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A series of three studies of emotionally disturbed
children had, as objectives, to discover the effectiveness of
clinical treatment on academic achievement and self concept and to
determine if children of parents who also received counseling show
more improvement than those whose parents did not. The control (C)
group consisted of children who did not receive treatment, although
it was recommended; the experimental (E) group consisted of those
treated. The results indicated that over a 5-year period there was no
significant difference in academic achievement with neither group
catching up to normal peers. The E group aid better immediately after
treatment and then tapered off, indicating. -that treatment might be
more helpful if continued. A second finding was that the earlier the
treatment, the more improvement shown. The second study indicated
that the C group had a higher sense of physical self concept and
identity. It was suggested that the E group became introspective and
honest with themselves during treatment, but its cessation left them
without the means to utilize these characteristics for personal
strength. The parental consistency study was inconclusive. Graphs and
tables of results are included. (3M)
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CHAPTER I

INTRODUCTION

There has been increased interest in the problem
of mental health recently, resulting in appropriation
of federal funds to increase the number of clinics for
treatment of the emotionally handicapped. An important
facet of the problem is the utilization of facilities
for early diagnosis and treatment.

In the school age population, emotional difficul-
ties come to light through referral of children with
poor school adjustment or learning deficits to child
guidance clinics. Such clinics have existed for a num-
ber of years, treating children with problems varying
from reading disability to severe emotional disturbance.
New help for emotionally handicapped children has
developed in the past few years, i.e., the Re-Ed Program
(Hobbs, 4), and the creation of a department in the
Office of Education to study problems of these children
and create classes in the regular schools where treat-
ment and learning can occur simultaneously. It seems
pertinent to look at the results of clinic treatment
in order to determine what the best approach to the
problem of emotional handicap may be.

In the past a diagnosis of emotional handicap
usually led to a recommendation for treatment consist-
ing of play therapy conducted along with counseling for
the parents. The criterion of improvement in the child
has been a reduction in general adjustment problems as
seen in the home and school.

However, few studies have been done which evaluate
the effectiveness of treatment over a longer period of
time, or the influence it has on long-range school suc-
cess. Those studies which have been done usually do not
use a control group so as to make comparisons between
pupils who have had treatment for emotionally based
learning problems and those who are equally maladjusted
and inefficient in school but do not have treatment.
The question remains, then, if improvement is seen over
a period of time, was it due to clinical treatment or
to developmental or other factors which are a function
of time itself?

Since school attendance and performance plays such
a large part in the life of children of this age, it
might be assumed that if learning capacity is affected



by emotional problems, then an improvement in the emo-
tional condition of the child should be reflected in
increased ability to achieve in keeping with intellec-
tual capacity. This study investigated the later
achievement of children treated for emotional handicap
at two child guidance clinics in order to answer these
questions: (1) do these children improve in school
achievement and maintain their improvement from year-
to-year over a long period, and (2) do children, whose
parents are also involved in treatment, achieve at a
higher level over a period of time than those whose
parents did not receive counseling along with the
child 's treatment?

A parent faced with an emotionally handicapped
child must seek treatment, and clinics provide trained
personnel who function efficiently at diagnosis of emo-
tional problems. However, as researchers of treatment
with adults have pointed out, there is little evidence
that can be cited for the efficacy of the treatment
itself. If the clinic can deal with parental anxiety,
and, perhaps, effect some change in the home itself
through working with parents, then some benefit will
accrue to the child. The question under study is not
of the value of clinics which deal with emotionally
handicapped children, but it is rather a question of
what kinds of treatment seem to show the most payoff
in the long run. The other methods mentioned earlier
have not been in existence long enough to provide long-
term information. However, the school records of
clinic-treated children can be studied, and such an
investigation will be dealt with in this report.

Related Research

Levitt (6), in a comprehensive study of the effec-
tiveness of psychotherapy with children, found that in
eighteen reports of evaluation at close of therapy two-
thirds of the patients showed improvement, and in
seventeen reports of follow-up improvement was shown by
three-quarters. But roughly the same percentages of
improvement were found for the respective control groups
of untreated children. Levitt concludes that time is a
factor in improvement and, thus, that psychotherapy with
children is not effective. This review of thirty-six
follow-up studies points up a weakness in studies of
this kind--the criterion of judgment. How can improve-
ment be measurod? Does "improved" mean the same thing
to parents, teachers, and others doing the judging?
One thinks, for example, of the withdrawn child for whom
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treatment may produce spontaniety of behavior which
could possibly be seen by some teachers as the opposite
of improvement. This criterion problem occurred in a
pilot follow-up study done at the Peabody College Child
Study Center by Noyes (11) . Children who had been seen
for appraisal and treatment were compared with those
seen for appraisal only Parents were asked to put
checks in columns labeled "unimproved," "somewhat
improved," and "greatly improved" as these applied to
their children on 10 dimensions. The two groups varied
randomly on the 10 dimensions, but overall differences
between groups were not significant. Because of the
difficulty in quantification of improvement, the study
now being reported used the criterion of school achieve-
ment. If clinical treatment for emotional handicap as
reflected in learning problems is not effective, then
achievement scores of both treated and untreated emo-
tionally handicapped children should show the same
trends over a five year follow-up period.

In a follow-up study of reading clients at the
University of Chicago, Robinson and Smith (12) con-
tacted parents of 44 clients given remedial instruction
in 1948, Ages at time of beginning treatment varied
from 'even to eighteen years with a median age of four-

teen. Intelligence scores ranged from 85 to 147. As
might be expected with this wide range of age and intel-
ligence, it was found that a good deal of variance
existed in school success. No quantitative scores were
reported for either this group or a control group of
non-treated clients; but the authors concluded that
students who are retarded in reading can be rehabili-
tated educationally so as to fulfill their occupational
ambitions. The clients were not screened on emotional

disturbance.

A study of progress of pupils in remedial centers
in England, done by Lovell, et al. (9), showed that
these pupils made about equal progress with a watched
group remaining in their awn schools, which provides

SCMG evidence that the classroom may contain some fac-

tors contributing to improvement. Another comment on
school achievement as a criterion for improvement is
given by Libaw, et al. (7) who suggests that assessment
of changes in rate of learning rather than magnitude of

gain would give a better evaluation of the effectiveness

of remedial treatment. The present study questioned

whether learning rate remained constant following treat-

ment.

Some of the studies quoted above focussed on
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learning progress per se without giving attention to
possible emotional components of poor school achieve-
ment; but they seem to suggest that results obtained
from remedial treatment are as equivocal as those
obtained from psychotherapy.

Objectives of the Study

In general terms, the objectives of this study
were: (1) to follow up the school achievement year-by-

year of children who were referred to the clinics for

diagnosis and treatment of emotionally-based academic
problems, (2) to compare the achievement records of
these children with those of a group of children who
had similar academic and personality problems but were
not treated, in an attempt to discover what differences
existed and whether clinical treatment could be assumed
to have made changes in adjustment as reflected through
increased achievement, (3) to determine if those chil-
dren whose parents also received counseling appeared to
make more school improvement than those whose parents
were not treated, and (4) to obtain a present-day meas-

ure of self-concept for both treated and non-treated
children and study these measures for personality dif-
ferences between groups. As this study was exploratory
in nature, the null hypothesis was used throughout.
Hypotheses studied were:

1. There will be no difference in achievement

scores for the five years following treatment of chil-

dren receiving clinic treatment and those of children
diagnosed as emotionally handicapped but not receiving

treatment.

a. Corollary to this hypothesis was the pre-

diction that there will be no difference in consistency

of achievement from year to year between the two groups.

b. A second corollary was the prediction that

when achievement scores within the treated group are com-

pa-ld between those children whose parents also received

c .seling and those whose parents were not treated, no

di.aerence will be found.

2. There will be no difference in present-day

measures of self-concept between the two groups on an

overall measure of positive self-view.

a. Corollary to the second hypothesis was the

prediction that self-concept measures in a number of

specific areas will not differ between the two groups.



Group Studied

The subjects were drawn from children seen at two
clinics in a Southern city during the years from 1957 to
1960. All were Caucasian, of middle-class socio-economic
status. Ages varied but all subjects were pupils in
grades three to six, inclusive. Only children of normal
intelligence, or above, were used, the mean I.Q. being
105.15 and the mean age 9.6 years. The ;ample was not a
random one because it was necessary to _a all children
diagnosed as emotionally handicapped who met the other
criteria in order to obtain a sufficient number of sub-
jects. The criterion of emotional handicap was deter-
mined by two clinical psychologists who studied the case
files of all children seen (within the limits of age and
grade) and identified those for whom a staff diagnosis of
emotional disturbance had been made. Both clinics were
relying on staff diagnoses of cases at the time, with the
staff consisting of a psychiatrist, a psychologist, one
or more social workers and educational specialists, and
students in training in these disciplines. Reports were
available from everybody in the clinic who had inter-
viewed or tested either the child or his parents. In
addition, the raw data of tests was in the files. Only
those children for whom therapy for emotional distur-
bance was recommended were used. That is, the study
did not include children whose difficulties stemmed from
perceptual problems, retardation, discontinuity of learn-
ing, school phobia, or other causes. Children diagnosed
as disturbed enough to be hospitalized were also excluded.

Following the above identification of subjects, the
investigators studied the clinic records to determine
whether the recommendation for therapy was accepted by
the parents. Those children who were not returned for
treatment were placed in the control group. If any of
these subsequently received treatment elsewhere they were
not used. Failure to accept treatment was due to a variety
of reasons such as lack of agreement of parents to its
necessity, financial problems, changes in the family
structure (i.e., divorce), and others.

In both clinics there was a time lag between diagnosis
and availability of treatment during which some parents
decided to try other methods such as sending the child
to camp instead of accepting treatment. In follow-up
studies of this kind the difficulty of obtaining an appro-
priate control group is recognized. It can be argued that
the children who received treatment were more disturbed,
thus motivating the parents to accept treatment. The
alternative of obtaining a control group by denying treat-
ment to some subjects has its ethical problems. Therefore,
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while being aware of the "impurities" of the control

group, investigators may still gain knowledge about the

effects of treatment which is otherwise unavailable to

them.

Nature of the Treatment

No subjects were used unless they had remained in

treatment for at least six months. The treatment con-

sisted of relationship or play-therapy (depending on the

age of the child) and was carried on in weekly sessions

which lasted one hour. Persons serving as therapists

were psychologists, third-year students in clinical psy-
chology, and, in a few cases, psychiatric social workers.

A non-directive approach was used in therapy.

Collection of Data

When appropriate subjects in both groups had been

identified, their parents were contacted by mail (see

Appendix A) and asked to return cards authorizing the

investigator to use their child in the study. No chil-

dren, whose parents objected were used in the gathering

of self-concept data, a measure obtained from the sub-

ject himself. However, school achievement records of

both these children and those who had moved away since

the original diagnosis were studied. Permission was

obtained from the Superintendent of the Metropolitan
school system for use of these records by professional

personnel as long as the identity of the child was not

revealed.

The achievement scores were taken directly from the

child's school folder by the chief investigator and an

assistant. The schools are part of a large metropolitan

school system. No Negro children were used in the study

because, (1) schools in the area were not integrated

during the years covered by the study and the effect of

segregated schools was not known, (2) few Negro children

were seen at the clines in these years, generally going

instead to a clinic in a predominately Negro residential

area, and (3) the socio-economic level of the Negro

children was not comparable to that of the Caucasian

subjects used.

Achievement scores are derived from testing done in

the spring of the year at all schools. There are a num-

ber of factors which can cause loss of data. If the child

was absent on the testing day, then his score for that

particular year was missing. In addition, where children
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had transferred from one school to another within the
system there were occasions where the records had failed
to go with him or had been misplaced. Records had
burned in fires at some schools or had been destroyed
when schools were closed. Collection of the achievement
scores was a challenging and time-consuming task and
although scores for each child over the five-year period
were not always available, it was possible to gather
enough data to gain meaningful results.

Self-concept data were obtained individually from
the subjects (presently in high school) with their con-
sent, either at the school during a free period, or at
the office from which the study was conducted. The sub-
jects were told that the clinics were interested in
following up their previous clients. Teachers were told
only that the children were needed for a research study.
In view of the fact that a great deal of research is
carried on routinely, both by the schools themselves and
by departments in local colleges, a particular study does
arouse mwth reaction; therefore, children were not iden-
tified as former patients.

A scale of parental consistency had originally been
planned as a research instrument in this study. A small
amount of data were collected but the number of parents
responding was so small that no valid conclusions can be
drawn. This instrument will be discussed in Chapter V.

Only about half as many subjects could be obtained
in the present-day data collection as were used in obtain-
ing school records. For this reason the results of the
study will be discussed in two sections. Chapter II
will provide results and discussion of the achievement
scores while Chapter III will present information con-
cerning the self-concept measure. Chapter IV will dis-
cuss the parental consistency scale. The final Chapter
will summarize the entire study and give conclusions and
implications for the treatment of the emotionally handi-
capped child.

7



CHAPTER II

ACHIEVEMENT SCORE MEASURE

The comparison of school achievement scores between
experimental and control groups for the five years fol-
lowing treatment will be discussed in this chapter.
These score comparisons 'ere broken down into separate
analyses of (1) total achievement, (2) language achieve-
ment, (3) quantitative achievement, (4) yearly gain
periods, and (5) gains made by subjects with parents
involved in therapy compared to subjects whose parents
were not involved in therapy. As mentioned in the pre-
vious chapter the number of subjects described in this
phase is large because records could be studied without
the subjects themselves being seen.

Subjects

Experimental Group

The experimental group, hereafter referred to as
the E Group, consisted of 40 subjects. Of these, five
were female and 35 male. (The ratic of boys to girls in
treatment in clinics is usually about three to one.)
Length of treatment time for these children varied from
six months to four years, with a mean of one year, four
months. The grade distribution of subjects, at time of
entry into clinic contact, was as follows: Grade 4 -
15; Grade 3 - 14; Grade 5 - 6; Grade 6 - 5. Achievement
scores at entry averaged eight months below grade level.
Mean age of the experimental group was nine years, seven
months; mean grade level was fourth grade; and, mean
I.Q. was 105.73. (Intelligence scores were determined
on the Wechsler Intelligence Scale for Children during
the child's initial examination at the clinics.)

Control CE222

The control group consisted of 43 subjects, nine of
whom were female and 34 of whom were male. This group
will be zeferred to hereafter as the C Group. Grade dis-
tribution of C Group subjects at time of clinic entry

was: Grade 4 - 17; Grade 3 - 13; Grade 5 - 7; Grade 6

- 5. Entry achievement scores averaged seven months

below grade level. Mean age of the control group was
nine years, four months; mean grade level was fourth
grade and mean was 104.56.

8



Figure 1 presents these comparisons in tabular form.

iiAge at X Grade
No. in Each

Grade
Entry at Entry X IQ S- 4 6 M F

E Group 9-7 4 105.73 14 15 6 5 35 5

N=40
,

C Group 9-4 4 104.56 13 17 7 5 34 9

N=43

Figure 1. Comparisons of E and C Groups on Age, Sex,
and I.Q.

The differences in age at entry, grade at entry, and
intelligence between the E and C groups were not statis-
tically significant.

Instrument

During the five-year period of the study, the Metro-
politan School System shifted from use of the Metropolitan
Achievement Test to use of the Stanford Achievement Test
(13). Some of the earlier scores collected were derived
from the Metropolitan Test. In order to make all scores
comparable, the conversion table furnished by the Stan-
ford Achievement Test was used to convert Metropolitan
scores to Stanford scores. The elementary, intermediate
and advanced battery scores were used depending on grade.

Scores are reported in a number of areas of study.
In addition, a total overall score, a total language
achievement score, and a total quantitative score are
derived from adding sub-scores in the various areas. For
example, a quantitative score would be comprised of mathe-
matical computation and mathematical reasoning, while a
total language score would include speed of reading,
level of reading, and comprehension, and a total overall
score would include both quantitative, language, and
additional scores such as scores on social studies or
other subjects, depending on the subjects offered at a
particular grade level. The total possible scores over
a yearly period for each subject would thus be nine.

9



Not all scores were available each year but statistical
methods were used to control for the deficits. These
will be explained in the analysis section.

Hypotheses

As the study was exploratory in nature, no predic-
tions were made as to direction of change. The null
hypothesis was used throughout and can be stated in the
general areas of study as follows:

1. There will be no differences in the gains in
total achievement made over five years by children who
received therapy and the gains made by children who did
not receive therapy.

a. Children who received therapy will not
show significantly greater gains in Language Achievement
than children who did not receive therapy.

b. There will be no differences in the two
groups in gains in Quantitative Achievement scores.

2. The E (Therapy) Group will not show increasing
gain in (a) total, (b) language, and (c) quantitative
achievement scores with each passing year following
therapy over the C (no therapy) Group. Conversely, the
C Group will not show decreasing gain in (a) total,
(b) language, and (c) quantitative achievement scores
with each passing year following inclusion in the study.

3. There will be no differences in gain in
achievement between children who entered the study
early (i.e., at a younger age) and those entering at
an older age. Specifically, those children who entered
during the third grade will not show greater gains in
total achievement than those who entered during the
fourth grade. Nor will those entering in the fourth
grade make higher gains than those entering in the fifth
grade, or those entering in the fifth make greater gains
than those entering in the sixth.

4. Those children who received therapy and whose
parents received therapy also will show no differences
in their achievement scores and gains from those chil-
dren who received therapy but whose parents did not also
receive therapy.

5. There will be no interaction between variables
of the study. That is, there will be no difference in
achievement gains between children who were involved in

10
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r therapy in the earlier grade and those who were not
involved in therapy and entered the study in the later
grades.

6. The mean gain in (a) total, (b) language, and
(c) quantitative achievement, averaged over the five
years for those children involved in therapy, will not
differ from the gain of one year for each nine months in
school, which is normal for the population of school
children as a whole on this achievement test.

Analyses of Data

The achievement test data were analyzed in Lindquist
Type I and III Analysis of Variance designs (Lindquist,
8). Analysis of Variance designs require that the sub-
jects be randomly drawn from the treatment populations.
Our subjects were not selected at random, but according
to certain characteristics. However, if the obtained
sample completely exhausted all the subjects available,
the requirement of random (assignment) selection was not

violated. By using all the subjects available, one is
giving a "representative" sampling; in fact, one is
obtaining a perfect representation. Therefore, the
generality of the conclusions of the study rests on how
representative the local sample is of the population of

emotionally handicapped children as a whole.

Achievement Scores

As stated above, these scores were obtained from
two achievement test batteries equated through use of a
conversion table. The scores were copied directly from
the school records by the investigator and a research
assistant.

Unit of Measurement

Achievement was indexed in scholastic year units.
An achievement score of 7.1 indicates that the student's
achievement is at the mean for students in the seventh
grade, first month.

A student whose achievement is measured at 4.5, at
the first testing following therapy, and at 5.1, at the
second testing a year later, would have demonstrated a
gain in achievement of .6 or six months of scholastic

achievement.
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Missing Data

All the achievement test scores for each subject,
at each of the five different year intervals, were not
available. In some cases the child was not tested at
a narticular time because he was absent from school the
day the achievement tests were given; he moved out of
the city before the final set of achievement scores
were obtained; the school did not administer achievement
tests that particular year; or for other reasons, beyond
the control of this study, records were not furnished.

A tabulation of the number of missing scores at each
of the testing periods is presented below in Figure 2.

Since each missing score makes it impossible to
compute two gain scores and renders certain existing
data unusuabie, it is desirable to supply missing data.
These numbers are shown in Figure 2.

Achievement Group N
Year

1 2 3

Total E 40 2 4 4 11 15
C 43 5 2 7 9 18

Language E 40 9 11 9 15 17
C 43 14 9 11 13 20

Quantitative E 40 8 9 8 15 19
C 43 9 7 12 11 20

Figure 2. The Number of Achievement Test Scores
Missing for the Subjects in the E and C Groups at Each
of the Year Periods and for Each of the Types of Achieve-
ment.

As one can see from Figure 2, there is a relatively
high percentage of scores missing in the cases of both
the language and quantitative achievement scores. Spur-
ious effects are likely to occur when extrapolating from
limited data; consequently missing scores were not sup-
plied for the quantitative or language achievement tests.
However, the scores for the total achievement data are

12



relatively complete. This is true especially for the
first three testing periods. Therefore, only the miss-
ing scores for the total achievement at each of the
three testing periods were supplied.

An indiv`idwal 's miQir2mt, achievement score was com-
puted by adding the average gain of the appropriate gain
period to the initial score of that gain period. This
calculation provided the initial score used in figuring
the gain for the next gain interval. The same procedure
was followed in calculating all missing scores except in
the case where the first achievement score was missing.
This score was calculated by subtracting the average
gain of the first gain from the person's second achieve-
ment score.

By computing the average gain for the E and C Groups
separately, and for each of the three gain periods
separately, the mean differences between the various
groups were maintained without unduly biasing the results.
A close check indicated that in the majority of cases
where achievement scores were supplied, the score that
was computed was very close to the score that might have
been supplied by extrapolating from the trend of each
individual's existing achievement scores.

Kinds of Analyses

Four different analyses were performed:

1. Change in Achievement. The Stanford Achieve-
ment Test provides three measures of achievement. A
separate analysis, using the change scores from each of
the three measures, was done. These were:

a. Change in Total achievement

b. Change in Quantitative achievement

c. Change in Language achievement

2. Effects of parent therapy concurrent with child
therapy. An analysis comparing the change in achieve-
ment of children, who had parents in therapy, to the
change in achievement of children, who did not have
parents who were in therapy, was made only for children
who were in therapy themselves (that is, the E Group).
None of the C Group subjects were involved since neither
they, nor their parents, were undergoing therapy.
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Design

The data were analyzed in two Lindquist-type analysis
of variance designs.

1. The change scores for the total achievement
were analyzed in a Lindquist Type III design. Treatment
conditions were:

a. Gain periods: 1-2; 2-3; 3-4 (A)

b. Experimental (therapy) vs. Control (no-

therapy) (B)

or 6 (C)
c. Grade at Entry: Entry at grades 3, 4, 5,

2. The change scores for the language and quanti-
tative achievement were analyzed in a Lindquist Type I,
design:

a. Gain periods: 1-2; 2-3; 3-4; 5-6 (A)

b. Experimental vs. Control (B)

Thus, this analysis simply collapses the Type
III design into two dimensions by summing over grades at

entry.

3. The differences in total achievement change

scores for children with parents in therapy and children
whose parents were not in therapy were also analyzed in
the Lindquist Type I design, with dimensions as follows:

a. Grade periods: 1-2; 2-3; 3-4; 5-6 (A)

b. Parent Therapy vs. No Parent Therapy (B)

4. Multiple Comparisons: In those cases where
significant F-ratios were obtained, Kramer's modifica-
tion of Duncan's New Multiple Range Test (Kramer, 5)

was employed to test for significant differences between

the various means.

A level of significance of .05 was used to

determine statistical differences throughout the study.

Results and Discussion

When we consider the overall achievement gain over

the total five post-therapy years there is not a

14



significant difference in the overall mean gains for
total, quantitative, or language achievement between
the subjects who had received therapy (E Group) and the
subjects who had not received therapy (C Group). (See

Figure 3.) Summary tables appear in Tables 1, 2 and 3.

Group Achievement

Therapy (E)

No-Therapy (C)

Total-Quantitative-anpage

.780 .848 .599

.816 .891 .852

Figure 3. Mean Yearly Gain in Total, Quantitative
and Language Achievement for Subjects Who Received
Therapy and Those Who Did not Receive Therapy.

Consequently, the null hypothesis holds for predic-
tion 1, and its corollaries la and lb. Children who
received therapy did not show significantly greater gains
in total, quantitative or language achievement above
those children who did not receive therapy. In fact, in
each case there was a slight overall tendency for the
children who received therapy to show smaller gains in
achievement than the children who did not receive
therapy. However, these differences are not statis-
tically significant, and thus would be attributed to
chance.

The lowest achievement gains were realized by the
experimental group in language achievement. It is pre-
cisely in this area that one might have ex;acted the
greatest gains since therapy is largely a verbal process.
This finding, in conjunction with the overall retardation,
of achievement for experimental subjects, leads to inter-
esting speculation. However, there was not a statis-
tically significant difference between the experimental
and control group in language achievement. It is con-
ceivable that the E Group children were quite deficient

in their ability to relate verbally to others or to use
language profitably in other ways when they began therapy
and thus had further to go in making gain than did the

C Group.

Although the gain made by the C subjects in

15



1

Table 1

Summary Table Analysis #1 (Total Score)

Source df SS MS F F .05

Between Subjects

B (Experimental

79 2022.81

Control) 1 4.03 4.03 1.02 N.S.

BC 3 129.30 43.10 10.94* 2.62

error (b) 474 1889.48 3.94

Within Subjects 5414.15

A (Gain Period) 2 24.47 12.24 1.22 N.S.

C (Grade at
Entry) 3 55.55 18.52

AB 2 109.05 54.53 5.44* 3.02

AC 6 263.76 43.96 4.38* 2.12

ABC 6 155.88 25.98 2.59* 2.12

error (w) 479 4805.44 10.03

Total 7436.96

quantitative achievement was significantly greater than
the gain made by the E subjects in language achievement,
there were no significant overall differences between
the three areas of achievement.

For the second prediction of the study concerning an
increase in gains from year to year, the null hypothesis
again holds. The results can be seen in Figure 4. The

summary table for this analysis is Table 2 on the follow-

ing page.
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Table 2

Summary Table Analysis #2 (Quantitative Scores)

Source df SS MS F F .05

Between Subjects 70 2990.15

B (Experimental
Control) 1 9.75 9075 .3397 N.S.

error (b) 69 2980.30 28.70

Within Subjects 213 6973.86

A (Gain Period) 3 286.06 95.35 3.13* 2.65

AB 3 384.27 128.09 4.21* 2.65

error (w) 207 6303.53 30.45

Total 276 10964.01

Table 3

Summary Table Analysis #3 (Language Scores)

Source df SS MS F F .05

Between Subjects 68 6438.48

B 1 341.94 341.94 3.76 3.99

error (b) 67 6096.54 90.99

Within Subjects 32757.57

A 3 451.82 150.61 .96 N.S.

AB 3 986.33 328.78 2.11 N.S.

error (w) 201 31319.42 155.82

Total 268 39196.05 146.25

irt".=1MINOIMI .EM. I.M.ON=.11.
eNW......6.
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Gain Periods

Group 1-2 2-3 3-4

.831 .736 .762

C ,683 .890 .897

Total .756 .814 .836

Figure 4. Mean Gain in Total Achievement for the
E and C Groups at the Different Gain Periods.

wean Gain

in Yearly

Achievement

.900

.800

.700

.600

.
.

o
/

.

.
#

r-

Legend:

E

c _ _ -

1-2 2-3

Gain Periods

3-4

Figure 4A. Mean Gain in Total Achievement for
Experimental and Control Subjects after Each of the Gain
Periods,

The interaction between therapy treatment and gain
periods was significant for the total achievement scores
as well as for the quantitative achievement scores.
(See Figure 5.)
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Group
Gain Periods Tot.

MeanTZ2-----72--M."----a

Experimental
Therapy

.921 1.132 .679 .545 .848

Control
No-Therapy

.779 .886 1.090 .782 .891

Total mean for
Gain Period

.850 1.009 .904 .669

1.1

1.0

.9

.8

.7

.6

.5

Figure 5. Mean Gains.

I.I
e

as l

1 -2 -
Gain Periods

C -

Figure 5A. Mean Gain in Quantitative Achievement
for the Experimental and Control Groups over ,the Dif-
ferent Gain Periods.

Individual comparisons of the total achievement
data indicate that the control subjects demonstrated a
significant increase intotal achievement gain from the
first to the second gain period (1-2, 2-3), and a
slight, but insignificant gain from the third to the
fourth gain period. The trend for the experimental
subjects was reversed, toward increasingly smaller gains

in achievement. However, the differences in mean gains
for each of the gain periods were not statistically
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significant for these experimental subjects. The experi-
mental group demonstrates a significant decrease from
the initial gain periods to the latter gain periods while
the control subjects demonstrate a trend toward increased
gains in quantitative achievement for the latter periods.

Hypothesis three predicted that children who entered
the study early would not show greater gains in total
achievement than children who entered later. The overall
analysis of grade at entry revealed that those children
who entered at the fourth grade (regardless of therapy
treatment) made significantly greater gains in achieve-
ment than those who entered at the fifth and sixth grades.

However, breaking gain in achievement down between
the experimental and control groups at the different
grades at entry reveals several significant differences.
(See Figure 6.)

Group
Grade at Entry Total

3 4 5 6 Mean

Experimental
Therapy

.851 .829 .594 .563 .780

Control
No-Therapy

.717 .874 .859 .836 .816

Total
Mean

.788 .853 .726 .721

Figure 6. Total Mean Gain for the Grades at Entry.

Children who entered therapy at the third grade
showed a significantly greater gain in overall total
achievement than children of the same grade who did not

receive therapy. This relationship was reversed at the
fifth and sixth grades where the control subjects'
achievement was significantly larger. (See Figure 6a.)

Looking at the mean yearly gain for the experimen-
tal group at the different grades at entry reveals a
significant decrease in gain for children who entered in
the fifth and sixth grades compared to the children who

entered at the fourth and third grades. Thus, these

children who received therapy early made greater gains

20



in achievement than the children who received therapy
later. In fact, those who received therapy later made
smaller gains than the children who had not received
therapy at all.

1.0

.9

.8

.7

.6

(5

ev
...

'" sr.........m.

3rd. 4th. 5th. 6th.

E

C OM MI .111111,

Figure 6A. Total Mean Gain in Total Achievement
for E and C Groups, According to Grade at Entry.

Children who were seen for diagnosis while in the
third grade, but who did not become involved in treat-
ment, had significantly lower gains in total achieve-
ment than those children who were also in the no-therapy
group but who were seen for diagnosis at the fourth and
fifth grades.

If a major theme emerges at this point, it might
be called the principle of rimacy. Only the children
who received therapy early s owe greater gains in
achievement and these gains were shown at first but not
later after therapy had terminated. A principle of
continuity seems also to be involved.

When all three of the treatment dimensions are
considered together, i.e., (1) therapy vs. no therapy,
(2) grade at entry, and (3) gain period, a significant
interaction is obtained. This indicates that the E and
C subjects made differential achievement gains, depend-
ing on when they entered the study, in conjunction with
the point at which their achievement was assessed. The
complexity of this interaction renders it difficult to
represent visually but these differential effects can
be seen when the cells which denote the various treat-
ment combinations are rank-ordered according to level of
achievement gain. To aid interpretation, the cells can
be considered in quarter segments as in Figure 7.
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E
3

C

E
4

C

3

4

I 3
-a

6

13
3

16 4119 1 I

I

20 22

21

23

5

Figure 7. A-B-C Total Achievement. Rank ordering
of treatment cells which denote a conjunction of (a)
experimental-control, (b) grade at entry, and (c) gain

period. For convenience of interpretation quarter seg-

ments are separated.

Looking at the six cells at which the highest
achievement gains were made, one can observe that all

but one of these cells are subjects in the control con-

dition. As was found previously, these control subject
gains are made by the subjects who entered the study

relatively late and are subjects whose gains are observed

relatively later.

Those cells which made up the second highest quar-

tile are generally experimental subjects who received

therapy in the early grades and are those subjects whose

greatest achievement gains are observed soon after

beginning therapy. (Scores were not collected until

subjects had been in school a year after therapy began.)

This can be contrasted to those subjects who made

the smallest gains in total achievemeut. Three of the

five lowest cells are composed of experimental subjects

who were not seen until the later grades (fifth and
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sixth) and whose achievement was observed at relatively
long periods following therapy, e.g., from the second
to the third year.

The prediction of hypothesis 5 is not confirmed in
that differences do appear between experimental and con-
trol subjects but we find that the highest gains are
made by late entering control subjects, while the next
highest gains are those of early entering experimental
subjects.

It was predicted (hypothesis 4) that children receiv-
ing therapy whose parents were also in therapy would not
show higher gains than children receiving therapy whose
parents were not being seen at the clinic. Results show
that there was not a significant difference between the
mean gain in total achievement for children who had
parents in therapy and the mean gain in total achieve-
ment of children whose parents were not in therapy. How-
ever, there was a slight difference in mean achievement
favoring the children whose parents were being seen con-
currently at the clinic.

The null hypothesis of prediction 6 was not upheld.
it was predicted that the experimental and control sub-
jects of the study would show gains over the five-year
period following therapy or a decision for no-therapy
which would average the 1.0 gain made by school children
in general on yearly achievement tests. Instead of this
1.0 gain, the mean gains ranged from a low of .599, for
the language achievement in the experimental group, to
.891 mean gain for the control subjects in quantitative
achievement. Therefore, hypothesis 6 was not confirmed.
These emotionally-handicapped children did not show aver-
age increases in any achievement area. (See Figure 3.)

Summary and Discussion

Chapter II has related the collection, analyses, and
results of achievement test data over a five-year period.
Yearly achievement scores were obtained for a group of 40

children, who had been seen in therapy for at least six

months, and these scores were compared with the scores of

a group of 43 children for whom therapy had been recom-

mended but not received. Analyses were made of changes in

total achievement, quantitative achievement, and language

achievement over the five-year period. An analysis was
also made of changes in scores of a group of children
receiving therapy, whose parents were also seen in coun-

seling, and these changes compared to a therapy group
whose parents were not seen. The null hypothesis was
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used throughout the study.

When gains for the entire period were averaged,

there are no significant differences in overall mean
gains for total, quantitative, or language achievement

between the two groups. This finding was in keeping

with the null hypothesis advanced.

When gains from year to year were compared, it was

found that the therapy group began at a higher point
than the control (no-therapy) group (the first achieve-

ment scores were collected after a child had been in

therapy at least six months). However, there was a
significant decrease in the following periods for the

experimental subjects while the control subjects

demonstrated an increase in gains. Thus, it appeared

that the experimental subjects made an improvement in

achievement for the first two years following therapy

but dropped off during the next two years to end up

below the control subjects, whose achievement rose
following their diagnosis at the clinic, beginning

slowly but improving during the third and fourth year

after diagnosis. This finding seems to suggest that

therapy was effective at first but that it should have

been continued for best effects. The control group

finding suggests that emotional handicap, as reflected

in school achievement, does improve with time and per-

haps diagnosis is as effective as treatment for these

children. That is, simply being taken to the clinic,

and seen by professionals in the field of emotional

handicap, may be beneficial to child and parents.

Other variables were involved, however, such as changes

in family situation, that could have caused the improve-

ment in the control subjects.

The age at which a child is brought to the clinic

seems to be involved in his later improvement. It was

found that children seen at the clinic when they were

in the fourth grade made significantly greater gains in

achievement than those in the fifth and sixth grades,

regardless of whether they received therapy or not.

It appears that early recognition of emotional problems

leads to better school adjustment for the child even

though specific treatment does not ensue.

The summary this far has dealt with the groups as

a whole. When the analysis is broken down for the

experimental group, we find that children who began

therapy at the third grade showed a significantly

greater gain in overall total achievement than children

of the same grade who did not receive therapy; but, this

relationship was reversed at the fifth and sixth grades.
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Only the children who received therapy early showed
greater gains in achievement, This finding may be
related to studies in cultural deprivation where it is
found that children, who do poorly in the early grades,
get further behind as they go along. It appears that
there is a "critical period" in the early grades where
emotional handicap needs to be dealt with in order for
later achievement to improve, The nature of emotional
handicap seems to be that of reoccurrence, if the find-
ing that achievement drops off following therapy can
be interpreted to mean that some kind of emotional sup-
port needs to be continued for the child. In view of
the reoccurrence of emotional illness in adults during
times of stress, it is not surprising to find the same
phenomenon in children. The principles of primacy and
continuity seem to be important ones in the treatment
of emotional handicap in children.

No significant difference was found in the achieve-
ment of the subsample of experimental children whose
parents were also involved in therapy although this
group does show some gains over those experimental chil-
dren whose parents were not in therapy.

Neither of the groups were able to average the nine-
month gain over the five-year period which would be
expected from school children generally. That is, both
experimental and control subjects continued to stay
behind the normal population in their yearly achievement
gains in school. All the children studied were of nor-
mal intelligence or above, Yet they did not catch up
(at least over the five-years studied) with their peers.
School achievement appears to be adversely affected by
emotional disturbance, suggesting that some system of
early attention to this problem needs to be devised so
that these children do not continue to be deficient
throughout their entire schooling.
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CHAPTER III

SELF-CONCEPT MEASURE

Subjects

Subjects in this portion of the study numbered 26

in the experimental (therapy) group and 21 in the con-

trol (no-therapy) group. These groups were subsamples

of the experimental and control groups used in the

achievement measure phase of the study. These were the

subjects presently available of the original groups seen

at the two clinics during the years involved in the

study. Present ages of the children ranged from 14 to

18 years with a model age of 16. There were four females

in the control group and 17 males, while in the experi-

mental group there were 3 females and 23 males.

Procedure

The subjects were tested individually either at

school during a free period or at the study office by

staff members of the study. The subjects were told that

they were being asked to be part of a research project

following up the children who had been seen at the

clinics. All subjects agreed willingly to complete the

measure.

Instrument

The instrument used in this portion of the study

was the Tennessee Self-Concept Scale (Fitts, 3). The

instrument is a self-report containing 100 items to be

answered by the subject on a five-point scale of false-

ness or trueness in their self description. The scale

takes about 20 minutes to complete and uses words con-

gruent with a sixth-grade reading level. Sample items

are, "I am a cheerful person," or "I have a lot of self-

control." Copy of the scale may be found in Appendix B

(attached). Norms for the Tennessee Self-Concept Scale

were developed from a sample of 626 people representing

a broad range of age, intelligence and socio-economic

levels. Test-retest reliabilities of the separate

dimensions range from ,60 to .92. There are 28 dimen-

sions of the scale, giving a self-view in various areas

such as the physical self , the moral self and the social

self. There is also a measure of deviant signs; which

has been shown to discriminate between normal samples

and patient samples with 80% accuracy.
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Analyses of Data

The data from the Self-Concept scales were analysed
with the use of a Fortran computer using a program worked
out by the scale publishers. Individual profiles were
drawn for all subjects. Typical profiles from members
of E and C Groups are shown in Tables 4 and 5, pages 28
and 29. It will be seen from these individual profiles
that determining means for the group from an average on
each dimension will necessarily cause a good deal of data

loss. Ashcraft and Fills (1) showed that scores on the
scale tend to average each other out so that means give
only a gross measure of group self-concept. However in
this study a comparison of E and C Groups was of interest.
For this reason t tests (two-tailed) between E and C
Groups were run on all 28 dimensions. Of these compari-
sons we would expect several to be significant by chance

alone. Results of the averaging of dimension scores for

the two groups are shown in Table 6, page 30.

In addition to individual profiles and group com-
parisons the number of deviant signs was computed indivi-
dually for subjects in each group. This measure indi-
cates a kind of variability between scores, indicating
significant discrepancies or conflict in the various
areas. The number of deviant signs can be compared to
those shown by normal subjects, thus giving an overall
measure of emotional disturbance.

Among the dimensions is a set of five scales,
referred to as empirical scales, representing various
areas of maladjustment; these are the Defensive Posi-

tive, General Maladjustment, Psychotic, Psycho athic
TOIant Scales; and there is also a scale obTained on

persons considered to be positively mentally healthy,

or integrated personalities. Mean scores of the E and

C Groups of the study were compared to those of the

normal population, or in the case of the Personalit

Inte ration scale to supra-normal persons. n t the

sel -concept phase as in the achievement measure phase

of the study the .05 level of significance was used.

Results

Individual profiles of the subjects revealed many
fluctuations with the general pattern being scores

below the normal sample of self-concept areas such as

physical or moral self and scores above the normal

sample on the empirical scales of emotional distur-

bance.
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Reference to Table 6 (page 30) shows that the pro-
files of the E and C Groups are quite similar, ranging
above normal on the True/False ratio and below normal
on such self views as physical self, social self, and
the like. They are also somewhat above normal on the
scales of maladjustment and below the norm of the per-
sonality integration group. The fact that present-day
measures of self concept are so similar for both groups
lends confirmation to the use of these groups in the
study, i.e., it was postulated that the only difference
between the groups was the fact of therapy, and it
appears that they are indeed similar at the present
time in terms of personality configuration.

True/False Ratio

The Control group scores significantly higher on
the True/False Ratio than the Experimental group.
According to the manual for the test the T/F score is
interpreted as follows: "High T/F scores indicate the
individual is achieving self definition or self descrip-
tion by focusing on what he is and is relatively unable
to accomplish the same thingy eliminating or rejecting
what he is not. Low T/F scores would mean the exact
opposite, and scores in the middle ranges would indicate
that the subject achieves self definition by a more
balanced employment of both tendencies--affirming what
is self and eliminating what is not self" (p. 4). It

appears that the control subjects are less able to
"eliminate the negative" as it were or to discriminate
between self and not self. If therapy is seen as self
exploration we could expect the experimental subjects
to be clearer in this distinction than the control sub-
jects.

Total Conflict

The Control group is significantly higher on the
dimension of Total Conflict than is the Experimental
group, and theC5Htrol group score is at the upper limit
of normality. High scores on this dimension indicate
confusion, contradiction, and general conflict in self
perception. Disturbed people generally score high on
this variable. Here again we may be seeing some effects

of therapy in leaving the Experimental group freer of
conflict in their self-perception, although their score
is above normal on the dimension.
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Self View

The third dimension showing a eignificant differ-
ence between the two groups is that of Physical Self
view. On this dimension the individual is presenting
his view of his body, his state of health, his physic
appearance, skills, and sexuality. Although this is
the only significant difference in the self-view dimen-
sions, the Experimental group scores below the Control
group on almost this entire block of scores which include
Total Positive Self Concept; Identkly, Self Satisfaction,
Behavior, Personal Self, Family Self, and Social Self.
On the moral-Ethical Self score th e Control group is
slightly below the Experimental group.

In distribution of responses among the positions
1 - 5, which represent positiveness of responses
(either true or false) the scores of the Experimental
group approach significance of difference from the Con-
trol group. The Experimental group uses more "2" and
"3" answers, indicating less certainty or commitment
than do the answers at either extreme. This finding
appears to be at variance with the earlier signifi-
cances although, as stated, they are non-significant
differences and both groups are comfortably within nor-
mal limits where distribution is concerned.

Empirical Scales

When we look at the scales of maladjustment we find
that the Experimental group scores lower on the Defen-
sive Positive scale than does the Control group but both
scores are well within the normal range. On the General
Malad'ustment scale the Experimental group is slightly
higher with oth groups being at the upper limits of

index of adjustment-maladjustment but provides no clues
as to the nature of the pathology" (p. 5). Again on the
Personality Disorder scale we find that both groups are
at the red line indicating the limits of normality.
According to the manual, "this category pertains to
people with basic personality defects and weaknesses in
contrast to psychotic states or the various neurotic
reactions" (p. 5). We see again that the groups are
quite similar in their emotional handicap even when seen
a number of years after diagnosis. The disturbances
appear to be long-standing ones as opposed to short term
kinds of emotional handicap, which could be taken to
indicate the continued need for some kind of emotional
support that was found in the lowering of achievement
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scores as time after therapy lengthened.

Computation of the number of deviant signs for both
groups gives another measure of the emotional
which is apparently still maintained in these subjects.
Although a total of 10 deviant signs places an indivi-
dual at the upper limits of the normal range we find
that the mean number of signs for the Experimental group
is 26.2 and the mean number of signs for the Control
group is 22. This measure discriminates patients from
normals with 80% accuracy. We see that both our groups
are manifesting disturbance on this scale at the present
time. In fact the Experimental and Control groups of
this study preseni: a rather remarkable similarity to
the profile sheet of patients presented in Figure 5 of
the test manual and reproduced as Table 7, page 34.

The differences found between Experimental and Con-
trol groups on the Self Concept data should be con-
sidered as tentative in light of the differences expected
by chance. However, the comparison of scores with those
of normal persons and patients seems to indicate that
both groups are currently demonstrating a picture similar
to that presented by adult clinic patients. Without
having been able to administer the Self Concept scale
at diagnosis (and this would have been impossible in
most cases due to the ages of the subjects) it is not
feasible to make conjectures as to whether changes may
have taken place or not. Ashcraft and Fitts, (1) found
that significant changes take place in the scale during
a period of psychotherapy with adult patients. The
present similarity of the groups seems to suggest that
the therapy treatment was (a) inaffective in ameliorat-
ing the emotional handicap or (b) of short term effec-
tiveness.
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CHAPTER IV

PARENTAL CONSISTENCY SCALE

Instrument

When the present study was devised a measure of

parental consistency toward the child was included as
one of the instruments. This scale is called the
Peabody Scale for Emotional Behavior (Neville,
104 The scale was being used in one of the clinics to
measure the effect of inconsistency between parents on
the emotionally disturbed behavior of the child. Although
the scale was then being validated it has been written up
in the above reference. The scale includes seven traits
taken from Cattell (2). Reliabilities of the scale range
from .65 to .79 (test, re-test) and a full scale reli-
ability of .82 (split-half). A validity study indicated
that reliability among parents rating their own children
was .823 while, when rating the average and ideal child
reliabilities were .923 and .901, respectively. Further
information on development of the scale may be obtained
from the author. A copy of the scale will be found in
Appendix B (attached).

Parents are asked to check behaviors which are
arranged on a five-point scale from very characteristic
to not characteristic of their child. Each of the be-
havrarreg-rat3-70 of the seven factors, which are
listed below:

A: Gregarious
B: Bright
C: Emotionally Stable
E: Dominant
F: Cheerful ..
H: Adventurous
K: Socialized

unsocial
. . dull
. neurotic

. submissive
. depressed

. timid
unsocialized

Scores of Mother and Father on the factors are compared

with a discrepancy score being determined as a measure

of inconsistency.

Hypothesis

The question of interest was whether parents of

children seen in therapy would presently see their chil-

dren more consistently (that is, both parents would

agree in their view of the child) than would parents of

the children who underwent diagnosis but did not become
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involved in therapy. Using the null hypothesis it was

predicted that parents of the experimental (therapy)

group would not differ in the consistency with which

they viewed their children from parents of children in

the control (no-therapy) group of children who were not

involved in therapy. The measures used in the study,

then, would be a measure of school achievement, per-
sonality of the child after therapy, or no-therapy, and

how parents now view their eomtionally handicapped chil-

dren.

This measure was disappointing because of the small

number of returns from parents. Just as attrition of
subjects occurred from the first phase to the second

(over the five-year period) so it continued to occur to

the third phase. Over the period of the study there

were seven divorces in the C group parents and two

divorces in the E group parents. The larger number of

divorces in the control group may explain why some of

the children did not return for therapy. That is, the

disturbance may have been a reflection of general

unrest in the family which changed when the parents

separated. In any case, there were only four returns

of the Parental Consistency Scale in the control group

and nine returns from the experimental group. When

comparisons are made of parental discrepancy scores it

is found that the mean discrepancy of the parents of the

E group is 11.7 while the mean discrepancy of the

parents of the C group is 18.2. No systematic patterns

of discrepancy appeared, that is, there were no trends

for Mother to see the child more favorably than Father

on particular traits or vice-versa. The extremely

small number of pairs to be compared makes this analysis

suspect. But there seem to be no differences in the way

in which the two groups of parents view their children

at the present time.

The discrepancy scores of the two groups are shown

in Figures 8 and 9.

A comparison of figures 8 and 9 indicates no clear

pattern. In each group there is one large discrepancy

with the father's opinion less favorable than the mother's.

Parents who were in therapy show no particular trend

where discrepancy is concerned. As mentioned the numbers

involved are too small for meaningful conclusions. From

these figures discrepancy in parental beliefs about the

child does not seem consistently related to therapy for

child or parents. The discrepancy figure is lower for

E group parents, and only one discrepancy in eight is

unusually large. It may be that the treatment helped

the child to behave more consistently with parental

expectations.
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Mother Father Discrepancy

+17

-36

+ 9

+ 3

Tot. Disc. 65

Ti .... 18.2

S #1 102 119

S #2 115 79

S #3 65 74

S #4 66 69

Figure 8. Discrepancy Scores for Control Subjects.

Mother Father Discrepancy

S #1 951 101 + 5.5

S #2 81 88 + 7*

S#3 94 95 +1

S #4 90 83 - 7

S #5 111 105 - 6*

S #6 114 75 -39

S #7 72 63 . 9

S #8 83 104 +21*

S #9 80 89 + 9

Tot. Disc. 105
*Parents who were
in therapy. 11.7

Figure 9. Discrepancy Scores for Experimental Sub-
j ects.



The best way to use this scale would seem to be an
administration at the beginning of treatment (regard-
less of the form treatment takes) and periodically dur-
ing the course of the treatment. The instrument seems
promising both for bringing behavior in line with
expectations and in pointing out to parents their dif-
ferences in viewpoint and the areas where expectation
may not be cou,sistent with reality.
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CHAPTER V

SUMMARY, CONCLUSIONS AND IMPLICATIONS

Summary

The study reported on in this document was under-
taken in an effort to evaluate the effects of clinic
treatment on the long term adjustment of emotionally
handicapped children. Dependent variables investigated
were school achievement, self-concept, and consistency
between parents in their view of behavioral traits
exhibited by the child.

There have been a number of attempts to determine
the effectiveness of therapy with children. To date,
there is no clearcut objective evidence that therapeutic
treatment aids in overall adjustment. The use of school
achievement scores over the five-year period following
therapy was suggested as a way of quantifying one type
of improvement that may occur. The author of this study
makes no claim that school achievement is the only cri-
terion of improvement, or even the most important one.
But clinicians usually see children for diagnosis as a
result of referral from schools or teachers,.

While clinics sometimes see emotionally disturbed
children who are successful in school but unsuccessful
in interpersonal relationships, such a situation is
unusual. Just as an adult often finds his work more
difficult because of handicapping anxiety, so does an
emotionally handicapped youngster find concentration on
school work becoming harder, with a resultant drop in
his learning effectiveness. If his therapy is success-
ful, then his school achievement should improve, once
his disturbance has been alleviated. The emotionally
handicapped youngster who is not treated might be
expected to fall behind in school and stay behind. Of

course, the improvement due to therapy may manifest it-

self in other ways such as increased ability to relate
to others or a lessening of deviant behavior at home or

in school. But, in any case, it appears that school-

work which takes up a large percentage of the child's
waking hours is linked to his adjustment as a whole.

When the achievement scores over a five-year period

were compared, it was found that there were no signif i-

cant differences between the experimental group of chil-

dren who received at least six months of treatment on a
once-a-week basis and children who were diagnosed as
emotionally handicapped but did not follow through with
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treatment. The treated children showed improvement dur-
ing the first two years but then began to decline in
improvement and were actually behind the untreated chil-
dren at the end of the five-year period. Children who
were brought to the clinic early in their school career
(by the third or fourth grade) made more improvement and
more consistent improvement than those whose emotional
handicap occurred or was diagnosed later. There was a
tendency for the treated children to make more improve-
ment in their achievement if their parents were seen for
treatment also, than if they were the only members of
the family in treatment.

Whether receiving treatment or not, these emotionally
handicapped children were never able to equal the achieve-
ment progress of normal school children. They made gains
from year to year but these gains were short of the nine-
month gain which would be expected from one year to the
next.

Implications

What implications can we draw from this data? It is
possible, of course, that our experimental group was
actually more disturbed than the control group and that
this is the reason they were brought in for treatment
after having been diagnosed while the control children
were not. This is a possible explanation of the failure
to find differences but it seems too simplistic in view
of the original reports of testing and recommendations
made by the staff. There seem to have been more subse-
quent changes in family situations in the control group,
i.e., more divorces between parents, but these changes
might be expected to aggravate emotional handicap in
some cases rather than alleviate it (even though they
explain the failure to follow through with treatment due
to changes in family finances or to changes in geographi-
cal location of the family). The similarity in self-
concept mean scores between the two groups, which will be
discussed subsequently, also offers evidence that the two
groups were probabJy not greatly different in degree of
disturbance at the beginning of treatment.

If we look :.ctrtner for some reasons behind the find-
ings of the study's first phase, it is first noted that
the experimental group made improvement during the first

two years following treatment but fell behind the control
group in the latter part of the five-year period. This
finding suggests that treatment does make some differ-

ences in school progress initially, as would be hoped,
but apparently when treatment ceases (as it is likely to
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following a two-year period) then the improvement begins

to dissipate. The implication seems to be that some

kind of treatment or follow-up needs to be continued for

a longer period of time. It would seem that these chil-

dren began to do better school work while in contact with

the therapist but the achievement decreased to its ear-

lier level (or below) when the supports of therapy were

no longer available. An arrangement which makes thera-

peutic involvement possible over a longer period of time

would be desirable in order to maintain gains. An edu-

cational program providing classes for the emotionally

handicapped with follow-up arrangements available might

provide a solution to the problem of achievement loss

when therapeutic support ceases.

The second important finding in this phase of the

study seems to be that of early attention to possible

emotional handicap. During the time when these children

were seen at the clinics it appeared from reports of

teachers and parents that the disturbance had existed

for some time before it became exacerbated to such an

extent that diagnosis or treatment was sought. Neither

parents or teachers seemed to be highly sophisticated in

recognition of emotional handicap, so that it became

more and more unmanageable before some kind of help was

sought. The child became more deeply entrenched in pat-

terns of disturbed behavior and therefore more diffi-

cult to treat successfully. Better training in this

kind of recognition is suggested for teachers and a

more effective way of alerting parents to signs of

emotional problems needs to be found. Teachers are now

receiving training in mental health; and there are pro-

grams for training educational specialists in emotional

handicap at a number of colleges. So perhaps the prob-

lem of obtaining early diagnosis and treatment may be

alleviated soon.

The second phase of the study involved locating

those experimental and control children still available

in the metropolitan school system in order to study

their present emotional adjustment through a measure of

self-concept. Again, it is recognized that there are

many other measures of emotional stability. A complete

psychological assessment of the students would have

yielded more data. But the changes in clinic personnel

over the five-year period made it impossible to use the

original clinicians for testing. A new variability would

have been introduced by using different testers as well

as the different tests which would not be appropriate

(such as the Thematic Apperception Test for students now

too old for the children's scale). Considerations of

time and expense were also involved.
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The numbers of subjects were decreased in this
phase because families had moved away, some subjects
had gone away to private schools, and a few of the
older ones were unavailable because they had left
school to marry or work. As mentioned in Chapter III,
the group mean scores for the treated and untreated
children on the self-concept scale were similar in
many respects. The significant differences which
occurred are of interest in that they seem to form a
pattern. The control subjects made significantly
higher scores on the following dimensions: physical
self-view, total conflict, and true-false ratio.
Scores were higher (approaching significance) for the
control group on personal self-view and identity, and
lower on neuroticism. These differences when viewed
as a pattern suggest that the non-treated subjects have
somewhat more positive self-views in particular areas
than do the treated subjects. However, the true-false
ratio and conflict scores indicate that they were more
defensive and less realistic than the children who had
received treatment. The finding that treated children
were more uncertain of their self-views fits into the
total picture. It could be interpreted as meaning that
the experimental group were in treatment long enough to
become introspective and dissatisfied with themselves
and to be honest about their weaknesses; but the cessa-
tion of treatment teemed to leave them in this state.
That is, they apparently had not consolidated a positive
view of self, or they have lost such consolidation over
the period since their treatment. Again, we see the
need for follow-up of treatment. While the ability to
look at one's self honestly and to have questions about
the certainty of self-view would usually be seen as
advantages in a person involved in treatment, the uncer-
tainty shvald eventually be resolved and the self-view
would be expected to become more positive with increased
self-acceptance. Both treated and untreated groups had
self-concept profile scores below normal on self-view
and above normal on the empirical scales measuring
degree and direction of maladjustment. Additionally,
their scores on the overall measure of maladjustment,
"the number of deviant signs," indicates that both groups
have the jagged profiles with extreme high and low points
characteristic of adults with emotional disturbance.

While it might be expected that teenagers would show
departures from normal in uncertainty or intensity, these
data seem to indicate that both the treated and untreated
students are still classed as emotionally handicapped
five years after the original diagnosis was made. There
is little evidence that those who received treatment are
now more emotionally stable. Rather, they appear to be
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at about the same level as the untreated in terms of low
positive self-view and are also more vulnerable to nega-
tive feelings about themselves. Perhaps the traditional
views as to how long treatment should continue or how
often it should take place, are chiefly determined by the
convenience of therapist and client rather than based on
data as to what length or intensity of the therapy is
most effective.

These scores, as well as the achievement trends,
seem to suggest that this treatment was terminated before
achieving the goals usually associated with successful
therapy. In view of the limited opportunities open to a
child to exercise total self-direction, or to choose among
alternative behaviors, it may be that the ways of setting

up treatment borrowed from adult treatment methods, are
unrealistic. Some kind of ongoing program seems to be
suggested since there is evidence that some improvement

in achievement occurred during early treatment and the
children became more able to admit to problems. It seems

that if the treatment had been totally ineffective these
effects would not have occurred. But some further sup-
port is needed to sustain and consolidate gains.

The data from the parental consistency scale are not
extensive enough for conclusions. But, along with the
returns, or sometimes in lieu of returns when parents had
been divorced, several parents sent clippings or informa-

tion about the children. Some indicated that they are
grateful to the clinic for the child's current success in
school although the success may be in athletics rather
than academics. Some children hold school offices and

show other evidence of success. Other parents indicated
that the children have not changed much and they have
lowered their own expectations. Parents who were less
pleased with the clinic were probably among those who

failed to reply. Some parents said they were not willing

to have school or teachers know that the child had ever

been in treatment. It appears that emotional handicap

continues to carry some stigma.

Recommendations

Taken altogether the findings of this study are con-

sistent with those of Levitt for child therapy and Eysenck

for adult therapy. That is, the quantitative evidence of

school achievement and present day self concept data do

not show evidence of therapeutic gain in the group of

emotionally handicapped children who received treatment

over that of the untreated children.

43



It is recommended that newer ways of treating emo-
tionally handicapped children be explored. The classes
for emotionally handicapped now being offered in educa-
tional programs should be followed up with research.
The Re-Ed school programs now established in Tennessee
and North Carolina show promise of being more effective
than clinic treatment. They have not been in existence
long enough to study the long range effects.

Clinic treatment of emotionally handicapped children
will undoubtedly continues This treatment is important
for emergency cases and training purposes but the results
of this investigation indicate that additional more long-
range supports need to be built in for maximum effective-
ness.
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It em
Page 1 No.

I. I have a healthy body

3. I am an attractive person

5. I consider myself a sloppy person

19. I dm a decent sort of person

21. I am an honest person

23. 1 am a bad person

37. I am a cheerful person

39. I am a calm and easy going person

41. I am a nobody

1

55. I have a family that would always help me in any kind of trouble 55

57. 1 am a member of a happy family

59. My friends have no confidence in me

73. I am a friendly person

75. I am popular with men

77. I am not interested in what other people do

91. 1 do not always tell the truth

93. 1 get angry sometimes 93'

Completely Mostly Partly false Mostly Completely
Responses- false false and true true

partly true

1 2 3 4 5
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Page 2

2. I like to look nice and neat all the time

4. I am full of aches and pains

6. I am a sick person

20. I am a religious person

22. I am a moral failure

24. I am a morally weak person

38. I have a lot of self-control

40. I am a hateful person

42. I are losing my mind

56. 1 cm an important person to my friends and family

58. I am not loved by my family

60. I feel that my family doesn't trust me

74. am popular with women

76. I am mad at the whole world

78. I am hard to be friendly with

92. Once in a while I think of things too bad to talk about

94. Sometimes, when I am not feeling well, I am cross

Completely Mostly Partly false Mostly Completely
false false and true true

partly true
1 2 3 4 5

Responses-

51
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7. 1 am neither too fat nor too thin

9. 1 like my looks just the way they are

11. 1 would like to change some parts of my body

25. I am satisfied with my moral behavior

27. 1 am satisfied with my relationship to God

29. 1 ought to go to church more

43. I am satisfied to be just what I am

45. 1 am just as nice as 1 should be

47. I despise myself

61. I am satisfied with my family relationships

63. I understand my family as well as I should

65. 1 should trust my family more

79. 1 am as sociable as I want to be

81. 1 try to please others, but I don't overdo it

83. I am no good at all from a social stars Jpoint

95. I do not like everyone I know

97. Once in a while, I laugh at a dirty joke

Completely Mostly Partly false Mostly Completely
Responses- false false and true true

partly true
1 2 3 4 5
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Page 4

8. I am neither too tall nor too short

en,
X 0.

10. I don't feel as well as I should 10

12. 1 should have more sex appeal

26. 1 am as religious as I want to be

28. 1 wish I could be more trustworthy ?8

30. I shouldn't tell so many lies 30

44. I am as smart as I want to be 44

46. I am not the person I would like to be 46

48. I wish I didn't give up as easily as I do 48

62. I treat my parents as well as I should (Use past tense if parents are not living). 62

64. I am too sensitive to things my family say 64

66. I should love my family more 66

80. I am satisfied with the way I treat other people 80

82. I should be more polite to others 8?

84. I ought to get along better with other people 84

96. I gossip a little at times 96

98. At times l feel like swearing

Responses
Completely Mostly Partly false Mostly Completely

false false and true true
partly true

53
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13.

15.

17.

31.

33.

35.

49.

51.

53.

67.

69.

71.

85.

87.

89.

99.

Page 5

I talcz.- good care of myself physically

I try to be careful about my appearance

I often act like I am "all thumbs"

I am true to my religion in my everyday life

1 try to change when I know I'm doing things that are wrong

I sometimes do very bad things

I can always take care of myself in any situation

I take the blame for things without getting mad

I do things without thinking about them first

1 try to play fair with my friends and family

1 take a real interest in my family

I give in to my parents. (Use past tense if parents are not living)

I try to understand the other fellow's point of view

I get along well with other people

I do not forgive others easily

I would rather win than lose in a game

z.,:.:
No.

1.3

17

31

33

..)1',

49

51

53

67

69

71

85

87

89

99

Responses
Completely Mostly Partly false Mostly Completely

false false and true true
partly true

1 2 3 4 5
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Page 6
Item
No_

14. I feel good most of the time 14

16. I do poorly in sports and games 16

18. I am a poor sleeper 18

32. I do what is right most of the time 32

34. I sometimes use unfair means to get ahead 34

36. I have trouble doing the things that are right 35

50. I solve my problems quite easily 50

52. I change my mind a lot 52

54. I try to run away from my problems 54

68. I do my share of work at home 68

70. I quarrel with my family 70

72. I do not act like my family thinks I should 72

86. I see good points in all the people I meet 86

88. I do not feel at ease with other people 88

90. I find it hard to talk with strangers 90

100. Once in a while I put off until tomorrow what I ought to do today 100

Responses-
Completely Mostly Partly false Mostly Completely

false false and true true
partly true

1 2 3 4 5
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APPENDIX B

PEABODY INVENTORY FOR RATING CHILDREN'S

EMOTIONAL BEHAVIOR
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Client's Name:
(Name of Child)

Date:

Age: Sex: M or F

Name: Relationship to client
WsorThalilltscale (e.g., mother orTither)

Note to Parents: We request that each parent complete a
copy of the following checklist so that
we may better understand your child.
It is important that you do not confer
with each other regarding the ratings
since your independent judgments are
more helpful. This information will
aid us in better understanding your
child, and in understanding boys and
girls in general. Thank you.

Number of children (see sample) 1 2 3 4 5 6 7 8 9 10

Client's position, mark with X.

Sample: If you have three children you would circle thusly:

1 2 3 4 5 6 7 8 9 10

If client is oldest, you would mark No. 1.

1 2 3 4 5 6 7 8 9 10

If client is youngest, mark No, 3.

1 2 3 4 5 6 7 8 9 10

DIRECTIONS: On the following pages are some words which
describe children's behavior. You are asked to read and
rate your child on each item. (Please do not skip any
items and rate uric er oneFeading only.)

1 will represent very often or very like. (My child is
often like this; it is very characteristic of him.)

2 will represent fairly often. (My child is frequently
like this; it is fairly characteristic of him.)

3 will represent sometimes. (My child is sometimes
like this; not often, but there are times when he is
like this; it is somewhat characteristic of him.)
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4 will represent occasionally. (My child is like this
once in a while; it is only slightly characteristic
of him.)

5 will represent almost never. (My child is hardly
ever this; it is not characteristic of him.)

happy

Number 2 is marked because the child is frequently happy.
Frequently best describes his behavior.
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ANALYSIS FOR RESPONSES TO PARENTS' PERCEPTION OF

CHILD BEHAVIOR SCALES

Name Age

Trait

A: Gregarious unsocial

B: Bright.: ....0 OOOOOOdull

C: Emotionally
Stable neurotic

E: Dominant submissive

F: Cheerful depressed

H: Adventurous timid

K: Socialized- unsocialized

Total

Grade Sex

Mother Father

No. of children 1 2 3 4 5 6 7 8 9 10
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