Selective reporting

An example in which the selective reporting of findings, perhaps

reflecting the selective collection of data, resulted in the loss of valuable

information about an important mediating variable comes from Sandler and

Robinson (1981). They reviewed several studies pertaining to the effects of

mainstreaming mentally retarded children on the attitudes of their non -

disabled neers and concluded that "invest:Igations involving EMR children

integrated into regular classrooms have consistently shown more negative

attitude change among nonhandicaoped children related to increased exposure

to EMR children" (p. 98). Among the studies cited was Goodman, Gottlieb, and

Harrison (1972). A perusal of this study revealed that gender was a

significant factor in the acceptance of mainstreamed mentally retarded

children; although boys rejected integrated mentally retarded children more

than segregated ones, the acceptance or rejection of mentally retarded
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children by girls was independent of educational setting. This important

relationship was disregarded in the Sandler and Robinson review.

Horne's (1979) review provided an example of an irrelevant citation that

might be due to incomplete data collection. Referring to studies by Kearney

and Rocchio (1956) and leBue (1959), Horne wrote, "Studies done using teacher

populations have included an exploration of the relationship between

information about the handicapped and attitudes toward the handicapped . . .

as weal as the effect of teaching experience or contact" (p. 63). In both

studies, the Minnesota Teacher Attitude Inventory was used to assess

attitudes, and in neither article was reference made to handicapped children

nor was attitude toward the disabled measured.

Outcomes. Another important aspect of a research review is the

treatment of the dependent measures used in the primary studies. For the

most part, the reviewers' reports of data pertaining to dependent variables

suggested that data collection was inadequate. Dependent variables were not

adequately described, nor was it possible to discern how the reviewers

gathered data concerning study outcomes.

In only three (Haddle, 1974; Rabkin, 1972; Towner, 1984) of the 14

reviews were the means of assessing dependent variables identified for

individual studies. Of the remaining 11 reliews, three (Alexander & Strain,

1978; Anthony, 1972; Segal, 1978) reported dependent measures for several but

not all of the primary studies cited, and eight (Chubon, 1982; Donaldson,

1980; Barth, 1973; Horne, 1979; Johannsen, 1969: Pulton, 1978; Sandler &

Robinson, 1981; Westwood et al., 1981) made no mention of how study outcomes

were measured.

In addition, the findings of studies were generally reported only

narratively, suggesting that quantitative data, either statistical

.61
37



significance or effect sizes, were not collected. There were two exceptions.

Statistical significance levels were reported by Haddle (1974), and Towner

(1984) provided summary tables with studies identified as successful if

"statistically significant results" were obtained. Donaldson (1980) also

provided summary tables in which she grouped studies according to "positive

change", "no change", and "negative change" (p. 506). Whether these headings

referred to statistical significance or some other criterion could not be

determined from the article.

Typical of the narrative statements reporting the findings of studies

were the following:

Quay, Bartlett, Wrightsman, and Catron (1961) used three methods of
presenting material to a group of attendants. They found that the
formal lecture method was more effective in changing reported attitudes
than either the discussion method or use of a booklet. (Rabkin, 1972,

p. 165)

Voeltz (1980) has demonstrated that providing structural contact
experiences to elementary school children is related to more positive
attitude toward integrated severely handicapped students. (Sandler &

Robinson, 1981, p. 99)

Evans (1976) has also reported that interaction with disabled persons
which was Structured to alleviate interpersonal discomfort was effective
in enhancing the attitudes of psychology students, and Hersh, Carlson,
and Lossino (1975) found that social work students' attitudes towards
retarded persons seemed to be enhanced by interaction with families
having retarded children. (Chubon, 1982, p. 27)

Negative changes in attitude toward and optimism concerning the
integration of exceptional learners were found by Fenton (1975) and
Shotel et al. (1974). (Towner, 1984, p. 236)

In another summer workshop, administrators and classroom teachers were
involved in: (1) a practicum placement working with handicapped
children for 3 hours per week; (2) two additional hours of observation; 41

(3) enrollment for 9 hours of graduate credit; and (4) weekly
sensitivity sessions. Post-testing using a semantic differential showed
significant and positive attitudinal changes (Brooks & Bransford, 1971).
(Horne, 1985, p. 158)

The 15 reviews were replete with similar statements in which effect sizes 41

were not given or statistical tests or significance levels were not reported.
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One of the dangers of not collecting information on levels of

statistical significance so that it can be reported in statements alluding to

positive findings in primary studies is that the reader may be tempted to

assume that statistical significance was reached. In five of the 14 reviews,

such a conclusion could be erroneous. For example, Horne (1979) referred to

a specific study to support her advocacy of programs designed to modify the

behaviors of dis-bled students which inhibited their acceptance by

nondisabled peers and programs to "facilitate acceptance on the part of

regular classroom members" (p. 64). She commented, "Although few such

programs have been presented in the literature, Simpson, Parrish, and Cook

(1976) have demonstrated the efficacy of us.ng such procedures with

elementary school pupils" (Horne, 1979, p. 64). The article by Simpson et

al. described two studies, the first conducted with primary children and the

second with grade 5 students. Tne designs for both studies included control

groups, and the Attitude Toward Disabled Persons Scale was used to assess

attitudes. The t-test 4as used to analyze the differences between means for

the primary children. The difference between the posttest scores of the

experimental and control groups was not statistically significant. ANOVA was

used to analyze the differences among the mean change scores of the three

Fifth grade experimental groups and the one control group (or two control

groups--the report is unclear). The F-value was not statistically

significant. Horne's statement might lead readers who did not have access to

the primary report to assume that the results were statistically significant.

A second example comes from Anthony (1972). He referred to a study

reported by Cowen, Underberg, and Verrillo (1958) with the comment, "These

researchers found that individuals who had had contact with the blind tended
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to haw: more negative attitudes than individuals reporting no contact" (p.

118). Cowell et al. reported developmental data for the Attitude Toward

Blindness Scale. Their sample consisted of university students in

educational psychology courses who were divided into groups according to

reported contact or no reported contact with blind persons. The mean score

for the contact group was 54.53 (SD = 12.21), while the mean score for the no

contact group was 53.58 (SD = 12.21). Not only is the difference visibly

small, especially relative to the standard deviation, but the t value for the

difference between the means of the two groups was 0.39, clearly not

statistically significant (p. 300). In contrast with Anthony's comment,

Cowen et al. concluded that, ". . . in the present study, though clearly not

significant [underlining added], there is a slightly higher mean score (more

negative attitudes) reported by those who have had previous contact with the

blind" (Cowen et al., 1958, p. 300).

Comments. The failure to describe data collection procedures was common

to the 15 reviews. The problems in the way data were presented that seemed

likely to reflect inadequate data collection included the following: (1)

studies were grouped together under summary statements that were not accurate

for all of the studies cited and that ignored differences in independent and

dependent variables; (2) studies were cited with no information provided

about treatment variables; (3) comments in the conclusion or summary sections

of primary articles were referred to as if they were finGings from the

st.Aies; (4) program descriptions were referred to as though they were

research studies; (5) studies were presented inaccurately, including reports

of partial findings and the citation of irrelevant studies.

In addition, narrative reporting of the findings from primary studies

was common to the reviews. Only two of the 14 reviews even reported whether
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primary results were statistically significant. In some reviews, findings

were reported in a manner that implied statistical significance when, in

fact, significance had not been reached.

Analyzing the Data Collected from Primary Studies

As with primary research, after data collection the next'stage in

conducting a review of research is the analysis of tne data collected from

primary studies. The analysis is the basis for the reviewer's inferenes?s

from the findings. Analysis is complicated by a number of factors (e.g.,

sample characteristics, design, intervention implementation, the assessments

40
used) that may vary with outcomes and should be considered when attempting to

draw conclusions (Jackson, 1980).

Important decisions that could significantly affect the quality of the

41 review face the reviewer during the analysis of data stage. Among the

matters that must be decided are how to attempt to get at relationships

between outcomes and the concomitant variables that might have confounoed

lb findings, how to treat the results from studies with multiple, even

conflicting, outcomes, how to weight studies that vary in degree of

methodological soundness, and what analyses to conduct to explain

contradictory findings among primary studies?

Concomitant variables. None of the 15 reviews being critiqued in this

chapter examined the effects of concomitant variables such as age of subjects

40 and gender. As will be noted later, Towner (1984) did at least examine

methodological deficiencies, even though she did not relate them directly to

differences in outcomes. Most of the 15 reviews deals with simple treatment-

dependent variable relationships, despite the number of sample attributes

(e.g., age, sex, intelligence, education) and intervention characteristics



(e.g., setting, length of treatment) that might have been related to changes

in attitudes toward disabled persons. That approach migL, have been in part

a reflection of the design and the analysis strategies in many of the primary

studies which were reviewed. Particularly in the earlier ones, the t-test was

often first used to test the difference between the pretest means of the

experimental and control groups; if no statistically significant pretest

difference was found, then the t-test was used to test pre-post mean

differences for each group. If the experimental group mean gain was

statistically significant and the control croup mean gain was not, it was

concluded that the difference between the two was significant. When the

posttest means for treatment groups were compared, using the t-test or one-

way analysis of variance, other factors that might have had a bearing on the

outcomes were usually not included in the analysis.

Even when the primary studies involved complex designs with complex

analyses, however, the tendency was to report the findings of these studies

in simple treatment-outcome terms. The reference to Hafer and Marcus's

(1979) study in Westwood et al. (1981) was typical of the treatment of

complex findings in most of the reviews.

The purpose of the Hafer and Narcus study was to investigate the effects

on :5 college students' attitudes toward disabled persons of viewing a film 7

(Like Other People) designed to present the needs and feelings of persons

with cerebral palsy as similar to those of nonhandicapped people, as compared

to viewing a Laurel and Hardy comedy. Whether pretesting would have an

effect was also investigated. The Attitude Toward Disabled Persons scale

(ATOP) was ad -inistered to two of the four randomly assigned groups as a

pretest. All groups took the ATDP immediately following the viewing of one
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of the two films. Six weeks later, the ATDP was administered again to the

total sample.

Multiple classification analysis of variance revealed that there was a

statistically significant mean difference between the groups which saw the

two films, with the Laurel and Hardy group having the higher (more positive)

mean. There also were statistically significant interactions between the

"specific movie seen and whether a group was pretested or not" and between

"specific movie and time of administration of the posttest" (p. 99).

Nonpretested students who saw the two mo' :ies had similar posttest means, but

pretested students had a higher mean with the Laurel and Hardy movie than

with Like Other People. The mean difference between viewers of the two filmy

detected at the first posttest was, however, not evident at the follow-up

testing. Despite this complexity, the Hafer and Narcus study was reported as

follows in the Westwood et al. (1981) review: "[O]ther studies involving

college students (Hafer & Narcus, 1979; Wyrick, 1968; Yerxa, 1971), nursing

students (Rosswurm, 1980), high school students (Forader, 1970), and grade

school students (Perkins-Karniski, 1978) also Evoduced equivocal results with

three showing positive change (Perkins-Karniski, 1978; Rosswurm, 1:80; Yerxa,

1971) and three showing no change (Forader, 1970; Hafer & Narcus, 1979;

Wyrick, 1968)" (p. 221).

Study alit As was indicated in the footnote on page 20, of the 192

primary studies that were cited in the seven full and eight brief reviews,

119 were investigations of the efficacy of interventions for modifying

attitudes toward disabled persons. An additional 24 studies assessed the

effects of university programs and courses on students' attitudes toward the

disabled. These 143 studies comprised 74% of the individual studies
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referenced in the 15 reviews. As part of the integrative review to be

reported in the following chapters, 114 (about 80 %) of the 143 studies were

coded for treatment validity and internal validity, using the coding

instrument presented in Appendix B. The two types of validity were coded for

the other 20 percent this review of reviews.

None of the 143 primary studies was judged to be "excellent" in

treatment validity (Category C.9.b.) or "high" in internal validity (Category

E.3.i.). The treatment validity of 55% (N = 79) of the studies was coded as

"fair", and that of the remaining 45% (N = 64) was coded "poor". Major

threats to treatment validity were multiple treatment interference,

shortcomings in treatment implementation, test by tv'eatment interaction, and

experimenter effects. The internal validity of 36% (N = 52) of the studies

was judged to be "medium "; that of the remaining (N = 91) was coded as

"low". Selection, history, and instrumentation were found to be serious

threats to internal validity in many studies.

Contrary to the above findings, only a few reviewers expressed concern

for the general quality of the primary studies they cited. Towner's (1984)

conclusion that the findings of many of these studies "can only be

characterized as contaminated" (p. 251) was in accord with earlier comments

by Anthony (1972), Chubon (1982), Donaldson (1980), and Haddle (1974).

However, only Towner (1984) identified the studies she judged to be

methodologically weak and attemr tee. to examine systematically the

methodological deficiencies in the studies. Anthony limited his criticism to

contact studies in which the independent variable was the self-reports of

respondents as to the amount of their contact with disabled persons. He

argued that such studies were "methodologically deficient" (1972, p. 119),
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because each subject decided for himself or nerself just what was cant by

contact. Donaldson questioned the generalizability of several studies she

considered to be poorly designed, but there was no indication that these

studies were assigned a low rating when the effectiveness of particular

interventions was weighed. Similarly, although Chubon (1992) and Haddle

(1974) commented that many studies had weak designs, they did not identify

specific studies. It was, therefore, difficult to determine whether adequacy

of design was weighted in their discussions of findings.

Theory base. Whether outcomes vary between studies with and without a

theoretical focus is an important analysis question. Of 224* reports of

primary research coded for the meta-analysis reported in following chapters,

only 20% (N = 44) explicitly identified the attitude change theories upon

which the interventions were based. Only five of the reviews (Chub n, 1982;

Donaldson, 1980; Haddle, 1974; Harth, 1973; Towner, 1984) mentioned this

shortcoming. And, with the exception of Towner, comments concerning the

failure of most researchers to ground their studies in theory were general in

nature; studies that lacked a theoretical base were not specifically

identified. Whether this lack of a theoretical base for the primary studies

was considered in drawing the conclusions in these reviews is unclear.

Attitude assessment. Whether outcomes covary with quality of outcome

assessment is another pertinent analysis question. Critical comments

concerning the assessment of attitudes were, however, infrequent in the

reviews, and relationships between instrumentation and outcomes were not

discussed. Although six reviewers (Alexander & Strain, 1978; Anthony, 1972:

*This number excludes studies of mainstreaming in classrooms and studies for
which the information to compute effect sizes was not available.
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Haddle, 1)74; Rabkin, 1972; Segal, 1978; Towner, 1984) identified some or ill

tests used in the primary studies they examined, T. .ier alone pointed out

inadequacies in the reporting of assessment in many primary studies. In

particu?ar, Towner criticized the lack of reliability and validity data in

the instrumentation sections of most primary research reports. Furthermore,

Towner noted that instruments developed for individual studies were often

poorly described and test development data were seldom given. She did not,

low,wer, use that information in analyzing the variance among study outcomes.

Chubon (1982) also criticized the means for assessing attitudes in the

studies he reviewed, buy. his comments were general, with references to

neither specific studies or te,ts. Nor did Chubon specifically consider

weaknesses in instrumentation when he judged the effectiveness of the

interventions he reviewed.

A perusal of the primary studies included in the 15 reviews disclosed

numerous exampJes of poorly designed and inadequately reported assessment.

Much like the primary reports coded for the integrative review reported in

the following chapters*, validity and reliability data we ! infrequently

reported in the primary studies included in the 15 revie-ws. This was true

even for those instruments such as the Opinions A__Lit Mental Illness scale

(OMI) and the Attitude Toward Disabled Persons scale (ATDP) for which

extensive documentation exists. The failure to provide satisfactory

descriptions and developmental data for tests prepared for sE. io studies

was common, too. Examples of the latter problem were found in, among others,

*With 704 effect sizes computed for 214 studies, reliability coefficients for
the attitude assessments were reported for 411, or 58%; validity was
mentioned for 330, 47%, of the 704 effect sizes.
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Harasymiw and Drne (1975), Quay, Bartlett, Wrightsman, and Catron (1961),

Shotel, Iano, and McGettigan (1972), and Stephens and Braun (1980).

Nevertheless, the reviewers who referenced several (Chubon, 1982; Donaldson,

1980; Harth, 1973; Rabkin, 1972) or all (Sandler & Robinson, 1981) of these

studies apparently overlooked these deficiencies in their analyses of study

findings.

Conflicting results. Table 3 records the results from the primary

studies that were included in the revrews, arranged according to review

authors and attitude change strategies. As would be expected, most reviewers

included studies in which the interventions were deemed to be successful in

modifying attitudes toward the disabled and studies which produced

nonsignificant or negative findings. Deciding how tc handle discrepant

findings is an essential part of the analysis of data for a review, and has

been the !subject of a number of articles. Light and Pillemer (1982) proposed

that contradictory findings provide the reviewer with "an opportunity to

examine and explain variations in outcomes" (p. 6). In an eatlier. article,

Light and Smith (1971) argued that to ignore discrepant findings is to

"assume that genuinely contradictory results can never be a valid description

of reality" (p. 438).

Systematic approaches to the examinatthn of conflicting findings were

described in Jackson (1980), Ladas (1980), and Light and Smith (1971). They

suggested that conflicting findings may rest: from a number of factors,

including sampling error, grouping under the same attitude change strategy

studies with different intervention characteristics, methodological

inadequacies, and instrumentation. The implication is that the reviewer is

responsible for attempting to explain divergtnt findings from a set of

primary studies.

7'
47



Anthony

(1972)

Waddle

(1974)

Sandler i Robinson

(1978)

Donaldson
(1980)

Westwood at al.

(1981)

Towner
(1964)

Home
(1985)

Johannsen
(1969)

RAJA=
(1- '2)

Alexander I Strain
(1978)

Pulton

(1976)

Segal

(1978)

Narth
(1979)

Hare
(1979)

Chwom
(19821

TaLle

Oct-cares Arranged by Author & Type

1 Citations/

0 Studxes

CONTACT KNOWLEDGE CONTACT PLUS KNOWLEDGE VICARIOUS EXPERIEN, OTHERS/NOT IDDITIFIED

I Citations 0 and - Success 0 Citations 0 and - Success I Citations 0 and - Success 0 citations 0 and - SUCC,63 0 as: -

30/27 13 4 9 No 8 No 13 13 0 Yee 0 0 0 0 0

31/29 6 3 3 No 1 7 No 15 12 3 Yes& 0 0 0 0 0

36/35 28 14 14 Yes6 6 0 6 2 0

24/23 13 4 Yes' 12 5 Yeda 0 0 0 2 1 Yea 0 0

29/27 :4 10 4 Inc. 7 3 4 Inc 0 0 0 8 6 2 Inc.

47/47 14 10 4 Inc. 6 3 3 Inc 13 7 a Irc 9 4 Inc 5

69/68 25 15 10 Inc. 11 7 4 Inc. 10 8es4 7 6 4

12/10 8 1 Inc. 3 2 1 Inc 0 0 0 0 0 0 0 0

25/24 3 2 1 X 7 4 Inc. IS 14 1 Ye] 0 0 0 0 n

E/5 0 0 0 3 3 0 3 0 0 0

7/6 3 0 3 X 0 0 1 1 o Yes 0 0

5/4 3 3 0 C 0 0 0 Yes 0 0 0 C

10/10 5 2 3 No 0 No 0 Yes 3 0

6/14 0 0 0 0 0 9 9 0

27/27 0 0 3 11 10 0

Note 'Success' 65 payed by reviewers. An A p.m, ere aucncakso otu not ssse an expiicit ratemenc scout success.

acualafled conclusion.
b Includes rooperative 'gamma and peer teachlng studies.
cFor these studies, 'Pe author did not mdxcate whether the findxngs were posxtxve or negative.

73

BEST COPY AVAILABLE

0 o



In few of the 15 reviews was there evidence of systematic analysis of

factors that might account for contradictory findings among primary studies

or consideration of such findings as an opportunity to advance knowledge

about attitude modification. In three reiews (Alexander & Strain, 1978;

Horne, 1979; Segal, 1978) only successful studies were cited, so

discrepancies could not be examined. Of the remaining nine reviews, however,

only three provided explanations for differing findings.

Towner's (1984) examination of non-significant and negative findings was

the most adequate attempt to explain discrepant findings. She discussed the

covariation of outcomes with methodological soundness and theoretical

underpinnings and concluded that unsuccessful results could not be attributed

"to any single factor" (p. 252). She suggested that poor reports of studies,

weak methodologies, and failure to ground interventions in theory inhibited

the drawing of conclusions abcut the effectiveness of particular attitude

change strategies.

Although they reviewed fewer studies than Towner (1984) and their

analyses of contradictory findings were less thorough, Anthony (1972) and

Donaldson (1980) were less cautious in their explanations of these findings.

Anthony's discussion pertained only to differences among studies

investigating contact as a change strategy, since studies cited for the

knowledge change technique and the contact plus knowledge technique were

considered either all successful or all unsuccessful. He noted that in

correlation, studies of the relationship between reported contact and

attitude toward the disabled, there was a tendency to find positive

associations; whereas in experimental-type studies in which contact was the

independent variable, the findings were frequently nonsignificant or



negative. Anthony suggested that this might have been due to the effects of

self-reports of contact. Such estimations, he argued, are highly subjective,

with the definition of "contact" usually left up to the individual subject.

He questioned the validity of contact as an independent variable in these

studies, in contrast to studies in which the amount or type of contact was

controlled by the researcher.

Donaldson (1980) did discuss discrepant findings. In regard to contact

as a change treatment, she observed that studies tended to yield successful

results when contact was "structured" to expose subjects to disabled persons

who behaved in a non-stereotypic manner. However, no explanation was given

for the positive results from some studies in which "unstructured" contact

was used.

Donaldson (1980) also addressed the inconsistencies in findings among

studies in which information was used as the change agent. Using as her frame

of reference a Lewinian model, in which discomfort reduction is posited as

the mechanism for explaining modified attitudes, she noted that all of the

successful studies attempted to "put subjects at greater ease through verbal

messages or subtly sanctioned staring" (p. 510). Reduction of discomfort,

she maintained, was not a feature of the unsuccessful studies. The

unsuccessful studies cited were Cole (1971), Forader (1970), Granofsky

(1956), Wallston, Blanton, Robinson, and Pollchinck (1972), and Wyrick

(1968). It is difficult to determine whether discomfort reduction was or was

not a feature of several of these studies. The descriptions of Cole and

Granofsky's studies in Dissertation Abstracts, which Donaldson cited, are too

brief for that purpose. The reference to Wyrick's thesis; was based on a

single sentence in Evans (1976) which stated, "Wyrick (1968) assessed the



effects of a course in rehabilitation psychology on the attitudes of

nondisabled undergraduates and found no significant change" (p. S73).

Wallston et al. (1972) was not available to us.

In addition, Donaldson (1980) attemptA to account for the differences

in findings between the two simulation studies she reviewed. She noted that

the successful intervention permitted subjects in wheelchairs to observe the

reactions of nondisabled persons to persons (themselves) who were apparently

disabled. During the unsuccessful simulation, the nondisabled persons were

obviously simulating disabilities (e.g., wearing a blindfold). Donal6son

contended that it was the difference in the subjects' opportunity to observe

the reactions of nondisabled persons to them as handicapped rather than as

role players that resulted in the discrepant findings, although the reason

for the effect was not disci-used.

Characterizing results. Whether there are discrepancies in findings or

not, the reviewer must characterize and summarize results as a basis for

drawing conclusions about the effectiveness of particular types of

interventions. Towner (1984) clearly used statistical significance. The

methods of analysis used for that purpose were not described in any of the

other reviews. It seems reasonable to infer from the contexts of the

reviews, however, that Anthony (1972), Haddle (1974), Segal (1978), and,

perhaps, Rabkin (1972) employed the box-score or voting method, in which

statistically significant and nonsignificant results are summed, to cumulate

findings.

Commercs. A number of deficiencies in the analysis of data seriously

threaten the quality of most of the reviews. Information pertaining to

relationships among sample and intervention characteristics was frequently



lost because of the general tendency to consider the findings of complex

studies in simple treatment-outcome terms. Furthermore, with several

exceptions, there was a lack of attention to internal validity, and poorly

and well-designed studies were accorded equal status in the discussion of

interventions. Poorly designed and inadequately reported assessment of

attitudes also escaped attention in most reviews. In fact, in several

reviews, no mention was made of the means used in primary studies to assess

attitudes. Few reviewers attempted to explain contradictory findings among

primary studies, and in no review was this done in a systematic manner. It

appeared that the box-score or voting approach was used to arrive at an

overall judgment of the efficacy of strategies in several of the reviews.

Integrating and Reporting the Findings

If, as Jackson (1980) suggested, the "methodology of primary research"

can be "used to conceptualize the methodology of integrated reviews" (p.

442), then the final section of a review is analogous to the "Discussion and

Conclusions" section in a report of a primary study. It is expected that

here the results of the stidy will be discussed in terms of the original

hypotheses or questions, and practical and theoretical implications drawn

from these results. Here, also, the limitations of the study are to be

identified and recommendations for further research made.

The headings fcr final sections in 11 of the 15 reviews clearly

identified them as summaries or conclusions. In fact, the term,

"conclusion", was included in the headings of final sections in Anthony

(1972), Horne (1979), Johannsen (1969), and Segal (1978), while "summary" was

used in Haddle (1974), Harth (1973), Johannsen (1969), Rabkin (1972), and

Towner (1984). The word, "implications", was used in the headings of
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concluding sections in Anthony (1972), Donaldson (1980), and Westwood et al.

(1981). One brief review (Alexander & Strain, 1978) contained no final

conclusions section; one (Pulton, 1976) did not summarize the research in the

final section, but proposed an attitude change strategy; and, Sandler &

Robinson (1981) made recommendations that were not based on their own review

of primary studies. Conclusions as to the effectiveness of change strategies

were drawn in most of the 15 reviews, even though often briefly stated. They

are summarized in Table 4.

The practical implications of the conclusions drawn by the reviewers are

open to question. Most reviewers who identified effective strategies for

modifying attitudes toward the disabled did so only in general terms.

Typical of these reviewers were Anthony (197?), Harth (1973), Horne (1979),

and Segal (1978). Anthony, for example, concluded that "attitudes of

nondisabled . . . can be influenced positively by providing . . . an

experience which includes contact with disabled persons and information about

the disability" (p. 123). In a similar vein, Harth proposed that "rather

direct, well organized procedures are required" for "bringing about

significant positive changes in attitudes" (1973, p. 161).

The exceptions were Donaldson (1980) and Sandler and Robinson (1981) who

offered specific suggestions chat would be useful, though not necessarily

sufficient, to readers seeking information on which to base attitude change

programs. The remaining two reviewers (Haddle, 1974; Towner, 1984) indicated

that the evidence was too inconclusive to support the recommendation of any

intervention as most effective for enhancing attitudes toward disabled

persons.

In the reviews in which conclusions about the effectiveness of change

strategies were not included in a concluding section, inferences were stated
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following discussions of specific interventions (Rabkin, 1972; 4estwcod et

al., 1981), included in introductions to such discussions (Johannsen, 1969;

Pulton, 1976), or sometimes embedded within the discussions of specific

interventions (Horne, 1985). Suggestions for attitude change programs based

on these findings were also stated as broad generalizations.

The practical significance of the recommendations in the reviews is

uncertain, not only because of the general manner in which the

recommendations were stated but also because the validity of the reviewers'

data collection methods can be seriously questioned. In most of the reviews,

such problems as the lack of representativeness of samples of primary

studies, the grouping of primary studies into loosely defined categories, and

the tendency to ignore complex designs threatened the usefulness of the

recommendations.

Theoreticalimlications

Attitude change theory might have been advanced had the theoretical

bases for or implications of the interventions been examined, but few

reviewers did so. In fact, research results were discussed in terms of

attitude theories in the con&.usions sections of only two reviews (Pulton,

1976; Towner, 1984).

Pulton (1976) utilized role conflict theory to explain attitude change

following simulations of marginal disabilities in one study (Clore & Jeffrey,

1972). He suggested that nondisabled subjects who role play being a disabled

person experience both inter- and intra-role conflict. :nter-role conflict

occurs because nondisabled subjects who simulate disabling conditions must

behave as if disabled while continuing to be nondisabled persons. Intra-role

conflict occurs when significant others demand "immediate explanations" for
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the apparert disability or when nondisabled persons expect cabjects to be

competent in managing their disabilities. Pulton argued that subjects who

role play marginal disabilities experience more psychological strain than

subjects who role play severe disabilities since marginally disabled persons

have more behavioral choices available to them, and hence face more

conflicts. These conflicts, he maintained, result in greater acceptance of

disabled persons. Consequently, Pulton advocated "emotioral role playing" as

a means for enhancing attitudes toward the disabled. Pulton did not discuss

the theoretical underpinnings of the studies he reviewed which employed

contact and knowledge as change strategies.

Toaner's (1984) discussion of attitude theory was thorough and

systematic. She extrapolated elements from attitude theory to use in

reviewing each of 47 studies, and she concluded that most successful

approaches were applications of the attitude change theory proposed by

Hovland, Janis, and Kelley (1953). This theory has been labeled in the

literature (Kiesler, Collins, & Miller, 1969; Insko, 1967) as "stimulus

response" or "behavioristic" theory. Because Towner found so few

methodologically sound studies among the 47 she examined, she argued that her

findings that success appeared to be related to the number of theoretical

elements employed in a study should be considered tentative.

One other reviewer (Donaldson, 1980) cited specific attitude theories to

explain the efficacy of particular interventions as change strategies.

Although Donaldson made no mention of theory in her conclusions section, she

included a section in her review entitled, "Theoretical Models ". Here,

Donaldson suggt.sted that together Lewin's theory of attitude change and the

theory described in Communication and Persuasion (Hovland et al., 1953) best



explained attitude change in six of the studies she examined. She faile6 to

explain why subjects in five studies that apparently did not fit this model

also experienced enhanced attitudes toward the disabled. And, as noted

earlier (p. [46]), it was difficult to determine that elements of these

theories were absent from the unsuccessful studies she cited.

Qualifying Conclusions

Of the 15 reviewers, only Anthony (1972), Chubon (1982), and Towner

(1984) qualified their conclusions by reference to the primary studies they

reviewed. Both Chubon (1982) and Towner (1984) cited weaknesses in the

design and instrumentation of primary studies as limiting factors in the

generalizability of their findings. Due to the general lack of

methodological soundness in the studies reviewed, Chubon referred to his

findings as "soft or preliminary" (1982, p. 29) a-d Towner characterized her

findings as "contaminated" (1984, p. 251). Anthony (1972) suggested that his

conclusions pertaining to contact and information were limited because of the

restrictive nature of the samples used in the primary research studies. He

noted that "college students who volunteered" and "trainees in the helping

professions" (p. 123) comprised most sampl,' Hjs conclusion that contact

plus information was an effective attitude change strategy could not be

generalized beyond these groups.

Research Recommendations

Recommendations for future research were included in the results of

seven of the 15 reviews. These recommendations varied from simple pleas for

"successful experiments" (Pulton, 1976, p. 87) and for researchers to

"coalesce the disparate findings [of primary studies] and to build upon the
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work of one another" (Chubon, 1982, p. 29), to multiple suggestions for

designing studies and selecting and reporting the instruments used to assess

attitudes (Towner, 1984).

The most frequently mentioned recommendation was to base research on

theory and to design research to test competing theories of attitude change

(Harth, 1973; Donaldson, 1980; Towner, 1984). Furthermore, Donaldson and

Towner suggested that future research should examine the relationship between

attitude and behavior, as well as ladress the question the long term

effects of attitude change interventions. Donaldson also proposed that

future studies should be directed toward investigating social forces that

encourage the devaluation of disabled persons.

Research designed to assess the effectiveness of a variety of media for

presenting persuasive communications was advocated by Donaldson (1980) and

Johannsen (1969). Donaldson also recommended research to explore the

differential effects of live versus media presentations of nondisabled

persons interacting with disabled persons in a nonstereotypic and positive

manner in studies of desensitization and modeling as attitude change

approaches. Additionally, she called for research to identify and analyze

the factors that contribute to positive attitudes in university courses,

integrated settings, and disability simulations.

Alexander ana Strain's (1978) recommendations for future research

reflected their interest in modifying teachers' attitudes toward disabled

students and mainstreaming. They favored studies designed to identify

factors in presery .e and inservice teacher education progoams that would

have positive affects on attitudes toward both disabled children ana their

integration into regular classes.
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Horne (1985) reiterated Donaldson (1980) and Towner's (1984) suggestion

41 that in the future, researchers should investigate the long term effects of

attitude change strategies, and she agreed with their recommendation that

research should be direct-ell toward exploring the relationship between scores

on attitude measures and behavioral changes. Additionally, Horne argued that

the relationship between subject characteristics (such as predisposition

toward disabled persons, age, and sex) and the effectiveness of particular

40 interventions should be examined, along with strategie for modifying

attitudes in specific situations (e.g., the attitudes of a particular group

toward a certain disability).

The focus of the recommendations for future research was on primary

studies. No reviewer proposed additional or alternative types of reviews.

11
Comments

Concluding sections in most reviews did not hold up well when examined

against criteria for preparing conclusions in reports of primary studies.

11
Less than half of the reviewers referred specifically to their own findings

in drawing conclusions. Most conclusions ccacerning tl.e effectiveness of

particular intervention strategies were stated in broad generalizations that

were of doubtful utility. Few reviewers acknowledged the limitations placed

on their findings by poorly designed primary studi s, and recommendations for

future research were found in only half oL the reviews. Similarly, the

reviews made little contribution to an increased understanding of attitude

change theory.

I

Discussion

Seven full and eight brief reviews of primary research on the

modification of attitudes toward disabled persons were located by a

59
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comprehensive Jeexch of the literature. These reviews were examined for

methodological soundness and for their contribution to practical knowledge

and attitude change theory using questions developed from the work of Jackson

(1978, 1980) and others, with the primary research process as a model.

Although building on prior works is a standard approach for advancing

knowledge in a field, most reviewers ignored previous, but relevant, reviews.

As a consequence, the reviewers did not draw on the findings of earlier

reviews; neither did they use inadequacies in prior reviews as a means for

improving the quality of their work. Most of the reviews were presented as

though they were unique iA the literature.

The possibility of sampling bias was present in each review. Metnods of

locating primary studies were seldom reported; moreover, the limited

reference lists of studies and the small number of primary studies that were

cited in more than one review cast serious doubt on the represt. tativeness of

the samples. Consequently, the generalizability of the findings of the

reviews was dubious.

Many of the primary studies reviewed were low in treatment and internal

validity; and, although this was mentioned in several reviews, it could not

be determined how or if such studies were weighted when decisions concerning

the effectiveness of particular interventions were reaches?. It seems

apparent, given that lack of discussion, that treatment and internal 'lity

were not explicitly considered in most reviews. Including poorly. igned

and executed studies in the revirws without examining the association between

design quality and outcomes compromised the integrity of interpretations and

conclusions.

A number of significant methodological weaknesses were found in most of

the reviews. Primary studies were placed into loosely defined intervention
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categories, with the result that important differences in sample and

intervention characteristics were frequently disregarded. Narrative reports

of programs and reviews of literature were cited as though they were primary

studies. In several reviews, primary studies were misinterpreted and

irrelevant studies were cited. Furthermore, there was a general tendency to

report the findings of complex primary studies in simple treatment-outcome

terms and, in some cases, to report only partial results. Moreover, even the

statistical significance of findings ;,as not presented in most reviews, and

none reported an effect size metric independent of sample size. And, studies

which failed either to identify the dependent variable or to provide

reliability or validity data for project leveloped instruments appeared to be

accepted uncritically. Contradictory findings were not adequately analyzed

or explained in most reviews. In view of these concerns, the findings of the

reviews should be treated with caution.

Important deficiencies were also noted in the conclusions of most

reviews. The practical value of the conclusions is questionable, as

interventions judged to be effective were most often described in broad

generalizations. Few reviewers attempted to examine the theoretical

underpinnings of change strategies and little contribution to attitude theory

was made by the reviews. Additionally, few reviewers acknowledged

limitations to the generalizability of their findings, even though sample

bias was a threat in all reviews. Specific recommendations for future

research were rare.

Implications fol the Present Study

This review of reviews has important implications for the quantitative,

integrative review reported on the following pages. Many of the problems we
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identified appear to be common to past narrative integrative reviews of the

literature (Jackson, 1980). Particularly germane to the present study are

the potential sampling bias and other methodological problems common to most

of the 15 re'views examined above.

Sampling bias was a threat to the generalizability of the findings of

each review. The small number of primary studies included in the reviews,

the slight overlap of samples of primary studies, and the failure of

reviewers to describe how samples were selected suggest the possibility that

the samples of studies for the reviews were not representative of the

population of primary works reporting investigations of interventions for

modifying attitudes toward the disabled. 'This finding indicated that a

careful sampling approach or a comprehensive literature earch should be

considered as an integral part of additional reviews and that future

reviewers should report literature search procedures thoroughly.

The ineffectiveness of the reviewers' practice of grouping interventions

under broad descriptors in a manner that failed to take into account specific

sample and intervention characteristics indicates the need for more precise

coding and reporting of design and sample characteristics. Donaldson's

(1980) recommendation that future research be directed toward identifying

specific factors in university courses, integrated settings, and disability

simulations that contribute to enhanced attitude:, toward the disabled is

consistent with this recommendation.

Suggestions for sub-categories within generic groupings of interventions

were found in several of the reviews. Towner (1984), for example, organized

and alalyzed primary studies according to general sample characteristics, and

her description of attitude change techniques had implications for coding

87
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interventions in a more accurate manner. The conclusion in several reviews

that contact was an effective change strategy only if certain conditions were
11

met (Donaldson, 1980; firth, 1973; Segal, 1978; Westwood et al., 1981), and

that the efficacy of information as a means for modifying attitudes was

related to the way in which it was presentL:. (Sandler & Robinson, 1981), also

implied subcategories for obtaining detailed descriptions of interventions.

And, Anthony's (1972) conclusion that length of treatment in an attitude

111
change study may have a bearing upon the results drew attention to the need

to include this factor in describing interventions.

The failure of most reviewers to explore relationships between quality

of research design and results in the primary studies they examined implied

that data for our review should be collected and organized so that

associations between design quality and outcomes could be examined.

Similarly, the tendency in several reviews to ignore poorly designed and

inadequately reported attitude assessments in primary studies suggested that

comparing results of studies differing in quality of instrumentation would be

an appropriate strategy in the present study. Examining quality of design

and instrumentation might provide insights into the reasons for contradictory

findings. And, the lack of attention in most reviews to the theoretical

1 underpinnings of specific change strategies indicated that study-theory

relationships should be addressed in the present study. Most importantly,

the absence of a comprehensive, systematic, integrative review of the

1 research suggested the need for such an effort to determine whether the

generally indefinite conclusions about the effectiveness of types of

interventions for modifying attitudes accurately reflect the state of

available research knowledge.1

1
(so
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CHAPTER 3

HOW THE REVIEW WAS CONDUCTED

The review of literature has taken on greater status as a full-fledged

scholarly research activity in the years since Glass (1976) first advocated

the conducting of meta-analyses. Earlier, Feldman (1971) had expressed

concern about the "half-hearted commitment" of behavioral scientists to

reviewing and integrating the research literature. He suggested that the lack
11/

of more intense attention to conducting reviews "might account in part for

the relatively unimpressive degree of cumulative knowledge in many fields"

(p. 86). In his landmark presentation, Glass (1976) pointed out that
40

scholarly values anJ attitudes which emphasized original research militated

against the commitment of effort that is necessary to extract knowledge from

the "staggering number of individual studies" now available.
41

Careful analyses of the literature, not superficial synopses, are

needed. And, in fact. Glass argued, "a good review is the intellectual

40
equivalent of original research . . . ; we need more scholarly effort

concentrated on the problem of finding thP knowledge that lies untapped in

completed research studies" (p. 4). HowevRr, as Jackson (1980) and Light and

40 Pillemer (1984, pp. 3-4) have noted, the traditional narrative revie of

research has tended to be subjective, lacking in scientifically sound

procedures, and inefficient, especially when findings are to be extracted and

40 summarized from a large number of studies, for example, 30 or more. If

reviews of literature arc! to meet scholarly criteria such as are applied tc

original research, it is crucial that a method of reviewing be used that

41 overcomes the shortcomings of the "traditional literary format"--which oftcn
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results in reviews that tell little more than the directions of findings and,

sometimes, their probability level (Rosenthal, 1934, p. 10).

Alternative Approaches to Integrating Primary Research

The most commonly used approach to integrating research has been the

narrative review, such as those critiqued in Chapter 2. Typically, such a

review is based on a small group of easily obtained research reports,

gathered from fairly prominent journals and Dissertation AbrItracts, using

criteria that are not clearly specified. The reviewer usually offers a brief

verbal synopsis of each report; sometimes the methodology is critiqued and

the credibility of any conclusions challenged. Often the reviewer concludes

that the existing research is inconclusive and calls for additional research,

using better techniques and more precise methodology.

In a variation of the narrative review approach, the reviewer begins

with a small aroup of readily available articles, but eliminates all that

have striking design or analysis flaws. The findings from the remaining

"acceptable" studies are summarized as the knowledge on the topic under

review. Unfortunately, judgments as to what constitutes good research

frequently differ from reviewer to reviewer. Also, the criteria for

selecting "methodologically superi.ir" articles are often overly restrictive,

with the result that a small and frequently unrepresentative sample of

articles is considered. Moreover, as Smith and Glass (1980) have pointed

out, even "methodologically good" studies often result in contradictory

findings, creating considerable difficulty in deciding what conclusions

should be reached.

A more systematic approach to integrating the outcomes of primary

research is what Light and Smith (1971) and others ;e.g., Hedges & Olkin,
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1980) have referred to as the "vote-count method". With this method, each

relationship between a trea,:ment and a dependent variable is tallied as

positively statistically significant, negatively statistically significant,

or not statistically significant. The size of the sample utilized in the

particular primary research study is rarely taken into account. Since with

larger sample sizes there is a greater probability of concluding that results

are statistically significant, thc, voting method discriminates systematically

against studies with small samples. In addition, use of the voting method

implies incorrectly that statistical significance indicates the degree of

importance of relationships. Consequently, erroneous or misleading

conclusions may be drawn. As Glass (1977, p. 358) pointed out, if nine

small-sample studies of a method of modifying attitudes yielded not-quite-

significant results in one direction, while e tenth large sample study

yielded statistically significant results in the same direction, the vote

would be one for and nine against--a conclusion quite at odds with what seems

sensible.

In considering how to improve on the voting method, Light and Smith

(1971) concluded that ". . . progress will only come when we are able to

pool, in a systematic manner, the original data from the studies" (p. 243).

Unfortunately, users of this procedure muet disregard any studies for which

research data are not obtainable, and original data from studies are rarely

easy to obtain. For example, Glass (1977) reported that Wolins (1962) wrote

to 37 authors asking for the data from studies they had pu5lished in the

preceding two years: Five did not reply, 21 reported that their data were

irretrievable. refused to share the results, and four sent their data too

late to be useful. Our efforts to obtain only the information necessary to

;L
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compute effect sizes (reported later in this chapter) verified the likely

difficulties in obtaining data for secondary analyses.

The approach to integrating the results of prior research to be used in

this project was first proposed by Glass (1976) as "meta- analysis ". Properly

implemented, the meta-analysis approach meets all of the criteria for high

quality integrative reviews proposed by Jackson (1980) and referred to in

Chapter 2. Briefly, in conducting a meta-analysis, the reviewer: (1)

locates either all studies or a representative sample of all studies on the

defined topic; (2) converts the findings of each study, regardless of study

quality, to a common metric--that is, computes an effect size for each

relevant finding; (3) codes the various characteristics of each study that

might have affected the results (such as type of treatment, methodological

quality, sample attributes, and type of dependent measure); (4) uses

statistics to summarize study outcomes (effect sizes) and to examine the

covariations of outcomes and study characteristics; and, (5) draws

conclusions based on tne results of those analyses.

Clearly, meta-analysis is not a technique, but an approach to reviewing

the literature--one might say, a point of view about reviews--which

emphasizes the gathering pid analysis of comprehensive, systematic,

quantitative data from primary research reports. In his critique of previous

efforts to integrate the findings of social science research, Jackson (1980)

concluded that "the meta-analytic approach is an important contribution to

social science methodology. It is not a panacea, but it will often prove to

be quite valuable when , plied and interpreted with care" (p. 455). And Gage

(1982), in discussing the past and future of educational research, referred

to meta-analysis as one of the more important methodological advances in

recent years.
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Some educational and psychological researchers, have raised questions

about the use of the meta-analysis approach (e.g., Eysenck, 197E; Gallo,

1978, Mansfield & Bussey, 1977; Shaver, 1979a, b; Simpson, 1980; Slavin,

'984). Some have questioned the result-, of specific meta-analyses; others

have raised concerns about the meta-analysis approach per se. Most of these

criticisms and cautions have been responded to in the literature (e.g.,

Glass, 1978, 1980; Glass & Smith, 1978; Car_trg et al., 1984), and will not

be discussed here.

A major dilemma is how to capitalize on the advantages of the meta-

analytic approach with large numbers of primary research reports so as to

avoid the pitfalls of traditional narrative reviews, but without becoming

"over-quantified" and losing touch with the subtle variations in individual

studies (Light & Pillemer, 1984, Slavin, 1986, Wolf, 1986). As Jackson

(1978) has pointed out, "there are usually trade-offs between the quantity of

data and the quality of the data or analyses" (p. 16). How to consider

individual studies or discuss critical issues in reference to specific

studies, as has often been done in traditional narrative reviews, poses

serious dilemmas for quantitative reviewers faced with large numbers of

findings to integrate. Slavin (198b) has proposed, for example, that the

reporting of individual studies should be as specific and detailed as

passible, as one type of effort to preserve a positive aspect of narrative

reviews.

The most important point that the concerns and questions about the meta-

analytic approach have demonstrated is that meta-analysis, like specific

research procedures such as random assignment, is not a fail-safe approach.

If applied carelessly, many problems will occur. However, as Rosenthal

(1984) noted:



The alternative to the systematic, explicit, quantitative procedures [of
meta-analysis] is even less perfect, even more likely to be applied
inappropriately, and even more likely to lead us to error. There is
nothing in the set of meta-analytic procedures that makes us less able
to engage in creative thought. All the thoughtful and intuitive
procedures of the traditional review of the literature can also be
employed in a meta-analytic review. However, meta-analytic reviews go
beyond the traditional reviews in the degree to which they are more
systematic, more explicit, more exhaustive, and more quantitative.
Because of these features, met-'- analytic reviews are more likely to lead
to summary statements of greater thoroughness, greater precision, and
greater intersubjectivity or objectivity. (p. 17)

It is important to note that the term "meta-analysis", first proposed by

Glass (1976) to refer to "the statistical analysis of a large collection of

analysis results from individual studies for the purpose of integrating the

find..ngs" (p. 3), is not a unitary concept, nor is it without ambiguity in

use. Other researchers (e.g., Hedges & Olkin, 1985; Hunter, Schmidt, &

Jackson, 1982; Rosenthal, 1984) were involved in the parallel development of

quantitative review methods that are forms of meta-analysis as defined

immediately above, but that do not necessarily fit exactly the meta-analytic

steps defined earlier (p. 66). Bangert-Drowns (1986) has presented an

excellent discussion of five forms of meta-analysis, including Glass's

approach, other approaches developed parallel in time, and elaborations of

Glass's approach.

One variation of Glass's approach utilizes the study rather than the

study finding ac the unit of analysis. Explorirg variabl_s that covary with

outcomes is still central concern, but poor quality studies or studies in

which the treatments do not meet clearly defined criteria may be excluded

from the sample. Bangert-Downs (1986) refers co this approach a- "study

effect meta-analysis" (p. 393), as contrasted with "Glassian meta-analysis"

(p. 391).
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In another approach, the "combined probability method" (Bangert-Drowns,

1986, p. 394), the analyst also uses the study a:, the unit of analysis. The

focus, however, is on producing an average effect size and a combined

probability statement for all of the studies reviewed; less attention is paid

to exploring outcome variation.

A stronger inferential statistics orientation is represented by the

"approximate data pooling with tests of homogeneity" approach. Here, the

intent is "to approximate the pooling of the subjects from all of the studies
41

into one large comparison" (Bangert-Drowns, 1986, p. 394). As part of that

process, tests for the homogeneity of effect sizes and adjustments of effect

sizes are employed.

Finally, a variation of the last approach, also aimed at determining a

general estimate of treatment effect, was labeled by Bangert-Drowns (1986) as

0 "approximate data pooling with sampling error correction" (p. 395). With

this study-effect-size method, the variance in effect sizes due to sampling

error variability is estimated and subtracted from the total variation to

determine if the remaining variance is large enough to justify the

investigation of moderator variables.

A sixth variation of meta-analysis, not mentioned by Bangert-Drowns, is

40 Slavin's (1986) "best evidence synthesis", a combination of elements of

Glassian meta-analysis and traditional narrative reviews. With this

approach--which is, like Glass's, aimed at making statements about treatment

41 effects, not at estimating a pooled sample result--the analysis of study

effect sizes from the available reports that are highest in internal and

external validity is to be coupled with tables that descrioe study

40 characteristics.
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As Bangert-Drowns (1986) has noted, the choice of a quantitative

approach for conducting an integrative review should be Lased on the purpose

for the review. Is the intent to try to determine what the available

research has to say about the effectiveness of a treatment or treatments, or

is it to approximate a pooled sample in order to arrive at a "generalizable

estimate of a treatment effect"? Our purpose was clearly the former. For

that reason, we have adopted an approach--which we prefer to call

quantitative-integrative, rather than meta-analyticwhich draws primarily on

Glass's (19i6, 1977) conception of meta-analysis and recognizes Slavin's

(1986) advice to provide the reader with information on primary studies to

the extent possible within the constraints of reviewing large bodies of

research.

Procedures for this Review

As others (e.g., Jackson, 1978, p. 7; Cooper, 1982) have noted, the

tasks involved in doing an integrative review of literature are basically the

same as for primary research. To lay the basis for the study, a topic must

be selected, a problem specified (as has been done in Chaptr 1), and a

critical review of prior related work completed (Chapter 2). Then, the study

must be conducted: subjects (in a review, research reports) identified and

selected, instrumentation selected or developed, data gathered and analyzed,

and results and int ,Tretations reported.

Interestingly, .ae one missing element in planning a review, as compared

to primary research, is the design of the study to control for various

threats to internal validity. Reviews of literature are by definition, post

hoc efforts to draw conclusions from data already gathered under research

conditions beyond the control of the investigator (reviewer). Some (e,q.f

t3
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Shaver, 1979a, b) have argued that post hoc analyses (integrative reviews) of

sets of primary studies that often were carried out withcut planning based on

the careful analysis of prior primary research are not likely to be any more

productive than the post hoc analyses of primary data about which researchers

have been skeptical because of the difficulty, if not impossibility, of

cc. :Ironing for extraneous factors. Whether that skepticism is valid for

quantitative integrative reviews is still open to question.

In any event, the description of procedures for this comprehensive

integrative review of the research on modifying attitudes toward disabled

persons follows the traditional format, sans Design section. With the

problem statement and review of literature presented in earlier chapters, the

rest of this chapter addresses the identification and selection of studies,

instrumentation, data collection, and analysis.

Accessible Population

The purpose of this study was to conduct a comprehensive integrative

review of the literature. That is, the target population was all English-

language reports of research identifiable through an extensive search

strategy conducted in this country and Canada. The intent was to obtain all

such reports, to the extent possible. There was, tuerefore, no sampling

procedure; and, as will be reported later, only a few o the identified

reports could not be obtained, although some that were relevant had to be

discarded because adequate information was not reported.

Because of the inclusiveness of study identification, although certainly

not perfect, we consider the set of primary research reports we reviewed to

be an accessible population, not a sample. As Jackson (1980, p. 453) has

pointed out, the decision ds to whether a set of studies is to be considered
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a population or a sample is a serious one, with implications for whether

inferential statistics should be used to analyze the data gathered from the

reports (discussed in the Analysis section of this chapter). The matter is

complicated by the tendency of reviewers to want to draw conclusions about

populations of phenomena (e.g., attitude change treatments) not about a

population of research reports. That distinction is a fine line to draw and

walk, but we shall try to do so and be circumspect in this report.

It should also be recognized, as noted above, that including all

obtainable research reports in the review is not a universally accepted

strategy (Bangert-Drowns, 1986). Some critics of Glass's ta-analytic

approach (e.g., Eysenck, 1978) have argued that only methodologically

superior studies should be included in integrative reviews, on the ground

that poorly designed studies cannot yield valid and, therefore, uce:tul

information. The counter-argument is that such a restriction may frequently

eliminate studies from which important informaticn can be gained. As Glass

(1977) has noted, researchers do not typically set out to perform studies

that are deficient; ard, once a less than perfect study has been done, its

findings should not be disregarded totally. He argued:

Many weak studies can add up to a strong conclusion. Suppose that in a

group of one hundred studies, studies 1 to 10 are weak in representative
sampling but strong in other respects, studies 11 to 20 are weak in
measurement but otherwise strong, studies 21 to 30 are weak in internal
validity only, studies 31 to 40 are weak only in data analysis, etc.
But imagine also that all 100 studies are somewhat similar in that they
show a superiority of the experimental over the control group. The
critic who maintains that the total collection of studies does not
support strongly that conclusiJn of treatment efficacy is forced cc
invoke an explanation of multiple causality (i.e.,. the observed
difference can be caused either by this particular measurement flaw
that particular design flaw or this particular analysis flaw or . .

The number of multiple causes which must be invoked to counter the
explanation of treatment efficacy can be embarrassingly large for even a
few dozen studies. Indeed, the multiple defects explanation will soon
grow into a cunspiracy theory or else collapse under its own weight.
Respect for parsimony and good sense demands an acceptance of a notion
that imperfect studies ^ A comerge on a true conclusion. (p. 356).
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Of course, it is possible that methodologically weak studies will yield

biased or misleading results. For example, in a meta-analysis of research on

the treatment of hyperactivity (White, Myette, Baer, & Taylor, 1982), an

empirical approach was taken to determiLing whether including "weak" studies

biased the results. Each study was classified according to well-defined

criteria for methodological quality (e.g., type of control group, reliability

or fakability of outcome measures, "blinding" of judges, duration of

intervention), and associations between design strength and outcomes were

analyzed. "Weaker" studies did yield different results than "stronger"

studies. That is, when all of the studies in the set were considered, drugs

appeared to be more effective in reducing the symptoms of hyperactivity than

when the analysis was limited to those studies in which control groups were

used, which met minimum standards of interral validity, and in which

objective measures were used to select hyperrrive children cor the study and

to measure outcomes. Consequently, more credence was placed in the results

of the "stronger" studies. However, had the results been similar regardless

of study quality, including all of the studies would have allowed the more

complete examination of data to answer other important questions (e.g., the

influence of age of child or duration of treatment).

In summary, for the review reported here, a comprehensive approach was

taken to identifying and securing research reports. As will be reported, the

covariation of results with methodological adequacy was exa:Aned and

conclusions drawn accordingly. Use of this approach does not condone future

primary research studies with weak designs, poor measurement techniques, or

inappropriate analyses. In fact, the results reported in later chapters

provide strong evidence for the importance of careful study design.
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Definition of scope. Having stated that the target population is all

English-language reports of research to modify attitudes toward disabled

persons that are identifiable through the usual search mechanisms available

in this country, it was still necessary to provide more specific guidelines

by which those searching for reports could discern relevance so that

decisions as to what reports to include would be made consistently. A

statement consistent with Chapter 1 was written for the guidance of project

staff (see STATEMENT OF GENERAL PURPOSE AND POPULATIONS in Appendix A). When

a person was not certain whether to include or exclude a report, the opinion

of another staff member was obtained In cases where the project director

was not one of the first two conferees and doubt remained, the report was

brought to him for discussion and resolution of the dilemma.

In initially identifying reports, the titles of reports, and any

descriptions of the studies when the titles were obtained from the reference

lists of other reports or reviews, were examined for words that indicated

that the intent of the research was to investigate methods for modifying

attitudes toward disabled persons, In screening actual reports for

inclusion, only those reports in which it was clear that the intent was to

investigate (1) the mr-aification of attitudes (2) toward persons with

disabilities or handicaps (whether specific disabilities or in general) were

included.

Journal articles, master's theses, doctoral dissertations, and other

unpublished papers identifiable through conventional computer and hand search

techniques and through the bibliographies of other reports were ?ligible for

inclusion. Because the emphasis was on reports in English that were

accessible in this country, most of the identified studies had been conducted

100
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in North America, particularly in the USA; but research from other countries

40 was nct exclndeA.*

Of specific interest, then, were empirical investigations of the effects

of interventions, or treatments, on the attitudes of nondisabled persons

toward persons with disabilities. Correlational research was excluded. For

example, contact with disabled persons is one common type of intervention.

However, if a researcher went into a school district, obtained information

from students about the amount of their prior contact with disabled persons,

and then compared mean attitude scores for reported contact-hour groups or

correlated amount of reported contact with scores on an attitude toward

disabled persons measure, that study did not qualify. In addition to studies

with experimental and quasi-experimental designs, single-group studies that

involved a planned intervention and the collection of pretest and posttest

0
data were included, as well as static group c.esigns used to investigate

program effects. Mainstreaming studies were included if ti.e effects on

attitudes toward disabled persons had beer. investigated.

Research reports with any age or occupational samples were of interest,

as long as the research was directed toward changing attitudes toward

persons with disabilities or handicaps.

"Disabled or handicapped persons" was defined in terms of conventional

special education categories, as reflected in Public Law 94-142, to include:

mentally retarded, hard of hearing, deaf, speech impaired, visually

handicapped, seriously emotionally disturbed (or, mentally ill),

*Of 705 effect sizes from our populati n of studies, 653, or 93 percent, were
based on U.S.A. samples of subjects. Of the remaining 52 effect sizes, 15

11 (2%) came from Canadian samples, 8 (1%) for Australian or New Zealand
samples, and 29 (4%) from 5 other countries (Ghana, Israel, Jamaica,
Thailand, and Turkey).

p
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orthopedically impaired, deaf-blind, multi-handicapped, and learning

disabled, as well as general categories such as "the disabled", "the

handicapped", or "physically disabled". Studies of subjects from populations

such as "disadvantaged students", "disruptive students", or "slow learners"

were not included.

Attitudes toward disabled or handicapped persons was the dependent

variable of interest in identifying and selecting primary reports. It was

recognized that, consistent with common definitions (e.g., Triandas,

Adamopo' .ilas, & Brinberg, 1984), researchers might consider attitudes (which

we defined, to provide context, as "interrelated beliefs about and feelings

toward an object which predispose the person to act in certain ways") as

having cognitive, affective, and/or behavioral components. It was also

recognized that "attitudes" might be assessed in a variety of ways, including

paper-and-pencil tests with items that are cognitive-affective mixtures, OP

assessments of changes in voluntary interactions with disabled persons, or

reactions on projective-type tests. Measures which assessed only knowledge

about the disabled did not qualify for selection, unless clearly considered

by the research report author(s) to be attitude assessments; nor did measures

which assessed attitudes toward mainstreaming qualify. General measures of

attitudes toward children or other people were not included, unless

specifically aimed at disabled persons or a particular type of disability,

through instructions to the Ss or because of the context of the studye.g.,

an attempt to change parents' attitudes toward their disabled children.

Measures such as sociometric scales, friendship choices, or observations

of interactions were considered relevant only if clearly considered by the

researcher(s) to be assessments of attitudes. Even if considered in the
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report to be attitude assessments, observational or other data were not

included if the behaviors or responses of nondisdbled Ss toward disabled

persons, or the direction of behavioral or response change, could not be

identified.

The intent in conducting a meta-analysis type of study is to obtain

effect sizes to be analyzed. Typically, studies from which effect sizes

cannot be obtained are discarded. In a major departure from that practice,

we also selected studies if it could be determined that a result was

statistically significant and the study otherwise met the guidelines. This

methodological decision was consistent with a later recommendation by Slavin

(1986). Our purpose in including such studies in our population was to

investigate whether the statistical significance and direction of findings

differed between studies for which effect size information was available and

those for which it was not.

The search. An effort was made Co identify and obtain every report of

research in the target population, as defined above. In the quest for

research reports, the search of the literature began with a computer search

that included ERIC, CEC Abstracts, Dissertation Abstracts, International

Index Medicus, Psychological Abstracts, and Social Science Research, using

the descriptor "attitude change" with the broad descriptor, "disabilities",

as well as with descriptors specific to types of disabilities such as "mental

retardation" and "deaf". The computer search was updated twice during the

duration of the project. Hand searches of Psychological Abstracts, Education

Index, and Dissertation Abstracts International were also done. Also: the

references in Attitudes and Disability: An Annotated Bibliography, 1975-1981

(Regional Rehabilitation Research Institute on Attitudinal, Legal, and

3
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Leisure Barriers, George Washington University) were checked. In addition,

the reference lists in all of the reviews cited in Chapter 2 were searched,

as was the reference list in each primary research report we obtained,

whether or not it was decided to include the report in our review.

Data were not kept on the yield of our various sources, but it was clear

that the computer search yielded the smallest number of reports and the

reference lists of primary research reports the largest number. This search

outcome is consistent with the experience of the staff of Utah Ftate

University's Early Intervention Research Institute, who have conducted major

metaanalyses of early intervention research. From 10 to 30% of the

available primary research reports are likely to be identified via computer

searches, with the majority coming from the reference lists of other reviews

and primary research reports. The shortcomings of our computerized searches,

as helpful as they were, also reflected our prior experience with searches

that did not yield relevant reports that we knew were in the data base

because, for example, one of us had authored them. And, it is consistent

with the lament by Bracey in his Research column in the January, 1986 Kappan

that a colleague who did an ERIC search of research on reading comprehension

"could find only 46% of the articles he knew to exist" (italics in the

original, p. 395). Clearly, a search strategy in which computerized indexes

are the only source, or even one in which only computerized and print indexes

are used, is not likely to meet the ideal of findinci all available studies in

the defik,ed area of interest. This caveat is particularly noteworthy in a

time when some reviewers assumc that a computer search is adequate to the

task.

Copies of some 667 primary research reports that were judged potentially

relevant based on title and abstract or reference in a review or primary

1.04 80
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research report were obtained through a variety of sources. The journal and

40 the ERIC microfiche collections in the Utah State University, University of

British Columbia, Simon Fraser, and Western Washington University libraries

were utilized. In addition, the Interlibrary Loan Department of the Utah

41 State University library sent out 218 requests for reports for us, of which

187 (86%) were received. Included were 77 dissertations, many of which had

been identified in Dissertation Abstracts International. (No dissertation

0 abstracts were included in the review because of the limited amount of

information they contain.) In addition, hard copies of 154 dissertations not

available through Interlibrary Loan or from the authors were purchased from

University Microfilms, Inc. (That represented a considerable expense at $25

plus $2.25 shipping per dissertation; UMI personnel were very cooperative.)

Each of the 667 primary research reports Obtained was screened and 273

were judged to be relevant to the review topic. Bullock and Svyantek (1985)

have underscored the importance of providing a listing of the studies which

constituted the data set for a quantitative review. It is equally important

to report those studies explicitly excluded from the analysis so that readers

can comprehend the scope of the data set and judge its adequacy as a

population or sample of studies. The 363 reports that were discarded as

irrelevant for our analysis are listed with brief identifying information in

Appendix D, as are the 31 discarded for lack of information.

Some comments on specific discards may help to make clear how the

criteria for inclusion were applied. Two of the discarded reports dealt with

attitude change, but not within the context of our review--which was a

I

concern with how to make attitudes toward di3abled persons more positive in

order to enhance equality of educational, social, and economic opportunity.
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In his master's thesis, English (1966) attempted to make more negative the

attitudes toward blind persons of 57 undergraduate students (as compared to

the attitudes of 59 control Ss) it two introductory sociology classes. The

Ss listened to 3 ten-minute tape recordings represented to be: (1) comments

by a sighted student, disgusted at being exploited by her blind roommate; (2)

a homosexual person who justified homosexuality based on his blindness; and,

(3) a blind person who expressed feelings of self-pity and resentment of

sighted people. Attitude change in a negative direction was predicted for

the experimental group. Analysis of pre-posttest data from the Attitude

Toward Blindness Scale indicated a lack of statistical significance, although

our computation of a d (based on pre-posttest mean gains and using as the

standard deviation the pretest standard deviation for the experimental group

pooled with the pretest and posttest standard deviations for the control

group) yielded an effect size of -.19.

England's intent to produce more negative attitudes not only ran counter

to our concerns about modifying attitudes, but raised a serious and obvious

ethical question, which was not addressed in the thesis. We continue to be

perplexed at the justification for the research, given no stated practical or

theoretical reason to attempt to make college students' attitudes toward a

group of persons with a disability more negative. England's methodology and

silence on the ethical issue are, for example, in stark contrast to the

decision by Oberle (1975) not to include a "negative contact condition", even

though it might have added to the understanding of attitudes toward disabled

job applicants, because to do so would be "incompatible [sic] with the ethics

of experimentation with human subjects and the overall philosophy of

rehabilitation" (p. 108). 411
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Another discarded article resembled the English (1966) thesis, in that

attitudes toward a Down syndrome child were expected to become more negative

as a result of group discussion of feelincs about the target child

(Siperstein, Bak, & Gottlieb, 1977). However, this study was justified on

the grounds of better understanding what might happen as more handicapped

children are integrated in regular classrooms. Also, ratner than an effort

to change attitudes in a negative direction through use of materials

presenting negative stereotypes of persons with a disability, the Siperstein

et al. study was an investigation of the effects of discussion of a situation

in which a Down syndrome child appeared as academicary incompetent. In any

event, the intent of the study was not to investigate whether an intervention

would improve attitudes toward disabled persons, and it -Jas discarded.

A further illustration of the types of decisions made in discarding

studies involves an often cited study by Gottlieb (1972) which was not

included in our review. In that research, children chose whether to play a

ring-toss game with a mentally retarded child under two conditions--

expectation of success or lack of success (a ring toss from 3 or 12 feet) and

level of reinforcement (5 cents or 50 cents for winning). Volunteering was

confounled with the expectation and reinforcement variables; and, the study,

justifiably, got at variables related to attitude change with voluntary

contact rather than at the effects on attitudes of manipulating contact and

of manipulated contact plus reinforcement (which was not wanipulated vis-a-

vis contact, but was a function of ring-toss performance).

As is typical in using the meta- analysis approach, a central interest

'.as in obtaining effect sizes to use in quantitative analyses of the

literature. The procedures for computing effect sizes wit] be described in

It;
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the next section. It is, however, pertinent to a discussion of the nurr:Jer of

articles obtained in the search to note that we wrote to authors for

information when the description in their report was inadequate for effect

size computations.

Addresses were sought in the 1986 National Faculty Directory, the

American Psychological Association's 1984 Membership Register, and the

American Educational Research Association's 1985-86 Biographical Membership

Directory. If an author's address was not available in any of those sources,

a letter was sent to the address on the article or, in a few cases, to the

major professor for a dissertation. Multiple letters were sent for a report

when there were multiple authors or when a follow-up seemed in order, e.g.,

to request additional information.

One hundred and forty-six letters were sent to authors to request

information for 117 reports. The results are presented in Table 5. In the

case of 53 studies (45%), nothing was heard. (For 74, or 51%, of the 146

letters sent, there were no responses.) For 13 reports (16 letters), the

letters were returned by the Post Office as undeliverable or someone wrote to

say some such thing as that the author was dead or had moved leaving no

forwarding address; for three reports, we were informed that the person to

whom we wrote was not the author. For 23 reports (20%), authors wrote to

tell us the information we had requested way not available--a courtesy we

very much appreciated, and which was acknowledged (as were all letters

received) with a short thank-you letter. For 14 reports, information was

sent that was different from that requested and did not permit effect size

computations. And, for 14 reports, we received information that allowed the

desired effect size computations.

Our 12% fruitful response rate for studies (10% of letters) is close to

what has been reported by others--for example, Wolins (1962), as reported by
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Table 5

Responses to Information Requests

Type of Report

Type of Response Dissertations Articles
Project

Reports Papers Total

None 25/30 24/38 3/4 1/2 53(45%)/74(51%)

Author unavailable
Letter returned by P.O. 2/2 5/8 7(6%)/10(7%)

Author dead, moved 3/3 3(3%)/3(2%)

Wrong person 2/1 /1 1/1 3(3%)/3(2%)

Info. not available 1/1 22/1? /1 23(20%)/25(17)

Info. provided
Incorrect 2/2 9/11 3/3 14(12%)/16(11%)

Correct 2/2 9/9 1/1 2/3 14(12%)/15(10%)

Total 34/38 72/93 7/9 4/6 117/146

Note: In each cell, number (or percent) of reports for which informaticn was requested to the left
of the slash; the number (or perc nt) of letters sent to obtain information is to the right of
the slash.
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Glass (1977), received useful data from 5 of 37, or 13.5%, of the authors

queried; Hyde (1982), as reported by Orwin and Cordray (1985), got

information from 2 of 18 authors, or 11%. Yet, it was disappointing to find

again how rarely data could be obtained from authors. It was particularly

disappointing to receive no response at all to 51 percent of our information

request letters. Despite the return of nine percent of the letters by the

Post Office or someone at the receiving institution, it is likely that some

of the 74 letters for which we hac no response went astray. There apparently

were, however, a fairly sizable number of authors who simply chose not to

respond, not a very collegial reaction.

Although the information requested was obtained for only 14 of 117

reports, all of the remaining 103 reports weLe not discarded. In some cases,

information was available to compute one or more effect sizes other than that

for which additional information was requested. Also, as noted above,

contrary to what is the case in most meta-analytic reviews, it was decided

that valuable information would be gained by collr -ting data from reports for

which effect sizes could not be computed but for which it could be determined

whether results were statistically significant at the .05 level. As a

result, only 31 reports were discarded for lack of information. They are

listed in Appendix D.

The remaining 273 reports were the accessible population for the

integrative review. They are listed in Appendix E, and a brief description

of each study is presented in Appendix F.

Instrumentation and Data Collection

The basic meta-analytic approach involves quantifying the outcomes of

primary research studies using a common metric and coding 'various study
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characteristics so that it can be determined whether outcomes covary with the

treatment variable and with arty other study characteristics. The

clasaificai:ion system used to code primary studies is, therefore, fundamental

to data collection and data analysis. It must be comprehensive enough to

"capture" the factors which are contributing to variance among studies, but

not be so complex as to make coding overly burdensome. There are at least

three other major considerations in developing a coding instrument: (1) That

the data be collected in a usable format; (2) that the coding instrument

adequately reflect the substantive area under review; and, (3) that

appropriate nontreatment study characteristics be coded.

The first consideration may seem mundane, but it is practically very

important, especially if the meta-analysis is of sufficient scope that a

mainframe computer will be used for analysis. In regard to format, a coding

instrument developed at Utah State University's Early Intervention Research

Institute for a meta-analysis of early intervention research with at-risk

children Nhite & Casto, 1985) was of great value, as was consultation with

the principle investigators. The second major consideration, that the coding

instrument reflect adequately the substantive area under review (in this

case, efforts to modify attitudes toward disabled persons), raised the

concern that we would be able to code corre,:tly the attitude-change

interventions reported in the literature. Our prior review of research,

reported in Chapter 2, helped to ensure that, as did the prior reading of a

number of the primary research reports and tryouts of the instrument on

research reports as it was developed. The third major consideration, that

the coding instrument contain appropriate categories for identifying study

characteristics that might be expected to covary with and perhaps confound



treatment effects, was addressed based on the literature on research design

(e.g., Campbell & Stanley, 1963; Cook & Campbell, 1979) and meta-analysis.

The result of our instrument development was a 20 -page coding instrument

with some 162 categories (see Appendix B), including a 2-page "prior contact"

supplement with 14 categories and a 2-page "contact" supplement with 18

categories. Development of the main instrument took place over a 3-month

period; revisions continued until the scoring of new reports could be

accomplished reliably, with no distortior of studies to fit the categories,

and no important information being left out.

Modifications. Even with the care in development and tryout, it proved

to be impossible to anticipate all important coding alternatives and some

changes were made after scoring was in progress. For example, we became

sensitive to the fact, not commented on in other reports of meta-analyses we

had read, that a positive effect size might actually reflect a negative

treatment effect. That is, a treatment group could have a decline in scores,

indicating more negative attitudes, from pretest to posttest, but because the

control group's scores dropped even more, the effect size would be positive.

That offended our sense of what the researchers were attempting to do and of

what we wanted a positive effect size to indicate in our review.

Consequent'y, we added a category to identify studies with positive effect

sizes, but with no or negative mean attitude changes for a treatment group.

Another example of "in process" revisions had to do with "prior

contact". After coding a number of studies, it seemed evident that we were

not collecting adequate data on that important potential moderating variable.

Consequently, the Prior Contact Coding Sheet was developed. By the same

token, a Contact Coding Sheet was developed to obtain more information than

r3
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we originally anticipated to bp n ecessary on the extent to which contact

treatments reflected variables consid ered theoretically important (see, e.g.,

Yuker et al., 1970; Yuker, 1986; Makas, 1986).

In each instance of a coding change, all studies already coded were

checked against the revised category, and new scores entered as necessary.

This was done for the Prior Contact and Contact Coding Sheets after all of

the reports had been coded with the main coding

Coding conventions. The coding instrument,

instrument.

including the Prior Contact

and Contact Coding Sheets, contains ten sets of categories. As is typical in

meta-analyses, an extensive set of conventions for

developed. These are presented in Appendix C.

The coding conventions begin with general instruct

coding studies was also

ions for the coders.

Included in these directions are such items as how to use the various

supplementary sheets (for identifying effect sizes, indica ing that further

information on a study should be requested, and making comme

or on the use of conventions that might later help in inte

results), what to do with blank spaces, how to complete the chec

nts on the study

rpreting the

klist at the

beginning of the coding instrument, how to handle multiple rep

single study, and how to round decimals in computing effect sizes.

Instructions for coding individual categories were also provided.

conventions pages are numbered for the convenience of the coder to ind

orts of a

The

icate

the set of categories being discussed, as well as the page number on t he

coding instrument where the category being discussed is located. Fo

example, "A-2/CI 1-2" indicates that the page is the second page of the

coding conventions for Section A of the coding instrument (A-2) and that the

categories being discussed are on pages 1 and 2 of the coding instrument (CI

1-2).
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In addition to the conventions for coding categories, there is a section

on computing effect sizes and a section of addenda added to the conventions

for clarification as the coding progressed and items of concern were raised

that could not be handled easily with revisions in the coding conventions.

All told there are approximately 90 pages of conventions, plus 10 pages of

effect size computation information and 5 pages of addenda. A discussion of

the sets of coding categories follows.

A. General Information.

As the title of this section of the coding instrument suggests, it

contains categories to gather miscellaneous but important information about

the studies. Categories A.4. and A.5. call for the recording of information

about the year in which the report was made available and the type of report.

These have been common pieces of information gathered in metaanalyses

because of interest in any trends in research over time and in whether

findings are relatei to how the author chooses, or is allowed, to make public

his or her results.

The number of effect sizes for each primary report (Category A.6.a.) was

recorded to provide ready information during data analysis. By the same

token, each effect size was assigned an identification number for convenience

of analysis.

As Jackson (1980) and Green and Hall (1984) have noted, those doing

meta- analyses have tended to focus on the main effects of studies. These are

what we have defined as primary effect sizes (Level 1 io Category A.6.c.).

Although main effects were to be the primary focus of analysis, it was

decided that in gathering data for this integrative review, we would also

code information to allow the possibility of analyzing the data for
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interactions. Secondary effect sizes are those, then, that involve

interaction effects or comparisons of treatment condition within levels of a

classification independent variable (in this case, the classification

variables of gender, testing, age, personality, and prior contact with

disabled persons were selected because of their assumed importance in the

literature). Category A.6.d. "Type of comparison" was included to separate

out the basic types of primary comparisons (codes 1-4) and secondary

comparisons (codes 5-15).

The next three categories, dealing with populations and whether the

study was a replication, were included because of a general interest in the

extent to which authots of research reports define their target and

accessible populations and to which replication is a part of educational

and psychological research (Shaver & Norton, 1980a, b).

B. Description of Sample(s).

A number of the characteristics of the subjects (Ss) in the samples used

for primary research were deemed to be of potential importance in attempting

co integrate and interpret the research literature. These included: sample

size; how the sample was selected (Category B.2., based on the categories

that Shaver and Norton [1980a, b] used in their reviews of the research

literature); the percentage of males in the sample (because some researchers

have found females to have more positive attitudes toward disabled persons

and to be more amenable to attitude change interventions); the context within

which the intervention or treatment occurred (e.g., was it an educational or

a work context); in the case of an educational context, the educational level

(age) of the students and, for university students, major (some of the majors

[Category B.6.]. that may seem surprising--such as philosophy--came from a
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perusal of the research studies in the pool to be coded); the occupation of

non-student subjects; and, the Ss' prior experience with disabled persons.

An additional sample attribute of interest was the country from which the

subjects came (Category B.9.).

a

C. Treatment/Intervention.

Describing the attitude modification interventions that had been

investigated was a primary concern. One important attribute of those

interventions was whether they had been grounded in theory. As noted in

Chapter 2, prior reviews (especially Towner, 1985) have lamented the lack of

theoretical bases for attitude modification efforts. In order to determine

the role of attitude change theory in the studies in our integrative review,

the coding instrument included categories for identifying whether an explicit

basis for the treatment could be identified and, if so, whether it was based

on theory, on prior research, or on practical experience (C.1.).

Categories wer'2 also included in which to indic:ate the theory that

explicitly or implicitly underlie the intervention (C.2.a.). Five attitude

change theoretical positions were identified, based on the summations and

discussions of theory by Insko (1967), Kresler, Collins, and Miller (1969),

Thompson (1975), Triandis (1971), Wagner and Sherwood ;1969), and Zimbardo,

Ebbesen, and Maslach (1977). (Also see Watts, 1984.) The five categories of

theory are: (1) Stimulus-response and behavioristic; (2) conditioning; (3)

consistency-equilibrium; (4) social judgment; and, (5) functional. A

category was also included for scoring a theory base that was a combination

of these positions. Conventions for coding theoretical bases are included in

Appendix C.

1 ;
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The use made of theory was also scored. The uses to be coded were:

none (mentioned, but not used in presenting the design or discussing the

results), a brief or well-developed discussion of the theory base, use of

theory only for post hoc interpretation, or whether the coder had to infer

the underlying theory because it was not mentioned in the report (C.2.b.).

Setting

A significant element of treatment--that is, the setting in which it

took place, whether, for example, in a regular classroom, a research

laboratory, or an institution for the mentally retardeC--was also coded

(C.3.).

Treatment Characteristics

Several categories were devoted to describing the intervention

41 techniques. Based on the prior review of literature, three predominant

approaches had been identified. These were: the conveying of information

about disabilities and disabled persons; providing direct contact with

41
disabled persons; and, providing vicarious disability experiences, such as

through simulations. In addition, combinations of those three major

techniques were used. Another technique, related to the presentation of

information, was the use of persuasive communications. And, a few

researchers used positive reinforcement or systematic desensitization in an

effort to modify attitudes. Each of these techniques was included in

Category B.4., along with codes for control and placebo groups.

If the conveying of information was coded as the treatment or a major

part of the treatment, the type of information and delivery mode were coded

in Categories C.1.a.(1) and C.l.a.(2). If direct contact was the treatment

technique or a major part of it, the type of contact was coded in Category
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B.4.b. Types of vicarious experience were coded in Category B.4.c., and

types of positive reinforcement and types of persuasive messages coded in th,1

Categories ,9_4.d. and B.4.e.

It should be noted that any description of the treatment in the report

was used in coding, not the label attached to the treatment by the report

author(s). This was particularly important in studies of contact as an

attitude modification technique. As Makas (1986) hay noted, some researchers

(e.g., Donaldson, 1974; Sadlick & Penta, 1975) have labeled media

presentations of disabled persons as "contact". We did not code those as

contact treatments, but as ure of persuasive messages and vicarious

experience, for example, as was deemed appropriate.

Another significant aspect of an attitude change treatment is the

intended attitude target. In this case, the question was attitudes toward

nerec.,.ne with what disabilities were to be modified by the intervention? That

was coded in Category B.S.

A potentielly important methodological dimension of a treatment (coded

in Category 13.6.) is whether it was conducted by the experimenter himself or

herself, by project assistants, or by regular nonproject personnel in their

work setting, such as regular classroom teachers (Category B.6.). As the

outcomes of treatments or interventions could covary with duration (see,

e.g., Makas, 1986). Whether information o., length of treatment was available

was coded and, if availab?.e, the duration (the total number of hours of

treatment was of particular interest) was entered (Category B.7.).

Treatment Verification

One of the major problems affecting the interpretation of primary

research studies is the frequent lack of verification that treatment was
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actually implemented as intended (Cook & Campbell, 1979; Hunter et al., 1982,

pp. 95-96; Ladas, 1980; Shaver, 1983). Consequently, a set of categories

(B.8. through B.8.e.) were devoted to treatment verification. Coding

included whether the repr:t contained any indication that treatment

implementation was verified and, if so, what type of verification took place,

how it was reported, and the degree of implementation that was claimed by the

author(s). In addition, the coder estimated the extent to which

implementation actually took place as intended; and, because of the

importance accorded replication in discussions of research (Shaver, 1979a;

Shaver & Norton, 1980a, b), a category was included for indicating whether

the description of treatment in the report would provide an adequate oasis

for replication should another researcher wish to do so.

Treatment Validity

It is possible that a treatment which was executed exactly as intended

might not validly represent the anticipated independent variable. That is,

the experiences of the subjects may not be what was intended by ti'

researcher. This concept of treatment validity is similar to Cook and

Campbell's (1979) concept of the construct validity of presumed causes and

effects. Using this, concept, cne asks: If the intervention operations are

presumed to represent a construct with an assumed cause and effect

relationship to attitudes, are there other confounding variables which would

'nvalidate cause and effect inferences? Cook and Campbell (p. 60) refer to

the Hawthorne effect as one such confounding variable. The question is

whether an increase in performance was due to th.a treatment as conceptualized

by the researcher or due to the Ss' awareness of the attention accorded them?

The coding instrument contains categories for coding the potential impact of

95



confounding variables that might covary with the independent variable, thus

threatening the validity of the treatment. These potentially confounding

variables (which are, along with the Hawthorne effect, the extent to which

the treatment was actually implemented, the John Henry effect, treatment

diffusion, Ss' dissatisfaction or resentment, novelty or disruption effects,

experimenter effects and expectations, the confounding of treatment and

experimenter, test by treatment interaction, and multiple treatment

interference) constitute the ten subcategories of Category B.9. Based upon

the coding of those subcategories, the coder made an overall judgment as to

whether the general treatment validity was "excellent", "fair", or "poor"

(B.9.b.).

Our subcategories for treatment validity are frequently included in

lists of external validity (e.g., Brecht & Glass, 1968; Campbell & Stanley,

1963). This makes conceptual sense, as external validity--that is, the

extent to which one can generalize results depends to a large extent upon

whether the treatment was validly implemented. If there are serious threats

to treatment validity, the person who tries to generalize from the research

results is left with the puzzling conundrum as to what it is that might be

generalized to other treatment situations.

Can't Tell Option

It should be noted. that contrary to what is common with meta-analysis

coding systems, in the treatment validity subcategories, and elsewhere in the

coding instrument, the coder was provided with "can't tell" as an option. In

many meta-analyses, if study characteristics or their effects are not

described in a report, coders arc asked to make a reasoned judgment as to the

nature of the study and any threats to validity. Sometimes coders are
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instructed to assume that no threat was present if there is no evidence of

the threat. Bullock and Svyantek (1985) have, however, indicated the

importance of coding for missing information to indicate when adegiate data

were not reported to code a category. That is the strategy we adopted. The

coder was, however, forced to make a decision about general treatment

validity, with the number of "can't tell" cod4 ngs a factor in that decision

(see coding convention for Category C.9.k. in Appendix C).

Mainstreaming Studies

As noted in Chapter 2, mainstreaming studies that included explicit

concern with the modification of attitudes toward disabled persons were

included in the accessible population of reports. As a particular type of

treatment, mainstreaming was accorded a major category (B.10.) with 15

subcategories to assess the type of instruction in mainstreamed classes, any

special personnel support or special training for disabled students,

nondisabled students, or parents that was provided, the length of the

mainstreaming treatment, and the Ss for whom attitude outcomes were assessed.

D. Dependent Measures.

A critic) aspect of primary rezearch that ought to be addressed in an

integrative review of literature is the instruments useL' to assess the

dependent variables which are of interest as outcomes. The validity of

scores is a primary concern. The centrality of appropriate assessment to the

drawing of conclusions about treatment effects is indicated by Cook and

Campbell's (1979, pp. 60-61) decision to include whether the "proposed

dependent variables . . . tap into the factors they are meant to measure" as

a part of the cause-and-effect construct validity of experimental designs.
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Among the prior reviews of research on modifying attitudes toward disabled

persons, Towner (1985) in particular raised questions about the validity of

attitude assessments, noting that many primary researchers did not even

define the construct of attitude which underlay their research.

Reactivity of assessment is a concern in the validity of attitude scores

(Matkin, Hafer, Wright, & Lutzker, 1981; Wilson & Putnam, 1982).

Consequently, coding included not only whether test validity was discussed

and the type and source of validity, if reported, but an estimate of the

reactivity of the measure as well. The coder then made an overall judgment'

of the adequacy of instrument validity ( "low ", "moderate", "high"), with the

convention that highly reactive measures were automatically scored no higher

than "moderate".

Underlying validity, of course, are the matters of the reliability of

scores, the types of instrumentation used, and how data collection and

scoring were carried out (for example, were data collectors and scorers blind

to treatment group membership when that was important?).

These various attributes of instrumentation and data collection were

ceded in Section D. of the coding instrument. Categories included, in

addition to the attributes mentioned above, whether the posttest was

administered immediately at the conclusion of treatment or delayed for more

than a day, whether there was follow -up posttesting, and, if available, the

time from intervention conclusion to posttesting.

E. Internal Validity.

How to deal with the quality of the primary research reports is a major

issue raised in the literature on quantitative integrati'e reviews. Bangert-

Drowns (1986) has provided an excellent summary of the debate over study
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quality. While Glass (1976, 1977) advocated that all studies be included in

a quantitative review, regardless of cinAlity, so that the covariation of

study outcomes with study quality could be investigated, others (e.g.,

Eysenck, 197d; Mansfield & Busse, 1977) have raised questions about that

strategy. In particular, the investigation of study quality-outcome

covariation is no' likely to be fruitful if there is a constant bias or flaw

in the research in a field (Bryant & Workman, 1985, pp. 635-636; Shaver,

1979a) or if there a lack of variability, in particular a lack of well-

designed studies against which to compare the outcomes of studies with

methodoloL,.cal flaws (Bangert-Drowns, 1986).

As noted in Chapter 2, the clear intent of this study was to follow the

lead of Glass cnd investigate the relationship between study quality and

outcomes. That was the thrust of the sets of categories, discussed above,

that deal with treatment validity and the dependent measures. It was also

the purpose of the set of categories dealing with internal validity. In

these categories, each study was coded according to the particular design

used, the method of assigning subjects to groups, and the extent to which

there were threats to internal validity, based on the standard Campbell and

Stanley (1963) listing, with one important addition. The total treatment

validity score (Category C.9.k.) was included as a potential threat, on the

g, ..)unds that it is nonsensical to discuss whether an outcome can be

attributed to the treatment (i.e., to consider internal validity questions)

if the treatment was not implemented adequately.

Although some reviewers using quantitative techniques add up scores on

individual subcategories to obtain a total quality of internal validity or

methodology score (e.g., Bullock & Svyantek, 1985), that approach was not

C", <
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adopted for this review. Coders were given guidelines (see the conventions

in Appendix C) for arriving at a judgment of general internal validity

( "low ", "medium", "high") based on the understanding that internal validity

is not a matter of simply adding up the category scores for individual

threats, because any one threat may be fatal. That is, a study may be well-

designed in most regards, receiving high scores on every category of internal

validity but one, and thereby lack internal validity. For example, if the

experimental groups were exposed to different histories that had clear

potential for differential effects on outcomes, then internal validity is low

regardless of how well other threats have been controlled. Although the coder

had available a "can't tell" option for coding specific threats to internal

validity, a forced choice was made as to whether the general internal

validity was low, medium, or tu.yh.

F. Results.

The major concern in coding tiv results of the primary research studies

reviewed was to record the effect size(s) for each study. In addition,

whether or not the result was statistically significant at the .05 level was

coded (Category F.1.). Coding also included whether the authors qualified

neir conclusions about treatment effectiveness in terras of possible threats

such as the type of sample and design flaws (Shaver & Norton, 1980a, b) and

whether the author deemed the treatment to have been effective or not

(Categories F.2.a. and b.).

Effect Si-,e Availability

In Category F.3.a., the coder indicated whether an effect size was

available. As was mentioned earlier in this chapter, a positive effect size
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may actually reflect no change or a negative change by the experimental group

10 that was accompanied by a greater negative change by the control group.

Consequently, if an effect size was available, it was coded to indicate

whether the change for the treatment group was positive, on the one hand, or

nil or negative, on the other. In addition, if no effect size was available

but the level of statistical significance (above or below .05) could be

determined, whether each difference on a relevant outcome measure favored the

41 treatment or the comparison group was coded.

Effect Sizes

Next, the coder entered any effect sizes that could be computed and

coded information about the sources of the statistics used in computing or

estimating each effect size. The procedures to be followed in selecting

statistics and computing or estimating effect sizes are detailed in the

COMPUTATION OF EFFECT SIZES and CONVENTIONS ADDENDA sections of the coding

conventions (see Appendix C).

Our major indicator of effect size was Glass's Delta* (Glass, McGaw, &

Smith, 1981), which we labeled D. To compute a D, the difference between the

experimental mean and the control group mean is divided by a standard

deviation, if available, which is free of treatment effects. D is in

contradistinction to Cohen's (1977) d in which a standard deviation based on

the within group variance for all groups pooled is used for the

I
*Some reviewers treat Delta as if it were the effect size, rather than one
type of effect size (see, e.g., Walberg, 1986, p. 216). Walberg also seems
to consider Deltas and correlation coefficients to be equivalent (see his
Table 7.2, pp. 218-19), However, they are not the same metric. For
example, a point biserial coefficient will be considerably less than the
Delta for the same result (if D = .5, rob = .24; if D = 1, rob = .45; if D =
2, rob = .71; see Appendix G). Ana, correlation coefficients from
correlational studies would have very different meanings than either Ds or
point-biserial coefficients from experimental designs.
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standardization of mean differences. Glass, McGaw, and Smith recommend use

of the control group standard deviation. As our purpose was to obtain the

most stable estimate of variance in the untreated population, we extended

Glass's Delta by pooling the variances available for untreated groups- -

including treatment group pretest and control group pre and posttest

variances--to obtain the standard deviation by which the difference between

means was standardized.

Standard deviations. Raw score standard deviations, or estimates of

chose standard deviations, were used in computing Ds. When the only standard

deviation available

standard deviation

estimated (Glass et

in a report was from an analysis of covariance or was a

for gain scores, an unadjusted standard deviation

al., 1981; McGaw & Glass, 1980).

was

As Kulik and Kulik (1986) have pointed out, the decision to use raw

score standard deviations for computing effect sizes, rather than using

standard deviations from which major sources of variation have bean removed,

for example, by covariance, regression analysis, or blocking--is not a

trivial matter. Effect sizes computed with adjusted, or reduced, standard

deviations (called "operative" effect sizes) will "vary not only as a

function of size of the raw-score treatment effect but also as a function of

the experimental design used to investigate the effect" (p. 7). Although

operative effect sizes are useful in statistical power analyses, they are not

directly

analysis

standard

comparable from study to study unless the same research design and

were used in each. However, effect sizes computed with raw score

deviations (called "interpretable" effect sizes) can be interpreted

along a common scale because they are conceptually equivalent to one another.
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Estimating Ds. When the means or the standard deviation for computing a

D was not available, but the result from a test of significance, such as an
....

F-ratio or t-ratio, was available, D was estimated based on procedures

spelled out in Glass et al. (1981).

Variations on D computations. Generally, the procedures followed in

selecting statistics and computing or estimating Ds were those suggested by

Glass (1977; Glass et al., 1981) and elaborated in worksheets prepared by

Karl White, of Utah State University's Early Intervention Research Institute,

for use in his own meta-analytic work and in conducting workshops on meta-

analysis. However, how to code the information from a So2 omon four-group

design had not been addressed in the literature, to the best of our

knowledge. The Solomon four-group design is, of course, a combination of two

designs--a pretest-posttest, control group design and a posttest -only,

control group design. It was tempting, on those grounds, to obtain two Ds

from each such design. However, that would have compounded the problem of

nonindependent multiple vs from individual studies. Consequently, we

computed tine two Ds and pooled them (weighting by n, if the design was not

balanced) to obtain one effect size (see Appendix C, CONVENTIONS ADDENDA,

#7).

Another procedural variation had to do with results reported as

percentages. Glass (1977, pp. 369-70; Glass et al., 1981, pp. 35, 136-146)

has recommended the use of the probit transformation when data are reported

in terms of dichotomies. However, this transformation (which involvf taking

the difference between the standard normal deviates for the percentages in

the two groups being compared), is subject to technical problems (Glass et
il

III

al., 1981, p. 138) and in practice often yields suspiciously high estimates
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of D. An alternative procedure is to cast the proportions for the two groups

in a two-by-two table, compute a Phi coefficient (or compute it from the chi-

square value for such a table, if reported), and then use that coefficient to

estimate D (see Appendix C, COMPUTATION OF EFFECT SIZES). The Phi

coefficient procedure appeared to yield more reasonable estimates than did

probq transformations, and it was used in the tew instances (12 out of the

644 Ds used in our main analysis) in which percentages (dichotomies) were

reported.

Source of D. When a D could be computed, the source (whether calculated

or, for example, estimate6 from a t-ratio), the scale of mean differences

(that is, whether between raw gain scores--the preferred unit--posttest

differences, or covariance adjusted means), and type of thr standard

deviation (whether a control group standard deviation, a pooled standard

deviation, or an estimated standard deviation) were coded (Categories

F.3.b.2], 3], and 4]).

Correlations. Effect sizes were also coded as correlations because, for

some people, an independent-dependent variable relationship expressed in

terms of a point biserial coefficient (especially if squared) is more

amenable to interpretation than when expressed as a standardized mean

difference. When the point biserial coefficient was not reported, which was

typical, D was computed first and the D converted to a point biserial

,mefficient (see the Correlation Coefficients section of the COMPUTATION OF

EFFECT SIZES se'*ion of the conventions in Appendix C).

In analyzing the data and reporting the results, we focused almost

exclusively on Ds: they are commonly used and readily interpretable, and the

magnitude of the analysis made it unfeasible to analyze redundant indicators

of effect size. A table for transforming Ds to point biserial coefficients
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is available in Appendix G for those who think more readily in terms of

correlations and variance explained.

For interaction effect sizes (which were secondary effect sizes), a D

could not be computed. Eta2, usually available or computable from ANOVA

tables, was used as an appropriate indicator of effect size.

Variance ratios. Researchers often focus in their analyses on central

tendencies (usually means), disregarding the possibility that treatments may

have affected variability in scores. It did seem possible that attitude

modification treatments would, in some cases, increase or decrease dispersion

because of differential effects a people, depending, for example, on their

pretreatment attitudes (see, e.g., Amir, 1969). Consequently, variance

ratios were computed for any primary effect sizes for which variances were

available.

Median effect sizes. Considerable concern has been expressed in the

literature about Glass's strategy (see, e.g., Glass et al., 1981) of basing

meta-analyses on effect sizes rather than on studies, when individual studies

yield multiple effect sizes (see Bangert-Drowns, 1986, for an excellent

synopsis of the debate over the nonindependence of multiple effect sizes from

individual studies). Some review methodologists recommend obtaining a single

effect size for each study or for each type of outcome in each study.

Rosenthal (1984), for example, has recommended the use of the median effect

size as a stable although conservative estimate of the effect size for an

individual study.

Rosenthal's mcommendation confirmed our decision to compute a median

overall D for the posttest outcomes of -2ach study and for each set of follow-

up posttest outcomes that was available. Median D's were computed only for
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prjmary effect sizes. If within-study replications were reported, medians

were computed separately for each replication. In addition, a median D was

computed for each type of assessment (Category D.6.) used in the study, for

the posttest and any follow-up posttest outcomes, and for within-group

replications.

As will be indicated in our discussion of results, use of the median

values in our analyses was neither easy nor particularly fruitful. Use of a

median effect size is particularly feasible when reviewing studies which do

not have multiple types of outcomes or assessments, intra-study replications,

and/or repeated posttesting. Our set included all. Of particular concern

were the studies with multiple types of assessment: they yielded multiple

medians, which made analysis difficult; but the alternative, the overall

median D, was of questionable meaning. Consequently, median D3 were used in

the analysis primarily as a check on the results obtained with individual Ds.

That is, some comparisons were made to determine if the results would have

been strikingly different using median rather than individual Ds. The lesson

gained was that despite the recommendation to use median Ds in analyses, much

work needs to be done on how to best compute and identify them for easier use

in analyses that involve a large number of studies, with many having multiple

assessments.

G. Supplemental Information.

As discussed above, treatment verification and treatment validity

categories were included in the coding instrument to assess the extent to

which the independent variable was executed as 4ntencel and with construct

validity. When the conveying of information about disabilities and persons

with disabilities is the technique for modifying attitudes under
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investigation, a further check on the treatment should be undertaken. That

is, it should be determined whether the subjects' knowledge of the

information did increase. Consequently, information treatment studies were

coded according to whether data on information gain were reported, how those

data were reported, and the conclusions that could be drawn in terms of the

amount of information gain (Categories G.1.a., b., c.). In addition, an

effect size was computed for the information assessment, with a median effect

size entered if there was more than one measure of knowledge. This

information was entered in Category G.1.d.

In addition, it became clear during the coding that we were dealing with

three major types of studies that should be distinguished: course

evaluations, program evaluations (e.g., evaluations of graduate programs in

rehabilitation therapy), and experimental treatments. Also, while most

classroom mainstreaming studies compared mainstreamed versus nonmainstreamed

students, it also was anticipated that some might include the analysis of

data to determine the effects on -.:Lidents who had been exposed to

mainstreaming for varying amounts of time. These types of studies were coded

in Category G.2.

H. Coding Summary.

The number of minutes spent coding each study was recorded, as well as

who did the coding.

I. Prior Contact Cod Sheet.

As noted above, it was decided that it would be important to have more

information about assessments -f amounts and types of Ss' prior contact with

disabled persons than was obtained with Category B.8. That information was
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obtained using the Prior Contact Coding Sheet. Included was a code (Category

1.5.) to indicate whether prior contact was implicit (e.g., psychiatric

nurses who had been working in mental hospital wards prior to an inservice

course) even though the researcher did not deal explicitly with priol contact

as a moderating variable. Also coded were how prier contact was assessed,

including the type of prior contact setting and the definition of degree of

contact, if available; the uses made of any prior contact information; and/

the type of disability with which prior contact had occurred. In addition,

the minutes spent in coding this additional information was entered.

J. Contact Coding Sheet.

In the discussion of prior reviews of the literature on modifying

attitudes toward disabled persons in Chapter 2 (see. Table 4 in particular),

we indicated that there is consensus that contact per se is not likely to

produce more positive attitudes toward persons with disabilities and may even

reinforce negative attitudes. The elements in contact that are nicely to

affect whether contact results in more positive attitudes were alluded to by

reviewers such as Donaldson (1980), Harth (1973), Segal (1978), and Westwood

et al. (1981). The summary of those factors by Yuker et al. (1970) is

frequently cited in Lne literature, and Yuker (1986) has provided a more

recent synopsis. The theoretical bases for the enumeration of factors

related to the effects of contact on attitudes toward disabled persons are

typically found in Allport (1954) and Amir (1969). In a recent paper not

available to us until the final report was in preparation, Makes (1986) has

discussed those factors again. (She presents a well-developed argument that

the inconsistent results of the disabilities-contact attitude-modification

research are not due to inadequacies in the theory but to methodological

inadequacies in the research studies.)
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A contact coding sheet was developed based on the prior discussions of

the theoretically important dimensions of contact in modifying attitudes.

Categories were included to gather information on the relative status of the

nondisabled Ss and the disabled persons with whom they had contact, including

age, educational-vocational discrepancies, and helping relationships

(Categories J.5.a.-d.). An overall judgment of status was coded, based or. the

prior subcategories and any indicators of social status available in the

report.

Aspects of the type of contact were also coded. Included were the extent

to which contact was voluntary, the extent of intimacy involved, the extent

to which cooperation and/or competition was involved in interactions, the

extent to which the interaction itself produced reinforcement and/or the

extent to which the nondisabled Ss were reinforced for interacting with

disabled persons, the extent to which the contact situation was pleasant, and

the extent to which there was modeling either by peers or significant others

of positive interactions with disabled persons (Category 7.a.-f.). Also

coded was the existence or nonexistence of institutional, authority, or peer

support for positive interactions and attitudes (Category 8.).

The characteristics of the disabled persons may have an impact on the

outcomes of contact. Coded as characteristics of persons with disabilities

we= the type of disability which they had, whether they purvey'd negative

stereotypes, and the extent to which they were likely to be viewed as

competent by the nondisabled Ss (Categories 9.a.-e.).

The characteristics of the nondisabled Ss are also theorized to be

important factors in the outcomes of contact. In Category 10.a. through

10.d., we coded whether personality attributes of nondisuoled Ss or their
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prior attitudes toward disabled persons were assessed and, if they were and

the results analyzed, what the relationships were to post-treatment attitudes

toward persons with disabilities. (Prior contact with disabled persons by

the nondisabled Ss, another potentially potent predictor of the effects of

attitude modification treatments, had already been coded with the prior

contact coding sheet.) Again, the minutes spent in coding these categories

were also entered on the coding sheet.

ES Information Missing Coding Instrument

As noted earlier, in most meta-analyses studies are rejected if

information is not available for computing effect sizes; we decided, however

(and later found that Slavin [1986] concurred), that important information

would be lost by simply discarding those studies. Yet, without effect sizes

to be used in our analyses, it did not seem economical to code the "missing

effect size" studies as completely as those for which effect sizes were

available. Consequently, an ES Information Missing Coding Instrument was

developed by striking from the full coding instrument categories which seemed

likely to be of litt.le value for analysis without effect size data. (The ES

Information Missing Coding Instrument is included in Appendix B.) Studies

without effect size information were coded only if information about the

statistical significance of results was available.

Coding Time

The time to be spent in coding is of concern to those planning

quantitative, integrative reviews. In planning this integrative review, we

estimated an average coding time of 3 hours per report, based on the meta-

analysis coding experience of staff at USU's Early Intervention Research

Institute. That figure turned out to be a slight underestimate.
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The front page of each coding instrument has spaces for entering the

times at which scoring began and ended. The next to the last category is

"minutes spent coding". Reliability checks were not kept on that category

and it must be recognized that times entered, although seemingly accurate to

the minute, were often rough estimates. A major contributor to unreliability

was the interruptions that inevitably occurred as raters scored--another

rater needing counsel, or telephone calls and drop-ins from students,

faculty, or other personnel as concurrent projects and university business

had to be conducted.

In any event, as can be seen in Table 6, the mean scoring time of 175

minutes (2.9 hours) for the main coding instrument is amazingly close to the

3-hour estimate. However, with the mean time for the prior Contact Coding

Sheet (12 minutes/.2 hours) and the Contact Coding Sheet (21 minutes/.35

hours) added on, the total time is 208 minutes (3 hours and 28 minutes, or

3.47 hours), and 3 hours is a 13 percent underestimate. It is also important

to note that the coding time figures presented in Table 6 are probably

underestimates or actual time spent in coding the reports. They tend to

reflect the time actually spent in coding and are less likely, for example,

to include time getting ready to code--selecting a report, perusing it to be

sure it is relevant and that information necessary for coding is available

(which often involved consulting with other staff members), and discussion of

general coding issues that arose as raters grappled with applying the coding

categories to individual reports.

As would be expected, the average time of scoring did differ among types

of report. Table 6 presents that information for the main coding instrument.

Combinations understandably took the longest time to code on the average (200

11,-1
si u
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Table 6

Time to Code Reports for
197 T X C, T X P, Pre-post Studies

Main Coding Instrument a

Report Type N Mean
(min./hr.)a

Standard
Deviation
(min./hr.)a

Journal Article 54 138/2.3 88/1.5

Dissertation 103 195/3.2 90/1.5

Thesis 7 152/2.5 48/.8

Convention Paper 5 89/1.5 35/.6

Unpublished Report 10 176/2.9 96/1.6

Combinationb 18 200/3.3 128/2.1

Total 197 175/2.9 96/1.6

Prior Contact Coding Sheet

Standard
N Mean Deviation

197 12/.2 10/.2

Contact Coding Sheet

Standard
N Mean Deviation

4/c 21/.35 13/.21

aData presented are minutes/hours.
bTwo or more reports of the same study, usually a dissertation-journal
article combination. See Chapter 4 for more detail.

cThis coding sheet was used only on those studies in which contact had been
coded as an attitude modification technique in a treatment by control,
treatment by placebo, or single- group, pre-posttest design.
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minutes/3.3 hours), with the average time for dissertations very close (195

minutes/3.2 hours), and convention papers taking the least time on the

average (89 minutes/1.5 hours). The larger standard deviation for

combinations reflects the variety of associations of reports. While a

combination was typically a dissertation and a journal article, it might also

have been a journal article and a convention paper, or two articles.

Rater Reliability

In conducting a quaAtitative review of research, as with any data

collection endeavor, there must be concern with the reliability of the data

IP
collected. However, as Glass and his associates (1981, p. 75) have noted,

the situation in estimating the reliability of scores is somewhat different

in meta - analyses than that in usual assessment settings where score

inconsistencies can reflect both lack of stability in the phenomena being

observed (or assessed) and inconsistency in judgments by observers (or

assessors or raters). Because the data for meta-analyses come from written

reports, the first source of inconsistency is eliminated and the principal

source of measurement unreliability is rater inconsistency. Consequently,

while one must be cautious in primary studies to distinguish between observer

consistency and score reliability, with the former ail ingredient of the

latter, in meta-analyses the two are the same.

The estimation of the reliability of scores is crucial to the adequate

interpretation of results. Clearly, as Jackson (1980) has also pointed out,

in gathering data for a review of literature, two types of rater consistency

are of concern--that is, consistency among the raters coding the same studies

(inter-rater agreement) and consistency between the same rater coding a

particular study at different points in time (intra-rater agreement or

absence of drift). Both types of reliability were addressed in this study.
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Most of the data collection for this integrative review was conducted by

four raters - -the principal investigator, a collaborate: from another

university, and two doctoral-level graduate students. Because of the

difficulties of communication and because he took on other project tasks, the

collaborator scored the fewest studies (about 14% of the effect siz.-s)- The

principal investigator coded approximately one-fourth of the effect sizes,

while one graduate student coded approximately 28 percent and the other 33

percent of the effect sizes. As will be noted later, the two graduate

assistants did the coding with the Prior Contact Coding Sheet (one coding

about 45% and the other about 55% of the effect sizes), and the principal

investigator and one of the graduate students did the coding with the Contact

Coding Sheet.

As Orwin and Cordray (1985) have pointed out, little attention has been

given to how to assess overall agreement for more than two raters. As did

Bullock and Svyantek (1985) and Stock et al. (1982), we decided that

percentage of agreement was the most accurate statistic to use for assessing

inter-rater and intra-rater reliability. We recognized, however, that this

method of estimating rater reliability was not without its problems.

The major difficulty in the use of percentage of agreement, from our

point of view, is that an overall estimate of high agreement might be

obtained despite substantial disagreement on some individual items (Orwin &

Cordray, 1985), obscuring the need for corrective measures to enhance

agreement (and validity). We countered that possibility by making the

checking of both inter-rater and intra-rater agreement a group process. That

is, with the exception of the times when the research collaborator was not

present because he was coding on another campus, all raters met for
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reliability sessions. Eacn rater in turn indicated how he or she had coded

each category, and the project director filled in a reliability check sheet.

For intra-rater reliability checks, at least one other rater (usually the

project director) read from one completed coding instrument and completer? the

4, reliability check sheet while the rater for whom the check was being

completed read codings from the other completed coding instrument. This

procedure not only provided the opportunity to ascertain any serious

40 disagreements on category definitions, but to discuss even mild disagreements

to enhance consistency.

A rigorous critevion for reliability--90% agreement--was set, even

40 though a criterion of 80% agreement is commonly used. The 90% criterion was

particularly stringent for inter-rater reliability because any categorization

on which two or more of raters disagreed was coded as a disagreement.

Adopting Glass's convention on "near misses" (Glass et al., 1981), what we

defined as "one space" disagreements were coded as agreements.

Inter-rater reliability. It was originally proposed that every tenth

44
report, selected randomly, would be scored independently by two of the four

coders on a rotating basis. Once the project was underway, however, it was

decided that all of the raters would participate in each inter-rater

reliability check in order to capitalize on the discussions of coding

disagreements as a means of enhancing rater consistency, as noted in the

prior section.

11
An inter-rater reliability check was conducted when any one of the

111

raters had completed approximately 10 reports. The number of studies coded

by different raters during a given period of time varied, depending upon

factors such as report length, how difficult it was to extract information
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from a report, and the project duties that took varying amounts of the

raters' time. As a csmsequence, at any one inter-rater reliability check, one

or more raters may have coded slightly more than 10 studies and one or more

may have coded less than 10 studies.

Once the coding instrumert was judged to be in its nearly final form

(early in December of 1985), coding checks were begun and from that time

until the end of January 1986, 12 separate reliability checks were completed.

The results were as follows: 88%, 82%, 87%, 91%, 81%, 86%, 91%, 66%, 86%,

89.5%, 94%, and 88% agreement, for the three raters who were on campus at

Utah State University. When the combined scores of those three coders were

compared with those of the coder who was off-campus for the last three

reliability checks, the result was 95%, 93%, and 92% agreement. At that

point, it was decided to go ahead with data collection.

On February 14, 1986, an inter-rater reliability check for all four

coders yielded 89% agreement, which was deemed close enough to the 90%

criterion to proceed. (When coded by the less stringent procedure of

counting the number of agreements and disagreements per category, instead of

scoring each category on a dichotomy of either all four coders agreed or

disagreed, there was 97% agreement.)

The next inter-rater agreement check was on March 6, 1986. The three

on-campus coders had a 90% agreement; when the combined scores of those three

coders were compared with those of the off-campus coder, there was 98.5%

agreement. t
On Marc!' 24, a third check was done. The three on-campus raters had 96%

agreement (with 91% perfect agreements). There was 90% agreement between the

off-campus rater's codings and the combined codings for the three on-campus

raters.
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On April 15, an inter-rater check for the three on-campus coders yielded

40 96% agreement; on May 5, 93% agreement; and on May 19, 85% agreement. By

April 15, the off-campus rater was no longer coding reports, so was not

included in the checks. Because criterion was not met on May 19 (85%

agreement), a second study was coded, yielding 90% agreement.

The last inter-rater reliability check on the main coding instrument was

conducted on June 4, 1986, with 94% agreement.

Prior contact rater agreement

The inter-rater agreement rate was also checked for the Prior Contact

Coding Sheet. Because the sheet was rather simple and straightforward to

use, no problems were anticipated and none were encountered. A check among

the three on-campus raters yielded a 100% agreement before coding began.

Coding was then conducted by the two graduate assistants. Again, an inter-

rater reliability check was conducted for every 10 reports. All but one

yielded 100% agreement; for the one, agreement was 90%.

p

Contact rater agreement

The distinctions to be made in coding the Contact Coding Sheet were more

subtle, and it was more difficult for the principal investigator and graduate

assistant to attain adequate inter-rater agreement. Eleven reliability

checks were conducted over a two-week period in January 1987 before

independent scoring commenced. The initial reliability sessions also served

as formative evaluations of the coding conventions, although the categories

in the coding instrument had stabilized by then. During and after each

reliability check session, conventions were revised prior to further coding.

The percentages of agreements attained were: 72%, 90%, 72%, 90%, 90%, 86%,
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83%, 78%, 89%, 94%, and 94%. An inter-rater reliability check was again

conducted for approximately every 10 reports. Given the relatively small

number of contact studies (N = 41), only two checks were made. Agreement was

88% for the first one and 94% for the second.

Effect size accuracy

As an additional caution, because effect sizes are such a central part

of a quantitative review, every effect size was checked for accuracy. Not

only were computations redone, but the selection of statistics from the

report for computing each effect size was reviewed for corrections. Thirty-

one errors were detected (and corrected), for an overall mean accuracy rate

of 94%. Taken by rater, one was 99% accurate, two were 97% accurate, and one

was 83% accurate.

The lowest accuracy rate was for the off-campus coder, which was not

surprising considering the amount of communication which took plate among the

on-campus coders. Because it was assumed that the purpose of coding was to

obtain the most valid possible representation of the studies, the on-campus

reviewers commonly discussed with one another difficult coding choices when

they were not coding for a reliability check (that coding was, of course,

done independently). In terms of accuracy of computing effect sizes in

particular, potential errors were occasionally picked up through this

interactive process.

Our experience with this study indicates that it is feasible to use

raters who cannot communicate in person with one another whenever they wish.

The success of the off-campus coder in using the coding instrument is also

tentative evidence for the replicability of our results (for the pitfalls of

data collection in replicating meta-analyses, see Bullock & Svyantek, 1985,
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and Stock et al., 1982). Our experience also suggests, however, that

O frequent communication among raters is a desirable feature of data collection

for enhancing inter-rater agreement and reducing even a small margin of

error.

40 Intra-rater reliability. As originally proposed, after coding

approximately 30 reports, each rater recoded one of the reports at the

beginning of the sequence, with the particular one selected by the project

director. Recoding was, of course, done without benefit of the first coding

sheet. Again, the criterion was 90% agreement.

Due to different rates of coding reports (as noted above), one rater had

three intra-reliability checks, one rater had two intra-reliability checks,

one rater had one intra-reliability check, and one rater coded fewer than 30

reports so had no checks. For the first rater, the percentages of intra-

coder agreement were 98%, 96%, and 93%; for the second rater, the figures

were 91% and 92%; and, for the third rater, there was 96.5% agreement.

For the Prior Contact Coding Sheets and the Contact Coding Sheets, there

were so few studies for which prior contact was assessed that no intra-rater

reliability checks were conducted.

Summary. Overall, the reliability of scoring was deemed to be adequate,

based both on the percentages of agreement and the general consensus that

seemed obvious as the coders discussed studies during the reliability checks

and in communicating with one another as problems arose during the coding of

nonreliability check reports

Data Analysis

As Glass and his associates (1981, pp. 197-200) have pointed out, the

role that statistical inference should play in meta-analyses is anything but
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clear. There are a number of reasons for not using inferential statistics in

an integrative review such as reported here. The first and perhaps most

obvious is that the data to be analred constitute an accessible population,

not a sample (although, of course, there is always the sticky conundrum,

pointed out by Jackson [1980, p. 453] and Cooper [1982, pp. 294-5], of

whether to consider the primary studies being reviewed or the populations and

settings in which the findings might be applied as the appropriate target in

drawing c.-:)nclusions). Glass et al. (1981, pp. 199-200) discussed, without

great clarity, the advisability of dealing with sampling error even when the

studies reviewed are considered to be an accessible population, proposed

inferential techniques to be used, and recounted the experience of being

chided by Tukey for not presenting standard errors for mean effect sizes.

Nevertheless, the use of inferential statistics d analyzing data considered

to come from an accessible population would appear to be more a perpetuation

of ritual than a rationally justified procedure.

The statistical inference Zeitgeist has amazing tenacity. Along with

Glass et al. (1981), other books on quantitative review techniques have

sections on the use of inferentia] statistics (e.g., Cooper, 1984; Hedges &

Olkin, 1985; Hunter et al., 1982; Rosenthal, 1984; and, Wolf, 1986), and

reports of meta-analyses frequently contain inferential statistics results.

The misplaced emphasis on inferential statistics is nowhere better

illustrated than by the dysfunctional recommendation that statistical power

be increased by pooling the data from primary studies (Hedges & Olkin, 1986).

The overreliance on and misinterpretation of inferential statistics in

primary research have been commented on (see, e.g., Carver, 1978; Shaver,

1979a, 1980, 1985a, b). The use of an indicator of the significance of
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research results which is dependent upon sample size, as statistical

significance is, is no more appropriate in analyzing the cindings from

primary research reports in an integrative review than it is in primary

research. As Wilson and Rachman (1983) have pointed out, there is with meta-

analyses, as in primary research, the "danger that [the use of] sophisticated

statistical techniques [will] serve [to] obscure damaging flaws in the

evidence" (p., 55).

In this study, we attended to the prior criticisms of the misuse of

inferential statistics to analyze data in primary studies and followed the

logic of the irrelevance of inferential statistics with population data. The

basic analytic approach, therefore, was descriptive. Glass's (1976)

recommendation was accepted that variables which might have moderated

treatment effects be investigated, an approach which can be recast as

determining to what extent treatment effects appear to be nested within other

variables, such as the age-level of subjects and the type of research design.

Considerable effort was put into attempting to disentangle treatment

techniques from study c'-racteristics in order to determine what conclusions

about treatment effects might be legitimately drawn and, conversely, to

determine what confounding factors might be accounting for the inconsistent

results referred to in prior reviews.

As with tests of statistical significance, we also eschewed other

inferential procedures such as tests of homogeneity of effect sizes (Hedges,

1982), the estimation of effect size from a series of independent experiments

(Roselthal & Rubin, 1982), adjustments to increase the accuracy of effect

sizes (Hedges, 1981) (which in the experience of the Early Intervention

Research Institute staff at Utah State University tend to produce negligible
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and practically unimportant adjustments [also see Bangert-Drowns, 1986]), and

weighting procedures for minimizing cumulated effect size variances (Bangert-

Drowns, 1986; Green & Hall, 1984).

Basic descriptive statistics were computed--means, modes, medians,

standard deviations, and ranges--and frequency distributions are sometimes

reported, too, in the Results section. Two and three-way frequency tables

were used to illustrate possible interactions between variables, especially

treatment techniques and study characteristics. The approach was to

demonstrate how the characteristics of the studies in our accessible

population, particularly the treatment techniques,

of effects.

Index of triviality. Even with an accessible population of studies and

without the use of inferential statistics, the researcher is faced with

issues of inference. For example, how does one decide how large a difference

between mean Ds (e.g., the mean Ds for two treatmeL,s or for two categories

of study quality) must be in order to be

were related to the size

consid ?red "important"? The

question is, of course, analogous to the question of how to determine if the

result of a piece of research, expressed as a difference between posttest

means, i9 of practical significance. And our solution was analogous as well,

although our initial question was somewhat different. It was, at what point

coold we consider a difference in mean effect sizes to be so trivial that we

would be justified in not paying further attention to it? Such an index of

triviality is not the clear converse of an index of importance. That is, a

difference below the index would be judged clearly trivial, but one greater

than the index would not necessarily be of practical. importance.

In addressing the question of practical importance and triviality, we

treated mean Ds as we would treat the means for data collected on Ss in a
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primary piece of research: we computed an effect size by subtracting one

mean from the other and dividing by a standard deviation. In this cases the

means were population values, as was the standard deviation. Consequently,

the use of Cohen's (1977) symbol, d, to represent the effect size is

41
appropriate, because he defines that effect size as a population parameter

(pp. 9, 20).

Because we had only one standard deviation to deal with the population

40 parameter! whin was .61*--it was not necessary to compute a d for each

comparison. Once a minimum d was established for purposes of judging

triviality, it could be determined how large a ,difference in means had to be

40 in order to attain that value.

Setting such a convention is a dubious process. Cohen (1977, p. 12) has

cautioned that establishing conventions for judging when an effect size is of

40 acceptable, or unacceptable, magnitude is as arbitrary--and as potentially

usef..1, yet subject to misuse--as the use of the common .05 criterion for

statistical significance. Glass et al. (1981, p. 104) argued strongly

against the establishment cf conventions by which to label regions of an

effect size metric with such adjectives as "small", "moderate", or "large ".

As they correctly noted, an effect size can only be interpreted meaningfully

41 in context, that is in terms of the benefits to be achieved given the cost of

producing the result (also see, Shaver, 1985a, b).

It should be noted that the arguments of Cohen (1977) and Glass et al.

11 (1981) are directed against the setting of conventions that would be used

across primary research studies or integrative reviews, as has been the case

*This is the standard deviation for the population of studies that
constituted the main analyses reported in Chapter 6. It i3 nearly identical
to the standard deviation of .62 for the 705 Ds in the total data set.
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with the .05 level of statis cal significance. In a particular piece of

research, such as our review of the research on modifying attitudes toward

persons with disabilities, one must address the matter of a minimum

interpretable effect size either directly or through implicit, unarticulated,

standards. We chose the former, but the answer was not easy to coale by, even

following Cohen's one guideline for such decisions, "that they not be

unreasonable" (p. 12).

Setting the standard for a minimum effect size is particularly difficult

when it is not clear what benefits are indicated by different values of a

dependent measure. This is a particular problem in the attitudes toward

disabled persons research. Data are not available that allow the valid

formulation of clear expectations as to the effects of a difference in scores

on an assessment such as the Attitudes Toward Disabled Persons Scale (Yuker

et al., 1970) which was widely used in the primary studies. How different

must their scores be before Ss will differ in their thoughts the next time

they encounter a person with a disability or, more importantly, will behave

differently toward a person with a disability or toward other nondisabled

persons who make stereotypic statements about disabilities or the persons who

have them? Or, how different must such scores be to indicate, if they ever

will, that the Sc will take different stances on public policies that affect

educational, economic, and social equity for persons with disabilities? In

the absence of empirically-based answers to such questions, establishing a

minimum effect size for interpretability is, at best, a loosely bounded

guessing game, albeit it a necessary one.

We proceeded by using Cohen's (1977) standard for a "small" effect size

(pp. 25-26), d = .2, as a starting point. With a population standard
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deviation of .62, a mean difference of .12 would yield a d of .2. The

corresponding rpb is .10, an obviously small correlation that suggests an

obviously small amount of common variance (i.e., rlb = .01 or 1%). Overlap

of distriL utions is another corollary to d as an indicator of effect size

magnitude (e.g., Cohen, 1977; Glass et al., 1981). Cohen (p. 22) indicates,

for example, that with a d = .20, the overlap of distributions is 85.3

percent (14.7% nonoverlap). This interpretation depends, however, on the

40 assumption that the distributions are normal, an assumption not tenable with

some of our data.

The same line of reasoning was applied to the analysis of the variance

ratios computed when variances were available for the treatment groups (see

Chapter 6). For the 453 variance ratios that could be computed for the 644

effect sizes used in the main analyses, the standard deviation was .91 (with

40 a mean of 1.13, very close to the value for equal variances). To yield a d

of .2, a difference in mean variance ratios would have to be .18 (the same as

obtained using the standard deviation of .88 for the 705 effect sizes), our

41 index of triviality for variance ratios.

It did not seem likely that anyone would argue that we would be

overlooking important differences with a difference in mean Ds of .12 or in

40 mean variance ratios of .18 as an index of triviality. Also, those indices

were cinsistent with our earlier intuitive judgments, in inspecting data,

about mean differences that h_xdly seemed worth attending to.*

*Cohen (1977) specifies d = .5 as a medium effect size and d = .8 as a large
effect size. If applied to our data set, a difference in mean Ds would have
to be .30 to be "moderate" by that criterion and .49 to be "high"; a

difference in mean variance ratios would have to be .45 to be a "moderate"
effect size and .73 to be "large". If a commonly used criterion of
practical significance, d = 1.00, were used, the difference in mean Ds
would, of course, have to Fe .61 and the ditference in mean variance ratios,
.91.
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Minimum ns. Another question that had to be addressed was how many Ds

must a result be based on before it would be considered sufficiently atable

for interpretation. That is, just as replications are important to

establishing the stability of a finding in primary research, so is it

important in conducting a review of research not to over-interpret findings

that may not be stable. Even when dealing with a population of studies, the

confidence one has in a result must be based on, among other things, the

number of data points on which it is based. With few guidelines to go by, it

was decided that a mean D had to be based on at least 10 Ds to be considered

sufficiently stable for inter_2etation. Although our principal set of

primary research reports had a mean of 3.3 effect sizes per report, the

median and mode were both 2. Consequently, it can be anticipated that a mean

D based on 10 Ds will typically reflect data from approximately 5 separate

studies.

Our criterion for multiple effect sizes should not be confused with a

demand for replications, in the sense of either repeated observations on

randomly assigned units or planned repetitions of studies. To confuse the

presence in the literature of several studies on a topic with replication as

a planned research strategy, as, for example, Bangert-Drowns (1986, p. 398)

and Jackson (1980, p. 445) seem to have done, would be an error. We simply

sought a mininum sense of stability, which is significantly different from

addressing the congruence among studies implied by the replication terminology.

Binomial effect size display. It was anticipated before the study began

that the binomial effect size display (BESD) (Rosenthal, 1984; Rosenthal &

Rubin, 1982) might be e helpful interpretive device. Using the BESD involves

displaying results in a 2-by-2 frequency table according to treatment
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condition and success rate. The example used to demonstrate application of

the BESD has to do with the numbers of persons who are alive or dead

following exposure to a treatment or a control condition. In such a case,

'success" is obviou^.

As the earlier discussion of the meaning of attitude scores in arriving
GO

at an index of triviality indicated, establishing "success" and "failure" is

not so simple a matter in attitude modificP.tion research. Preece (1983) has

noted that the use of a median split to effect the necessary dichotomy is

meaningless in many cases. Ours is one of them. With no feasible means of

arriving at a valid success rate, the BEMD turned out not to be useable for

our interpretative purposes.

Data Availability

As noted earlier, lists of the studies that were coded, as well as those

discarded, are contained in Appendices D and E. Descriptive data for the

studies coded are included in Appendix F. The coding instrument and

conventions for coding are in Appendices B and C. In addition, the complete

data set is on magnetic tape and can be obtained at cost from the project

director.

40 Summary

In this chapter, the procedures followed in conducting our integrative

review have been spelled out, with considerable detail in regard to the

obtaining of primary research reports and the coding instrument used for data

collection. The outlines of our approach to data analysis have been

sketched. The details will be filled in as some information about our

population of studies is presented in the next chapter, folloJA by the

results of analyses of our data.
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CHAPTER 4

SOME ATTRIBUTES OF THE POPULATION OF STUDIES

The major concern in conducting this integrative review of the research

on modifying attitudes toward persons with disabilities was, of course, to

answer the question, what does an analysis of the population of research

studies indicate about the effectiveness of different techniqu.;s for

modifying attitudes toward persons with disabilities? To set the context .:or

characterizing the relevant findings from the primary research reports that

we located, we present in this chapter some general information about the

population of studies that we coded and analyzed.

Numbers of Studies and Reports

As noted in Chapter 3, 273 primary research studies were coded for this

40 integrative review. The number of reports coded was actually higher (N =

303) because any piece of research reported in multiple sources was coded as

one study. For example, Donaldson's (1974) dissertation research was also

40 reported in journal articles she authored (Donaldson, 1976) and coauthored

(Donaldson & Martinson, 1977). Donaldson's study was coded only once, based

on all three reports, and contributed only once to our list of 273 studies.

4P Multiple reports of studies were most common, as they should be, with

dissertations and convention papers. Dissertations Jr thesis research was

reported in 33 journal articles, as well as in two convention papers, one

40 ,..gency report, and one book. Similarly, 6 studies reported in convention

papers and 3 reported in agency reports were also available in journal

articles. Publication of the same research in different journal articles

was, as is to be expected, infrequent. Three sets of articles in different
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journals were based on the same data (Dye, 1978, 1980; Donaldson, 1976;

Donaldson & Martinson, 1977), including a follow-up study (Esposito & Peach,

1983; Esposito & Reed, 1986).

The 273 studies yielded 725 effect sizes (see Table 7--644+61+20), as

well as 182 results for which information to compute an effect size was not

available, but information on statistical significance was. A total, then, of

907 effect sizes and "no information" results were coded.

Partitions in the Data Set

Table 8 presents further information by type of comparison, with the

Mainstrecm and the No Information comparisons omitted. That omission

reflects early analysis decisions. Different categories were used to code

the treatment in studies of attitude change with classroom mainstreaming

(although studies which included other types of in-school contact, such as

having a self-contained special education classroom in the school, were

analyzed using the main coding instrument), and it was decided to analyze

those effect sizes separately. Also, the No Information reports lacked basic

information, but were analyzed separately, primarily to determine if studies

lacking the information to compute effect sizes differed otherwise from the

effect size reports.

The other categories in Tables 7 and 8 represent early coding decisions.

The single-group, pre-posttest dezdan is of dubious quality. Studies using

that design were coded, however, because there seemed to be a large number of

them and it was thought important not to lose the potential of garnering

information from those results.
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Table 7

Numbers of Attitude Modification
Effect Sizes and Studies

Effect sizes

Type of
Comparison Number

Number of
Studies

T vs. C

T vs. P

Pre-post

497

49

98
Subtotal 644 200

A vs. B 61 20

Mainstream 20 10

No information 182 53

.results

Total 907 283(273)*

Note: T X C = treatment-control group
comparison; T X P = treatment by placebo
group comparison; pre-post = single-group,
pretest-posttest mean comparison; A vs. B
= comparison of two treatment groups,
Mainstream = comparison from a study of
the effects of a:-.instreamed classroom-4 No
information = statistical significance
information available, but not information
for computing effect size.

*Because a study .ould yield more than one
type of comparison, the total of 283
exceeds the number of studies actually
coded, i.e., 273.
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Table 8

Types of Comparisons: Effect Size Ns, Means, and Standard Deviations
for 705 Effect Sizes

Effect Sizes (Ds)

Comparison Type N Mean Median s.d. Range

T vs. C 499 .36 .32 .57 -1.42 to 4.40

T vs. P 49 .29 .23 .70 -1.22 to 2.42

Pre-post 97 .50 .33 .72 -1.61 to 3.11

A vs. B 60 .15 .06 .71 -1.07 to 3.55

Total 705* .36 .62 -1.61 to 4.40

*An effect size was discarded and the Comparison Type categorization
of two effect sizes were changed during later analyses upon which
Table 7 is based; consequently, the numbers in this and later
tables will not match perfectly with those in Table 7.
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By the same token, it seemed important to distinguish between "control"

41 and "placebo" groups, terms misused by many researchers in discussing

research designs. A "control" group is one which receives no treatment,

while a "placebo" group (sometimes referred to as a type of control

41 treatment) receives attention and/or materials that are assumed to be inert

(i.e., are assumed to have no affect per se on the dependent variable), but

in all other ways (e.g., time, amount of experimenter attention) comparable

to the experimental treatment (see, e.g., Borg & Gall, 1983, pp. 221-22,

355). It seemed likely that control and placebo groups might react

differently due to the differences between receiving no treatment and some,

even if supposedly inert, treatment. Consequently, we coded which of the

designs was involved in a treatment comparison.

Analysis Base
41

It was further decided that the comparison base for an attitude change

treatment would, when available, be the absence of treatmenti.e., a control

or placebo condition*--rather than another treatment. With data from a

number of treatment comparisons, it would be difficult to illustrate and keep

evident what had been compared across effect sizes; data based on comparing

each treatment against an absence 31: treatment to obtain an effect size are

more amenable to interpretation. Consequently when two treatment groups

(i.e., Treatment A and B) were present in a study and each was compared with

41 a control or placebo group, effect sizes were computed and coding conducted

for the treatment versus control (T vs. C in Tables 7 and 8) or treatment

41 *The single-group, pre-post design is, of course, a weak form of this
comparison with the pretest serving as an indication of attitudes in a no-
treatment, control situation.
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versus placebo (T vs. P) comparisons, and not for the Treatment A versus

Treatment B (A vs. B) comparison. Treatment A versus Treatment B (A vs. B)

effect sizes were, however, computed and coded when a T X C or T X P effect

size was not available. Our later difficulties in untangling the A vs. B Ds

which were coded confirmed the soundness of tha decision not to code them

generally.

Also, as can be seen in Table 8, A vs. B comparisons yielded Ds that

were, on the average, different than those from T vs. C and T vs. P

comparisons. As would be expected when comparing differing treatments rather

than treatment against lack of treatment, A vs. B comparisons yielded the

smallest mean D, .15, barely above the standard we set for trivial results

--.12 (see Chapter 3). The lower median D of .06 is probably a better

indicator of central tendency, as two outliers (Ds of 2.71 and 3.55, with the

next lowest D, 1.26) distorted an otherwise near-symmetrical distribution.

Also, sizeable differences between the pre-post mean effect size mean (.50)

and the T vs. C (.36) and T vs. P (.29) effect size means (differences of .14

and .21, respectively) look trivial when the median is used as the measure of

central tendency,

Most of the reporting of our data analyses will be based on the 644 T

vs. C, T vs. P, and pre-post Ds. However, the description of the data set

that follows includes A vs. B comparisons as well so as to provide a more

complete picture of the available body of research on modifying attitudes

toward disabled persons.

Types sL Reports

One aspect of integrative reviews that has attracted interest is the

types of research reports that were coded. As is evident in Table 9, our
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Table 9

Ds by Type of Report
for 705 Effect Sizes

Report Type

Effect Sizes (Ds)

N Mean Median S.D.

Journal Article 141 .59 .42 .69

Dissertation 430 .24 .22 .60

Thesis 13 .31 .30 .29

Convention Paper 13 .37 .38 .40

Unpublished Report 30 .37 .36 .38

Combination 78 .54 .44 .61

Total 705 .36 .36 .62
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major source of effect sizes was dissertations (N = 430), with journal

arvicles second (N = 141). Because a journal article was included in most of

the "combination" sources (e.g., effect sizes available from a dissertation

and a journal article), the number of journal article-based Ds is close to

200.

Of greater interest than the frequencies of Ds by type of publication

are the mean Ds. They support the observation by Bryant and Wortman (1985),

as well as by Bangert-Drowns (1986) and Walberg (1986)--based on Smith

(1980)--that published articles have consistently higher effect sizes than do

dissertations and other unpublished sources. The mean D for journal articles

is .59 and for dissertations, .24; the difference of .35 yields a d of .56,

using the population standard deviation of .62 (see Analysis section of

Chapter 3). The mean for Ds from combined sources (which, again, are largely

those Ds that came from dissertations and other unpublished reports from

which articles acceptable for publication were drawn) is .54, almost

identical to the mean D for articles. Dissertations have the lowest mean

D, .24. That mean is within .12 (our standard for a trivial difference; see

Analysis section of Chapter 3) of the thesis mean D (.31), but is barely more

than .12 lower than the means for convention papers and unpublished reports

(mean Ds for both = .37). The picture does not change much if the median Ds,

which are less influenced by outlying Ds, are inspected. Interestingly, the

dispersions are similar for journal article, combination source, and

dissertation Ds (s.d. = .69, .61, and .60, respectively), with the Ds from

the other three types of publications having lower and fairly similar

standard deviations.

The potentIal for a distorted picture of research findings in a review

based only on published reports is obvious from Table 9. Whether the higher
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D for journal articles is a reflection of the type of designs in studies that

41 are submitted and accepted for publication is addressed in part by Table 10.

The higher mean Ds for published articles, as contrasted with dissertations,

are clearly evident across all types of comparisons. Journal meon Ds are

41 also higher than those for the other report types except for convention

papers and unpublished repoct3 based on treatment by control (T vs. C)

designs.

It is noteworthy that treatment by control designs were more frequent

for dissertation effect sizes than would be expected based on marginal

totals, and less frequent than expected for journal article effect sizes. At

41 the same time, single-group, pre-post designs were more frequent than

expected for journal article effect sizes and less frequent than expected for

dissertations. (Many of the journal articles, we found, were reports of

41 "convenience" researcn in which students in a college course were pre- and

posttested.) Similarly, while the mean D for T vs. C results (.49) published

in journals was lower than the journal Pre-post mean (.65; 1.05 for

41 combination sources), the reverse was true for dissertations (.31

versus .05). Particularly striking as well, given the mean overall D for A

vs. B studies of .15 is the mean D for the eight jourr.1 article effect

sizes--1.19. That is in sharp contrast to the mean D of -.03 for

dissertation A vs. B effect sizes. The data in Table 10 suggest rather

strongly either a predilection to submit research for publication only when

the results are striking (i.e., a large, statistically significant

difference), or to accept only such reports for publication. There does

appear to be a bias against the importance of confirming the lack of an

effect.

161
137



Table 10

Ds by Type off Report and Type of Co-parison
fr 705 Effect Sizes

Comparison Type

Report Type TotalsT vs. C T vs. P Pre-post A vs. B

Journal Article .49 .68 .65 1.19 .59
78a 12 43b 8 141

Dissertation .31 .11 .05 -.03 .24

332b 32 20a 46 430

Thesis .31 .31 .31

11 2 0 0 13

Convention Paper .48 .31 .37

5 0 8 0 13

Unpublished Report .46 .27 .37

17 0 13 0 30

Combination .46 .62 1.05 .14 .54

56 3 13 6 78

Total .36 .29 .50 .15 .36 411

499 49 97 60 705

Note. The top number is the mean D; the bottom number is the frequency
of Ds.

aAt least 10 less than expected, based on marginal totals.
bAt least 10 more than expected, bz.sed on marginal totals.
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Research Over Thirty Years

4111 Tie amount of research in an applied field, such as the mr,Aification of

attitudes toward disabled persons, is likely a function of a number of

factors, including public interest, especially as reflected in federal

funding for the, particular research area. The growth in research in this

field has been great since the 1955-60 period. As indicated by the total

numbers of effect sizes we coded (see Total Effect Sizes column in Table 11),

there was a 2700 percent growth from the 1955-60 period to the 1971-75

period--from 3 effect sizes in 1955-GO to 91 effect sizes in 1971-75. (With a

mean of 3, and a median [and mode] of 2 effect sizes per study, that is a

growth from approximately 1 or 2 reported studies to approximately 46.) That

percentage of change is large because the base is so small. What catches the

eye is the over 200 percent growth from 1971-75 to the next time period,

1976-80--from 91 effect sizes, or about 46 reported studies, to 286 effect

sizes, or about 143 studies.

Keeping in mind the time lags between various steps in the production of

applied research--expression of public conc?rn, legislative appropriations,

program announcements, funding of projects, proposal submission and approval,

completion of research, and report preparation and publication an upsurge in

concern for persons with disabilities seems evident in Table 11. (Note that

the overall picture of growth in research portrayed by the effect size data

in Table 11 is consistent with the report data in Figure 1, Chapter 2.) Why

the drop in number of effect sizes from 1976-80 to 1981-86? It may be an

artifact of the difficulty in locating studies which are not yet well-cited

in the reference lists of reviews and othe: research reports, or it may

reflect a decline in interest in this area of research.
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Table 11

Frequencies of Types of Comparisons oy Year of Publication
for 705 Effect Sizes

Year

Type of Comparison

Total
Effect SizesT vs. C T vs. P Pre-Post A vs. B

1955-60 2 0 1 0

1961-65 13 0 8 2 23

1966-70 44 0 14 5 63

1971-75 62 4 17 8 91

1976-80 228b 11 26a 21 286

1981-86 150a 34b 24 235

Total 499 49 93 60 701c

Note: Data are effect size (D)

aAt least 10
bAt least 10
cRowe & Smi
included in

less than expected,
more than expected,
th, in press, had
this table.

frequencies. Cramer's V = .16.

based on marginal totals.
based on marginal totals.
4 effect sizes that are not



Types of Comparisons

Given general concerns about research design, it is of interest whether

the designs used in disabilities attitude modification research have changed

over the years. Table 11 indicates little relationship between year of

publication and type of comparison for the efict sizes in our set. A low

Cramer's V (.16) reflects a relative increase in treatment- control (T vs. C)

comparisons reported in 1976-78, an increase in treatment-placebo (T vs. P)

comparisons reported in 1981-86, relatively fewer pre-post comparisons

reported in 1976-80, and fewer treatment-control comparisons in 1981-86, than

expected given marginal totals.

Attitude Modification Techniques

Have researchers concerned with attitudes toward disabled persons

directed their attention to different attitude modification techniques over

the years? The type of modification techniques used in the research which

yielded our Ds changed somewhat over the 31-year span for which we located

reports (see Table 12). Perhaps of most interest, compared to the

frequencies expected based on marginal totals, are the dramatic increase in

the number of information technique effect sizes for 1976-80 period, the

decrease in number of contact effect sizes reported in 1981-86, the spate of

vicarious experience effect sizes from the 1976-80 reports, followed by a

decline in 1981-86 which was accompanied by a jump in vicarious experience

plus information effect sizes in 1981-86. The rather dramatic increase in

effect sizes for which a combination of techniques was used (the Other

category) in 1976-86 i8 also of interest, perhaps indicating efforts tc go

beyond conventional modes of thought in regard to modifying attitudes toward

persons with disabilities.
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Tahoe 12

Frequencies of Types of Modification Techniques by Year of Publications
(T X C, T X P, Pre-post, 4 vs. B effect sizes included)

Type of Technique

,,,

HPN

:ear Information Contact
Information
+ Contact

Vicarious

Experience

Information

+ Vicarious
Experience

Positive
Reinforcement

Persuasive
Message

Systematic
Desensitization Other

Total
Effect .sizes

1955-60

1961-65

L963 -70

1971-75

1976-B0

1981-86

Total

1

It

7a

28

107
b

77

2

6

21b

11

34

21a

0

4

20h

27b

36

20a

0

0

9

1

35b

13

0

0

0

0

13a

52b

0

0

0

3

0

0

n
...

0

6

3

22

3

0

0

0

4

11

0

0

2

0

14

28a

49
b

3

23

65

91

286

235

231 95 107 58 65 3 34 15 93c 701c

Note: Data are effect size (D) frequencies. Cramer's V = .26.

d4t Least LO Less than expected, based on marginal totals.
b
4t Least 10 more than expected, based on marginal totals.

c
Rowe & Smith, in press, had 4 effecL sizes that are not included in this tat
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Types of Disabilities

Another question of interest in regard to our data set is, what

disabilities have been the targets of attitude modification research, and

have there been changes over the years? As can be seen in Table 13, the most

frequent target of the attitude change studies from which our Ds came was the

general category of persons with disabilities (N = 330). Attitudes toward

persons with physical disabilities were a distant second (N = 97), with

attitudes toward mentally retarded persons third (N = 81), and attitudes

toward the mentally ill fourth (N = 67).

There have been some changes over the years in the disabilities that

have been the targets of attitude modification studies. Table 13 contains

information about those changes. Particularly striking is the increase

during 1976-86 in effect sizes that came from studies in which disabilities

in general were the attitude target of concern. Given the evidence that

attitudes do differ according to disabilities (although according to Yuker

[1983], the differences may not be as uniformly stable as some [e.g.,

Richardson & Ronald, 1977]* have claimed), a broad focus on changing

attitudes toward disabilities in general may not be a wise strategy. In

contrast is the increased number of effect sizes during 1976-80 that came

from studies of attitudes toward specific mental retardation levels, rather

than toward mental retardation generally. However, the general drop-off in

1981-86 in effect sizes from research on attitudes toward mentally retarded

persons, persons with physical disabilities, and those who are mentally ill

may be perplexing to some professionals and advocates. The absence of

*Also, Abroms and Kodera (1979), Antonak (1980), Richardson, Goodman,
Hastorf, and Dornbusch (1961), and Tringo (1970).
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Table 13

i'requencies of Disabilities Toward Which Treatment Directed, by Year
(T X C, T X P, Pre-post, A vs. B effect sizes included)

1,

Year Generala
Physi,:ally

Disabled

Mentally Retarded

Mentally
Ill

Emotionally
Disturbed

Visually
Impaired

Hearing
Impaired

Learning
Disabled

ParJ-

QuAra-
Pleic

Other
Physical Other Comoination

Total

Effect
SizesGeneral Moderate Severe

g 1955-60 0 0 0 0 0 0 0 0 0 0 0 2 0 3

1961-65 2 0 5 0 1 12 0 3 0 0 0 0 0 0 23

1966-70 9b9 10 7 0 0 18c 5 1 0 0 0 7 0 6 63

1-1 1971-75 3333b 18 12 0 1
I9c 0 6 0 0 0 0 2 0 91

4=.

4=.
1976-80 141 46 6b 20c 13 18 4 5 9 2 2 2 0 17 286

1981-86 144c 23b 8 0 8 Ob 4 4 15 4 0 2 10 13 235

Total 330 97 38 20 23 67 13 20 24 6 2 11 14 701d

Note. See conventions for Category C.5. in Appendix C for definitions of disability categories. Data are effect size D frequencies. Cramer's V = .33.

No disability target was specified.
b
At least 10 less than expected, based on marginal totals.

cAt least 10 more han expected, based cn marginal totals.
d
Rowe d Sman, in press, had 4 effect sizes that are not included in this table.
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research on attitudes toward persons with some disabilities, such as speech-

",
language impairments, may also be a matter of concern. On the other hand,

even the modest increase in effect sizes from research on modifying attitudes

toward the hearing impaired during 1976-86 may be encouraging to others.

E '9ucational Level

Also of interest in terms of the thrust of research in modifying

attitudes toward persons with disabilities is the educational level of the

subjects used in the research. Table 14 shows that nearly the same number of

effect sizes came from college and university samples (N = 313; 44%) as from

elementary and secondary schools combined (N = 282; 40%), with the majority

of the latter group coming from the elementary grades. Little research has

been done with adult groups, with a total of only 103 effect sizes (14%)

coming from studies in which samples of postprofessional persons or adults

not in school were use-,

Assessment

What methods have been used to assess attitudes in the research on

modifying attitudes toward persons with disabilities? Given the concerns

commonly expressed about the validity of questionnaires for predicting the

behavioral aspects of attitudes, it is disconcerting to find that 66% (N =

460) of the effect sizes we obtained were based on questionnaire data (see

Table 15), with items usually of the Likert-scale type. (It will not be

surprising to those familiar with the research literature which we coded to

know that for 44% [N = 201] of the questionnaire-based Ds, the Attitudes

Toward Disabled Persons [ATDP] scale [Yuker et al., 1970: Yuker & Block,
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Table 14

Educational Level of the Ss for 704 Effect Sizes

Context

Effect Sizes

Can't tell 5 1

School
preschool 3 0.4

Primary 30 4

Intermediate 116 16

Middle 18 3

Junior High 17 2

Senior High 19 3

Combination 74 10

Total 282 43

College
Undergraduate 283 40

Graduate 30 4

Total 313 44

Postprofessional 53 7

Adults not in
school

50 7

Other 6 1

Total 704 101

Note. Proportions in this
table and the ones that follow
were rounded to two decimal
places before being converted
to percentages, except where
less than .005 to avoid
rounding to zero where there
was a frequency. Also, as a
result of rounding, percentages
will sometimes add up to
slightly more or less than 100.
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Table 15

Frequencies of Types of Assessment by year IT K C, r x P, Pre -host, ; vs. a etfect sizes included)

Assessment Type

(ear

Interview

juestionnaire Socicmetric
Social

Distance

Systematic

Jbservation

3emant.c

Differential

Telephone
Lail

Projective
Technique

Sentence
Completion

Adjective

7.hecUl3t Rankings ')thee

Total

Effect
Sizesotructured unstructured

1955 -50 0 0 0 0 0 0 0 3 2 1 0 0 0 3

1961-55 0 3 17 0 J 0 3 J 0 3 2 J 1 23

H
.; 1966-70 0 0 43 0 2 0 11 0 0 0 2 0 5 63

.....1

1971-75 0 0 79
b 0 3 0 3 0 0 0 0 3 1 91

1975 -30 1 0 111 4 31 2 47° 2 0 1 4 3 10 286

1981-36 3 2 1403 6 27 1 104 2 0 3 24b 1 22 235

rota. 1 2 460 10 63 3 79 4 2 2 32 4 39 701c

Ncte. Data are effect. size ID) frequencies. Cramer's V 7 .44.

'At least 10 less than expected, based on marginal totals.
°At least 10 more than expected, based on marginal totals.

cRc....e ', Smith, In press, had 4 effect sizes that are not included u' this table.
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1986] was the assessment tool.) Only 3 Ds were based on systematic

observation data, and only 2 of the 4 Ds that came from telephone or mail

surveys were aimed at obtaining a response to a situation removed from the

research project (such as a poll of opinions toward use of university money

for a Center for Disabled Students) so that Ss would not be likely to see a

connection to the research and thus give biased responses (not in Table 15).

It should be noted that the 39 "Other" effect sizes included those obtained

with assessments of behav4.oral intentions (e.g., responses to questions about

intent or willingness to invite a disabled person home or to volunteer to

work with disabled persons). Clearly, assessment of attitudes was dominated

by questionnaires, especially if all paper-and-pencil assessments, such as

social distance and semantic differential results, are included with the

typically Likert scale questionnaire results. Only 12 Ds (2%) came from

nonpaper-and-pencil assessments (in_../iews, observation, telephone surveys).

Some changes in assessment are of interest. Two of these are the

relative dropoff in questionnaire use in 1981-86, accompanied by an increase

in use of adjective checklists. Also, the cause of the brief flare of

semantic differential use in reports that became available in 1976-80, nearly

20 years after the landmark Osgood, Succi, and Tannebaum (1957) publication,

raises intriguing questions about the acceptance, use, and reporting of

research techniques.

Data Collection

Methods of data collection can affect study outccmes. One particularly

relevant question is whether those who administered pretests and posttests

were blind to the purpose of the study and to the experimental group

membership of the Ss to whom they administered assessments. The convention

175 148

O



for coding whether blinded data collection occurred was based on the

assumption that researchers will usually report those aspects of their

methodology that are especially valued in treatises on research design.

Random sampling and assignment are such high priority procedures. Blinded

data collection is another. So, if there was no mention that test

administrators we'.:e blind to the purpose of the research or to the Ss' group

membership, it was presumed not to have occurred.

M,
For 663 out of 705 effect sizes (94%), "No" was coded for blinded

collection. For :1 effect sizes (4%), blinded data collection was obvious,

with partial tlinding (information kept from coders as to group membership or

whether a pre or posttest was being administered) for 5 effect sizes (nearly
40

1%). Enough information was provided for 9 effect sizes (1%) to make the

rater unsure, and "Can't tell" was coded.

Test scoring is an essential part of data collection, and the blinded

scoring of tests is desirable in r.ases where test scorers must draw

inferences. As already noted above, paper-and-pencil, questionnaire-type

assessments were the predominant mode of dependent raeasure. With sucn

assessments, coding is routine. It is not surprising, therefore, that for

674 of 705 effect sizes (96%), the category on blinded test scoring was coded

AO as "Not Applicable". For 11 effect sizes (nearly 2%) for which blinded score

was pertinent, it was done; for 14 effect sizes (2%), it was not.

Reliability

The reliability of the scores obtained on dependent measures is a

central concern in research, as low reliability has a negative impact on

validity as well as attenuating group differences. It is surprising,
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therefore, that for 44 percent (N = 293) of the 705 effect sizes (see Table

16), no reliability coefficient was reported. (For 9 effect sizes, the

adequacy of reliability was asserted, but no coefficient was reported.) For

those effect sizes for which a reliability coefficient was reported, 187

coefficients (26% of the 705 effect sizes) fell in the range of .80 to 1; 200

coefficients (28%) in the range of .60 to .79; and 25 (3%) below .60.

Many of the researchers were apparently not mindfll that reliability is

an attribute of scores, not of tests, and that coefficients cc_n vary widely

by population and test administration circumstance: About 64% of the reported

reliability coefficients came from other studies. example, when the

ATDP scale was used, it was common for the authors to cite the reliability

figures given in Yuker et al. [1970], and not to report a coefficient for

their sample.) Another 9 percent of the reported coefficients came from

pilot studies. For 4 percent of the effect sizes for which a reliability

coefficient was reported, no source could be discerned. Only 24% of the

coefficients reported (for 14% of the effect sizes) were computed for the

samples of Ss studied.

Validity

Did test score validity fare any better in our population of studies? A

crucial starting point in the consideration of the validity of measures for

assessing attitudes would seem to be definition of the construct, "attitude ".

However, Towner (1984) lamented the lack of definitions of "attitude" in the

modification studies she reviewed. In our data set, no definition of

"attitude" was given in 114 of 215 studies (53%), accounting for 317 of 705

effect sizes (45%) (see Table 17). For those effect sizes for which a

definition was presented, a conception of attitudes as having affective,
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Tabie 16

Magnitude of Reliability Coefficients
for Dependent Measures in Effect Size Comparisons

Magnitude

Effect Sizes

None reported 293 42

.00 .60 25 3

.60 - .79 200 28

.80 - 1.00 187 26

Total 705 99

Table 17

Definitions of "Attitude"
in Research Reports

Type of Definition

Effect Sizes Reports

N % N %

None 317 45 114 53

Affective 65 9 22 10

Cognitive 9 1 4 2

Behavioral 5 1 3 1

Affective and Cognitive 88 12 21 10

Affective and Behavioral 13 2 3 1

Affective, Cognitive, Behavior] 208 29 48 22

Total 705,' 215 99
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cognitive, and behavioral components was most common (N = 208; 54% of 388

effect sizes). A definition that involved affective and cognitive components

was next in frequency (N = 88; 23% of 388 effect sizes), followed oy an

exclusive emphasis on affect (N = 65; 17%). The other definitions

(Cognitive, Behavioral, Affective and Behavioral; N = 27) constituted 7% of

the effect sizes for which definitions could be coded.

Given the large proportion of effect sizes for which the object of the

experimental trea-ment, "attitude:.", was not defined, it is not surprising

that for 374 out of 705 effect sizes (53%), the validity of scores on the

dependent measure was not discussed*. For only 32 effect sizes (4%) was

there extensive discussion of test validity. Moreover, for 94% (N = 660) of

the effect sizes the dependent measure was cooed as "high" in reactivity

(with "low" [1%] and "moderate" [5%] the other choices). The adequacy of

validity was rated as "moderate" for 573 effect sizes (81%), "low" for 122

(17%), and "high" for only 10 effect sizes (1%).

Time of Posttest

Changes in attitudes toward persons with disabilities must be sustained,

not temporary, to be of consequence. Towner (1984) called for testing to

determine the "longterm effects" of treatments to modify attitudes (p. 254).

Our data set confirms the need for that call. For 476 effect sizes (67%), an

immediate posttest was the source of data. For 90 effect sizes (13%), the

posttest was not immediate, but was delayed as much as a week to obscure the

connection with the treatment. Only 89 effect sizes (13%) were based on

follow-up PesttesLing--i.e., testing that followed an initial posttest. (For

*With attitudes clearly a psychological construct, it was perplexing that
several authors (e.g., Lapp, 1974; Ozyurek, 1977) referred to the "content
validity" of their attitude measures.
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7% of the effect sizes, the rater could not determine when the posttest was

administered.)

Use of Theory

Given the scant attention paid to attitudes as a construct and to the

validity of the attitude assessments used, it would have been surprising to

find careful attention given to the theoretical bases for the attitude

modification techniques investigated in the various studies. Towner (1984)

noted that a majority of the reports of attitude modification she reviewed

did rot indicate a theoretical base for the approach taken to attitude

change. In our data set, only 194 effect sizes out of 705 (27%) came from

comparisons in which an attitude change theory was the explicit basis for the

experimental treatment. The most common basis was prior research (N = 403;

57%), wirh the case "well developed" for 308 effect sizes (76% of 403), with

"few citations of prior studies" for 91 effect sizes (23% of 403), and with

prior research "mentioned but not cited" for 4 effect sizes (1%).

As Table 18 indicates, the predominant theory either used explicitly as

a base for a treatment (194 effect sizes; see paragraph above) or implicit in

the intervention (as judged by the rater with no direct evidence in the

4P
report; 458 effect sizes of 705, or 65%) was the consistency-equilibrium

theory associated with theorists such as Festi -iger, Heider, Lecky, Levin,

McGuire, ane. Newcomb (see the conventions for Category C.2.a. in Appendix C

4D
for theory definitions). The data in Table 18 must be interpreted with

caution, however, in light of the large number of effect sizes for which the

theoretical bases for the modification technique had to be inferred. The

most apt generalization is probably that the research on modifying attitudes

toward disabled persons is largely atheoretical.
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Table 18

Attitude Change Theories
Underlying Experimental Treatments

Effect Sizes

Theory N %

SR, Behavioral 29 4

Conditioning 24 3

Consistency/equilibrium 518 73

Social Judgment 14 2

Functional 59 8

Combination 6,. 9

Total 705 99
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It was, in particular, puzzling ty find no attitude change procedures

based on Rokea^h's (1973) version of balance (consistency-equilibrium)

theory. His approach to attitude change is to induce self-dissatisfaction

with values, as a means to value change, attitude change, and behavioral

change. The approach has been applied successfully in areas as diverse as

civil rights (Rokeach, 1971, 1973; Rokeach & McLellan, 1972), teaching

behavior (Greenstein, 1976), and women's rights and the environment (Ball-

Rokeach, Rokeach & Grube, 1984). merits attention by those interested in

affecting not only modifications in attitudes, but changes in behavior toward

persons with disabilities.

Study Populations and Samples

There is some evidence that educational researchers do not often address

specifically in their reports the nature of their target or accessible

population, nor draw random samples from their accessible populations, make

random assignments to treatments, or replicate their results to establish

their stability and generalizability (Shaver & Norton, 1980a, b). Is that

statement applicable to the body of research on modifying attitudes coward

persons with disabilities?

Table 19 indicates that those doing research in this area have addressed

population issues evm less often than those who have published in two social

studies journals and in ten years of the American Educational Research

Journal (AERJ). For a majority of fLhe effect sizes in the reports coded for

this review, there was no mention of the groups to which the authors hoped

their results would be generalizc.ole (target population--73%) or From which

their samples came (accessible population- -61 %). In fact, few authors even

used that terminology. For 7 effect sizes (1%), the term "target population"
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Table 19

Treatment of Target and
Accessible Populations
for 705 Effect Sizes

Target Accessible
Population Population

Effect Sizes % Reportsa Effect Sizes % Reportsa

Category N %

Social
Studies AERJ N %

Social
Studies AERJ

Not mentioned 512 73 45 67 432 61 17 49

Term used 0 0 0 1 3 0., 0 1

Defined 186 26 55 32 193 27 72 41

Described 0 0 0 0 0 0 11 8

Term used and 7 1 77 11
Population defined

Total 705 100 100 100 7G5 99.4 100 100

1R3
a
Percentages from Table 2 in Shaver and Norton (1980a), based on 53 research reports
in all issues of two social studies journals through 1978 and 151 reports in the
American Educational Research Journal (AERJ) for ten years, 1968-77.
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was used and the population was defined. For 3 effect sizes (.4%) the term

"accessible population" was used, and for 77 other effect sizes (11%), the

term was used and the population defined in at least rudimentary terms.

By the same token, as Table 20 shows, random sampling of individual Ss

was rare. It was the basis for sampi..a selection for 31 effect sizes

(4%)*. The random selection of groups provided the Ss fcr 31 effect sizes

(4%). The use of intact groups was the most common means of obtaining a

sample (N = 327 effect sizes; 46%1. The use of volunteers was common (N =

237 effect sizes; 34%), and greater than for Shaver and Norton's (1980a)

sample of AERJ reports (9%) and social studies reports (24%).

0 Table 21 presents information on assignment to groups, with tr,e 60

Treatment A vs. B effect sizes not included. Random assignment of the

individuals or groups used as the unit of analysis was done for 35% of the

411 effect sizes (N = 227), including 21 (3%) instances of matching followed by

random assignment. This is almost identical to the 35% of reports of random

assignment in Shaver and Norton's 10-year AERJ sample and considerably above

the 9% for the reports in their social studies research sample (Shaver &

Norton, 1980b)**.

Replications

Related to the task of defining the populations from which samples are

drawn and to which one wants to generalize is the matter of replication, as

*This compares to 15% and 19%, respectively, for the samples of reports from
two social studies journals and AERJ reported by Shaver and Norton (1980a).
The Shaver and Norton data are not reported fully in Table 20 because
different categories were used.

**Information from Shaver and Norton (1q8Ca) was not included in Table 21
because different categories were used.
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Table 20

Sample Selection for
705 Effect Sizes

Category

Effect Sizes

N %

Can't tell 43 6

Random- -

Individuals 31 4

Random- -

Groups 31 4

Volunteer n
4...,
-37 34

Intact Groups 327 46

Other 36 5

Total 705 99

185
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Table 21

41 Assignment to Treatment Groups
for 644 Effect sizes

Category

Effect Sizes

N %

Can't tell 23 4

Random 206 32

Match-random 21 3

Select controls
randomly or
matched

3 0.5

Intact groups--
randomlya

130 20

Convenience 154 24

Other 23 4

Not applicableb B4 13

Total 644 100.5

a Intact groups assigned
randomly, but not used as unit
of analysis. If assigned
randomly and used as unit of
analysis, coded as "random".

bSingle-group studies.
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it is often argued to be the basic scientific means of establishing the

reliability and generalizability of results (e.g., Shaver, 1979a). As

inspection of Table 22 reveals, replications have not been a common feature

of studies in modifying attitudes toward disabled persons. About 1.5 percent

of the effect sizes came from efforts to replicate other studies. About 12

percent of the effect sizes came from within-study replications; however,

almost one-fourth of those 87 effect sizes were "quasi-replications"--effect

sizes based on data gathered from different samples or in different setting'',

in the study and coded separately even though the researchers did not

recognize them as replications.

Replicability

It is noteworthy as well that for 290 of the 705 effect sizes (41%), the

description of the treatment variable was not deemed adequate to allow

another researcher to replicate the study (Category C.8.e.). For 111 effect

sizes (16%), description was deemed adequate for replication; and for 304

(43%), description was judged to be "somewhat" adequate.

A treatment must first be implemented to be replicated later. However.

for only 37 effect sizes (5%) was the actual implementation of treatment

rated as "complete" (Category C.8.d.). For 630 effect sizes (89%),

implementation was judged to be "mostly" complete, and for 38 effect sizes

(5%), the treatment was rated as implemented "only in part". At the same

time, for 639 effect sizes of 705 (91%), no report was made of an effort to

verify that the treatment had been implemented as intended.

Qualification of Results

their critiques of research reporting, Shaver and Norton (1980a, b)

gathered data on the extent to which the authors of research reports
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Table 22

Replications Among 705 Effect Sizes

Effect Sizes

Type of Replication

Other Research
None 65)6 99

Direct 3 0.4

Systematic 6 1

Total 705 100.4

Within Study
None 618 88

Direct 7 1

Systematic 80a 11

Total 705 100

aIncludes 21 "quasi replications "--
that is, studies in which the
treatment was repeated on
different samples or in different
settings and the results were
coded separately, even though not
treated as a replication by the
researchers.
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restricted their conclusions in terms of the shortcomings in their accessible

populations (as related to the target population) or samples. They found

conclusions tempered by accessible popuiation deficiencies in 15 percent of

their social studies research reports and in 7 percent of their AERJ

articles; 23 percent of the social studies reports took sampling inadequacies

into account in drawing conclusions, while 11 percent of the AERJ articles

did. We broadened the question for this review, asking if conclusions were

qualified by reference to sampling or design problems, possible interactions

of personological or ecological variables with the experimental treatment,

the assessments used, the need for replication, or "other" considerations.

Table 23 presents the results. As can be noted, for 66% of the effect

sizes, the authors provided somr limitation on their conclusions about the

effectiveness of the technique for attitude modification. The 14 percent of

qualifications based on the sampling process is close to those of the Shaver

and Norton study (see preceding paragraph). Interestingly, the largest

percentage of qualifications (for 260 effect sizes, 37%) took into account

combinations of factors. That is encouraging, although the 34% with no

qualifications is an offsetting concern.

Bases for Effect Sizes

A relevant methodological matter for those interested in meta-analysis

as an approach to integrative literature reviews is the type of information

that is available for computing the effect sizes--in our review, Ds which

are the center of attention. As noted in the discussion of our coding

instrument in Chapter 3, we gathered information on the source of each effect

size, and on the scale of me 3n difference and the standard deviation used on

computing each one. Tables 24-26 present data on the bases for the 645
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a
Table 23

Limitations on Conclusions
About Treatment Effects
for 705 Effect Sizes

Limitation

Effect Sizes

N %

one 242 34

Sampling 100 14

Design 66 9

IP Measures 21 3

Interactions 5 1

Need for replication 2 0.3

IP Other 9 1

Combination 260 37

D
Total 705 99.3

I

ID

IP

D 19 0
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effect sizes for our treatment versus control, treatment versus placebo, and

single-group, pre-posttest comparisons.

The major source of effect sizes was the calculation of Ds from data

available in the research reports (see Table 24). Approximately 90% (N =

578) of our Ds were obtained in that way. The other 10% were estimated using

statistics such as t-ratios and F-ratios. (When a D was estimated from a

correlated t or an F from an analysis of covariance, but the pre-post or

covariate-dependent measure coefficient was not available, a coefficient

of .50 was used. See Appendix B for effect size computation conventions.)

Although a subcategory was included on the instrument ("Available" in Table

24) for coding that a standardized mean difference was available in the

report, no use was made of it. It is interesting as well that in every use

of statistics to estimate Ds, except for the 9 Ds computed from analysis of

covariance F-ratios using .50 as the estimated coefficient, the mean D was

higher than the mean for Ds computed directly from the data. Fortunately,

with 90% of the Ds computed directly that bias had little effect on the

analysis of data.

Another methodological feature of our data set having to do with the

basis of our effect sizes is the information available for scaling mean

differences. It was decided in developing the coding instrument that the

preferred scale would be raw mean gain scores, because they are a scale of

the same units as final status scores (Glass et al., 1981, p. 116) and they

avoid the problems of covariance-adjusted scores when the assumption L)t-

homogeneous regression lines is :lot met. If raw gain means were not

available, raw prdsttest means were the next choice, followed by covarie

adjusted means, and then by residual gain means.
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Table 24

Sources of 644 Effect Sizes (D6)

Source

Effect Sizes (Ds)

Mean SD

Availability

Calculated 577 .36 .60

t or ANOVA F 18 .46 .84

Correlated t 6 .40 .24

Corralated t (.50) 15 .58 .52

N-Way ANOVA 3 .42 .46

COVAR (.50) 9 .15 .20

Proportions--1.2 12 .74 1.00

Significance level 2 1.23 .00

Other 2 .90 .01

Total 644 .37 .61

Note. E2 = .02.

I 9 2
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As can be seen in Table 25, 387 of the Ds (60%) in our data set were

based on raw mean gains. Raw posttest means were the basis for 163 Ds (25%)

and covariance-adjusted means for 28 Ds (4%). No residual gain means were

used. (The Not Applicable c....tegory [N = 66] encompasses the effect sizes not

calculated, but estimated from available statistics.) The proportion of

variance in Ds associated with the type of mean difference scale (Eta2) is

only .01. The Not Applicable mean D is the one discrepant value; and, again,

with only 10% of the Ds falling in that category, the effect of the bias is

minor.

For calculating standardized mean differences, as noted in Chapter 3, a

standard deviation based on as much data as possible that was free of

treatment effects was preferred. Pooled pre and posttest standard deviations

(see Table 26) were obtained for computing 248 Ds (38%), pretest st_ndard

deviations were used for 108 Ds (17%), and posttest control or placebo group

standard deviations were used for 140 Ds (22%). Estimates of standard

deviations from various sources (within-group variances, or gain or

covariance adjusted scores) and pooled posttest variances were used in

computing 86 (13%) of the Ds. Although the mean Ds based on these estimated

standard deviations tend to be higher than those from sources free of

treatment effects (but similar to the Not Applicable mean D), the Eta2 is

only .02. The small proportion of variance in the Ds that was associated

with the source of standard deviations is a reflection of the small numbers

of standard deviations that come from within-group variances.

Emma: of Can't Tell Scoring

One other methodological aspect of the data set that may have general

interest Is the frequency with which Can't Tell was coded for the various

threats to treatment validity and internal validity (see discussion in
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Table 25

Scale of Mean Differences
For 644 Effect Sizes (Ds)

Scale

Effect Sizes (Ds)

N Mean SD

Not Applicable 66 .51 .69

ID
Raw Post 163 .29 .68

Raw Gain 387 .39 .57

COVAR-Adjusted 2(., .36 .39

411 Total 644 .37 .61

Note. E2 = .01.

0 Table 26

e

o

J

Standard Deviations for 644 EtEect Sizes (Ds)

Effect Sizes (Ds)

Source N Mean SD

Not Applicable 62 .53 .70

Post Control/Placebo 140 .24 .67

Pretest 108 .34 .76

Post & Pre pooled 248 .37 .47

1-way ANOVA 15 .53 .75

N-way ANOVA 21 .45 .44

1-way COVAR 12 .47 .58

N-way COVAR 28 .61 .47

Adjusted COVAR 1 .51 .00

Adjusted gain 4 .58. .46

Pooled post 5 .43 .54

Total 644 .37 .61

NoLe. E2 = .02._
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Chapter 3). Tables 27 and 28 contain that information for the 644 effect

sizes in our main analyses (see Chapter 5). As can be seen, the availability

of information necessary to decide if a threat was present varied greatly

among the threats. It is also clear thrt forced judgments about the presence

of threats would have been largely speculative for a large number of effect

sizes. It was our judgment in coding, supported by the data in Tables 27 and

28, that essential information is frequently missing from reports for

determining whether threats to treatment and internal validity existed in the

research. We recommend that others doing meta-analyses use categories to

pick up the extent of missing information, as our Can't Tell scoring did.

Summary

Although this chapter contains discussions of some coding and analysis

decisions in this chapter, the primary purpose ras to sketch some dimensions

of the available body of research on modifying attitudes towards persons with

disabilities.* From all of the data available, some were selected to provide

a flavor of the volume of research, where it has been reported, the types of

attitude mo- ification techniques investigated, with what groups of people,

and to change attitudes toward what disabilities. Some methodological

attributes were described as well--types of treatment compari::ons, the

adequacy of assessment and the use of theory, sample selection and

assignment, the use of replications and the implementation and verification

of treatments, the extent to which conclusions took into account study

limitations, the bases for computing Ds, and the extent of "Can't Tell"

*As noted at the erd of Chapter 3, the entire data set 4s available on
magnetic tape and can be obtained at cost by anyone who wishes to explore
further the characteristics of the reported research in this field.
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Table 27

Threats to Treatment validity for 644 Effect Sizes

Category

Threat

Can't Tell Not Plausible Minor Substantial Major Not Applicable

N Mean SD N Mean SD N Mean SP Mean SD N Mean SD N Mean SD

Implementation 33 .47 .63 582 .38 .61 30 .18 .58 -- --

Hawthorne 160 .35 .58 93 .29 .62 234 .42 .65 157 .39 .57

John Henry 254 .40 .59 262 .36 .64 30 .22 .32 13 .11 .39 -- 85 .42 .66

I-4 Treatment Diffusion 239 .36 .71 142 .29 .50 131 .46 .55 45 .35 .41 5 1.06 .87 82 .38 .62ON
UD

Dissatisfaction/ 246 .31 .53 303 .39 .64 44 .53 .71 5 -.25 .53 5 .27 .25 41 .52 .74
Resentment

Novelty/Disruption 183 .41 .58 362 .36 .59 52 .42 .92 7 .03 .11 1 .41 .00 19 .26 .35

Exper.aenter Effect/ 218 .37 .56 23 .53 .63 130 .35 .70 241 .37 .59 31 .36 .76 1 .75 .00
Expectations

Treatment-experimenter 82 .36 .51 37 .34 .61 98 .36 .75 221 .52 .64 205 .23 .50 1 .75 .00
Confounded

Testing by treatment
interaction

24 .54 .76 10 .61 .81 151 .37 .57 426 .37 .62 33 .27 .38 -

Multiple treatment

interference
573 .37 .61 62 .50 .65 1 .52 .CO 8 -.10 .28 -

Note. Means and standard deviations are for Ds.



Table 28

Threats to Internal Validity for 644 Effect Sizes

Threat

Category

Can't Tell Not Plausible Minor Substantial Major

N Mean SD N Mean SD N Mean SD N Mean SD N Mean SD

Maturation 326 .43 .63 272 .29 .58 9 .45 .45 37 .46 .65

History 456 .32 .55 66 .47 .69 56 .38 .66 62 .64 .79 4 .60 .36

Testing 74 .32 .50 433 .34 .60 38 .53 .56 60 .43 .56 39 .62 .92

Instrumentation 35 .58 .93 29 .29 .43 566 .36 .59 12 .33 .42 2 1.66 .23

Statistical Regression 25 .68 .84 592 .35 .59 18 .55 .60 9 1.02 .65

Selection 52 .38 .58 197 .41 .70 65 .36 .46 236 .38 .61 94 .28 .53

Experimental Mortality 153 .30 .46 303 .44 .66 97 .38 .70 66 .28 .56 25 .25 .41

Note. Means and standard deviations are for Ds.
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coding for treatment and internal validity. The intent was to set a context

for the reporting of our analyses to determine the effects of attitude

modification techniques as they can be discerned from the available

literature. That is the subject of the next chapter.
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CHAPTER 5

ATTITUDE MODIFICATION TECHNIQUES:
THE RESULTS

The sketch of our data set in the prior chapter does not address the

central objective of this review of literature: to determine whether

different tecLAiques for modifying attitudes toward persons with disabilities

have yielded different effect sizes. Before turning to analyses that address

that item more specifically, some prefatory comments are appropriate in

regard to differences between data analysis for an integrative review as

compared to the typical data analysis approach for primary research studies.

Perspective on Analysis

Once the data are collected for a quantitative, integrative review of

the research literature, the next steps, as in a primary research study, are

to analyze the data and report the results. Data analysis is, however, not

so straightforward for a quantitative review as for most primary experimental

research. In conducting primary experimental research, there are usually few

variables to take into account--a treatment variable with two or three

levels, one or perhaps two dependent measures, and maybe a covariate, or

classification variable, or two. The analysis can be pretty well specified
0

beforehand, with the only open question likely to be whether the correlation

of a covariate with a dependent measure is sufficiently high to justify an

analysis of covariance. Beyond that, the researcher conducts an analysis

(using a technique such as ANOVA or COVAR), checks for statistical

significance, doez any contrasts of pairs of means that are appropriate, and

reports the results in a table or two accompanied by a brief discussion of

whether statistical significance (usually the conventional .05 level) was

I
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attained. Occasionally now, the researcher also reports an effect size

(standardized mean difference or correlation coefficient) to back up the

inferential statistics results.

All of the above is accomplished via a relatively noncircuitous route;

once the preplanned analysis is set in gear, few decisions are necessary

about the paths to follow. The decisions to be made, rather automatic ones,

are such as whether to include a covariate, whether a finding attained

statistical significance, whether post hoc contrasts should be made, and, on

occasion, whether the results from analyses with inferential statistics

square with those from effect size computations.

This admittedly some what overdrawn picture of the simplicity of analysis

in primary research is in marked contrast to the analysis in an integrative

review such as reported here. To begin with, there is a greater number of

variables to take into account. The number of what might be termed

"treatment levels" may not appear large at first glance. For example, we

coded six attitude change techniques, plus combinations (Category C.4.). But

rather than a defined treatment (e.g., "information" or "contact") applied in

a particular setting, as in a typical research project, the review analyst

has a number of applications of the treatment with differing characteristics

across applications. As a result, the number of possible treatment variations

is large. The number becomes larger when variations in sample attributes and

perhaps even ecological variables are taken into account. Of course, the

complexity is further compounded when different dependent measures are used

across primary research studies, and even further by the consideration of

research quality variables. With some 140 categories for coding the research

reports, as in this review, the number of possible combinations is

astronomical.
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One solution would be to use a much smaller number of categories to code

10 the primary research reports, but that would be akin to the dysfunctional

primary research strategy of not attending to interactions between treatment

and personological and ecological variables because they make interpretation

difficult. Instead, we were guided in setting up the coding instrument (as

discussed in Chapter 3) by the admonition to include "all characteristics of

the primary studies that are strongly suspected of affecting the

findings . . ." (Jackson, 1978, p. 57). The upshot is a complex analysis

process with difficult decisions about what to report and how. One major

Issue is how to handle data on the methodological quality of the studies in a

110

data set.,

Quality of Research

111
The methodological quality of the studies from which effect sizes are

collected has been a source of concern since Glass (1976) first proposed the

use of the meta-analytic approach to integrative reviews. Glass's proposal

to include studies regardless of quality and analyze for the effects of

quality (discussed in Chapter 3) drew a "garbage in-garbage out" criticism

from Eysenck (1978) that is often cited in discussions of meta-analysis.

Although the concept of analyzing for quality effects is still controversial

(Bangert-Drowns, 1986), our stance in planning the procedures for this review

was the same as Glass's: That is, include all studies, code for quality, and

determine if effect sizes covary with study quality.

Quality Indicators

Although a number of our coding categories are related to quality of

study, three global categories are particularly appropriate !ndicators of

21) 3
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methodological soundness: general treatment validity, general internal

validity, and adequacy of test validity. Each is widely regarded by

researchers to be central to the validity of experimental results, and each

is based on information

Internal validity

assigned to treatments.

assignment to be, ipso

from other categories.

is, for example, in part a function of how Ss are

In fact, some researchers regard studies with random

facto, of high internal validity. However, as we

noted in Chapter 3, that is not the case. Random assignment may be a sine

qua non of excellent internal validity (as indicated by the fact that random

assignment was used for all but two of the effect sizes coded in our review

as coming from studies with high internal validity), but it does not

guarantee validity. Even selection as a threat to internal validity is

controlled by random assignment only within chance limits. That is, groups

with quite different antecedent characteristics can, and do, occur even with

random assignment, as statistical theory indicates should be expected. So,

rather then consider the absence or presence of random sampling per se as an

indicator of study quality, we coded method of assignment and took that into

account in coding the various threats to internal validity (see Table 28 in

Chapter 4) that were weighed in coming to a judgment about the internal

validity of each study.*

Results

Summary statistics for the three global indicators of quality are

presented in Table 29. Two attributes of the data are striking: First, few

studies received high or excellent ratings on any of the three types of

*The Cramer's V for internal validity and type of assignment to groups was
.44, a moderately high relationship, as would be expected.
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Table 29

Quality of Study Indicators

General Treatment Validity General Internal Validity Adequacy of Test Validity

Effect Sizes (Ds) Effect Sizes (Ds) Effect Sizes (Ds)

Quality N Mean SD Level N Mean SD Adequacy N Mean SD

Excellent 4 .25 .30 High 15 ,89 .87 High 9 1.13 .69

Fair 245 .45 .68 Medium 211 .32 .58 Moderate 520 .36 .62

Poor 395 .33 .56 Low 418 .38 .61 Low 115 .40 .55

Total 644 .37 .61 Total 644 .37 .61 Total 644 .37 .61

Note. Eta 2 = .01 Note. Eta2 = .02 Note. Eta2 = .02



global validity. Second, none of the ratir;s of validity explain much of the

variability in effect sizes (as indicated by the Eta2s of .01, .02, and .03).

The low correlation between quality ratings and Ds is at least in part a

function of the lack of variability in the former: _ew effect sizes came

from studies with excellent or high ratings.

To determine the association between Ds and membership in the higher

frequency medium and low quality categories, point biserial coefficients were

computed. The squared coefficients are .004, .01, and .001 for treatment,

internal, and test validity, respectively, again indicating that very little

variance in Ds was associated with quality ratings.

Wh/ Few High E2112211

The lack of studies rated to be high on the quality indicators could be

a function of the actual quality of research in the field or of invalid

ratings. In regard to the latter possibility, it is worth noting that the

raters were able to apply the research quality conventions reliably; readers

will have to peruse our discussion of our codin strument in Chapter 3 and

the conventions (Appendix C) to determine if we were over-rigorous in our

definitions of excellent or high validity. We think not.

After reading the reports of the 273 studies that made up our

population, it is our conclusion that the quality is actually not very high

in general, due to two factors. The first is that attjtude research is

difficult to conduct, especially in applied settings (e.g., in elementary

schools) rather than laboratories. There are major impediments to gaining

adequate control over subject and ecological variables in applied settings.

Moreover, major issues remain to be addressed before adequate instruments for

assessing attitudes toward persons with disabilities will be readily
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available (see. e.g., Makes, 1985). Even careful researchers are sorely

tested to produce studies that have no flaws in internal validity when faced

wit1- the challenges of applied psychological research.

Beyond the difficulty in conducting attitude change research, however,

another reason for the lack of high quality ratings accorded to the studies

in our sample is simply poor design and execution (as well as inadequate

reporting, if better methodology was used than we were able to discern).

Some examples from our data illustrate the point: For some 65% of the effect

sizes, randomization of Ss was not reported; in 24%, conveniently available

groups were used for the treatment and control conditions. For only about 4%

of the effect sizes were data collectors either fully or partially blinded.

For 41% of the effect sizes, there was no mention of a reliability

coefficient for the dependent measure scores; and, for the 47% of the effect

sizes for which reliability coefficients were reported, only 24% had been

computed on the study sample (64% came from other reports of research). For

93% of the effect sizes, the reactivity of the attitude assessment was judged

to be high. And, for 83% of the effect sizes, the research reports contained

no mention of any effort to verify implementation of the treatment

independent It would be difficult to argue that the available body

of research on modifying attitudes toward persons with disabilities is

exemplary in methodology.

A certain irony is hinted at in the data reported in Table 29.

Frequently, internal validity is construed as contributing to large group

differences that are inadvertently attributed to treatment effects. Although

it is recognized thLt low test score reliability attenuates mean differences

(as well as correlation coefficients), obscuring true treatment-outcome
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relationships, it is often not recognized that other threats to experimental

validity can have the same effect. To the extent that studies are poorly

designed and executed, treatments may be less powerful or differences

otherwise obscured by threats to validity. While the number of effects from

studies with "excellent" treatment validity was toe small (N = 4) in our data

set to be interpretable, the results from the somewhat larger numbers of

effect sizes for high internal and test validity (15 and 9) indicate that

higher mean Ds may come from high quality Studies. Even in those two cases,

however, the numbers are so small that it is difficult to place confidence in

the stability of the findings. Nevertheless, they raise interesting

implications for validity-outcome relationships.

A "Best-evidence" Approach

In any event, the results with treatment, internal, and test validity

pose a quandary. On the one hand, there appears to be little association in

our data set between the magnitude of Ds and the quality of the studies from

which they come, at least as assessed via these global indicators. The

logical conclusion is, therefore, that quality of study need not be a

consideration in analyzing the data; that is, it did not produce much of the

variability it results for different attitude modification techniques which

can be seen in Table 34. On the other hand, it can be argued (see, e.g.,

Bangert-Drowns, 1986, p. 392) that unless the studies being reviewed vary

widely in methodological rigor, it makes little sense to examine study

quality-outcome relationships. In particular, without a sufficient number of

high-quality studies, it can be contended, one lacks an adequate comparative

base for determining whether or how study quality affected results. For our

data set, we only have a hint that the Ds might have been higher if the
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studies from which they came had been carried out with greater methodological

rigor.

If this review were being conducted from a non-Glassian stance that

studies with methodological flaws should be excluded from the analysis, our

40 data set would shrink appreciably. Moreover, given the lack of association

between effect sizes and moderate or low quality categorization, there would

be little reason to discard the low quality studies and analyze only effect

0 sizes from the medium quality ones.

What might 6.iem like a readily apparent solution to some--that is, not

attempt any integrative review--is argued against by Slavin (1986) in his

proposal for "best evidence" research syntheses. Clearly, if high quality

studies are available, they should be relied on in an integrative review.

But if such studies do not exist, it is appropriate to "cautiously examine

the less well designed studies to see if there is adequate unbiased

110

I

information to come to any conclusion" (p. 6).

Slavin argues that the application of a prior criteria in selecting

"best evidence" studies (rather than Glassian exhaustive inclusion, followed

by quality-outcome analyses) is at the heart of the "best evidence" synthesis

approach (p. 6). He does not, however, present any compelling reason to

reject as "best evidence" studies that have been selected because they are

topic-relevant but turn out not to yield an adequate basis for determining

the association oetween study quality and results. The biggest impediment in

such a best-evidence review would be exercising the necessary caution without

any basis for deciding which information is "unbiased" and, therefore,

legitimate to use in drawing conclusions.

We have proceeded with our analysis in a form of 'best-evidence" review

which Slavin obviously did not intend to support. As Bangert-Drowns (1986)
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has pointed out, such a decision depends in large part on the purpose of the

integrative review. An appropriate goal, rather than to construct theory or

estimate treatment parameters, is to characterize the available research as a

basis not only for insights into treatment effectiveness, but for decisions

about further research. With those objectives, careful summarization of past

research has a significant place, even if only to make evident that which

remains to be done.

Overall Effects

In Chapter 4, we discussed the decision to focus our analysis on effect

sizes that came from comparisons of attitude modification techniques against

the absence of treatment (i.e., a control or placebJ group, or pre-treatment

scores). Unless specifically noted, the reports of effect sizes that follow

come from treatment versus control (T vs. C), treatment versus placebo (T vs.

P), or single-group, pre-posttest (Pre-post) comparisons.

Some preliminary information is pertinent to the general perception of

the treatment effect sizes. One such bit of information is the research

report authors' own views of the effectiveness of their attitude change

treatments. Table 30 indicates nearly a balance between the number of effect

sizes for which the authors concluded the treatment was effective (N = 285;

44%) and those for which the treatment was deemed not to have had an effect

(N = 259; 40%). Considered with the 40 effect sizes (6%) for which the

results were considered equivocal, along with the 19 (3%) effect sizes for

which it was concluded that the effect was negative, the summary of

conclusions suggests that it should not be easily assumed that the use of

juat any modification technique will lead to a positive effect. Note, too,

that the mean Ds parallel closely the conclusions drawn, with means of .74
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Table 30

Research Report Authors'
Conclusions re Treatment Effectiveness

Conclusion

Effect Sizes (Ds)

N % Mean SD

None stated 42 6 .34 .41

No effect 258 40 .03 .32

Equivocal 40 6 .51 .49

Produced effect 284 44 .74 .61

Negative effect 20 3 -.63 .36

Total 644 99a .37 .61

Note. Eta 2 = .37.

aon this and later tables, percentages may
not always add up to 100 because of
rounding error.
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for "produced effect", .51 for "equivocal", .03 for "no effect", and -.64 for

"negative effect". The Eta2 of .37 indicates a moderate association between

the conclusions drawn and the magnitude of effect sizes.

Along the same lines, there was a small association (Eta2 = .22) between

the availability and level of statistical significance and the Ds obtained

(see Table 31). The 173 effect sizes (27%) for which statistical

significance was not available yielded a mean D of .41. As expected, the

mean D for statistically significant effect sizes was much higher than that

for nonstatistically significant ones, .73 versus .06. The point biserial

coefficient for magnitude of Ds and membership in the "net significant" and

"significant at .05" groups is .47 (rib = .22).

Relevant to the number of conclusions about negative effects (Table 30)

are the number of effect sizes for which an attitude modification treatment

group showed a negative change. As Table 32 reveals, for 12 percent of the

effect sizes (N = 77) the treatment group's posttest mean was lower than its

pretest mean, producing a mean D of -.19. It should be noted that a

"negative change" by a treatment group is not the same as a "negative D",

except for single-group, pre-posttest comparisons. If the control or placebo

group had a greater negative change, the D would be positive; also, the

treatment group might have had a positive change that was less than the

positive change of the control or placebo group, yielding a negative D.

Comparisons of Experimental Treatments

What about the outcomes of the comparisons of experimental treatment

groups against control or placebo groups or pretest scores? The various

treatment techniques and combinations of techniques are briefly described in

Table 33. They are arranged in rank order in Table 34, according to the
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Table 31

Numbers of Effect Sizes for Which
Statistical Significance Information was Folailable

Effect Sizes (Ds)

Statistical
Significance N Mean SD

Not Mailable 173 .41 .46

Not Significant 258 .06 .34

Significant at .05 213 .73 .75

Total 644 .37 .61

Note. Eta2 = .22.

Table 32

Changes by Attitude Modification Treatment Groups

Effect Sizes (Ds)
Direction of

Experimental Group
Change N Mean SD

'ositive 567 88 .45 .60

Negative 77 12 -.19 .35

Total 644 100 .37 .61

21 4
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Table 33

Brief Descriptions of Attitude
Modification Techniques as Coded

Technique Description

Information

Direct Contact

Vicar.ous Experience

Persuasive Message

Pei-suasive Message, Contrast

Systematic Desensi :ization

Positive Reincorcement

Information on disabilities (e.g., etiology,
characteristics, problems, similarities with
nondisabled, prostheses) provided by means
such as speakers, films, and books

Ss in situation where they observe or
interact with persons with disabilities

Ss put in situations to help them experience
what it is like to have disabilities

An argument presented via persons or printed
or electronic media to convince Ss that they
should have positive attitudes toward persons
with disabilities

Different messages or media used with
treatment groups to investigate relative
effectiveness

Thinking about disabled persons in relaxed,
nonthreatening settings to extinguish
negative attitudes

Use of classical or operant conditioning to
modify behavior assumed to reflect attitudes

Other Any combination of techniques other than
Information Plus Direct Contact or
Information Pius Vicarious Experience, which
were coded separately
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Table 34

Effect Sizes for Attitude Modification Techniques

Rank Technique

Effect Sizes (Ds)

N Mean SD

1 Persuasive Message 23 .67 .56

2 Information Plus Contact 100 .51 .66

3 Direct Contact 93 .43 .73

4 Vicarious Experience 58 .40 .76

5 Other 71 .39 .64

6 Systematic Desensitization 21 .32 .44

7 Information 203 .29 .51

8 Information Plus Vicarious 62 .20 .36

9 Persuasive Message, Contrast 11 .13a .33

Positive Reinforcementb 2 (1.74) (.01)

Total 644 .37 .61

Differences Between Meansc

2 3 4 5 6 7 8 9

.16 .24 .27 .28 .35 .38 .47 .54

.08 .11 .12 .19 .22 .31 .38

.03 .04 .11 .14 .23 .30

.01 .08 .11 .20 .27

.07 .10 .19 .26

.03 .12 .19

.09 .16

.07

!Ten of 11 Ds came from one study.
bTco few efrect sizes (less than 10) to be interpretable, and so not ranked.
cNumbers correspond to those for ranks of techniques. For example, the difference between the Persuasive Message
mean (1) and the Information Plus Contact mean (2) is .15 (.67 - .52).
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magnitude of mean Ds. The mean effect sizes (Ds) for the attitude

modification techniques can be viewed from two perspectives: (1) What does

the average D for each treatment technique indicate about its effects as

compared to no treatment? (2) What is indicated about the relative

effectiveness of the different techniques?

Although we have cautioned against the use of conventions to judge the

magnitude of effect sizes when the standards are arbitrary because there is

no basis by which to judge the importance of variations in outcomes, it is

difficult to discuss results with no criteria in mind. Lacking more firmly

grounded conventions, Cohen's (1977) criteria for small (d = .2;), medium (d

= .5), and large (d = .8; effect sizes provide a useful frame, if applied

with caution.

From that perspective, it is worth noting that none of the mean Ds reach

the .8 criterion, although the mean D f-,r the Persuasive Message studies

is .67, closer to the large effect size criterion (.8) than to the medium one

(.5). The differences between the Persuasive Messages mean D and the mean Ds

for the other attitude modification techniques are all above the arbitrary

standard for trivial differences (.12) which we set in Chapter 3. Moreover,

in three case: the difference is greater than the standard for a medium

difference (.31), approaching the standard for a large diffirence (.50) in

one instance.

That messages developed purposely with an argument to sway attitudes

111

I

would have the largest effect size on the average makes sense. It also may

be of significance that 78% of the 23 Persuasive Message effect sizes come

from studies in which the theory base (S-R/behavioral for 11,

congruity/equilibrium for 6, and social judgment for 6) was explicit and the
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relationship to the treatment well - developed. (For "explicit theory base",

the closest percentage was Systematic Desensitization with 76%, dropping then

to Information Plus Vicarious Experience with 31%; for "explicit relationship

to treatment", the same relationship held except that "Other" was third

highest, with 34%.)

The Information Plus Contact studies produced the next largest mean

D, .51, falling right at the arbitrary criterion for d medium effect size.

Note again that the Information. Plus Contact mean D is .16 below that for

Persuasive Messages, barely larger than the arbitrary standard for trivial

differences which we set in Chapter 3. At the same time, the differences

between Information Plus Contact, on the one hand, and Contact and Vicarious

Experience, on the other, .08 and .11, are both less than the .12 trivial

difference standard; but the Information Plus Contact mean D equals or

exceeds the .12 criterion for all other comparisons, equaling or exceeding

the criterion for a moderate difference (.31) in two instances.

The next three mean Ds are clustered closely together--.43 for

Contact, .40 for Vicarious Experiences, and .39 for Other (combinations of

techniques other than the two in Table 34) with Ds that fall at the midpoint

of Cohen's criteria for small and medium effect sizes (.2 and .5). The

differences between mean Ds that are lower in the ranking are non-trivial

only for the Information Plus Vicarious Experience and Persuasive Message,

4;
Contrast techniques, which yielded small Ds (.20 and .13). The two remaining

Ds for Systematic Desensitization (.32) and Information (.29) are somewhat

larger than the .20 small effect size s*andard, and only slightly higher than

the means below them.

To sum up, although the mean Ds for the various techniques range

from .67 to .13, clearly a broad range, there are no clear demarcations or
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groupings of techniques. In only one case (Persuasive Message versus

Information Plus Contact) is the difference between contiguous means greater

than our index of triviality (.12). The use of Persuasive Messages seems

clearly to have resulted in larger Ds on the average than any other

technique. Contact Plus Information runs a close second, and its use seems

clearly to have ?roduced larger Ds on the average than the use of Systematic

Desensitization and the techniques ranked below it. At the other end of the

scale, the effect sizes that came from efforts to investigate different

persuasive messages or media for delivering them indicate general

ineffectf 'eness, not even yielding a "small" (.20) mean D.

Treatment Variability-- Homogenei1 of Ds

While it might be tempting to look at the rankings in Table 34 as an

index of effectiveness to be used in a singular fashion in selecting a

technique to modify attitudes toward those with disabilities, that would

obviously be too simplistic an interpretation of a complex set of data. To

begin with, the standard deviations associated with each mean D serve as a

reminder that the effects of each technique are not homogeneous; obvlously,

there is considerable overlap among the distributions of Ds for the various

techniques. Moreover, it is important to remember that included in the Ds

summarized by the means in Table 34 are negative values, indicating that,

relative to the comparison group, a treatment had a negative rather than

positive effect.

Table 35 presents a summary of the 150 negative effect sizes. Two

things are worth noting: First, the percentage of negative effect sizes for

each technique is roughly proportionP1 to the percentage of effect sizes

contributed to the total 644. No one technique contributed a markedly
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Table 35

Negative Effect Sizes (Ds) for tne
Attitude Modification Techniques

Technique

Negative Effect Sizes (Ds) % of
Negative

Na
Technique

%b Mean SD Dsc

40 Persuasive Message 1/23 1/4 (-.36)d (.00)d (.04)d

Information Plus Contact 19/100 13/15 -.2,) .29 19

Direct Contact 18/93 12/14 -.20 .17 19

Vicarious Experience 17/58 11/9 -.36 .42 29

Other 18/71 12/11 -.38 .31 25

Systematic Desensitization 4/21 3/3 (-.27)d (.29)d (19)d

Information 53/203 35/31 -.30 .32 26

Information Plus Vicarious 16/62 11/10 -.24 .19 26

Persuasive Message, Contrast 4/11 3/2 (-.14)d (.10)d (36)d

Positive Reinforcement 0/2 0/.3 -- -- --

Total 150/644 101/99.3 -.29 .30 23

40 a
For NI the first figure is the number of negative effect sizes. The second
figure is the total number of effect sizes.

b
For %, the first figure is the percentage of the 150 negative effect sizes; the
second figure is the percentage of the total 644 effect sizes.
c% of Negative Technique Ds is the percentage of the number of the Ds for a
technique that were negative. E.g., 19% of the Information Plus Contact Ds were

40 negative.
dToo few effect sizes (less than 10) to be interpretable.
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disproportionate number, or percentage, of negative Ds. That is also made

clear by the last column. But, second, it is remarkable that 23 percent (N =

150) of the 644 Ds were negative. That figure not only highlights the

cautionary note in regard to keeping variability in mind, but raises serious

questions about the adequacy of the bases for the attitude modification

treatments that were investigated. It also suggests that the treatments

grouped under each technique label were not necessarily perfectly alike, even

though quite different from those grouped under other labels.

Variation in Treatment Features

Some differences in treatment features within techniques are worth

consideration. For example, in Tables 36 and 37, it can be noted that there

was considerable variability in both the types of information and the modes

of presenting it in the studies of the Information approach to attitude

modification. The large number of Combination ratings for both types of

information and delivery mode also suggest further variability, in the way

thdt individual components were put together.

Variability within treatment categories is also evident for the

Vicarious Experience and Persuasive Message studies (see Tables 38 and 39).

It is interesting, as well, that while variations in type of information and

mode of deliver:. accounted for about 6 to 7 percent of the variance in

Information Ds, the percentage of variance attributable to treatment

variations is much larger for Vicarious Experience and Persuasive Message

Ds--20% and 28%, respectively--suggesting that choice of technique features

could be more important there.

Information gain. The studies of Information as an attitude change

technique evidenced another type of variability. As noted in Chapter 3,
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Table 36

Types of Information Presented in
Information Treatment Technique Studies

Information

Effect Sizes (Ds)

N Mean SD

Characteristics of 2 (.52)a (.21)a
disabled persons

Problems of being
disabled

1 (-.08)a (.00)a

Similarities with
nondisabled

11 .11 .60

Managing disabled
children

1 (-.17)a (.00)a

How nondisabled react 11 .39 .20

How to relate in
social situations

2 (-.77)a (.28)a

Other 15 .22 .51

41 Combination 160 .31 .52

Total 203 .29 .51

Note. Eta
2

= .06.

aTo, few effect sizes (less than 10) to be
interpretable.



Table 37

Information Delivery Modes Used in
the Information Treatment Technique Studies

Delivery Mode

Effect Sizes (Ds)

N Mean SD

Lecture 7 (.55) (.71)

Discussion 11 .18 .27

Lecture-discussion 3 (.02) (.25)

Print ?3 .22 .44

Panel-disabled 1 (.80) (.00)

Speaker-disabled 4 (.22) (.17)

Film, video 21 .40 .58

Picture, filmstrip 4 (-.02) (.63)

Audio 7 (.74) (.59)

Simulations 1 (-.08) (.00)

Regular course 24 .32 .74

Regular program 23 .18 .44

Other 7 (.27) (.37)

Combination 67 .27 .46

Total 203 .29 .51

Note. For mean Ds and standard deviations in
parentheses, the number of effect sizes is
Jess than 10 and too few to interpret.

Eta2 = .07.
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Table 38

Types of Experience in. Vicarious
Experience Treatment Technique Studies

Experience

Effect Sizes (Ds)

N Mean SD

Role play 7 (.34) (.43)

Simulation 26 .60 .72

Observe role play
or simulation

2 (-.95) (.46)

Video, films 9 (.05) (.22)

Print, fiction or
biography

2 (.05) (.C7)

Other 1 (-.09) (.00)

Combination 11 .59 1.06

Total 58 .40 .76

Note. For mean Ds and standard deviations in

parentheses, the number of effect sizes is
less than 10 and too few to interpret.

Eta
2

= .20-

195

225?



Table 39

Types of Persuasive Messages Presentations in
Persuasive Message Treatment Technique Studies

Presentation

Effect Sizes (Ds)

Na Mean SD

Video, film 3 (.52) (.12)

Audio 3 (.31) (.10)

Expert 8 (.48) (.40)

Expert, disabled 1 (1.32) (.00)

Other 8 (.99) (.74)

Total 23 .67 .56

Note. Eta2 = .28.

aAll mean Ds and standard deviations are
in parentheses because the number of
effect sizes is less than 10 and too few
to interpret.
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there are two pertinent questions to be asked of studies in which purveying

information is the attitude modification technique: Did the Ss learn the

intended content? And, to what extent were gains in knowledge of tnat

content related to attitude outcomes? The answer to the first question can

be construed as speaking to the extent to which the treatment independent

variable was implemented, the second as getting at the relationship between

different values of the independent variable and scores on the dependent

attitude measure.

Surprisingly few of the 203 Information effect sizes come from studies

in which Ss' gains in knowledge of content were even assessed and reported--

43 effect sizes out of 203 (21%), as is indicated in Table 40. Of those,

sufficient data were available for 37 effect sizes (18%) to compute

Information Gain Ds and to obtain the correlation between Information Gain

and Attitude Ds.

As might be expected, whether or not the authors concluded there was No

Gain or a Clear Gain in information was highly associated with Information

Gain Ds (rpb = .38). Authors' conclusions in regard to information gain were

not, however, highly associated with attitude Ds, in large part because so

many (N = 160) came from studies in which attention was not paid to

determining whether Ss actually learned the information which was to have an

effect on their attitudes. For those instances in which information gain was

assessed so that Ds could be computed, the relation with Ds for attitude

dependent measures was moderately high (r = .53; r2 = .28)*. Given the

*Inspection of the scatter-diagram indicated a rectilinear regression line
was a good fit.

22 7
197



Table 40

Information Gain and Attitudes in
Information Modification Technique Studies

Type of Report
on Information Gain

None 160

Narrative 6

Descriptive Statistics 3

Statistical Significance 5

Descriptive Statistics and 29

Statistical Significance

Total 203

Effect Sizes (Ds)

O

Conclusion re
Information Gain

Information Attitude

N Mean SD N Mean SD

Gain Not Assessed -- 160 .27 .50

Clear Gain 25 1.40 1.05 25 .29 .64

No Gain 12 -.07 .44 12 .23 .44

Can't Tell,

Total

Incorclusivea 6 (6)b .71 .16

43 .91 1.13 203 .29 .51

Note. reob for Information Gain Ds = .38; Eta2 for Attitude Ds =
The overall Pearson product- moment correlation coefficient for the 37
effect sizes for which both Information Gain and Attitude Ds were
available = .53; r2 = 28.

aNarrative reports of information gain, so information Ds could not
be computed.

bToo few effect sizes (less than 10) to be interpretable.
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stability often attributPd to attitudes and the attendant difficulty in

modifying them, and the likely other ways in which the studies from which the

Ds came varied, that correlation is fairly sizeable.

It is unfortunate that more researchers did not attend to verifying that

0 increased knowledge was the result of their efforts, or argue directly that

exposure to the information, not learning it, was deemed to be the important

variable. In any event, not only the assessment of information gain but the

extent of gain were other types of variability among studies in the

Information attitude modification technique category.

Contact variability. There was also variability in the contact

situations used in Direct Contact studies (see Table 41) and in the

disabilities with which Ss were in contact. About 12 percent of (Eta2 = .12)

the variance in Contact Ds was associated with situation differences, and

about 10% with differences in disabilities. However, the Ns upon which most.

of the variance Ds in Tables 41 and 42 are based are so small as to make

interpretation untenable. The lack of interpretability is compounded by the

0
fact that of the two out of three Ds with sufficient Ns in Table 41, one is a

Combination category and the other is an amorphous "Other" category.

Consequently, while Table 41 suggests diversity of Contact studies, it tells

us little about the effects of different types of content. By the same

token, the category in Table 42 with the largest N is "Combination", and only

twc other categories have more than 10 effect sizes in them.

Of particular interest, as noted in Chapters 2 and 3, are differences in

contact that might, according to theory, be related to attitude outcomes.

Along those lines, it is relevant that only 12 (13%) of the Direct Contact

effect sizes were coded as coming from studies in which there was an explicit
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Table 41

Contact Situations for the
Direct Contact TreatMent Technique Studies

Contact

Effect Sizes (Ds)

N Mean SD

As companion 8 (.42) (.42)

As peer tutor 2 (.74) (.29)

In cooperative learning
group

3 (.22) (.31)

As classmates 8 (1.13) 1.81

Practice teaching 4 (.23) (.52)

In recreation program 4 (.52) (.24)

Guest speaker 18 .24 .29

As teacher or counselor 8 (.13) (.58)

Other 28 .50 .72

Combination 10 .33 .19

Total 93 .43 .73

Note. For mean Ds and standard deviations in
parentheses, the number of effect sizes is less
than 10 and too few to interpret.

Eta2 = .12.
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Table 42

Characteristics of Disabled Persons
0 in Contact Studies--Disabilities

Disability

Effect Sizes (Ds)

N Mean SD

Combination

Mentally Iii

MR--Mild/Moderate

20

15

14

.35

.56

.63

.52

.53

1.50

MR--General 6 (.51) (.43)

MR--Can't Tell 5 (.23) (.37)

Severe Multiple 5 (.36) (.28)

Emotionally Disturbed 4 (.24) (.27)

MR--Severe/Profound 3 (.50) (.47)

Deaf 3 (-.16) (.35)

Multiple Disabilities. 2 (.67) (1.61)

Physical--General 2 (.51) (.03)

Wheelchair 2 (.42) (.57)

Paraplegic 2 (.17) (.18)

Blind 2 (.38) (.35)

Hearing Impaired 1 (.75) (.00)

Learning Disabled 1 (1.88) (.00)

Can't Tell 6 (.18) (.23)

Total 93 .43 .73

Note. For mean Ds and standal.d deviations in
parentheses, the number of effect sizes is less
than 10 and too few to interpret.

Eta2 = .10.



theoretical basis for the treatment, and only 9 10%) of the Ds came from

comparisons in whica the theoretical base was rated as well-developed.

Data from the categories on the Contact Coding Sheet (see Appendix B),

constructed (as noted in Chapter 3) to reflect theoretically important

attitude change elements of contact, give some indication of diversity in

Contact treatment and associated outcomes. For example, one factor

considered in contact theory is the relative status of the interacting

disabled and nondisabled persons, with equal status deemed important to the

development of positive values. Table 43 contains data on three indicators

of status as well as for an overall status rating.

Clearly, there was considerable diversity among the studies in our

population in regard to the relative status of nondisabled Ss and the

disabled persons with whom they had contact. Moreover, some of the mean Ds

are perplexing. As expected, the mean D for "same age" contact (.61) is

higher than that for contact in which the persons with disabilities are

younger (.35). However, when the persons with disabilities were older than

the nondisabled Ss, the mean is lower (.23) than the "same age" mean. A

similar overall pattern holds for vocational-educational prestige, suggesting

that, as would be expected, that element of prestige and age are not

independent. In terms of "helping relationships" there is diversity, too.

Unfortunately, there were only 9 Ds for the professional help category; the

mean for that category does, however, reflect the observation in the

literature that professionals who have worked with disabled persons often

develop (or are assessed as having) more negative attitudes. The most

perplexing finding is for overall status. The comparisons in whit..h the

persons with disabilities were rated as lower in status produced the highest
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0 Table 43

Status Factors and Overall Status
in Corv:act Studies

Age Vocational-Educational Prestige

Relative Age

Effect Sizes (Ds)

Relative Vocational-
Educational Prestige

Effect Sizes (Ds)

N Mean SD N Mean SD

Can't Tel' 21 .47 .50 Can't Tell 21 .52 .59

Disabled Younger 23 .35 .70 Disabled Lower 35 .34 .59

Same 24 .61 1.15 Same 20 .64 1.21

Disabled Older 17 .28 .29 Disabled Higher 17 .28 .29

Variety 8 (.36)a (.31)a

Total 93 .43 .73

Total 93 .43 .73

Note. Eta2 = .03.

Note. Eta2 = .03.

11 aToo few effect sizes (less than 10) to be
interpretable.

Helping Relationship Overall Status

Effect Sizes (Ds) Effect Sizes (Ds)

Helping
Relationship Relative StatusN Mean SD N Mean SD

None 47 .38 .84 Can't Tell 2 (.03)a (.16)a

Professional 9 (.08)a (.42)a Disabled Lower 59 .54 .88

Preprofessional 18 .73 .79 Equal 16 .24 .30

Nonprofessional 19 .46 .38 Disabled Higher 16 .26 .30

To' . 93 .43 .7: Total 93 .43 .73

Note. Eta2 = .06. Note. Eta2 = .04.

aToo few effect sizes (less than 10) to aToo few effect sizes (less than 10) to
be interpretable. be interpretable.
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mean D, .54, versus .24 and .26 for equal status and higher status for the

disabled, respectively.

Variability in Contact treatments is also evident in Table 44. Only 17%

of the Ss voluntarily initiated contact, while 53% (N = 49) were assigned to

a contact situation. The volunteers, as would be predicted based on theory,

did have a higher mean D (.48) than those assigned to contact (mean = .27).

Of course, most of the "role choice" Ss, for whom the mean D was highest

(.60), were volunteers in that they chose coursework or employment knowing

that it would involve contact with persons who had disabilities.

There was less variability in intimacy of contact, with 70% (N = 65) of

the effect sizes coming from studies in which the contact was rated as

casual. Not much is revealed, therefore, with theoretical implications.

There was little variability in the nature of the cooperation involved

in Contact studies, with 84% of the effect sizes (N = 78) concentrated in two

categories - -in which cooperation was rated as either "not necessary" (N = 21)

or "implicit" (N = 57). Consistent with theory, the implicit cooperation

mean D (.49) is higher than that for the "not necessary" D (.36), although

the difference is just greater than the triviality criterion.

The results for three categories developed to describe types of contact

are not presented because of the lack of information in reports for coding

them. Little can be said in regard to the pleasantness of contact, another

theoretically important factor, because there was sufficieN,: information for

coding that category for only 10% of the effect sizes. By the same token, it

could not be determined from the reports for 99% of the Contact effect sizes

whether the Ss received explicit reinforcement or shared internal or external

reinforcement with those who had disabilities. For 95% of the effect sizes,
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Table 44

4D Type of Contact in Contact Studies

411

4P

41

a

a

Basis for Contact Initiation Intimacy of Contact

Basis

Effect Sizes (Ds)

Intimacy

Effect Sizes (Ds)

N Mean SD N Mean SD

Assigned 49 .27 .59 No Interaction 3 (1.24)a (2.10)a

Role choice 23 .60 .75 Casual 65 .38 .55

Voluntary 16 .48 .42 Close 4 (.39)a (.49)a

Varied 5 (1.05)a (1.88)a Varied 13 .31 .43

Potential Contact 8 (.75)a (1.49)a

Total 93 .43 .73

Total 93 .43 .73

Note. Eta2 = .08.

aToo few effect sizes (less than 10) to
be interpreted.

Note. Eta2 = .06.

aToo few effect sizes (less than 10. to be
interpre able.

Extent of Cooperation and Competitior

Effect Sizes (Ds)

Cooperation -- Competition N Mean SD

Can't tell 7 (.17)a (.32)a

No opportunity 3 (1.24)a (2.10)a

Not Necessary 21 .36 .55

Implicit cooperation 57 .49 .73

Explicit cooperation 2 (.07)a (.25)a

Implicit competition 1 (-.47)a (.00)a

Combination 2 (.17)a (.18)a

Total 93 .43 .73

Note. Eta2 = .08.

aToo few effect sizes (less than 10) to be interpre-
table.
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the same lack of information was encountered in regard to the modeling of

positive interactions.

Another theoretical important contact variable is the degree of support

for positive attitudes from institutional norms, persons in authority, and

peers. For 76% of the effect sizes (N = 71), there was not enough

information in the report to code "yes" or "no" (see Table 45).

Nevertheless, the higher mean D (.61 versus .38) when support could be

identified, with a difference of .24; is consistent with contact theory.

The characteristics of the disabled persons with whom Ss have contact

are deo important, according to the theory. In Table 42, we presented the

frequencies of types of disabilities. Table 46 contains the information that

could be garnered on two other attributes the extent to which the persons

with disabilities acteu -n ways t.) reinforce negative stereotypes and the

extent to which they were likely viewed as competent by the Ss or to which

they openly acknowledged and accepted any lack of competence due to their

disability. There was vc.riecy among studies, in that for 18 effect sizes

(19%) it could be discerned that negative stereotypes likely were pLIsent,

but for 23 (25%) they were not. However, there was little difference in the

mean Ds (.33 versus .24). And, for 52 (56%) of the Ds, Can't Tell was coded.

Again, for competence there was some variety among the studies from

which the Contact effect sizes came. The result with the greatest potential

interest is for "Competent", with the high mean D of .75. However, with only

9 effect sizes, that result and the .39 mean difference with "Lacked"

competence, must be treated with caution. The low mean D (.24) for the

"Acknowledged/accepted" category is also of interest because, theoretically,

acknowledging and accepting one's disability should have a positive effect on

the attitudes of nondisabled persons with whom one has contact.
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Table 45

Extent of Institutional Support
for Attitude Change in Contact Studies

Effect Sizes (Ds)_

Support N Mean SD

Can't Tell 71 .38 .73

Yes 22 .61 .73

Total 93 .43 .73

Note. Eta2 = .02.

0Q-)
Avt)
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Table 46

Characteristics of Persons with Disabilities
in Contact Studies--Negative Stereotypes and Competence

Negative Stereotype Reinforced

Effect Sizes (Ds)

Stereotype N Mean SD

Can't Tell 52 .55 .93

Yes 18 .33 .36

No 23 .24 .29

Total 93 .43 .73

Note. Eta2 = .04.

Competence of Person with Disability

Competence

Effect Sizes (Ds)

N Mean SD

Can't Tell 16 .68 1.19

Lacked 50 .36 .54

Acknowledged/accepted 18 .25 .27

Competent 9 (.75)a (1.14)a

Total 93 .43 .73

Note. Eta2 = .05.

aToo few effect sizes (less than 10) to be
interpretable.
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Finally, the characteristics of the nondisabled Ss, in particular their

personality traits and their prior attitudes, are theorized to be of

importance to attitude change. We could find little attention to either in

the literature. For 83 Contact effect sizes (89%), personality traits were

not assessed; for none were the relationships between personality variables

and attitude change from Contact analyzed. Pre-treatment attitudes were

assessed, as one would expect given popular research designs for applied

settings, for 90 (86%) of the effect sizes; however, the relationship

of antecedent attitudes to the effects of contact on attitudes was analyzed

for only one effect size.

Contact Summary

Contact treatments varied widely, as did Information and Vicarious

Experience as attitude modification techniques. We have discussed the

differences in Contact in the context of theory as the effects of contact are

of particular interest in the field. Although approached from a somewhat

different perspective, our data largely support Makas's (1986) conclusion

that the inadequate design of studies has precluded the productive testing of

the hypotheses of contact theorists such as Allport (1954) and Amir (1976).

The inadequate reporting of studies is, as well, a barrier to post hoc

efforts to check results against theory. Further analyses of our data will

be conducted to attempt to discern the effects of combinations of factors

(such as contact which is both voluntary and with nonstereotypic disabled

persons), but the potential fruitfulness is limited by the lack of attention

to theoretically importaht variables, as evidenced by the failure to report

the information necessary to code them.
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Attitudes toward . . . ? An important treatment feature is the

disability toward which the attitude modification efforts were directed. As

Table 47 indicates, 44 percent (N = 286) of the effect sizes came from

studies in which a target disability was not specified, but efforts were

directed at changing attitudes toward an amorphous category of "disabled

persons in general ". The next most frequent change target, attitudes toward

general physical disabilities (or, put differently, unspecified physical

disabilities), was a distant second with 15 Percent (N = 97) of the effect

sizes. From there, the number of effect sizes for disability targets drops

off rapidly to 65 (10%) for tantally Ill, to 37 and 36 (6% each) for Mentally

Retarded, General (i.e., level of retardation not specified) and Combination

(i.e., more than one disability target specified). Each of the other

disability targets accounts for 4% or less of the 644 effect sizes.

Two types of treatment variability are evident in Table 47. First, the

effects of each attitude modification approach have been investigated with

several disability targets. Secondly, however, there is some clustering of

disability targets within treatments. For example, Contact effect sizes have

only come in substantial numbers (N of 10 or more) from studies directed at

changing attitudes toward disabled persons in general, the mentally ill, and

the mentally retarded in general*. Conversely, substantial numbers of effect

sizes for the mentally ill as an attitude change target ...ame from studies

that investigated either Direct Contact or Information Plus Contact.

Moreover, not only the numbers but the effects are not consistent within

disabilities or treatments. That is, not only are there differences in total

*It does not help interpretation that none of the target disability effect
sizes for Persuasive Message as a technique, which had the highest overall
mean D (.67), is based on an N of 10 or more.
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Table 47

Disabilities Toward Which Modification
Techniques Were Directed

Technique

Disability

Mentally Physically
Disabled Physical Mentally Retarded Hearing Moderately Severly Visually Impaired, Emotionally Learning
General General 111 General Coroination Impaired Retarded Retarded Impaired Other Other Disturbed Disabled Total

Persuasive Message (.70)
(.05)

3

(.49)

(.34)

9

(.48)

(.40)

8

(1.71)

(.75)

3

.67

.56

23

Information Plus Contact .53 (.66) .20 (.65) (.52) (.91) .50 (.71) (.56) (1.20) .51
.47 (.72) .52 (.93) (1.14) (.96) .32 (.23) (.98) (.25) .66
31* 9 22** 8 8 6 10 2 2 2 100

Direct Contact .41 (.26) .56 .20 (.74) (.07) (.91) (.50) (.29) (.83) (.24) .43
.59 (.26) .53 .30 (.29) (.53) (1.84) (.47) (.31) (.03) (.27) .73
33 4 15 11 2 4 9 3 7 1 4 93

Vicarious Experience .27 ( 61) (.41) (.30) (.79) (1.47) (.52) ( -.01) .40
.84' (.8o) (.30) (.51) (1.48) (.27) (.17) .76
29 7 4 1 4 3 3 7 58

Other .41 .64 (.34) (1.04) (.37) -.30 (.67) (1.67) (.04) .40
.47 .40 (.41) (.88) (.66) .49 (.00) (.23) (.00) .64
30 11 4 6 3 13** 1 2 1 71

Systematic Desensitization (.13) (.30) (-.10) (.71) (.25) .32
(.00) (.55) (.49) (.20) (.13) .44

1 5 4 6 5 21

Information .23 .36 (.17) (.19) .44 (.(,c) (.22) (.12) (.25) (.42) -- (.95) (.18) .29
....... .51 .51 (.41) (.28) .71 (.59) (.17) (.41) (.59) (.18) -- (.36) (.30) .51104** 43** 8* 6 13 4 4 7 8 2 -- 2 2 203

Information Plus Vicarious .15 (.18) -- (.17) -- -- -- -- (.55) -- (.10) (.87) (.59) .20Experience .35 (.18) -- (.20) -- _- __ (.21) _- (.33) (.00) (.47) .3644*4 7 -- 2 -- -- -- -- 2 -- 2 1 4 62

Persuasive Message, Contrast .13 -- -- -- -- -- -- -- -- -- -- .13.33 -- -_ -- -- -- -- -- -- -- -- -- -- .3311 -- -- -- -- -- -- -- -- -- -- 11

Positive Reinforcement (1.74)
1.74

(.01)
.01

2
2

Total .29 .46 .31 .56 .55 .19 .76 .36 ,37 .56 .09 (.68) (.46) .37.53 .52 .50 .75 .71 .92 1.32 .40 .42 .6Z .30 (.49) (.44) .61286 97 65 37 36 24 20 20 20 13 11 9 6 644

Note. The first number in each cell is the mean n, the second is the standard deviation,
and the third the number of cases.

Means and standard deviations in parentheses are based on fewer than 10 cases.

*At least 10 fewer cases than expected, based on marginal frequencies.
**At least 10 more cases than expected, based on marginal frequencies.
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mean Ds between disability targets (the Eta2 for disability target and Ds

is .05), but between mean Ds within disability categories as well. For

example, there is a difference of .47 between the mean for Disabled General

(.29) and Moderately Retarded (.76); yet, within Disabled General, the range

of mean Ds is from .15 (for Information Plus Vicarious Experience, ignoring

the .13 for Persuasive Message, Contrast because 10 of the Ds came from the

same study) to 53 (for Information Plus Contact), a difference of .38. By

the same token, there is considerable variance in mean Ds within treatment

categories. For Information Plus Contact the mean Ds range from .20

(Mentally Ill) to .66 (Physical General), a difference of .46. Although the

effectiveness of treatments might appear to be largely a function of

interactions with disability attitude targets, the disparities in Ns for

cells, as well as the large number of empty cells (not to mention the

potential underlying interactions with other factors such as age of Ss),

preclude such a conclusion--or even the use of analysis of variance to

determine 1"-- proportion of the variance in Ds attributable to the treatment

by disability interaction.

Implications. Variations in the features of treatment variables with

similar labels, such as described in the previous sections, are at the heart

of the "apple and oranges" criticism of meta-analy3es--that is, the objection

that lumping studies for quantitative analysis obscures important differences

within groups of treatments (see, e.g., Bangert-Drowns, 1986, pp. 389-90,

392). That objection to meta-analysis raises a dilemma. One horn is the

effects of grouping studies. The other horn has to do with adequacy of

numbers of cases to sort out the apples and oranges. If the sets of effeci.

sizes for treatment groups are broken down to make fine, or even fairly
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gross, within-treatment distinctions, the number in many cells is likely to

be so small as to yield findings in which little confidence can be placed.

The problem is exacerbated even further if one takes into account not only

treatment differences (those coded as well as the large number of uncoded

possibilities), but other study characteristics (to be discussed shortly for

our data set).

Rather than LW" .g the apple and oranges metaphor to refer to studies, or

effect sizes, within a treatment type, the metaphor might be more aptly

applied to refer to different types of treatment. That is, if keeping the

doctor away is the desired outcome, it is reasonable to ask whether different

fruits have different effects. However, it is especially important when

there is considerable variability in outcomes within fruit types to keep in

mind that all of the apples (or oranges, pears, bananas, etc.) were not the

same nor were the people who ate them or the conditions under which they were

eaten. By the same token, asking if there are differences in outcomes among

categories of attitude modification techniques is legitimate as long as one

does not lose sight of the variability in study characteristics and outcomes

within technique categories, and of the extent to which size of outcomes is

not neatly clustered within those categories.

Other Study Characteristics

As reported earlier in this chapter, the global indicators of

methodological quality are not related to outcomes in our data. Variations

in treatment techniques tend to be. Are there other study characteristics

that are? What other reservations might be necessary in drawing conclusions

about the attitude modification data presented in Table 34? One such issue

is whether effect sizes from treatment versus control (T vs. C), treatment
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versus placebo (T vs. P), and single-group, pre-posttest (Pre-post)

comparisons should have been pooled for analysis.

Type of Comparison

As can be seen in the first three columns of Table 48, the overall means

for treatment versus control (T vs. C) and treatment versus placebo (T vs. P)

comparisons (.36 and .29, respectively) were close to one another, but the

difference between each and the single-group, pre-posttest (Pre-post) mean D

(.49) was .13 and .20, respectively. Yet, the Eta2 for the relationship

between comparison type an magnitude of D is only .01. The small Eta2

reflects in part the small numbers of T vs. P (N = 49; 7%) and Pre-post (N =

97; 15%) comparisons. With 77 percent (N = 498) of the Ds in the T vs. C

category, there was little variability in comparison type.

Another way to approach the issue is to ask whether excluding the Pre-

post Ds from the mean Ds for the treatment techniques would have affected the
.... ....

picture portrayed. As can be seen in the fourth and fifth columns in Table

48, the rankings and relative magnitudes of the mean Ds remain essentially

the same when the Pre-post means are excluded and the T vs. C and T vs. P

means are pooled. The only changes in ranking are for means which are nearly

identical in both the T vs. C plus T vs. P column and the Total column, with

mean differences so small (.01 to .03) that differences in ranks are

basically meaningless.

It is worth noting, in comparing the first three columns of Table 48 (T

vs. C, T vs. P, Pre-post), that Pre-post comparisons yielded higher mean Ds

for Information Plus Contact and Direct Contact, types of techniques likely

to be used in college courses where pre-posttest data are often gathered. As

a matter of fact, 63% (N = 61) of the Pre-post Ds came from course
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Table 48

Treatment Technique Effect Sizes (Ds)
by Type of Comparison

40 Effect Sizes (Ds)

T vs. C
plus

T vs. C T vs. P Pre-post T vs. P Total

Technique N Mean N Mean N Mean N Mean N Mean

Persuasive Message 18 .53 3 (1.,1) 2 (.41) 21 .70 23 .67

Information Plus Contact 79 .46 1 (.30) ki0 .75 80 .46 100 .52

Direct Contact 72 .35 3 (.35) 18 .76 75 .35 93 .43

Vicarious Experience 52 .32 2 (.47) 4 (1.41) 54 .33 58 .40

Other 53 .45 10 -.27a 8 (.84) 63 .34 71 .39

Systematic Desensitization 21 .32 -- -- -- -- 21 .32 21 .32

Information 152 .33 24 .30 27 .03 176 .33 203 .29

Information Plus Vicarious 37 .14 --6 (.36) 19 .28 43 .17 62 .20

Persuasive Message, Contrast 11 .13b -- -- -- -- 11 .13 11 .13

Positive Reinforcement 2 (1.74) -- -- -- -- 2 1.74 2 (1.74)

Total 497 .36 49 .29 98 .49 546 .35 644 .37

Note. Mean Ds based on fewer than 10 effect sizes are considered too unstable to interpret. They are
in parentheses.

Eta2 for Comparison Type (T vs. C, T vs. P, and Pre-post) and magnitude of 0 is .01.

...Nine of 10 Ds .rom the same study.
'Ten of 11 Di from the same study.
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evaluc,tions (N = 39; 40%) and program evaluations (N = 22; 23%), and nearly

60 percent of the course and program evaluation effect sizes came from

samples of college and university students. So, even though pooling mean Ds

from the three types of comparisons did not have a significant impact on the

relative size or rankings of treatment technique means, it must be kept in

mind that single-group, pre-posttest comparisons contributed heavily to the

mean Ds for certain attitude modification techniques used with certain

samples.

Time of Posttest

In Chapter 4, the small percentage (13%) of effect sizes that came from

follow-up posttesting in the total data set was noted. The question of

concern at this point is, was the magnitude of Ds associated with time of

posttest? The answer to that question bears on the long ter: effects of the

attitude modification treatments. The answer also speaks to whether it was

appropriate to pool Ds from different times of posttesting for analysis, as

we have done.

In coding time of posttesting, two types of infc-mation were entered:

(1) the number of weeks between the end of treatment and administration of

the posttest; and, (2) a code to identify whether the posttesting was

immediate, delayed, or follow-up. An "immediate" posttest was an initial

assessment administered very soon after the end of the experimental

treatment- -i.e., within a day or at the next available meeting of the group.

A "delayed" posttest was also an initial posttest, but was not administered

immediately, sometimes to obscure the relationship between the treatment and

the test. A "follow-up" posttest followed an initial posttest, or it may

have followed a prior follow-up posttest.
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As would be anticipated, the statistics for number of weeks from

treatment end to posttesting varied for the three time- of- posttesting

categories. For immediate posttests, the mean number of weeks to testing

was .03, with a standard deviation of .24 (and a mode and median of 0.00, and

a range of 0.00 to 4.3 weeks); for delayed posttests, the mean number of

weeks to testing war 1.7, with a standard deviation of 1.9 (and a mode and

median of 1, and a range of .20 to 8.00 weeks); for follow-up posttests, the

4111 mean was 10.4, with a standard deviation of 18.4 (and a mode and median of 6,

with a range of 1.3 to over 100 weeks).

As can be noted from the mean Ds and the Eta2 (.003) in Table 49, there

is little relationship between time of posttesting and average D. In

addition, when a correlation was run between the number of weeks after the

end of treatment when the posttest (immediate, delayed, or follow-up) was

administered and the Ds for the 586 effect sizes for which that information

was available, r = .05 (r2 =.002)--a very small relationship.

Was there a systematic time-of-posttest effect among treatment

techniques? Table 50 has information for the three treatments for which the

N for follow-up posttesting was sufficient (i.e., at least 10) for

interpretation No pattern is evident, although there is one nontrivial (by

our .12 criterion) difference between a posttest and follow-up mean. For

Other, the follow-up posttest mean D (.21) was .25 less than the posttest

mean D (.46).

To sum up, little evidence about "long term" effects is available from

our data. What information there is indicates little relationship between

time of posttesting and magnitude of D. And, there appeared to be little

reason not to pool the total 644 effect sizes for analysis.
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Table 49

Effect Sizes (Ds) for Different
Posttesting Times

Time of Posttest

Effect Sizes (Ds)

Mean SD

Can't Tell 50 .28 .54

Immediate 427 .38 .63

ielz.yed 86 .42 .60

(Immediate Plus Delayed)a (513) (.39) (.62)

Follow-up 81 .38 .57

Total 644 .37 .61

Note. Eta2 = .003.

aThe information frcm Immediate an:; inlayed (within
one week of end of treatment) posttesting is

presented pooled, as well as separately, because
posttests that close together would typically not
be discriminated in research reports, and the mean
Ds were nearly identical.

Table 50

Follow-up Posttest Effect Sizes (Ds)

Posttestb Follow-up

Techniquea N Mean N Mean

Information 167 .27 23 .37

Information Plus Contact 74 .54 13 .42

Other 48 .46 14 .21

aTechniques included only if the numoer of effect
sizes for either posttesting or follow-up
posttesting was at least 10.

bImmediate and delayed posttest data combined.
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Type of Dependent Measure

Another aspect of testing that introduces study variability is the

instruments used to assess attitudes. As Bangert-Drowns (1986) has noted,

the "apples and oranges" criticism of meta-analysis has two components. The

first, discussed above, is the concern about grouping together under similar

labels studies with different features. The second involves apprehension

about the effects of lumping together for analysis effect sizes that come

from different dependent measures.

One way of considering similarities or differences in dependent measures

is to examine the assessment approaches used. Information in that reaard is

presented in Table 51. It is clear that the assessment of attitudes was

dominated by questionnaires (N = 425; 66%), most of which were made up of

Likert-type items. The next highest type of instrument, the semantic

differential, is a distant second--N = 73; 11%. Only three other assessment

types yielded data for at least 10 effect sizes: social distance scales (N =

53; 9%); adjective checklists (N = 32; 5%); and, a composite category of

tests that didn't fit in any of the major categories, "Other", with 35 effect

sizes (5%). The Eta2 for Ds and type of assessment is .05. The association

is not large, with assessment clearly dominated by Likerttype scales.

A perplexing piece of information in Table 51 is the relatively low mean

D for social distance dependent measures (D = .16). With that low mean D, it

is relevant to inquire whether the few social distance scale assessments were

associated predominantly with any attitude modification technique.

One source of evidence relevant to that question is the overall

association between treatment technique and type of assessment. The Cramer's

V is only .18. And, that value reflects primarily a greater frequency of
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Table 51

Types of Dependent Measures

Effect Sizes (Ds)

Assessment Type

411.1 III *I..

N Mean SD

Questionnaires (Likert- -type) 425 .38 .58

Semantic Differential 73 .35 .61

Social Distance 57 .16 .41

Adjective Checklist 32 .48 .57

Sociometric 9 (1.11) (1.71)

Telephone-Mail Request 4 (.86) (.44)

Projective Test, Pictures 2 (.03) (.27)

Sentence Complqtion 2 (.08) (.45)

Interview-Nonstructured 2 (1.66) (.23)

Systematic Observation 1 (.44) (.00)

Rankings 1 (.23) (.00)

Other 36 .33 .62

Total 644 .37 .61

Note. Means and standard deviations based on fewer
than 10 Ds are in parentheses.

Eta2 = .05.
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que3tionnaire testing with the Information and Information Plus Contact

40 techniques than expected based on marginal totals (148 versus 134 expected

and 80 versus 67 expected, respectively) and fewer or that type of assessment

than expected with Direct Contact studies (51 versus 61 expected) and

40 Information Plus Vicarious Experience studies (19 versus 41 expected). There

was not a great disparity in the expected and actual uses of social distance

scales, based on marginal frequencies nor, as follows, a great concentration

40 of use by treatment technique - -as indicated in Table 52. Moreover, the

differences between the mean Ds based on sufficient numbers of effect sizes

to be interpretable are slight. The low mean D for Information Plus

40 Vicarious Fxperience (.07) is a trivial difference from the mean D for

Information (.14) ani for Direct Contact (.11).

There do not appear to be systematic differences in dependent measures

40 among studies of different attitude modification techniques that would have

major effects on outcomes. This is, of course, due in part to the lack of

variability in types of assessments- -i.e., the orevalent use of

40 questionnaires to assess attitudes. Perplexing questions of construct

validity are raised by that use, and the perplexity is piqued by the low mean

D for social distance scale assessments.

The meaning of mean Ds based largely on reactive paper-and-pencil

assessments, with so few coming from indirect, behavioral methods of

assessment (Antonak, 1986), is a greater concern with this data set than is

the "apples 'nd oranges" concern about intermingling effect sizes from

differing depehdent measures. Rokeach (1970) commented similarly on the

:state of assessment in attitude research in general: Typically, one posttest

is administered shortly after the treatment, with little attention to
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Table 52

Social Distance Scale Assessments

Technique

N

Mean SDActual Expecteda

Information 10 18 .14 .49

Direct Contact 11 8 .11 .30

Vicarious Experience 7 5 (.22)b (.24)b

Persuasive Message 1 2 (.94)b (.00)b

Persuasive Message, Contrast 0 1 --

Information Plus Contact 5 9 (.31)b (.77)b

Information Plus Vicarious 16 5 .07 .15

Systematic Desensitization 1 2 (.11)b (.CO)b

Positive Reinforcement 0 0 -- --

Other 6 6 (26)b (.68)b

Total 57 56 .16 .41

a
Based on marginal frequencies rounded to whole numbers, so total
does not equal 57.

b
Based on too few Ds to be interpretaole.
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assessing behavioral change. This is contrary to Rokeach's (1973) own

research in which, for example, he analyzed responses to an NAACP membership

solicitation from three to five months after an experimental treatment, and

then a year later, to determine behavioral attitude effects (also see Ball-

Rokeach, Rokeach, & Grabe, 1984).

Length of Treatment

Among the prior reviewers of the research on the modification of

attitudes toward persons with disabilities, Anthony (1972) commented that

length of treatment might be an important study characteristic. Information

on the total number of hours of treatment was available for 545 (84%) of the
40

effect sizes in our data set.

Length of treatment varied considerably, from .10 hour to over 1,000

hours. The mean number of hours of treatment was 37.14, with a standard

deviation of 127.95. But particularly revealing are the median number of

treatment hours, 4.00, and the mode of .7 b^mes--about the length of a

typical class period.

For the 545 effect sizes for which the number of hours of experimental

treatment was available, there was essentially no relationship between length

40
of treatment and outcomes (r = .02). But as can be seen in Table 53, that

overall correlation obscures an apparent interaction between type of

technique and length of treatment. For Information and Persuasive Message,

0 there were moderate negative associations (information becomes boring?).

The coefficient of .60 for Systematic Desensitization is particularly

intriguing. It makes sense that the effects of desensitization would

40 increase with length of treatment--to a certain point. There were no length

of treatment outliers for that technique, and the number of hours of
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Table 53

Correlations Between Length of Experimental Treatment
(Total Hours) and Magnitude of D

All Available Data Without Outliers

Technique N r r2 N r r2

.111.0

Information 179 -.21 .05 171 -.04 __a

Direct Contact 64 -.04 __a 57 .09 .01

Vicarious Experience 58 .06 __a No extreme outliers

Persuasive Message 23 -.28 .08 19 -.08 .01

Persuasive Message, Contrast llb .40 .16 No outliers

Information Plus Contact 71 -.03 __a 70 -.20 .04

Information Plus Vicarious 52 -.04 __a 51 .05 __a

Other 64 .11 .01 63 .29 .09

Systematic Desensitization 21 .60 .36 No outliers

Total 545 .02 _a 431 .01
a

a
r
2 less than .005.

b10 Ds came from the same study.
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treatmert were clustered from 5 hours and less. For the other techniques, no

relationship was evident.

Visual inspection of scatter-diagrams did not reveal any curvilinear

relationships, but it did indicate that a few outliers might be exerting an

0 inordinate effect on some coefficients. Consequently, correlations were

rerun with outliers excluded. These coefficients are also in Table 53. The

basic effect was to dampen the relationships. For Information, the

coefficient dropped from -.21 to -.04; for Persuasive Message, the

coefficient dropped from -.28 to -.08. However, in two cases, the

association increased: from -.03 to -.20 for Information Plus Contact, and

from .11 to .29 for Other. Although the relationship of length of treatment

to outcomes is generally small, the effect did not appear to be uniform

across attitude modification techniques, and it is not a variable to be

totally ignored.

Context

The coding instrument contained a category for Treatment Context, the

general milieu or environment within which a study was conducted. As can be

seen in Table 54, the effect sizes came largely from two context:., College-

University and Elementary-Secondary Schooling. Those two contexts account

for 85 percent (N = 549) of the effect sizes.

The highest percentage of effect sizes (49%; N = 314) came from studies

carried out in a college or university environment; the second most frequent

environment (36%; N = 235) was elementary and secondary schooling. The large

number of studies in both categories, but particularly Elementary-Secondary

Schooling, may well Lae primarily a function of PL,94-142, passed in 1975.

There was a dramatic 810 percent increase in effect sizes from Elementary-
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Table 54

Treatment Contexts

Context

Effect Sizes (Ds)

N Mean SD

Elementary-Secondary Schooling

College-University

Inservice

235

314

54

.38 .60

.40 .65

.24 .42

Adult Education 3 (.05) (.40)

Work 9 (.12) (.67)

Community 8 (.50) (.38)

Recreation 7 (.33) (.30)

Other 14 .49 .65

Total 644 .37 .61

Note. For mean Ds and standard deviations in
parentheses, the number of effect sizes is less than 10
and too few to interpret.

Eta2 = .01.
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Secondary Education context studies from 1971-75 (N = 10) to 1976-80 (N =

91), with another 40 percent increase to the 1981-85 period (N = 127). The

increase in the effect sizes coming from College-Univ?rsity context studies

was not as dramatic from 1971-75 (N = 63) to 1976-80 (N = 143), a 127 percent

change. And, there was a surprising 63 percent drop from 1976-80 (N = 143)

to 1981-85 (N = 53). Our data yield no insights into the reason for that

drop. Speculatively, it may be in part due to a shift in researchers'

interests, with greater availability of funds for studies at the elementary-

secondary level where the thrust for "educat on for all handicapped children"

has been greatest.

There were 10 or Lore effect sizes for only four treatment contexts--the

two noted above and "Inservice" education or training, with N= 54 (8%) and

"Other" (N = 14; 2%). Only the means for the first two contexts are

presented in Table 55, because of the few effect sizes for the second two.

The overall means for the Elementary-Secondary Schooling and College-

University contexts (.38 and .40, respectively) are remarkably similar;

however, the Inservice mean of .24 (not in Table 55) is considerably lower

than both, although the differences are not much above cne criterion for

triviality (.12). It is of some interest that the Inservice Ds come

bas_oally from three sources: 17 are from studies with elementary school

teachers (mean D = .13), 13 are from studies with institutional employees

(mean D = .16), and 21 are from inservice with other groups (mean D = .40).

(The other three Ds are accounted for by inservice with special education

teachers [N = 1] and police [N = 2].)

Although ,he Elementary-Secondary Schooling and the College-University

mean Ds are almost identical, there are some interesting within-treatment
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Table 55

Treatment Technique Outcomes in
Elementary-Secondary Schooling an3

College-University Contexts

Technique

Elementary-Secondary College-University

N Mean SD N Mean SD

Persuasive Message 9 (.80)a (.78)a 12 .56 .39

Information Plus Contact 32 .57 .60 47 .55 .73

Direct Contact 22 .69 1.13 46 .36 .53

Vicarious Experience 25 .30 .48 32 .51 .91

Other 27 .49 .56 28 .33 .83

Systematic Desensitization -- -- 21 .32 .44

Information 90 .24 .42 94 .35 .62

Information Plus Vicarious 30 .20 :2 21 .28 .36

Persuasive Message, Contrast -- -- -- 11 .13 .33

Positive Reinforcement -- -- -- 2 1.74 .01

Total 235 .38 .60 314 .40 .65

aToo few effect sizes (less than 10) to be interpretable.
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differences in mean Ds for the two contexts (see Table 55). Of particular

interest are the mean Ds for Direct Contact, for which the Elemc,nt-Ary-

Secondary mean is higher (.69 versus .36, a .33 difference) and for Vicarious

Experience, for which the situation is reversed with the College-University

mean the higher one (.51 vs. .30, a .21 difference). Only nine Persuasive

Message and Systematic Desensitiza':ion effect sizes came from studies

conducted in an Elementary-Secondary Schooling context.

In short, most studies from which the 644 effect sizes came were

conducted in public school or higher education contexts, with very few

carried out in other environments, such as at places of employment or in

recreation contexts. For those two major context categories, the mean Ds

were similar, although both differed somewnat fLom the meal. - for the

Inservice context, the only other context with 10 or more Ds, other than the

catch-all "Other" with 14. There is some indication of different effects for

Direct Contact and Vicarious Experience within the two major context

categories, suggesting that context is another source of study variability

that should not be ignored.

Setting

Related to, but scmewhat different from context is the setting of the

research. While "context" refers to general environment, "setting" was

defined as the specific type of place -there the research was conducted. It

is another potential source of variability in study characteristics.

Given the findings to this point, it will come as no surprise that 49

percent of the effect sizes (N = 314) came from studies carried out in

regular classrooms (see Table 56), with 57 percent (N = 180) in public school

classrooms and 35 percent (N = 109) in higher education classrooms. As would
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Table 56

Setting of Treatments

Setting

Effect Sizes (Ds)

N Mean SD

Regular Classroom 314 .38 .61

Special Education Classroom 36 .21 .68

Institution 22 .34 .77

Hospital 28 .39 .51

Laboratory 23 .46 .66

Individual or Small Group 31 .06 .53

Normal Life 14 .65 .65

Home 2 (.27)a (.03)a

Dormitory 4 (.14)a (.54)a

Camp 6 (.33)a (.33)a

Recreation Facility 1 (.33)a (.00)a

Other 32 .32 .38

Combination 71 .51 .54

Can't Tell 61 .39 .71

Total 644 .37 .61

Note. Eta2 = .03.

(less than 10) to beaToo few effect sizes
interpretable.
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be expected. 111 of the 23 Ds from research in Labore`ory settings (15 of

411 which were for Systematic Desensitization as a technique) came from the

College-University Context, as did all but five of the Individual or Small

Group setting Ds. The low mean D (.06) for Individual or Small Group

settings is largely due to a mean D of -.42 for 10 Ds that came from the

Other category of treatment techniques.

With the predominance of Regular Classrooms as the research setting from

which the 644 effect sizes came, the numbers of other settings within the

various treatments are in general quite small. The few worth mention are

primarily those in which the presence of persons with disabilities makes the

setting particularly appropriate for either Contact or Contact plus

Information studies--Special Education Classrooms (13 Contact Di),

Institutions (11 Contact plus Information Ds), Hospitals (19 Contact Ds and 9

Information plus Contact Ds). So, Regular Classrooms dominate the settings,

but other settings contribute to variability in study characteristics both

within and across types of attitude modification techniques.

Sample Sizes

Data on the size of the experimental treatment oup were available for

642 effect sizes (see Table 57). While the range in the size of the

treatment groups from which those effect sizes came is large, the modal group

was relatively small, N = 20, and the median not much larger, N Sample

sizes for different techniques were fairly similar, except for the small

Persuasive Messages mode (6)--which was, however, accompanied by a

substantial median (30)--and the high mode (58) for Direct Contact studies.

The differences in ranges of sample sizes are, however, striking. Although

the minimum Ns are similar, the Persuasive Message (6-44) and Systematic
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Table 57

Sizes of Experimental Treatment Groups

Sample Size Statistics

Technique N Mean Median Mode SD Range ra

Persuasive Message 23 25 30 6 13 6-44 -.20

Information Plus Contact 79 50 26 26 96 7-862 -.11

Direct Contact 93 69 38 58 104 6-663 -.005

Vicarious Experience 58 35 26 20/52b 28 7-198 -.19

Other 71 32 20 20 29 6-148 .31

Systematic Desensitization 21 26 21 20/45b 13 13-45 .02

Information 202 43 26 20 58 8-544 .03

Information Plus Vicarious 62 73 37 31 98 13-424 .04

Persuasive Message, Contrast 11 20 19 20 8 13-45 __c

Positive Reinforcement 2 10 10 10 .00 - -
Total 642 47 28 20 73 6-862 -.02

1

Noce. Statistics rounded to whole numbers to reflect that samples are constituted of 0
whole persons. Because of rounding, totals may not agree exactly.

a
Correlation coefficient for sample size and D.

bBi-modal distributions.
cCoefficient not reported because 10 of the 11 data points are from one study.

2 1 3 232

a



Message (13-45) studies had much smaller maximum treatment group Ns than the

others, with the largest maximum Ns for. Direct Contact and Information Plus

Contact (663 and 862, respectively). Those differences undoubtedly reflect

the predominance of laboratory studies for the first two techniques and

course and program evaluation studies for the latter two.

The correlation between Ds and experimental group Is was practically nil

for the total data set (r = -.02). For individual treatment techniques with

sufficient numbers of Ds to compute a coefficient, the r's ranged from

essentially zero (Information [.03], Direct Contact [-.005], Information Plus

Contact [-.11], Information Plus Vicarious Experience [.04], and Systematic

Desensitization [.02]) to low and negative (Vicarious Experience [ -.19],

Persuasive Messages [-.20]), or low and positive (Other [.31]). In the case

of the Other category, two outliers (high Ds and Ns) boosted the r.

410
Limited ranges of Ns do not appear to account for the low coefficients,

nor do differences in ranges of Ns for different techniques (Table 54) appear

to be a factor in the differing coefficients. The low negative coefficients

411

for Persuasive Message and Vicarious Experience suggest that the size of the

treatment groups might a factor worth further consideration with those

treatments. Overall, however, it does not appear that differences in

AO
treatment group Ns were systematically related to the outcomes with different

attitude techniques.

Summary

Variability in study characteristics other than treatment features are

another source of variability among studies grouped for analysis in meta-

* analytic integrative reviews. All such differences ought to be kept in mind

as posing potential "apples and oranges" difficulties in interpretation, even
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though some do not appear to interact systematically with treatments to

affect outcomes. For the study characteristics discussed above (type of

comparison, time of posttest, type of dependent measure, context, setting,

and sample size), there appear to have been few systematically different

effects or different treatments, and those that are discernible are often

confounded with other sample attributes. Nevertheless, variability in study

characteristics should be an ever-present consideration as our results are

reviewed. Further analyses are warranted in an attempt to ferret out the

influences which variations in such study characteristics had on study

outcomes.

Sample Characteristics

In prior sections, some variations in treatment features within attitude

modification technique categories and in other study characteristics have

been presented. Next, information will be presented on some attributes of

sample Ss that were coded because they might influence outcomes or be

important to generalization.

Sample Selection

Information on sample selection does not provide direct evidence of Ss'

characteristics. However, the methods by which subjects are obtained may

well influence the nature of the sample and, thereby, both the research

outcomes and their generalizability. The use of convenient samples in

psychological research--frequently sophomores in psychology classes--has

often been commented on. The equivalent in educational research is the

"intact" group--the conveniently available classroom of students. The

effects of using convenient, or intact, groups has not been systematically
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investigated (except for the impact on statistical inference, e.g., Hopkins,

111
1982). Another selection technique, the solicitation of volunteers, has been

addressed extensively by Rosenthal and Rosnow (1975; Rosnow & Rosenthal,

1976). Their summary of the research evidulce indicated that volunteers for

IP research projects do tend to differ from nonvolunteers in ways that could

have significant implications for research on modifying attitudes toward

persons with disabilities. For example, volunteers are likely to be more

intelligent, higher in need for social approval, and less authoritarian than

nonvolunteers.

As might be expected (see Table 58), the samples for the studies which

111 yielded our 644 effect sizes came from two major sources: volunteers (N =

220; 34%) and intact groups (N = 294; 4E%), together accounting for 80

percent (N = 514) of the effect sizes. For the other 20%, random selection

of individuals (N = 31) or of groups then used as the unit of analysis (N =

31) accounted for 62 effect sizes (10%); for 33 effect sizes (5%), selection

was categorized as "Other"; and, for 35 effect sizes (5%), the method of

sample selection could not be identified.

The mean Ds for the different sample selection methods are somewhat

perplexing, especially the mean D of .25 for Volunteers, as contrasted to a

mean D of .42 for Intact Groups and .53 for Random Samples. Wouldn't

volunteers be expected to respond more favorably to efforts to modify

attitudes toward a minority group? Alternatively, however, volunteers may

have come into modification programs with attitudes already so positive that

experimental effects were dampened. In that regard, as did Rosenthal and

Rosnow (1975, e.g., p. 49), we included as volunteer subjects not only those

who responded to a solicitation to participate in a research project but

II
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Table 58

Methods of Sample Selection
by Attitude Modification Technique

Selection

-Technique

Can't Random Intact

Tell Samples Volunteers Groups Other Total

Persuasive Message (.35) (.60) (.59) (1.71) .67

(.11) (.46) (.17) (.75) .56

6 9 5 3 23

Information Plus Contact (1.38) .67 .40 .50 (.36) .51

(.00) .60 .98 .61 (.01) .66

1 11 12* 74** 2 100

Direct Contact (.34) .28 .49 -- .43

(.17) -- .47 .82 -- .73

5 -- 21* 67** -- 93

Vicarious Experience (-.09) (.83) .23 .52 -- .40

(.00) (.20) .75 .80 -- .76

1 7 30** 20 -- 58

Other (.36) (.31) .15 .95 (.75) .39

(.28) (.36) .53 .79 (.53) .64

8 4 39** 15* 5 71

Systematic Desensitization __ -- .33 __ .30 .32

-- .42 -- .55 .44

-- -- 16 -- 5 21

Information .43 .44 .20 .23 .47 .29

.36 .38 .50 .56 .45 .51

10 31 47* 97 18 203

Information Plus Vicarious .07 (.80) .19 .20 -- .20

Experience .14 (.36) .40 .26 -- .36

10 3 33 16* -- 62

Persuasive Message, Contrast .13 -- -- .13

.33 __ .33

11 __ __ 11

Positive Reinforcement (1.74) -- -- 1.74

(.01) -- -- .01

2 -- -- 2

Total .31 .53 .25 .42 .59 .37

.34 .42 .60 .67 .60 .61

35 62 220 294 33 644

Note. Eta2 for sample selection method and D = .04.

At least 10 fewer cases than expected, based on marginal frequencies.
**At least 10 more cases than expected, based on marginal frequencies.
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,..uose who volunteered to participate in activities with disabled persons

0 without knowing they were to be part of a research project. Such persons

might have had even higher initial attitudes than would be expected on the

general basis of estimated volunteers' traits.

The effects of prior attitudes on outcomes could not be investigated

with our, data set because there were practically no reports of analyses in

which pretreatment attitudes were included as an independent variable, with

results reported by levels of antecedent attitudes. The hypotheses that

volunteers have higher antecedent attitudes, with higher pretreatment

attitudes associated with less change, suggested by our Selection Method

finding, could be given a rough check by coding pretreatment attitude levels

for volunteers and nonvolunteers in different studies and then comparing Ds

for the two groups. That among the many interesting questions that have

IP arisen from the analyses reported here that call for further use of our

extensive data set and collection of research reports.

Of more concern in this section is whether sample selection was related

to attitude modification technique outcomes. An answer is, of course, made

difficult by the confounding of variables. For example, as indicated in

Table 58, intact groups were more heavily represented than volunteers in

Information Plus Contact, Direct Contact, and Information effect sizes, with

the Volunteer mean D lower in each case. But 47 percent of the Information

Plus Contact effect sizes, 49 percent of the Direct Contact effect sizes, and

46 percent of the Information effect sizes came from college and university

samples, 'which are more likely to be obtained through solicitation of

volunteers than are, for example, elementary and secondary school samples.

(While 40% of the college and university effect sizes came from volunteer

S

S
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samples, only 22% of the elementary and secondary school effect sizes did;

or, conversely, while 57% [N = 125] of the effect sizes that came from

volunteer samples [N = 22-1 were for college or university students, only 24%

[N = 53) were for elementary or secondary school students.) The possible

effects of methods of sample selection are a relevant consideration in any

interpretations of our descriptions of our data set, even though sample

selection is confoundea with other variables. The nature of those effects is

also a viable topic for further research in this attitude modification field.

Grade-Age Levels

The age of the Ss was a sample characteristic that we presumed might be

related to treatment outcomes and would be of interest to our readers.

However, in coding studies to try out the coding instrument during its

development, we found that few authors reported the age of their Ss.

Consequently, information of the schooling grade level of Ss was coded

because it is a fairly close proxy for age, at least through the

undergraduate years of college.

Table 59.

As has been noted already in the discussion of the contexts within which

the attitude modification studies were conducted, 85 percent of the effect

sizes (N = 549) came frcm studies carried out in elementary-secondary school

and college-university environments. Those figures are reflected in Table

59, with 39 percent (N = 254) of the Ds coming from studies conducted with Ss

from preschool through high school and another 43 percent coming from studies

with undergraduates (N = 253) and graduate students (N = 29). It is worth

noting, too, that 43 percent (N = 110) of the elementary-secondary level Ds

are in the Intermediate category (grades 4-6), with another 10 percent (N =

Information from that coding is presented in
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Table 59

Educational-Age Levels of
Experimental Treatment Ss

Level

Effect Sizes (Ds)

N Mean SD

Preschool 3 (.62)a (1.06)a

Primary 30 .48 .50

Intermediate 110 .34 .69

Middle School 18 .33 .42

Junior High 13 .41 .26

Senicr High 18 .42 .56

Combination 62 .40 .46

Subtotal 254

Undergraduate 253 .43 .69

Graduate 29 .33 .45

Postprofessional 52 .23 .53

Adult Not in School 47 .19 .43

Can't Tell/Other 9 (.57)a (.73)a

Total 644 .37 .61

Note. Eta2 = .02.

aToo few effect sizes (less than 10) to be
interpretable.
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62) in the Combination category, with many combinations that included

Intermediate Ss.

In terms of mean Ds, the most apparently interesting aspect of Table 59

is the difference between the mean D for the youngest Ss represented by at

least 10 effect sizes, the Primary Ss (grades K-3; mean D = .48) and the

older Ss, with mean Ds of .33 (Graduate), .23 (Postprofessional), and .19

(Adult Not In School). Of the 30 Ds for Primary Ss, 14 are from Information

study effect sizes--the only treatment technique with 10 or more Ds--with a

mean D of .32. The mean D of .48 is the result of 6 Primary Ds in the

Information Plus Contact category with a mean of .78. In short, the

apparently large mean differences are based on the influence of a small

subset of Ds. With that in mind, the mean Ds for various grade-age levels

are, overall, surprisingly similar, with the exception of the two adult

groups with the lowest means--Postprofe,..iional (mean D = .23) and Adult Not

in School (mean D = .19). This similarity is captured by the Eta2 of .02 for

Educational-Age Levels and Ds.

What about differences in grade-age level by treatments? Table 60

contains mean Ds for treatment techniques at each grade-age level.

Purposely, only means have been included for which there were at least 10

effect sizes to make more graphic the pattern, including absences, of mean

Ds. As noted in earlier sections, Information is clearly the most

investigated technique, followed by Information Plus Contact. Just as

clearly, the findings come primarily from Ss in the Intermediate grades (with

many grade Combinat_ons including intermediate Ss) and from Undergraduates.

A few treatment differences by grade-age level are worth noting. For

example, "adult" (Graduate, Postprofessional, and Adult Not In School) Ss

271_ 240 0



Table 60

Mean Ds for Treatment Techniques and Grade-Age

Levels with At Least 10 Effect Sizes

Grade-Age Level

Technique Preschool Primary Intermediate

Middle Junior Senior
School High High combination Undergraduate Graduate Postprofessional Adult Other

Persuasive Message

Information Plus Contact .59 .69 .09 .22
15 36 12 13

Direct Contact .81 .20 .40
16 12 44

IVY Vicarious Experience .25 .46
1-4 17

25

Other
.20 .32 .29
13 26 11

Systematic Desensitization
.16

15

Information .32 .20 .20 .44 .37 .19
14 36 10 12 79 27

Information Plus Vicarious .12 .21Experience
13 22

Persuasive Message, Contrast

Positive Reinforcement

Note. The first number in each cell is the mean 0, the second number is N. Only means based on at least 10 effect sizes are included.
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received lower mean Ds u.har. other Ss for Information and Information Plus

Contact, but not for Other (technique combinations other than those labeled

in the table). Also, the Direct Contact mean D for Intermediate Ss is

strikingly higher than those for Combination and Undergraduate Ss. The mean

differences of .41 and .61, respectively, are just below and above the

criterion of .50 (see Chapter 3) for high practical significance. And, tl-e

opposite result is seen for Vicarious Experience, with the Intermediate mean

D (.25) .21 lower than that (.46) for Undergraduates.

All in all, the information, in Table 60 suggests the caution that is

necessary to avoid overgeneralizing the findings in the literature to

differing grade-age levels. Further analysis of our data will be undertaken

to determine if other sample or study characteristics explain the

differences. No analysis, however, can make r for the number of treatment

technique-grade-age level combinations for which adequate numbers of Ds are

lacking.

Gender

Prior reviewers (e.g., Horne, 1985, pp. 132, 143) have indicated that

females tend to have more posits 0 attitudes toward persons with

disabilities, and that they may be more likely to change attitudes in a

positive direction. In order to determine if gender was an important factor

in study outcomes, we recorded the percentage of males in the experimental

group whenever information of gender composition was available in the

research report.

Percentages of males in the experimental groups are presented in Table

61 for the 339 effect sizes for which that information was -vailable in the

reports. Although. the mean and median gercentages for the total 339 effect
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Table 61

Percentages of Males in
Experimental Groups

Technique

Statistics

N Mean Median Mode SD Range

Persuasive Message 14 21 16 Ov 23 0-55

Information Plus Contact 57 28 23 00 25 0-84

Contact 38 28 29 00 19 0-61

Vicarious Experience 21 34 46 00 28 0-100

Other 29 44 42 40 11 18-73

Systematic Desensitization 16 11 7 00/7* 14 0-33

Information 115 40 46 00/50* 27 0-100

Information Plus Vicarious 37 41 52 00 29 0-100

Persuasive Message, Contrast 10 40 45 __** 16 21-60

Positive Reinforcement 2 30 30 30 00

Total 339 35 36 00 25 0-100

Note. Statistics rounded to whole percentages, so columns and totals may not
agree exactly.

*Bi-modal distribution.
**Multi-modal, with only 2 Ds for each %.
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sizes are nearly identical (35% and 36%, respectively), thcl mode is zero.

That is, the most frequent occurrence was to have no males in the treatment

group. That mode is consistent across treatment techniques as well, with the

exception of the Information and Persuasive Messages, Contrast modes. Within

treatments, Systematic Desensitization stands out as having the most

restricted range, with 33 the maximum percentage of males in a treatment

group. Also, the Persuasive Message range is from 0% to 55%, also a

restricted range.

Correlations between percentages oZ males in the experimental group and

Ds for the 339 effect sizes are reported in Table 62. Overall, there was no

relationship between percentage of males and outcomes (r = .00). The

coefficients for the various treatment techniques range from moderately

negative* (r = -.47, r2 = .22 for Systematic Desensitization)** to low and

positive = .31, r2 = .09 and r = .27, r2 = .07 for Contact and Persuasive

Messages, respectively), with most of the coefficients so low as to indicate

negligible relationships.

The picture is anything but clear, with the overall lack of

relationship, some slight, positive relationships for individual techniques,

and the negative relationship for Systematic Desensitization, with its

restricted range. Surely, gender is a factor to be considered by those doing

further research, or attempting to apply, that L:chnique. On the other hand,

*Recall that % of males was recorded, so a negative relationship irdicates
that with more males in the experimental group, Ds tended to be lower;
conversely, a positive relationship indicates that with more males in the
experimental group, Ds tended to be higher.

**The r = -.73 for Persuasive Messages, Contrast is being ignored in this
discussion because it is based on only 10 effect sizes, all from the same
study.
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Table 62

Correlations Between Percentage of
Males in Experimen'al Groups and Ds

Technique

Statistics

r2

Persuasive Message 14 .27 .'7

Information Plus Contact 57 -.03 .00

Contact 38 .31 .10

Vicarious Experience 21 .17 .03

Other 29 .10 .01

Systematic Desensitization 16 -.47 .22

Information 115 -.03 .00

Information Plus Vicarious 37 .03 .00

Persuasive Message, Contrast 10 -.748 -55

Positive Reinforcement -- --

w
Total 339 .00 .00

a
Because all of the data came from one study with
10 effect sizes, this coefficient is ignored in
the discussion of this table.



the positive, even if low, coefficients for Persuasive Message and Contact

suggest that there are situations in which males may be more responsive to

attitude change efforts, even though as a general matter gender seemed to

bear little relationship to outcome.

In order to investigate gender effects, we coded two other types of

information. First, when a complex analysis of variance was reported with

gender and treatment as factors, we recorded, as an effect size, the Eta2 for

the interaction if it, or informat..In to compute it, was available. Second,

where Ds could be computed separately for males and females within a

treatment by control, treatment by placebo, single -group, pre-posttest, or

treatment A versus B comparison, we did so in order to analyze those Ds for

differential treatment effects.

The nean Eta2 for the 36 available treatment by gender interactions

was .02, with a standard deviation of .05. Clearly, not much variance was

explained by that interaction, which is consistent with the low overall r

reported above and with the lack of striking differences in coefficients by

treatments. There were too few treatment by gender interactions within any

one treatment for interpretation (the largest Ns were for Information, N = 8,

and Information Plus Vicarious Experience, N = 7).

It wtts possible to compute separate Ds for males and females for 24

comparisons. The mean D for females was .41 and for males, .33 (the standard

deviation was .49 for each). The mean difference of .08 is too small to be

considered anything but trivial, again consistent with the overall r of .00

for percentages of males and Ds. Ten of the 24 Ds for males and females .were

for the Information treatment technique. The means for females and males

were .:s8 and .31, respectively--again a trivial difference (.07), and
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consistent with the Information r for percentages of males and Ds of -.03.

For no other treatment technique was the N for a gender with treatment

analysis greater than 6.

In short, our analyses indicated little consistent evidence that gender

is related to attitude change in our data set. Contradictory correlations

were obtained for Persuasive Messages and Contact, on the one hand (higher Ds

as % of males increased) and Systematic Desensitization (lower Ds as % of

males increased), on the other. Aralyses of interactions between gender and

type of attitude modification technique have not been reported frequently in

the literature and deserve more attention in research and application

efforts.

Prior Contact

The extent and type of prior contact that Ss have had with persons with

disabilities is another variable with potential power for mediating the

effects of treatments. Although that factor was ignored by prior reviewers

(see Chapter 2), we coded prior contact information for our integrative

review. Unfortunately, however, the data did not yield much information

about the relations of Ss' prior contacts to treatment outcomes.

The basic reason for the lack of information is that assessment of prior

contact was reported for only 260 out of 644 effect ;sizes (40%). For another

29 effect sizes (4%), prior contact was implicite.g., inservice education

wit'r experienced psychiatric nurses or special education teachers. For 46

(18%) of the 289 effect sizes for which prior contact was assessed or

implicit, no mention of use of the information was made in the report. In

the reports for 125 effect sizes (45%), the prior contact information was

used only to describe the sample. In studies from which 22 Ds came, prior

rs

247



contact was used to exclude Ss (i.e., to ensure that no Ss had prior

contact); for 45 Ds, prior contact was used as a criterion for inclusion in

the sample; and, for 14 Ds, Ss were selected from strata of prior contact.

Prior contact was used as a covariate in the analyses for 27 effect

sizes; however, the relationship between prior attitudes and outcomes was

hardly addressed. Of interest, for example, would be the relationship

between prior contact and attitude change in the treatment group or, better

yet, a comparison of that relationshi.p for treatment and control groups. For

only 4 effect sizes was there also a report of the correlation between prior

contact and posttest attitude scores (N = 2) or prior contact and attitude

change scores (N = 2). And, for only 4 effect sizes was there a report of

such correlations for a treatment and control group.

Of course, comparing treatment-control group correlations is one way of

determining if there was a prior contact-by-treatment interaction effect.

Alternatively, prior contact could be used with treatment as factors in a

complex analysis of variance to determine prior contact-treatment

interactions. Such interactions were coded as secondary effect sizes on our

coding instrument. Again, the information was too sparse to be of use, with

only one effect size (Eta2 = .02).

In short, although prior contact is a potentially important variable, it

received so little attention in our population of resear -h reports that

nothing can be said about the extent to which it might have mediated

treatment effects.

Personality

The characteristics of nc disabled Ss were mentioned as an important

theoretical factor in the discussion, earlier in this chapter, of Contact as
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an attitude modification technique. Personality attributes, such as

authoritarianism, might well be important factors in the effects of attitude

change efforts. Consequently, we coded analyses of interactions between

levels of personality and treatment as secondary effect sizes. As with the

Contact studies, in which relationships between personality variables and

attitude change were not analyzed, only 3 effect sizes for personality by

treatment interactions were identified for the total data set. Although the

mean Eta2 was .01, there were too few effect sizes to provide any information

worth interpreting.

Swim=

In this chapter, we have presented the major results from the analyses

of the data from our population of researr' reports, The intent has not been

to arrive at a statistical estimate of an overall or individual treatment

effect. The purpose has been to describe the major dimensions of the body of

literature on modifying attitudes toward persons with disabilities to

determine if there are indications of effectiveness and with what variables

treatment effectiveness might iary.

A summary of the conclusions of research report authors in regard to the

effectiveness of the treatments they had investigated indicated that it . ld

be unlikely that clear-cut treatment effects would emerge from analyses of

the data set. That expectation was born,,, out whel the mean Ds (pooling

treatment by control, treatment by placebo, and single-group, pre-posttest

comparisons) for each of several attitude modification techniques were

compared. The mean Ds could be arranged in rank order, with considerable

spread from the highest to the lowest. However, the differences between mean

Ds were, for the most part moderate to small, and the heterogeneity of
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outcomes, as compared to the differences between mean Ds, was so great that

no treatment could be said to have produced overall results clearly superior

to any other treatment. Moreover, research with each technique produced both

negative changes for treatment groups and negative effect sizes, raising

further questions about the uniformity of effects.

To illuminate that heterogeneity and some of the variables that might be

associated with it, we reported analyses of concomitant variables: study

quality, treatment variations, other study characteristics, and sample

characteristics. None provided a clear interpretive path for the

heterogeneous results.

Study quality, as indicated by treatment validity, internal validity,

and dependent measure validity, was not associated with study outcomes to any

appreciable degree. In part, the lack of association was due to lack of

variability, with few of the reports receiving high ratings on any of the

three quality indicators. It may well be that the ambiguous and conflicting

results noted above and throughout the chapter are due to the inadequacies in

the primary reseacch studies. However, lacking a large number of high

quality studies, our data cannot be used to address that issue. It can only

be said that an analysis of outcor s from medium and low quality research has

not produced clearcut answers to the questions about attitude modification

that provided the impetus for this integrative review.

The analyses indicated considerable variability in treatment features,

other study characteristics, and sample characteristics. But the

associations of the variables A.th outcomes were in general very low. There

were indications that some study and sample characteristics were

differentially reprev-mted in the 10 groups of treatment techniques, with
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some differential effects. However, the confounding of variables, with some

nested within each other as well as within treatments, made it difficult to

disentangle the nature of covariations. Bangert-Drowns' (1986) portrayal of

the gent-:.a1 situation in summarizing psychological research provides an apt

summary of what this chapter indicates about the research literature on

modifying attitudes toward persons with disabilities:

Research outcom,s vary in ,:ays that make generalizable interpretations
difficult. Such variation comes from a number of sources. It may
reflect real population variation, the effects of different treatment
features or study settings, sampling error, selection biases of the
reviewer, publication biases, the effects of erroneous or insufficient
reporting (unreported spurious influences, computational errors,
typographical errors), differing degrees of validity and reliability in
the outcome measures, and differences in the range or intensity of the
independent variable. The task is enormous, but the power of social
scientific inquiry would greatly increase if patterns could be found
amid this outcome variation. (p. 396)

The patterns are not yet clear for the body of research we have

reviewed. But the review in this chapter has produced suggestions for

further, and better, research (discussed further in Chapter 7)., The data set

will itself be submitted to further analyses in efforts to find regularities.

The results presented in the next chapter suggest alternative approaches to

the meta-analysis of sets that may also be worth pursuing further.
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CHAPTER 6

ALTERNATIVE AND SUPPLEMENTARY DATA EXPLORATIONS

One mildly frustrating challenge in carrying out an integrative review

from a quantitative perspective, with a rich data set gathered from a

heterogeneous and fairly large population of studies using a comprehensive

instrument, is the selection of analyses to be conducted. The matter of

selection becomes particularly pressing when there are time constraints, as

is inevitable with a funded project. The main analyses, the results of which

were presented in ChapLer 5, were conducted from a meta-analytic stance

consistent with that advocated by Glass (see Chapter 3). The major focus was

on individual outcome effect sizes, rather than on studies, and the effect

sizes were based on mean differences as indicators of treatment effects.

Alternative analytic stances and indicators of treatment effects are

reflected in the preliminary results from alternative and supplementary

analyses that are reported briefly in this chapter.

Median Effect Sizes

As noted in discussing the Results section of our coding instrument

(Chapter 3), there has been criticism in the literature of the meta-analytic

strategy of using individual outcome effect sizes as the unit of analysis

when studies yield multiple effect sizes. Recognizing that concern, we

computed median Ds for studies in order to explore the effects of using study

effect sizes in our data analyses. Whether preliminary analyses would

indicate differences in results with median Ds versus individual outcome Ds

was of particular interest.

253
284



Procedures

The synopsis by Bangert-Drowns (1976) of computing a "study effect unit

of analysis" sounds procedurally straightforl,

If a study uses more than one dependent measure, the corresponding
effect sizes are either combinrd if they represent the same construct
(e.g., academic achievement) or they are sent to separate analyses if
they represent different constructs (e.g., one analysis for academic
achievement data, another for attitude toward school data). (p. 393)

However, the procedure becomes complicated when, within each study, the

construct--in this case, attitudes toward persons with disabilities--is

assessed with quite different types of measures, there are iltra-study

replications, and there is repeated posttesting. Encompassing all of these

variations in one median effect size per study is as likely to lead to

misinformation and incorrect conclus ons as is the lack of independence of

multiple effect sizes from individual studies.

As noted above, in this review the analytic focus was on individual

outcome effect sizes. During the funded portion of the project being reported

here, adequate time was not available to isolate and treat the various median

Ds that had been computed and recorded (by type of assessment and across type

of assessment, by replication and time of posttest) in a complete alternative

analysis. Instead, one median effect size was selected for each of the

studies from which our 644 treatment by control, treatment by placebo, and

ingle-group, pre-posttest Ds came. Used was the overall median D recorded

for the first effect size entered for each study. In other words, the

medians to be analyzed were for the first-recorded of any intra-study

replications and for immediate, rather than follow-up, costtest data. That

choice was justified by the lack of differences in mean Ds by replication or

time of posttesting (as reported in Chapters 4 and 5). A criterion of 5 was
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used as the minimum number of medians that had to be available for a mean and

standard deviation to be considered adequately stable to be interpretable (as

contrasted with 10 for the individual effect size data).

Results

The 644 effect sizes in our main analyses came from 200 studies.

Information on the median Ds selected for those 200 studies is presented in

Table 63. As can be seen in that table, with median Ds (study eff-lot sizes)

as the unit of analysis, the Ns for two more treatment techniques*--

Systematic Desensitization and Persuasive Messages, Contrast--were not

adequate for interpretation purposes.

The most interesting aspect of Table 63 is that the use of study effect

sizes (median Ds) rather than individual effect sizes had little impact on

the magnitude of the mean Ds for the treatment techniques or the rank order

of the mean Ds. The two exceptions are Systematic Desensitization, which was

dropped from the ordering because of a low N, and Other, for which the mean D

increased from .39 to .59 (with practically no change in the standard

deviation). There is little evidence in Table 63 that using effect sizes

from individual findings, rather than study effect sizes, influenced our

results appreciably. Neve'-theless, further analyses of our data set using

median Ds are warranted.

Outliers

Extreme effect sizes, or outliers, are a matter of concern in conducting

a meta-analytic type of integrative review. Outliers may have- an undue

*There was not an adequate number of Ds for Positive Reinforcement to
be considered in the earlier, individua: outcomes, analyses.
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Table 63

Individual Finding and Median Study
Effect Sizes (Ds) for the Treatment Techniques

Technique

Individual Effect Sizes (Di) Median Effect Sizes

N Mean SD N Mean SD

Persuasive Message 23 .67 .56 7 .73 .49

Information Plus Contact 100 .51 .66 39 .55 .49

Direct Contact 93 .43 .73 35 .50 .76

Vicarious Experience 58 .40 .76 19 .39 .64

Other 71 .39 .64 21 .59 .67

Systematic Desensitization 21 .32 .44 2 (.46)a (.24)a

Information 203 .29 .51 56 .22 .42

Information Plus Vicarious 62 .20 ,36 18 .23 .41.

Persuasive Message, Contrast 11 .13 .33 2 (.01)a (.13)a

Positive Reinforcement 2 (1.74)b (.01)b 1 (1.75)a (.00)a

Total 644 .37287 .61 200 .42 .58

Note. Eta2 for individual effect sizes = .05; for median effect sizes = .11.

a
Fewer than 5 median effect sizes, so not considered interpretable.
b
Fewer than 10 effect sizes, so not considered interpretable.



affect on results, especially if clustered within one or a few analysis

categories, such as treatment technique. Such effects are a special concern

because of the suspicion that unusually large effect sizes may be due to

study characteristics--i.e., threats to internal validity--that have

invalidly magnified outcomes.

Definition

There are no clear guidelines for defining outliers--that is, for

deciding whet is an extreme score. In arriving at a definition, we first

inspected a frequency distribution for our 644 Ds to determine if there were

clear breaks at both ends of the distribution, particularly at 1, 2, and 3

standard deviations from the mean. None was evident at one standard

deviation. Moreover, that distance from the mean did not seem adequately

extreme to be considered the dividing point for outliers. At two standard

deviations, there was a clear break at the negative end of the distribution

and a perceptible break at the positive end. Moreover, in a normal

distribution, about 95 percent of the distribution would fel within those

points. The Ds that fell beyond two standard deviations bel w the mean

constituted .7 percent of the distribution; 4.3 percent were more than 2

standard deviations above the mean. So, despite the obvious lack of

normality, by defining "outlier" as a D more than 2 standard deviations from

the mean, 5 percen;' of the effect sizes (N = 33) were excluded from the

analyses. We accep' that definition.

Results

As can be seen in Table 64, the effects of dropping the 33 outliers were

minor. As would be expected, because the t were more positive than negative
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Table 64

Results for Treatment Techniques
with "Outlier" Ds Excluded

Effect Sizes (Ds)

Technique

All Outliers Excluded

N Mean SD N Mean SD

Persuasive Message 23 .67 .67 21 .54 .34

Infcrmation Plus Contact 100 .51 .66 94 .46 .48

Direct Contact 93 .43 .73 87 .28 .36

Vicarious Experience 58 .40 .76 53 .36 .54

Other 71 .39 .64 65 .30 .47

Systematic Desensitization 21 .32 .44 21 .32 .44

Information 203 .29 .51 197 .28 .43

Information Plus Vicarious 62 .20 .36 62 .20 .36

Persuasive Message, Contrast 11 .13 .33 11 .13 .33

Positive Reinforcement 2 (1.74)a (.01)a

Total 644 .37 .61 611 .32 .44

aToo few effect si:is (less than 10) to be interpretable.

0
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outliers, the overall mean D dropped, but only from .37 to .32. As should be

the case when the range is restricted, the impact on the standard deviation

was more noticeable, dropping from .61 to .44. Because the mean D for the

highest ranked technique, Persuasive Messages, decreased considerably--

from .67 to .54--the overall spread among means for the treatment groups was

reduced; but the rankings remained basically the same, except for Direct

Contact. That mean D dropped from .43 to .28, moving it from the third rank

to a tie for the sixth rank. There also was a minor shift in the order of

the Other and Systematic Desensitization means.

It is also worth noting that eliminating outlier Ds 0.: reduce the

magnitude of differences between the means for types of comparisons (see

Table 65). Although the mean D for each comparison type was reduced,

deleting outliers had the greatest effect on the Prepost mean. Even t'tat

change in means (.12), however, was right at the criterion for a trivial

difference. The range for the three comparison types dropped from .13

to .05. This negligible result, like those for the treatment technique mean

Ds, suggests that considering the more extreme Ds to be a legitimate part of

the data set had only a marginal impact on the findings.

Investigation of the reasons for outliers could be revealing in terms of

methodological and treatment considerations. In particular, the reduction in

the mean Ds for two treatment techniques, Persuasive Messages and Direct

Contact, bears further attention. The studies from which the outlier Ds came

will be examined in a later phase of this study to determine if there were

especially serious threats to internal validity or other aspects of treatment

implementation that seem to explain the extreme outcomes.
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Tabl.i! 65

Comparison Type Effect Sizes
With Outlier Ds Eliminated

Effect Sizes (Ds)

All Outliers Excluded

N Mean SD N Mean SD

Treatment versus Control 497 .36 .58 477 .32 .42

Treatment versus Placebo 49 .29 .70 45 .20 .49

Pre-post 98 .49 .72 89 .37 .50

Total 644 .37 .61 611 .32 .44
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Treatment A vs. B Effect Sizes

As noted in Chapter 4, a basic analytic strategy adopted for this review

was to use effect sizes based on the comparison of a treatment against the

absence of treatment, in the form of a control or placebo condition or

pretest data. Consequently, effect sizes from Treatment A versus Treatment B

(A vs. B) comparisons were excluded from our main analyses. It was our hope,

however, that a large number of Treatment A versus Treatment B effect sizes

would come from studies in which different attitude modification techniques,

rather than variations of the same technique, were compared. Those

comparisons would be directly relevant to our main arAyses. For example,

with the mean D for Information Plus Contact (.52) only slightly higher than

that for Direct Contact (.43) and considerably higher than that for

Information (.29), it would be of interest whether direct comparisons of

these techniques yielded a similar ordering of outcomes?

The hope for such analyses turned out to be unrealizable. Of 61 A vs. B

Ds, only 14 came from direct comparisons of treatment techniques--12 (from 3

studies) were for Information Plus Contact versus Information and 2 (from one

study) were for Contact versus Information.

Results

Clearly, given the small number of Ds and, even more important, the

small number of studies, dot much credence can be put in summaries of those

few A vs. B results. However, rather than to simply ignore what information

is there, and to satisfy the curious reader, it is worth noting that of the

12 Information Plus Contact versus Information comparisons, 11 favored

Information Plus Contact and 1 did not.
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The mean D for these 12 comparisons is .46, with a standard deviation

of .33. One study with a sample of university students in an introductory

special education course yielded 3 Ds, all positive* (median D = .44);

another with a sample of undergraduate students in elementary and secondary

education, yielded 6 Ds, all positive (median D = .56). The third study

involved sixth, ninth, and twelfth graders; and, an effect size was computed

for each grade level. The Ds for the sixth and ninth graders were positive

(.29 and .46, respectively), but the twelfth-grade D was negative (-.52).

The author of that study (Mulkey, 1980) suggested that the film used for

information (A Different Approach) may have required too much sophistication

of the sixth and ninth-graders, as contrasted with gaining information

through contact and discussions with a disabled person in a wheelchair.

What might one conclude from these few studies and Ds? Not much. There

is some confirmation of the rank ordering of Information Plus Contact and

Information as attitude modification techniques. But there also is an

indication that variations in treatments can be important, as illustrated by

the use of a film apparently too subtle for younger students, but more

effective than Contact Plus Information for twelfth graders. But with the

small Ns, extreme caution must be exercised in even considering these results

as suggestive.

Mainstreaming Studies

At the beginning of this project, it was thought that we might locate a

number of studies of the effects of mainstreamed classrooms on the attitudes

*D's were computed so that a positive D indicates a greater mean gain for the
Information Plus Contact group.
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of nondisabled students toward persons who have disabilities. For several

reasons--the likely long-term duration of mainstreaming contact, the

likelihood that research in ongoing school settings would be less well-

controlled, and because specific attributes of mainstreaming might be of

special interest (such as the pre-mainstreaming preparation of the parents of

nondisabled as well as disabled children)--it was decided to code studies of

attitude change in mainstreamed classrooms separately. For this purpose,

mainstreaming was defined (Conventions, see Appendix C) as:

a systematic, sustained effort to integrate disabled students in regular
classrooms for part or all of their instruction [for one or more periods
a day], as contrasted with bringing disabled students into a regular
classroom temporarily to provide contact as part of a research project.
(pp. C-2/CI 4, C-21/CI 9)

Surprisingly, we found few studies that fit this definition and in which

attitudes toward persons with disabilities were assessed (as contrasted, for

example, with attitudes toward mainstreaming). Effect sizes from studies

involving other types of in-school contact--sucl, as presence of a special

classroom in a school, with incidental contact, or with planned contact at

lunch and on the playground, through visits to the special classroom, or

through providing special assistance to the children with disabilities--were

coded under the appropriate attitude modification techniques (Contact,

sometimes in combination with Information or Vicarious Experience).

Consequently, our analysis of mainstreaming effects turned out to be a

supplementary, rather than a mainstream, effort.

Results

Of 20 Mainstreaming effect sizes (from 9 studies), 6 were comparisons of

different versions of mainstreaming (what we have termed A vs. B studies),

leaving only 14 effect sizes from 7 studies. All of the 14 effect sizes came



from Ss who were junior high age or below--6 from the intermediate grades

(grades 4-6), 1 from junior high school, 5 from grades K-6, and 2 with

samples from intermediate through junior high school gradeswith too few Ds

in any of the grade-age level categories for separate analysis. Th:t mean D

was .19, with a standard deviation of .43 and a range from -.81 to 1.05.

(The statistics for median Ds were similar, although indicating somewhat

greater homogeneity: mean = .23; standard deviation = .32; range, -.33

to .72.)

With the small numbers of effect sizes and studies, it was not feasible

to break down the data to analyze the relationships of coded variations in

mainstreaming to outcomes. In any event, such analyses would not have been

fruitful bacause of the lack of information in the reports for coding (Can't

Tell was the most frequent rating for Type of Instruction; Minutes Per Day,

Days Per Week, and Minutes Per Week in Mainstreamed Classroom) and the lack

of variation when information was available for coding (None was the most

frequent rating for Special Personnel Support [N = 12; Car't Tell = 2],

Special Skills Training for Disabled Students [N = 12; Can't Tell = 2], and

Special Instruction for Nondisabled Peers [N = 8; Can't Tell = 2; Information

= 4]). About the only ariability that could be gleaned was that five of the

14 effect sizes came from planned studies, while 9 came from post hoc

studies; and, the number of months the Ss had been in mainstreamed programs

ranged from 6 to 18.

In short, the studies coded in the Mainstreaming category added little

information, and there are too few data to warrant further analyses, with one

exception. The mean D (.19) for this particular contact situation

(Mainstreaming) is lower than the overall means (see Table 60) for Direct
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Contact (.43) and Information Plus Contact (.52). It is also lower tnan the

Direct Contact and Information Plus Contact mean D for Intermediate Ss (.81

and .59, respectively), but about the same as the Direct Contact mean D for

Combination grade-age level Ss (.20). Whether any other variables in our

data set are associated with this variability does merit exploration as a

part of further analyses of our Contact effect sizes.

Studies with Effect Size Information Missies

As noted in Chapter 3, commonly in meta-analytic types of integrative

reviews, studies are discarded if effect sizes cannot be computed directly or

estimated from the inferential statistics that are reported. We coded some

information for such studies (see Appendix B for the Coding Instrument) if,

as a minimum, the statistical significance of the results could be

determined. Our interest was to determine whether such studies differed in

characteristics or appeared to produce results different from those studies

for which effect size data could be obtained.

The number of results from reports which lacked effect size information,

bui- provided information on statistical significance (called after this,

"Information Missing studies"), was 182. Of these, 15 were Treatment A

versus B comparisons, leaving 167 outcomes from treatment versus control,

treatment versus placebo, and single-group, pre-posttest comparisons. To

explore whether the Information Missing studies differed from those for which

effect size information was available, our total population of studies,

including those with A vs. B comparisons, was deemed pertinent. Of course,

only frequencies are available for Information Missing studies. Some

pertinent information is reported in Tables 66, 67, and 68.



Study Quality

One might suspect that "Information Missing" studies would be of lower

quality. The General Internal Validity* information in Table 66 indicates

that to be the case for our data set, although not dramatically so. A higher

percentage of effect sizes came from studies with Medium validity (34% vs.

24%) and a lower percentage came from studies with Low validity (63% vs.

75%). There was a barely perceptible difference (3% vs. 1%) at the High

validity level, with neither effect sizes or Missing Information results

coming from many studies of that quality.

The data in Table 66 also indicate some differences in Types of

Comparisons. Information Hissing results were less likely than were effect

sizes to come from treatment versus control (T vs. C) comparisons (58% vs.

71%) and somewhat more likely to come from single-group, pre-posttest

comparisons (21% vs. 14%). Interestingly, while the Pre-post mean D was

higher than the T vs. C cr T vs. P means (.49, .36, and .29, respectively;

see Table 48), for the No Information results (see Table 67), the Pre-post

comparisons yielded a lower percentage of positive results then the T vs. C

or T vs. P comparisons (36%, 49%, and 41%, respectively) and a higher

percentage of negative results (36% for Pre-post, against 10% and 14% for T

vs. C and T vs. P [with N only 3], respectively).

There were also two notable differences in Sample Selection. Sample

selection procedures for Information Missing results were les3 likely to be

identified (19% Can't Tell vs. 6%). And, Missing Information outcome samples

were less likely to be volunteers (24% vs. 34%).

*Treatment Validity and Test Validity were not coded for information Missing
studies.
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Table 66

Characteristics of "Information Missing" Outcome
and Effect Size Studies

General Internal Validity

Information
Missing
Outcomes

Effect
Sizes

Level N % N %

High 2 1 21 3

Medium 44 24 243 34

Low 136 75 441 63

Total 182 100 705 100

Type of Comparison

N % N %

lreatment Versus Control 106 58 499 71

Treatment Versus Placebo 22 12 49 7

A vs. B 15 8 60 8

Prepost 39 21 97 14

Total 182 99 705 100

Sample Selection

N % N %

Can't Toll 34 19 43 6

Random 16 9 62 9

Volunteer 44 :4 237 34

Intact Group 74 41 327 46

Other 14 8 36 5

Total 182 99 705 100

Note. Because of rounding, percentages do not
always sum to 100.
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Table 67

Direction of "Missing Information" Outcomes
by Comparison Types

T vs. C T vs. P Pre-post Total

Direction of Results N % N % N % N %

Positive 52 49 9 41 14 36 75 45

Negative 11 10 3 14 14 36 28 17

Can't Tell 43 41 10 45 11 28 64 38

Total 106 100 22 100 39 100 167 100



Report Ty perms

Not surprisingly, Missing Information results were less likely to come

from dissertations (24%) than w,...re effect sizes (61%), as can be seen in

Table 68. However, even given theconstrainto on manuscript length for

journal publications, it is surprising ("shocking" is really a more apt word)

to see that 63 percent of the Missing Information results came from journal

articles, while only 20 percent of the effect sizes did. Even journal

publication restrictions do not account for that difference, as information

such as means and standard deviations is easily reported in tables that take

relatively little space. The occasional article discarded from our

population because not even a t-ratio or F-ratio was reported along with

level of statistical significance is even more reprehensible. Blame might be

placed on the authors who submit such reports for publication or the editors

who accept them. As "gatekeepers" for the profession, we believe that the

editors (and their reviewers) bear special responsibility.

Contexts

Differences in Contexts (Table 69) are evident, too. Lower percentages

of Missing Information outcome studies were conducted in an Elementary and

Secondary Schooling context (26% vs. 36%) or College-University context (30%

vs. 50%), but higher percentages were conducted in Inservice Education (15%

vs. 8%) and Work (14% vs. 1%) contexts. This finding is particularly

important in light of the lower mean Ds and low numbers of Ds for the adult

groups in our main data analyses, especially when broken down by grade-age

levels (see Table 60 and that part of Table 68).

Treatment Techniques and Results

It is also worth noting that there are differences in the percentages of

treatment techniques represented in the two populations, as revealed in the
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Table 68

Report Types for "Information Missing Studies
and Effect Size Outcome

Information
Missing Effect
Outcomes Sizes

Type

Journals

Dissertations

The3es

Convention Papers

Unpublished Reports

Combinations

Total

115 63 141 20

44 24 430 61

-- 13 2

4 2 13 2

15 8 30 4

4 2 78 11

182 99a 705 100

aBecause of rounding, percentages did not sum to
100.
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Table 69

Study Contexts and Grade-Age Levels for
"Information Missing" and Et!ect Size Outcomes

Information
Missing
Outcome

Pffn,h

Sizes

Context

Can't Tell 2 1

Elementary and Secondary Schooling 48 26 255 36

College-University 55 30 352 50

Adult Education 10 5 3 0.4

Inservice Education 28 15 57 8

Work 26 14 9 1

Community -- -- 8 1

Recreation 6 3 7 1

Other 7 4 14 2

Total 182 98 705 99.4

Grade-Age Level

Can't Tell 3 2 6 1

Preschool -- -- 3 0.4

Primary 9 5 30 4

Intermediate 8 4 116 16

Middle School 20 11 18 3

Junior High 4 2 17 2

Senior High 10 5 19 3

Combination 17 9 74 10

Undergraduate 52 29 283 40

Graduate -- -- 30 4

Postprofessional 21 11 53 7

Adult Not in Scnool 30 21 50 7

Other -- 5 1

Total 182 99 705 98.4

Note. Because of rounding, percentages do not always sum to
100.
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last two sets of columns of Table 70. -.)ersuasive Mes3ages and Systematic

Desensitization are not included in the Missing Infonnation outcomes; there

are lower percentages of Other and Information Plus Vicarious Information

results, but higher percentages of Information Pius Contact and Information

results represented in the Missing Information outcomes.

Also of interest in Table 70 are the percentages of Missing Information

outcomes that were positive for each treatment technique. Direct Contact has

the highest percentage (71%), with Information Plus Contact second (44%) and

Information third (37%). That is a reversal in order for Contact and

Information Plus Contact from the rankings based on mean Ds.

Other Results

It is evident that the population of studies for which the reports

lacked effect size computation information is in some important respects

different from the population of studies for which such information was

available. A potentially important area of difference, already touched on

immediately above, is in the nature of resui.,.s. To further address that

topic, frequencies from treatment by control, treatment by placebo, and

single-group, pre-posttest comparisons from the two populations were compared

in terms of three aspects of the results from primary research reports often

deemed important: the statistical significance of findings (important in

terms of discerning any information-provision bias associated with the

presence or lack of statistical significance), the direction of findings, and

conclusions as to what the findings indicate about treatment effectiveness.

As can be seen in Table 71: the percentages of statistically significant

and nonsignificant (at the .05 level) Missing Information results and effect

0 3
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Table 70

Positive Results for Missing Information Outcomes,
Totals of Missing Information 1/4)utcomes,

and Numbers of Effect Sizes by Treatment Technique

Rankings
on

Mean Ds Treatment

Positive
Results Total Effect Sizes

%a

1 Persuasive Message -- -- -- -- 23 4

2 Information Plus Contact 24 44 54 32 100 15

3 Direct Contact 15 71 21 13 93 14

4 Vicarious Experience 8 57 14 8 58 9

5 Other 1 33 3 2 71 11

6 Systematic Desensitization -- -- -- -- 21 3

7 Information 26 37 71 42 203 31

8 Information Plus Vicarious 1 1 3 2 62 10

9 Persuasive Message, Contrast -- -- 11 2

Positive Reinforcement -- -- 1 1 2 0.3

Total 75 45
b

167 100 644 99.3c

aPercentages of the Total Missing Information results that were positive for each
Ltechnique.
'Not a summation of the column, but the percentage of Total Missing Information
results that were positive.

cBecause of rounding, the percentages did not add up to 100.
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Table 71

Statistical Significance and Direction of Difference
for "Information Missing" Outcomes and Effect Sizes

Statistical Significance

Statistical
Significance at

.05 Level

Information
Missing
Outcomes

Effect
Sizes

N % N %

Not significant

Significant

109 65 258 55

58 35 213 45

Total Available 167 100 471 100

Note. For 173 effect sizes (27%), ir.formation
on statistical significance was not available.

Phi coefficient = .09.

Direction of Difference

Information

Missing Effect
Outcomes Sizes

Direction

Negative 28 27 150 23

Positive 75 73 494 77

Total 103 100 644 100

Note. For 64 Missing Information
outcomes (38%), all of which were
statistically nonsignificant, the
direction of difference could not be
determined.

Phi coefficient = .03.
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sizes* differed sl ightly. While 65 percent of the Information Missing

outcomes were not significant at the .05 level, 55 percent of the effect size

results were not; and, while 35 percent of the Information Missing outcomes

were statistically significant, 45% of the effect size findings were. The

Phi coefficient of .09 confirms the small trend toward missing information

when statistical significance was not attained. The relationship is even

smaller (Phi = .03) for direction of difference, despite a slight tendency

for Information Missing Outcomes to reflect more negative (27% vs. 23%) and

fewer positive (73% vs. 77%) results.

There are some interesting, although slight, differences in the

conclusions about treatment effectiveness drawn by the authors for Missing

Information outcomes and effect sizes (see Table 72). For example, 16

percent of the Missing Information authors drew no conclusions at all, as

contrasted with 6 percent of the effect size authors. Moreover, only 33

percent of the Missing Information authors concluded that their treatment had

no effect, but 10 percent indicated their results were equivocal, as

contrasted with 40 and 6 percent for the effect size authors. Also, only 36

percent of the Information Missing authors were coded as drawing the

conclusion that their treatment had a positive effect, while 44 percent of

the effect size authors did so. That the differences are not dramatic

overall is indicated by a Cramer's V of .16.

*Information on statistical significance was not available for 173 effect
sizes. Most of the were effect sizes that were not tested for statistical
significance. For example, a researcher who reported a statistically
nonsignificant F-ratio for three treatment means and a control mean would
typically not report the inferential results of pair-wise comparisons; we
did, however, compute T vs. C effect sizes.

40 3 6
275



Table 72

Authors' Conclusions About Treatment Effectiveness
for "Information Missing" Outcomes and Effect Sizes

Information
Missing Effect

Outcomes Sizes

Conclusion N % N %

No conclusion 26 16 42 6

No effect 56 33 258 40

Equivocal results 17 10 40 6

Positive effect 61 36 284 44

Negative effect 7 4 20 3

Total 167 99 644 99

Note. Because of rounding, percentages do not
sum to 100.

Cramer's V = .16.
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Differences in the results of studies from reports with and without

information for computing effect sizes appear to be small. But it must be

remembered that there are differences in the studies; in the two populations,

including the treatments that are represented in the data sets.

Variance Ratios

The focus of data analysis in most educational and psychological

experimental research has been on the central tendencies (usually as

indicated by the means) of the groups under study. Although the variability

in scores is a key element in the statistical tests used to examine mean

differences, little attention is given to differences in dispersion, per se.

Reviewers of research, too, have largely assumed that the important question

is whether there were mean differences at treatment end, ignoring questions

of whether variability increased or decreased, or which result would be

desirable. Moreover, whether as a result of the tendency of researchers not

to ask questions about the effects of treatments on variability, or as a

cause of that tendency, the issues involved in the analysis of changes in

variability have not been addressed adequately.

Analyzing Variances

di The variance and standard deviation are conventionally used as measures

of variability. Differences between or among independent variances are

occasionally tested for statistical significance (frequently to test for

homogeneity prior to testing mean differences for statistical significance),

and a standard error is available for testing the difference between two

correlated standa-d deviations. But nothing equivalent to the repeated

measures analysis of variance or analysis of covariance for means is
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available for standard deviations or variances in the educational and

psychological applied research literature.

The issue of an effect size for standard deviations or variances has

also not been treated in the literature, as effect sizes for means have been.

As we considered possible effect sizes, it seemed clear that differences

between pretest and posttest variances for a treatment group and control

group could not be treated as indices of change to be subtracted and

standardized as mean gains are to obtain Ds. Also, the comparison of pretest

and posttest variance ratios by subtracting one from the other or by forming

a new ratio (e.g., the pre-treatment variance ratio divided by the posttest

variance ratio) made little sense.

It was decided, for exploratory purposes, to disregard pretreatment

differences in variability and obtain an estimate of difference in

posttreatment variability. That is, the posttest variance for the treatment

group was divided by the posttest variance for the control or placebo group,

or the pretest variance in a single-group comparison, to obtain a variance

ratio. A ratio greater than one indicates greater posttreatment variability

for the treatment group; a ratio less than one indicates the reverse--less

posttest variability for the treatment group. Of course, a tatio of 1

indicates equal variability.

Overall Results

For the 644 effect sizes used in the main analyses reported in Chapter

5, the posttest standard deviations or variances necessary to compute

variance ratios were available Zor 453, or 70 percent. The mean variance

ratio was 1.13. That is, overall, experimental groups were, at posttest,

slightly more variable than their untreated comparisons, although the

278

309



difference from 1 (the ratio for equal variances) is less than the criterion

of .18 for triviality of a difference between variance ratios, as defined in

Chapter 3. The standard deviation of .91 represents considerable dispersion

in variance ratios.

Evaluating Variance Ratios

The evaluation of changes in mean scores on measures of attitudes toward

persons with disabilities is usually straightforward: The question is

whether the treatment group has a higher posttest mean (or lower, if that

indicates more positive attitudes) than is present in The ,:entreatment

comparison data, especially if any change in the treatment group's mean from

pretre; .lent to posttreatment assessment has been in a positive direction.

N th variances, evaluation of changes is not so simple. Do we want to

increase or decrease variability in attitudes? That depends, and in many

situations an answer is difficult to come by. For example, if the treatment

group's mean attitude score is initially low and there is little movement in

a positive direction, increased variability (i.e., a higher variance ratio)
11

might indicate more positive scores by those who already had high scores--

which is good, unless accompanied by less positive scores by those already

411
low. On the other hand, a decrease in variability (i.e., a smaller variance

ratio) might reflect upward movement by those at the less favorable end of

the attitude scale--which would be good, unless the reduced variance also

indicated that those with more positive pretreatment attitudes developed

less favorable attitudes during treatment.

Probably the most unambiguous situation would be oma in which the mean

0 attitude score for the treatment group became more positive and variability

was reduced (the variance ratio became less). That is, in such a valued
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situation, the central tendency of the treatment group's attitude scores, as

compared to the comparison data, would become more positive, but the

dispersion of treatment group scores would be reduced. The reduced dispersion

would, hopefully, indicate that Ss who had lower pretreatment scores had

moved closer to the mean, which had shifted "upward", while those Ss with

initially high scores had not regressed more than expected, although a

ceiling effect might have precluded higher attitude scores. In terms of our

data analyses, one would look for positive Ds accompanied by variance ratios

of less than 1.

D-T.riance Ratio Relationships

What were the relations betv-..,n Ds and variance ratios for our 644

effect sizes from treatment versus control, treatment versus placebo, and

single-group, pre-posttest comparisons? As reported earlier, the mean D

was .37, an indicator of positive change (remembering that underlying the

mean is considerable hetereogeneity in individual Ds [SD = .61], as well as

negative treatment group changes and negative Ds). However, the mean variance

ratio, as noted above, was 1.13, reflecting a slightly greater variance for

treatment groups, on the average (again, with considerable heterogeneity in

individual variance ratios [SD = .91]).

How about the results for different treatment techniques? As Table 73

shows, the mean variance ratios for three techniques* are basically 1,

indicating equal variances. Two of these are slightly below 1 (Information

Plus Contact, .91; Information Plus Vicarious Experience (.96), and one is

*Positive Reinforcement is ignored, because the N is only 2, along with
Persuasive Message, Contrast, because 10 of li effect sizes are from the
same study.
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Table 73

Ds and Variance Ratios for Attitude Modification Techniques

Rank Technique

Effect Sizes (Ds)

Rank

Variance Ratios

N Mean SD N Mean SD

1 Persuasive Message 23 .67 .56 2 18 1.35 .84

2 Information Plus Contact 100 .51 .66 7 70 .91 .57

3 Direct Contact 93 .43 .73 8 64 .86 .40

4 Vicarious Experience 58 .40 .76 3 44 1.37 1.13

5 Other 71 .39 .64 1 65 1.43 1.30

6 Systematic Desensitization 21 .32 .44 5 15 1.04 .41

7 Information 203 .29 .51 4 133 1.13 .93

8 Information Plus Vicarious 62 .20 .36 6 31 .96 .52

9 Persuasive Message, Contrast 11 .13a .33 11 .94a .37a

Positive Reinforcement 2 (1.74)b (.01)b 2 (4.13)b (.11)b

Total 644 .37 .61 453 1.13 .91

Note. The Eta2 for Ds = .05; for variance ratios, Eta 2 = .10.

!Ten of 11 Ds came from one study.
'Too few effect sizes (less than 10) to be interpretable.
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1 slightly above (Systematic Desensitization, 1.04). Two mean variance ratios

are slightly greater, but still small, departures from the "no-difference I I

value of 1. One of these is less than 1 (Direct Contact, .86) and one is

greater than 1 (Information, 1.13). Three variance ratios are sufficiently

larger than 1 to indicate a difference of small co moderate magnitude:

Persuasive Messages (1.36), Vicarious Experiences (1.34), and Other (1.43).

If anything, then, a slight tendency toward greater posttest variability

in treatment groups accompanies the positive mean Ds.- In particular, a

pattern of higher mean Ds associated with lower variance ratios is not

evident in the table. In fact, instead of a negative relationship, there is

a low positive correlation (r = .29; r2 = .08) between the first eight mean

Ds and variance ratios.

To further investigate D-variance ratio relationships, correlation

coefficients were computed for individual effect sizes. The coefficient for

the 453 individual Ds and the associated variance ratios, as presented in

Table 74, is -.03, considerably different from the coefficient of .29 for the

mean Ds and variance ratios. Moreover, the correlation coefficients for

individual treatments reflect a striking amount of diversity in magnitude and

direction of relationship. Three of the coefficients are zero or near zero

(Persuasive Messages, r = -.08; Direct Contact, r = -.03; Information, r

= .00), indicating relationships between Ds and variance ratios that are

basically random*. Two coefficients are positive, with one small (Vicarious

Experience, r = .24) and the other moderate (Systematic Desensitization, r

*Scatter-diagrams were inspected for curvilinearity and to determine if
outliers had undue effects on the coefficients. In no case was there
obvious curvilinearity, and outliers fit the relationship expressed by the
r.

ill
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Table 74

Correlations Between Ds and Variance Ratios

Individual Median

Median,
Outliers
Excluded

Technique N r N R

Persuasive Message 18 -.08 5 (-.88)a

Information Plus Contact 70 -.40 28 -.40 27 -.39

Direct Contact 64 -.03 22 -.40 -.40b

Vicarious Experience 44 .24 13 .38 12 .11

Other 65 -.38 19 .00 18 -.34

SIstematic Desensitization 15 .50 1

Information 133 .00 35 .30 34 -.23

Information Plus Vicarious 31 .33 10 .37 9 (-.04)a

Persuasive Message, Contrast 11 -.05 2

Positive Reinforcement 2 -- 1 --

Total 453 -.03 136 .17 135c .08

!Too few data
'ftlo outliers.

cThis is the
the separate

points to be interpretable.

N for a coefficient with one outlier deleted, not the total for
outlier-excluded analyses.
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= .50), indicating that as treatment outcomes increased, so did variability.

And, two coefficients are negative and moderate (Information Plus Contact, r

= -.40; Other, r = -.38), indicating that as outcomes became more positive

relative to comparison groups, variability decreased relltive to the same

comparison data--our postulated valued relationship.

Following up on previously reported exploratory analyses, it was decided

to correlate median Ds with median variance ratios to determine what, if any,

changes would occur when analyzing by study rather than individual effect

size (see Table 74). There was little or no change for three treatment'

(Information Plus Contact, -.40 vs. -.40; Vicarious Experience, .24 vs. .38;

and, Information Plus Vicarious Experience, .33 vs. .37). For two

treatments, the coefficients shifted in a positive (Erection (Other, -.38

vs. .00; and Information, .00 vs. .30). And, for one treatment, the shift

was toward greater magnitude for a negative coefficient (Direct Contact, -.03

vs. -.40).

Inspection of the scatter-diagrams indicated, however, that, contrary to

what was the case with the analyses for individual effect sizes, one or two

outliers ran counter to the trend in some of the bivariate distributions

(none of which appeared to be curvilinear). To check on the possible

influences, correlations were rerun with obviously contradictory outliers

excluded. In no case was more titan one outlier deleted; with Direct Contact,

none was eliminated. The coefficient fpr Information Plus Contact remained

amazingly constant across all three analyses (-.40, -.40, -.39), while those

for Vicarious Experience (.38 vs: .11), Other (.00 vs. -.34), and Information

(.30 vs. -.23) changed substantially, with the Other coefficient nearly

identical to the coefficient for the individual effect size analysis (-.34

vs. -.38),
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All in all, the picture is not particularly clear, except for

40
Information Plus Contact. All analyses indicated the postulated desirable

tendency for higher Ds for that treatment to be associated with lower

variances. Direct Contact and Other (combinations of techniques) showed

strong tendencies in that direction, with Information less strongly so. At

the same time, 'Ile coefficients for Vicarious Experience were consistently

positive, even if small (r = .11), indicating a tendency for larger variances

40 to be associated with higher median Ds.

The differing directions and the range of magnitude of the correlations

between rs and variance ratios present provocative questions about the

relative effects of different treatments or, as has been noted in Chapter 5,

about the differences in samples (e.g., grade-age levels) with which

different treatments have been mainly investigated. Without data in which

pretreatment differences are held constant, further analysis did not seem

worthwhile. But, at the very least, the results suggest that the effects of

treatments on variability in attitudes toward disabled persons are deserving

4P of greater attention by primary researchers and reviewers.

Summary

In this chapter, we have presented a potpourri of exploratory and

supplementary analyses. We reported finding little suggestion that the

results of analyses with the 644 Ds from treatment versus control, treatment

40
versus placebo, and single-group, pre-posttest comparisons would have been

different had we first eliminated outliers (Ds more than 2 standard

deviations above or below the mean), or if ...Te had used a median D for each

4k
study, rather than analyzing Ds for individual findings. We did rary,rt some

evidence that studies for which the reports contained insufficient
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information for computing Ds seemed to be in other ways as well a different

population than the studies for which that information was available. We

found little information to share from the Mainstreaming studies and the

Treatment A versus Treatment B comparisons that were coded. Finally, our

brief treatment of the ratios of posttest treatment and comparison variances

suggested that variability is a topic that is more deserving of attention by

statisticians, primary researchers, and reviewers. In any event, the main

foundation f..)r any conclusions to be drawn from this quantitative integrative

review remains the analyses of Ds reported in Chapter 5.
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CHAPTER 7

WHAT HAS BEEN LEARNED?

As noted in Chapters 1 and 2, prior reviews have not been based on

comprehensive collections of research reports or on the extensive, systematic

collection and analysis of quantitative data on study outcomes and study

characteristics. An assumption underlying this review was that the inability

of prior reviewers to draw firm conclusions about the effectiveness of

attitude modification techniques was likely due, at least in part, to the

small samples of pricr studies that were reviewed and the lack of systematic

data collection and analysis. A meta-analytic type of integrative review of

the research on modifying attitudes toward persons with disabilities was

proposed and initiated with the hope of bringing order to the literature

where other reviews had not done io. As the reader of Chapters 5 and 6

knows, that hope turned out to be in vain.

Treatment Efficacy

Even with a population of studies based on an exhaustive search of the

literature and with quantitative integrative review techniques, clear-cut

indications were not found of the overall efficacy of techniques for

modifying attitudes toward disabled pt.rsons or of reliable differences in

efficacy between techniques. The mean D for our 644 treatment versus

control, treatment versus placebo, and single-group, pre-posttest comparisons

was .37 (for a positively skewed distribution). This is a moderate, not

particularly large, effect size. It, as well as the standard deviation

of .61, reflects the instances in our data set of negative changes by

treatment groups (12%) and negative effect sizes (23%), which indicate that

at treatment end, the comparison group had the higher mean.

1
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We were able to rank order the mean Ds for treatment techniques from .67

for Persuasive Messages to .20 for Information Plus Vicarious Experiences.

There were, however, negative effect sizes for each treatment. Moreover, the

variances indicated considerable overlap between the distributions of Ds for

the various treatment techniques.

Conc :.itant Variables

A search for concomitant variables which might expiai% oL help to make

sense out of those results was not particularly fruitful. Surprisingly,

"quality of study" indicators were not related to outcomes, a matter to which

we will return later in this chapter.

Treatment variation. There was a great deal of variation in treatments

categorized under similar labels, such as Information and Direct Contact.

For the most part, the proportion of variance in outcomes associated with

these variations was low (.07 cr less), although type of experience was

associated with 20% of the variance in Ds for Vicarious Experience studies,

and type of message presentation was associated with 28% of the variance in

Persuasive Message Ds. There were some apparent differential effects.

However, nesting of treatments within the types of disabilities toward which

attitude change efforts were directed and cells that were empty, or nearly

so, precluded conclusions about interactions.

Other st characteristics. Studies also differed in a variety of

other ways, including the length of treatment and time of posttest, the type

of dependent measures, the contexts and settings within which they were

carried out, and sample size. These variations explained very little of the

variance in Ds, with no r2 or Eta2 greater than .05. In most cases, the

majority of effect sizes fell into one or two characteristic categories. For
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most of the variations, any relations with Ds were consistent across

treatments. One exception was length of treatment. The overall r for length

of treatment and Ds was .02, but there were some differences in coefficients

within treatment categories--with low negative coefficients for Information,

Information Plus Contact, and Systematic Desensitization, and a moderate

positive r for Systematic Desensitization. Another exception was context.

The predominant contexts were Elementary-Secondary Schooling and College-

University, with some nesting of treatments within contexts (e.g., no

Persuasive Messages or Systematic Desensitization effect sizes from the

Elementary-Secondary context) and some different results (e.g., a higher

Direct Contact D in the Elementary-Secondary context, with a reversal for

Vicarious Experiences). Again, nesting and empty or low N cells make

difficult any conclusions about the association of treatment outcomes with

other study characteristics.

Sample characteristics. Variations in sample characteristics also

accounted for little of he variance in Ds, with no Eta2 or r2 larger

than .04 for method of sample selection, grade-age level, or gender. (The

relations of prior contact and personality variables to outcomes could not be

analyzed because they were basically ignored in the primary research

reports.) There were some differential effects for samples selected by

different methods, especially volunteers; but they were confounded with

context (volunteers were more likely to come from college-university

studies). There also appeared to be treatment effect size diffe- -nces by

grade-age levels, but with nesting and small Ns or empty cells, the. could

not be discerned with certainty. Gender, too, seemed to be related to

different results across treatments, but the relationships were moderate and

inconsistent.

0 .-),,,
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Summary. As a consequence of the unevenly distributed variations, with

many cells empty or with low Ns, and the nesting of treatments, the analysis

of potential concomitant iTariables was not particularly productive, except

for indicating areas to be addressed in future research. Rather than drawing

conclusions about the conditions under which different attitude modification

techniques had been more or less successful, thri major conclusion had to be

that there had been a great deal of variety in the conditions under which the

effectiveness of the various attitude modification techniques was

investigated, that the variations have not been systematically controlled,

and that, for that reason, they confounded efforts to draw conclusions about

treatment effectiveness.

Summation

All possible data analyses could not be conducted within the time span

of the funded project for which this report has been prepared, and further

analyses will be conducted for other reports to groups of professionals.*

However, at this time, the status of the research field might best be

summarized with the flavor of the quote from Towner (1984) which we used in

Chapter 1 to indicate that another review of the literature was warranted:

*Paper:; are now scheduled for presentation at annual meetings of the Council
on Exceptional Children in Chicago on April 22, 1987, and the American
Educational Research Association in Washington, D. C. on April 24, 1987, and
at the Third Annual Canadian Congress of Rehabilitation sponsored by the
Canadian dehabilitation Council for the Disabled in Quebec on June 2, 1987,

Papers dealing with specific factors in attitude change, such as the target
attitudes, the grade-age level of subjects, and individual modification
techniques will be developed for presentation at the meetings of other
professional organizations. For example, a presentation on implications for
social studies curricula has been proposed for the annual meeting of the
National Council for the Social Studies in Dallas in November, 1987.
Several manuscripts for journal articles, including one in which the prior
reviews are analyzed, are under preparation, as well.
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The applications [of similar techniques] yielded discouraging and
contradictory findings. Both positive and negative attitudinal changes,
in addition to numerous reports of [statistically.] nonsignificant
changes, resulted from interactions [ot nondisabled persons] with
disabled persons as well as from the provision of educational and
general information. (7). 249)

The results of this review are likely to be disappointing not only for

persons seeking guidelines for attitude modification programs, but for those

interested in the implications of this body of research for the validity of

attitude modification theory. Very few of the investigators based their

treatments explicitly upon any theory. Consequently, little worthwhile

information was obtained.

Quality of Research

Earlier references to the lack of systematic variations in treatment and

other study characteristics have more than incidental importance. If the

comprehensive quantitative review of literature reported in prior chapters

did not lead to firm conclusions about the efficacy of various attitude

modification techniques for changing attitudes toward persons with

disabilities, it did yield some more definite conclusions in regard to the

quality of the research in this area.

As noted in Chapter 5 and mentioned above, research quality indicators

were not related to study outcomes in our data set. That result may haNie

been due in large part to the few studies which were coded as being of high

quality. One coding difficulty lay with reporting--that is, the frequent

lack of sufficient information in reports to make methodological

categorizations. Whether due to a predilection on the part of authors not to

give adequate details, or to the pressures, real or imagined, to make

research reports brief, particularly for journals, important information in

regard to procedures and threats to internal validity was omitted.
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Beyond that coding constraint, however, many methodological weaknesses

were obvious in the studies that made up our population. Included were, for

example, failures to verify implementation of the independent variable,

neglecting to report reliability coefficients, much less to compute them for

the scores used in the investigation, the tendency to use only Likert-type

questionnaires to assess attitudes, failures to incorporate blinded test

administration in the procedures, and reliance upon statistical significance

as an indicator of the importance of outcomes.

Perhaps most important of all, replications of studies were, for all

intents and purposes, missing from the population of reports. Moreover, the

welter of study characteristics and outcomes belie the hope of some persons

that meta-analytic reviews of the literature will be an adequate substitute

for the careful planning of replications as an element of programmatic

research.

This "finding"--that is, that the bulk of the research in the field has

not been methodologically strong--may be the most important one to come out

of this integrative review. Many implications for sounder research and

research reporting are embedded in our Results chapters. Probably none is

more important than the obvious need for programmatic research, for planned

series of replications rather than helter-skelter studies depending upon the

availability of samples and situations and the researchers' (particularly

graduate students and their advisors) particular interests at that time.

A major lesson from this integrative review, then, is that meta-analysis

is not likely to be an adequate substitute for programmatic, replication-

oriented research in this field. With the multitude of potentially relevant

variables in the area of attitude modification and the nesting of treatments
rt
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within levels of those variables, it was not possible to isolate through post

hoc analysis the possible concomitant and contaminating factors that might

account for the equivocal, even contradictory, results from the body of

primary studies.

At the same time, another dilemma has been posed. It is that even with

careful attention to design, it is difficult to conduct valid studies in an

applied area such as modifying attitudes toward disabled persons.

Unfortunately, it only takes one serious threat to internal validity to

invalidate the results from an otherwise strong study. This frailty of

research designs in applied human fields makes the call for replication all

the more urgent. It will, however, be especially important that those who

carry out replications attend carefully to methodology so that the same

design weaknesses will not be pervasive, thus producing a systematic bias in

findings across studies.

Lessons About Integrative Reviews

Jackson (1978, 1980) has enunciated well the position that the

procedural steps involved in conducting an integrative review are analogous

to those for a piece of primary research. That position served as the

conceptual frame for the review of prior reviews in Chapter 2 and for the

approach to our integrative review.

As researchers with considerable prior experience in conducting primary

research studies, however, we have discerned one important difference, at

least from primary research studies that involve the typical collection of

pre- and posttest data using a group-administered test, without the use of

observational or other intensive data collection techniques to assess either
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treatment implementation cr outcomes. That is, doing a proper meta-analysis

is very labor intensive and, with a large number of studies, very time

consuming. The development of a cuding instrument (categories, definitions

for categories, and conventions for using the categories) is as demanding as

the development of any complex instrument which multiple observers must use

reliably. (Fortunately, much time and effort were saved for us by the

availability of the expertise and prior work of Karl White and Glendon Casto

of Utah State University's Early Intervention Research Institute.) Coding

itself, as we have detailed in Chapter 3, is a time-consuming process--and

one, our experience confirmed, in which senior staff should be involved.

As we noted at the beginning of Chapter 5, however, a major difference

between a properly conducted integrative review and a typical piece of

primary research is the complexity of data analysis, if one has gathered data

with a coding instrument which validly reflects the complexity of research

contexts and situations. Despite the advice of experienced meta-analysts, we

underestimated the time that would be needed to fully analyze our data.

Of course, an integrative review with a population of studies as

extensive and complicated as ours should not be thought of as a task to be

completed within a limit& period of time, defined, for example, by a funding

period. As journal articles and further reports to professi,.nal groups are

prepared, analytic suggestions made in Chapters 5 and 6 will be followed up

and other analyses conducted. Of particular interest will be more fine-

grained analyses of attitude modification techniques by such variables as

grade-age level and disability attitude targets, in.am attempt to discern any

regularities which we did not detect through the analyses which underlay this

report.
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What is the Reality?

We have emphasized the need for not only better designed research

studies but for a more productive research strategy, i.e., replication, in

the investigation of modifying attitudes toward persons with disabilities.

We have also alluded to the possibility that the internal validity of

attitude modification studies in this crea may be intrinsically frail,

because of the difficulties involved in studying such phenomena in applied

40
settings. If that is the case, even with careful replication the

accumulation of findings that indicate clearly what attitude modification

techniques are most effective, or which are most effective with which types

of persons for changing attitudes toward what types of disabilities, may turn
40

out to be a difficult, if not impossible, goal to attain. That state of

affairs may explain the results of this review and of the more limited

40
reviews that preceded it.

Another possibility has to be considered as well, however. That is,

that the state of research identified in earlier limited reviews of the

40 literature and confirmed by our comprehensive, quantitative review is not a

function of either poor design or inherent methodological deficiencies, but a

410

40

reflection of reality. For example, Cronbach (1975) has argued that complex

psychological phenomena. He has suggested that the complications are so great

that when researchers begin to attend to all of the potential interactions,

they enter a metaphorical "hall of mirrors". Also arauing for a

interactions among variables i5 the natural sta of affairs with

nonsimplistic view of human behavior, Perrow (1981) has contended that

social-psychological phenomena may be much less amenable to systemization,

40 and much more unpredictable, than most of those engaged it "social science"

research are willing to admit.
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Physicists David Crutchfield and his associates (1986) have cast the

lack of predictability of some phenxnena in scientific terms. Based on their

analyses of physical phenomena, they argue that "chaos"--that is, randomness

generated according to orderly principles--may be a fundamental restriction

on our ability to develop cause-and-effect conclusions in some areas of

study. That is, contrary to the frequent assumption that the prediction of

such phenomena as the weather, the flow of water in a mountain stream, and

human behavior is possible, if only sufficient am,Ilints of information can be

gathered and processed, they contend that randomness, or chaos, may be

fundamental.

Chaos comes about according to understandable rules that are not in

themselves based on chance, and the chaotic behavior is, itself, lawful.

However, with chaotic events--such as weather changes, turbulence of a

mountain stream, and perhaps some areas of human behavior--"small

uncertainties are amplified" and behavior becomes unpredictable. A speck of

dust observed under a microscope movers continuously and erratically because

it is bombarded by si.Irrounding water molecules caught in thermal motion. As

Crutchfield et al. put it, "the web of causal influences among the subunits

can become so tangled .hat the resulting pattern of behavior becomes quite

random" (p. 46).

Chaotic behavior may stem from initially simple interactions between a

few componentc. The individual elements are simple and rule-consistent; but

complex interactions make prediction impossible, with exponential growth in

the inability to predict reliably as the chaotic behavior continues. Human

creativity, Crutchfield and his co-authors note, may reflect and contribute

to chaos in human behavior, as small fluctuations in thinking are amplified
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and molded into "macroscopic coherent mental states that are experienced as

40 thoughts" (p. 57).

Are attitudes and attitude change chaotic phenomena? That is, are

attitudes pertubations that result from interactions among relatively few and

simple elements whose effects are magnified by the cognitive power of the

mind, so that the attitude-related behavior has, for the purposes of

scientific systemization, large random elements to it? Chaos would explain

the consistent conclusions in reviews of the literature of equivocal

findings. Improvements in research are necessary, as sketched out above,

before it will be possible to know whether the observed state of affairs in

research on modifying attitudes toward disabled persons is an artifact of

methodology or a natural state of affairs.

In any event, the prognostication need not be pessimistic. On the one

40 hand, with improved research methods, researchers may be able to determine

how to have the desired influence on attitudes toward persons with

disabilities. On the other hand, should it emerge that we are dealing with

40
chaotic phenomena, research efforts could be directed toward understanding

how to channel behavior based on negative attitudes toward disabled persons

so that such attitudes will not have destructive effects, much as--to use a

40
turbulent water metaphor--researchers continue to study not only the factors

that affect water movement but how to channel water to avoid its destructive

forces, even though they are unable to predict the motions of individual

molecules or droplets of turbulent water.

Channelling of water is done to reduce the effects of turbulence.

Similarly, we have seen that the channelling of attitude-related benavior--

for example, by Public Law 94-142, judicial decisions, and the policies and
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actions of public and private agencies--can have (as it has in race

relations) positive long-term impacts on attitudes while delimiting the

potentially restrictive and dehumanizing effects of discriminatory behavior.

Research into the modification of attitudes should be more methodologically

and strategically sound in order to improve the likelihood that it will lead

to better understanding of the phenomenon; yet, how to limit the debilitating

effects of negative attitudes may be an equally, if not more, important

policy concern and productive line of inquiry.
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META-ANALYSIS: MODIFYING ATTITUDES TOWARD DISABLED PERSONS

STATEMENT uF GENERAL PURPOSE AND POPULATIONS

The purpose of the meta-analysis project is to conduct a comprehensive,

systematic review of the literature to determine what is known about

modifying attitudes toward disabled persons. One objective is to identify

research questions on which further investigation is especially needed, as

well as those that do n&' merit further research. A secondary purpose is to

analyze the quality of the research, both to determine if effect sizes (-ovary

with quality and because the quality of research is of interest in

The population of studies is all English-language research

research to modify attitudes toward disabled persons. In initial

Gael f.

reports of

screening,

titles or references to studies will be examined for words that indicate that

intent for the research. In screening actual reports for inclusion, only

those reports that contain a clear statement of intent to investigate (1) the

"modification of attitudes" (2) toward "persons with disabilities" (whether

specifically disabilities or in general) will be included. Included will be

journal articles, master's theses, doctoral dissertations, and other

unpublished papers which are identifiable through conventional computer and

hand search techniques and the bibliographies of reports that are read. The

primary emphasis, therefore, will be on research conducted in North America,

particularly the USA; but research from other countries will not be excluded.

The research of interest is that carried out to investigate empirically

the effects of interventions, or treatments, on the attitudes of nondisabled

persons toward disabled persons. Correlational research will not be

included. For example, contact with disabled persons is one common type of
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intervention. HoweveL if a researcher went into a school district and

obtained information to categorize students according to the amount of their

contact with disabled persons during the prior year and then compared

attitude means for contact-hour groups or correlated amount of contact with

scores on an attitude toward disabled measure, that study would not qualify.

Experimental and quasi-experimental studies are of particulr interest. Pre-

experimental single-group studies that involved a planned intervention and

pretest-posttest date will be also included, as will static group designs

used to investigate program effects. Mainstreaming studies will be included

if the effects on attitudes toward disabled persons have been investigated,

although much of this research has involved the use of pre-experimental

designs.

Research reports of the effects of interventions on the attitudes of any

age or occupational 'Troup are of interest as long as the research was

directed toward changing attitudes toward disabled or handicapped persons.

"Disabled or handicapped persons" is defined in terms of conventional

special education categories: mentally retarded, hard of hearing, Ceaf,

speech impaired, visually handicapped, seriously emotionally disturbed (or

mentally ill), orthopedically impaired, deaf-blind, multi-handicapped, and

learning disabilities, as well as general categories such as "the disabled"

or "the handicapped". Studies of subjects from populations such as

"disruptive" students or "slow learners" are not to be included.

Attitudes toward disabled persons is the dependent variable of interest.

Attitudes are considered to have cognitive, affective, and behavioral

components and may be assessed in a variety of ways, including paper-and-

pencil tests which have items that are cognitive-affective mixtures,
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assessments of changes in voluntary interactions with disabled persons, or

reactions on projective-type tests. Measures which assess only knowledge

about the disabled do not qualify for this meta-analysis unless the research

report authors consider them to be attitude assessments, nor do measures

which assess attitudes toward mainstreaming. General measures of attitudes

toward children or other people will not be included unless specifically

aimed at disabled persons or a particular type of disability, through

instructions to the Ss or because of Coe content of the study--e.g., an

attempt to change parents' attitudes toward their disabled children.

Measures such as sociometric scales, friendship choices, or positive

interactions are relevant only if the researcher(s) consider them to be

assessments of attitudes. Observational or other data gathered and/or

reported so that the behaviors or responses of nondisabled Ss toward disabled

persons or the direction of behavioral or response change cannot be

identified will not be included, even if considered in the report to be

attitude assessments.

The intent is to obtain effect sizes to be analyzed. However, studies

which are experimental or quasi-experimental in nature for which effect sizes

cannot be obtained will be coded for other information if time is available.

"hose stliies will be analyzed separately.
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APPENDIX B

CODING INSTRUMENTS

(1) Coding Instrument

(2) Prior Contact Coding Sheet

(3) Contact Coding Sheet

(4) ES Information Missing Coding Instrument

(5) Supplementary Sheets
(a) Effect Sizes
(b) Information Request
(c) Comments on Study
(d) Effect Size Computations
(e) Comments on Conventions
(f) Report Disposition
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Report ID#
4,Time start

wrime end
Instrument of Coder

META-ANALYSIS: MODIFYING ATTITUDES
TOWARD DISABLED PERSONS

CODING INSTRUMENT

Date

(Author(s)/Year)

Checklist

(Abbreviated Title & Source)

1. Citation checked 6. ES's checked
2. References checked 7. Comments on Conventions Sheet
3. Every space marked 8. Comments on Study Sheet
4. ES data available 9. Scoring log completed
5. ES's computed 10. Report disposition sheet completed

1-2

3-6

7-8

9-10

11

ES#

ES#

ES#

ES#

A. General Information

ES ES_ Es ES

*1. Project codeM A M A M A- _ M A- -

- - _ - - - - - - - _ _ _ **2. Report ID #

0 1 0 1 0 1- - 0 1 *3. Card #

_ - __ *4. Year of publication

- _ - - *5. Type of report (1=journal; 2=1Dook chapter; 3=book;

4=dissertation; 5=thesis; 6=convention paper;
7=unpublished report; 8=other: Explain

; 9=combination, specify -----)

6. Effect Size (s

Description of ES Comperison(s)
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12-13

14-15

16

17-18

19

20

21

22

23-27

28-31

32-35

-2-

ES ES ES ES

a. N of ES's

OP

b. ID of ES

c. Level (1=primary; 2=secondary)

_ _ _ _ d. Type of comparison (1=treatment vs.
control; 2=treatment vs. placebo;
3=treatment A vs. B; 4=pre-post;
Interaction, treatment by:
5=gender, 6=aF5Figi, 7=testing,
S= personality, specify
9=other, specify ,

Treatment within: 10=genderl
female; i1 ;5;r7gr, male; 12-= other,

specify ; Prior
contact: 13=within treatment; 14=acrossim
groups; 15=interaction)

*7. Target Population (0=not mentioned; 1=term
used; 2=defined; 3=population described;
4=1&2; 5 =l &3) II

_ *8. Accessible Population (O=not mentioned;
1=term used; 2=defined; 3=described; 4=1&2;
5=1 & 3; 6=1/ 2, & 3)

9. Replication (0=No; 1=direct; 2=systematic;
3=pseudo, within)

a. of other research

_ b. within study

B. Description of Sample(s)

1. N:

a. of total sample

b. of experimental Ss II

c. of control Ss

324



36

37

38-40

41-43
44-46

47

X48-49
50-51

52-53

54-55

-3-

ES ES ES ES
--.

2. Sample Selection (0=can't tell; 1=random;

2=solicited/volunteer; 3=captive/intact group;
4=random, group; 5=other, specify: )

-
- -

Experimental
Control

_ _ ---
. _ - -

---

--
---
- -

---

3. % Male

Total Sample
Experimental
Control

_ - 4. Treatment Context (0=can't tell; 1=elementary or
secondary schooling; 2=college/university
education; 3=adult education; 4=inservice; 5=
work; 6=community; 7=recreation; 8=other, specify

)

_ _
- -

- --

_ _

5. Educational Level of Ss (0=can't tell; 1=preschool

2=primary; 3=intermediate; 4=middle school; 5=
junior high school; 6=senior high school; 7=com-
bination, specify

,

8=undergraduates; 9=graduate students; 10=post-
professional; 11=adults not in school; 12=other,

)

Experimental
CControl

- _
- _ - -

6. University Students According to Major (0=not
applicable; 1=can't.tell; 2=elementary education;
3=secondary education; 4=elementary & secondary
education; 5=education, unspecilied; 6=nursing;
7=occupational & physical therapy; 8=philosophy;
9=psychology; 10=rehabilitation counseling;
11=social work; 12=sociology; 13=special education
14=communicative disorders; 15=medicine; 16=other,
specify )

Experimental
Control

.
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56-57

58-59

60-61
62-63

64

65

66

67

ES ES ES ES

7. Occupation of Nonstudent Ss (0=not applicable;

_ -
- _

1=can't tell; 2=child care workers; 3=community
recreation workers; 4=employees in institutions;
5=regular class teachers, elementary; 6=midd
or juniorhigh; 7=high school; 8=school admin-
istrators; 9=special class teachers; 10=vocational
rehabilitation counselors; 11=parents; 12=police;
13=medical; 14=general public; 15=other, specify

)

Experimental
Control

_ _
_ -

8. Prior Experiences with Disabled Persons (0=can't
tell; 1=none; 2=as parents; 3=as siblings;
4=classmates; 5=as teachers; 6=in school;
7=as co-workers; 8=as supervisors; 9=in work
setting; 10=as clients/patients; 11=general,
not specific; 12=combination, specify ,

13=other, specify )

Experimental
Control

_ 9. Country of subjects (l=USA; 2=Canada; 3=Australia/
New Zealand; 4=Europe, specify ,

5=other, specify )

-

C. Treatment/Intervention

1. Basis (0=can't tell; 1=theory, explicit; 2=prior
research, no citations; 3=prior research, few
citations; 4=prior research, case developed;
5.practical experience/insight; 6=other,
specify )

_

2. Attitude Change Theory

a. Theory (1=5-R/behavioral; 2=conditioning;
3=congruity/equilibrium; 4=social judgment;
5=functional; 6=combination, specify

)

_ _ b. Relationship to treatment (1=mentioned but not
used; 2=brief allusion; 3=explicit, well dev-
eloped basis; 4=post hoc interpretation;
5=implicit). If mainstreaming study with no
4-- irste-Artre-AZTosrs 4,, eas,...^.-. ,4.4.4*-11.-1.-Am et1.4m 4-.

C.10., and X-out Sections C.3-9.
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4,6
8-69

70-71

72-73

74-75

76-77

78-79

-5-

ES ES ES ES

3. Setting (0=can't tell; 1=regular classroom; 2=
special classroom; 3=home; 4=institution; 5=group
home; 6=hospital; 7=dormitory; 8=playground;
9=camp; 10=recreation facility; 11=laboratory;
12=individual/small group; 13=normal life;
14=other, specify

,

_ _
_ _

_ _
_ _

_____ ... _

...._

15=combination, specify )

Experimental
Control

_ _
_ _

_ _
_ _

_
- _

_ _
_ -

4. Treatment/Intervention Technique(s) (0=none/
control; 1=placebo; 2=information; 3=direct
contact; 4=vicarious experience; 5=positive rein -
forceront; '3= persuasive message; 7=persuasive

messages, contrast; 8=2&3; 9=2&4;
10=other, specify ; 11=systematic
desensitization)

Experimental
Control

_ _
_ _

_ _

_ _
- _
_ _

_
_ _

a. Information

(1) Type (0=none; 1=etiology; 2=characteristics
3=problems; 4=similarities with nondisabled
5=prostheses and special equipment; 6 =famou
disabled people; 7=legal rights; 8=parentim
management; 9=self; 10=social relations;
11=other, specify ; 12=
combination, qoecify

Experimental
Control

En, of Card #1)

1-2

3-6

7-8

* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *

M A M A M A M A Project code

_ _ _ _ ___ _ - _ Report ID#

02 02 02 02 Card #
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9-10

11-12

13-14

15-16

17-18

19-20

21

22

23

24

ES ES_ ES_
(2)Delivery mode (0=none; 1=lecture;

2=discussion; 3=lecture/discussion;
4=print; 5=panel discussion-disabled;
6=panel discussion-nondisabled;
7=speaker-disabled; 8=speaker-nondisabled;
9=video or films; 10=pictures/photos/film-
strips; 11=case study; 12=audio;
13=simulations; 14=regular course, specify

; 15=regular program, specify

_
_ _

_ _
_ - _ _ _

_ _

; 16=other, specify
17=combination, specify

Experimental
Control

_ - _ _

- -

_ _

b. Direct contact (O =none; 1=as companions; l=as
peer tutors; 3=in cooperative learning groups;
4=as classmates; 5=as classmates, behavior
modified; 6=as students, behavior modified;

7=practice teaching-special classes; 8=class-
room observation; 9=supervised playground
activities; 10=in recreation programs; 11=panel

discuazions; 12= nest speaker(s); 13=visit to
institution /residential facilities; 14=integrati
community programs; 15=as teacher/counselor;
16=as co-workers; 17=other, specify
18=combination, specify

Experimental
Control

_ _
- -

_ _
_ _ _ _

_ _
_ _

c. Vicarious experience 0=none; 1=ro e p ay-
contact; 2=role play-disabled; 3=simulation;
4=observation of role play or simulation; 5=

videotapes or films; 6=case studies; 7=pictures,
photos; 8=print fictirn /biography; 9=dolls/
puppets 1O= other, specify

,

11=combination, specify
)

Experimental
Control

_
_

-
_

_
_

_
_

d. Positive reinforcement (0=none; 1=covert; 2=
overt)

Experimental
CControl

_
_

_
_

_
_

_
-

e. Persuasive message (0=none; 1=video/film;
2=audio; 3=print; 4=expert; 5=expert, disabled
6=sel f-presentation;7=other,specify

; 8=combination,
specify )

Experimental

CControl
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25-26

27

28

29

4D

30

31

32

35-37

38-40
41-43

44-48
49-53

-7-

ES ES

5. Treatment/Interventionto Change Tittitudes
Toward: (1=disabled in general; 2=physical.
disabled in general; 3=retarded, general;
4=moderately retarded; 5=severely retarded
6=mentally ill; 7=emotionally disturbed;
8=visually impaired/blind; 9=hearing
impaired/deaf; 10=learning disabled; 11=
speech/language impaired; 12=cerebral
palsied; 13=epileptic; 14=para/quadriplegil
15=other physically impaired, specify

; 16=autistic; 17=health ii

_ _

paired; 18=multiply handicapped; 19=other,
specify ; 20=combination
specify )

_ _

6. Treatment/Intervention Conducted By: (0=

can't tell; 1=experimenter; 2=project
assistants; 3=regular staff; 4=combin-
ation, specify ; 5=other,
specify ; 6=not applicable)

Experimental
Contrcl

7. Length of Treatment / Intervention

a. Information available (0=no; 1=yes)

_ _ _

b. Days/week

Experimental
Control

_ _ __ _

c. Minutes/day

Experimental
Control

_ _ _ _
d. Number of weeks (If less than 1,

insert x's)

Experimental
Control

.

.

.

.

.

.

.

.

e.. Total # of hours

Experimental

Control
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ES ES ES ES

8. Verification of Treatment Implementation (0=none;
1=not necessary; 2=systematic observation;
3.1onstructured observation; 4=interviews
with Ss; 5=questionnaires to Ss; 6=intervenor
follow-up; 7=other, specify ,

_ _

8=combination, specify

Experimental
ControlControl

_
_

_
_

a. Reporting (0=not applicable; 1=data; 2=data
and analysis presented; 3=assertion by
author(s))

Experimental
Control

_
_

_
_

b. Degree of implementation claimed (0=not
applicable; 1=none; 2=some; 3=mostly;
4=complete)

Experimental

Control

_ _

c. Basis for author's conclusion re imple-
mentation (0=not applicable; 1=can't tell;
2=author's judgment or inference; 3=statistical
significance; 4=inspection of data; 5=combina-
tion, specify ; 6=other,
specify )

Experimental
^ontrol

_ _ d. Actual implementation (1= -complete; 2=mostly;
3=only in part)

_ _ _ e. Description of treatment adequate for
replication (0=no; 1=somewhat; 2=yes)
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9. Treatment validity

a. Implementation (from 8d)

b. Hawthorne

c. John Henry

d. Treatment diffusion

e. Dissatisfaction/resentment

f. Novelty/disruption

g. Experimenter
effect/expectations

h. Treatment/experi-
menter confounded

(0=can't tell; 1=not a
plausible threat; 2=
minor problem; 3=sub-
stantial problem; 4=
major problem; 5=not
applicable. For 3,
4; & 5, write reason
next to item.)

i. Test x treatment
interaction

j. Multiple treatment interference

k. General Treatment Validity (1=excellent;
2=fair; 3=poor)

10. Mainstreaming

a. Presence (0=no mainstreaming; 1=main-
streaming only; 2=pretreatment plus
mainstreaming)

b. Type of study (0=can't tell; 1=planned;
2=post hoc)

c. Instruction in mainstreamed classes (0=can't
tell; 1=standard group/class instruction;
2=cooperative learning; ndividualized
instruction; 4=peer tuts 1 5=combination,
specify ; 6=other,
specify

0. Special personnel support (0=can't tell; 1=none;
2=teacher preparation; 3=consultant help; 4- other,
specify

e. Special skills training for disabled students
(0=can't tell; 1=none; 2=social; 3=academic;
4=both)
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1-2

3-6

7-8

9

10

11

12

13-14

15-17

18

19-22

23-25

26

-10-

(End of Card #2)
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *

ES ES ES ES

M' A M A M A M A Project Code

Report ID#

03 03- _ 0 3- - 03 Card #

f. Type of special skills training. 0=not appli-
cable; 1=coaching; 2-- modeling; 3=-ounseling;

4=direct reinforcement; 5=group contingencies;
6=diagnostic/prescriptive; 7=cognitive control;
8=combination, specify ;

9=other, specify )

g. Special instruction for nondisabled peers
(0=can't tell; 1=none; 2=information; 3=vicarioi
experience; 4=reinforcement; 5=persuasive
messages)

h. Parent education (0=can't tell; 1=none; 2=disat.
children; 3=nondisabled children; 4=2&3)

i. Type of parent education (0=can't tell; loot
applicable; 2=information; 3=vicarious exper-
ience; 4=reinforcement; 5=persuasive messages)

j. Disabled children in mainstreamed classes

(0=can't tell; 1=mildly and moderately retarded
2=emotionally disturbed; 3=visually impaired;
4=blind; 5=hearing impaired; 6=deaf; 7=communi-
cation disordered; 8=physically and health
impaired; 9=learning disabled; 10=combination,
specify ; 11=others, specify

)

k. Number of minutes handicapped children spend
daily ;n mainstreamed class

1. Numbe I days per week in mainstreamed class

m. Total minutes per week in mainstreamed class

_ _ __ _ _ - - _ n. Months in mainstreamed program when outcomes
assessed

_ _ _ o. Outcon ' measured for (1=nondisabled peers; 2=
teachers; 3=parents, disabled children; 4=
parents, nondisabled children; 5=administrators
6=combination, specify

332
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ES ES ES ES

D. Dependent Measures

_ _ _ *1. "Attitude" defined (0=no; 1=affective; 2=cognitive
3=behaviors; 4=1&2; 5=1&3; 6=1, 2, & 3)

_ _ _ _ _ *2. Number of dependenc measures. List (by name of
instrument and form, if possible, or general
category):

1. 4.

2. 5.

3. 6.

_ _ _ 3. Use of common instrument (0=no; 1=ATDP; 2=0MI;
3=RGEPS; 4=ATHI; 5=ATBS; 6=MRAI; 7=MTAI,
revised; 8=combination, specify )

_ _ _ _ 4. Common instrument modified (0=not applicable; loo
2=for different population of Ss; 3=for different
disabilities; 4=other, specify )

_ _ _ _ 5. Source of data (1=self-report; 2=opinion of
other, teacher; 3=opinion of oth,-,c, administrator;
4=opinion of other, specify
5=observation; 6=nonproject request)

_ _ _ _ __ 6. Type of assessment (1=interview, structured;
2=interview, nonstructured; 3=attitude question-
naire; 4=sociometric measure; 5=peer assessment;
6=social distance scale; 7=informal observation;
8=systematic observation; 9=semantic differen-
tial; 10=telephone or mail survey; 11=telephone
or mail request; 12=Q-sort; 13=projective test,
pictures; 14=sentence completion; 15=adjective
checklist; 16=rankings; 17=other, specify

)

_ _ _ _ 7. Source of instrument (0=not applicable; 1=can't
tell; 2=teacher-made; 3=project developed; 4=prior
research; 5=other, specify )
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37

38

39-40

41-42

43

44

45

46

47

48

ES ES ES

-12-

8 Development by project (0=not applicable; 1=des-
cription not provided; 2=description not adequate;
3=adequate description)

9. Reliability of scores

a. Mentioned? (O=no; 1=coefficient reported; 2=
yes, but no coefficient)

b. Source (0=not applicable; 1=can't tell; 2=com-
puted on sample; 3=reported from other research;
4=pilot study; 5=combination, specify

c. Method (0=not applicable; 1=can't tell;

2=test-retest; 3=internal consistency;
4=alternate forms; 5=inter-observer--%;
6= inter - observer r; 7=intra-observer--%;
8=intra-observer--r; 9=categorization
reliability; 10=combination, specify

d. Coefficient

e. Magnitude (0=not applicable; 1=.80-1.0;
2=.60-.79; 3=.0-.59)

10. Validity of scores

a. Discussed (0=no; 1=moderately; 2=comprehensively)

b. Type (0=not applicable; l=general; 2=face;
3=construct-discrimination or correlations;
4= construct expert judgment; 5=concurrent;
6=combination, specify

c. Source (0=no; applicable; 1=not mentioned;

2=general reference to literature; 3=citation
of research; 4=project data; 5=inference withou
data; 6=combination, specify

d. Reactivity of measure (1=low; 2=moderate;
3=high)

3 GI

e. Adequacy of validity (1=low; 2=moderate;

3=high)
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50

51

52

53-56

57

58

59

60

61

62

63

64

65

66

67

-13-

ES ES ES ES

11. Data collection

a. Type (0=can't tell; 1=regular staff,

2=rescarcher; 3=research assistant; 4= noncontacl
5=other, specify )

_

_ b. Blinded collection (0=can't tell; 1=not
applicable; 2=no; 3=partial--experimental or
control, or pre or post only; 4=yes)

12. Blinded scoring 0=can't tell; 1=not applicable;
2=no; 3=partial--experimental or control, or
pre or posttest only; 4=yes)

13. Time of posttest (0=can't tell; 1=immediate;
2=del yed; 3=follow-up)

_

. . . . 14. Weeks after intervention to posttest

E. Interna Va iitl

1. Design (i= pre -post, control; 2=posttest-only;

3=Solomon 4-group; 4=nonequivalent control group;
5=single subject; 6=prc-post, one-group; 7=static
group; 8=.Dther, specify )

_ 2. Assignment to groups (0=can t tell; 1=random;
2=match-random; 3=select or match from different
group; 4=random assignment of intact groups;
5=convenience; 6=not applicable; 7=other,
specify )

_

_

_

_

_

_

_

_

_

_

_

_

3. Threats

a. Treatment Validity (from C.9.k., p. 9)

b. Maturation

c. History

(0=can't tell; 1=
d. Testing not a plausible

threat; 2=minor
e. Instrumentation threat; 3=substan-

tial threat; 4=major
f. Statistical problem. For 3

regression & 4, write reason
next to item.)

g. Selection

h. Experimental mortality

i. General Internal Validity (1=high;
2=medium; 3=low)
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ES ES ES ES F. Results

_ _ _ _ 1. Statistical significance (0=not
available; 1=not significant at .05
level; 2=significant at the .05 level)

_ _ _ _

2. Author's conclusions about effectivenes

a. Qualified? (0=no; 1=sample; 2=intera
tions; 3=design; 4=measures; 5=treat
ment verification; 6=replication;
7=other, specify ;

8=combination, specify )

_ _ _ b. Treatment effective? (0=none; 1=
didn't have effect; 2=data equivocal
3=produced effect; 4=produced negati'
effect)

_ _ _ _

3. Effect size(s)

a. Available (0=no; 1=yes, positive
change; 2=yes, negative change; 3=
no, negative; 4=no, positive)

. . . .

b. D.

(End of Card #3)
* * * * * * * * * * * * * * * * * * * * * * * * * * * * k * * * * * * * * * * * * * * *

MA MA MA MA Project code

0 4

Report ID#

0 4 04 04 Card #

336

2) Source (0=not applicable; 1=re-
ported; 2=calculated; 3=t or ANOV,
F; 4=correlated t; 5=correlated t
(.50); 6=n-way ANOVA; 7=COVAR;
8=COVAR (.50); 9=proportions, chi-
square; 10=other nonparametric;
11=rh; 12=significance level;
13=oeier, specify )



33

34-
36

37-
!11

42-

46

47 -

51

-15--

ES ES ES ES

3) Scale of X difference (0=not appl
cable; l=raw post; 2=raw gain; 3=
covariance adjusted; 4=residual g.

_ 4) Standard deviation (0=not appli-
cable;cable; 1=post control/placebo;
2=pretest; 3=1&2 pooled; 4=1-way
ANOVA SSs; 5=n-way ANOVA SSs;
6=1-way ANODVA SSs; 7=n-way ANCOVA
SSs; 8=adjusted ODVAR sd; 9=adjus
gain sd; 10=pooled post)

. . . 5) Mdn primary D for type of assessm

. . . 6) Mdn primary 0, overall

c. Correlation

1) Type (0=none; 1 =r b; 2=E2; 3=Phi;
4"`ramer's V; 5=ofEer, specify )

2) + coefficient

3) Source (0=not applicable; 1=reported;
2=calculated; 3=estimated from D)

41 Mdn primary coefficient for type of
assessment

5) Mdn primary coefficient, overall

. . . .

d. Variance ratio

1) Ratio (SE /S2)
E

. . . . 2) Mdn primary variance ratio, type
of assessment

. . . . 3) Mdn primary variance ratio, overall

337 r
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ES ES_ ES_ ES

G. Su.iemental Information

_ _

1. Information gain

a. Reported? (0=not applicable; 1=yes;
2=no)

_ _ _ b. Type of report (O--not applicable; 1
verbal; 2=statistical significance;
3=descriptive statistics; 4=2&3)

_ _ _ c. Conclusions (0=not applicable;
1=clear gain; 2=no gain; 3=mixed
results; 4=can't tell/inconclusive)

. . . d. Effect size--D

_ _ _ 2. Type of study (0=can't tell; 1=course
evaluation; 2=program evaluation;
3=experimental treatment; 4=main-
streaming, variation in time)

__ _ _ _ _ _

H. Coding Summary

1. Minutes spent coding

_ _ 2. Coder (1=Curtis; 2=Jesunathadas;
3=Shaver; 4=Strong)

RETURN TO PAGE 1 AND COMPLETE CHECKLIST

r1- 338



*Coder Date
Time start
Time end
Sheet -3?---

3-6

7-8

9

10

.13

14-15

16-17

4'18-19

20

META-ANALYSIS: MODIFYING ATTITUDES
TOWARD DISABLED PERSONS

I. Prior Contact Coding Sheet

Report ID#

Author(s)/Date

ES ES ES ES

*1. Project codeM A- - M A M A- M A

2. Report ID

05 05 05 05 3. Card #

- 4. Coder (1=Curtis; 2=Jesunathadas; 3=Shaver;
4=Strong)

5. Prior contact assessed (0=No; 1=yes; 2=implicit)

_ _ - - 6. Use--selection/assignment (0=not applicable;
1=none; 2=describe sample only; 3=eligibility as
Ss--none; 4=eligibiiity az Ss--yes; 5=selection
strata; 6=assignment strata; 7=5&6; 8=covariate;
9=other, ; 10=combination,

- - 7. Use--outcome analysis, correlational (0=not
applicable; 1=none, 2=within treatment, post;
3=within treatment, change; 4=treatment vs.
control, post; 5=treatment vs. control, chance)

- - - - 8. ID of ES

- - - 9. N of added secondary ESs

- - 10. Type of assessment (0=Not applicable; 1=can't
tell; 2=questionnaire; 3=interview; 4r.T4Ptting;

5=other, specify, ; 6=2&3; 7=2&4; 8=3&4
9=2,3,&4; 10=combination, )

- - 11. Type of prior contact setting (0=not applicable;

1=mainstreamed classroom; 2=mainstreamed, school;
3=mainstreamed, regular teacher; 4=special
education; 5=institution; 6=family; 7=other

; 8=combination,

339 3 I; 6



21-22

23

24

25-26

27-29

-2-

ES ES ES ES

12. Definition of degree of contact (0=not applicable;
1=can't tell; 2=amount; 3=number; 4=frequency;
5=length; 6=intensity; 7=dichotomy; 8=type of
relationship; 9=institutional visit; 10=other,
specify, ; 11=combination, )

_ _ _ - - _

- 13. Quality of contact (O=not applicable; 1=can't tell
2=no; 3=yes)

14. Direction of quality comparison (0=not applicable;
1=positi7e vs. neutral; 2=negative vs. neutral;
3=positive vs. negative)

- - 15. Type of disability (0=not applicable; 1=Aisabled
in general; 2=physically disabled in general;
3=retarded, general; 4=moderately retarded;
5=severely retarded; 6=mentally ill; 7=emotionally
disturbed; 8=visually impaired/blind; 9=hearing
impaired/deaf; 10=learning disabled; 11=speech/
language impaired; 12=cerebral palsied;

vilep`ic; 14=para/quadriplegic; 15=other
physically impaired, specify ,

16=autistic; 17=health impaired; 18=multiply
handicapped; 19=other, specify ,

20=combination, specify

- - - 16. Minutes spent coding

4-, 340



Coder Date

Time: Start

End
Sheet of

1-2

3-6

7-8

9

11

14-15

16

17

18

META-ANALYSIS: MODIFYING ATTITUDES
TOWARD DISABLED PERSONS

J. Contact Coding Sheet

Report ID#

Author(s)/Date

ES_ ES ES

1. Project codeM A M A M A M A

2. Report ID

06 06 0 6_ 06 3. Card #

_ 4. Coder (2=Jesunathadas; 3=Shaver)

_

5. Status

a. Age (0=can't tell; 1=disabled younger; 2=same;
3=disabled older; 4=variety)

b. Educational-vocational prestige (0=can't tell;
1=disabled lower; 2=same; 3=disabled higher)

_ c. Helping relationship (0=none; 1=professional
2=preprofessional; 3=nonprofessional; 4=mutual
help; 5=disabled the helper)

_ _ d. Overall (0=can't tell; l=disabled lower;
2=equal; 3=disabled higher)

6. ID of ES

_ _ _

7. Type of contact

a. Voluntariness (0=can't tell; 1=assigned;
2=role choice; 3=voluntary; 4=varied)

_ _ _ b. Intimacy (0=can't tell; 1=no interaction;
2=casual personal contact; 3=close personal
contact; 4=varied contact; 5=potential contact)

_ _ _ c. Cooperation-competition (0=can't tell; 1=no
opportunity; 2=not necessary; 3=implicit
cooperation; 4=explicit cooperation; 5=implicit
competition; 6=explicit competition; 7=

341 ... r0 6'



19

20

21

22

23-24

25

26

27

28

29

30-32

-2-

ES_ ES ES ES

_ d, Reinforcement (0=can't tell; 1=none; 2=shared,
intrinsic; 3=shared, external; 4=nondisabled;
5=2 & 4; 6=3 & 4)

_ _ e. Pleasantness (0=can't tell; 1=no; 2-yes)

_ _ f. Modeling (0=can't tell; 1=none; 2=by peers;
3=by significant others)

_ _ 3. Institutional/authority/p(ar support (0=can't tell
1=no; 2=yes)

_ _ _ _ __

9. Characteristics of -lisabled persons

a. Disability (0=can't tell; 1=combination (specif!

; see a J-7 of Conventions)

_ _ b. Negative stereotype (0=can't tell; 1=yes; 2=no)

_ c. Competence (0=can't tell; 1=lacked; 2=acknow-
ledge/acceptance; 3=competent)

_

10. Characteristics of nondisabled

a. Personality related (0=not assessed; 1=not
tested; 2=no; 3=mixed results; 4=yes)

_ b. ?dor attitudes related (0=not assessed;
1=aot tested; 2=no; 3=mixed results; 4=yes)

_ _ _ 11. Treatment (1=contact; 2=contact & informati.on;
3=contact & vicarious experience)

__ _ 12. Minutes spent coding

3
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Report ID#
Time start
Time end
Instrument of

Author s

Coder Date

META-ANALYSIS: MODIFYING ATTITUDES
TOWARD DISABLED PERSONS

CuuTNG INSTRUMENT

ES Information Missing

Checklist

(Abbreviated Title & Source)

1. Citation checked 6. ES's checked
2. References checked 7. Comments on Conventions Sheet
3. Every space marked 8. Comments on Study Sheet
4. ES data available 9. Scoring log completed
5. ES's computed 10. Report disposition sheet completed

1-2

3-6

7-8

9-10

11

ES#

ES#

ES#

ES#

A. General Information

ES ES ES ES

*1. Project deM A MA- _ MA M A

- _ _ - _ _ _- - *2. Report ID #

0 1.._ 0 1 0 1 0 1 *3. Card #

_ _ _ - - _ *4. Year of publication

- - - - *5. Type of report (1=journal; 2=book chapter; 3=book;
4=dissertation; 5=thesis; 6=convention paper;
7=unpublished repert; 8=other: Explain

)

6. Effect Siz

Description of ES Comparison(s)

343
1-1 1.4

:i U



12-13

14-15

16

17-18

19

20

21

22

23-27

28-31

32-35

-2-

a. N of ES's

b. ID of ES

c. Level (1=primary; 2=secondary)

d. Type of comparison (1=treatment vs.
control; 2=treatment vs. placebo;
3=treatment A vs. B; 4=pre-post;
Interactior, treatment by.:

5=gender, 6=aF7iF;3e77=testing,
8=personality, specify
9=other, specify
Treatment within: lO=gender,
female; ll=gender, male; 12=other,
specify

*7. Target Population (O=not mentioned; 1=term
used; 2=defined; 3=population described;
4=1&2; 5=1&3)

*8. Accessible Population (O=not mentioned;
1=term used; 2=defined; 3=described; 4=1&2;
5=1 & 3; 6=1, 2, & 3)

9. Replication (O=No; 1=direct; 2=systematic)0

a. of other research

b. of experimental Ss

c. of control Ss

371
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36

37

38-40

41-43
44-46

47

48-49

50-51

52-53

54-55

-3-

ES ES ES ES

2. Sample Selection (0=can't tell; 1=random;
2=solicited/volunteer; 3=captive/intact group;
4=random, group; 5=other, specify: )

_
_

_
_

_
_

Experimental
Control

___
___

3. % Male

Total Sample
Experimental
Control

_ _ 4. Treatment Context (0=can't tell; 1=elementary or
secondary schooling; 2=collegt./university
education; 3=adult education; 4=inservice; 5=
work; 6=community; 7=recreation; 8=other, specify

)

_ _ __

5. Educational Level of Ss (0=can't tell; 1=preschool
2=primary; 3- intermediate; 4=middle school; 5=

junior high school; 6=senior high school; 7=com-
bination, specify ;

8=undergraduates; 9=graduate students; 10=post-
professional; 11=adults not in school; 12=other,

)

Experimental
Control

_ _ _ _

6. University Students According to Major (0=not
applicable; 1=can't tell; 2=elementary education;
3=secondary education; 4=elementary & secondary
education; 5=education, unspecified; 6=nursing;
7=occupationa' & physical therapy; 8=philosophy;
9psycY,logy; 10=rehabilitaticn counseling;
11=social work; 12=sociology; 1==special education
14=communicative disorders; 15=medicine; 16=other,
specify

)

Experimental
Control
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56-57

58-59

60-61
62-63

64

65

66

67

3 7 3

-4-

7. Occupation of Nonstudent Ss (0=not applicable;
1=can't tell; 2=child care workers; 3=community
recreation workers; 4=employees in institutions; 0
5=regular class teachers, elementary; 6=middle
or juniorhigh; 7=high school; B=schOol admin-
istrators; 9=special class teachers; 10=vocational
rehabilitation counselors; 11=parents; 12=police;
13=medical; 14=general public; 15=other, specify

)
40

Experimental
Control

8. Prior Experiences with Disabled Persons (0=can't
tell; 1=none; 2=as parents; 3=as siblings;
4=classmates; 5=as teachers; 6=in school;
7=as co-workers; 8=as supervisors; 9=in work
setting; 1C=as clients/patients; 11=general,
not specific; 12=combination, specify
13- other, specify )

Experimental
Control

9. Country of subjects (19SA; 2=Canada; 3=Australia/
New Zealand; 4= Eurcoe, specify
5=other, specify

C. Treatment/Intervention

1. Basis (0=can't tell; 1=theory, explicit; 2=prior (")

research, no citations; 3=prior research, few
citations; 4=prior research, case developed;
5=practical experience/insight; 6=other,
specify )

2. Attitude Change Theory

a. Theory (1=S-R/behaviora' diditioning;

3=con9ruity/equilibrium; judgment;

5=functional; 6=combination, specify
)

b. Relationship to treatment (1=mentioned but not
used; 2=brief allusion; 3=explicit, well dev-
eloped basis; 4=post hoc interpretation;
5=implicit). It mainstreaming study with no
prior intervent2Jn to change attitudes, skip to
C.10., and X-out Sections C.3-9.
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68-69

70-71

72-73
74-75

76-77

78-79

1-2

3-6

7-8

-5-

ES ES ES

3. Setting (0=can't tell; 1=regular classroom; 2=
special classroom; 3=home; 4= institution; 5=group

home; 6=hospital; 7=dormitory; 8=playground;
9=camp; 10=recreation facility; 11=laboratory;
12=individual/small group; 13=normal life;

14=other, specify ,

- _
- -

15=combination, specify )

Experimental
Control

- _

;, Treatment/InterVention Technique(s) (0=none/

control; 1=plaLebo; 2=information: 3=direct
contact; 4=vicarious experience; 5=positive rein-
forcement; 6=persuasive message; 7=persuasive
messages, contrast; 8=2&3; 9=2&4;
10=other, specify )

L..perimental
Control

a. Information

(1) Type (0=none; 1=etiology; 2=characteristics
3=problems; 4=similarities with nondisabled
5=prostheses and special equipment; 6=famou
disabled people; 7=legal rights; 8=parentini
management; 9=self; 10=social relations;

11=other, specify ; 12=

combination, specify

Experimental

Control

(End of Card #1)
* * * x * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *

MA MA MA MA Project code

Report ID#

02 02 02 02 Card #
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9-10
11-12

13-14

15-16

17-18

19-20

21

22

23

24

ES ES ES

(2) Delivery mode (0=none; 1=lecture;
2=discussio -i; 3=lecture/discussion;

4=print; 5=panel discussion-disabled;
6=panel discussion-nondisabled;
7=speaker-disabled; 8=speaker-nondisabled;
9=video or films; 10=pictures/photos/film-
strips; 11=case study; 12=audio;
13=simulations; 14=regular course, specify

; 15- regular program, specify

; 16=other, specify
17=combination, specify --r
Experimental
Control

-

b. Direct contact (p=none; 1=as companions; 2=as

peer tutors; 3=in cooperative learning groups;
4=as classmates; 5=as classmates, behavior
modified; 6=as students, behavior modified;
7=practice teaching-special classes; 8=class-
room observation; 9=supervised playground
activities; 10=in recreation programs; 11=panel
discussions; 12=guest speaker(s); 13=visit to
institution/residential facilities; 14=integrab
community programs 15=as teacher/counselor;
16=as co-workers; 1/=other, specify ,

18=combination, specify )

Experimental
Control

c. Vicarious experience (0=none; 1=role play-
mtact; 2=role play-disabled; 3=simulation;

4=observation of role play or simulation; 5=
videotapes or films; 6=case studies; 7=pictures,

photos; 8=print fiction/biography; 9=dolls/
puppets 10=other, specify

,

11=combination, specify )

Experimental
Control

d. Positive reinforcement 0=none; l=covert; 2=
overt)

Experimental
Control

e. Persu,sive message (0=none; 1=video/film;
2=audio; 3=print; 4=expert; 5=expert, disabled

6=self-presentation;7=other,specify
; 8=comLination,

specify )---
Experimental

Control

t-
i 0
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ES

5. Treatment/Interventionto Change Attitudes
Toward: (1=disabled in general; 2=physical:
disabled in general; 3=retarded, general;
4=moderately retarded; 5=severely retarded
6=mentally ill; 7=emotionally disturbed;
8=visually impaired/blind; 9=hearing
impaired/deaf; 10=learning disabled; 11=
speech/language impaired; 12=cerebral
palsied; 13=epileptic; 14=paraiquadriplegic
15=other physically impaired, specify

; 16=autistic; 17=health ir

_

paired; 18=multiply handicapped; 19=other,
specify ; 20=combination
specify )

_
-

6. Treatment/Intervention Conducted By: (0=

can't tell; 1=experimenter; 2=project
assistants; 3=regular staff; 4=combin-
ation, specify ; 5=other,
specify ; 6=nct applicable)

Experimental
Control

- _

7. Length of Treatment/Intervention

a. Information available (ono; 1=yes)

_ _
_

b. Days/week

Experimental
Control

_
- _ -

c. Minutes/day

Experimental
Control

_ _ __ . - _
- Ow. ON.

d. Number of weeks (If less than 1,
insert x's)

Experimental
Control

. . .

.

.

.

e. Total # of hours

Experimental

Control.

349
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ES_ ES ES_ ES_
8. Verification of Treatment Implementation (0=none;

_ _ _

1=not necessary; 2=systematic observation;
I

3=nonstructured observation; 4=interviews
with Ss; 5=questionnaires to Ss; 6=intervenor
follow-up; 7=other, specify ;

8=combination, specify )

Experimental
1

Control

_ _ _ ....

a. Reporting (0=not applicable; 1=data; 2=data
and analysis presented; 3=assertion by

author(s))
I

Experimental

Control

_

b. Degree of implementation claimed (0=not
I

applicable; 1=none; 2=some; 3=mostly;
4=complete.

Experimental
Control

I

_ _ _ _

c. Basis for author's conclusion re imple-
mentation (0=nct applicable; 1=can't tell;
2=author's judgment or inference; 3=statistical
significance; 4=inspection of data; 5=combina-
tion, specify ; 6=other,

specify ) 1

experimental
Control

_ _ _ d. Actual implementation (1=complete; 2=mostly; 4

3=only in part)

_ _ _ _ e. Description of treatment adequate for
replication (0=no; 1=somewhat; 2=yef3)

I

350
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64

65

66

67

68

69

70

71

72

0 73

74

75

76

77

78

79

ES ES

9. Treatment validity

a. Implementation (from 8d)

b. Hawthorne

c. John Henry

d. Treatment diffsion

e. Dissatisfaction/resentment

f. Novelty/disruption

g. Exr,rimenter
effect/expectations

h. Treatment/experi-
menter confounded

(0=can't tell; 1=not a

plausible threat; 2=
minor problem; 3=sub-
stantial problem; 4=
rajor problem; 5=not
applicable. For 3,

4, & 5, write reason
next to item.)

i. Test x treatment
interatdon

j. Multiple treatment interference

k. General Treatment Validity (1=excellent;
2=fair; 3=poor)

10. Mainstreaming

a. Presence (0=no mainstreaming; 1=main-

streaming only; 2=pretreatment plus
mainstreaming)

b. Type of study (0=can't tell; 1=planned;
2=post hoc)

c. Instruction in mainstreamed classes (0=can't
tell; 1=standard group/class instruction;
2=cooperative learning; 3=individualized
instruction; 4=peer tutoring; 5=combination,
specify ; 6=other,
specify

d. Special personnel support (0=can't tell; 1=none;
2=teacher preparation; 3=consultant help; 4=other,
specify

e. Special skills training for disabled students
(0=can't tell; 1=none; 2=social; 3=academic;
4=both)

351 2a 7 8



1-2

3-6

7-8

9

10

11

12

13-14

15-17

1 A

19-22

23-25

26

-10--

(End of Card 42)
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *

ES ES, LES_ ES_

M A Project CodeM A M Al M A

Report IC

03 03 0 3 03 Card

f. Type of special skills training. (0=not appli-
cable; 1=coaching; 2=modeling; 3=counseling;
4=direct reinforcement; 5=group contingencies;

6= diagnostic /prescriptive; 7=cognitive control;
8=combinaticn, specify ;

9=other, specify )

Ilk

g. Special instructicn for ncncisabled peers
(0=can't tell; 1=none; 2=information: 3= vicario'.

experience; 4=reinforcement; 5=persuasive
messages)

Ilir

h. Parent education (0=can't tell; 1=ncne; 2=disab]
children; 3=ncndisabled children; 4=2&3)

1r
i. Type of parent education (0=can't tell; 1=not

applicable; 2=information; 3=vicarious exper-
ience; 4=reinforcement; 5=persuasive messages)

Ai IL

_ _ j. Disabled children in mainstreamed classes

(0=can't tell; mildly and mcderately retarded.
2=emotionally disturbed; 3=visually impaired;
4=blind; 5=hearing impaired; 6=deaf; 7=communi-
cation disordered; 8=physically and health
impaired; 9=learning disabled; 10=combination,
specify ; ll=others, specify

)

k. Number of minutes handicapped children spend
daily in mainstreamed class

1. Number of days per week in mainstreamed class

m. Total minutes per week in mainstreamed class

n. Months in mainstreamed program when outcomes
assessed

o. Outcome measured for (1=nondisabled peers; 2=

teachers; 3=parents, disabled children; 4=
parents, nondisabledchildren; 5=administrators

3 7

-
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27

28-29

010

30

31

32

e 33-34

35

ES ES ES ES

_

D. Dependent Measures

*1. "Attitude" defined (0=no; 1=affective, 2=cognitive
3=behaviors; 4=1.12; 5=1&3; 6=1, 2, & 3)

- - *2. Number of dependent measures. List (by name of

instrument and form, if possible, or general
category):

1. 4.

2. 5.

3. 6.

- 3. Use of common instrument (O=no; i =ATDP; 2=0MI;
3=RGEPS; 4 =ATHI; 5=ATES; 6=MRAI; 7=MTAI,
revised; 8=combination, specify )

- 4. Common instrument modified (0=not applicable; 1=no
2=for different population of Ss; 3=for different
disabilities; 4=other, specify )

_ 5. Source of data (1=self-report; 2=opinion of
other, teacher; 3= opinion of other, administrator;

4=opinion of other, specify .

5=observation; 6=ponproject request)

- - 6. Type of assessment (1=interview, structured;
2=interview, nonstructured; 3=attitude question-
naire; 4=sociometric measure; 5=peer assessment;
6=social distance scale; 7=informal observation;
8=systematic observation; 9=semantic differen-
tial: 10=telephone or mail survey; 11=telephone
or mail request; 12=Qh-sort; 13=projective test,
pictures; 14=sentence completion; 15=adjective
checklist; 16=rankings; 17=other, specify

)

_ 7. Source of instrument (0=not applicable; l =can't
tell; 2= teacher -made; 3=project &veloped; 4=prior
research; 5=other, specify )

353
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36

37

38

39-40

41-42

43

44

45

46

47

48

-12--

ES ES ES ES
1111

_ 8. Development by project (0=not applicable; 1=des-
cription not provided; 2=description not adequate;
3=adequate description)

41

_

9. Reliability of scores

a. Mentioned? (0=no; 1=coefficient reported; 2=

yes, but no coefficient)

---0
_ b. Source (0=not applicable; 1=can't tell; 2=com-

puted on sample; 3=reported from other research;
4=pilot study; 5=combination, specify )

.... .._ __ c. Method (0=not applicable; 1=can't tell; ap

2=test-retest; 3=inte nal consistency;
4=alternate forms; 5= inter - observer %;

6=inter-observer--r; 7=intra-observer--%;
8=intra-observer--r; 9=categorization
reliability; 10=combination, specify

)
41

d. Coefficient

_ _ e. Magnitude (0=not applicable; 1=.80-1.0;
2=.60-.79; 3=.0-.59)

_

10. Validity of scores .

a. Discussed (0=no; 1=moderately; 2=comprehensive,

b. Type (0=not applicable; l=general; 2=face;
3=construct-discrimination or correlations;
4= construct expert judgment; 5=concurrent;
6=combination, specify ) 41

c. Source (0=not applicable; 1=not mentioned;
2=general reference to literature; 3=citation
of research; 4=project data; 5=inference without
data; 6=combination, specify ) 411----

_ d. Reactivity of measure (1=low; 2=moderate;
2=high)

4k
e. Adequacy of validity (1=low; 2=moderate;

3=high)

Est
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ES ES ES ES

11. Data collection

a. Type (0=can't tell; 1=regular staff,
2=researcher; 3=research assistant; 4= noncontacl
5=other, specify )

_ b. Blinded collection (0=can't tell; 1=not
applicable; 2=no; 3=partial--experimental or
control, or pre or post only; 4=yes)

12. Blinded scoring O=can t tell; 1=not applicable;
2=no; 3= partial experimental or control, or
pre or posttest only; 4=yes)

_ 13. Time , posttest (0=can't tell; 1=immediate;
2=delayed; 3=follow-up)

. . . . 14 . Weeks after intervention to posttest

_

E. Internal Validity

1. Design (1=pre-post, control; 2=posttest-only;

3=Solomon 4-group; 4-- nonequivalent control group;
5=single subject; 6=pre-post, one-group; 7=static
group; 8=other, specify )

_ 2. Assignment to groups (0=can't tell; 1=random;
2=match-random; 3=select or match from different
group; 4-- random assignment of intact groups;
5=convenience; 6=not applicable; 7=other,
specify )

...

,

Pr

-

3. Threats

a. Treatment Validity (from C.9.k., p. 9)

b. Maturation

c. History

(0=can't tell; 1--
d. Testing not a plausible

threat; 2=minor
e. Instrumentation threat; 3=substan-

tial threat; 4=major
f. Statistical problem. For 3

regression & 4, write reason
next to item.)

g. Selection

h. Expe..4mental mortality

s. General Internal Validity (1=high;

2=medium; 3=low)

355
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ES ES_ ES_ ES F. Results

1. Statistical significance (0=not
available; 1=not significant at .05
level; 2=significant at the .05 level)

_ _ _ _

_ _ _

2. Author's conclusions about effectivenes

a. Qualified? (0=no; 1=sample; 2=intera

tions; 3=design; 4=measures; 5=treat
ment verification; 6=replication;

7=other, specify .

8=combination, specify )

_ _ _ - b. Treatment effective? (0=none; 1=
didn't have effect; 2=data equivocal
3=produced effect; 4=produced negati
effect)

3. Effect size(s)

a. Available (0=no; 1=yes)

. .

b. D.

1) + D

(End of Card #3;
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *

c-

M A- _ M A M A M A Project code

_ _ _ _ _ _ _ _ - _ _ _ _ Report ID#

0 4- _ 0 41 04 04- -. Card #

- _ - - _ _ 2) Source (0=not applicable; 1=re-
ported; 2=calculated; 3=t or AWL
F; 4=correlated t; 5=correlated t
(.50); 6=n-way ANOVA; 7=COVAR;
8=COVAR (.50); 9=proportions, chi,
square; 10=other nonparametric;

11=r1010; 12=significance level;

13=other, specify )

i

_ - _

4

_ 3) Scale of X difference (0=not appl
cable; 1=raw post; 2=raw gain; 3=
covariance adlusted; 4=residual a

356
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12-

13

14-
19

20-
25

26

27-

w 29

30

31-
33

34-

36

37-
41

42-
46

47 -

51

-15-

ES ES ES ES

4) Standard deviation (0=not appli-
cable; 1=post control/placebo;
2=pretest; 3=1&2 pooled; 4=1-way
ANOVA SSs; 5=n-way ANOVA SSs;
6=1-way ANCOVA SSs; 7=n-way ANCOVi
SSs; 8=adjusted ODVAR sd; 9= adjusl
gain sd; 10=pooled post)

. . 5) Mdn primary D for type of assessor

. . 6) Mdn primary P, overall

c. Correlation

1) Type (0=none; 1 =r bb; 2=E2; 3=Phi;
4=Cramer's V; 5=oEfier, specify )

2) + coefficient

3) Source (0=not applicable; 1=reported;
2=calculated; 3=estimated from D)

4) Mdn primary coefficient for type of
assessment

5) Mdn primary coefficient, overall

. .

1

d. Variance ratio

1) Ratio (4/4)

lir

2)

Mdn variance ratio, type

.

1

. 3) Mdn primary variance ratio, overall

357
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ES ES _ ES ES

G. Supplemental Information

_

1. Information gain

a. Reported? (0=not applicable; 1=yes;
2=no)

_ b. Type of report (0=not applicable; 1
verbal; 2=Statistical significance;
3=descriptive statistics; 4=2&3)

_ c. Conclusions (0=not applicable;
1=clear gain; 2=no gain; 3=mixed
results; 4=can't tell/inconclusive)

. . . . d. Effect size--D

_ 2. Type of study (0=can't tell; 1=course
evaluation; 2=program evaluation;
3=experimental treatment; 4=main-
streaming, variation in time)

_ H. Coding Summary

1. Minutes spent coding

_ 2. Coder (1=Curtis; 2=Jesunathadas;
3=Shaver; 4=Strong)

RETURN TO PAGE 1 AND COMPLETE LIIECKLIST
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Report ID #:

Coder Date

META-ANALYSIS: MODIFYING ATTITUDES
TOWARD DISABLED PERSONS

EFFECT SIZES

(Author(s)/Year) Abbreviated Title and Source

Dependent Measures:

Groups:

Primary or
Comparison (List primary first) Dependent Measure Secondary

(circle one)
ES# 1 P S

ES# 2 P S

ES# 3 P S

Es# 4 P S

ES# 5

ES# 6

ES# 7

ES# 8

ES# 9

ES# 10

ES# 11

ES# 12

ES# 13

ES# 14

ES# 15

ES# 16

ES# 17

ES# 18

ES# 19

ES# 20

259

386

P

P S

P S

P S

P S

P S

P S

P S

P S

P S

P S

P S

P S

P S

S

P S



e META-ANALYSIS: MODIFYING ATTITUDES T3WARD DISABLED PERSONS

Report ID#:

Reference:

INFORMATION REQUEST

Coder:

Date:

Author's address:

Dependent measure(s):

Information needed:

361



Coder Date

META-ANALYSIS: MODIFYING ATTTTMDPS
TOWARD DISABLED PERSONS

COMMENTS ON STUDY

(Brief abstract, if not on report; special strengths, weaknesses, significance;
nuances of treatment, design, assessment; conclusions)

ID # Author(s)/Year Abbreviated Title & Source

363 388



EFFECT SIZE COMPUTATIONS

ES......

es-
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ID #

Coder Date

META-ANALYSIS: MODIFYING ATTITUDES
TOWARD DISABLED PERSONS

COMMENTS ON CONVENT1COS

Author(s)/Year Abbreviated Title & Source

367
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I

Date

Date

Coder Date

META-ANALYSIS: MODIFYING ATTITUDES
TOWARD DISABLED PERSONS

REPORT DISPOSITION

Author(s)/Year Abbreviated Title & Source

1. Coding subsumed other reports.
ID # or #'s of other reports:

2. Coding complete except for ES's.

3. ES's computed

4. ES's checked

5. Abstract available

report

comment sheet

6. COMMENTS CN CONVENTIONS sheet

7. COMMENTS ON STUDY sheet

8. Additional information needed from author(s)

a. Form completed

b. Request sent

Date

c. Additional information received

d. Follow-up or thank you sent

9. A vs. C, B vs. C Log Sheet

Date

Date

369 9.1



APPENDIX C*

CODING CONVENTIONS

(1) Conventions for Use of Coding Instrument

(2) Computation or Effect Sizes

(3) Conventions Addenda

*The pages for Appendix C are numbered in two ways: (1) consecutively with
the rest of the report, and (2) based on the coding instrument categories
and page numbers, as discussed in Chapter 3. The first number is (1); the
number following the colon is (2).

371
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META-ANALYSIS: MODIFYING ATTITUDES TOWARD DISABLED PMSONS

CONVENTIONS FOR USE OF CODING INSTRUMENT

General Instructions

1. Use of Numerical List. When you pick up a report to code, put your

initials and the date next to the report ID# on the Numerical List of

reports. When a report is used for a reliability check, write "Rel." and the

date next to the ID# on the Numerical List. If the information to code one

or more primary effect sizes is available, but information for one or more

others has to be requested, indicate that on the Numerical List by writing

"Info. Req." by your initials. When the information arrives and you are able

to code the report, scratch out the "Info. Req." note. If no ES can be coded

without additional information, have the report removed from the Numerical

List and make a marginal note on the Alphabetical List that information has

been requested. Put it back on the lists, with a new number, when the needed

information arrives. The purpose of these procedures is to make the

Numerical List the source for a quick check on the status of coding--both for

general information and for deciding when reliability checks are appropriate.

2. EFFECT SIZES and INFORMATION REQUEST Sheets. The first step in coding a

report, after skimming it to get a general sense of purpose and procedures,

is to till out an EFFECT SIZES sheet. If information is not available to

compute the primary ESs, do oot code the report. Complete an INFORMATION

REQUEST sheet and give it to the secretary. Attach the report and the EFFECT

SIZES sheet to the REQUEST sheet. Once a letter is written requesting the

information, the report and ESs sheet will be put in the "Information



Requested" stack in Room 423. When the information arrives, retrieve the

report and code it.

3. COMMENTS ON STUDY Sheets. Complete a COMMENTS ON STUDY sheet for every

report you code, even if the only comment written on it is "No comments" or

"Abstract in article ". If the report does not have an abstract, write a

brief one on this sheet. Be certain to write on this sheet any

characteristics of the study that may be helpful or interesting in later

organization or interpretation of analyses. Such things as gender balance if

exact figures are not available to be coded, other design or sample

characteristics, treatment characteristics, interactions of in'..erest but not

coded, authors' comments indicating special significance or interpretations

of results, and good discussions of test validity are among the types of

comments to record. Also, note the reasons for important coding decisions

that may be questioned later such as why a dependent measure was not used in

an effect size.

4. EFFECT SIZE COMPUTATION Sheets. Be certain to record all major steps in

your computations of D's, correlation coefficients, and variance ratios. If

additional sheets are needed, enter the Report ID# on each and staple them to

the FS COMPUTATION sheet for the study. Submit COMPUTATION sheets along with

the Coding Instrument and other sheets to be filed once you complete the

coding of the study.

5. COMMENTS ON CONVENTIONS Sheets. Whenever you have difficulty coding a

study, note on a COMMENTS ON CONVENTIONS sheet the difficulty and how you

resolved it. The difficulty might involve how to define groups for ESs, an

instrument that doesn't fit well into any category in u.6. (p. 11), a study



which involved more than the 999.9 total hours provided for in C.7.e. (p. 7),

difficulties in fitting delivery modes to the categories in C.4.a.(2) (p. 6),

and so on. We will use the COMMENTS ON CONVENTION sheets both in

interpreting analyses and in writing the final report.

6. Entering Numerals. Be sure that the numbers you write on the Coding

Instrument can be read by the person keypunching. That means that they must

be dark enough to be legible, and written carefully so that numerals will not

be confused.

7. Coding Time. It is best to code a report in a single sitting if

possible. Enter your start and stop time at the top of page 1 so that you

can complete item G.1. at the end of the Coding Instrument. If you are not

able to complete a report in one sitting, be sure to repeat your previous

reading to the point where you have an adequate context for the coding,

Paso, enter the stop and start times for eacn of the sittings so that you can

add up the times for category G.1.

8. Completing Spaces. Each code space must have something in it. Be sure

to fill in all spaces, including leading zero's (eg, ID. #0024), plusco and

minuses, and x'&. Many of the categories in the Coding Instrument have a

code for indicating "not applicable" or "can't tell." In cases where

specific data are called for, such as the percentage of males in the

411 experimental and control groups, and the data are not available, insert x's.

Also, if an ES is coded for a pre-post, single-group design, or similar

design, enter x's in any control group spaces, if a "Not Applicable" code is

available.

11
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9. Completing Checklist. Be sure to go over all items on the checklist

after coding a study. A REPORT DISPOSITION sheet should be completed on

every study ald COMMENTS ON CONVENTIONS and COMMENTS ON STUDY sheets should

be completed as appropriate. On the COMMENTS ON CONVENTIONS sheet, note any

special difficulties in coding, any use of "other" or "combination"

categories that raise questions about the adequacy of the other categories,

and any decisions not covered by the Conventions that you had to make about

category definitions in order to code the study. The COMM ns ON STUDY (COS)

sheets will provide a source of information about each study that will be

more easily accessible than items on the completed Coding Instrument. If the

report does not include an Abstract, write a brief abstract on the COS sheet.

Also, note anything that makes the study particularly noteworthy, such as

particular strengths or weakness, unusualness of approach or population.

Also note any nuances of treatment, design, or assessment that may not be

obvious or noticed on the Coding Instrument. In analyzing the data and

writing up the results, it will be important, but difficult, to "keep in

touch" with the many studies we will have coded. The COS sheets will be

crucial both for alerting us to significant study characteristics and

variations and for identifying studies to review again, and even re-code, to

assist in our interpretations and discussions.

10. One Study/Multiple Reports. When multiple documents report analyses of

the same data, they should be coded as a single study. One document may be

adequately comprehensive to include others (e.g., a dissertation which

encompasses one or more articles published from it, or a preliminary report

encompassed by a final report). Assign an ID# to the main report and list

the other documents with the same ID#, but with A, B, etc. added. Or, the
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data in multiple reports may all come from one study, even though no on'

document is totally comprehensive; in that case, score the multipi3 reports

as if they were one. Assign an ID# to one of the reports (the major one, if

such can be identified; or, failing that, the one with the earliest date; or,

finally, by alphabetizing authors' names, then titles). Use that ID# with an

A, B, or C, etc. (ordering by authors' last name and then by date of

publication) on the other reports. Use only the ID# for the coded or major

document in the data columns of the coding sheet but be certain that the

Coding Instrument and the REPORT DISPOSITION sheet have recorded on them the

4.dentification number of any subsumed document. On the EFFECT SIZES sheet

and at the bottom of page one of the Coding Instrument, where the ESs are

described, use the ID number and letters to indicate the articles from which

the different effect sizes were taken.

11. Reading. Typically, you should skim each report before attempting to

score it. Often you will find information in unexpected places. For

example, you may find information de--r-ibing the sample in the Conclusions

rather than in the Sample section. In dissertations, the Acknowledgments can

be a rich source of information for example, in regard to whether persons

other than the author carried out the treatment or .gathered data.

12. Rounding Computations. In computing effect sizes (ESs), carryout

computations to the fourth decimal place and then round the ES to two decimal

places. (You may also need to round in inserting other numerical data.)

Round up if the number in the third decimal place is 6 or higher, if it is a

5 followed by a 6 or higher, or if it is a 5 followed by a 5 which is

foliaged by a 6 or higher.



CODING INSTRUMENT

A. GENERAL INFORMATION

The Coding Instrument is set up with four columns for effect sizes.

Some studies may have fewer than four effect sizes, some may have mot When

there are more than four effect sizes, use multiple Coding Instruments. The

ES numbers should be filled in at the top of each sheet. Complete an EFFECT

SIZES sheet before assigning ES numbers.

A.1. Project code. To identify IBM cards for the project, the code M A

(meta-analysis) will be punched in each. The project code is typed on the

Coding Instrument.

A.2. Report ID#. Write in the ID number of the study for each ES. Be certain

to fill in all spaces--using zero's not x's. The ID number will be the same

for every effect size for a study. For multiple documents scored as one, use

one IC# (see prior item 8).

A.3. Card numbers. Card numbers '411 be typed on the code sheets.

A.4. Year of publication. It is assumed that all studies will have been

published in the twentieth century, so insert the last two numbers of the

publication yea,.. Note that for dissertations, the date of the dissertation

is the number to enter, not the date on which it was included in Dissertation

Abstracts. If a report does not have a date on it, go to its list of

references and find the most recent reference, add two years, and then enter

that date. Note the asterisk (*4.). Whenever an asterisk is included for a

40 category, the information is the same across all EIS.
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A.5. Type of report. 'Dissertation" refers t^ a doctoral study and "thesis"

refers to a master's study. Unpublished report ("7") includes all

unpublished reports other than convention papers ( "6 "), including government

reports, reports that are part of occasional paper series, and mimeographed

publications of a research center. If multiple reports are available for the

same study (e.g., a dissertation and a journal article), code "9" and enter

the types of reports used.

A.6. Effect Size(s).

Description of ES Comparison(s)

The number of effect sizes is a Function of the number of dependent

measures and the number of comparisons which are of interest. Complete an

EFFECT SIZES sheet, providing a brief description of each effect size,

including the dependent measure and the groups compared (see A.6.d. below).

List primary effect sizes (see A.6.c., below) first, followed by secondary

effect sizes. Then, enter in the left hand column of the Coding Instrument

the ES# from the EFFECT SIZES sheet. These will Qe the numbers which you

will place at the top of each page and which you will enter in A.6.b. ID of

ES. Also enter the ES descriptions. Be certain to paper clip the EFFECT

SIZES sheet to the Coding Instrument when you are done with the report.

A.6.a. N of ESs. The N of ESs is taken from the EFFECT SIZES sheet. Two N's

will be entered: The N of primary ESs and of secondary ESs. That is the

number of primary effect sizes will be entered in each primary ES column, and

the number of secondary effect sizes will be entered in each secondary ES

column. Even if there are Prior Contact secondary ESs (see A.6.d., #'s 13,

14, 15), enter the number of secondary ESs coded on the orig!nal Coding

399
380: A-2/CI 1-2



Instrument (pp. 1-16) only. The number of Prior Contact secondary ESs will

be coded on page 1 (I.9) of the Prior Contact Coding Sheet. For studies for

which information is lacking to code ESs, but for which statistical

significance results are a-c_ilable (coded on the ES Information Missing

CODING INSTRUMENT), the N of ESs is the number you would code if ES data were

available. If there are two sets of ESs for a report, one coded on a regular

and one on an ES Information Missing CODING INSTRUMENTi.e., ID# (*)--the N

of ESs is entered separately for each set.

A.6.b. ID of ES. Fill in the numbers assigned on the EFFECT SIZES sheet.

Note that although the N of ESs is figured separately for regular and Missing

Information sets of ESs, ES ID numbers are to be assigned serially for all

ESs, with the regular ESs numbered first. The keypunch operator will punch

the ES number from item A.6.b. You should write ES numbers at the top of

each page for your own information as you code.

A.6.c. Level. Two levels of ESs will be scored: Primary and secondary. A

"primary" effect size is one which involves the comparison of a treatment

group with a control or placebo group or the comparison of two treatment

groups. If a delayed posttest is administered, treatment vs. control/placebo

or Treatment A vs. E comparisons for it also yield primary ESs. For pre-

experimental single-group designs, pre-posttest comparisons yield primary

ESs.

"Secondary" effect sizes are of two types: Interactions, and treatment

comparisons within levels of classification variables, i.e., within a

subgroup. For example, in addition to comparing an experimental and a

control group for the total sample, data may be available for a treatment-
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control comparison for males and for females. These data may be part of a

table for which there is an interaction effect size, or may be presented in a

table even though the interaction effect was not analyzed.

A.6.d. Type of comparison. A "treatment group" is one to which some treat-

ment or intervention has been applied. In some studies, interventions to

modify attitudes will be compared with each other, with no control or placebo

group. This will yield "Treatment A vs. B" comparisons. If, however,

Treatment A and Treatment B, or Treatment Al, A2, A3 (i.e., the same

treatment is applied to different groups), are each compared to a control or

a placebo condition (C), code the A vs. C, B vs. C, or Al vs. C, A2 vs. C,

etc. ESs, but not A vs. B or Al vs. A2, etc. Enter the study on the A vs. C,

B vs. CL22. Sheet for easy identification in case we later want to run A vs.

B analyses. A "control group" is one to which no treatment has been

applied, while a "placebo group" is one which receives a treatment intended

to have no effect. In a study with more than one control or placebo group,

unless the groupS are clearly different, pool the means to compare with the

treatment means in ESs. With a separate-sample, pretest-posttest, control

group design (Campbell & Stanley, p. 54), code the design as "1" and code the

pretest group as a control group throughout.

As you gL, through the coding sheet, you will find that data spaces are

often labeled "experimental" and "control". In coding: experimental =

treatment. Use the "control" space for placebos, too. For Treatment A vs. B

comparisons, use the "experimental" space for what you have labeled on page 1

as "Treatment A" and the "control" space for what you have labeled,

"Treatment B". If, in a comparison of two treatments, one can be expected to

be more powerful than the other, label it "Treatment A. For example, if one

t n1
2 1 V
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group is provided information about disabled persons in an effort to change

attitudes and another group in the same study is provided the information

plus contact with disabled persons, the latter treatment would be assumed to

be more powerful, with its combination of elements. It would be labeled

Treatment A, and coded in the "experimental" group spaces. If no potential

difference in treatment power can be discerned, the labeling of Treatment

A's and B's (and C's and D's, etc., if necessary) is arbitrary. It is

essential in any case that the same order be preserved in entering data

throughout the codimj sheet.

"Pre-post" effect sizes involving pre-posttest data from the same

group ("4"), will be coded only for single-group, pre-post designs and will,

for that pre-experimental design, be primary effect sizes.

Factorial designs yield secondary ES's to be coded. Four types of

interactions are identified specifically on the Coding Instrument: Treatment

by gender ("5"), treatment by age/grade ("6"), treatment by testing ("7"),

and treatment by personality ("8"). In addition, there is a place to

specify an interaction involving some other classification variable ("9").

"Treatment by personality" refers to an interaction between the treatment and

levels of a personality measure of some sort. Specify the personality

40
measure in the space provided. For interactions, Eta 2 will be the effect

size. Typically, the only within-group secondary ESs to be coded (including

for single-group, pre-post designs) are for gender ("10"; "11"). But if

results are reported by grade (or age) level and differ across grade (or age)

levels, code within-grade or within-age level ESs. In a factorial analysis

in which the tcr.,-.tment by gender (sex) interaction (or treatment by grade

interaction) is reported, within-gender (or within-grade or within-age level)
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ESs are redundant; code only the interaction ES, but note on the COMMENTS ON

STUDY sheet the pattern of treatment by gender or treatment by grade means.

The "other" category ( "12 ") would be coded for within-grade or within-age

ESs, or for another such comparison of special interest.

Categories "13", "14" and "15" are used for Prior Contact ESs. Enter

"13" if Lhere is an analysis of prior contact levels within the treatment

group; enter "14" if there is analysis of treatment effects within prior

contact levels across groups (as treatment effects within levels of gender

were coded); enter "15" if the interaction of prior contact and treatment is

analyzed. If "15" can be coded, do not code "13" or "14". If "14" can be

coded, do not code "13 ". If more than one definition of prior contact (e.g.,

number and frequency) are analyzed separate 1, or if quality of prior contact

is analyzed separately, each is the basis for an ES.

A.7. Target Population. The target population is tne universe or group to

which the researcher would like to generalize. "Zero" is scored if there is

no mention of such a group. "1" is used if the term. " target population,"

is used in discussing the purpose of the study. "2" is scored if

characteristics of the target population are mentioned explicitlyas, e.g.,

"The results of this study are meant to be generalizable to the attitudes of

middle-class high school students toward persons who are blind." If the

target population is actually described using data, such as from national

tests or the census, "3" is to be scored. Combinations to be scored are

indicated. Codable references to target populations will be found in the

sections on Purpose and Methods. Despite what is said on item 10 above (p.

4) in regaLd to finding information in unexpected places, do not infer the

41'3
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target population from the Discussion or Conclusions sections, as the issue

is whether the target population was identified prior to the study.

A.8. Accessible population. The accessible population is the group from

which the researcher drew the sample or samples. It may be identical with

the target population. Or, when the researcher uses all of an accessible

group- -e.g., all of the students in the fifth grade in a school district or

all students in a college of education--the accessible population and sample

are identical. If, however, the researcher uses an "available" subgroup

(e.g., 50 students enrolled in two sections of a college course or two

classrooms of fifth-grade students in a school or school district), that

group is his/her satople, "drawn", however inappropiately, from a larder

accessible population (e.g., all students enrolled in the course and similar

course, all students in a college, all fifth-grade students in a school or

school district). This distinction may be difficult to make. But the

question to ask is, were other similar Ss available within the context from

which the researcher selected the group or groups to use? Researchers

usually consider the convenient (i.e., captive, intact) groups they use to be

samples; rarely is it intended that the convenient sample encompasses the

entire accessible population. In many cases, the sample will be defined or

described, but not the accessible population; and, rarely are they identical

unless the researcher says so specifically.

If the term "accessible population" is used to describe the group from

which the sample was selected, code "1". If general characteristics of the

accessible population are indicated, code "2". For example, the report might

say, "Junior and senior students were selected from four urban Chicago high

schools." If, however, the characteristics op, ithe accessible population are

404
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described based on data available prior to or part of the study, code "3".

For example, the following would be a "3": "The sample was drawn from the

senior class of nursing students at the University of Illinois, Made up of

60% females and 40% males, 30% had at least one year of experience working

in a hospital." Use codes for combinations of 1, 2, and 3, as appropriate.

Note that in many cases the researcher may describe the sample for the

research but not mention accessible population. In that case, code "0".

9. Replication. Replication involves repetition of a study to determine if

the findings will hold up under either the same or different conditions.

"Direct replication" refers to a study conducted with the saw, population and

treatment conditions as the prior study. "Systematic replication" involves

planned variation in population and/or conditions. A replication may be a

repetition of prior research (A.9.a.), or there may be a replication within a

study (A.9.b.), as when a researcher carries ouc a study at different grade

levels or in different schools or with subjects with different

characteristics to determine if the results will hold up across the various

conditions. A study may involve both replication of other research and

replication within itself. If research is reported in which there are

applications of the treatment to different populations of Ss, which should

not be pooled to get ESs, code "3" in category A.9.b. within study, even if

researcher apparently had not intended to carry out a replication, and

note what you have done on the Coding Instrument and on the COMMENTS ON

CONVENTIONS sheet. If the chronological order of within study replications

is clear, those applications of treatmeat following the first one are coded

as replications; if the chronological order is not clear, code all

applications as replications.

4
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B. DESCRIPTION OF SAMPLE(S)

B.1. N: a. of total sample. The number to be inaertad here for primary ESs

is the total number of subjects included in the effect size data at the time

cf data analysis--that is, the number in the comparison with which the

project ended, not started. If N is presented, and no other information is

provided or inferable from analysis tables, assume that it is the N at time

of data analysis. Sometimes the total N will not be given but can be

inferred rather precisely from references to the number of groups and whether

they are of equal size, or from the degrees oL freedom in anal,sis tables.

For secondary ESs, enter the Nat data analysis for the Ss included in the

particular ES. For example, if the total N was 100 with 50 females and 50

males, 100 would be entered for the primary ESs (if they involved all Ss) and

50 each for the treatment-within-gender, male-female secondary ESs. If the

number of classrooms, but not the number of students, is given, use 25

Ss/class at the elementary level and 30 Ss/class at the secondary school

level to estimate N and n's unless there is an indication that regular

classes were not used.

B.l.b. of experimental Ss. This is the number of students in the analysis

(see B.l.a. above) for the treatment group for the particular effect size

being scored. In a pre-post, one-group design, enter the group N here and

put x's in the control group spaces (B.1.c.). For interaction ESs which

involve more than two treatment groups, enter x's both here and in the

control group spaces.

B.l.c. of control Ss. Again, this is the number of subjects in the control

group (or Treatment B or placebo group) for the analysis (see B.l.a. above)

111 406
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for the particular effect size being scored. For pre-post, one-group designs

and interaction ESs, enter x's.

B.2. Sample selection. Many reports do not mention how the sample of

subjects was obtained, and it not be obvious from the discussion. In that

case, code "0". "Random" sample selection refers to the use of a procedure

which insures that each individual has an equal chance of being chosen from a

population. In order to code "1" there must be explicit mention of such a

process or use of the term "random" in reference to selection. In some

studies, the researcher will solicit persons to be involved or will use

persons who voluntarily come into a program. In that case, "2" should be

coded. Research is often done with "capt_ve/intact" groups, such as school

classes or course sections; individuals do not volunteer, but are involved

because of group membership. Then, "3" should be coded. If, however, a

researcher uses school classes as the selection unit and then asks parents

for permission foc their children to participate, code "2". If groups,

rather than individuals, are randomly selected, code "4", unless gro:;ps are

the unit of analysis, then code "1". This category is to be coded separately

for each effect size and for experimental and control groups, as the

selection method is riot always consistant across groups.

B.3. % male. As with Ns, enter for those Ss involved in the particular ES.

If this information is not available, enter x's. Do not enter a decimal point

but simply a three-digit number. For example, 4% would be entered as simply,

004, 90% as 090, and 100% as 100. Do not estimate percentages for treatment

or control groups based on total sample information unless there is evidence,

such as mention of random assignment, that the subgroups are constituted

407
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similarly to the total group. For interaction ESs, enter x's in the

41 experimental and control spaces.

B.4. Treatment con,ext. The point of this item is to code the general milieu

41
of the research, such as whethtx it was in a public school context. The

question is, "What was the treatment a part of?"

"Elementary or secondary schooling" ("1") includes preschool as well as

K-12. "College/university education" ("2")includes undergraduate and
41

graduate education in degree-type programs, "Adult education" !"3") refers to

noncredit, noninservice type programs. 'Inservice" ("4") is job-related, but

not on-the-job education. "Work" ("5") refers to interventions conducted on

actual work sites while people are working. An example would be providing

information about disabled persons to MD's as a part of the staffing of

cases. "Community" ("6") refers to studies conducted in general community

settings, such as in a shopping mall, through newspaper articles, or through

a broadcast over general television (i.e., not closed circuit television).

41 "Recreation" ("7") refers to contexts such as parks, playgrounds, and over-

night camps.

B.5. Educational level of Ss. "Preschool" ("1") refers to subjects younger

tnan kindergarten age (age five). "Primary" ("2") includes grades K through

3. "Intermediate" ("3") includes grades 4 through 6. "Middle school" ("4")

typically includes grades 6 through 8. While this category may overlap with

"intermediate," code the Ss as referred to in the study. That is, if they

are in the sixth grade, but referred to as middle school students, enter a

"4", but if they are in the sixth grade in an elementary school, code "3".

Medical students are graduate students, "9". The point of this
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categorization is to code educational nvel as relevant to the intervention.

For example, with a proc,ram for practicing physicians or Lor teachers, Ss

would be coded as post-professional ("10"). If the program is designed

generally for adults who are not in an educational program and who vary in

educational level, then "11" should be scored.

B.6. University students according to major. If any category other than "8"

or "9" is scored in the item immediately above, code "0=not applicable" for

this item. Otherwise, enter the code for the particular major or, if the

major is not included, in the list, enter "15" and then write in the major.

B.7. Occupation of Non-student Ss. If the subjects in the stey are

students, then code "0" for this item. "Community recreation workers" refers

to persons who work in such places as playgrounds and parks, including over-

night recreational facilities--unless they clearly fall in some other

category, such as teachers.

B.B. Prior experiences with disabled persons. If the report indicates that

the Ss have had experience with disabled persons prior to the research, code AP

the appropriate category. If the report indicates that disabled persons are

in the same setting- -e.g., in a special class in a school, or in jobs at a

business--but it is not clear whether or how much contact the Ss have had

with them, code "6" or "9"; as appropriate. Reports may indicate that the Ss

have had prior experience with disabled persons, but not specify what that

experience was. In that case, "11" should be coded. If some Ss have had

experience with disabled persons and others haven't, code "12", specifying

"1" and the appropriate code or codes for the experienced S's.

42;9
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8.9. Country of subjects. The concern here is not where the research was

conducted nor the country where the report was published, but with the

country of the Ss. If, for example, a study was conducted in Germany at an

American dependent school with the children of U.S. servicemen, then "1"

would be coded.



C. TREATMENTS/INTERVENTION

C.1. Basis. Note that the concern here is with the rationale for the type

treatment or intervention, not with the rationale for doing research on the

topic. Sometimes a treatment or intervention is reported with no indication

of how the treatment was arrived at. In that ease, score "0". If the

treatment is tied explicitly to an attitude change theory, score "1". It

wil? often be helpful to check the titles of citations to see if they are to

research reports or theoretical discussions. Also, use of one of the five

category labels in Table 1 (pp. C-2 - C-3) is not necessary; they are for

organizational purposes. Look rather for the theory names under "A.

Theories" in Table 1. If the report simply refers to prior research as the

basis for the intervention or the study, but without citations, score "2".

If the study/intervention is based on prior research, but only one to three

or so studies are cited loosely, then score "3". If the prior research is

cited and discussed as part of a well-developed case for the research, score

"4". If no research is cited, but the report refers to an experience in

general or to experience in a particular school or other setting, score "5".

C.2.a. Attitude change theory. In the prior category, a "1" indicates that a

theory was the explicit basis for the study/intervention. If that was the

case, then code the theory in one of the five choices for this category. If

the theory base was not explicit, then the theory to which the treatment

seems most highly related should be coded.

Five kinds of information to use in classifying studies according to

attitude change theory are presented in Table 1: (1) The na.mes of attitude

change theories which fall within each of the four categories; (2) the names
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Table 1. major Categories of Attitude Change Theories

I. Stimulus-Response &
Behavioristic Theories 2. Conditioning Theories

A. Theories

. Hull-Spence Behavior
Theory

. Reinforcement Theory

. Yale Communication
Program

A. Theories

3. Consistency/Equilibrium
Theories 4. Social Judgement Theories 5. Functional Theories

. Classical Conditioning

. Sktnnertan Theory

. Operant Conditioning

A. Theories

. Affective-Cognitive

Consistency Theory
Balance Theory

Belief-Congruence Theory
. Cognitive Balancing
Cognitive-Dissonance
Theory
Congruity Model or
Theory

. Consistency Theory
Dissonance Theory

. Logical-Effective
Field Theory

A. Theories

. Assimilation-Contrast
Theory

A. Theories

. Katz's Theory

. Kelman's Theory

. Psycnaanalytic
Theory

. Smith, Bruner, &
White's Theory

B. Nantes

. Hovland, Janis,
& Kelley

. Weiss

B. ,lame:

. Bern

. Doob

. Staacs
Scott

B. Names

. Abelson
Brehm & Cohen

. Cartwright & Harary
Feather
Festinger

. Heider

. Leoky
Lewin

. McGuire

. Newcomb
. Osgood & Tannanbaum
Rakeach
Rosenberg & Kelley

B. Names

. Belson

. Sherif & hovland

B. Names

. Katz

. Kelman

. Smacn, Bruner, & White

. Sarnoff

. Stocland

. Adler

C. Terminology

.

.

.

.

.

.

.

C. Terminology C. Terminology C. Terminology C. Terminology

attention, comprehen-
sion, acceptance,
retention

. overt stimulus, implicit

response, overt benavior
. higher order conditioning

assertions
attitude object

attractions

anchors

assimilation
contrast

compliance

ego-defensive
function

persuasive communication . reinforcement balance latitude of acceptance . externalizationsource credibility . cues cognitive elements latitude of rejection identificationincentives cognitive relations level of adaption . Instrumental/practice4nemal cognitive unit level of noncommitmem utilitarian
rehearsal communication reference points function
effective exc,tatory conceptual arena reference scales . internalizationpotential
cormnunica:Izn

cangrulty knowledge function
object appraisal

coomunicacion eft.. -zs equilibrium

orientation
psycho-logic
sentiment relation

. social adjustment
value-expressive
function

Socratic effect
strain
symmetry
system of orientation

triad
unit relation
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Table 1. Major Categories of Attitude Change Theories (Continued)

1. Stimulus-Response
Behavioristic Theories 2. Conditioning Theories

3. Consistency/Equilibrium

Theories 4. Social Judgement Theories 5. Functional Theories

O. theory Aspects

. Changing opinions re-

sults .n attitude change
. Opiniois change when a
sub'tct has internalized
3 valuational message

. Opinions change wnen the
learner perceives argu-
ments to oe reasonable
and logical

. Variaoles affecting

acceptance of a commun-
ication are (a) observ-
able cnaracteristics of
the source, (b) the
setting in which the
communication is pre-
sented, and (c) the
strength of the argu-
ments or appeals

O. Theory Aspects

. Vew attitudes are

leaned through system-
atic control of con-
tingencies

O. Theory Aspects

Attitudes possess psy-

chological structure;
a change in the affec-
tive component will
result in a change in
the cognitive compo-
nent and vice versa

Imbalance/strain/incon-
gruity/dissonance result

in tension which forces
a change toward equil-
ibrium

inconsistencies are
'-scovered througn
thought

. "arsons who perceive
eac' other as similar
sh.-..d be attracted to

each other
. Interaction and prox-

imity should result in
positiv' attitudes

O. Theory Aspects

. An opinion that is rot
too discrepant from
that held by a person
will be accepted

. An opinion that is quite
discrepant from that
held by a person will oe
rejected

0. Theory Aspects

. To change attitudes it

is first necessary to
know the function of
the attitude to be
changed

. Attitudes change when
they no longer serve
their original func-
tions

E. Strategies/Techniques

present subject with a
persuasive communication
(may include neutral

material)
. use experts or presti-
gious persons as source

. use counter-attitudinal
advocacy (e.g., reading
a persuasive communica-

tion expressing opinion
different from one's
own with exnression and
convictio' reading and
defending an op.nion
different from one's
own under forced com-
pliance)

E. Strategies/Techniques E.

. use verbal reinforcement

. use classical condition-
ing involving external

stimuli

Strategies/Techniques

employ a person whom
subject respects to
present communication

associate person, event,
or idea with person,
event, or idea subject
respects
present opinion as
being similar to
opinion held by subject
demonstrate to subject
that attitude object is
relevant to the attain-
ment of certain values
assist subject to
recognize conflicts
within his/her value

employ prestigious
eug7estion-,

employ counter-attitud-

inal acts (e.g., role
playing, simulation)

present the disabled
as being "normal"
provide contact with

the disabled so that
respect can develop
peer tutoring
cooperative learning
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E. Strategies/Techniques

. measure a person's
point of view and
then present a
persuasive commun-

icat:on that falls
just outside the
point of view

E. Strategies/Techniques

. provide new infor-

mation and arguments
to show that atti-
tude is not useful

. remove perceived
threat associated
with at"ituee

. identify more
appropriate values/
attitudes

. show that accep-
Lince of attitude
is not the best
means of achieving

social reward
. show that accep-
tance of attitude
is not the best way

to achieve impor-
tant values



a

of authors who are associated with the four catecories of attitude change

theory; (3) common terminology within each of the four attitude change

theory categories; (4) a listing of primary aspects of theories that fall

within each category; and (5) a list of the particular strategies and

techniques for change that are likely to be used by persons operating from

each theoretical position.

C.2.b. Relationship to treatment. In some cases, articles will mention a

theory but not go on to draw any connection to the treatment or study. That

should be coded "1". If the theory is discussed only briefly in a sentence

or two as a basis for the treatment, code "2". If the treatment and study

are w111 related to the theory, code "3 ". If the author refers to the theory

only in interpreting the results obtained, code "4". If a theory is not

mentioned and you must infer it, code "5%

If the treatment involves mainstreaming only ("mainstreaming" defined as

a systematic, sustained effort to integrate disabled students in regular

classrooms for part or all of their instruction, as contrasted with bringing

disabled students into a regular classroom temporarily to provide contact as

part of a research project), it will be coded in Section C.10. In that case,

X-out the coding spaces for Sections C.3.-9. If, however, in preparation for

mainstreaming, there Is a separate, codable research effort to change the

attitudes of, for example, students, teachers, administrators, or parents,

0 code the ESs for that part of the report in Sections C.2.-9., and X-out the

coding spaces for Sections C.2.-9. for the mainstreaming ESs.

C.3. Setting. The question here is, "Where, specifically, was the researcn

conducted?" If the research was carried out in an educational context

395: C-4/CI 4-5
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(numbers 1, 2, 3, and 4 in category B.4.) as part of regular instruction

(number 1, 2, or 4 in category G.2.), code "1", unless it is clear that the

students were not in a classroom for the treatment. Also, if the treatment

is a course or part of a course and the experimental Ss are compared against

control Ss in another course or class, code "1" for the control group, too.

If., however, the control Ss are simply tested and are not part of a

structured activity, such as a course, code "13". If the setting was a

gymnasium used for regular instruction, code "1". "10=recreation facility"

is to be coded for community recreation buildings. "4=institution" refers to

a building or set of buildings housing disabled persons on a permaneit basis.

"5=group home" refers to a situation where a few disabled persons (usually 4

to 5) Live in a home-like setting. A hospital, "6", is a facility where

medical treatment is provided. If a permanant living facility for mentally

retarded persons is referred to as a "hospital", code it as "4" nevertheless.

A laboratory ("11") is a special facility for conducting research, not

typically used for other purposes. "Individual/small group" ("12") refer:: to

situations in which there is iliteroction between a small number of people,

such as a counselor and parents, or a few parents in a discussion group. If

such interaction is the case, code "12" even though the discussion may take

place in, for example, a corner of a large classroom. "13=normal life" is

used to code studie-5 in which some experience or intervention is provided as

the subjects go about their daily activities. For example, if students were

asked to simulate disabilities as they went about campus or shopped in

stores, or people were shown a film at a Lion's Club meeting, or as a short

feature at a movie theater, code "13".

1 r-
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C.4. Treatment/intervention technique(s). The major categories for coding

IP treatments are: "2", information, in which the technique is to provide

information about disabled persons as a means of modifying attitudes; "2",

direct contact, where subjects are put in personal contact with disabled

11 persons; "4", vicarious experience, in which the technique is to create

situations which will lead the subjects to put themselves in the place of

handicapped persons and feel what it is like to be handicapped; "5",

10 reinforcement, in which either classical or operant conditioning is used to

modify behavior assumed to reflect attitudes; and, "6", persuasive message,

in which a message designed with an argument intended to convince people as

to what their attitudes toward disabled people should be is presented. If

the purpose is not to present an argument, but to test the efficacy of

presentation of information through a medium (e.g., a film), code "2". If

the study investigated the relative effectiveness of different messages or of

using different media to present a persuasive message, code 7=persuasive

messages, contrast". Some in-erventions may be a combination of these

techniques, and that should be coded. For conbinations not encompassed in

"8" or "9", code "10" ("other") and specify the combination. For studies in

which the treatment is systematic desensitizatio.: (which might involve

exposure to disabled persons in imagination or through direct contact), code

"11". Typically in that case, "2" ("conditioning") will have been coded in

C.2.a. Attitude Change 212s a. When "11" is coded, there may be no coding in

41
C.4.a-e. Code "a. Information" only if conveying information is intenti 'al

and not incidental. Do code "b. Direct contact" if it is part of the

desensitization process. Code "d. Positive reinforcement" only if

reinforcement is used; i.e., do not code in that category if only extinction

is used.

I
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Usually authors will indicate which technique they intended to use. In

some cases, you will need to make a best judgment based or the information

provided. The main point is 1:o categorize studies ia their intended

intervention techniques. For example, if the intended technique was direct

contact and the subjects were put in contact with disabled persons through a

panel of speakers or through tutoring disabled pears, even though it is

likely that they would have picked up information about disabled persons,

"2" should not be coded here (although it will be in 4.a. below). On the

other hand, if a research report states that the purpose was to convey

information about, as well as to put the subjects in contact with, disabled

persons, and a panel was used for that purpose, then "8", indicating a

combined information-direct contact technique, should be coded.

C.4.a. Information, (1) Type. If the intervention did not provide informa-

tion about disabled persons, then "0" should be coded. That will be the case

for control and placebo groups, and for many studies scored in any

treatment/intervention category other than "2" in C.4. However, if it is

evident that a treatment designed with a different intent does include

information about disabled persons, select the appropriate code.

"1=etiology" refers to information about the causes of disabilities.

"2=characteristics" refers to information about the characteristics,

including abilities as well as disabilities, aspirations and interests,

vocational and social capabilities, and the kinds of activities, such as

sports, in which disabled persons cal, engage. "3=problems" refers to

information about the difficulties encountered by disabled persons, including

learning problems encountered by learning disabled students. "4" refers to

programs in which the characteristics of disabled persons are presented, with

417
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emphasis on the similarities with nondisabled persons. "7" refers to

information about the legal rights of disabled persons.

("parenting/management") refers to general information about being a parent

or managing a classroom or business. "9" ("self") refers to providing Ss

with information about themselves, e.g., how their reactions compare to those

of other parents or teachers. "10" ("social relations") refers to general

information about how people relate to one another in group/social settings

and/or how one might relate to disabled persons in such settings. For a

regular course or program (see C.4.a. (2) convention) for which the content

is not specified, code "12" and write "can't tell".

C.4.a. (2) Delivery mode. "0=none" would be coded for control groups. "1",

"lecture" refers to lecturing by a regular instructor, while "7" and "8"

refer to the use of guest lecturers or speakers. "4", "print" refers to use

of textbooks, research reports, other expository types of materials. Case

studies presented in print are coded "11 ". If a film or other material with

an identifiable title is used, for the treatment and/or placebo group, write

the title here on the coding sheet and on a COMMENTS ON STUDY sheet so that

the information can be retrieved easily later, if needed. Simulations may be

used primarily to present information rather than to evoke vicarious

experiences. If that intent is clear in the report, code '13". If the

effects of a regular course (e.g., an abnormal psychology, introductory

special education course, or practicum experience) or program (e.g., a

master's program for rehabilitation counselors or a nurses' training program)

with no special treatment (e.g., a specially selected film, special speakers)

is investigated, code "14" or "15", respectively. Indicate what is reported
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about the mode or modes of delivery or write in "can't tell" if no specifics

are given.

C.4.b. Direct contact. Each of the direct contact categories encompasses a

means by which contact with disabled persons can be provided. "1" ("as

companions") refers to time spent with a disabled person(s) without the

structure implied by other categories, such as peer tutoring, the classroom,

or supervised playground activities. "3" ("cooperative learning groups")

refers to a specific teaching approach in which students work tog-ither in

groups to attain common goals, minimizing competition among students for

grades and other teacher rewards. "5" ("as classmates, behavior modifiefl

refers to direct contact with disabled persons who have gone through a social 10

skills or academic skills training program of some sort in order to make

their behavior more acceptable to their nondisabled peers. That is true also

for "6", except here the concern was with making disabled students more

acceptable to their teachers. "0" is coded for control or placebo groups, or

for studies in which direct contact is not an evident part of the treatment.

C.4.c. Vicarious experience. Again, code "0" for control groups, placebo

group, and studies in which vicarious experience is not an evident part of

the intervention. "1" refers to situations in which the subjects are asked

to role-play situations in which they have contact with disabled persons; "2"

refers to situations in which the persons actually role-play being disabled.

Role-playing involves, as the term "role" implies, interacting with other

rersons in an acting-out situation. "3", simulation, involves the use of

devices to simulate a disability, such as using a wheelchair, having one's

hearing dampened, wearing a blindfold. Projects may also attempt to evoke

4i')



vicarious experiences through having subjects observe others who are role-

playing or undergoing a simulation ("4"), through viewing video tapes or

films ("5"), through reading case studies ( "6 "), through looking at pictures

and/or photographs ("7"), through reading works of fiction or biography

("8"), or through playing with disabled dolls or watching plays put on with

disabled puppets ("9"). If a technique to provide a vicarious experience

cannot be reasonably categr,rized in the first eight categories, categorize it

as "other" and describe it briefly. If the materials used to provide

vicarious experiences have an identifiable title, write it here on the coding

sheet and on a COMMENTS ON STUDY sheet for possible later retrieval.

C.4.d. Positive reinforcement. If the intent is to keep subjects unaware

that they are being reinforced, then "1" should be scored. If there is no

intent to conceal reinforcement--for example, students are given tokens based

on the number of times or length of time they play with disabled students

then score "2". Use "0" for control groups and for studies with no obvious

reinforcement.

C.4.e. Persuasive message. If use of a persuasive message was not part of

the study, or if a control group is used in a persuasive message study, code

"0 ". "Expert" ( "4 ") refers to one who has credibility as knowledgeable about

disabilities or some other area relevant to the treatment (e.g., attitude

theories). "6" refers to the persuasive message strategy in which a subject

is asked to present a message in a way so as to convince somebody else, with

the intent that ,-hey will thereby persuade themselves. When the comparative

effects of two different messages are studied, code "7".

401: C-10/CI 6
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C.S. Treatment/intervention to change attitudes toward. Some reports will

identify specifically the disabled group of concern; that should oe coded,

using the "other" ("18") category only if necessary. In some studies,

attitudes toward disabled persons in general, rather than toward a specific

disability, will be the target and "1" should be coded. Or, attitudes toward

the physically disabled in general, or toward those who are "mentally

retarded", will be the target; and '2" or "3" should be coded, respectively.

Educable mentally retarded persons are moderately retarded ("4") and

trainable mentally retarded persons are severely retarded ("5"). Code "6"

("mentally ill") or "7" (emotionally disturbed") according to the terminology

used in the report. "Emotionally disturbed" will usually be used in

reference to students whose behavior creates classroom problems. Include

"behaviorally disturbed" students in "7".

C.6. Treatment/intervention conducted Reference here is to the person or

persons wtr carried out the actual treatment, including such activities as

introducing the treatment, for example, a film or speaker, and participating

in the treatment if it involves, e.g., prosenting information or leading a

discussion, as contrasted with a "nonperson" treatment such as a film. "1"

("experimenter") refers to a person who is a project director and responsible

for the project. "2" refers to people--i.e., research assistants--hired to

work on a research project. "3" refers to staff who are regularly employed

in the setting where the research is carried out. For example, if regularly

employed teachers carry out the treatment/intervention, then "3" should be

scored. If the experimenter has a role in orienting Ss and someone else

(e.g., a research assistant) conducts the treatment, code "4". In studies of

naturally occurring experiences, such as the effects of contact as camp

42.1
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counselors, no treatment is actually "conducted", and "6", "not applicable",

should be coded. Code "not applicable" ("6") also for control groups (where

no treatment is applied).

C.7. Length of treatment /intervention. Following Category C.7.a., you are

asked to enter information in regard to days /week, minutes/day, number of

weeks, and total numbers of hours of treatment time. If information on

treatment length is not available, enter x's. Length of treatment is

potentially an important variable, so try to infer the length if it is not

given specifically. For example, if it appears regular class periods were

used, assume they were 45 minutes long. Assume the same for a treatment

session, unless there is some counterindication. For regular programs (e.g.,

graduate programs, internships), it will often be possible to determine the

number of weeks (e.g., a quarter is assumed to be 10 weeks; a semester, 15

weeks) but not the number of hours per day or perhaps even days per week.

Enter the data on number of weeks and enter x's in the spaces for which

information is not available.

The length of placebo treatments should be entered if available. For

control groups, "0's" will be entered, as they will receive no treatment.

When a reading assignment is part of a treatment, do not include that time in

the length of treatment unless the time Ss spent reading is clear from the

report:. Note the reading on the COMMENTS ON STUDY Sheet.

C.7.a. Information available. Some reports will not provide sufficient

information for you to determine the length of the treatment. In that case,

code "0" and enter x's in b. through e. in the experimental and control

spaces.

403: C-12/CI 7
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C.7.b. Number of days per week. Number of days per week does not refer to

full days but to the number of days during which there is exposure to the

treatment. Round to whole numbers. If, for example, students participate in

a program for four and a half days, enter "5". Or, if the treatment is a

film presented once (i.e., on one day), enter "1". Note that a control

group should be receiving no treatment, so 0's would be entered, unless those

spaces are being used for a Treatment B or placebo group.

C.7.c. Minctes/day. Enter here, if available, the numbe. of minutes per day

spent in the treatment. If treatment length is discussed in terms of class

periods or group presentations, assume a 45-minute period. For overnight

camps, use 12 hours is the estimate of contact time; and for day camps, use 6

hours. Estimate length, if possible. If length cannot be estimated, enter

x's. With a true control group, enter zeroes if information is available for

the experimental group. If information is not available for the experimental

group, also enter x's for the control group.

C.7.d. Number of weeks. Enter only whole numbers. If information is given

in months, assume 4.3 weeks per month. If the treatment is less than one

week insert x's. Assume five &iys to the week and round as appropriate when

treatment does not encompass a full five days but is more than one week.

Follow the same convention as in 7.c. for entering information for the

control group.

C.7.e. Total # of hours. Multiply the # of actual days by the # of minutes

per day and divide by 60 to obtain the total # of hours of treatment. Round

to one decimal place. If there are more than 999.9 hours in the treatment,

enter 999.9 and note the actual hours on the COMMENTS ON STUDY sheet.
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Verification of treatment implementation. Here the question is whether

the researcher made Fn effort to verify whether the treatment was

implemented as intended, including whether the control group actually

received no relevant intervention during the treatment as intended. That is,

was evidence gathered as to whether the treatment was carried out with

fidelity? If no such verification is mentioned, "0" should be coded. On

rare instances, it may seem that no verification is necessary because of the

way the independent variable is defined, and "1" should be coded. Systematic

observation ("2") involves use of a category system to score behavior to

determine whether planned behaviors occurred. "3", nonstructured

observation, involves more casual observation in which, for example, the

researcher or an assistant might simply observe an intervention and make a

judgment as to whether it was implemented properly. Subjects might be

interviewed ("4") or be given a questionnaire ("5") in order to determine

whether they perceived intended variations in treatments as one check on

whether those variations occurred. Also, the researcher might debrief the

persons who carried out the intervention to determine whether they thought

that they had implemented it successfully ("4=intervener follow-up). If a

combination of verification techniques is used, score "7" and enter the

numbers for the separate techniques.

S

C.B.

I

I

C.8.a. Reporting. If no verification was attempted, code "0". "1" should be

scored if data are presented and simply referred to with no analysis. "2"

should be scored if data are presented and some sort o. analysis--e.g., the

statistical significance of differences between proportions of behaviors for

treatments--is reported. If the author or authors simply assert that they
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gathered data that indicated verification, or that their unstructured

observations indicated implementation, then score "3 ".

C.8.h. Degree of implementation claimed. If "0" or "1" was coded in C.8.,

code "0" here. Probably no author would indicate that he or she failed to

implement the treatment; or, at least, no such article would get published.

"1=none", is to be scored if, despite an apparent effort at verification

treatment, no claim is made in regard to implementation. It is also not

likely that "2=some" will be coded frequently.

C.8.c. Basis for author's conclusion re implementation. If "0" or "1" was

coded in C.8.b., code "0" here. Sometimes authors will claim that the

treatment was carried out, but give no basis for that conclusion. In that

case code "1 ". If the author simply refers to a judgment made, for example,

based on observations, code "2". If statistically significant differences

between treatments--for example, in terms of intervener- behavior--are

reported, code "3". If the author simply reports data and claims that

inspection of the data confirms verification, code "4%

C.8.d. Actual implementation. Here you must make a judgment, based on your

best reading of the report, as to how well the treatment was implemented.

C.8.e. Description of treatment adequate for replication. The pint of

concern he is not whether the treatment could possibly be carried out by

someone else interested in changing attitudes toward disabled persons, but

whether another researcher interested in repeating the study would have

enough information about the treatment to repeat it with fidelity. The

question to ask is, if I were to attempt to repeat this study, how confident

425
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would I be that I could carry out the treatment as it was conducted the first

time?

C.9. Treatment validity. Even if a treatment is implemented with fidelity,

the subjects may not experience the treatment, intervention, or conditions

as intended by the researcher. The subcategories here get at various

dimensions of treatment validity, of which fidelity of implementation is one.

The question is, if the treatment had an effect, or failed to have an effect,

was the outcome likely due to the treatment as intended or due to associated,

but unintended, aspects of the treatment?

If secondary ESs involve within-gender treatment comparisons, use the

coding for the treatment main effect ESs unless there is reason to think

validity differed by gender. For interaction secondary ESs, make an overall

judgment of validity for each category in C.9.

Many times authors of research reports will not provide the information

necessary to determine whether treatment validity is threatened. For

example, often no evidence will be reported to verify that the treatment was

presented as intended. Or, the author will not address the question whether

the Hawthorne effect or some other effect might have been an unintended part

of the treatment or intervention. If there is a lack of information as to
41

whether a threat was present, code "0=can't tell". At the same time, you

should use your common sense and knowledge of intervention settings to decide

whether a threat is plausible. Cases may arise where a category of treatment

validity does not apply. For example, in coding a pre-post, single-group

study, "c. John Henry" would not be relevant. In such cases, code "5".

C.9.a. Implementation. Enter here the number which you coded in C.8.d.,

Actual Implementation, above.
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C.9.b. Hawthorne. The Hawthorne effect refers to influences on the behavior

of subjects simply because they are aware that they are partic.nating in an

experiment. Such an effect might occur, for example, when students in a

psychology class vst volunteer to participate in an experiment for class

credit, when it is announced to subjects that they are part of a research

project. or when Ss are brought into a laboratory for special treatment. On-

the other hand, if there is no reason to think that students would be aware

that they are part of an experiment--for example, a film is presented by

their teacher as a regular part of course instruction--then code "1",

indicating that there was no plausible threat.

C.9.c. John Henry. The John Henry effect occurs when members of the control

group recognize that a treatment group is getting special treatment, and

"work harder" in order to show that they can perform as well without the

special treatment. It is probably not a common factor in attitude research,

as contrasted with research where some sort of achievement is assessed as an

outcome. Foc pre-post, single-group designs, enter a "5", as "can't tell"

is not pertinent and "1" would te a positive design indicator.

C.9.d. Treatment diffusion. Sometimes in educational and psychological

research the subjects in different treatment groups will communicate with

each other, so that a control or placebo group becomes aware of and/or

knowledgeable about the treatment, thereby "washing out" the planned

differences between the groups. Code "5" for a pre-post, one-group design.

0

C.9.e. Dissatisfaction/resentment. Groups of subjects who perceive that they

are receiving a less desirable treatment, a more demanding treatment, or an

overly demanding treatment may become dissatisfied and/or resentful, adding a 411

427
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characteristic to the independent variable not planned by the researcher.

40
Disruption by the treatment that causes resentment wculd be scored here;

disruption that makes the treatment difficult for the intervenor to handle is

4,0

coded in C.9.f.

C.9.f. Novelty/disruption. If an intervention is new and exciting to the

students, or if it #isrupts daily routines, that may be an unplanned

treatment characteristic. However, if novelty is a planned aspect of a

short-term intervention--for example, that it is unusual to be around

disabled persons--then it is not a threat to the treatment validity.

Particularly if the treatment is a one-shot affair, novelty may be an

important planned characteristic. However, if the treatment is intended to

be used over a long period of time (e.g.; as a regular part of a class), then

novelty/disruption Lecomes a concern in answering the basic question for this

category, Would the effects hold up if the subjects were exposed to the

treatment for a longer perioe f time than reported in the study?

C.9.g. Experimenter effect /expectations. Here the question is whether as a

part of presentation of the intervention, experimental expectations were

conveyed in such a way that those expectations become part of the treatment,

affecting the results. Experimenter, effects will usually be a concern. when

the researcher conducts the treatment. The concern will be especially great

when there are no checks on the way in which the treatment is presented, on

how the experimenter is perceived, or on whether expectations are projected

to the subjects (such as when the introduction of stimuli, such as films,

might be affected by the researcher's knowledge that he or she is presenting

411 to a treatment or placebo group).

409: r18/CI 9

44.3



C.9.h. Treatment/experimenter confounded. When an intervention is carried

out by only one person or very few persons, the treatment is confounded with

the personal characteristics of the intervener--for example, the enthusiasm

or lack of enthusiasm of the intervener. This category is related to

experimenter effects. However, that category, as used here, refers to

conveying expectations based on knowledge of or desires for the research.

The concern here is that any intervener, experimenter or not, brings personal

attributes to the intervention situation, regardless of their knowledge.

Unless these specific characteristics are "averaged out" over a number of

interveners, the treatment effects cannot be separated from the personal

characteristics of the intervener.

C.9.i. Test treatment int'raction. Part of the Ss experience with the

treatment may be due to the fact that they were sensitized by the content or

methodology of a pretest or a posttest. In that case, the testing experience

becomes a part of a treatment not anticipated by the researcher, and a threat

to treatment validity. This category is related to the later one, D.10.d.

Reactivity of measure, and should be scored in that context. That is, the

more reactive the test, the more likely it is that there was test-by-

treatment interaction.

C.9.j. Multiple treatment interference. There are two types of multiple

treatment interference. One occurs when, within a research project, the

subjects are exposed to more than one treatment; the ocher occurs when

subjects have participate(' in one or more prior research projects which

affect their reactions to the treatment in the reported project. In both

cases, then, the treatment experienced by the Ss is not what the researcher

intended.

4 2.9
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C.9.k. General Treatment Validity. Given the conception of a treatment (the

treatment construct) which the researcher had in mind, what was the general

validity of the treatment as carried out? Make your judgment based on your

coding of categories C.9.a. through CAj. above. Although it is difficult to

specify a particular numerical formula for combining those ratings to arrive

at a General Treatment Validity score, an excellent rating ("1") would mean

that most of the sub-categories received "l's" (not a plausible threat) with

not more than one or two "can't tell" ("0") ratings; if any minor problems

("2") or substantial problems ("3") are indicated, the construct validity

should be rated "fair" ("2"); if there are more than two or three

substantial problems coded and/or one or more major problems ("4"), then

"poor" ("3") should be coded.

C.10. MAINSTREAMING. As indicated in C.1., mainstreaming as a treatment/

intervention technique, in which disabled students are integrated into

regular classrooms for one or more periods a day (see also C.2.b., p. 18), is

coded separately in this section. If research on the use of other

techniques to modify attitudes toward disabled persons prior to mainstreaming

is reported, those treatments should be coded in the prior sections, and the

Es columns X'd-out in C.10.

C.lO.a. Presence. The purpose of this category is to be able to sort out

easily all mainstreaming studies, whether scored in the prior sections or

not. "1=main6treaming only" refers to studies not coded in the prior

sections. If an investigation of changing attitudes prior to mainstreaming

was coded, code "2" here and X-out the coding categories in Section C10 for

these ESs. If research into the effects of mainstreaming was not part of the

study, code "0" and X-out Sections C.l0.b.- C.l0.o.

430
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C.10.b. Type of study. Sometimes when mainstreaming is implemented in a

school or school district, a research study will be pla_ned as part of the

implementation. In that case, code "1=planned". In some cases, once the

mainstreaming is in place, someone decides that it would be interesting to

gather information on the attitudes of mainstreamed vs. non-mainstreamed

children, even though it had not been planned prior to the mainstreaming. In

that case, code "2=post hoc". In terms of design, post hoc studies will

typically be scored as static group designs in the Internal Validity section

(E.1., p. 13). Remember, if a post hoc mainstreaming study is

correlational--that is, it does not involve comparisons between groups of

students categorized as having been involved in mainstreamed vs.

nonmainstreamed programs, but instead attempts to obtain indicators of amount

of contact and correlates amount of contact with attitudes--then it does not

fall within the defined population of studies for this meta-analysis. If

you cannot tell from the report whether the study was pre-planned or post

hoc, code "0=can't tell".

C.10.c. Instruction in mainstream classes. If you cannot tell what type of

classroom instruction was used, code "0". (It is assumed that there was

instruction in an integrated classroom or the study would not be coded under

"mainstreaming".) Sometimes mainstreaming will occur with no particular

adaptations in the typical group-class instruction. If so, code "1". If

there is no indication of any special modification in classroom instruction,

"1" should be coded. If classroom instruction is conducted using what is

called "cooperative learning", in which students work in groups and do not

compete with one another for grades and other teacher rewards, code "2". If

individualized instruction or peer tutoring is used, code "3" or "4",

4,31
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respectively. "5" should be coded for any combinations of the above

41
instructional approached. With a "5", be sure to specify what the

combination is, writing in the numbers, including "6" if an "other"

instructional approach is used.

C.10.d. Special personnel support. Often, as part of mainstreaming, teachers

will be given special support: Some sort of preparatory workshop is provided

to acquaint them with the characteristics of disabled students and how best

to teach them (code, "2"); or, consultants are provided, such as special

education specialists, to help teachers cope with any problems which might

arise (code, "3"). Usually, any special support will be mentioned. If it is

not, code "1=none", unlesL there is some ambiguity in the report, making

"0=can't tell" applicable. Remember that this category refers to special

support. If, for example, disabled students continue to be in a special

education classroom or resource room during the day as they would have been

without mainstreaming, that is an on-going program component, not special

support.

C.lO.e. fsecial skills training for disabled students. In order to

facilitate interactions between disabled students and nondisabled students in

a mainstreaming program to, hopefully, thereby improve the attitudes of

others toward the disabled students, special social or academic skills

training may be provided to the disabled students as part of the

mainstreaming. If one or the other or both types of skill training ace

reported, code "2", "3", or "4", as appropriate. Academic skills training

will typically be a regular part of special education; code it here only if

11 something special has been added to enhance attitude change on the part of
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nondisabled students in the mainstreamed setting. If such training is not

mentioned, score "1=none". If there is some indication that such training

might have occurred, but you cannot tell for sure, cote "0=can't t 11".

C.10.f. Type of special skills training. If a study was coded in C.lO.d. as

"1", not providing training in social, academic, or both, types of skills, or

as "0", then code "0" here. Otherwise, code the type of skills training that

was provided. Coaching ("1") involves providing instructions tc disabled

students on how to behave while they are interacting or following interaction

with other persons in d real or a role-playing situation. Modeling ("2")

involves having the disabled student watch other persons, either in person or

via a medium- such as a film, perform appropriate behaviors. Counseling

("3") involves one-to-one or small group sessions in which feelings and

appropiate reactions are discussed. The use of reinforcement to make

behavior more appropriate might be applied either to the individual disabled

student ("4") or through the manipulation of group contingencies ("5") in

which, for example, the whole group would be rewarded only if all Thdividual

members behaved appropriately. Diagnostic/prescriptive training ("6") refers

to a process which is particularly likely to be applied to academic skills.

It involves careful diagnosis of the disabled student's learning

difficulties, with a prescription for specific remediation or action.

Because diagnostic/prescriptive teaching is often a regular part of special

education that disabled students are likely to be receiving anyhow if they

spend part of their day in a special classroom or resour e room, be careful

to cL:':e "6" only if it has been added as special training for the purpose of

enhancing mainstreaming. Cognitive control ("7") refers to a technique to

help students gain control of their own behavior, for example, by repeating

4,Q3
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to themselves the steps for carrying out a procedure prior to trying it.

Sometimes self-control of reinforcement is included.

C.lO.g. Special instruction for nondisabled deers. As part of mainstreaming

programs, special interventions may be provided for nondisabled peers. That

should 5e scored here. Note that the categories are identical to categories

2 through 6 in C.4. Treatment/intervention Techniques (p. 5.). If the

special instruction for or intervention with nondisabled peers is provided

prior to, and in that sense is separate from, the mainstreaming, it should

be scored as a separate treatment in the prior sections. If no special

training is mentioned, code "1". Code "0" if there is some indication that

spacial training may have occurred but you cannot tell for sure.

C.lO.h. Parent education. Sometimes as part of mainstreaming programs,

interventions will be carried out with parents to enhance their understanding

of mainstreaming and/or disabled children. If only the parents of disabled

children are involved in such a program, code "2". If only the parents of

IP nondisabled children are in -qd, code "3". If both types of parents are

involved, code "4". Unless parent education is mentioned explicitly, code

"1"; code "0" if there is some indication of training, but it is not certain.

11)

I

I

I

C.l0.i. Type of parent education. If "0" is coded in C.lO.h., code "1=not

applicable". Otherwise, code using the prfor definitions for treatment

categories.

C.lO.j. Handicapped children in mainstreaming classes. Here code the type or

types of disabilities of the mainstreamed disabled children.
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C.lO.k. Number of minutes handicapped children spend daily in mainstreamed

class. If no information is available about the amount of time spent in

mainstreaming classes each day, enter X'5. If the amount of time is reported

in terms of class periods, use an estimated 45 minutes pe- period to compute

the number of minutes per day.

C.10.1. Number of days per week in mainstreaming class period. Enter days,

rounding to a whole number as necessary. Unless there is some indication to

the contrary, assume 5 days per week. Enter x's if no information is

available.

C.10.m. Total minutes or week in mainstreaming class. Multiply the number

of minutes in C.10.k. times the number of days in 10.1. to obtain the figure

for this item, unless the number of minutes per week is stated specifically

in the report. Enter x's if the information is not available.

C.10.n. Months in mainstreamed program when outcomes sessed. Here the

question is, how long had the students been involved in the mainstreaming

program when attitudes toward disabled persons were assessed? The exposure

during the school year is of interest. Assume a 9-month school year. So,

for example, if the repot indicates that mainstreaming had been in effect

for three years, multiply 3 x 9 = 27 to get the total number of months- -

unless the report includes a more precise indicator of the months. If the

number of weeks is reported, assume 4.3 weeks per month.

C.10.o. Outcome measured for. Indicate here the Ss for whom attitudes toward

disabled persons were assessed.
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D. DEPENDENT MEASURES

Recall (Statement of General Purpose and Populations) that to be

included in this meta-analysis, a study must include the assessment of

attitudes toward disabled persons as an outcome measure. The assessment may

be direct or implicit, with attitudes indicated, for example, by choice of

playmates, willingness to associate with disabled persons, or the nature of

interactions with dise_ed persons.

If a measure assesses only attitudes toward children or other persons

generally, rather than toward disabled persons specifically, the study does

not qualify. (A general scale of attitudes toward children would be

acceptable if used to assess attitudes specifically toward disabled children

--as indicated, e.g., by instructions to Ss--aven if disabilities are not

mentioned in the items.) By the same token, measures which assess attitudes

toward mainstreaming or some other such intervention strategy do not qualify,

because scores on such assessments are not clear-cut indicators of

attitudes towards disabled persons. That is, a person may feel positively

toward disabled persons and yet believe that mainstreaming, especially under

certain circumstances, is not appropriate.

Also, behavioral measures must be clearly related to attitudes toward

the disabled. A measure does not qualify if, for example, interactions

between disabled and nondisabled S's are scored or reported so that only the

quantity of general interaction can be ascertained, with no indication of

whether the interactions were positive or negative; or, if the behaviors of

disabled and nondisabled students are not analyzed separately; or, if

interactions of nondisabled students with disabled and other nondisabled

students are not separated for analysis.
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D.1. "Attitude" defined. If the report does not contain an explicit

definition of "attitude" in its introductory sections or in a Data or

Instruments type of section, code "0". Attitudes may be defined affectively

("1")--that is, in terms of feelings toward a referent; cognitively ( "2 ") --

that is, in terms in beliefs about, a referent, although rarely will this be

the only component of a definition; or, in behavioral terms ("3")--that is,

as a manifestation of affect and cognition in approaching or avoiding a

referent. Most commonly, a combination of affect, cognitive, and behavioral

elements will be used, if any definition is given at all.

D.2. Number of dependent measures. Enter (separately for regular and ES

Information Missing CODING INSTRUMENTS) the number of dependent measures that

are appropriate for the meta-analysis (which may be different from the

total number of dependent measures for which findings are reported). The

interest is in the number of dependent measures for which ESs can be

computed, not the number of types of measures. For example, if a semantic

differential is used with two concepts (e.g., Mental Retardation and

Physically Disabled), there are two (2) dependent measures. If the specific

names of instruments are given, list the names. If the form of an instrument

is reported, list that, too. When you list the names of specific

instruments, capitalize and underline, to indicate titles. Also, list names

and forms, if available, on the COMMENTS ON STUDY sheet. If names are not

available, list the general category of the dependent measure, such as

systematic observation of behavior or teacher-made attitude scale.

D.3. Use of common instrument. Listed are acronyms for certain instruments

which are likely to be used frequently in the research being reviewed for
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this meta-analysis. If none was used in the study, code "0". The ATDP ("1")

is the Attitudes Towards Disabled Persons Scale. The OMI ("2") is the
di

Opinions about Mental Illness Scale.- The ATHI ("4") is the Attitudes Towards

Handicapped,Indl.iduals Scale. The ATBS ("5") is the Attitude to Blindness

Scale. The MRAI ("6") is the Mental Retardation Attitude Inventory. The

MTAI, revised ( "7 "), is the Minnesota Teacher Attitude Inventory. The MTAI

will be appropriate for this meta-analysis only if it has been revised so

that it assesses attitudes toward disabled persons in particular, rather than

p

toward students in general.

A measure commonly used in attitude studies is "3", the Rucker-Gable

Educational Programming Scale (RGEPS). Respondents are presented with brief

descriptions or children who exhibit behaviors one would expect of mentally

retarded, emotionally disturbed, or learning disabled children and asked to

select the most appropriate educational placement for the child, ranging from

regular classroom placement to full-time special class placement. The

placement selection is considered to be a measure of the degree of social

distance the teacher prefers to maintain between himself or herself and such

students (Horne, 1985, p. 53-54). As indicated in the introductory paragraph

to this section, such placement decisions may be affected by other factors

than attitudes toward the disabled. Nevertheless, we will include the

Rucker -Gable Scale as a dependent measure for this review when researchers

say they are using it to assess attitudes toward disabled persons. It should

be coded in D.lO.e. as having low validity. However, a report indicates

that the RGEPS was used to assess attitudes toward mainstreaming, or is

unclear as to its use, it does not qualify as a dependent measure for this

review.
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The CMI (Custodial Mental Illness Inventory), which assesses attitudes

toward custodial care of the mentally ill, with some items on mental

patients, does not qualify as a dependent measure for this review. The AAQ

and the CAQ (Client Attitude Questionnaire) are also meas6res of attitudes

toward working with the mentally ill (and, for the CAQ, toward etiology), not

of attitudes toward the mentally ill.

D.4. Common instrument modified. On occasion, researchers will modify an

instrument -listed in D.3. for use in a particular study, either to be more

appropriate for a particular population of subjects ("2") or to assess

attitudes toward different disabilities than those mentioned in the priginal

instrument ("3"). If some other modification is made, score ("4") and

indicate the type of charge. If modifications are made, they will typically

be mentioned; so if the report makes no mention of modificatic:s, code "1".

If "0" was coded in D.3., code "0".

D.S. Source of data. For this item code the source of the data for the

particular instrument used to obtain the specific effect size. If the data

were obtaiaed from the individuals themselves as, for example, with an

attitude survey or a sentence completion test, score "1". In some studies,

attitude change is gauged by asking people to assess the attitudes or

attitude change of other individuals. For example, a teacher may be asked to

assess the attitudes or attitude change of students in his or her classrooin.

Categories "2", "3', and "4" are for coding that source of data. Observation

("5") includes not only scoring behavior as it occurs, but the scoring of

transcripts of discussio-7 or the scoring of written material, such as

essays, with a coding system. A "non-project request" ("6"), involves

4 39
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obtaining responses or behaviors in a situation removed from the treatment,

to which it is hoped that the Ss will see no connection. A classic example

is Rokeach's use of responses on his Value Survey to create value dissonance

in regard to racial discrimination on the part of university students, then

WI
later having mailed to them a solicitation to join NAACP, with joining or not

the dependent measure.

11

111

p

D.6. Type of assessment. A number of types of instrumentation are listed,

most of which are fairly common. Peer assessment, "5", refers to having

individuals provide some sort of an assessment or evaluation of other persons

as an indicator of attitudes towards those assessed. For example,

nondisabled Ss light be asked to list the positive or negative attributes of

students, with the number listed the dependent measure. On the other hand,

an adjective check list, "15", provides students with a list of adjectives

and they are asked to check those which apply to certain labels, such as

"mentally retarded". "8=systematic observation" includes the use of a set of

categories to score transcripts of discussions or other interactions, as well

as live behavior, and the coding of writing, such as essays, produced by the

Ss. For instruments that assess behavioral intentions (e.g., intent or

willingness to invite a disabled person home, to volunteer to work with

disabled persons), code "17" and write in "bonavioral intention to. . .",

finishing with the intended behavior.

D.7. Source of instrument. Of interest in coding this item is where the

researcher obtained the instrument. In some cases, no "instrument" is

involved in assessment, as, when following a film or some other treatment,

students are asked to volunteer to assist disabled persons in some way and
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the percentage of volunteering is recorded. In that case "0=not applicable"

should be coded. In some cases, nc mention of a source is made, and "1"

should be coded. Instruments developed by teachers, individually or with

little or no specialized assistance, are to be coded "2", while an instrument

developed as part of a particular research project would be coded "3". If

one of the "common instruments" (D.3.) was used, or if the instrument was

developed or used in prior research, code "4 ". When a semantic aifferentie

is used, with reference to Osgood, Suci, and Tennenbaum or a similar source,

u-ing Osgood et al.'s adjective pairs with terms (such as "mental

retardation" or "mental patient") selected for the project, code "4". Only

code "3" if the researcher developed his/her own :.pt of adjective pairs. If

an instrument was modified for use in the study being coded, code "5" and

specify "instrument modified".

D.8. Development by project. If "2", "3", or "5" ( "instrument modified") is

coded in D.7., then the adequacy of description of the development process

should be indicated by scoring "1", "2" or "3". "Adequate description" is

defined as sufficient information so that you could replicate the development

process as a researcheL.

D.9. Reliability of scores. a. Mentioned? If there is no mention in the

research report of the reliability of the scores for the 3ependent measure in

an effect size, code "0". (Although "test reliability" is technically

irorrect, code reference to it as score reliability.) If reliability is

mentioned, but no coeffi-Aent is reported- -e.g., a statement is made that

"Reliability was found to be adequate" or "Researchers have generally found
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the instrument to possess adequate reliability" code "2". Code "1" only if

one or more coefficients are reported for the specific dependent measure.

D.9.b. Source. If "0" or "2" was coded in D.9.a., code "0" here. If a

coefficient or coefficients are reported, indicate whether they were computed

using data from the sample for the particular research study ("1") or

reported from other research ("2"), or a combination of the two.

41 D.9.c. Method. Of concern here is the method used to estimate the

reliability coefficient reported in D.9.d. If no reliability coefficient was

reported, code "0". If a reliability coefficient is reported, out ynu cannot

tell what type it is, score "1". Corrected split-half, Kuder-Richardson, and

alpha coefficients are all internal consistency methods ("3"). Note that

both inter-observer agreement ("5" and "6")--i.e., between observer--and

intra-observer agreement ("7" and "8")--scores obtained by the same

observer--are included. "Categorization reliability" ("9") should be coded

when the reliability of observational scores is reported, rather than simply

reporting inter-observer or intra-observer agreement.

S

D.9.d. Coefficient. If a reliability coefficient or percentage of agreement

is reported for a dependent measure, insert it here without the decimal

point. A reliability co-efficient of .80 would be entered, 80. If

coefficients obtained with more than one method are reported, choose one to

enter using the following order of preference: (1) Test-retest, (2) internal

consistency, (3) alternate forms. "4=inter-observer--%" and "6=intra-

observer--%" refer to percentage of agreement in categorizations. "5=inter-

observer--r" and "7=intra- observer--r" refer to coefficients for the

correlation between categorizations. If both percentage of agreement and a
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:orrelation coefficient are a ailqble for inter-observer or intra-observer

agreement, enter the correlation coefficient. If both inter- and intra

observer agreement are available, enter the inter-observer agreement

information. If inter- and/or intra-observer agreement are reported along

with categorization reliability, record the categorization reliability

figure.

If no coefficient is reported, enter x's. If more than one coefficient

is reported for the preferred method or in a general reference where method

is not indicated (e.g., "ReEearchers have reported reliability coefficients

ranging from .60 to .80"), enter the median of the coefficients reported.

That is, in the above example, 70 would be recorded. If coefficients are

reported for two forms of a test, one of which is used for a pretest, or for

pretest and posttest data for the same test, record the posttest coefficient.

D.9.e. Magnitude. If no coefficient was reported, code "0". Otherwise,

enter the number which indicates the range within which the reliability

coefficient for the particular ES fell.

D.10. Validity of scores. a. Discussed. if there is no discussion of score

validity (ol. of "test validity") in the report, code "0"; but if validity is

mentioned and discussed, even if somewhat superficially, score "1". If a

comprehensive discussion of validity is presented--usually encompassing

mention and perhaps justification of the type of validity, and presentation

of validity evidence from prior studies and/or the current study, code

"2=comprehensively". Mentioning a factor-analysis is not sufficient alone;

the author(s) must indicate specifically that they see the relevance to

validity.
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D.lO.b. Type. Code "Ct" if "0" was coded in 10.a. Code "1", "general" when

validity is discussed but with no indication of what type of validity the

author or authors of the report believe is involved. Face validity, "2",

refers to a claim in a report that validity is obvious due to the nature of

the items c,r the assessment. If construct validity is alluded to in terms of

either discrimination or correlationi.e., that the means of distinct groups

are different as predicted, or that the scores correlate with other non-

4P
attitude scores as predicted or yield factors expectedor if reference is

made only to "construct validity", code "3". If the construct validity is

estima,ed by having experts judge the items and/or the total test, code "4".

If the validity of the scores is estimated through their correlation with
41

attitude scores obtained on another attitude instrument or assessment

procedure, code "5=concurrent". If a combination of types of validity is

discussed, code "6", and enter the numbers for the types.

411

D.lO.c. SoIrce. If a "0" has been coded for 10.a., and 10.b., code "0" here.

If, however, vlidity is discussed, but the source of the validity evidence

or judgment is not mentioned, code "1". If the discussion of validity is

based on general references to the literature without citations of one or

more 'pecific validity studies, code "2". If one or more validity studies

are cited, code "3". If data from the project relative to validity are

presented, code "4". If validity is inferred from inspection of the tests,

but without collection of any sort of data and without reference to the

literature either generally or specifically, code "5".

D.10.d. Reactivity of measure. The question here is the extent to which it

is obvious that the assessment is related to desired treatment outcomes, with
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a likely effect on Ss' responses to the test (affecting the validity of

scores) and to the the treatment (affecting treatment, and external,

validity). A scale such as the ATDP or the ATHI so obviously assesses

attitudes toward the disabl d, with the most likely implicit assumption being

that positive attitudes are good, that it should be coded "3=high". On the

other end of the scale, when nondisabled Ss' interactions with disabled Ss

are observed without the Ss' knowledge, reactivity is likely to be absent and

"1" should be coded. An attitude scale in which items about disabled persons

are embedded within a number of other items would be scored "2=moderate"; so

would observations where the observers were visible to the Ss, but had

observed long enough, and with sufficient unobtrusiveness, that the Ss

probably had become acclimated to their presence.

D.10.e. Adequacy of validity. Based on the evidence presented in the

article, indicate how valid you believe the dependent measure is for

assessing attitudes toward disabled persons in this particular study. You

will have to weigh the evidence for validity presented in the report, as well

as the information given about the test and its relation to the definition of

attitudes for the study, if presented. For example, if the ATOP, an

assessment of general attitudes toward the disabled, is used as an assessment

instrument in a study aimed at charging attitudes toward persons with a

particular disabilility, code low ("1"); even though if used appropriately in

a study aimed at modifying attitudes toward disabled persons in general, the

ATDP would be coded as having moderate ("2") validity. Remember that the

RGEPS is always scored as having low ("1") validity.

D.11. Data collection. a. Type. If you cannot discern from the report how

the data were collected, code "0". If data were collected by regular staff

4 4 5
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of a program within which the research was conducted--e.g., teachers at a

school where the research project was ca :ried out code "1 ". If the project

director/author of the report collected the data himself or herself, code

"2". If the data were collected by a paid assistant, code "3". If the data

were collected without contact between project personnel and the respondent

e.g., through the mail code "4 ". Data collected over the telephone would be

coded according to the person who did the telephoning.

D.11.b. Blinded collection. The question here is whether the person or

persons collecting the data knew the treatment groups which Ss were in and

whether it was a pre or post assessment. "Not applicable" ("1") would be

scored only if there were no human interaction involved in the collection,

such as data collected via a mail survey or collected automatically as part

of a computerized testing program. Code, "no" ("2") for group paper-and-

pencil tests and for interview or observational data unless it is clear that

blinded collection was done; researchers may overlook the importance of

blinded collection of paper-and-pencil data, but are aware of the need for

blinded observation and interviewing, and are likely to report it. Code "3"

in the situation where partial information was kept from the collectors about

the group membership of the subjects or whether a pre or posttest was being

administered. Code "4=yes" only if it is clear that blinding was present.

Often the lack of blinding will be clear from the way in which the study is

presented for example, if the person who introduced a treatment film also

administeted the tests following the film.

D.12. Blinded scoring. The same considerations and definitions apply here as

for "blinded collection ". The "not applicable" ("1") code should be used for
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attitude scales for which scoring involves no judgment, only the addition of

pre-assigned item values.

D.13. Time of Posttest. If you cannot tell from the report how long after

end of treatment posttest was administered, code "0". In most studies, a

posttest will be administered very soon--immediately, within a day, or at the

next class sessionfollowing the treatment. In that case, code "1". If the

administration of the posttest is delayed--perhaps to obscure the relations

between the treatment and the test--code "2". If the first posttest, or

another form of it, is administered as a follow-up, code "3". If more that

one follow-up administration of a test is reported, code "3" for the ES from

each follow-op testing.

D.14. weeks after intervention to posttest. If you coded "0" in D.13, enter

x's here. If you coded "1", "2", or "3", the report should contain the time

between the end of treatment and posttesting or you should be able to

estimate the time. For same-day testing, enter zeroes. Otherwise, enter the

time in weeks, rounded to one decimal place (1 day = .1; 2 days = .3; 3 days

= .4; 4 days = .6; 5 days = .7; 6 days = .9). That is, a 2-day time period

would be entered as 00.3 weeks. If you coded "3", enter the time in weeks

between the end of treatment and the follow-up testing.
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E. INTERNAL VALIDITY

E.1. Design. T first three categories ("1", "2", "3") are the Campbell and

Stanley experimental group designs. Each assumes random assignment of the

units of analysis (whether individual subjects or groups) to the

experimental conditions. For a design with random assignment in which a

posttest for an experimental group is compared with a pretest used as a

simulated control group posttest, code "2". The only one of Campbell and

Stanley's quasi-experimental designs included here is "4", the nonequivalent

control group design. (If a nonequivalent control group design is used

without pretesting, code "8" and write in "4, posttest only".)

It is unlikely that the literature being reviewed will contain many

reports of single subject research ("5")--research in which behavioral data

are collected on individuals, commonly with a baseline, followed either by a

treatment and withdrawal of treatment to see whether the behavior returns to

baseline; or using a multiple baseline design in which the treatment is

introduced to different individuals at different times, without withdrawal to

baseline, to determine if changes in behavior occur with introduction of the

treatment as predicted.

Two pre-experimental designs are included: "6", the pre-post, single-

group design, in which there is no control group and one group is

administered a pretest, given a treatment, and then administered a posttest;

and "7", the static group design, in which the researcher identifies already

existent groups, one of which has received a treatment of interest and the

other one of which has not, and administers a posttest to each to examine the

effects of the treatment. This is a design which may turn up in reports of

research on mainstreaming.
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If "8=other" is coded, enter the Campbell and Stanley design name and

number if possible.

C.2. Assignment to groups. The preferred method of assigning subjects to

experimental groups is to assign them randomly. If a report states that

subjects (or groups, if that was the unit of analysis) were assigned randomly

or describes a process of assignment which was random, including random

assignment from strata (e.g., gender), code "1". If Ss were matched on

relevant variables and then assigned randomly to groups, code "2". Random

assignment is a desired attribute, and researchers will be eager to report

that they used it. So, code "1" or "2" only if it is obvious from the report

that a random process was used. In some cases, researchers will obtain a

treatment group and then select control subjects randomly from another larger

group or select from a larger group subjects who are matched with individuals

in the treatment group on some variable or variables. In either case, code

"3". "4" would be coded when, in a nonequivalent control group design, the

researcher randomly assigned intact groups but did not use group as the unit

of analysis. "!3", convenience, refers to what is actually nonassignment--

that is, simply using available groups as they arc constituted. The

assignment is really done by someone other than the researcher. The typical

case is the use of one classroom for a treatment group and another for a

control group, with no control over who is in which group. In a design such

as the pre-experimental, pre-post, one-group design, there is no assignment

to groups, and "6" should be coded.

E.3. Threats. The scale used here to code threats to internal validity is

the same as that used for coding Treatment Validity (C.9., p. 9). In cases

4 4 9
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where the design is generally assumed to control a threat and there is no

40 reason to suspect that the threat is not controlled, code "1=not a plausible

threat". For example, random assignment is an excellent control for

testing--that is, if groups have been randomly assigned and both are

administered the pretest, the effect of taking the pretest should be

consistent for both and the interest is in whether there is a treatment

effect above and beyond the testing effect on both groups. Maturation is

also well controlled by random assignment, as are statistical regresson and

selection. However, if inspection of the data for example, pretest data

indicates that, even with random assignment, the groups were initially

different on important variables, selection, and by extension, maturation and

statistical regression (really selection by maturation interaction or

selection by regression interaction), are also plausible threats. When

random assignment is not used, selection is a particularly plausible threat.

If there is no evidence, including your knowledge of research settings,

as to whether a threat is present or controlled, code "can't tell" ( "0 "). In

some cases, a substantial ("3") threat or major ("4r) threat mnv be present

for example, if convenience groups were used, in the absence of ev.!dence that

the groups were similar (and even without evidence that they were different),

a substantial selection threat ("3") should be coded; if the croups were not

randomly assigned and there are differences between them that might be

related to treatment outcomes, or if scores on dependent measures were based

on observer inference and the observers were not blind to the tr.eatment

conditions and/or to whether or not it was a pretest or posttest condition,

4" should be coded for selection and instrumentation, respectively.
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E.3.a. Treatment validity. Whether Ss experience the treatment as intended

is an important spect of internal validity. Enter the code from D.9.b. E3re.

For a mainstreaMing study for which category D.9.b. is not coded, enter an x.

E.3.b. Maturation. Maturation refers to "biological or psychological

processes which systematically vary with the passage of time" (Campbell and

Stanley, p. 8), independent of the treatment. Included is not only

physiological or cognitive changes due to growing older, but having subjects

grow hungry, tired, or bored. Maturation is a strong threat in single-group

designs; with treatment and placebo/control groups, the concern is whether

there was differential maturation.

E.3.c. History. Here the concern is with events other than the treatment

that occurred between the pretest and posttest aad might have had a

differential effect on results. Of concern is extra-session history (that

is, events that occur outside of the treatment essions) and intra-session

history (that is, events that occur within treatment sessions, such as

distractions from the noise of the lawn-mower, for only one group).

E.3.d. Testing. Simply taking a test may improve Ss' performack.: when they

take the test again (including the taking of an alternate form).

Sensitization, as well as practice, is a part of this effect. That is, if

the purpose of a test is obvious, as on an attitude scale, people may be more

likely to change behavior (positively or negatively) on a second testing as a

result of the first testing than if purpose of the test is not obvious to

them. Testing is a strong threat ("4") with a pre-post, single-group design;

with treatment-control designs, the question is if there is a differential

effect between the experimental and control groups.

4!"ii
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E.3.e. Instrumentation. "Instrument decay" is another term used to refer to

differences or changes in instrumentation which might account for an apparent

treatment outcome. Included would be differences in test administration

(e.g., a tost administrator who is more positive and encouraging with the

treatment group that with the control group) or data collection, especially

where observers code behaviors or comments and know they are observing

different treatment groups or know which is the pre- or the posttest. When

there is no information to inaicate that the administrator of a paper-and-

pencil test is blind to Ss' group memberships, code a "2". Lack of blind

testing with observations or interviews would merit at least a "3", and

4, perhaps a "4" depending on the circumstances.

E.3.f. Statistical regression. On retesting when a less thal. fully reliable

411

test is used, the means of groups will tend to regress toward the mean of the

population from wnich they came. This effect will be greater for extreme

groups. Consequently, when one group initially has a more extreme mean than

another group, the regression to the mean will be greater and might be

confused with a treatment effect.

E.3.g. Selection. When groups have different characteristics at the

beginning of the research study that might account for treatment outcomes,

this threat to internal validity is referred to as "selection ". Random

assignment is an excellent control for this threat, but pretreatment

differences can still be large by chance. If there is evidence, such as pre-

treatment data, to indicate that the groups did not turn out, by chance, to

be quite different on pertinen variables, or if there was random assignment

from strata of a relevant variable, code "1" with random assignment.
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Otherwise, with random assignment, code "0", unless there is evidence of

pretreatment differences; then, "2", "3", or "4" should be coded. Whenever

convenience samples are used, selection is likely to be a threat, with a

judgment about the degree dependent upon the information that is provided or

implicit about the groups.

E.3.h. Experimental mortality. When subjects are lost or drop out

differentially from experimental groups, outcomes may be due to this

differential loss of subjects rather than to the treatment. Although the

basic question is whether the cnaracteristics of those who dropped out or

were otherwise lost from different groups were sucn as to affect outcomes,

differential rates of loss or drop-out suggest that treatment effects might

be a result of loss of subjects who differed on variables related to

outcomes. E,,en though the author does not mention mortality, you may be able

to pick it up through observing discrepencies between the n's reported and

the d.f. in reports of analyses.

E.3.i. General internal validity. Based on your coding of the seven threats

to internal validity and your ge,leral evaluation of the design, assign a

General Internal Validity rating. Perhaps the best way to define high ("1"),

medium ("2"), and low ("3") validity is by specifying the extremes. A study

should receive a "1" if there is evidence that an excellent design was well-

executed. In that case, there should be no more than one or to "0" ratings

and/or no more than one or two "2" ratings. On the other end of the scale,

low ("3") would be coded for a study which had one or more "4" ratings, cr

two or more "3" ratings, three or more "2" ratings, or four or more

ratings. In addition, a design with one "3" rating with two or three
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ratings should 'le coded "3". Medium internal validity (-2") would then be

40
coded for a study which had no "4" rating, at the most one "3" rating, fewer

than two "2" ratings, and fewer than three "0" ratings.
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F. RESULTS

F.1. Statistical significance. Statistical significance will only be coded,

if available, in terms of whether results were or were not significant

at the .05 level.

F.2. Author's conclusions about effectiveness. a. Qualified? Here the

question is whether the author limited his or her interpretation of the

results based on the characteristics of the study or the need to replica e

the results. Authors may limit they:. conclusions by reference to the

restricted nature of their sample ("1"), by reference to possible

interactions between the treatment and personological or ecological

population characteristics ("2"), features of the design ("3"), limitations

in the methods used to assess outcomes ("4"), the lack or inadequacy of

efforts to verify that the treatment was actually implemented ( "5 "), the need

to replicate the study to determine whether the results are reliable or

generalizable ('6"), or some other limitation ("7") or combination of

limitations ("8"). If the last, enter the numbers of the limitations in the

combination. Recommendations for future research are not qualifications per

se; they are qualifications only if stated in times of caution in

srpreting the results of the reported study. For an interaction ES enter

an X.

F.2.b. Treatment effective? This category doc lot ask for your judgment in

regard to the effectiveness of the treatment, but asks you to code the

author's conclusion about treatment effectiveness. If the author does not

indicate whether he or she believed the trea`ment was effective, code "0".

0therwi7e, code "1" if *he conclusion is that the treatment had no effect

rr
1 )
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(including the lack of Treatment A vs. B differences); code "2" if the

author concluded that th.-.? outcomes were equivocal--that is, that a conclusion

that the treatment was effective was not clearly supported; code "3" if the

conclusion is that the treatment did produce a positive effect on attitudes

toward disabled persons; code "4" if it was concluded that the result was a

negative effect--that is, the result was less positive attitudes toward

disabled persons. Remember, what is sought is the author's conclusions in

regard to a treatment's effectiveness relative to another, and this judgment

may vary across dependent measures and, thus, ESs. For an interaction ES,

enter x.

For Prior Contact ESs, the question is, did prior contact have an effect

on treatment outcomes and, if so, what effect?

0 F.3. Effect size(s). a. Available. If information to compute an ES is not

available even though information on statistical significance is, but the

direction of the difference cannot be determined, code "0". If information is

40
available to calculate or estimate an effect size--a D, correlation

coefficient, or both--code "1", unless the effect size involves a negative

attitude change or no change by a treatment group. Then code, "2", "negative

41
change". The "2" code is not applicable to posttest-only designs, but is

applicable to pre-post designf:. In a "Treatment A vs. B" comparison, code

"2" if the group exposed to either treatment (anticipated to have a positive

40 effect on attitudes) has a decline or no change in assessed attitudes. Use

the "2" code, if appropriate, with follow-up as well as immediate or delayed

pre-post comparisons, and with secondary effect sizes. If an ES cannot be

computed, but statistical significance is available and the direction of

difference is negativ code "3". If an ES cannot be computed, but
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statistical significance is available and the direction of difference is

positive, code "4".

F.3.b. D. 1) + D. If a D can be computed or estimated--see the

COMPUTATION OF EFFECT SIZES section--code it here. Include a + or a - sign

to indicate the direction of the effect size, with a + indicating a

difference in the direction of more positive attitudes for the treatment

groups or from the pre- to posttest. When you enter a - sign, always circle

it as a remindr to the key entry operator that a - is a value to be punched,

not an inlicator of missing data. Witn a Treatment A vs. B comparison,

assume that Treatment A (the first group) is the treatment and assign a + or

- accordingly. With an interaction effect, no D can be computed, and x's

should be entered.

In using ES Information Missing CODING INSTRUMENTS, enter a + or - sign

(in this case, circling either so that it will stand out for the key entry

operator) if the direction of the group difference can be determined even

though an ES cannot be computed. Enter x's in the remaining spaces. If

direction of difference cannot be determined, enter an x in the first space

and zeroes in the remaining spaces.

F.3.b.2) Source. If no D is available, as for an interactico ES, code "0".

If an appropriate standardized mean difference is reported, code "1". If you

calculate . D using any of the means and standard deviations indicated in

3.b.3) and 3.b.4) below, and discussed in the COMPUTATION OF EFFECT SIZES

section, code "2". If the D is estimated, based on a t-test for comparison

between means or the F from a one-way analysis of variance with only two

groups, code "3". If the D is estimated from a t-test for correlated means
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for which the correlation is available, code "4". If the correlation is not

0 available and an estimate of .50 was used, code "5". If D is estimated from

the F for the treatment effect in a factorial analysis variance in which

there are only two leveis of treatment, code '6". If the D is estimated from

an F for a one-way analysis of covariance for which there is only two groups,

and the correlation between scores on the dependent measure and the covariate

is available, code "7"; if the dependent measure-covariate correlation

coefficient is not available and .50 is used as an estimate, code "8". If

the data were reported in proportions and chi-squared or Z2 is used to

estimate D, code "9". If the corresponding t value for a Mann-Whitney U or

some other nonparametric statistic other than chi-squared is used to estimate

D, code "10". If an rpb is the only information reported, and you use that

to estimate D, code "11 ". If the only information provided in the report is

an exact significance level from which you determine the value of a statistic

(t, F, Z, chi-square) and then use that to estimate D, code "12".

111

F.3.b.3) Scale of 5Cdifference. In F.3.b.3) and F.3.b.4), you are to provide

information about the elements used in computing the D for the particular

effect size, if "2" was coded in F.3.b.2) above. If any category other than

"2=calculated" was coded in F.3.b.2), code "0=not applicable". The

categories of mean differences correspond to those discussed in COMPUTATION

OF EFFECT SIZES. If the means used in computing D were the unadjusted

posttest mean, , code "1". If a posttest mean is compared with the pretest

mean of another group to simulate a control group comparison, code "1". If

pretest and poC-,test means were available so th,..t you could subtract the

pretest from the posttest means and obtain mean gains for each group to use

in the computation of D, or if change means were reported, code "2". If

439: F-4/CI 14-15

4,58



means adjusted as part of an analysis of covariance were used, code "3 ". If

the researcher used the correlation between the pretest and the posttest to

predict posttest scores and then computed residuals (the differences between

actual and predicted posttest scores), and the mean residuals were used to

compute D, code "4".

F.3.b.4) Standard deviation. Again, unless "2" was coded in F.3.b.2,

indicating that you were able to calculate a D directly, code "0". If the

standard deviation used to compute D was based on posttest data for a control

or placebo group (or pooled standard deviations in the case where there was

more than one control or placebo group), or if it comes from a pretest which

was treated as a posttest for the purpose of a simulated control group

comparison, code "1". If the standard deviation used in computing D came

only from pre-test scores--as in pre-post, one-group designs or when control

group posttest standard Jeviations aren't reported--code "2". If both a

posttest standard deviation for the control group and pre-test standard

deviations on the dependent measure for the control and experimental groups

are available to be pooled (using the formula presented in the COMPUTATION OF

EFFECT SIZES section), code "3". In the case that the standard deviation

must be obtained from the pooled posttest sums of squares based on all of the

groups in the design (see the COMPUTATION OF EFFECT SIZES section), code

"4", "5", "6", or "7", as appropriate. If the only standard deviation

available is the control group standard deviation for covariance adjusted,

residual, or gain scores and you are able to estimate the unadjusted control

group standard deviation using one of the formulae in the COMPUTATION OF

EFFECT SIZES section, code "8" for an adjusted covariance or residual

standard deviation or "9" for an adjusted gain score standard deviation.
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F.3.b.5) Mdn primary D for type of assessment. In order to have one D for

each type of assessment (as coded in D.6) which figures in the primary ES(s)

for a research report, enter the median D here in the Columns for primary

ESs. (Enter x's in the secondary ES columns.) If the number of D's is odd,

enter the middle one. If the number of D's is even, take the mean of the two

(or more) middle values. If there is only one D for a type of assessment,

re-enter it here. If the report contains ESs for attitude charm efforts

prior to mainstreaming and for mainstreaming, compute separate median D (and

correlation coefficients, F.3.c., and variance ratios, F.3.d) for the "prior"

primary ESs and the "mainstreaming" primary ESs. Also, if follow-up means

are reported, compute median correlation coefficients, and variance

ratios separately for the immediate (or delayed) assessments and the follow-

up assessment or assessments. Compute separate median ESs also if there is a

a "true" within study replication (e.g., Experiment I and II) or if results

from different populations of Ss are reported in what amount to two different

studies (e.g., use of a curriculum with attitude assessments of the students

who study it and the teachers who teach it). If the "within study

replication" coded it category A.9.b. is a pseudo-replication (i.e., you have

coded it because of the different levels of subjects, such as grade levels),

compute one median.

F.3.b.6) Mdn primary D, overall. Here the purpose is to indicate the average

ID for all dependent measures that figure in primary ESs for the study.

(Compute the median as indicated in 3.b.5.) If there is only one D for the

study, re-enter it. Enter x's in secondary ES columns. Compute median

primary overall D's separately in the same circumstances as in F.3.b.5.
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F.3.c. Correlation. 1) Type. If no correlation coefficient can be obtained,

code "0". For any effect size which involves the comparison of two group

means on a dependent measure, obtain the point biserial correlation (rpb), as

described in the COMPUTATION OF EFFECT SIZES section, and code "1". For an

interaction effect, Eta2 is the appropriate correlation coefficient ("2").

When data are reported in terms of proportions of responses for two groups

being compared, the Phi coefficient will be the appropriate correlation

coefficient (43").

Recall that when a F-ratio is reported for multiple means but the means

are not reported, no effect sizes can be obtained for pairs of means. By the

same token an analysis of proportions which include: more than two groups

will not ;ield effect sizes, unless contingency tables are reported so that

you can break out the data by pairs of groups and compute your own chi-

squares and, then, effect sizes. Similarly, if an analysis of proportions for

two groups has more than two levels of response (e.g., a greater thEn 2-by-2

contingency table, in which there are two columns, or rows, for treatment

groups but three rows, or columns, for attitude assessment items), it will

usually not be possible to obtain an effect size. You might be able to break

such a table into a number of two-by-two tables to get separate effect sizes.

Or, there may be occasions when the various levels of the dependent measure

are equivalent indicators of attitudes and all of the results are in the same

direction. In that case, Cramer's V, an extension of the Phi coefficient can

be computed (see the COMPUTATION OF EFFECT SIZES section) and "4" should be

coded.

E 3.c.2) coefficient. With Eta2 for an interaction effect, no direction of

relationship can be specified, and an x should be coded in the first space.
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For th' other coefficients, a direction can be specified through inspection.

Enter a + if the treatment group has the higher mean or proportion and a - if

the control group does. Check back to item F.3.b., as the + or - signs

should be consistent for that item and this one. With Treatment A vs. B

comparisons, assign a direction as indicated in F.3.b.1). Be certain to

circle a - when you enter it.

F.3.c.3) Source. If no correlation was available for F.3.c.2), code "0".

Indicate here whether the correlation which you recorded in F.3.c.2) came

from the research report ("1"), from your calculations ("2") (as when a Phi

coefficient is calculated from a chi-square), or was estimated from a D

eir

F.3.c 4) Mdn primary coefficient for type of assessment. The purpose here is

the same as for D's in F.3.b.6). Compute the median coefficient in the same

way; enter in primary ES columns, with x's in secondary ES columns.

F.3.c.5) Mdn primary coefficient, overall. The purpose here is the same as

for D's in F.3.b.7). Compute the median coefficient in the sane way.

F.3.d. Variance ratio. 1) Ratio (SE2/Sc2). Of interest here is whether

there is any indication that after treatment the experimental group has 1Pss

or greater variability than an untreated population or a differently treated

population. The variance ratio is obtained for primary ESs by dividing the

variance for the treatment group by the variance for the control or placebo

group for the particular effect size being coded. In the case where the

effect size involves a Treatment A vs. B comparison, put in the numerator the

variance for the group which you have coded as the experimental group

A
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(Treatment A) on the earlier pages of the coding instrument and put the

variance for other group (Treatment B) in the denominator. The variance used

must not be pooled--i.e., it is not to come from pooling the control group

posttest variance with pre-test variances, nor can a variance ratio be

calculated when D is computed based on an estimate of the variance obtained

from a sum of squares that includes the treatment posttest scores. For

secondary ESs other than within-gender treatment comparisons, enter x's .

F.3.d.2) Median primary variance ratio for type of assessment. The purpose

here is the same as for D's in 3.b.6). Compute the median coefficient and

enter in the same way.

F.3.d.3) Median primary variance ratio, overall. The purpose here is the

same as for D's in 3.6.7). Compute the median coefficient and enter in the

same way.
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G. SUPPLEMENTAL INFORMATION

G.1. Information gain. This item is relevant for studies in which the

presentation of information is the treatment/intervention to change

attitudes. The question is whether the intervening variable of information

gain was established. For reports for which "2=information" was not scored

in C.4. Treatment/Intervention Technique, categories G.l.a., b., & c. should

be coded as "not applicable" and x's inserted in G.l.d. If another

intervening variable 3s -ie object of the treatment (such as anxiety), is

assessed, and ESs can be computed, code it here and make a note on the

OaMMENTS ON CONVENTIONS Sheet.

G.l.a. Reported? Code here whether information gains were reported for

relevant studies. Code "0" if information was not scored in C.4. as the

intended treatment/intervention technique. Code ES's separately. That is,

if information gains are reported for the grr-ips in some ESs but not others,

code accordingly in the ES columns.

G.l.b. Type of report. "1=verbal" refers to verbal descriptions of

information gain outcomes with no reference to statistical significance and

no reporting of means or standard deviations. If the author refers to

1/ "significant" or "nonsignificant" results, or reports levels of P, code "2".

If means (or medians) alone, or with standard deviations, are reported, code

p

1 1 3 It

G.l.c. Conclusions. Code here the author's conclusions in regard to

information gains. If information gain is not reported (i.e., 0 or 2 was

coded in G.l.a.), code "0", "not applicable". If no conclusion is stated,

but there is a report of gains (i.e., "1=yes" was coded in G.l.a.), select a
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code based or how the reported results would typically be interpreted in

educational research reports. Fc- example, if the result is statistically

significant, or without statistical significance, if an ES is 1 or larger,

code "1" ("clear gain"). If there is not enough information to decide on

"1", "2", or "3", or if the evidence is inconclusive (e.g., a small ES), code

"4".

G.l.d. Effect size--D. If a D for information gain can be computed or

estimated (see COMPUTATION OF EFFECT SIZES) for a primary or secondary

attitude ES, enter it here, with a + or - sign. If D's are available for

more than one information test, enter the median D. In general, if "0" or

"2" were coded in G.l.a., if a D cannot be computed or estimated, or if the

attitude ES is an interaction ES, enter x's.

G.2. Type of study. The purpose of this category is to identify reports of

evaluations of ongoing, in-place courses, 11111 (such as a regular college

abnormal psychology or special education course or an inservice course), or

programs, "2" (such as mainstreaming or a master's or other degree program),

which involve no special treatment, as contrasted with reports of studies of

treatments or interventions introduced in ordf.r to iovestigate the effects

experimentally, "3". In some cases, this category will be redundant with the

code "14" or "15" under category C.4.a. Information (2) Delivery mode (p. 5

of the Coding Instrument) when the course or program conveys information, but

it will pick up the evaluation of regular program components that are, for

example, of a contact nature such as practica. On the other hand, the

categories in 10. Mainstreamini do not provi le a place to enter variations in

time of mainstreamed contact. Studies that investigate variations in contact

time should be coded "4" for later identification.
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H. CODING SUMMARY

1. Minutes spent coding. On the cover of the coding sheet, you will have

indicated the time when you started to read the research report and when you

completed the coding instrument, whether in one or more settings. Enter here

the total number of minutes for reading and coding.

2. Coder. Enter here your code number as indicated on the coding

4) instrument.

41 RETURN TO PAGE 1 AND COMPLETE CHECK LIST.

41

41

t
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I

CHECKLIST

1. Citation checked. Check the citation for the report as entered in the

alphabetical listing of reports to be sure that all information is correct.

Indicate any changes and give to the secretary. Once done, put a check in

the space provided.

2. References checked. If the reference list for the report has been

checked to determine whether it contains citations for reports to be included

in the review cf 1i ature and any such citations have been taken off to be

followed up on, place a check in the space provided.

3. Every space marked. Tn be certain that no availablt? information is left

uncoded, it is important that every coding space be filled in, with a code

number or an x to indicate the lack of information. Skim the Coding

Instrument to be certain all spaces are filled and that all numerals are

legible. Then place a check in the space provided.

4. ES uata available. Ii the data to compute all of the relevant ES(s) were

available, write "yes" in the space provided. If not, write "no" or

"requested", as appropriate.

5. ESs computed. If computation of ESs is complete, check space provided.

Otherwise, leave space blank.

6. ESs checked. Leavr space blank until someone cther than the person who

originally coded the report checks on the appropriateness and computations of

any ES(s). Then the person who checked the ESs is to enter his/her initials

in the space provided.

449: CL-1/CI 1
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7. Comments on Conventions Sheet. If a OaMMENTS ON CONVENTIONS sheet was

used, write "yes" in the space. If not, enter "no".

8. Comments on Study Sheet. If a COMMENTS ON STUDY sheet has been

completed, write "yes" in the space. If none was needed, enter "no'.

9. Scoring log completed. The SCORING LOG provides a record of the reports

each scorer has coded, including the serial order and whether they were

scored as agreement checks. Once the LOG item is completed, check the space

provided.

10. Report disposition sheet completed. The last thing to be done is to

complete the REPORT DISPOSITION sheet. Once it is filled in, check the space

provided in the checklist.
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I. PRIOR CONTACT CODING SHEET

The particular interest is in whether there were prior contact effects

on treatment outcomes with the dependent measures and samples identified as

relevant for the primary ESs already coded. (Control of prior contact as an

antecedent variable is a secondary interest.)

For studies where the effects of prior contact on treatment outcomes

were assessed and effect sizes can be obtained, enter the code to identify

_ae type of mparison in each secondary prior contact ES in A.6.d. on the

original Coding Instrument, Enter "13" if there is an analysis of prior

contact levels within the treatment group; enter "14" if there is analysis of

treatment effects within prior contact levels across groups (as treatment

effects within levels of gender were coded); enter "15" if the interaction of

prior contact and treatment is analyzed. If "15" can be coded, lo not code

"13" or "14". If "14" can be coded, do not code "13". If more than one

definition of prior contact (e.g., number and frequency) are analyzed

separately, or if quality of prior contact is analyzed separately, each is

the basis for an ES.

Complete a PRIOR CONTACT EFFECT SIZES sheet for prior contact ESs coded

in A.6.d., based on the types of prior contacts in 1.12., and for any quality

(1.13.) ESs that could be computed. Enter the quality ESs last. Comp

on a PRIOR CONTACT EFFECT SIZES COMPUTATIONS sheet. Use the sta.., .rd

deviation used for computing treatment Ds. In computing Ds for within

treatment group ESs ("13" in A.6.d.), treat "no contact" or "neutral (in the

case of quality), as the control condition. That is, place the dependent

variable mean for that classification second in the D; compare the other

means with it. In the case of quantity of contact, compare means only against

ft



"none", not with each other. In the case cf quality, also compare dependent

variable mears for positive versus negative groups.

For coding alternatives, see Table 2.

1.5. Prior contact assessed. If there is no mention of the extent of the

Ss' prior contact with disabled persons, code "0". If prior contact is

assessed, code "1". If there is no explicit assessment but prior contact is

implicit (e.g., the Ss are either exp rienced psychiatric nurses or nurses in

training) and prior contact is considered by the author(s) to be a relevant

variable (i.e., pertinent to treatment outcomes), code "2". If "0" is coded,

cross out items 1.6. through 1.7. and I.9. through I.15.

I.6. Use-- selection /assignment. This category refers to the use made by the

researcher(s) of the prior contact information. If "0" was coded in 1.5.,

code "0". If the report indicates that prior contact was assessed, but no

further mention of that information is made, code "1". If information about

prior contact was only used to describe the sample, with no further use made

of it, code "2". E.g., if the data are also used for assignment, or are only

reported incidentally in reporting analyses, do not code "2". If prior

contact differences between groups prior to treatment are checked as an

assurance 9f comparability, code "2" and indicate the result(s) on the PRIOR

CONTACT COMMENTS sheet. If coding of another category supersedes the coding

of "2" when such comparisons are made, note the comparisons and results on

the COMMENTS sheet. In some cases, researchers will use information about

prior contact to determine who will be in the sample. For example, the

researcher may exclude anyone who has had prior contact. If persons with

prior contact were excluded from the sample, code "3". If the researcher

47()
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Table 2

Prior contact coding alternatives.

Situation

Effect Sizes

Primary
Secondary

on P.C. P.C.

1. Prior contact
not assessed.

Code: On P.C. Coding
Instrument, #2,

4, 5, & 8.

Others, "0"
(not applicable)

except x's in 9

On P.C. Coding
Instrument, #2, 8, 9;
rest x's

2. Prior contact
assessed, no
prior contact
ES(s).

Code: Entire P.C.
Coding Instrument
x's in 9

On P.C. Coding
Instrument, #2, 8, 9;
rest x's

3. Prior contact
assessed, prior
contact ES(s).

Code: Entire P.C.
Coding Instrument
x's in 9

On P.C. Coding Original coding
Instrument, #2, 8, 9; instrument--A.6.a.,
rest x's b., c., d.; 8.1.a.,

b., c.; B.3.; D.3.,
D.4., D.5., D.6.;
F.1., F.2.b., F.3.
(all). Copy others
from previous coding.
Entire P.C. Coding
Instrument.



uses a category such as "no and minimal contact", code "3". If only persons

with prior contact were included, code "4% If the researcher(s) categorized

people by amount of contact and then selected subjects from those strata,

code "5 ". If the researcher(s) stratified by amount of contact and assigned

to groups from the vtrata, code "6". It prior contact is used as a

covariate, including being entered first in a multiple regression equation,

in analyzing posttest scores, code "8".

1.7. Use--outcome analysis, correlation. If the correlation of prior

contact with posttest scores on the dependent measure for a treatment group

is reported, or can be computed, code "2"; if with change scores, code "3".

If the correlation between prior contact and posttest scores on the dependeni:

measure is reported for treatment and control (or treatment B) groups, code

"4"; with change scores, code "5". If "4" or "5" can be coded, do not code

"2" or "3". If "5" can be coded, do not code "4".

1.9. N of added secondary ESs. Enter the number of new prior contact

secondary ESs. Enter x's for primary ESs, and "O's" for secondary ESs if no

previous contact ESs are coded for the study.

I.10. Type of assessment. If "0" was coded in 1.5, code "ID". If the repot

only mentions prior contact, but does not tell how it was assessed, code "1".

If the researcher used a demographic or biographical questionnaire, code "2";

if the information was obtained during an interview, code "3". If the

researcher assumed contact because of the setting in which the Ss had been

prior to the research, such as having beer in a mainstreamed classroom or

school, working as a psychiatri aide in a hospital, or being a parent of a

disabled child, code W. If the researcher takes infotmation that students
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have provided on a questionnaire or interview and recategorizes it or

reclassifies it to come up with contact categories, code "5". If "5" is

coded, then do not code "2", "3", or "4".

I.11. Type of prior contact setting. Unless "4=setting" was coded in 1.6.,

IP
code "CI". Categories "1" and "2" are for students, and categories "3" and

"4" are for teachers. If the prior setting was as aides or nurses in a

mental hospital or institution for mentally retarded persons, code "5 ". If

the information provided is that the contact was in a family setting, for

example, as parents, code "6".

1.12. Definition oz' degree of contact. If "0" was coded in 1.5., or if the

ES is for quality (ill.), code "ID". If the survey or questionnaire used to

assess prior contact is available, examination of the items on it is the

preferred way to determine the definition of contact. If "5" was coded in

1.6., code I.B. in terms of the definition of the classification levels. If

contact is assessed in terms of the general amount of contact, such as none,

some, a great deal, code "2 ". If contact is assessed in terms of the number

of disabled persons with whom the person n had contact, code "3". If

contact is assessed in terms of frequency of contact, that is, how many ti 'as

0 the person has had contact with disabled persons, score "4". If contact is

assessed in terms of length, such as number of hours, days, years, of

contact, code "5". If contact is coded in ter ..s of intensity, such as "no"

contact and "close" contact, code "6". If contact is assessed in terms of a

dichotomy that cannot be coded in 2-6, such as "knows disabled persons or

not", code "7". Or, if contact is assessed in terms of the type of

relationship such as friend, family member, code "8%

4 73
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I.13. Quality of contact. Here the question is whether the intent was to

assess whether the Ss' prior contact was a positive or negative experience

for them. Code "0" if "O =No" was coded in 1.5.

1.14. Direction of quality comparison. This category is applicable only to

within treatment prior contact ESs (coded "13" in A.6.d.) which involve an

assessment of the quality of prior contact. For all other ESs, code "0" (not

applicable). Code "1", "2", or "3", depending on the comparison in the

within treatment ES.

1.15. Type of disability. Here, code the disability or disabilities of the

persons with whcm the prior contact of the Ss was assessed. The categories

are the same as for C.4.d., and conventions are also the same.

474
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J. CONTACT CODING SHEET

The purpose is to code studies in which contact is the treatment to

determine if attributes of contact are related to outcomes.

I) J.5. Status. This set of categories is included to get at the variable of

relative status for the nondisabled and disabled persons involved in the

contact.

J.5.a. Age. The question here is whether there is sufficient age

difference to affect status as perceived by the nondisabled participants.

For examp'.e, for young children in particular, a grade level difference is

likely to be significant (e.g., 4th vs. 5th grade). If both disabled and

nondisabled Ss appear to be about the same age or age differences are

distributed evenlye.g., all are campers or college students code "2". In

mental hospitals, patients may be a variety of ages, so, for example, it

cannot be assumed that they are older than or the same age as college Ss. In

411

such cases, unless specific age indicators are provided, code "0". If the

ages are specified but there is a variety of age relationships (e.g., some

nondisabled college Ss work with children, some with adults), code "4".

J.5.b. Educational-vocational prestige. Here code the relative status

accorded by obvious educational achieven?.nt (as distinct from age) and/or

vocational differences, as perceived by the nondisabled Ss. For example, if

a disabled professor lectures to a group of students, code "3". If the

nondisabled person is a nurse working with disabled patients, code "1". If

nondisabled Ss Pr: tutoring or otherwise in contact with disabled students,

code "1" only if the .e is an obvious educational distinction, such as college

40 475457: J-1/CCI 1



students tutoring high school or younger students, or the disabled persons

being tutored or in other situations are obviously educationally hampered

(e.g., severely/profoundly retarded--TMR) so as to be aL a lower level than

the nondisabled Ss. That would not be true, e.g., for Kindergarten Ss and

TMR peers. If tutors are different in age, but close in grade level, code

"2". In settings, such as a mental hospital where patients may come from a

variety of backgrounds, code "0", unless specific kidicators are provided.

J.5.c. Helping relationship. This category is intended to address whether

the nondisabled persons are providing help of a personal sort, in an one-to-

one relationship, to disabled persons. Excluded would be situations where

the relationship is of a general, group nature, not one -to --one, such as

cooperative learning groups (code "0", and pick up the nature of cooperation

in 7.c.). For the "helping professions" (medical, psychological counseling,

rehabilitation, special education teachers or other teachers working closely

with disabled student) code "1". For trainees in a professional field in,

e.g., a practicum, code "2". If professional persons such as psychiatric

nurses, were in an inservice program, code "1". Coded "0" are, e.g.,

educational relationships, such as a disabled professor teaching a class or a

disabled person coming into co elementary school to tell stories to the

children. Nonprofessional ("3") includes helping relationships such as

volunteers (including companions) in mental hospitals, volunteers in

recreational programs who provide assistance to the disabled persons rather

than just participating in recreational activities with them, and tutors.

J.5.d. Overall. Based on your coding of J.5.a.-J.5.c. and any other

information in the report--for example, indications of low social status
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based on socio-gram data or on other elements in the situation such as

special treatment due to the disabilitydecide what the relative status of

the disabled and nondisabled persons was in the contact situation and code

accordingly. Code "0=can't tell" only ar a last resort.

$
J.7. Type of contact. a. Voluntariness. Here the question is whether or

not the nondisabled Ss volunteered to have contact with disabled persons. For

example, if students are arbitrarily assigned to a contact group or are in a

group chosen to be a contact group, code "1". If there is only one group in

a pre-post design and students do not volunteer to have contact, code "1",

unless "2" or "4" is appropriate. If persons volunteered for a professional

role that they knew would include mtact (such as deciding to be a

psychiatric nurse, ,n employee in an institution for mentally retarded

persons, or a special education teacher) or for a preprofessional role that

would involve contact, such as signing up for a college course that they knew

included a practicum with disabled persons, code "2 ". If the design included

Ss who voluntarily chose to have contact, for example, choosing to be

companions to mentally ill or mentally retarded persons when that is not a

part of a professional or preprofessional role, code "3". If within an

44
assigned group, Ss may or may not have had contact, depending on their own

voli' .on--such as in a playground situation in which some nondisabled

children may choose to play with disabled children while others may choose

not tocod?. "4".

J.7.b. Intimacy. Contact can vary in how personal it is. For example,

observing mentally retarded persons in an institution or being lectured to by

a disabled person typically involves no interaction and should be coded "1 ".
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Tutoring, playing together on the playground, studying together, or

participating in a discussion led by a disabled person should be assumed to

be "casual" contact (code "2"), unless the report indicates otherwise.

Having a disabled person into one's home or sharing a cabin at a camp would

be coded "3", unless there is evidence in the report to the contrary.

"Varied" contact ("4") is coded when all Ss likely had some contact, but of

varying types, such as in a typical mEinstreamed classroom or a dormitory

situation in which some Ss have disabled roommates and others don't. In a

situation where there is potential for contact but no assurance that all Ss

had contact with disabled persons, much less interacted with them, as on an

integrated university campus, code "5 ".

J.7.c. Cooperation-competition. In some contact situations, typically those

that lack interaction, there is no opportLnity for cooperation or

competition--for example, in observing mentally retarded persons in an

institution or in being lectured to by a disabled person. In such cases,

code "1". Some treatment situations in which there are opportunities for

interaction do not necessarily call for cooperation or competition between

the disabled and nondisabled persons, and either or both might have occurred.

Examples would include, living together in a dorm, simply being together in a

classroom, free play on the playground (recess), or care f r disabled persons

in a hospital or institution. In such cases, code "2". In sone contact

.studies, cooperation is necessary for treatment implementation, but it is not

the focus of the treatment. Examples incluOe tutoring, cla-f sroom

discussions, being a companion, or volunteers helping with a recreation

program. Code such situations, "3". if coopelAtion is an explicit part of

the treatment, as when the Ss are told to cooperate as part of the
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intervention- -e.g., groups are told that their rades depend on a shared

effort--code "4". If there is both implied and explicit (assigned)

cooperation, code "4". If competition between the ncndisabled and disabled

perscns is part of the natural setting--e.g., playing a sport to win or

competition for grades--code "5". If Ss are told to compete as part of the

interventione.g., points are assigned for performance, with a prize for the

one with the most pointscode "6 ". If there is both implicit and explicit

(assigned) competition, code "6 ". If there is any combination of "3" and/or

"4" with "5" and/or "6", code "7". Code "can't tell" only as a last resort.

J.7.d. Reinforcement. If there was likely some shared intrinsic reward for

common performance of a task or participation in an activity (evidenced, for

example, by mention of satisfaction with a job done), code "2% If the

"contaccees" share a reward given by someone else, such as a prize, code "3 ".

If only the nondisabled person is reinforced, e.g., by praise, for having

contact, code "4". Because external rewards are more easily idt-tifiable,

but are likely to also involve intrinsic satisfaction from achievement, "3"

takes precedence over "2" in coding. Follow that convention in coding "5" or

"6".

J.7.e. Pleasantness. Here the point is whether the nondisabled persons

found the contact situation, not only the contact with disabled persons, to

be pleasant or not. For example, if college students indicated that a

practicum was "an excellent learning experience" that is evidence for coding

"2"--unless they also indicate that what was excellent was learning to handle

one's negative feelings about a situation. Don't score "1" or "2" without

some indicator, such as responses on a questionnaire or during an interview.

4'7 9
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Don't simply assume without evidence, e.g., that contact with a profoundly

mentally retarded person is unpleasant or that common participation in a

cooperative group is necessarily pleasant.

J.7.f. Modeling. The question here is whether others model positive

interactions with disabled persons for the nondisabled Ss as part of the

treatment or treatment setting, whethP.t the modeling was in a natural setting

or staged. A "significant other", coded "3", would be, e.g., a teacher.

Score "0" ("can't tell) unless there are indicators that modeling took place

or that modeling was not a part of the treatment.

J.8. Institutional/authority/peer support. Code here whether the norms that

governed interactions the persons in authority whcre the contact occurred,

or the statements and behaviors of peers likely promoted positive attitudes

toward disabled persons. Look for specific evidence that the nondisabled

pers. ns were aware of the norms (such as reports of explicit statements to

them by teachers) or peers' negative attitudes (such as statements by the Ss

themselves). Or look for evidence that such norms were not likely, as in a

carefully controlled piece of research in which the Ss are kept Jlind as to

the purpose of attitude modification. If such evidence is not available,

code "0".

J.9. Characteristics of disabled persons. a. Disability. As type and

severity of disabi may be a factor in contact effects, the purpose here

is to code disabilities as specifically as possible. Use the "can't tell",

"0", category on7.17 as a last resort. If several types of disabilities were

present and are specified, code "1" and enter the code numbers for the

disabilities. See Table 3 for the li- of disabilities. If there are

430
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Table 3. List of disabilities for Category 9.a.

0 = can't tell
1 = combination
2 = multiple disabilities
3 = MR, can't tell
4 = MR, general
5 = Mk, mild/moderate (e.g., IQ 35 or 40 to 70); EMR
6 = MR, severe/profound (e.g., IQ below 35 or 40); TMR
7 = severe multiple impaired
8 = physical, general
9 = wheelchair
10 = amputee
11 = paraplegic
12 = facial disfigurement
13 = visually impaired
14 = blind
15 = hearing impaired
16 = deaf
17 = mentally ill
18 = emotionally disturbed
19 = learning disabled
20 = cerebral palsy
21 = speech impaired
22 = spinal bifida
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several types of unspecified disabilities, e.g., in a special education

classroom, code "2". If reference is to mentally retarded or developmentally

disabled persons, but you cannot discern the level of retardation, code "3".

If there is a range of mental retardation, e.g., moderately to severely

retarded, code "4". If reference is made only to "physical disabilities",

code "8". If the disabled person or persons are in a wheelchair, code "9",

unless one of the other categories, e.c,, "lO= amputee" or "20=cerebral

palsy", can be coded to give a more specific indication of disability. Note

that there is not an "other" category. If you encounter a disability not

included in the list on page 3, add it to the list after consultation.

J.9.b. Negative stereotype. A concern in the literiiture is whether the

disabled persons with whom there is contact look or behave such as to

reinforce negative stereotypes about disabled persons. Don't infer simply

from the disability, e.g., blindness, that negative stereotyping was present,

but look for clues in the descriptions of Ss' reactions, the disabled persons

(e.g., paraplegics playing basketball or running races in wheelchairs are

nonstereotypic and should be coded "2", unless there is specific information

to the contrary), the treatment (e.g., mannerisms to be displayed by the

disabled persons), and the situation (e.g., those in an institution for the

mentally retarded are likely to be severely/profoundly retarded and

reflective of stereotypes, so code "1" for visits to such institutions. The

picture is not so clear for mental institutions. Some persons are likely to

be there because their behavior is stereotypic; others may appear very

normal. Unless there is evidence of severe psychiatric cases, code "0".).

If disabled persons were selected pvrposely to avoid negative stereotypes,

code "2".

4 2
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J.9.c. Competence. The question, here is whether the person's disability was

41 likely perceived by the nondisabled Ss as affecting competence in regard to

either (1) a specific, identifiable role which is part of the treatment

(e.g., a physically disabled lecturer or a paraplegic athlete) or (2) general

functioning. Code based on (1), if present; if not, code based on (2). If

the disabled person(s) clearly lacked competence, code "1% For example, in

a (1) situation, mentally retarded persons given an experimental role

requiring verbal abilities they lacked or students being tutored who lacked

the skills for the task being learned would be coded "1"; in a (2) situation,

mentally retarded students in selfcontainea classrooms who interacted with

nondisabled Ss, mentally retarded persons observed in institutions, or

patients in psychiatric wards, or people in mental institutions would be

coded "1". However, if in a (1) situation there wils clear acknowledgement

and acceptance by the disabled and nondisabled participants of any disability

limitations in performing a task, code "2". If the Cisabled person is

likely perceived as competent, either because the disability was irrelevant

to a task at which the disabled person is competent (such as a lecturer in a

wheelchair) or because the disabled person performed well a task for which

the disability would ordinarily be considered an impairment (e.g., a

40 wheelchair athlete), code "3". In some situations, it may be difficult to

discern whether the disablity was relevant to the nondisabled persons'

perceptions of the competence of the disabled persons. Examples would be a

physically disabled elementary student in a classroom setting, or mentally

rBtarded persons in a recreation program in which they may perform some

activities well but not others. In such cases, code "Om, "can't tell ".

Li g 3
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J.10. Characteristics of nondisabled. a. Personality related. If

potentially relevant personality traits, such as I.Q. or authoritarianism,

were not assessed, code "0". If a personality trait was assessed, but its

relation to attitude outcomes was not tested, code "1". If the relation was

tested (e.g., in a factorial ANOVA or through a correlation with posttest

scores on the dependent measure(s) for a treatment group) and the author(s)

indicated there was none--or, in the absence of that, the relation was not

statistically significant at the .05 level--code "2". If there were

different results on multiple personality measures or different results

across groups, code "3". If there was a relationship, judged as above, code

t,4 1 1

J.10.b. Prior attitudes related. Code as with 10.a., now attending to pre-

post dependent measure(s).

4 s 4
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META-ANALYSIS: MODIFYING ATTITUDES TOWARD DISABLED PERSONS

COMPUTATION OF EFFECT SIZES

Two types of effect sizes (ESs) will be used in this meta-analysis: (1)

40 the standardized mean difference, the result of dividing the difference

between two means by an appropriate standard deviation; and, (2) correlation

coefficients which express the degree of relationship between the independent

and dependent variables.

The Standardized Mean Difference (D)

At least two types of standardized mean difference have been presented

in the literature. One is Glass's Delta, in which the difference between a

treatment and a control mean is divided by the control group standard

deviation; the other is Cohen's d, which is the difference between a

treatment and control msan divided by the pooled standard deviation for the

treatment and control group. We use the symbol, D, on the coding instrument

for the standardized mean difference to be used in this study.

The rationale behind the standardized mean difference as an effect

size is to compare the mean of subjects in one group (e.g., the treatment

group) to the mean of the subjects in another -group (e.g., the control croup)
41,s,

relative to the dispersion of subjects who have not received any treatment.

The control group standard deviation is one legir_ima:.? oasis for

the dispersion in a non-treated population. On the other hand, if the
40

pretest standard deviations for the treatment and control groups are also

available, use of this additional inforration will yield a more stable

estimate of the standard deviation in the untreated population. The guiding
40

rule is to obtain the most stable estimate possible, excluding treatment

4S5
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effects if possible. On= the estimate of the standard deviation is obtained

for a dependent measure, use it in computing all D's for that measure.

In this meta-analysis, the first choice for the standard deviation in

computing a standardized mean difference will be the posttest standard

deviation for the control or placebo group(s) pooled with the pretest

standard deviations for the treatment and control (or placebo) groups. If

pretest standard deviations are !cat available, then the control group

standard deviation (sd) on the post assessment will be used, if available.

In a COVAR analysis (or when residual gain means are used) the only sd.

available may be for the adjusted (or residual) scores. If rxy is available,

use it to estimate the sd for unadjusted scores. If not, use r = .50 to

estimate the sd for unadjusted scores.

When the only information available is from an analysis of variance

table, a pooled standard deviation including the treatment group(s) will be

used. With a pre-post, one-group design, tne pretest standard deviation

should be used. And, with a Treatment A vs. B design, a pooled standard

deviation for the pretest is preferred; if that cannot be computed, then a

pooled Treatment A and B posttest standard deviation will be used. (See

Table 4 for a summary of sd choices and formulae.)

Whatever standard deviation is cnosen, based on the availability of

information, the same standard deviation is to be used for computing all

standardized mean difffncs ifor *"-,:, ^."-"4':'21'"- 47.-...ndont v.ri.ble in the

study.

The question of interest is whether the status of the groups on the

posttest indicates any evidence of a treatment effect. However, a frequent

contaminating factor will be the existence of pre-treatment differences

... 4R6
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Table 4. Choice of standard deviation
for computing D

ORDER OF PREFERENCE RELEVANT FORMULAE

For treatment vs. control or placebo:

1. Pcsttest sds for placebo and/or
control group(s) pooled with pre-
treatment sds for all groups.

1. n

2. Posttest sd(s) for placebo 2. #2

40 and/or control group(s).

180

3. Sd estimated from control group(s)
sd(s) for gain, adjusted, or res-
idual scores.

3. 0, 4

4. Pooled sd from an ANOVA including 4. #5, 5, 8
the treatment oroup(s).

5. Estimated pooled sd from a COVAR 5. #7

including the treatment group(s).

For Ere-post, one-group
design: pretest sd.

For Treatment A vs. B:

1. If part of a design which includes
a control and/or placebo group(s),
the sz.me as for the treatment vs.

control or treatment D (1-5 above)

2. If a Treatment A vs.. B only design,
use:

a. Pooled pretest sd.

b. Pooled posttest sd.

c. Estimated sd, if adjusted
or residual scores used,
as in 3 and 5 above.

1. See 1-5 above.

2a. #2

2b. #2

2c. See 3 and 5 above
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between the groups, even with random assignment. For that reason, when

possible, the means used in computing the standardized mean difference should

be adjusted for pre-treatment differences. The first preference, if the

necessary information is available in the research report, is to compute and

use raw gain means (that is, the posttest mean minus the pretest mean for

each group). If the means of change scores are reported, they equal the raw

gain means. The second preference will be adjusted means from an analysis of

covariance. The third preference will be residual gain scores. The final

preference will be the simple unadjusted posttest mean scores. (With each 4

type of mean difference, use the standard deviation as defiued above, or an

estimate of it. Do not use the reduced standard deviation for the adjusted

scores.),

Whenever possible, the standardized mean difference (D) should be

computed directly from information provided in the report. When that is not

possible because of a lack of information, D can be estimated from statistics

which are frequently reported, such as t- or F- ratios, and failing that,

from precisely reported significance levels.

To summarize, standard deviations are preferred in the following order:

(see Table 4 for more detail)

1. Pooled post-control and pre-treatment
and control standard deviations.

2. The post-control standard deviation.

3. A pooled standard deviation which includes
the treatment group.

The order of preference in regard to means to be used is:

1. Raw gain means, or mean change scores.

2. Covariance adjusted posttest means.

3. Residual gain means.

4. Unadjusted posttest means.
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The preference is always to compute the standardized mean difference (D)

using means and one of the three standard deviations; if such information is

not available in the report, then estimate the standardized mean difference

using statistics such as t- or F-ratios or chi-tquare if they are reported;

or, if such statistics are not reported but a precise significance level is,

use it.

Calculation of D

D -7
sci

1. Computation, using means and sd.

a. Means

1) If pretest and posttest means are available, subtract to obtain
mean gain; or, if change score means are available, use them.

2) If pre-post means are not available, use, in order of preference:
(a) covariance adjusted means; (b) residual means (i.e., scores
were predicted, usually bas9d on pretest scores, and the obtained
minus the predicted score used as the dependent measure); or, (c)

unadjusted posttest means.

111 b. Standard deviations

p

I

1) If posttest control group and pretest treatment and control
groups sd's are available (with multiple treatments, more than 3
sd's may be available), obtain a pooled sd, using the following
formula (note that sd's are changed to variances for this
computation):

( #2 )

where s,2 is the varfance of group 1, n, is the number in Group
1, and k is the total number of groups. If you have multiple
sd's to pool and one is an extreme outlier, do not irclude it in
the pooled sd.

2) If sd's are not available ag in 1) above, use the control group
posttest sd. You may have to estimate it in the following ways:
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a) If gain scores are used and a standard deviation for gain
scores (sda) for the control group is provided along with
the pre - posttest correlation, then

-7;
(G, M, S, p. 118)*

If r is not reported, use r = .50.xy rte,

b) With residual or covariance adjusted scores and a standard

deviation for control group residual scores (sdres) and the
pre-posttest correlation available:

S Sr'. f 5 V I- i- (G, M, S, p. 118)
r---

If the r is not available, use r = .50.xy rte,

3) If the necessary standard deviations are not available to get a
"treatment-free standard deviation, use the following:

/11:5(3

a) With a one-way ANOVA:

S =11-41S.

b) With a one-way ANOVA, if only F (and not a source of
variance table) and group mear.s are provided, compute:

(Tr 7) 1

Z7 I (G, M, S, p. 128)

(13)

( #4)

(#5)

(#6)

If X (the grand mean) is not reported, compute it as a
weighted average of the group means:

= (#6A)

c) With a one-way COVAR, and one covariate:

c \i/

,;1 )
(#7)

If there is more than 1 covariate, the d.f.w cerms must be
decreased by 1 more for each additional covariate. If rxy
is not available, use rxy = .50.

*Sources of speciel, formulae are included. G, M, S = ,;lass et al., 1981;

Hays = Hays, 1973; White = Karl White, unpublished me_erials.
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d) With an n-way ANOVA (a factorial design) or COVAR, all
sources but that for the treatment must be pooled; so, for
a 2 x 2 design,. with the treatment the A factor:

S s .7,- 5. -4- 5 S

d' 4. .71- .1":,)a 4- A
(G, M, S, p. 119)

2. Using an inferential statistic to estimate 'D when z.,n sd cannot be
Obtained.

Sometimes when a mean difference is not statistically
significant, the report will not indicate which group had the
higher mean. In that case, even though D might be obtained, no
sign could be attached to the D; it would be meaningless for our
purposes, and shoull not be coded.

a. t-test for independent groups:

D,
(G, M, S, p. 126)

b. t-test for correlated groups (matched pairs):

$.7

If is is not available, use rte, = .50.

c. t --test comparing gain scores:

(#8)

(#9)

White (#10)
(G, M, S, p. 126)

p 0- (G, M, Si p. 127)

If r is not available, use r = .50.xy xy

d. F from a one-way ANOVA with 2 levels:

with nl = n2, use formula #9, or

(White)

With nl n2, take F = t and use formula #9.

e. F from a one-way OMAR with 2 levels and 1 covariate:

r"P-1-4)(4-6. -1)0 -V. 0:),,i7;) (./4,
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If r is not available, use r = .50.xy xy

If there is more than 1 covariate, d.f.w terms must be
adjusted by 1 more for each additional covariate. If rxy is

not available, use rxy = .50.

f. n-way ANOVA with 2 levels of the treatment factor:

All sources of variation other than the treatment must
be collapsed, an adjusted MSe computea-Tadd SSs and add
d.f.s., and divide SSs by d.f.s. to get adjusted MS), and
an adjusted F computed, which is the MSB divided-by the
adjusted MSe. Then, if nl = n2, use formula #9 or

4, 7-114.

If n1 n2, take iF= t and use formula #9.

3. Using level of statistical significance when an sd or test of
significance is not available and an exact p value and n's or d.f. are
reported:

Find the exact level of statistical significance for the specific d.f.
in the appropriate table and read off the corresponding statistic (e.g.,
t), then proceed as in 2. above.

4. Using nonparametric test statistics, other than chi-square, when 2
groups are compared:

Substitute for the nonparametric statistic (e.g., the U from a Mann-
Whitney test) the value of t with the equivalent level of significance,
and proceed as in 2. above.

5. When results for two groups are available in proportions or percentages,

with the statistical significance of the difference in proportions
tested using either Z or chi-square:

Probit transformations (finding the standard normal deviates of the
and taking the difference between them as an estimate of D)

have commonly been used in this situation. An alternative which seems
to produce more realistic results (i.e., fewer high D's, out of line
with the D's from means and standard deviations and/or t's) is to
compute Phi and use it to estimate D.

In the case of proportions for two groups, the statistical significance
of the difference can be tested using Z or chi-squared, with identical
results, because with 1 d.f., the square root of chi-squared is a normal
deviate, so Z2=chi-squared.
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First, compute Phi, using either of the following formulae:

Then, compute D, using the following formula:

Note: If the chi-squared has more than one d.f., neither
phi or D can be computed.

6. When a point biserial r is available,

e-

Correlation Coefficients

Effect sizes can be expressed in terms of the degree of association

between group membership (e.g., treatment ant control group membership) and

scores on the dependent variable. For all instances except interaction

effects, ESs for this meta-analysis will be recorded both as D's and

correlation coefficients.

For the straightforward design which involves the comparison of two

groups on a posttest, the point biserial correlation (rpb) is the coefficient

of choice. The rpb is also appropriate for pre-post or post-delay

comparisons. When the findings are in the form of percentages (e.g., the

4111 of the treatment group with favorable attitudes, as compared to the % of the

control group), a Phi coefficient is appropriate.

For interaction effects, a D will not. be available, but a correlation

coefficient can be computed--Eta2. Cramer's V, an extension of Phi, may be
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appropriate for some X2 tables that are larger than 2-by-2. (V has the

advantage over the contingency coefficient, C, in that it can attain a value

of LOD and can be compared across contingency tables with varying d.f.'s.)

Calculation of correlation coefficients

1. r0

2. Phi

t112 f. lc: :he ES is included in the report, use it.

If rpb is not reported, it can be obtained in the following ways:

a) With a D as an effect size for a comparisoa of means:

b) With an ANOVA with only 2 levels of the treatment, when a source
of variance table is provided, divide the sum of squares for the
treatment by the total sum of squares to obtain an Eta2 (with

2 groups, Eta2= rpb2), and take the square root:

E 2- s IP6 P6
--5 77.ra/ --I

With two proportions, a Phi can be computed using either Z or chi-
squared:

3. Eta
2 for an interaction effect

As noted in 1. above, Eta2 is a ratio of the sum of squares for a
source of variance to the total sum of squares. So,

5s.1 c7c.1
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4. Cramer's V can be computed using Phi or chi-squared:

--e_

, (Hays, p. 745)

with L the smaller of R, the numbe- of rows, or C, the number of
columns.

Calculation of Variance Ratios

The point of calculating a variance ratio (Si/s) is to determine

whether the treatment has had an effect on variability. The experimental

group posttest variance (remember always to square the standard deviation) is

divided by the control group posttest variance. In Treatment A vs B ESs,

divide the Treatment A posttest variance by that for Treatment B. With a

pre-post, single-group design ES, divide the posttest variance by the pretest

variance. Variance ratios should be computed only if the standard deviation

or variance is available for each group. Estimates should not be used.
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META-MAY:XIS: MODIFYING ATTITUDES TOWARD DISABLED PERSONS

40 CONVENTIONS ADDENDA

1. Omnibus F. If an omniblq F (for 3 or more means) is computed and

reported as statistically 'Ionsignificant, then post hoc comparisons of all

pairs of means would be statistically nonsignificant. Consequently, "1"

("not significant at .05 level") would be coded for "F. hesults. 1.

40
Statistical Significance", for each pair of means. (Note that the overall F

would not provide the information necessary to compute ESs.) However, if an

omnibus F for 3 or more means is statistically significant, nothing can be

40 concluded about the significance of differences between specific pairs of

means, and "0" would be coded. If means and standard deviations, or means

and the F, are available, ESs can be computed. Otherwise, unless more

information can be obtained from the author(s), ESs cannot be computed.

2. Dependent measures.

0 Interactions. The number or nature of interactions of nonhandicapped Ss

with handicapped persons may be a dependent measure in a study of attitude

change, on the premise that changed attitudes will be manifested in changed

(e.g., more frequent, more positive) behavior by nonhandicapped Ss. However,

studies in which %he aim is simply to change behavior per se, rather than to

assess behavior as a possible outcome of an attitude change intervention or

to change behavior as a means of changing attitudes, as separately assessed,

are not relevant for the meta-analysis.

Social status. As with interactions, the assessment of the social status

of handicapped persons may yield a dependent measure in a study of attitude

change, on the premise that changes in attitudes will be reflected in changed

p
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estimates of social status. However, studies in which the aim is to change

social status per se, rather than to assess social status as an outcome of an

effort to change attitudes or to change social status as a means of affecting

attitudes, as separately assessed, are not relevant for the meta-analysis.

Other measure- In general, a measure--such as the attractiveness of

disabled persons or volunteering to work with disabled persons--that is not a

straightforward assessment of attitudes is not to be included in the meta-

analysis as a dependent measure unless the research report indicc.tes the

measure was considered by the investigators to be an attitude assessment.

Then, of course, its validity must be judged (D.lO.e). This is consistent

with the treatment of the Rucker-Gable Educational Programming Scale (RGEPS)

specified on page D-3 of the CONVENTIONS FOR USE OF CODING INSTRUMENT.

4. Static group program evaluations. Some of the reports to be coded will

involve, rather than planned treatments or interventions, post hoc

evaluations of instructional programs, e.g., courses of study for prospective

special education teachers or rehabilitation counselors. These studies will

typically involve a static group design with assessment at the end of the

program. Program students and students from other programs who are at

comparable poin in their education will typically be the Ss. In the Coding

Instrument, Category C. Treatment/Intervention, 1. Basis, calls for a

judgment as to the basis for the treatment or intervention. In this

particular kind of research, as with many mainstreaming studies, there is not

a planned treatment or intervention, but an effort to determine whether an

ongoing program is having some effect. For that reason, and to be able to

sort out this type of program evaluation projects during the analysis, code

4 n
rl
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"6=other" for Category C.1. and then specify the type of program being

evaluated- -e.g., graduate program for counselors. The same line of reasoning

will apply to mainstreaming studies which have been implemented as the result

of public policy and then studied on a post hoc basis. If, however, there is

a clear ra-ionale laid out for the program and/or expectations for program

outcomes, score the study appropriately. For example, if there is a

discussion of a theoretical basis for the program, or if the type of program

or the expectations of outcomes, are based on the citation of prior research,

code as "3" or "4", as appropriate.

5. Interaction ES's. When an interaction is coded (A.6.d.), only an Eta2

will be available as an ES. Moreover, experimental and control group

information is not codable if there are more than two groups. In that case,

for categories for which experimental and control group spaces are to be

filled in, enter x's or the code for "not applicable", if there is one. For

the other categories, enter codes as usual.

6. Incidental dependent measures. Include in ESs only measures defined or

clearly intended by the researcher(s) as dependent measures which assess

attitudes. That is, it results are reported on measures which were not

considered to assess attitudes (e.g., an observational measure which is not

discussed as an a3sessment of the behavioral aspect of attitudes is included

as well as an attitude scale) or which were not the aim of the treatment

(e.g., the purpose was to change authoritarian attitudes toward the mentally

ill, as assessed by the OMI Authoritarianism Factor, but information is also

given incidentally for other OMI factors, including the Unsophisticated
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Benevolence factor), do not include them. As noted in the STATEMENT OF

GENERAL PURPOSE AND POPULATIONS, measures such as sociometric scales,

friendship choices, or positive interactions are relevant only if the

researchers consider them to be assessments of attitudes.

7. Primary ES for Solomon 4-group designs. With a Solomon 4-group design,

compute a Da for the pretest-posttest part of the design (using raw gains)

and a Db for the posttest-only part of the design and pool the two D's

(weighting by n if the design is not balanced).

With equal n's:

With unequal n's:

D =
D
a
+ Db

2

(Da)(na) + (Db)(nb)

na nb

If pretest means are not reported for the pretest-posttest part of the

design, pool the means and standard deviations for the two design parts and

then compute a D.

8. ESs with the OMI. Unless the authors indicate they scored their data

otherwise, high scores on both the OMI Authoritarianism (A) and

Unsophisticated Benevolence (B) Scales are "bad" and low scores "good ".

9. Intra-coder Agreement Checks. After you have coded 30 studies in

sequence, excluding reliability checks, go back to the beginning of that

sequence and select the first article with four or fewer effect sizes to

recode as an intra-coder reliability check.
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10. ATDP--Forms A and B. If Forms A and B of the ATDP are used for the

pretest and posttest, and pretest (Form A) scores are used as the covariate

in a COVAR, use the adjusted posttest means (Form B) to compute ESs.

However, if adjusted means are not reported, or if an ANOVA or t-test is used

on the posttest means, compute raw gains using the two forms (difference

between Form A, pretest, mean and Form B, posttest, mean, or vice versa) to

use in computing ESs.

11. Studies with ES information missing. Use the ES Information Missing

CODING INSTRUMENT to code studies that lack the necessary information to

compute ESs only if information on the statistical significance of results is

available. If the study is relevant, but ESs cannot be computed and

information is not available to choose between "1" and "2" in category F.1 on

page 14 of the CODING INSTRUMENT, the study should be placed on the "Lack of

Information" discard list and in the "Lack of Information" discard pile. For

example, if ESs could not be computed and pretest-post gains for a control

and an experimental group were tested separately for statistical

significance, but no comparison was made of experimental-control posttest

means, the study should not be coded.

If a report has one or more ESs which can be computed and one or more

which cannot, code the two sets of ESs separately using the appropriate

CODING INSTRUMENT (i.e., the ES Information Missim instrument for the second

set). Code as if you had two separate studies. For example, for the first

set, the N of ESs (A.6.a. of the CODING INSTRUMENT) will be the number which

can be computed; for the second set, the number for which information is
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missing. Where Report ID# is recorded on coding sheets, enter the ID#

without an asterisk for the first set and with an asterisk for the second

set. Also, change the Alphabetic and Numerical lists so that the ID# is

followed by an asterisk within parentheses, to indicate that the study has

been coded using both instruments.

t-.--)u 1
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APPENDIX D

LISTS OF DISCARDED REPORTS

(1) Irrelevant Reports

(2) Reports Lacking Information
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Discarded Reports--Irrelevant

Agness, Phyllis J. (1980). Unpublished doctoral dissertation, Ball State
University.

Alper, Sandra & Retish, Paul M. (1972). Training School Bulletin, 69, 70-
77.

Aloia, Gregory F., Beaver, Robert J., & Pettus, William F. (1978).
American Journal of Mental. Deficiencj 82(6), 573-579.

Anderson, Shirley Seaton. (1982). Unpublished doctoral dissertation, George
Peabody College for Teachers.

Anthony, William A., & Cannon, John. (1969).
Bulletin, 12, 239-461().

Rehabilitation Counseling

Appolone, Carol; Romeis, James; Gibson, Patricia; McLean, William; & Howard,
George. (1979). Epilepsia, 127132.

Armstrong; Barbara, Johnson, David W., & Balow, Bruce. (1981). Contemporary
Educational Psychology, 6, 102-109.

Armstrong -Rugg, Rdoin Lee. (1982). Unpublished doctoral dissertation, The
American University.

Asher, Nancy Weinbe:g. (1973). Rehabilitation Psychology, 20(4), 156-164.

Bab w, I. & A. Johnson. (1969). American Journal of Learning Disabilites 74,
116-124.

Baker, Sheldon R. (1964). Nursing research, 13, 345-347.
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(1977). Journal of Educational Psychology, 69(5), 605-611.

Barclay & Kehli. (1979). Journal of Research and Development in Education,
12, 80-92.

Barnes, Ellen Beard. (1978). Unpublished doctoral dissertation, Syracuse
University.

Barr, James. (1985). Unpublished doctoral dissertation, East Texas State
University. DAI, 46(08), 2262-A.

Becker, Sidney Graves. (1979). Unpublished doctoral dissertation, Queens
College.
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Begab, Michael J. (1968). Unpublished doctoral dissertation, Catholic
University of America.

Begab, Michael J. (1968). The effect of differences in curricula and
experiences on social work student attitudes and knowledge about mental
retardation, E) 029 408.

Begab, Michael J. (1970). American Journal of Mental Deficiency, 74, 801-
818.

Bell, Steven. (1981). The Journal of Special Education, 17, 371-375.

Benson, Gwendolyn T. (1982). Unpublished doctoral dissertation, University
of Kansas.

Bernnardt, Karl S.; Johnston, Frances L.; Foster, Nan; & Brown, Marguerite.
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University.
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Borton, Deborah H. (1981). Unpublished doctoral dissertation, University of
Pennsylvania.

Boucher, Carol Robin. (1979). Unpublished doctoral dissertation, University
of Minnesota.

Bradfield, Robert H., Brown, Josephine, Kaplan, Phyllis, Rickert, Edward, &

Stannard, Robert. (1973). Exceptional Children, 40, 384-390.

Britton, Jean 0.; Thomas, Kenneth R. (1972). American Archives of
Rehavilitation Therapy. 112-13.

Brooks, Beatrice R. (1959). Unpublished doctoral dissertation, New York
University.

Bruininks, Rynders & Gross. (1974). American Journal of Mental Deficiencies,
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Budoff, Milton, & Siperstein, Gary N. (1978). American Journal of Mental
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Special Educators, 17, 166-173.
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Cable, Lawrence. (1977). Unpublished doctoral dissertation, Boston
University.
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386.

Carlson, Laurance B. & Potter, Robert E. (1972). Journal of School
Psychology, 10(2), 147-151.
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Department of Education
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Indiana University.
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Woman's University.
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APPENDIX F

11 DESCRIPTIVE DATA FOR STUDIES CODED

I

111

(1) Treatment versus Control, Treatment versus Placebo,
Single-croup, Pre-posttest Effect Sizes

(2) Treatment A versus B Effect Sizes

(3) Mainstreaming Effect Sizes

(4) Missing Information Results
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Column

TREATMENT VERSUS CONTROL, TREATMENT VERSUS PLACEBO,
SINGLE-GROUP, PRE-POSTTEST EFFECT SIZES

KEY

Codes

Author/Year Reports are identified by the last name or names of authors and
by year. Full citations can be found in Appendix E.

ID# Arbitrary number for recordkeeping purposes.

ESID# Numbers arbitrarily assigned to effect sizes during coding.

ATTOWAD The disability or disabilities attitude target toward which the
attitude change treatment was directed:

TOTN

SETTINGC

EDLEVEXP

1=disabled in general
2=physically disabled in general
3=retarded, general
4=moderately retarded
5=severely retarded
6=mentally ill
7=emotionally :listurbed
8=visually impaired
9=hearing impaired/deaf
lO= learning disabled

11=speech/language impaired
12=cerebral palsied
13=epileptic
14=para/quadriplegic
15=other physically impaired
16=autistic
17=health impaired
18=multiply handicapped
19=other
20=combination

The total N for the comparison (treatment plus comparison group,
or the N of the treatment group for single-group, pre-posttest
coma prisons)

The specific type of place where the experimental treatment was
conducted:

0=can't tell

1=egular classroom
2=special classroom
3=home
4=institution
5=group home
6=hospital
7=dormitory

8=playground
9=camp
lO= recreation facility
11=laboratory
12=individual/small group
13=normal life
14=other
15=combination

The eclucation level of the experimental Ss:

O =can't tell

1=preschool
2=primary
3=intermediate
4=middle school
5=junior high school
6=senior high school

543

7=combination
8=undergraduates
9=graduate students
lO =post- professional

11=adults not in school
12=other
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Column Codes

UNIVMAJE The major(s) of the experimental Ss, if college or university
students:

OCCUPEXP

COMINSTR

ASSESTYP

O =nct applicable

1=can't tell
2=elementary education
3=secondary education
4=elementary & secondary education
5=education, unspecified
6=nursing
7=occupational & physical therapy
8=philosophy

9=psychology
lO= rehabilitation counseling
11=social work
12=sociology
13=special education
14=communicative disorders
15=medicine
16=other

The occupation of experimental Ss who were not students:

O =no;: applicable

1=can't tell
2=child care workers
3=community recreation workers
4=employees in institutions
5=regular class teachers,

elementary
6=middle or junior high
7=high school

8=school administrators
9=special class teachers

lO= vocational rehabilitation
counselors

11=parents
12=police
13=medical
14=general public

15=other

Whether an instrument identified as commonly used in research on
attitudes toward persons with disabilities was the dependent
measure:

O =no

1=Attitudes Towards Disaoled Persons Scale (ATDP)
2=Opinions about Mental Illness Scale (OMI)
3=Rucker-Gable Educational Programming Scale (RGEPS)
4=Attitudes Towards Handicapped Individuals Scale (ATHI)
5=Attitude to Blindness Scale (ATBS)
6=Mental Retardation Attitude Inventory (MRAI)
7=Minnesota Teacher Attitude Inventory (MTAI), revised
8=combination

The type of instrumentation used for the dependent measure:

1=interview, structured
2=interview, nonstructured
3=attitude questionnaire
4=sociometric measure
5=peer assessment
6=social distance scale
7=informal observation
8=systematic observation
9=semantic differential
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lO= telephone or mail survey
11=telephone or mail request

12=Q-sort
13=projective test, pictures
14=sentence completion
15=adjective checklist
16=rankings
17=other



Column Codes

TRTECHE The attitude modification technique used as the treatment:

i= information 7 =i &2

2=direct contact 8=1&3
3=vicarious experience 9=other
4=positive reinforcement 10=systematic desensitization
5=persuasive message
6=persuasive messages, contrast

TOTHRSE The total hours of the experimental treatment. If no number is
entered, the informae.on was not available.

ES The effect size, defined as D =
XT - Xc

, or an estimate
thereof.
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TRENYENT VERSUS CONTROL, TREATMENT VERSUS PLACEBO,
SINGLEGROUP, PREPOSTTEST EFFECT SIZES

AU "HOR YEA 0 10$ ES ID# ATTOWARD TUN SETTINGS EDLEVEXP UN:vmAJE OCCUPE ,P

Quay, et al. 1961 114 1 3 34 4 0 0 4
114 2 3 34 4 0 0 4
114 3 3 34 4 0 0

Butler 1981 63 1 t 48 1

4

2 0 0
63 2 1 51 1 2 0 0

Bucich-Claylor 1978 195 2 1 52 1 2 0 0

1985
195 8 1 52 1 2 0 o

tbods 225 1 1 89 1 2 0 0
Lory 1983 227 1 1 53 1 2 0

227 3 1 53 1

0
2 o o

227 5 1 53 1 2 0 0
227 7 1 53 1 2 o 0227 8 1 53 1 2 0 0

Glauberman 1980 44 1 2 40 12 2 o o
Rae 1983 108 2 5 30 1 2 0 0

108 6 5 30 14 2 0 0
Sasso 1983 193 2 7 1 2

0
0

Lipsky 10 4 1 60 1 3 o
Vinish

1978
1974 28 2 1

0
1 3 0 0

Dresang 1981 52 2 1 51 1 3 0 0
52 3 1 48 1 3 0 0
52 5 1 73 1 3 0 0
52 6 1 76 1 3 v 0

Paxton 1983 90 1 1 93 1 3 0 0
90 3 1 103 1 3 o 090 4 1 93 I 3 0 090 6 1 103 1 3 0 0

Salend, & Moe 1983 182 1 1 160 1 3 0 0
Zahiri Tousi 1980 242 1 1 36 1 3

242 2 1 37 1 3 0
o o

0242 3 1 42 1 3 0 0
Salend, & Nnops 1984 250 1 1 32 1 3 0

250 2 1 37 1 3 o o
o

250 3 1 38 1
,

0 0
250 4 1 32 1 2 0 0
250 5 1 37 1 3 o
250 6 1 38 1 3

0
CJ o

Marquart 35 1 1 47 2 3
0

o1984
35 5 1 47 2 3 0 D
35 9 1 47 2 3 o 0Perez 1983 85 1 1 619 2 3 0 0

Lipsky 60 1

M

3 0 0

Shein 1978 194 2 1 40 1 3 0 0

1978 10 2 1

88 4 1 32 1 3 0 0ulXey 1980

194 5 1 40 1 3 0 0
270 3 1 28 1 3 0 0Parrish 1974
270 4 1 28 1 3 0

S
0

chwartzwald 1981 191 1 2 156 1 3 0 0
Nolan 1982 230 1 2 40 1 3 0 0
Siperstein, & Bak 1980 21 a 109 1 3 0 0

21 2 a 109 1 3 0 0

COMINSTR ASSES I ,P TRTSCHE TOTHRSE ES

0 3 1 1 0 43
0 3 1 22
0 3 1 1 0 - 06
0 3 1 4 0 17
0 3 1 4 0 - 07 1

0 3 1 3 7 39
o a 1 3 7 03
0 6 1 6 07
0 16 1 4 0 23
o 17 1 4 0 77
o 17 1 4 0 59
0 17 1 4 0 29
0 17 1 4 0 00
o 3 1 2 41
0 3 1 7 1- 8
0 3 1 7 60
0 3 1 B 0 I. 21

3 1 5 230

0 3 1 20 0 32
0 4

1 7 - 08
0 4 1 7 - 02
0 9 1 7 15
0 9 1 7 00
0 15 1 8 41
0 15 1 8 41

0 15 1 8 25
O 15 1 8 - 15
0 15 1 23

0 6 1 1 0 00
O 6 1 1 0 - 02
0 a 1 2 0 - 01
0 15 1 1 0 49
o 15 1 1 0 70
O 15 1 1 0 87
0 15 1 1 0 .77
0 15 1 1 0 77
0 15 1 1 0 86
0 3 1 4 2 14

4 2 - 110 15 1

o 6 1 4 v - 29
0 3 1 15 0 - 09
1 3 1 5 - 96
1 3 1 3 - 82
1 3 1 3 0 32
1 3 1 3 0 01
1 3 1 4 0 85
1 3 1 4 0 25
1 3 1 7 26
1 3 1 3 0 6
0 15 1 1 0 59

9

0 a 1 1 0 - 53



ALI 7LIOR /EAR ID# ES IMO ATTOWARD TOTN SETT INCE EDLEVEXP UN IVMAJE OCCUPE <F) COMINSTR ASSEST7F TRTECHE TOTHRSE ES
Sheen 1978 194 e 9 30 1 3 0 0 0 3 1 3 0 76194 11 9 40 1 3 0 0 0 3 1 3 0 31Elliott, & Byrd 1983 201 1 1 62 1 4 0 0 1 3 1 3 28201 2 1 66 1 4 0 0 1 3 1 3 1 27Bond 1979 112 1 2 176 3 4 0 0 1 3 1 30112 2 2 176 3 4 0 0 1 3 1 25Rae 1983 108 4 5 30 1 4 0 0 0 3 1 7 - 37108 e 5 30 14 4 0 0 0 3 1 7 - 03Coven 1984 176 2 20 24 1 4 0 0 0 3 1 2 7 - 09176 4 20 24 1 4 C 0 0 3 1 2. 7 - 01176 6 20 24 1 4 0 0 0 3 1 2 7 23176 e 20 24 1 4 0 0 0 3 1 2 7 17Mulkey 1980 88 6 1 55 1 5 0 0 1 3 1 3 23McKerracher 1982 120 6 2 93 1 5 0 0 1 3 1 2 7 29Mite 1981 141 1 20 114 1 5 0 0 1 3 1 22141 2 20 120 1 5 0 0 1 3 1 57141 3 20 118 1 5 0 0 1 3 1 14141 4 20 123 1 5 0 0 1 3 1 57Reinhardtsen 1980 259 2 1 335 1 6 0 0 0 3 1 4 6 .35Robinson 1980 72 1 1 16 0 6 0 0 1 3 1 24 0 - 9772 2 1 32 0 6 0 0 1 3 1 24 0 - 57Mulkey 1980 88 e 1 46 1 6 0 0 1 .3 1 3 1 32Reinhardtsen 1980 259 1 1 335 1 6 0 0 4 3 1 4 6 23Cerreto 1976 190 3 1 84 1 7 0 0 0 17 1 7 32190 4 1 84 1 7 0 0 0 17 1 7 - 23Farrell 1985 18 4 1 40 14 7 0 0 0 4 1 76Baker, et al. 203 2 1 1 094 1 7 0 0 1 3 1 6 57203 4 1 1313 1 7 0 0 1 3 1 6 39Drake 1977 185 1 1 31 1 7 1 0 4 3 1 37 5 41185 2 1 23 1 7 1 0 4 3 1 37 5 78185 3 1 32 1 7 1 0 4 3 1 37 5 13Dubin 1981 210 1 7 472 1 7 0 0 1 3 1 8 0 70Krieger 1978 116 3 e 40 1 7 16 0 5 3 1 2 73Storey 1979 81 1 20 203 1 7 0 0 0 3 1 I 5 .3081 2 20 203 1 7 0 0 0 3 1 1 5 42Martinez 1977 223 6 1 30 0 e 5 0 0 9 1 2 83Walker 1978 236 i 1 59 1 e 5 0 0 3 1 28 0 16236 2 1 59 1 e 5 0 0 3 1 28 0 16236 3 1 59 1 e 5 0 0 3 1 28 0 39236 4 1 59 1 e 5 0 0 3 1 28 0 26Ibrahim 1979 204 6 1 30 1 e 14 0 0 3 1 5 0 55204 e 1 30 1 e 14 0 0 3 1 5 0 1.20204 10 1 30 1 e 14 0 0 11 1 5 0 33Elliott, & Byrd 1984 66 1 1 30 0 8 1 0 1 3 1 3 1 1066 2 1 30 0 e 1 0 1 3 1 3 67Martinez 1977 223 3 1 30 0 F 5 0 1 3 1 2 - 49Hamilton, & Anderson 1983 16 2 1 123 1 e 1 0 1 3 1 2 5 40Abernathy 1980 50 1 1 104 1 e 1 0 1 3 1 7 37Hafer, & Narcus 1979 51 1 1 36 1 8 I 0 1 3 1 6 - 7251 2 1 3t, 1 9 1 0 1 3 1 6 - 09Wilson 1979 238 1 1 210 1 9 1 0 1 3 1 7 - 48



0 * 0

AUTI-CIP EAR !Ems ESIDS ATTOWARD TOTN SETT--.::E EDLE,,E Oz UNIVNA.JE OCCUPEOz C.OMINSTR ASSEETYP TRTECHE TOTHRSE ES

Wilson 1979 238 2 1 146 1 8 1 0 1 3 1 - 19Saunders 1969 148 1 1 17 1 8 2 0 1 3 1 22 5 28148 2 1 15 1 8 2 0 1 3 1 22 5 56148 3 1 70 1 8 2 0 1 3 1 22 5 -1 61Peterson 1977 136 2 1 35 1 a 13 0 1 3 1 2 0 2Ibrahim 19,_ 204 2 1 30 1 a 14 0 1 3 1 5. 0 51204 4 1 30 1 a 14 0 1 3 1 5 0 I. 35McDaniel 1980 215 3 1 106 1 8 16 0 1 3 1 54
215 4 1 139 1 a 16 0 1 3 1 29Wilson 1979 238 3 1 144 13 8 1 0 1 :, 1 3 0 02Lazar, et al. 1975 255 1 1 34 1 a 1 0 4 3 1 . 05255 2 1 34 I a 1 0 4 3 1 .21
255 3 1 34 1 a 1 0 4 3 1 - 26Cohen 1978 220 6 2 36 0 0 0 0 0 6 1 1. 3 36220 9 2 36 0 a 0 0 0 9 1 I 3 30220 12 2 36 0 a 0 0 0 9 1 I 3 39220 15 2 36 0 a 0 0 0 9 1 1 3 13Yerxa 1971 159 1 2 76 12 a 16 0 0 3 1 8 0 47
159 2 2 76 12 a 16 0 0 3 1 B 0 - 07158 3 2 76 12 9 16 0 0 3 1 8 0 43158 4 7 76 12 a 16 0 0 3 1 8.0 35158 5 2 76 12 8 16 0 0 3 1 B 0 15158 6 2 76 12 a 16 0 0 3 1 8 0 31

Cohen 1978 220 3 2 36 0 a 0 0 1 3 1 1 3 2 13Ozyurek 1977 233 2 2 44 0 a 2 0 1 3 1 63233 3 2 47 0 a 2 0 1 3 1 52
Aukayanagul 1979 137 9 2 20 0 8 5 0 1 3 1 1 3 BO137 10 2 20 0 a 5 0 1 3 1 1 3 39137 11 2 20 0 a 5 0 1 3 1 I 3 I. 04

137 12 2 20 0 8 5 0 1 3 1 1 3 I 01137 2 2 20 0 a 15 0 1 3 1 1.3 12137 3 2 20 0 a 15 0 1 3 1 I 3 22137 4 2 20 0 a 15 0 1 3 1 1 3 53137 o 2 20 0 a 16 0 1 3 1 1 3 63137 7 2 20 0 a 16 0 1 3 1 1 3 -.06137 a 2 20 0 a 16 0 1 3 1 1 3 33137 14 2 20 0 a 16 0 1 3 1 1 3 1 26
137 15 2 20 0 a 16 0 1 3 1 1 3 85137 16 2 20 0 a 16 0 1 3 1 1 3 1 16yrick 1968 129 2 2 51 1 a 1 0 1 3 1 33 7 30129 1 2 61 1 8 7 0 1 3 1 33 7 14Yerxa 1971 158 7 2 76 12 a 16 0 1 3 1 B 0 46Sartin 1964 219 1 3 100 1 a 16 0 0 9 1 3 0 41219 2 3 100 1 9 16 0 0 9 1 3 0 - 24

Eoehm 1978 32 2 5 41 15 a 13 0 0 9 1 75 0 3532 4 5 32 15 a 13 0 0 9 1 75 0 64Frazier 1975 62 3 6 27 1 a 1 0 0 9 1 3762 6 6 27 1 8 1 0 0 9 1 15Costin, & Kerr 1962 25 1 6 197 1 8 1 0 2 3 1 33 7 2925 2 6 197 1 a 1 0 2 3 1 33 7 1 00Frazier 1975 62 9 6 27 1 8 1 0 2 3 1 22
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AUTHOR YEAR ID* ES I DS A T TOWARD TOTN SETT IrGE EDLEVEXP UN I VHAJE OC CURE tP , OM 1 NSTR ASSEiTYP TR TECHE TOTHRSE ES

Petranaelo
Rode, &

1976 134 2 1 :55 1 a 16 0 1 -) 2 26Stutts in press 121 3 1 40 2 a 16 0 1 3 2 24 0 1 BI121 1 40 11 8 16 0 1 3 2 24 0 2 29
Urie,

121 2 1 35 11 8 16 0 1 3 2 24 0 1 88& Siru.th 1970-71 202 1 1 254 13 8 1 0 1 3 2 15Hamilton, & Anderson
Rode,

1983 16 1 1 120 :4 8 1 0 1 3 2 2 5 30
& Stutts

Evans
in press 121 4 1 60 14 8 16 0 1 3 2 24 0 1 00

4ku.te
1976 36 2 2 40 12 8 1 0 1 3 2 7 131973 11 1 3 64 2 8 13 0 0 3 2 0011 2 3 56 2 8 13 0 0 3 2 - 09

Landis
11 3 3 55 2 8 13 0 0 3 2 001981 159 1 3 94 2 8 13 0 0 9 2 120 0 55Strauch, et al. 1970 138 1 3 10 4 8 1 0 0 9 2 180 0 26138 2 3 10 4 8 1 0 0 9 2 180 0 31W11te 1973 11 4 3 66 4 8 13 0 0 3 2 71Holzberg, & Gewirtz 1963 58 1 6 59 6 8 1 0 0 3 2 60 0 1 24Kulik, et al. 1969 74 2 6 318 6 8 1 0 0 15 2 360 0 2374 3 6 318 o 0 1 0 0 15 2 360 0 13Scheibe 1965 123 1 6 99 15 8 1 0 0 15 2 320 0 32123 2 6 95 I 5 8 1 0 0 I 5 2 320 0 35Spiegel, et al. 1968 70 1 6 40 6 a 1 0 2 3 2 5770 2 6 40 6 0 1 0 2 3 2 64Kulik, et al. 1969 74 1 6 318 6 8 1 0 2 3 2 360 0 30Smith 1969 133 1 6 136 6 8 0 0 2 3 2 12133 2 6 136 6 8 6 0 2 3 2 11

Evans
Kauffman

1976
1976

36
137

1
3

2
4

40
24

12
2

8
10

1
0

0
5

1
0

3
3

2
2

.7
7

.63
- 52157 6 4 24 2 10 0 5 0 .7 2 7 - 33:57 9 4 24 2 10 0 5 0 3 2 7 - 44157 12 4 24 2 10 0 5 0 3 2 7 15Cola suonno 1981 183 1 9 32 0 10 0 9 0 3 2 1 2 17Weaver 1982 1E,1 1 19 48 1 10 0 5 0 3 2 900 0 74Klein 1969 79

1 3 48 14 11 0 11 0 3 2 -. 15Smith 1969 1.,3 3 6 134 6 11 0 4 2 3
2

999
9

23
:"33 4 6 134 6 11 0 4 2 3 2 999899 9 28Granofsky 1956 .04 1 19 135 6 11 0 1 0 13 2 -104 2 19 135 6 11 0 1 0 14 2 8 0 40Hicks, & Spaner 1962 57 1 6 78 6 12 0 0 0 3 2 420 0 Z 0437 2 6 354 6 12 0 0 0 3 2 420 0 91

Beardsley
37 3 6 354 6 12 0 0 0 3 2 420 0 901979 40 1 1 110 1 2 0 0 0 3 4 2 9 00

Lipsky
40 2 1 130 1 2 0 0 0 3 3 2 9 10

Dahl,
1978 10 3 1 60 1 3 0 0 0 3 3 5 78et al. 1978 26 6 1 8" ! 3 0 0 0 14 3 7 - 24Paxton 1983 90 2 1 97 1 3 0 0 0 15 3 8 6090 5 1 97 1 3 0 0 0 15 3 8 - 14Marcus 1979 264 1 1 396 1 3 0 0 0 4 3 23 0 - 09Marquart 1584 35 3 1 47 2 3 0 0 0 3 3 4 2 5435 7 1 47 2 3 0 0 0 15 3 4 2 - 1035 11 1 47 2 3 0 0 0 6 3 4 2 - 24
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AUTHOR YEAR IDS ESIDM ATTOWARD TOTN 3ETTINGE EOLE, _ P UNIUmAJE OCCUPEXP COMINSTR ASSESTYP TRTECHE TOTHRSE ES
Lipsky
Dahl, et al.
Margo

1978
1978
383

10
26

1

5
1

1

60
89

1

1

3

3
0
0

0
0

1

1

3
3

3
3

5

7

1 26
09

Dahl, et al. 1978
206 1 2 44 0 3 0 0 0 15 3 1 0 05

Westervelt 1978
26
144

3

1

2
2

89
46

1

2
3
3

0

0
0
0

0
0

0
6

3
3

7

2
42
47

Dahl, et al. 1978
144 2 2 44 2 3 0 0 0 6 3 2 0626 4 3 89 1 3 0 0 0 6 3 7 3026 1 8 89 1 3 0 0 0 0 3 7 28

C.erreto 1976
26 2 9 99 1 3 0 0 0 6 3 7 23190 1 1 84 1 7 0 0 0 17 3 7 93

Martinez 1977
190
223

2
4

1

1

84
30

1

0
7

9
0

5
0
0

0
0

17
9

3
3

7

2
- 35

-1.42
Ibrahun 1979

223 5 1 30 0 8 5 0 0 9 3 2 -1.28204 3 1 30 13 8 14 0 0 3 3 5 0 1. 39204 7 30 13 8 14 0 0 3 3 5 0 1. 97
Martinez

204 9 1 30 13 a 14 0 0 11 3 5 0 671977 223 1 1 30 0 8 5 0 1 3 3 2 - 42
Peterson

223 2 1 30 0 8 5 0 I 3 3 2 - 63
Wilson, & Alcor

1977 136 3 1 43 1 8 ,3 0 1 3 3 2 0 - 13
Ibrahim

1969 146 1 1 80 13 a 5 0 1 3 3 8 0 011979 204 1 1 30 13 8 14 0 1 3 3 5 0 91

Avery, & Davis
204 3 1 30 13 8 14 0 1 3 3 5 0 1 661986 222 1 2 2 1 9 16 0 1 3 3 1 7 84222 2 2 3:.., 1 9 16 0 1 3 3 1. 7 1 02

Brady
222 3 2 16 1 8 16 0 1 3 3 t 7 1. 40

Levinson
1966 22 1 a 70 7 8 I 0 5 3 3 1.0 el

Dantuer
1973 6,' 1 8 18 14 9 16 0 3 3 3 2 481982 246 1 9 30 1 8 1 0 0 9 3 4 3 11

Simon
246 2 9 30 1 8 1 0 0 9 3 4 1 071970 46 1 15 211 1 8 1 0 0 3 3 3 - 0146 2 15 211 1 8 1 0 0 3 3 3 0146
46

3 15 211 1 8 1 0 0 3 3 3 244 15 211 1 8 1 0 0 3 3 3 - 0546 3 15 211 1 8 1 0 0 3 3 3 0346
46

6 15 211 1 8 1 0 0 3 3 3 - 12
Dye 1978

7 13 211 1 8 1 0 0 3 3 3 3234 2 6 21 12 9 6 0 2 3 3 24 0 5434 4 6 21 12 9 6 0 2 3 3 24 0 - 0234 6 6 21 12 9 6 0 2 3 3 24 0 44

Sawyer, & Clark
34 8 6 21 12 9 6 0 2 3 3 24 0 671980 153 1 20 38 15 9 16 0 0 9 3 23 5 12153 2 20 38 15 9 16 0 0 9 3 25 5 1 3115.: 3 20 38 13 9 16 0 0 9 3 25 5 71

Th..
153 4 20 38 15 9 16 0 0 9 3 25 5 1.03_aburg 1983 235 1 1 40 0 10 0 5 0 11 3 1 0 1 23

Steen
235 2 1 40 0 10 0 5 0 11 3 1 0 1 23

Rothschild
1980 99 1 1 30 0 10 0 15 1 3 3 4 5 19

Elise
1978 139 1 1 34 1 10 0 5 1 3 3 20 0 - 701975 124 1 2 20 0 8 16 0 1 3 4 6 0 1 75

Forader
124 2 2 20 0 8 16 0 1 3 4 6 0 1 731969 94 1 2 68 1 6 0 0 1 3 5 3 40

565



ALI MOP l(EAR IDk ESID A OWARD rOTN SETT INGE EDLEVEAR UNIVMAJE OCCUPE cf, COMINSTR ASSEETYP TR TEChE TOTHRSE ES

Ibrauer 1969 94 .7 2 72 1 er. 0 0 I 3 5 3 4394 3 2 72 1 6 0 0 . 3 5 3 3494 1 2 63 1 6 0 0 1 3 5 3 2594 5 2 64 1 6 0 0 1 3 5 3 4794 6 2 62 1 6 0 0 1 3 5 3 19Gottlieb 1930 47 1 3 26 1 7 0 0 0 15 5 2 2 4247 2 3 26 1 7 0 0 0 15 5 2 I 7847 3 3 26 1 7 0 0 0 15 5 '2 93Feldman, 6 Feldman 1985 14 1 1 60 13 a 5 0 1 3 5 2 5 6314 2 1 60 13 a 5 0 1 3 5 2 5 71
14 3 1 60 13 a 5 0 , 3 5 2 5 75Donaldson 1974 31 1 2 49 1 a 1 0 1 3 5 a 1 3231 2 2 48 1 a 1 0 1 3 5 8 6631 3 2 55 1 a 1 0 1 3 5 a 39Morrison, et al. 1978 100 1 6 38 1 a 1 0 0 9 5 2 J 37100 2 er. 38 1 a 1 0 0 9 5 2 0 45Dye 1978 34 1 6 20 12 9 6 0 2 3 5 24 0 7034 3 6 20 12 9 6 J 2 3 5 24 0 3034 5 6 20 12 9 6 0 2 3 5 24 0 - 3634 7 6 20 12 9 6 0 2 3 5 24 0 74Grove 1978 173 1 6 88 15 11 0 1 0 3 5 4 0 69173 2 ea 88 15 11 0 1 0 er. 5 4 0 94Gerstein 1976 260 1 1 90 1 7 5 0 1 3 6 1 - 08Sanders 1978 207 1 1 40 1 a 5 0 3 a 1 2 03207 2 1 39 1 a 5 0 1 3 6 I 2 62207 3 1 33 1 8 5 0 1 3 6 5 26207 4 1 40 1 E 5 0 1 3 6 7 11207 5 1 38 1 a 5 0 1 3 6 7 - 07207 6 1 40 1 a 5 0 1 3 6 I 2 - 15207 7 1 39 1 a 5 0 t 3 6 I 2 82207 a 1 33 1 a 5 0 1 3 6 5 19207 9 1 40 1 a 3 0 1 3 6 7 002C 7 10 1 38 1 a 5 0 1 3 6 7 - 28Surpson, et a1. 1976 2 1 1 38 1 2 0 0 1 3 7 20 0 55Rae 1983 108 1 5 30 1 2 0 0 0 3 7 1 3 1.20108 5 5 30 14 2 0 0 0 3 7 I 3 72Cronk 1978 186 2 5 39 15 2 0 0 0 3 7 33186 3 5 40 15 2 0 0 0 3 7 51Srsso 1983 193 1 7 15 2 0 0 0 3 7 11 0 1 38Viru.sh 1974 29 1 1 60 1 3 0 0 0 3 7 20 0 30Wurzel 1980 239 1 1 47 1 3 0 0 0 6 7 6 0 1 06239 2 1 47 1 3 0 0 0 3 7 6 0 56239 7 1 24 1 3 0 0 0 6 6 0 1 18239 a 1 24 1 3 0 0 0 3 7 6 0 91Marqua rt 1984 35 2 1 44 2 3 0 0 0 3 7 4 2 3735 6 1 45 2 3 0 0 0 15 7 4 2 - 4835 10 1 44 2 3 0 0 0 6 7 4 2 - 55Mulkey 1980 88 5 1 34 1 3 0 0 1 3 7 3 22Parrish 1974 270 1 1 28 1 3 0 0 1 3 7 9 5 49270 2 1 28 1 3 0 0 1 3 7 8 5 - 1 1Lazar,, et al . 1971 76 1 1 44 14 3 0 0 1 3 7 91

5G66



AU THCP ,EAR ID# EGID# ATTOL6-NRL TOTN SETT INGE EDLEVE 03 UN1VmAJE OCCUPEXP LOMINSTR HSSESTYP TRTECIIE TOTHRSE ES

Olsen 1978 127 1 4 55 2 3 0 0 0 3 7 25 0 83
127 3 4 49 2 3 0 0 0 17 7 25 0 2 75

Cronk 1978 186 4 5 49 15 3 0 0 0 3 7 38
Dickson 1974 244 1 1 46 15 4 0 0 0 3 7 1 10

244 2 1 40 15 4 0 0 1 3 7 61
1983 109 3 5 30 1 4 0 0 0 3 7 1 3 47

P cl 7 5 30 14 4 0 0 0 3 7 1 3 59
Mulkey 19E0 88 7 1 46 1 5 0 0 1 3 7 3 33
McKerracher 1982 120 5 2 94 1 5 0 0 1 3 7 3 7 19
Mulkey 1980 88 9 1 47 1 6 0 0 1 3 7 3 68Farrell 1985 18 2 1 40 14 7 0 0 0 4 7 87
Gronberg 1982 96 1 1 293 1 7 0 0 1 3 7 42 0 64
Baker, et al.. 1981 203 1 1 1192 1 7 0 0 1 3 7 6 35

203 3 1 1631 1 7 0 0 1 3 7 6 37
Kiernan 1974 84 2 1 97 1 8 2 0 1 3 7 2 5 60

84 4 1 97 1 8 2 0 1 3 7 2 5 31
84 1 1 76 1 8 13 0 1 3 7 2 5 99
84 3 1 76 L 8 13 0 .. 3 7 2 5 88

Leyser, & Abrams 1983 132 2 1 142 15 8 2 0 1 3 7 37
132 1 1 254 13 8 13 0 1 3 7 43

Felton 1975 38 1 1 7 15 8 16 0 1 3 7 999 9 1 27
Nelson 1970 53 3 2 44 1 8 4 0 0 9 7 1 31
Ozyurek 1977 233 1 2 46 0 8 2 0 1 3 7 55
Aukayanagul 1979 137 1 2 20 0 8 15 0 1 3 7 1 3 57

137 5 2 20 a 8 16 0 1 3 7 1 3 43
137 13 2 20 0 8 16 0 1 3 7 1 3 2 27

Rosswurm 1980 209 1 2 83 15 8 6 0 3 7 36
209 2 2 67 15 8 6 0 3 7 16

Nelson 1970 53 2 3 44 1 8 4 0 t 9 7 89
Newcctner 1975 232 1 3 14 4 8 6 0 0 3 7 137 2 1.24

232 2 3 11 4 8 6 0 0 3 7 137 2 1.54
232 3 3 14 4 8 6 0 0 3 7 137 2 2 14

liourcane 1981 20 1 3 27 9 8 13 0 0 3 7 120 0 04
Baker 1974 129 1 3 72 13 8 6 0 0 6 7 - 02

128 2 3 72 15 8 6 0 0 17 7 38
128 3 3 72 15 8 6 0 0 3 7 - 21

Boehm 1978 32 1 3 74 13 8 13 0 0 9 7 205 0 - 02
32 3 3 63 15 8 13 0 0 9 7 205 0 27Morris 1964 71 1 6 36 6 8 6 0 2 3 7 1 20
71 2 6 56 6 8 6 0 2 3 7 04

Walsh 1970 99 1 6 138 6 8 6 0 2 3 7 60 0 33
99 2 6 138 6 8 6 0 2 3 7 60 0 - 42ScallObaus 1971 143 1 6 83 6 8 6 0 2 3 7 - 04Nelson 1970 53 1 7 44 1 8 4 0 0 9 7 1 02Skrtic, et al. 1982 132 2 8 63 13 8 5 0 5 3 7 55

132 4 8 51 15 8 5 0 5 3 7 87Fox, et al. 1984 30 1 19 33 13 8 16 0 0 9 7 - 13
30 2 19 33 13 8 16 0 0 3 7 1.25Naor, & lalgram 1980 177 1 20 33 13 8 2 0 0 3 7 22 5 3 00

177 3 20 33 13 8 2 0 0 17 7 22 5 1 34
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AUTHOR YEAa Ma ESIDn ATTOWARD TOTN SETTINGS EDLEVEW UNIVNAJE OCCUPEXP CONINSTR ASSESTYP TRTECHE TOTHRSE ES

Anthony 1968 7 1 2 16 14 9 10 0 1 3 7 45Geifand, & Ullmann 1961 41 1 6 55 6 9 15 0 2 3 7 1541 2 6 55 6 9 15 0 2 3 7 09Meltzer, & Grigorian 1972 216 1 6 90 6 9 15 0 2 3 7 160 0 66216 2 6 90 6 9 15 0 2 3 7 160 0 - 07Crow, et al. 1970 217 1 6 90 13 9 15 0 2 3 7 06Mcosbruker, & Giodon 1966 154 2 20 153 14 9 16 0 0 17 7 24 0 - 10154 3 20 153 14 9 16 0 0 17 7 24 0 42154 4 2t. 153 14 9 16 0 0 17 7 24 0 - 16154 5 20 150 14 9 16 0 0 17 7 24 0 - 39154 6 20 150 14 9 16 0 0 17 7 24 0 - 18154 1 20 185 14 9 16 0 1 3 7 24 0 .21liagton 1980 61 1 1 93 1 10 0 15 3 6 7 4 0 - 1461 2 1 93 1 10 0 15 4 3 7 4 0 03Finell, et al. 1980 117 1 1 25 15 10 0 15 4 3 7 44 0 1 35Kauf enan 1976 157 2 4 24 15 10 0 5 0 3 7 1 5 96157 5 4 24 15 10 0 5 0 3 7 1 5 44:57 8 4 24 15 10 0 5 0 3 7 I 5 03157 II 4 24 15 10 0 5 0 3 7 I 5 46Cronk 1978 186 1 5 24 14 11 0 13 0 3 7 52
7 200 0

Pryer, & Distefano 19'8 29 1 0 71 4 11 0 4 2 3 2329 2 6 71 4 11 0 4 2 3 7 200 0
7 200 0

7129 3 6 28 4 11 0 4 2 3 53
7 200 0

29 4 0 28 4 11 0 4 2 3 31Stockton 1978 7.56 1 6 58 4 11 0 4 2 3 7 320 0 47236 2 6 38 4 11 0 4 2 3 7 320 0 89236 3 6 58 4 11 0 4 2 3 92236 4 6 38 4 11 0 4 2 3 i 320 0 -1.07Pryer, et al. 1969 7 200 0
91 1 6 39 15 11 0 13 2 3 .1191 2 6 39 15 11 0 15 2 3 7 200 0 3091 3 6 25 15 11 0 15 2 3 7 200 0 1491 4 6 23 15 11 0 15 2 3 7 200 0 57Horan 1981 175 1 2 50 1 1 0 0 0 6 8 5 0 1517l. 2 2 30 1 1 0 0 0 6 8 5 0 - 12Leung 1979 257 1 1 70 1 2 0 0 0 3 8 2 5 63Cray - Andreas 1981 130 1 10 140 1 2 0 0 0 3 8 1 7 21Salend,, & Moe 1983 182 2 . 153 1 3 0 0 0 15 8 63:leas 1983 263 1 1 109 1 3 0 0 0 6 8 8 0 18263 2 1 108 1 3 0 0 0 6 8 8 0 18263 3 1 108 1 3 C 0 0 6 8 8 0 05263 4 1 108 1 3 0 0 0 6 8 8 0 - 12263 3 1 109 1 3 0 0 0 6 8 8 0 15263 6 1 108 1 3 0 0 0 6 8 8 0 07263 7 1 109 1 3 0 0 0 6 8 8 0 - 19263 8 1 108 1 3 0 0 0 6 8 8 0 01263 9 1 109 1 3 0 0 0 6 8 8 0 22263 10 1 108 1 3 0 0 0 6 8 8 0 17Kologinsky 1981 23 1 15 71 9 3 0 0 0 6 8 1 0 3323 2 15 71 9 3 0 C 0 6 8 1 0 - 13Heitman 1982 73 1 3 33 1 6 0 0 1 3 8 44 9 03Stemplinger 1985 273 1 10 107 1 6 0 0 0 15 8 3/ 1 17
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A

AUTHOR YEAR ID)) ESID# ATTOWARD TOTN SETTINGE EDLEVEXP uNIVmAJE OCCUPEW COMINSTR ASSESTYP TRTECHE TOTHRSE ES

Stentalinger
Hazzard

T tndstran

Shortridge

Krieger

tiolitilust
Elliott, & Byrd

Pot:.. on
Parish, et al.

Pomerantz

1ays=

Robertson

Fbyster
Robertson

Esposito, & Peach
Jones, et al.
tirmisher
Esposito, & Peach
Max -quart

Shein

1985 273 2 10 107 1 6 0 0 0 17 8 3 7 781981 45 1 1 325 1 7 0 0 0 3 8 4 5 6145 2 1 325 1 7 0 0 0 3 8 4 5 3345 3 1 325 1 7 0 0 0 6 8 4 5 1145 4 1 325 1 7 0 u 0 6 8 4 5 0345 5 1 64 1 7 0 0 0 8 8 4 5 4445 15 1 189 1 7 0 0 0 17 8 4 5 - 1745 16 1 190 1 7 0 0 0 17 8 4 5 001979 118 1 1 31 1 7 16 0 0 9 8 20118 2 1 31 1 7 16 0 0 9 8 - 07118 3 1 31 1 7 16 0 0 9 8 -. 11118 4 1 31 1 7 16 0 0 9 8 - 11118 5 1 31 1 7 16 0 0 9 8 .23118 6 1 31 1 7 16 0 0 S 8 25118 7 1 31 1 7 16 0 0 9 8 37118 8 1 30 1 7 16 0 0 9 8 35118 9 1 31 1 7 16 0 0 17 8 281982 240 1 2 424 2 7 0 0 0 17 8 7 19240 2 2 424 2 7 0 0 0 17 8 7 12240 3 2 424 2 7 0 0 0 17 8 7 46240 4 2 424 2 7 0 0 0 17 8 7 14197b 116 1 8 39 1 7 16 0 5 3 8 2 0 69116 2 8 39 1 7 16 0 5 3 8 1 8 401981 167 1 1 15 1 8 1 0 0 3 8 8 0 671984 37 1 1 30 1 8 1 0 1 3 8 7 7037 3 1 23 1 8 1 0 1 3 8 7 471977 136 1 1 32 1 8 13 0 1 3 8 3. 0 - 311982 180 1 2 48 1 8 3 0 0 15 8 2 5 .35180 3 3 31 1 8 5 0 0 15 8 2. 5 31180 2 7 53 1 8 3 0 0 15 8 2 5 87180 4 10 33 1 8 5 0 0 15 8 2 5 201983 3 3 1 57 12 10 0 15 0 3 8 2 0 673 1
1 71 12 10 0 15 1 3 8 2 0 - 513 d 1 60 12 10 0 15 1 3 8 2 0 - 411981 6 4 1 66 0 11 0 15 0 17 8 7 5 286 6 1 70 0 11 0 15 0 17 8 7 5 606 8 1 73 0 11 0 15 0 17 8 7 5 086 10 1 70 0 11 0 15 0 17 8 7 5 .401984 109 2 1 39 4 II 0 4 0 3 8 1 0 - 14109 4 1 27 4 11 0 4 0 3 8 1 o - 281.981 6 1 1 74 0 11 0 15 1 3 8 7 5 671984 109 1 1 39 4 11 0 4 1 3 8 1 0 - 76109 3 1 28 4 11 0 4 1 3 8 1 o - 331)83 39 1 19 9 1 1 0 0 0 2 9 21 0 1 83681 67 1 1 74 1 2 0 0 0 3 9 5 0 1 691977 196 1 15 91 1 2 0 0 0 3 9 3 3 041984 39 2 19 9 1 2 0 0 0 2 9 21 0 1 501984 35 4 1 43 2 3 0 0 0 3 9

4

2135 8 1 43 2 3 0 0 0 15 9 1 - 1635 12 1 40 2 3 0 0 0 6 9 4 2 - 791978 104 1 1 40 1 3 0 0 1 3 9 6 0 37
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0

AUTHOR YEAR ID* ESID# ATTOWARD TOTN SETTINGE EDLEVEXP UNIVMAJE OCCUPEAP COMINSTR ASSESTYP TRTECHE TOTHRSE ES

oyster 1981 6 5 1 80 0 11 0 15 0 17 9 7 5 21
6 7 1 80 0 11 0 15 0 17 9 7 5 14
6 9 1 83 0 11 0 15 0 17 9 7 5 07
6 11 1 81 0 11 0 15 0 17 9 7 5 12
6 2 1 80 0 11 0 15 1 3 9 7 5 28

Perry 1983 106 1 1 48 15 11 0 15 1 3 9 5.3 37
106 2 1 25 15 11 0 15 1 3 9 5. 3 30

Brantlinger 1978 208 1 3 59 14 11 0 15 0 3 9 8.0 51
208 3 3 59 14 11 0 15 0 3 9 8.0 20
208 2 3 50 15 11 0 4 0 3 9 8 0 89
208 4 3 50 15 11 0 4 0 3 9 8.0 38

Fr1ede1 1980 188 1 20 154 15 12 3 0 3 6 9 6.0 39
Clark 1978 224 3 20 40 1 7 13 0 0 3 '10 4 5 56

224 5 ro 40 1 7 13 0 0 9 10 4 5 1.07
224 4 ..0 40 15 7 13 0 0 3 10 4 2 63
224 6 20 40 15 7 13 0 0 9 10 4 2 58
224 1 20 40 1 7 13 0 1 3 10 4 62
224 2 20 40 15 7 13 0 1 3 10 4 80

Maddle 1973 69 1 1 87 11 8 1 0 1 3 10 3.3 13
Cohen 1479 220 5 2 37 11 8 0 0 0 6 10 4 0 11

220 8 2 37 11 8 0 0 0 9 10 4 0 12
220 11 2 37 11 8 0 0 0 9 10 4 0 17
220 14 2 37 11 8 0 0 0 9 10 4 0 - 16
220 2 2 37 11 8 0 0 1 3 10 4 0 1 26

Frazier 1975 62 2 6 26 11 8 1 0 0 9 10 3 C - 06
62 5 6 26 11 8 1 0 0 9 10 3.0 16
62 8 6 26 It 8 1 0 2 3 h0 3.0 51
62 11 6 26 11 8 1 0 2 3 10 3. 0 - 69

Hada le 1973 69 2 8 87 11 8 1 0 0 3 10 3.3 2769 3 8 87 11 8 1 0 0 3 10 3.3 3269 4 8 87 11 8 1 0 0 3 10 3.3 3269 5 8 87 11 8 1 0 0 3 10 3.3 3069 6 8 87 11 8 1 0 0 9 10 3.3 02

NUMBER OF CASES READ = 643 NUMBER OF CASES LISTED - 643

571



TREATMENT i VERSUS TREATMENT B EFFECT SIZES

I KEY

i

The key for these effect sizes is the same as For the T vs.
C, T vs. P, and Pre-post effect sizes, except:

TRTECHE is Treatment A, and
TRTECHC is Treatment B.

561
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TREATMENT A VERSUS TREATMENT B SIZES

AUTHOR YEAR ton salon ATTowARJ TOTN SETT INGE EDLEVEXP UNIVMAJE OCCUPEXP CON INSTR ASSEST er TR TECHE TRTECHC TOTHRBE E 3

Dresang

Mulkey

Merle
J a n u a r y

Dailey
January

Dailey
Noe

Graham

January

Bryant
Matkin et al.

Enerton & Rottman
Maclntyre

Rynders
merle

Cautela
merle
Fisher

Dyer

Royster

Rynders

Hazzard

1981 52 1 1 76 1 3 0 0 0 4 1 2
52 4 1 114 1 3 0 0 0 9 1 ..

1980 as 1 1 32 1 3 0 0 1 3 1 a
ee 2 1 91 1 5 0 0 1 3 1 8
BB 3 1 47 1 6 0 0 1 3 1 a

1975 200 3 1 80 0 7 16 0 1 3 1 2
1978 165 3 1 63 1 a 1 0 0 9 1 2

165 4 1 63 1 a 1 0 0 9 1 2
1978 184 2 1 52 1 8 1 0 0 3 I 2 47
1978 165 1 1 63 1 8 1 0 1 3 1 2

165 2 1 63 1 8 1 0 1 3 1 2
1978 184 1 1 52 1 8 1 0 1 3 1 2 47
1982 140 1 1 74 1 8 4 0 4 3 1 2 28

140 2 1 59 . 8 4 0 4 3 1 8 28
140 3 1 37 1 8 4 0 4 3 1 8 28
140 4 1 74 1 8 4 0 4 3 1 2 26
140 5 1 59 1 8 4 0 4 3 1 8 26
140 6 1 57 1 8 4 0 4 3 1 a 28
140 7 1 74 1 8 4 0 4 3 1 2 28
140 8 . 59 1 8 4 ii 4 3 1 8 28
140 9 1 37 1 8 4 0 4 3 1 8 28

1968 48 1 6 63 1 8 1 0 2 3 1 2 40
48 2 6 63 1 a 1 0 2 3 1 2 40

1978 165 5 14 63 1 8 1 0 0 9 1 2
165 6 14 63 1 a 1 0 0 9 1 2

1985 268 1 19 102 1 9 16 0 0 3 1 2 1.
1983 229 1 1 3 0 12 16 15 1 3 1 2

229 2 1 213 0 12 16 15 1 3 1 2
1975 151 2 9 52 7 8 1 0 0 1 2 2

1981 163 1 1 51 14 3 0 0 0 3 2 3
163 2 1 47 14 3 0 0 0 3 2 3
163 3 t 48 14 3 0 0 0 3 2 3

1980 212 3 5 12 12 5 0 0 0 16 2 3 8
1975 200 1 1 80 11 7 16 0 1 '3 2 2

200 2 1 80 11 7 16 0 1 3 2 2
1971 221 1 3 42 15 8 1 0 0 3 4 11
1975 200 4 1 120 15 7 16 0 1 3 7 8
1975 42 1 1 50 2 8 13 0 0 3 7 8

42 2 1 50 2 8 13 0 0 3 7 8
42 3 1 50 2 8 13 0 0 3 7 8

1970 56 1 1 67 15 8 16 0 0 3 7 2
56 2 1 67 13 8 16 0 0 6 7 2
56 3 1 67 15 8 16 0 0 6 7 2

1981 6 3 1 55 0 11 0 15 0 17 8 10 7
6 12 1 85 0 11 0 15 3 17 8 10 7
6 13 1 80 0 11 0 15 0 I? 8 10 7

1980 212 1 5 12 12 5 0 0 0 16 9 3 8.
212 2 5 12 12 5 0 0 0 16 9 3 6

1981 45 6 1 150 1 7 0 0 0 3 9 9 5
45 7 1 150 1 7 0 0 0 3 9 9 5
45 8 1 150 1 7 0 0 0 6 9 9 5
45 9 1 150 1 7 0 0 0 6 9 9 5

7 0 3
7 - 12
3 - 2a
3 - 46
3 52
1 3'
2 - I 0
2 In
5 0 b
2 0 5
2 10
5 1. 12
3 20
3 - 5 5
3 - 3 r;
3 -
3 - 9,
3 - o4
3 2 5
3 - 5u
3 - 33
O 4 2
O 4I
2 08
2 27
O 23
7 0Q
7 20

. 02
5 45
5 69
5 23
O 84

- 43
04

1 20
- 30

I-.- ii
- 1 ,3

1a
44
49

5 29
5 33
5 3.
0 2 71
0 3 53
0 - 0
0 00
0 - 2 1
0 00

1)73 574



1

rl

AUTHOR YEAR IDU ESID$ ATTOWARD TOTN SETTINGE EDLEVEXP UNIVMAJE OCCUPEXP COMINSTR ASSESTYP IRTECHE TRTECHC TOTHRbE

New an 1978 199 1 7 205 15 7 0 0 0 8 9 9 4 5 -1 07
199 2 7 205 15 7 0 0 0 8 9 9 4 5 IC
199 4 7 205 15 7 0 0 0 9 9 9 4 5 2.1
199 3 7 205 15 7 0 0 1 3 9 9 4 5 - 02

Rodriguez 1978 97 2 1 71 1 8 16 0 0 fa 9 7 2 0 - 05
97 3 1 80 1 8 16 0 0 17 9 7 2 0 - 43
97 1 1 71 1 8 16 0 1 3 9 7 2 0 - 13

Meyer 1963 181 1 1 34 15 8 6 0 1 3 9 2 10 0 4,=
181 2 1 24 15 8 6 0 1 3 9 2 15 0 27

NUMBER OF CASES READ = 61 NUMBER OF CASES LISTED = 61

5 7 6
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MAINSTREAMING EFFECT SIZES

KEY

The key for these effect sizes is the same as for the T vs. C, T vs. P, and
Pre-post effect sizes except:

S Column Codes

The type of instruction in the mainstreamed classrooms:

MSDISCHD

MSPEERS

MSMONTHS

41

0=can't tell 4=peer tutoring
1=standard group/class instruction 5=combination
2=cooperative learning 6=other
3=individualized instruction

The disabilities of the mainstreamed children:

0=can't tell
1=mildly and moderately retarded
2=emotionally disturbed
3=visually impaired
4=blind
5=hearing impaired
6=deaf

Any special instruction for
mainstreamed classroom:

0=can't tell
1=none

2=information

The number of months the expe
participated in mainstreaming.
information was not available.

565

7=communication disordered
8=physically and health

impaired

9=learning disabled
1C=combination
11=others

nondisabled Deers in the

3=vicarious experience
4=reinforcement
5=persuasive messages

ri mental (nondisabled) Ss
If no number is entered, the

577



AUTHOR YEAR

MAINSTREAMING EFFECT SIZES

ID* ESID# TOTN TRTCONXT EDLEVEXP MSINSTRC mSDISCHD MSPEERS COMINSTR ASSESTyP MSMONTHS ES

Sigler et al. 1978 169 1 180 1 3 0 0 0 4 3 10
Brighi 1978 24 2 96 1 3 0 8 0 1 3 .39

24 3 83 1 3 0 8 0 1 3 .49
24 4 69 1 3 0 8 0 1 3 . 10

Voeltz 1982 271 1 520 1 3 0 10 2 0 3 17 02
271 2 537 1 3 0 10 1 0 3 13 16
271 7 520 1 3 0 10 2 0 3 17 19
271 8 537 1 3 0 10 1 0 3 13 07

Rapier et al. 1972 166 1 148 1 3 1 8 . 0 9 9 31
Smith & Larson 1980 168 1 154 1 5 0 10 1 1 3 18 72
Strauch 1970 L70 1 124 1 5 1 1 1 0 9 a

170 2 124 1 5 1 1 1 0 9 24
3righi 1978 24 1 542 1 7 0 G 0 3 43
Vceltz 1980 187 1 856 1 7 0 10 2 3 8 1 05

187 2 877 1 7 0 10 1 0 3 6 .41
187 3 856 1 7 0 10 2 0 3 a .36
187 4 877 1 7 0 10 1 0 3 6 01

Moseley 1973 135 1 80 1 7 1 0 1 1 3 9 . 16
135 2 80 1 7 1 0 1 1 3 9 .81

Winkler 1981 54 1 114 1 10 0 11 1 0 11 .07

NUMBER OF CASES READ = 20 NUMBER OF CASES LISTED = 20
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MISSING INFORMATION RESULTS
(No Treatment A vs. B results)

KEY

The key for these effect sizes is the same as for the T vs.
C, T vs. P, and Prepost effect sizes, except:

Instead of an ES column, there is an ESAVAIL (Effect Size
Available) column, for which the codes are:

1=Nol can't tell direction of result
2=Nol negative result
3=Nol positive result
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AUTHOR 'fEAR ID# ESID# ATTOWARD TOTN SETTINDE EDLEVEXP UNIVMAJE OCCUPEAP COMINSTR ASSESt'P TRTECHE TOTHRSE ESPOJAIL

Threlkeld & De Jong 1983 219 3 2 131 o 11 0 15 0 9 I 3 2219 4 2 121 6 11 0 15 0 9 1 n 2219 5 2 131 6 11 0 15 0 17 1 3 3
219 6 2 131 6 11 0 15 0 17 1 3 3
219 7 2 131 6 11 0 15 0 17 1 .3 1
219 8 2 131 6 11 0 15 0 17 1 . 3 1
219 9 2 13! 6 11 0 15 0 17 1 .3 1219 10 2 131 6 11 0 15 0 17 1 3 1
219 11 2 70 14 11 0 10 0 9 1 3 1219 12 2 60 14 11 0 10 0 9 1 3 1219 13 2 70 14 11 0 10 0 9 1 .3 1219 14 2 60 14 11 0 10 0 9 1 .3 1
219 15 2 70 14 11 0 10 0 17 1 .3 3219 16 2 60 14 11 0 10 0 17 1 3 2219 17 2 70 14 11 0 10 0 17 1 3 1
219 18 2 60 14 11 0 10 0 17 1 3 1
219 19 2 70 14 11 0 10 0 17 1 3 1219 20 2 60 14 11 0 10 0 17 1 3 1

Giannottt & Doyle 1982 126 I 10 92 I 11 0 II 0 3 I 24 0 3
126 2 10 92 1 11 0 11 0 3 1 24 0 3ticHale & Sigeortssort 1980 16(.' I 16 28 2 2 0 0 0 17 2 2 5 3
189 2 16 28 2 2 0 0 0 17 2 2 5 3Appolloru et al. 1982 119 I 2 15 6 0 0 0 6 2 72 0 3
119 3 7 15 6 0 0 0 6 2 72 0 3
119 2 10 15 6 0 0 0 6 2 72.0 3Wallston et al. 1972 150 6 6 16 10 7 0 0 0 9 2 3150 5 11 16 10 7 0 0 0 9 2 3
150 2 12 16 10 7 0 0 0 9 2 3150 3 19 16 10 7 0 0 0 9 2 2150 4 20 16 10 7 0 0 0 9 2 2LeUnes et al. 1975 262 I 3 179 e 8 1 0 0 9 2 3262 2 3 178 4 8 1 0 0 9 2 3Ctunslcy & Rappaport 1970 86 1 6 90 4 8 9 0 0 15 2 30 0 386 2 6 90 4 8 9 0 0 15 2 30 0 386 3 o 90 4 8 9 0 0 9 2 30 0 186 4 6 90 4 8 9 0 0 9 2 10 0 3Shaver & Scheibe 1967 228 1 6 16 9 8 1 0 0 12 2 84 0 1Spiegel et al. 1973 241 1 6 40 6 8 1 0 2 3 2 22 0 3
241 2 6 40 6 8 1 0 2 3 2 22 0 3Cole 1970 198 1 8 45 1 8 1 0 1 3 2 5 8 1
198 2 8 45 1 8 1 0 5 3 2 5 8 1Clore & Jeffery 1972 113 1 1 44 13 8 1 0 0 3 3 1. 0 3
113 2 1 44 13 8 1 0 0 3 3 1.0 3113 3 1 44 13 8 1 0 0 10 3 1.0 3
113 4 1 44 13 8 1 0 0 to 3 1 0 2
113 5 1 44 13 8 1 0 0 10 3 1 0 2113 6 1 44 13 8 1 0 0 10 3 1 0 2Wilson 1971 258 4 9 1 8 4 0 0 9 3 2 5 3258 3 9 14 8 4 0 0 9 3 2 5 1258 2 9 1 8 4 0 1 3 3 2 5 1258 1 9 14 8 4 0 1 3 3 2 5 1

r'7 I.t..,.
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AUTHOR YEAR ID# ESID# ATTOWARD TOTN SETTINGE EDLEVEXP UNIVMAJE OCCUPEXP COMINSTR ASEESTYP TRTECHE TOTHREE ESAVAIL

Distefano & Pryer 1975 95 1 6 15 6 10 0 13 2 3 7 36 3 2

95 2 6 15 .6 10 0 13 2 3 7 36 0 2

Distefano & Pryer 1970 87 1 6 71 4 11 0 4 2 1 7 200 0 I

87 2 6 71 4 11 0 4 2 3 7 263 0 2

87 3 6 48 4 11 0 4 2 3 7 200 0 1

87 4 6 22 4 11 0 4 2 3 7 200 0 1

Distefano & Pryer 1975 95 3 6 28 6 11 0 15 2 3 7 24 0 3

95 4 6 28 6 11 0 15 2 3 7 24 0 2

Terrell 1981 254 - 8 27 1 3 0 0 0 3 8 4 5 3

WYri :1' 1967 160 1 12 19 1 8 0 0 1 3 8 5 2

t60 2 12 19 1 8 0 0 1 3 8 5 2

I lels 1976 147 2 2 0 0 0 0 1 3 o 1

Handlers & Austin 1980 102 1 1 18 1 6 0 0 0 3 9 6 0 3

102 2 1 18 1 6 0 0 1 3 9 6 0 1

NUMBER OF CASES READ = 167 NUMBER OF CASES 1..ISTED = 167
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CONVERTING D TO rpb
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Formula: rpb

Converting D to rpb

D
....

D2+4
(Rosenthal, 1984, p. 25)

Sample Values*

D rpb rpb

.00

.1

.2

.3

.4

.5

.00

.05

.10

.15

.20

.24

.00

.00

.01

.02

.04

.06

.6 .29 .08

.7 .33 .11

.3 .37 .14

.9 .41 .17
1.0 .45 .20

1.1 .48 .23
1.2 .51 .26

1.3 .54 .30
1.4 .57 . .D.D

nn

1.5 .60 .36

1.6 .62 .39

1.7 .65 .42
1.8 .67 .45

1.9 .69 .47

2.0 .71 .50

2.2 .74 .55

2.4 .77 .59

2.6 .79 .63

2.8 .81 .66
3.0 .83 .69

3.2 .85 .72

3.4 .86 .74
3.6 .87 .76

3.8 .88 .78
4.0 .89 .80

*Cohen (19'7, p. 22) has provided a similar, but
more detailed, table.
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