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A diagnostic treatment center for learning

disabilities and emotional problems was developed to serve six school
Systems. Evaluation by the multidisciplinary staff covered behavior,

family backgrcund, health,

emoticnal,

and educational functioning.

the team which subsequently met with the
the child in play,
individual or group basis.

and intellectual, perceptual motor,

Treatment plans, developed by
school personnel, involved
and educational or behavioral therapy on an

Treatment also altered the child's

environment by providing family therapy and parent counseling,

mnothers?

groups, school or parent conferences, or staff consultants

to work with school personnel. Ccnsensual judgment of change (by

parents, schools, and staff) in school work,
behavioral functioning

cases and marked improvement in 16. 2%,

and in educational and
indicated mild improvement in 60.9% of the

with girls showing nore

improvement (p less than -01) . Appendixes provide ranking scales and
client classification and other forms and describe treatments.
Descriptive data are given for a sample of 350 cases. (JD)
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INTRODUCTION

An evaluation of the Regional Educational Diagnostic~Treatment
Center was done at the end of its three-year grant. 1In the original
proposal there was no provision for an evaluation and therefore data
was not collected systematically throughout the period. However, the
following summary of the services rendered and the analysis of our
experience should provide useful informatiow both to the region gerved
and for the planning of future projects.

The material to be presented is as follows:

SECTION 1 HISTORY OF THE PROJECT AND DESCRIPTION OF THE GOALS
SECTION II STATISTICAL ANALYSIS OF DESCRIPTIVE DATA
SECTION IIX STATISTICAL ANALYSIS OF DATA FOR TREATMENT AND CHANGE

SECTION IV NARRATIVE EVALUATION GF THE REGIONAL EDUCATIONAL
DIAGNOSTIC~TREATMENT CENTER

SECTION V CONCLUSION
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SECTION I

HISTORY OF THE PROJECT AND DESCRIPTION OF THE GOALS

Under grrovisions of Title III of the Elementary-Secondary Education Act
of 1965, the educational leaders of Region III (Bullitt, Jefferson and Oldham
Counties) in Kentucky designed and proposed the development of a Diagnostic
Treatment Center for six school systems, Bullitt, Louisville, 0idham, Jeffers.un,
Catholic and Anchorage Independent School. This project was devised in accordance
with the Title III philosophy of innovative educational development. It was
proposed to demonstrate an effective and efficient program for children with
emotional and learning difficulties. A multi-disciplinary approach was decided
upon as the most appropriate method to evaluate the difficulty and suggest
treatment,

Previously, the school systems of Region IIT had been forced to rely
upon their non-existent or overworked psychology departments for direct assis-
tance. Since scliool personnel are not well informed concerning community
resources, they have seldem utilized these services. In contrest, REDTC was
school-oriented and because of a thorough familiarity with community resources,
was able to bridge the gap between the school, home and community.

The mgiti-disciplinary structure of the REDIC staff added another
unique facet in the way of innovation. Because of this approach, all possible
factors contributing to the disability were considered for each child.

The location of the Center and a description of the physical plant is
described in Enclosure (1)*entitled Structure. It also includes a description

of staff members and assignments.

* (Appendix I1II) (1)




The Diagnostic-Treatment Center was designed to provide both specific
and concomitant services to school children, directed toward learning and
behavioral improvement. Major objectives of the Center were:

1. To identify the nature of learning disabilities and

emotional problems of school children.

2. To demcnstrate to school staffs new and varied methods

of apprcaching learning and behavioral problems.
The major functions of the Center included the following:

1., To evaiuate data concerning learning disabilities and/ox

emotional problems.

2. To identify and diagnose the nature of learning disabilities

and/or emotional imbalance.

3. To provide treatment for learning disabilities and emotional

problems.

4. To cocvdinate and facilitate use of available community

resources.

5. To recommend placement of children in educatioral programs

existing in school systems.

6. To offer consultant services and in-service sducation to

school personnel.

7. To provide visual, auditory and general health screening

for referral ¢o appropriate medical resources.

The first function, evaluation, required interviews with tha child,
school personnel, parents and any agent that may have worked with the child
prior to his being rcferred to the Diagnostic Center. The aspects of the child's
behavior and envirommental influences upon his behavior explored by the staff were

the foliowing:

(2)
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1. BEHAVIOR in the varicus testing and interview situations.

2. INTELLECTUAL FUNCTIONING according to psychological tests

and responses to interviewer's questions.

3. PERCEPTUAL~MOTOR FUNCTIONING gleaned from psychological tests

and observations (Visual and hearing tests and a general health
assessment were included in this area.)

4. EMOTIONAL FUNCTIONING derived from psychological testirg,

interviewing, and data from the Social History.

5. EDUCATIONAL FUNCTIONING determired from educational testing
and an analysis of the chiid's performance and school record
which often included an interview with the classroom teacher.

6. FAMILY BACKGROUND assessed the home conditions, the family

constellation, and the developmental history of the child.
Any contacts with other service agencies or aay unusual
medical history was included in the social history.

7. HEALTH SURVEY was conducted by the Registered Nurse. This

included contacts with doetors, clinics or other agencies.
(foe Ewcloosure 2) (Appendix IIT).

All referrals received at the Center included a etatement of the problem
and other evaluation critevia that the school considered significant., The re-
ferral was then assigned to the team appropriate for the geographical area of the
school. At the team staffing, new referrals were discussed and assigned to a
team member who was called the "Prime Mover" and, as such, was responsible for
the movement of the case until a treatmenf: plan was initiated.

1)

The number and kind of staff involved varied with the type and severity

of the problem. Not all disciplines became actively involved in each case.

Nevertheless, all cases were presented for discussion to the team.

(3)




REDTC perceived a child as a living, changing being, interacting with
a changing enviromment. A child's enviromment is made up of school, home and
community. His interaction is dependent on his past experiences and the exper-
iences of those with whom he comes into contact. When REDTC became involved,
it temporarily became a part of that enviromment and subsequer.t interaction and
change.

The staff team set out to collect the data which was pertinent to an
evaluation of the problem, utilizing information obtained from the school, home
and testing. After the data collecting procedures were completed, the staff
team met for the purpouse of staffing the problem and developing a comprehensive
evaluation re ort for the school and the central office of th¢ school system.
An evaluation of the child's problem served one of the following purposes:

1. To confirm what the school staff had hypothesized.

2. To modify to some degree what the school staff had hypothesized.

3. To enlighten the school staff to such an extent that the child

could be perceived in an altogether different light.
Three cardinal principles have emerged:

1. The most effective intervention is derived from the efforts

of a closely integrated inter-disciplinary team functioning

as a unit.

2. The chkild was best helped when REDTC worked closely with the
; school staff to assist them to solve the problem.

3. There is no one answer to any problem and there are many

different avenues of approach that will bring about change.
At this time it would be helpful to summarize briefly the functions of
the following staff members: The educational specialist, the psychologist, and

the social worker.

(4)




When a learning disability was noted, the educational specialist gave
the child diagnostic reading tests to determine the naturn of the disability.
Her second duty was to work with other staff members to determine what could be
done for the child, She worked in a consultant capacity with school personnel,
and often suggested teaching procedures that could be implemented with the help
of an educational aide from REDTC. An explanation of prescriptive teaching is
attached. (SEE ENCLOSURE 3) (Appendix III).

The paychological evaluation involved both interview and testing pro-
cedures designed tc assess the child's emotional, intellectual and perceptual
functioning. The psychologist determined intellectual functicning by means of
standard intelligence tests, the WISC and Stanford-Binet, as well as other

instruments which measure abilities of children with special problems. Emotional

functioning was assessed by means of projective tests, personality inventories,
and interview. The tests were evaluated with close attention to the relationship

between tests. These results were then compared with those of any previous

TP L Y

testing, From the child's interaction with the psychologist in the interview,

the latter interpreted attitudes towaru authority, interpersonal relationships,
self concept, and methods cof solving problems. The conclusions thus drawn,
hopefully gave an adequate picture of the child's level of emotional, inteliectual

and perceptual functioning.

Hypotheses derived from psychological testing were often cozroborated

by data from educational functioning. Conversely, when educational testing

indicated specific disabilities, these could be checked by psychological tests.

The soclal worker at REDTC obtained the social history which included
the educational, emotional, physical, and social development of the child.

Relationships within the family unit were explored to determine the child's role

(5)




in the family structure and the effect of the family situation on him. Again,
these finding> were correlated with those of the testing.
When children who were referred to REDIC had previous contact with

another agency, it was the social worker's responsibility to obtain the existing

information. Because of her knowledge of community resources, she served as a
liaison between REDTC and other agencies. Any referrals or contacts to other
agencies were made by a REDTC social worker.

After evolving a tentative trf-tment plan, the team was ready to meet ;
with appropriate school personnel at a joint conference. At this time the {

child's difficulties were discussed and the team's evaluations were presented.

OO

Resources for treatment plans were explored and an individvalized program was
developed.

The last major step was the initiation of a treatment plan. Types of
treatment provided by the Center staff that directly involve the child were:

1. Individual Therapy

2. Play Therapy (SEE ENCLOSURE 4) (Appendix III)

3. Group Therapy (Counseling in the Secondary School)
(SEE ENCLOSURE 5) (Appendix III)

4. Activity Group (SEE ENCLOSURE 6) (Appendix III)

5. Educational Therapy Activity Group (SEE ENCLOSURE 7) (Appendix III)
The Center offered treatment for children which was primarily directed

to altering some portion of the child's enviromment and thus altering his

response pattern. Such methods were:
1. Family Therapy and Parental Counseling (SEE ENCLOSURE 8) (Appendix IIT)

2. Mothers's Group (SEE ENCLOSURE 9) (Appendix IIT)

3. School Conferences
4. Parent Conferences
5. Serving as consultants to school staff members working with

the child.

o (6)




In brief, the Center helped the child with a learning problem by
evaluating his problem, conferring with parents and school personnel about the
problem, and devising a treatment plan for the child which involved parents and
school. In the three major processes of the Center - Evaluation, Conferring,
Treatment ~ the parents and school were major contributors to the Center's
functions. The Center did not work in isolation. The Center served a specialized
role in assisting the bome and school to help the child minimize his learning
problem.

It was anticipated that the school perscnnel would naturally generalize
from these experiences in solvirg other problems relating to other children.

The ideas, methods and resources demonstrated should have wide application for

future use.

(7




SECTION II

STATISTICAL ANALYSIS OF DESCRIPTIVE DATA

One of the goals of REDTC has been the definition of the problems

encountered. On the Client Identification Form (APPENDIX I) items one through

thirty-one with the exception of item eleven (School Change) are variable de-

scriptive of the children sesn. This section of the evaluation deals with the o
gtatistical analysis of these items. It must be emphasized that the descriptions

here are of the problem children referred to us by the six systems. We did find

significant differences among these children. We cannot, however, extrapolate

from the characteristics of the problem children tc the characteristics of the

zeneral population of any system. All that can be determined is that the

children referred to us showed these differences. Neither can causative rela-

tionships be determined by these data. Useful hypotheses concerning the rela-

tionships of these observed factors to the problem of children may be made
however.
Method

The statistical description of the REDTC population which follows was
based upon a sample of 350 cases. These were chosen randomly from the total
population of cases initiated by REDTIC from September 20, 1966 to Janmuary 1, 1969.
Of these 1,695 cases, the percentage of the total contributed by each system was
determined and the sample population was chosen according to those proportions.
Thus, 8.67% of the sample (and total) cases were Bullitt County, 19.76% were
Catholic, 35.99% were Jefferson County, 30.917% were Louisville, and 4.667% were

Oldham County. The Anchorage Independent School System was eliminated from

(8)
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statistical study because only two cases were referred. The table of random
numbers was utilized in order to choose gelected cases. Each case chosen for
inclusion in the sample was required to meet the following criteria:

l. An evaluation of the case must have been done by a
REDTC staff member.

2. The child must not have left the schooi systems which
were serviced by REDTC, either for reason of graduation,
transfer, or dropout.
The firal 350 cases selected were distributed as follows:
Bullitt 31
Catholic €9
Jefferscn 126
Louisville 108
0ldham 16
Discrepancies in the sample are due cither to failure to respond to the gquestion-
naire or to a few additional cases which had been evaluated tc insure against the
effect of failure to respond.

A client classification form was developed in order to describe each
case. This is included in Appendix I. Staff members who were involved in the
evaluation and treatment of a particular case were requeted to fiil out questions
5 through 43, A pareat questionnaire(see Appendix I} was filled out by the
parent or guardian of the child. Their responses to the inguiries were weighted
(see Appendix I)., These comprised responses for items 44 and 45.

The school which the child last attended while the case was active with
REDTC was contacted and requested to respond to a questionnaire (see Appendix I).
These also were weighted (see Appendix I). They comprise the responses to items
46 and 47. The consensual judgment of change (item 48) is the arithmetic average
cf items 42 through 48. All averages were rounded to the nearest whole numbers,

Frequencies, percentages, and chi-squares were determined for each item with

regurds to the following seven different dependent variables:

(9)




Sex of Chiid

School System from which the case vas referred
School Tync (Imner-City, Urtar, Suburban, Pural)
Total Feading Disability

Deoren of Aggression

Degree of Withdrawal

Conscrsuel judement of change

This section covers only that part of the data descrintive of the
childrer.. The analvsis of the dates relative to the treatment by thc REDIC and
that data conccrncd with the outcome or changes secn, is in Section III of this

evaluation.

A. DESCRIPTION OF TOTAL SAMPLE:

Of the samplz vopulation, cases were distritbuted as follows:

8.9%  Bullitt Courty 32.0%7  Louisville
19.3% Catholic 4.£% Qldham County

35.2% Jeffersorn County

Of the total samplc, 76.9% were mele and 23.17 werc female. The age and grade
distributions of the totsl sample ere illustrated in Figure 1(a) and 1(b). It
should te notcd that these clossifications are not directly comparable for tro
rcasons, First, some children have been retaircd and arce thus ir lower grades
than usual progress would indicate. Secondly, children whose birthdays are such
that they entcr school older ther €6 years € months mey, at somc time, appear to
be bchind in prade lcvel.

Of the total semnle, 81.5% were cnrolled in a regular class program. Only
two systcms have 2 significant number of snccial classes. The total sample was
clzssifiod in regard to school type as follows:

{1) Jnnor-City Scheool - An urbarn school rcceiving Title I, ESEA funds.
(2) Urbar Schocl - A scheol with over 507 of its ponulation residing

in the cities of Louisvilla, St. Matthews or
Shively.

(10)
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(3) Suburban School - A schoel with over 50% of its
population residing within the limits of cities
other than Louisville, St. Matthews, or Shively.

(4) Rural School - A schcol with over 50% of its
population with rural postal addresses.

The distribution of the sample in regard to these school types 1s presented as
Figure 2.

The e timate of intelligence was, in most cases, determined through
administration of a standard individual intelligence test. The majority of cases
was tested with the Wechsler Intelligence Scale for Children. The distribution
of intelligence estimates for the sample is presented in Figure 3.

Educational evaluations were done on those children suspected of educa-
tional difficulties. Severity of total reading disability based on this evalua~
tion was determined according tc a table (Appendix II). Those children not
evaluated educationally comprise, for the most part, those categorized as having
none or a mild reading disability. The distribution of total reading disability
is presented in Figure 4.

Although an attempt was made to determine the severity of disabilities
in reading mechanics, reading comprehension, writing mechanics, spzlling and
arithmetic, in over 407 of the cases therewereno available data that could be
rated accurately.

The degree of aggression and of withdrawal for each case was determined
by the staff in accordance with the table in Appendix II. These distributions
are illustrated in Figures 5 and 6.

Of the total sample, 92.87 had no problems with sexual adjustment. In
the total sample, the percentage of cases having no difficulties in the following

areas is:

(11)




1. Gross Motor Problems 79.1%

2. TFine Motor Problems 76.1%
3. Perceptual Disability 72.5%
4, A Visual Impairment 80.7%
5. Hearing 93.47%
6. Arrested Medical Problems 81.0%

7. Untreated Medical Problems 88.5%

The definitions for perceppua} disability, arrested medical problems
and untreated mediéai problemg may be found In Appendix II.

The socio-economic level for each child was classified into five
categories. This is illustrated in Figure 7.

Parent status was determined and the distribution appears in Figure 8.
Family problems (as defined in Appendixz II) were determined by the REDTC staff
members. The distribution of family problems for the sample is depicted in

Figure 9.

B. RELATIONSHIP OF SEX OF CHILD TO OTHER DESCRIPTIVE ITEMS:

Analysis of the data in regard to sex differences revealed few signifi-
cant resulte with the exception of the strikingly high incidence of male referrals.
The proportion of approximately 3 males to 1 female referral was consistent for
all school systems except Oldham County, where 31.3%Z were males and 68.77 were
females.
Notable findings in regard to sex differences in the sample are as follows:
1. A slightly higher, but non-significant percentage of girls wag~ placed in
E.M.H. classes than were percentage of boys in E.M.H. classes.

2. Boys have significantly more difficulty in both reading mechanics (p €05) and
comprenension (p< 05) than girls.

3. There was a non-significant trend for boys to have more difficulty than girls

in the other academic areas.

(12)
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In the areas of gross moter coordination, fine motor coordinationm, and
perceptual disability, there was a non-significant trend for boys to have
more severe problems then girls.

There were significantly (p< 05) more hearing problems among girls and an
insignificant trend in the same direction for visual problems.

There was a significant (pg 025) trend for girls to have more untreated
medical problems and a non-significant trend in the same direction for
arrested medical problems.

There was a significantly higher incidence of severe family problems among

v

boys than among girls (p&€025). This is illustrated in Figure 10.

DESCRIPTION OF SAMPLE IN REGARD TO READING DISABILITY:

Findings regarding sample differences in regard to reading disability

included:

47% of children with severe reading disability were in the 9 to 11 age group.
This is significant (p<€01).

53.9% of children with severe reading disability were in the intermediate
grades. This is significant (p<£005).

Of the 81.5% of the total sampie enrolled in a regular class program, only
39.7% of those were seen as having no reading problem. Of those in the
regular classroom, 30.1% had a severe reading disability. This is signifi-
cant (pg 005).

Of the non-readers, 68.8% were retarded.

0f the children with average intelligence, 38.6% had no reading problem, but
28.3% had a severe reading disability. This is significant (p< 005).

There was a highly significant (pg 005) relationship between degree of total

reading and each of the following disabilities: reading mechanics, reading

(13}
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Of the severely aggressive children, 65.4% were 17 to 15 years old.

Over 75% of the children judged as aggressive were fouad in regular classroom
programs.

A significant (p<025) difference was found between gradz level and degree of
aggression. The following illustrates this finding:

18.97% of primary grade level children are at least
moderately aggressive.

35.57% of intermediate grade level children are at
least moderately aggressive.

40.5% of Junior High grade level children are at
least moderately aggressive.

03.3% of Senior High grade level children are at
least moderately aggressive.

Of the moderately severe cases, 55.6% are in the intermediate grades.
There was a significant relationship (pg0l) between aggression level and
level of intelligence. Of those judged severely aggressive:

53.9%4 had below average 1.0. -

38.5% had average I.Q.

7.6% had above average I.{}.
Of the moderately aggressive, only 27.8% were below average in level of
intelligence.
In the superior I.Q. students, 12.5% had no aggression problems and 12.6% had
moderately severe or cevere problems of aggression.
0f the E.M.H. children, 53.8%Z had no problems of aggressicn.
There appeared to be a trend toward mild aggression in the superior children.
Lf aggression is present in a child with a low I.Q., it tends to be severe,

but most low I.Q. children do not have problems of aggression.

66.7% of those with marked gross motor problems had no problems with aggression.

(15)




12. ©9.3% of severely aggressive children came from unemployed or unskilled group.

38.9% of moderately severe aggressive children came from unemployed or unskilled
group.

50.0% of mcderately severe aggressive children came from skllled group.
Therefore, the bulk of severe aggression problems appears to be from the homes
of the unemployed or unskilied. Aggression problems decrease with the rise
in socioeconomic level.

13. If there is no family problem, 58.5% of the cases will have no aggression
problem,

14. 57.7% of severe aggression problems have moderately severe or very severe
family problems.

15. Of the severely aggressive children, 50.07 had both natural parents. Of the
moderately severely aggressive children, 66.6% have either one or both natural
parents. Aggression does not seem to be positively correlated with the lack

of natural parents.

E. DESCRIPTION OF SAMPLE IN REGARD TC LEVEL OF WITHDRAWAL:

Findings in regard to level of withdrawal in this sample are described

below:

1. 33.3% of the severely withdrawn are between the ages 12-15.
2. Those children rated severe or moderately~severe in regard to withdrawal,

comprised only 7.8%Z of the total sample, whereas 12.7% of the total sample

? were moderately severe or severe in regard to aggression.

‘ 2, In the sample, there were no moderately severe or severely withdrawn children
over the age of 16. This may indicate a terdency for withdrawn children to
drop out of school.

4. 22.27 of the severely withdrawn children are in E.M.H. class placements.

(16)




5. There was no general trend in the relationship between level of intelligence
and withdrawal. However, in our sample, none of the severely withdrawn
children had 1.0Q.s above average. This apparent relationship between severity
of withdraval and low tested intelligence level may be a function of two

factors. First, it may be that the withdrawn child is penalized in individual

intelligence testing. The other possibility is that the child with a low
level of intelligence may be perceived as withdrawn as a function of his

intellectual limitations. In either case, closer scrutiny is warranted.

6. 55.0% of the severely withdrawn children have mild gross motor difficulties.

This is significant (pg005). 55.5% of severely withdrawvn children have
probiems in fine motor coordination (p<€0l1). Thus there appears to be 2
positive relationship between childrer with motor problems and children with
severe withdrawal problems.

7. There is also a trend for the withdrawn child to have visval impairment and
medical problems. Of the severely withdrawn children, 22.2% had marked visual

problems. Only 44.47 of severely withdrawn children had no arrested medical
problem.

8. 88.9%7 of the severely withdrawn children had moderately severe or severe
family problems. This is highly sigrificant (p£ 005). All moderately severe

or severely withdrawn children had some family problem.

F. DESCRIPTION OF SAMPLE IN REGARD TC SCHOOL TYPE:

The following are descriptive statements regarding the sample considering

school type.

1. The description of the sample distribution comparing school type by school

(Public, Non-Putlic) is presented in Figure 13. This is significant (p< 01).

(7
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The distributior of 1.0. by schuol type is presented in Fipure 14. Significant
(r< D05) results irdicate that there are different distributions of I1.0. for
different school types.
£2.€% of retarded children attended irmer-city or urban schools.
There was a ron-significent trend toward greater reading problems in inner-
city schools.
52.57% of imner-city children had severe reading disahility
or were non-readers.
35.C% of of urban children had severe reading disability or
were non-—-recaders.
33.5% of suburkan children had severe readiny disability
or vere nor-readers.,
38.97% of rural children had severe readine disability or
were non-readers.
Of those children baving no reading difficulty, 48% were from the suburban
schools, 29.1% from urtan schools, 13.4% from inner-city schools, and ©.4%
from rural schools.
Severe reading mechanics and comprchension protlems were present in over
50% of the inner-city children.
56.0% of inncr-city cascs chowed more than mild aggression, whercas only
approximatcly 30% of cases from cach of the other school types showed more
than mild agercssion.
The distritution of severe and moderate aggression by school type is indicated
in Figure 15. This distritution is significant (p<£ 005).
A significant (pg OPF) relationship betveen withdrawvn ard school type was
determined
29,57 of dinncr~city cases shoved more than nild withdrawal
25.0% of urban " N “
25.0% of suburban " . "
37.0% of rural " i "

There waes a significant (n< P05) trend for mild and moderate withdrawal to

be concentrated in the suburkan arcas.

(12)
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Of the public school referrals, 37.37 havc no witFdrawa) protlems, tut of the
nor~public school referrals orly 14.7% have no wittdraval problcms. Tris 1is
significant (p€CCS). Totc that 33.3% ef public school cases are not aggres-
sive but 47.1% of non-rublic school cases arc not aggressive. This is also
significant (o< 025).

Therc is a trend for arrecstcd medical nroblems to be concentrated in urban
areas.

Figure 1/ irdicates the highly sigrificant (2 € 0N5) rclationshin between
sckocl typc and socioccoromic level.

A significant (p('C5) relationship was found hetween school type and parent
status. It is noteworthy that 54.1% of imner-city children have only onec
parent. In urhan and suburban areas ovar 70% of the children have both
naturzl raronts. 19.5% of the rural children live in family situations which
lack a natural paraenrt.

The followine tahle represents the incidence of moderately-severe or scvere

family probtlems in this sample for each school tyre.

Inney-City 32.8%
Irban 25.5%
Suhurhar. 1€,4%
Pural 13,¢%

It is interceting to notc that only 2.8% of the rural families werc seen as

havine no family problem. Bullitt County comprised thc majority of rural

cases.,

DESCRIPTION OF SAMPLE IH REGAPD T SCIOOL SYSTEM:

The following itims vere notaworthy regarding school systems:

0f the oldecst age group (16+ yrs.), 4€.2% uere from Jefferson County.

(19)
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« Orly tvo of the school systems, Louisville 2rnd Jeffersor. County, have a
significant rumber of childrer cenrollzd in spacial classes.

3. The distribtution of I.Q. levcl by school system is highly significant (o< 005).

These data arc represented in Figure 17. It should be noted that 54.°% of

the retarded childran in this samrle Wap in the Louisville System, 50% of

the superior children was in Jefferson County, 4£7.2% of the dull rormal

children was in thc Louisville System, 46.47% cf the average 1.Q. was in
the Jefferson Ccunt; System. None of the Oldham County sample was above
average in intellectual functioning.
4., (a) 86.9% of imper~city sample was from Louisville System.
11.5% of dirner-city semple was from Cathelic System.
(b) £3.3% of urban sample was from Louisville System.
25.€% cof urban sampnlc was from Catholic Svstem.
(c) 62.7% of suburben sample was from Jefforson County System.
22.27, of suburban sample was frem Catholic System.
(d) 61.1% cf rural sample was from Bullitt System.
33.37% of rural sample vas from Jefferson County System.

5. €2.57 of E.¥.F, childrer was from the Lcuisville System. 71.47% of children

in P.i. classes ves from Louisville. For additicpal information see Figure 1€,
€. The relaticnship betwcen school system and ¢otal reading disability in the

semple w=s highly significant (pg 6065). B81.3%Z of the noo-readers was from

Louisville,
7. The frllowing table rerrcserts the percentage of children in the sample in

cach of the schocl systems heaving modexate or scvere reading disability.

67.7% Rullitt County 37.8%Z Louisville
53.75  Cathelic 56.07 9ldham County

44,27  Jefferson Jcounty

(20)
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Of tl.c 0ldham County sample, 507 have severe disability in readirg mechanics,
50Z have severe writing disakility, 507 have scvere rcading coemprehension
disability,; 507 have severc spelling disatility.
The distribution cf scvere aggression among school systems is illustrated
in Figure 19. This was significant (p< 005}.
In the Oldham Ccunty system, 5€.3% hal no aggression problem. In the Catholic
System, 4€.3% had no aggression preblem. In the Bullitt County System, 35.57
had no aggression protlem. In ths Jeffcrson County System, 33.67 had no
aggressicn problem. Ir the Louisville System, 29.7 had no aggrcssion problem.
The following table illustrates the percentage of the samplc frem each schorl
system showing nco withdrawal prctlems:

14.%7%  Cathclic

23.07  Jcfferson County

32.3%7 Bullitt <ounty

46.7%2  Qldham County

54,17  Louisville
It is intceresting to note that 72.1% of the Jefferscn Ccunty sample showed
mild to mederate withdrawal and 76.17 of Cathclic System showed mild to
moderate withdrawal.
While only a small percentage cf the total sample had gress motor problems,
€€.7% of thosc who did were from Louisville.
Lcuisville had 2~ greater percentage of children having fire motor cocrdina-
tion problems ther did th¢ cther systems.
Bullitt and QOldham Ccunties had a greater perccentage cof children showing
P.H. problems than did the other systems.
26.9% of the Cathclic childrern had arrested medical problems. The other

systems had significantly less (p«025). Hcwever, of the severe prcblems

noted, 73.37 was in the Louisville System.

(21)
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The distribution of the significant rclationship tetwcen schorl system and

sociocconomic level may be found in Figure 20. This is significant (p<C05).
The significant relationship between family problem and schocl system is

depicted in Figure 21. This is significant (p.<005).

(22)
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SECTION III

STATISTICAL AWALYSIS OF DATA FOR TRZATHMENT AND CHANGE

This section is in two parts. The first summarizes the statigtical
analysis of the kinds of treatment given by the R2D7Z, The second part describes
the judgments made by the R3IDTC staif, school personncl, the parents of the
children, and finally the consensual judgment derived from the mean of the three
judgments, This data are to some extent an evaluation of the R3IDIC goal to
innovate and demonstrate methods of treatment to thz schools.

The data from the three judgments are not directly comparable because
they are not all made on the entire sample. For example, the staff judged only
those children whom they had actually treated wherecas the school judged the entire
sample with the exception of three cases., Children who had had no bechavior
problem thus were marked unchanged by the school ag well as thosc whose nrobloms
had not bz2r alleviate?, Similar artifacts arc »resent in the judgments rogarding
2ducational improvament., This was also often trie for the parents! form. Thesc
inconsistencics arc naturally mirrored in the conscnsual judgments, The total
change also ig tho mean for both judgmonts regarding cducational change and
judgments of bchavioral change.

Anothor sourco of cerror 1s the inter~scorc rcliability., Although an
attempt was made to give specific Instructions, thorc was considerable variance
among the scorcs., Turthermore, it was sometimes nccessary for school personncl
to make judgmwents upon children whom they had not knowvm prior to the RIDIC

evaluation,

(23)




In general, the REDTC staff judgments as calculated in the original
data wore less favorable than either the school or parcntse 7he parents were
the most favorable, i.c. saw morc improvement. Therefore, the congsansual judgment
ig closest to that of the school,

The original data have been corracted, howaver, in the data reportes for
staff judgments of bchavioral change and cducational change by calculating the

percentages on the baeis of those judged (1 = 175 rather than 347).

THZRAPY

The REITC utilized many methods or combinatiens of methods for inter-

vontion in order to amoliorate prescnting problemg. A description of cach will
follow.,

1, Confercnce - The confarence was the method of intorvention used first and

most frecucntly. At thesc conferences, which could include any combinaticn

of school persomncl, parents, REDTC staff and other involved persons, the

rcsults of the REEDTC evaluatioﬁ‘werc discussed and trecatment plans were
ovolved. Turther intervention might be planncd or the conference itsclf could
serve as a source of information dirccting cnvironmental changne Of the total
sample, only 3,5% had no conference. The distribution of conferenceg by
school systom is a significant onmc (p<«005) vhich is i11lustrated in Figurc 2Z.

Other interesting data concerning conferences include:

a) There was a significant trend to have a groater percentage of coniercneceg
E for boys than girls,
3 b) The REDTC tonded to have 2 much greater percentage of conference contact

wich schools than parcnts. Only 6% of the total sample did not have

school conforaneccs, but 25% had no parent confercncc.

(24)
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comprehension, writing, spelling, and arithmetic.

A gignificant number of children heving difficulties in the areas of gross
motor, fine motor, perceptual, visual and hearing functioning, and arrested
and untreated medical problems also had severe reading disability. It should
be noted that more than 502 of the children with reading problems did not
have problems in these areas. Thus their presence increases the likelihood
of reading disability, but the presence of reading disability dces not
indicate a high probability of t¢hese problems also being present.

There has been considerable interest in the relationship between the develop-
ment of reading skills and the presence of problems of aggression or withdrawal.
The data was not statistically significant although possible trends may be
observed. The relatZonships are presented in Figure 11.

Of the children with severe reading disability, 45.2% had no aggression
problems, but cniy 35.77 had no withdrawal problems.

The data irdicated a tendency for children with mild reading disabilities

o be mildly withdrawn.

55.07 of severely withdrawn children had marked reading and other academic
disabilities. The sample of these, however, is quite small.

There was a highly significant relationship (p<£ 005) between reading dis-
ability and socioeconomic level. Figure 12 illustrates the severity of
disability for each socioeconomic level.

Of the small sample of children living with neither natural nor adoptive

parent sr parents, 502 had severe reading disability.

DESCRIPTION OF THE SAMPLE IN REGARD TO DEGREE OF AGGRESSION:

Regarding the degree of aggression, the following findings were

noticeable:

(14)
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HEY PLAY TIERAPY?

Play is rocognized as a natural medium of learning for the child, The word,
“therapy”, comes from the Greek noun servant, vhose verb form means to wait.
It has no verb in Znglish., It represcnts a proc2ss going on, observed and
assisted, perhaps, as the therapist waits for the child to be willing to face
himgelf and to <dnvelop in accordance with his otm individual nature. The
vaiting is a nosizive force, a commitment of faith in the child as a person
with individual integrity,

Play therapy is an intengsified process of maturation -- an opportuni:y vherein
the child learns ncw uays of responding in situations that wore difficult for
him. The therapist, who acts as a catalyst, facilitates a rclationshin by
accepting him as he is, trusting him, and beliceving him to be capablc of self-
dircction, thus freeing him to discover himgelf and to gain a scnse of sclf-
esteem,

Zach individual ig paid %o have certain basic neods sthich he strives congtantly
to satisfy. A, H. Haslow'’s theory of a hicrarchy of neode is that the most
basic neads arc physiological (hunger, thirst, sex), then comes a nced for
safety, love, sclfi-egteem, and, lagtly, for sclf-actualization. He says that
only vhen thc most basic neceds are satisfied can the individual strive for
self-recalization, but that there is a constant inner drive toward fulfillment ,
of this goal, ?

T s

Based on this theory is the belicf that the same inner drive can create a
pattern of maladjustment if ke is entirely blocked from sclf-expression or if
he has becn “datourad™ in gome manner and has nover learnad adecuate or accept-
able ways of achicving sclf-actualization. The child fights for a right to be
himself and in play tharapy he is given the opportunity to channcl this inmer
grovtn into a constructive and positive way of life,

Gy LB sk

The child is given the opportunity to play out his accumulated feelings of 4
tension, frustration, aggression, inseccurity, fear, confusion, and bevildorment. :
He 18 cncouraga? to face himself and to regain touch with his real feelings. IHe ’
brings thom out in the open and gradually learns to control them or he abandons 1
them,

Ho may have “o rogress before he can procced to a creative use of his mature 3
s2lf, As ho becomes more relaxed, he beging to realize the pover within himsclf f
to be an individual., “ihen he can look scuarcly at himself and regard himsels

as worthwhile, he is on the road to a sclf in control -- a growing sclf and not
one involved only in defending and maintaining itself,

fovever, the therapcutic procass does not automatically occur in a play situa-
tion, It becomes possible within a therapeutic relationship whera the therapist
responds with constant sensitivity to the childfs feoelings, accepts his atti-
tudes, and convays a consigtent sincere belicf in tho child and a respect for him.

Having road the foregoing description of the dynamics of play therapy, you have
probably alroady decided which children could benefit from such an experience.
These would include the hostile, rebellious ones, the insecurae, anxious child,
the isolate, the withdrawm, the reiccted, the fearful, the dopressed child and,
usually, any child with learning problems or any of those so often termed
problem children,
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Individual »lay thorapy, grouy therapy, or cominoc
tacts may be nlannad accoriing to the needs of the cal
problens.

Id-ally, a well-cquippad playroon is available, but this is not absolu
necessary, 1t is nossible to hold thorany &
s

o
vhare one could be uninterrupted. The thare
suitcase for cach meeting. It is rathar import

gane place cach tine, and that sessions be on a gularly schzdule

~
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A snecially cauinped play therapy room ig degeribeld inm some of thn boola 1iginA
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GROUP COUNSELING IN THE SECONDARY SCHOUL

Our past two years' experience has given us the belief that group counseling can
be an effective means of behavior modification in the junior and senior high
schools. Out of our experience we have formulated a guide, which is far from
exhaustive, which indicates in outline form how such a program should be plannad
and offers an abbreviated description of the process itself.

PLANNING FOK GROUP COUNSELING

Planning requires decisions. Decisions require information. To be successfuti,

a group should be carefully planned and due consideration given to the following
decisions. In turn, these must be understood by both the leader(z) and the members
and form the basis of a contract among the group members, including the leader(s).
These should be written down by the leader(s) for future reference and assessment.

I. Goals
There should be a clear purpose understood. In general, we find the limited

goal approach far more useful in the schocl setting. However, generalized
geals also may occasionally be used satisfactorily.

f A. Limited goals:

1. Each member specifies what he perceives to be his chief problem
and solutjon of the identified problem for each member represents
the goals. (Example: Clowing in class)

2. The entire group meets to deal with a single problem common to
all members. An example is a group known to be writing and
passing obscene notes in school.

B. Generalized goal of individual growth toward responsibility with the
specific behaviors discussed arising spontaneously from group discussion.

C. Evaluation of progress toward goals:

1. The leader(s) should have in mind some rredetermined measure to
evaluate change. Fxamples might be truancy rate, number of times
sent to the office, grade point average, dropping out of specific
behavior (from teacher checklists), etc.

ATV TSR T TOTRETAR i ST

2. Optimally there should be a trained consultant available with
whom the leader(s) can assess progress toward goals. This is

] particularly true in the absence of a co-leader. Where no

' consultant is available, a peer should be asked to serve.

SRR

1 JI. Group Composition

: The following variables should be considered in choosing group members. Some
are co-related as, for example, number of leaders and sex of group. Concern
is not for homogeneity, but balance. An cxample of to-telationship is that

; it is unwise to mix youngsters still under parental contrcl with a group of

§ older pre-delinquents; the converse, however, is often desirable,

(1)
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A. Leaders:

Group counseling may be done effectively by lecaders of widely
different backgrounds, i.e., counselors, teachers, housewives,
etc. The nature of the group will, of course, depend upon the
training of the leader. A leadar must possess an attraction

for youth and enjoy working with them. He must be able to be
open-minded and undefensive, yet secure in his own sense of
values. Hopefully, he will have served as a co-leader with an
experienced leader and have recourse to professional consultation.
being a group leader requires enthusiasm and a drive for continu-
ing education.

1. Single leader or co-leaders
2. Sex of leader(s) ~ Mixed groups funccion far more effectively
if they are led by opposite-seied co-leaders.

B. Group Members:

The decision of whether a child should be placed in group counseling
or not is often one of expediency -~ what is available. Many
therapists feel group is the best choice of help for the adolescent.
Counter-indication however may arise when a child's needs are not
likely to be best served because of the composition of the group.
Occasionally a very disturbed youngster may need some individual
counseling prior to being placed in a group.

Age range of group members.

Sex -- mixed group or single sex group.

Intelligence range of members.

Degree of parental dependence and parental control.

Manifested behavior problem, i.e. withdrawal, hostile actions, etc.
Degree of familiarity pre-existing among members, i.e. all from
same class and school, or mixture from several schools. C6-varies
with other decisions.

7. Socio-economic status of members.

8. Social maturity.

(o WV, B VIR S
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TTT. Group Functioning:
Many decisions in this category rest upon those made in I and II.

1. Open-End vs. Closed Group, Should membirs be chosen and added
only in an initial period ¢f perhaps two weeks, or should new
members be added at any time. Co-varies with 2.

2. Time-limited counseling vs. individual need - determined goal
rrogress periods of counseling. A group may be set up to
function at specified intervals for a limited period with all
members agreeing to participate for the entire period. Con-
versely, a group may be set up to run for an indefinite period
until certain goals are reached. There must be a pre-determined

manner by which members leave the group, for example, by group
Vote.
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3. Frequency of meetings. Twice weekly has been our preference
where pussible. Meeting times must not be subject to change

cxcept in very rare instances or by prior agreement, i.e.
vacation periods.

4. Duration of meetings. This is often a function of setting.
It may be a class period (50 min.) or it may be a longer period
involving school last period{s) and possibly after school hours.
Transportation is often a key factor in this decision. Setting
(IV) enters into this decision,

5. Limits set
for leader -- Degree of confidentiality must be clearly specified.
for member -~ Limits usually include:
(1) Confidentiality
(2) Attendance
(a) Enforced by school
(b) Enforced by group
(3) No fighting
(4) Participation
Other limits may be necessary, such as swearing, smoking, etc.

Iv. Setting:

The success or failure of group counseling is to a large extent a function
of setting. Setting is conceived of as both physical environment and
psychological enviromment, i.e. attitude of school administration, faculty,
parents, group members, and other students.

A. Place -~ Counseling may be done in the school itself or outside the
school. Counseling within the schcol and during the school day pre-
sents additional problems with which the school and/or administration
may not be prepared to cope. The following requirements are minimal:

1. Consistency -- same place fur all meetings.

2. Privacy -- NO interruptions or possibility of eavesdropping.
Youngsters particularly dislike rooms with 2-way intercom systems.

3. Freedom from usual required decorum. Youngster may necd to move
about, to> sit on the floor; some smoking may need to be tolerated
initially. Groups usually sit in a circle. There must be the
possibility of occasional refreshments such as soft drinks.

B. rsychological Setting

Before beginning a program cf group counseling, there must be developed
certain attitudes or beliefs regarding the process if it is to succeed.
Commitment of concerned others is .:st acquired in small groups where
discussion and interaction occur. Once there is a firm basis for the
psychological setting, it will, to an extent, be self-perpetuating.

Some concepts to be developed are:

1. The purpose is not punitive.

2. Members are not chosen because they are '"the worst problems in the
school" but rather because the administration believes they possess
the potential for solving their own problems.
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This is an innovative program and ca..not be judged by inappropriate
value systems. For example, a leader may be seen as "over-permissive"
when, for certain group purposes, he accepts behavior that would

not be accepted in the traditional classroom.

Group experience is beneficial for anyone -- not just those whom
others designate as problems. Group leaders grow and learn, too.

It mey be more important for a child to participate in group than
in an academic experience at a given time. Group, hopefully, will
later facilitate the academic experience. If the concerned others
(Administration, faculty, parents, students) do not regard group
as important and taking precedence over other activities, it may
prevent the youngster from accepting “the contract.”

Expectancies must be stressed. Changes may mot occur for quite a
while. Some member's behavior may worsen in the early stages.
Not every child will necessarily be reached.

The nature of the "contract' must be explicit to concerned others.
Teachers and parents must understand that group is an intensive
interpersonal relationship upon which they cannot intrude. They
must respect the right to confidentiality. When the leader(s)

is a member of the school staff, he must wear two hats - and the
obligations to his group may require him to withhold knowledge
from the administration.

In order to develop in-group feeling or rapport, it may be neces-
sary for the group to have field trips or other rewarding experiences.
This should not be confused by others as rewarding poor behavior.

The Group leader{s) should be kept informed by the school of im-
portant events or decisions affecting group members. Parents
should be encouraged to communicate through the school.

Groups held during school hours may result in greater classroom
tension immediately following an intense group experience. The
teachers must be prepared for these situations and counseled in
handling them.

Legal Implication:

No child should be included in group ccunseling until the parents have fully
understood what is involved and have signed 2 form giving their permission.

Whenever transportation is involved, this should also have a sigred permission.
The obtaining of these permissiomsis ordinarily the responsibility of the
school administration.

(4)
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THE COUNSELING PROCESS

Someone has said tuere are as many different therapies as there are therapists.
To some extent this has been our experience. Yet we have certain common exper-
iences and we exchange certain ways of behaving that we have found to be helpful
in bringing about behavior modificaticn. This section deals very briefly with
our conception of the process and a few suggestions of techniques.

I. Development of Rapport, Understanding of Contract and Verbal Techniques.

Usually this required approximately 3 to 4 meetings. In the initiai phase
the leader(s) must be more active and verbal than in subsequent phases.
Support and acceptance by the leader are very important. In later stages
this rapport must be maintained by periodic reinforcement. WNevertheless,
it is of utmcst importance that ‘“leader talk'' be kept to a minimum and ideas
be drawn from the group members rather than being stated by the leader.
During this stage, the terms of the "contract' are stated and acceptance
from the members is scught. The presence of a member who had previous group
experience is extremely helpful. The leader states very briefly

1. Purpose of group

2. Time, place, duration of meetings

3. His own commitment to the group, especially

regarding confidentiality
4, The four basic limits to be imposed on all members.

Secondly, there follows a periocd of introduction, exchanging background
information, etc. Sometimes sensitivity techniques may be used. All interest,
concern, questions asked by one member of another, are rewarded by approval
(often non-verbal) by the leader.

Limits and purposes are asked for from the group for several meetinge until
it is clear that they are understood and accepted. Goal definition is the
first step of getting the groun underway. In many groups this may be facil-
itated by the introduction of a vocabulary to handle problems. (See attached
sheet.)

Often the leader will open this stage by bringing forth personal material,

but not unresclved problems. Members are encouraged to give examples of
behavior in the various categories. The next step is to get members to

relate specific instances where they have gotten into trouble and for the
group to identify the problem area. Much encouragement is given to members
identifying with the person relating the incidert and telling how this problem
has been handled. Maximum encouragement is given to direct interchange among
members. Once the contract has been understood, in-group feeling has been
developed and problems have been identified, we pass to the second stage.

II. Focusing Group Action on Individual Confrontation and Resistance

In the second stage, individual members receive group attention for the
better part of a meeting. The group analyzes the individual's behavior and

interprets to this individual why his behavior is getting him into trouble.
Often this is referred to as "having the hot seat." Resistance to the group
is usual. Here the leader must not intervene except to guide the interaction.

(5




"

Unless the group can arouse an emotional respunse in the individual, there

is unlikely to develop any change. The leader, however, must not allow

the group to attack in so destructive a fashion that no change is possible.
The object is to provide alternate behavior patterns and put just enough
pressure on old behavior as to push the individual to accepting the alter-
nates and agreeing to try them. Hopefully, social reinforcement will
establish the new behaviors. The group leader cannot lead the attack

except by indirection. Some vocabulary to maintain focus is in the appendix.
Also, he must see that a member is 'patched up" before the meeting ends, so
that functioning is possible and emotionality is toned down.

IIT. Group Intepration and Working Through

In this phase, the group leader takes the least part. If he has managed
to control Stage II, Stage III will develop with only his indirzct action.
In this phase, group members recognize the value of the group's opinion
and cooperate with the group in attempting to change his behavior. In
other words, he accepts the group mores and internalizes them.

1v. Termination

This last phase should be dealt with in the last two or three meetings.
The leader iwnay openly express his own sense of loss in terminating the
group. New directions such as Scouts, achool activities and other con-
structive outlets for new modes of behavior should be presented.
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Stage I

Staga ITT

Stage IV

APPENDIX

COUNSELING PROCESS - CUTLINE

Development of rapport between leader(s) and group, and among
group members.

1. Social activities

2. Introducticn of each other

3. Encouragement of questions, etc. by members
4. Use of sengitivity techniques

Presenting the contract.

1. Meeting time, duration, etc.

2. Limits - leader, group

3. Get group to paraphrase contract at opening of several
meetings.

Development of verbal techniques, group discussion, and interaction.

1. Use of special vocabulary
2. Demonstration of openess and commitment by leader.

Identification of problems.
Focus of attention of group on individuals.

1. Arousal of emotion by confrontation

2. Development of resistance, defense, etc.
3. Control of group's attack

4. Secking action commitments

5. ™patching up" process

Intzgration of group

1. Acceptance of group standards by members

2. Internalization with behavior changes tried. Constructive
alternates of problem solutions with group reinforcement.

Termination

1. Utilization of community resources to foster changed

behavior.
2  Resolution of member's need to continue group identity.

)
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SUGGESTED VOCABULARY TO IDENTIFY PROBLEM

1. Easily misled

7. Bully (Often arises from
small feelings)

2. "small" feelings (basic to
much acting out, feelings of 8. Misleads others
being dumb, disliked; inadequate)

9. Clowing (Attention-getting)

3. Flunky (Buys friendship)

.10. Aggravates other, starts

4. Easily aggravated (looks for trouble

trouble)

11. Conning - Lying, fooling,

5. Withholding - no trust, trickery.
unwillingness tc discuss problem.

6. Family problem

Hot Seat

Getting off the hook

Rubbing Scmeone's Back

Conning the group

12. Getting back at the world.

GROUP TERMS

Being center of group attention. Asked for by
membar or given to him by group. Each expected
to take his turn.

When an individual's behavior is being challenged
and the group discussion is turned away from him.

Applied to group member who distracts group and
averts challenge to another (Being a flunky).

A non-emotional response designed to get self

off the hook. An attempt to turn the discussion
to another subject.
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ACTIVITY GROUP COUNSELING

Activity group counseling is a technique employed by REDTC with children between
the ages of 6 and 13. The technique is effective with this age group because
the children, who are experiencing the initial break from their parents, begin
to place increasing importance on the opinions of peers. At this developmental
stage children also begin to share with others, to accept group decisions, and
to rely on peers for support. Because play is a child's symbolic language and
means of expressing feelings, fears and conflicts, activity becomes an essential
ingredient of the counseling technique.

There are several differences, however, between activity groups, such as the
Boy Scouts, Campfire Girls, etc., and activity groups specifically designed for
the purpose of therapy. First, in a therapy activity group the members are not
randomly brought together but are selected with a specific purpose in mird.
This purpose varies with the individual child. Some childrern are withdrawn,
others have difficulty in relating to peers, and many others are acting out in
the schcol, at home, or in the neighborhood. Many of these children are not
achieving and still others are having difficulty with authority. Second, the
focus of the group is often upon each individual member rather than upon the
group as an entity. For example, the concern is not that all children are
playing monopoly, but that each child has an individual reaction to success or
failure. Third, the involvement of the members in the activity is analyzed by
the group leaders and members, for the purpose of enabling each child to ver-
balize feelings and emotions which heretofore he has either been unaware of or
unable to express. Fourth, in a therapy group the leader is professionally
trained in knowledge of personality dynamics, interpersonal relationships, and
theories of counseling. With this background the group leader can more effec-
tively understand what is transpiring on a psychological level within the group.

In order for the activity therapy group to fulfill the above-mentioned goals,
the activities themselves must be carefully chosen by the leaders according to:
(1) what will the game do to each individual member as well as to the group as
a whole; (2) will the game aid the leader in learning about the group members;
and (3) do the group members possess the mental or physical ukills required in
the activity. Games become a media for self-awareness and positive change.

But if games are to fulfill these purposes, they cannot be used merely to keep
children occupied; rather there must be a relationship between the activity
observations and the problem-focused discussion.

Group members are selectédedndividually, "and ah effective group size seems to
be gsix to 2ight children. The group membership is so constructed that there
are diverse personality types included, preventing the behaviors from becomiag
mutually reinforcing. Thus, a group would not be composed of all withdrawn or
all phobic or all acting-out children.

Each group session meets for one hour and a half weekly. The sessions are

divided, time-wise, into a discussion section period lasting an hour and an

activity section lasting thirty minutes. The first five minutes of the dis-

cussion phase is a report by each group member on how well he fulfilled his 3
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personal commitment made the previous week. A commitmert is a verbal agreement
by the zroup member to improve an aspect of his behavior which gets him into
trovble, e.g., if his behavioral difficulty was disobedience, the child would
commit hiimself to obeying his parents during the week.

After the reporting on the commitments, one group menber either volunteers or

is selected by the leaders to “take group" for that week. This position votates
each week so that all members serve in this capacity. When a member “takes group”
it means that he and his problems are the focal point of discussion for that
session. All other membeis are to ask him pertinent questions about school,

his family, and his peer relationships. These questions prompt the group member
to verbalize his difficulties. From the suggestions or comments made by other
group members, he gains insight into how to better handle his own particular
situation{s).

At the end of the hour discussion period, activities are introduced. Both table
games and group games are used. Group members choose between several activities
selected in advance (acccrding to the previously mentioned criteria) by group
leaders. During the activity phase of group, the leaders must be critical
observers regarding such matters as: who pairs off with whom, how each member
accepts defeat, who strives to be the leader, who is the isolate, and who cheats
to win a game. These actions are then used by the leaders in the followiag
week's discussion period to illustrate an individual's problem. The last five
minutes of the activity phase is a verbal summation by the leader of what trans-
pired in group that day, and each member selects his commitment for the following
week.

An essential part of the activity group program is follow-up conferences to
determine from parents, teachers, and principals, both positive changes in
behavior or attitude noted and those aspects still needing improvement. In

the conferences, group leaders offer recommendations based cn their observations
of the child in group. The involvement of school personnel and parents allow a
total approach in dealing with the child's difficulties and gives a child a
sense of support in knowing significant others are interested in helping him.
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EDUCATIONAL ACTIVITY THERAPY GROUP

The function of treating children who were geferred to "EDTC due to learning
disabilities became increasingly important. It soon became impossible to
give individual educational therapy to every child who needed it. Therefore
an irr~ovative form of therapy which combined good classroom techniques with
clinical techniques was evolved in an attempt to meet the needs of more of
the children.

1t was found that a numher of the children referred to us had moderately
severe adjustment problems in school. Physically they were awkward and
unable to perform well on the playground. Often they had mixed dominance,
directional confusion and a develommental lag in the fine motor skills area.
Although often of average or above average intelligence, they were behind
academically. These problems discouraged them and "failure sets™ became
apparent. Some of these children withdrew and did not try to do the assigned
work while others became the “class clowns’ and manifested disturbing be-
havior within the classroom.

The educational activity group was designed to help each child admit and,
gain insight into his problems, accept himself and work through the diff-
jculties. Therefore, while the materials and methods used were remedial
in nature the focus of the group was on helping each individual attain some
measure of success through group experience.

REDTC found that this technique, with modification made in consideration of
growth and develpment levels, can be used successfully with the elementary
school child from ages € through 12. Groups were composed of from 4 to 9
children within a one and one half age span who were experienceing similar
prcblems. A part of each ] 1/2 hour session was spent in activities des-
igned to develop gross and fine motor skills. Educational instruction was
approached by an eclectic modality method rather than through the usual
textbook-workbook methods. Play acivities were selected to implement the
skill exercises as well as to develop socialization skills. Thus, each

of these facets were intertwined to help the child come to know and accept
himself and gain a more positive attitude toward school.

Perhaps the most important phase of the program was the discussion period
where each child was encouraged to express himself openly and honestly.
These periods were hrief and non-structured with the younger children but
became a well-defined integral part of each session with the older ones.
The ten to twelve year olds were expected to make a commitment toward a
specific behavioral change each week and to work toward fulfilling that
commitment. Vhile the y ounger children did not express such a goal,
they were able to verbalize much insight regarding their feelings and be-
havior.

Non-directive techniques waiting for the child to respond, taking cues

from his behavior and reflecting them verbally, scheduling according to

the group's needs and wishes and accepting negative expressions as well as
positive ones were important to the success of this endeavor. Conversely,
there was a definite time and place for structured activities and adherence
to certain rules was expected. At all times, the children were aware of
the reasons for participating in each activity. Short range goals were
delineated and long range objectives kept before them. The therapists
used positive reinforcement, both extrinsic and instrinsic, depending

upon the needs of each child.




FAMILY THERAPY AND PARENTAL COUNSELING

Family therapy, although relatively new, off2rs promise. It gives an understanding
between inner and outer experience. It is the therapy of a natural living unit,
The sphere of therapcutic intervenion is not a single individual but the whole
family. Family therapy sessions include all the persons who share the identity

of the family and whose behavio>r is infiuenced by a ¢ircular interchange of

emotion within the group. It is through these sessions that the worker helps

the 7amily to assess the reiations between the psychosocial functioning of the
family group and the emotional status and future of any one member.

Family therapy is uniquely effective with disturbances involving the relations
of chiid or adolescent with family. However, there are instances when family
therapy is ccomtraindicated:
(1) Evidence of irreversible trend toward breakup of the family.
(2) Dominance within the family of a comncentrated focus of
malignant or destructive motivation.
(3) Disintegration of communication having gone too far to
allow for intervention.
(4) Unyielding cultural, religious or economic prejudice
against intervention in family affairs.

The goals of family therapy are to alliviate emotional distress and disablement
and to promote mental health both in the family group and in individual members
by:
(1) Resclving conflict and anxiety within interpersonal
relationships.
(2) Increasing mutual complementation of emotional needs.
(3) Strengthening the family against critical upsets.
(4) Enhancing the harmony and balance of family functions.
(5) Strengthening the individual member against destructive
forces.
(6) Influencing the orientation of family identity and values
toward health and growth.

In family therapy it is necessary for the worker to integrate his knowledge and
his use of self in a spe.ial way. He is a participant-observer, with a heavier
emphasis on participation, for he is active, open, fluid, forthright, and at
times blunt. His functions might be itemized as follows:

(1) The worker establishes a useful quality of rapport,
empathy and communication among the family members and
between them and himself.

(2) The worker uses this rapport to clarify conflict and
the family's way of coping with it.

(3) The worker uses both confrontation and interpretation
to penetrate and undermine resistances and to reduce
the intensity of shared conflict, guilt and fear.

(%) The worker feeds into the emotional life of the group
more appropriate attitudes, emotions and images of
family relationships than the family unit has had
previously.

{1)




(5) The worker serves as & perscnal instrument of
reaiity testing.
(6) The worker serves as an educator.

When a REDTC evaluation reveals that a child's learning problem is related to
what is happening to him in the home situation, a staff member may arrange to

sce one or both parents regularly for counseling sessions. This would be done,
rather than family therapy, when the problem is not affecting, nor being affected
by the total family constellation, or when some of the factors mentioned earlier
contraindicate family therapy.

The werker's goals in parental counseling would be much the same as in family
therapy. Primarily, he would try to help the parent realize that if the child's
behavior is to be modified, the parents must be willing to modify their attitudes
and/or behavior.
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MOTHERS f  GROUPS

ilothers® Groupe at REDTC are composed of mothers who are having difficulties
in coping with their children, who have been referred to this agency. 1In the
group the mo:hers havz an opportunity to compare nroblems, opinions, personal
histories, and feclings. The group offers the mothers an experience in
relating to others, communicating with them, and in being themselves. The
mothers become involved in helping each other in dealing with problems and

in pointing out how their ovm bchavior is affecting their children. "xpe=
viences are shared and suggestions arc made in Gealing with daily situatioms
and problems faced with their children.

Mothers’ Groups at RIDTC are conductad in variouc ways, depending on the
therapist and his approach to group therapy, and also the composition of the
group baged upon diagnostic impressions, evalu.tion of problems, and goals of
intcrest. Three of the methods arc the follcwing:

1. The didactic method which consists mainly of lectures by the
therapist. In this approach the therapist is looked to as the
authority figure, who gives solutions to problems.

2. The frec-interaction method, in which the interaction between group
members during the group scssion is scen as a reflection of the
individuals when they are outside the group. The group members
arc made aware of how they are perceived by other individuals.

3. A group in vhich emotiong arc discountod and only actions are
hecded. In this group what a porcon says is unimportant but what
she does is very important,

ble s o

In the Mothers’ Groups at REDTC one of these methods might be used or maybe
a combination of these techniques is chosen as the best form of treatment.

Prior to entering a group the mothors are ugsually asked to make certain
commitments. 4n example of this would be that the mother would be required
o be open and honast in oxpressing her feelings about herself and toward
the other group membors.

The purposc of the Mothaers' Groups at REIDTC is to help the mothers modify
their bchavior in areas where they are having an adverse cffect on their
children so that in turn the children's behavior will be improved. Hearing
others assuming responsibility for changing cncourages the mother to face

- up to her responsibility for change. Facing up to some of her feelings and
3 ventilating them can lessen the anxicty and change her attitude and free the
mother to action., IListening to others report having been successful, per-
haps through simple modificaticn in bchavior, encourages the mothers to
realize that change can occur and can motivate them to modify their own
behavior. Often when the mother involves herself in modifying her behavior,
the bohavior of her child is affected and the end rosult is that tho child
no longer is in need of REDIC’s services.
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it is notable that:

1) 57.5% of children with a severe realing disability were judged as
improvad,

2) 77.5% of the severely withdrawn children showed mild or marked improve-
ment, whereas only 44.4% of the moderately severe withdrawn children
shoved mild or marked improvement, This is highly significant (<0055,

3) 50,5% of children with severe reading problems were scen as improved
behaviorally by the school. 57.9% of those children were scen as
educazionally improved by the sciiool. Children vith severe rcading
problems tended to improve behaviorally more than educationally. It
may be that the alleviation of the agsociated behavioral difficulty
1g the first cffeet scen of the treatment of the child with both
gevere realing Aigability and behavior problem,

Congensual Judgment of Change - Of the total sample, the following table

f1lustrates the percentage of consensually judged chonge of cach type:

tlorse . 3%
Same 22.6%
Mild 60.%%
HMarkead 16.2%

The relatiorships of the items in the client ferm to the conscnsual
judgment arc pummarizod below,

More improvoment was ccen in girls than boys. This 1g illustrated in
Figurc 24 and wag significant (p=<01).

Aga was not significant, The trend was for morc improvement in the
oldest groun, generally afld improvenint. The next most improvement was seen

in the youngast age group.
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The folloving table indicates the percentage of improvement (gun of

nild and Marked) by aschool type. This is cignificant (p=<Q05):

Suburban 86.6%
Inner Ci ty 71 . 170
Urban 65.5%
Rural 63.%%

The percentage of children chowing mild or marked improvement in each

school gystom is as follows: (This is not gtatistically significant.)

Buliit® County 71.0% Louigville 68.5%
Catholic 80.6% Oldham Couaty 92,3%
Jaefferson County 82.3%

The relationship of intecllectual potential was not statisticaily signifi-
cant. It is noted, however, that 100% of the suncrior cases improved and 30.9%
of the children in the bright normal ra.ge improved. Least inprovement wag scan

in the dull normal groun (G%%).

The findings in rogard to aggression and withdrawal were not statistically
significant, The trend was remard most improvement in the moderately aggressive
or noderately vithdrawm child.

In the arcas of motor coordination, there was a trend toward more improve-
nent in those who had marked disability than in thosewith nmild disability.

The tegond in health problons was toward more improvement for thosc who

had had untreatzed problens but legs improvement was scen in thosc with treated

problens,

More improvement was secen in children who had perceptual handicaps than

in thosec vho had nonec. This was not statistically significant,

Tue following table indicates the relationship of at least nild improve-

nent to socio-ecconomic lovels (no statigtical significance)

Unemployed or or Relief 81.8% Managerial 82.6%
Ungkilled 70,5% Professional 100,0%
Skilled 75.1%
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School Judgment of School Hork - The school judged 9% of the total sample as

not applicable., The following table indicates the oercentage of children

judged as changed in gchool work by the school:

Worse 6e1%
Same 34. 07.
Mild 40.,7%
Marked 13.3%

This table shows the perceived Iimprovement 4n gchool work for each school

gystem?
0ldham County 7% Catholic 61%
Bullitt County 64% Louigville 51%
Jefferson County 63%

Thore was a slight non-gignificant trend to judge girls more improved than boys.

School Judgment of Relationshipsg - Tho "Doeg Hot Apnly" category contributes

only .6% of this judgment. The percentage of sudged change follows:

Yorse 2e3%
Same 36 .0%
Mild 41.5%
Marked 19.5%

The next table indicatcs perceived behavioral improvement in each school

system (sum of mild and marked):

01dham County 75% Jefforson County  6%%
Bullitt County 647 Louisville 59%
Catholic 81%

These difforences wexe significant (p<205), The schools perceived the greatesgt
parcentage of improvement in behavior in the moderately aggressive child, but
the least improvement in the severely aggressive childe It ig interesting to
note further that tho moderately withdraim child was also percefved as most
improved, but that & higher percentage of the severely withdrawn children were
seen as improved than of the geverely aggressive. These trends werc, however,

not pignificant.
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percentage of parent conferences in the Louicville Systcm,

d) The school confcrence was atilized maximally for children with educa=

tionial problems.

|
1
' ¢) The high degree of parental non-cooperation contributed to the low
¢) More parent confcrences Worc held with parcntc of withdrawn children
than parcnts of aggressive children.
2. Onpgoing congultation - (Any scrice of more than threc conferences regarding j
a single casc was defined as ongoing ccnsultation.) More consultation was
utilizad for boys than girle. The digtribucion of consultation by scheol type ]
1g indicated in Figurc 23. 80,5% of the children with scvere rcading problems
or non-readers rccelved cducational consultation (p005). 57.7% of the b

caildren with soverc aggression problems had behavioral comsultation.

3., Adjunctive Services - These services were provided largely by the REDTC nurse

and involved audiometrie and talebinocular assessments as well as general

health screening. 13% of the total sample received adjunctive scrvices. 1

A total of 5806 casas received telebinocular and audiometer tcsts during the
F three years, There was a tendency toward more etilization of adjunctive
gervices for chiidren who manifested problams of withdrawal. 11,2% of the

total sample were found to have untreated medical problems scriously affect=

ing school adjustment. Often thesc were digcovered by health gereening, one
o? the adjunctive serviccs.

4., School Change -~ One of the methods of altering the ocnvironment was the recom=

mendation by the REDIC of a change in scliool. Such changes wore recommeded

in 12.1% of the total samplac. 0f the changes rocommended, 59.5% were for
children who had severe reading problems. This method was not utilized often

in dealing with bohavioral difficulties, particularly withdrawal. 50% of these
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gchool changes were within the Louisville System, 23i6% in thz Jefferson
County System, 15% in the Catholic System, and 2.4% in the Bullitt County
Syai:em.

Referral to Aaother Agency for Primary Care ~ Casecs vere referred to other

agencies for rcasons of scverity of patholagy, avpropriativeness of resources,
projected langth of t #m> of therapy, 2tce. £ more complete description of
community resources may be found in Sectior IV. Of the total gample, 277 were
referred to another agency. Thig was generally not possible for childrem
from Oldham and Bullitt Countics. L significant number of gsevercly withdrawn
children (p<<205), 77.54, 'was referred elsewhere; 38.9% of the moderately
geverely withdravm children weire roferred, Of the children referred to other
agencies, 12.1% had moderately severc or scevere aggression. 56.4% had moder-
ate probleme of aggression.

Parent Therapy - Parent therapy vas done both individually and in groups and

might involve one or both parents. A more dectailed description of mothers'
groups 1s enclosed in Appendix III (Znclosurc 9). Of the total sample,

11% received parent therapy; 6.1% received individual treatment and 4.%%
raceived groun, There was a tendency for parcnts of boys to receive indi-
vidual treatment and the parents of girls to rcceive greup treatment. The
greatest percentage of parent therapy (nearly 507%) was done in Jofferson County.

Individual 2iucation ~ This method of intervention involves more than gimple

tutoring. A complete description of this prescriptive teaching method is in
Appendix III (Znclogurc 3). 21.6% of the total sample received individual
cducational help. Thore was a tendency to treat boys individually more than
girls, 4%.6% of the scverc roading disability group roceived individual

~ducational trcatment, while 31.3% of the non=roadors were treated individually.
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Tha following table rcpresents the percentage of cases in this samplz in 2ach

school systom who roceived individual oducational treatments:

Oldham County 37.5% Louigville 17.1%
Bullizt County 22.0% Catholic 16.4%
Jeffercon County 24.6%

Individuai Bohavioral - Individual bohavioral treatment utilizing eclectic

techniques was carricd out by the RDTC ctaff members, usually on a weekly
bacis., The duration of treatment varied widely, from approximately six weeko
to two years. Of the total sample, 15.6% were involved in a program of indi-
vidual behavioral treatment., The following table indicates the utilization

among the school gyctoms:

Jefferson County 20.7% Catholic 11.9%
0ldham County 18.,3% Bullitt County 6.5%
Louisgville 14,4%

Individual beohavioral tresatment was utilized more for withdravn childr~n than
aggressive oncs.

Group Zducational - Group cducational treatment vas a ncw technique innovated

by the RADTC staff, It involves small groups of no morz than five children
working togcther on common cducational difficultics. This technique was
developed during the RPDIC's last year of functioning and congequently only
1.7% of the pamole wore treated by this method. Of thoge treated, tvo-thirds
wero enrolled in tha Louigville System. 83.3% of thoge treated by this
technicue had severc reading problems.

Group Bohavioral - Group behavioral techniquzs, as described more fully in

Appendix 1II (Bnclosures 5 & 6), were introduced in the Kentucky schools by
the REDTC. 25.57% of the sample were treated by this method, 4 higher per-
centage (28.0%) of all boys than of all girls (16,3%) vas treatad by this

method, Group techniques were utilized primarily for bchavior probloms of
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aggression, although many of the children involved nresented 2 mixed symp-
tomatology. The following table represents the perecentage of children for

each system involved in group bchavioral treatment:

Bullitt County 71.0% Louisville 18.0%
01dhan County 37.5% Catholic 11.%
Jefferson County 27.5%

Group Pducational and Bshavioral - Group ocducational and behavioral modifica-

tion wag another technicue devised by the REDIC ctaff, It iz a very ncw
teehnique, which began in the summer of 1568, Therefore, only 1.7% of the
ganmple were involved in this type © troatment, Of these, 50% werc in the

Louigville school system.

OUTCOM2S

Staff Judpment of Bchavioral Changa = The staff judgment of bchavioral change

wag basad upon the sample of children which remeined in a trcatment progranm
dircetad primarily by a REDTC gtaff nember. Thogse casce which received no
treatnmont by the RIDIC were not judged by tho staff, 49,6% of the sample were
not rated by the ctaff in regard to behavioral change. The following data
have been correcied (M = 175). The following rable indicates pcreentage of

judged change:

Worse 2:%%
Same 1809'1'0
Mild 438.6%
Markad 25.7%

The next tabla shows percentage of improvement for cach of the school gystcms?

Bullitt County 90% Catholic 75%
Oldhan County 89% Iouigville 75%
Jafforson County 7%
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0f the fow children judged as beconing worse by che REDTC staff, the severity
of aggression scened positively related to failurc of improvement, This was
not true for scverity of withdrawals There was a non-gsignificant trend for
lese perceived behavioral improvenent in children who also had severe reading
disability,

Staff Judpgment of Zducational Change - Of tho total sample, 66.3% were not

judged by the RZDIC staff, No children were judged as becoming worse in thig
category. The following tabla indicates the peccentage of the corracted sample

(N = 117) judged as changed educationally by the R3IDEC staff in the following

ways$
Horse 0.0%
Sane 22:2%
Mild 54477
Markad 23.1%

The following table indicates percentage of judged improvement (N = 117) for

cach school gystem:

Oldhan County 100% Jofforson County 837%
Bullitt County ©2% Louigville 60%
Catholic 87%

Parent Judgmeni of School Work - Of the parents, 12.8% either did not renly or

judged that certain of the aueations did not apoly to their children. The
data have not been corrccted for this. The following tablc indicates the
percentage of the total sample judged by the parents to have changed their

achool work in thz following ways:

Worse b 0%
Same 22 ° 600
14i1d 42.5%
Marked 30.6%

(2%)




The vercentage of narental judged improvement in school work in each of the

systems ig depicted in the following table:

Oldham County 1078 Louigville 70%
Jeffersor County 76% Cetholic &%
Bullitt County 747,

There was & trend for parants to judge girls more improved educationally than
boys.

&, Parent Sudpment of Behavioral Change - Of the parcnig, 12.,8% either 4id not

reply or judged certain of the cuestions as not applicable to their children.
Mo correction for this has bezn mede in the data., The following table indi-
cates the percentage of children judged by the parents to have changel behav-

iorally in the following ways:

Yorse 2.%%
Same 25 92./0
Mild 40.2%
Marked 32.5%

The parcentage of parental judged improvement in behavier in each of the

school gystems ig shotm in the following table:

Jefferson County 77% Oldham County 547
Catholic 75% Bullitt County 517
Louigville 65%

No parents of scverely aggressive or moderatcly severcly aggressive children
judged their children as becoming worsz. Only 22% of the parents of such
children judged them as having remained the eame, Similarly, no scvercly
withdravn or moderately withdrawm children were judged as becoming worse.
42% of thosc children were judged as unchanged. Parents judged a greater
porcentage of boys as unchanged than girlas, The not result of this was that

a higher percentagz of girls was secn as improved.
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PART II

SPECIFIC LEARNING DISABILITIES

Characteristics and Guidelines for Prescriptive Teaching

Educators, psychologists and doctors use a variety of terms to refer to a child
who has a reading disability; among them are dyslexia, strephosymbolia (meaning
"twisted symbols"), special learning disability, and word blindness.

Educational Specialists at the Regional Educational Diagnostic-Treatment Center
prefer the term specific learning disability. This desiguation was proposed by
Samuel Orton in 1937, to refer to children with a disability in learning to read
because of a neurological dysfunction. It is assumed that these children have
rormal potential; the objective is to develop this potential through specialized
individualized teaching. However, unless these children are identified through
educational and psychological investigation, there is little iikelihood that any
efforts at individualized teaching will occur.

Before identifying a specific learning disability, the level of capacity for
learning must be assessed. If this has aot been established, a psychologist from
REDTC will administer the necessary tests. He may also give a body image test
and a visual motor gestalt test. Results from these tests are discussed in a
staff meeting, along with the results of the educational specialist whe will test
or check the following:

Reading and Writing Skills: A number of good diagnostic tests are commercially
available to test reading skills. Performance on
these tests indicate whether the child has difficulties in visual discrimination.
Myklebust uses the term visual dyslexia to describe this disability. Such a
child might confuse internal detail (top for tir), or confuse letters which appear
similar, such as b and d, or demonstrate inversion tendencies, u for m, m for w.
He may make similar errors in spelling. Myklebust statee that except for those
who are dysgraphic (unable to copy), one of the limitations in spelling is a
result of the inability to read. Until a child can interpret and remember words,
he cannot use them for spontaneous written expression.

Memory and Discriminatory Impairments: These may be auditory or visual. Since

reading requires both auditory end visual
memory, an impairment in ability to retain information in either m 1ity can
cause difficulty. A child with a visual memory impairment may be unable to
revisualize letters and words. On the other hand, a child with auditory memory
problems may be unable to remember letter sounds for the purpose of putting them
together to make words. This deficit interferes with the development of sylla-
bication skills; because of an inability to break words into syllables, entire
syllables may be omitted in written work. He may aiso demonstrate an inability
to sequentialize. The educational specialist will present numbers, letters or
words orally and ask the pupil to repeat them.

Left-Right Orientation: These children often cannot identify left and right on

themselves, others, or inanimate objects. Consequently,
they do not nnderstand directions invelving the use of right and left and fail
to follow instructiomns.
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PART II (continued)

Deviate Motor Pattern: Although the relation of motor coordination to reading is

not clearly understood, the child who manifests obvious
difficulty in gross motor coordination such as the ability to skip or hoo, will
have difficulty with the fine motor skills necessary for success ia writing,

Behavior Symptoms: Another indication of the presence of a learning disability
can be noted by observing behavior symptoms such as hyper-
activity, distractibility and impulsivity. Emotional problems should also be
noted. These may be separate entities or a result of lack of success in school,
and may take the form of withdrawal, excessive fantasy, hostility or aggressive
behavior. ]

After all tests have been corrected and studied, the case is discussed with members :
of other disciplines in a staff meeting, and arrangements are made for a school
conference. If it is impossible for the teacher to be present at this conference,
the educational specialist will schedule a separate conference with her to discuss
proposed educational techniques. These techriiques may be carried out by the
special reading teacher at the school or an educational aide from REDTC, but the
classroom teacher should be aware of and implement the procedures in her work with
the child in the classroom. For example, a child who has a learning disability
concentrated -in the visual modality canrnot learn from a whole word approach, be-
cause it is difficult for him to retain ar entire sequence of letters, but he can
learn individual sounds and blend them into words. The approach to remediation ,
which has been most successful with this type of disability is referred to as the
alphabet or phonovisual. On the other hand, a child with deficits in the auditory
modality can learn words as wholes but, in the eariy stages of training, cannot
learn through phonics. With proper educational procedures, both types of children
can acquire a sight vocabulary and phonetic skills. It is the initial training
which varies.

Deficits in input, listening and reading, are more debilitating than deficits in
output, speaking and writing, because the child lacks the tools for the purposes
of irner language and conceptuzl ability, It must be remembered that these
children are neither deaf nor mentally deficient. They hear but do not interpret
what they hear. Inasmuch as childran with severe auditory receptive disabjlities
have difficulty in listening and fatigue easily, the daily classroom routine
should be planned so that audiiory ard nonauditory activities are alternated.

For this reason, the teacher should reduce the amount of language she uses. She
will teach concrete words which represent common experiences rather than isolated
sounds. For example, cup refers to objects used for containing milk, coffee, tea,
and other ‘iquids. During the initial stages, she will teach words that sound
differen: er than those that are difficult to distinguish, such as pen and pin.

Besides the visual and auditory modalities, the basic means of learning, there are
two other avenues, the kinesthetic and tactile, which are effective particularly
when both auditory and visual discrimination are poor. Kinesthetic adds a motor
activity to the learning process. An example is tracing or outlining a large
letter or word -- and doing it over and over again. Motor activity of this kind
reinforces what the eye is seeing. Tactile means touch; for example, on sandpaper.
This method is similar to the ways blind children are taught. In touching, the
child becomes aware of the size and shape of a letter.
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PART II {Continued)

In working with Richard, who was poor in both auditory and visual discrimination,
the educational aide used both the kinesthetic and tactile approach. He was

asked to trace large letters with heavy black crayon and then to trace over the
letters with his index finger.

It must be remembered that each child has his own set, or corbination of problems
and circumstances. No two are identical. Learning problems do have definitive
patterns, and if the child is accurately diagnosed, he can be taught with
specialized edvcational procedures.

(5)




PART III

PRESCRIPTIVE TEACHING FOR CHILDREN WITH LTMITED INTELLECIUAL ABILITY

The REDTC Educational Specialist must often deal with childrer whose mental capacity

is limited. These are the children with IQ's between 65 and 80 on an individual
intelligence test.

These children are sutject to many of the concomitant behavior patterns of the
child with normal ability. Their limited mental capacity sometimes obscures
other problems which also act as a deterrent to the learning process. An evalua-
tion by REDTC specialists will determine the best procedures to follow.

The Educational Specialist is able to help the child with limited mental ability
in a variety of ways. She can make a careful appraisal of the child's academic

potential based upon the results of the intelligence tests and her diagnostic
educational tests.

The specialist is then in a position to set up educational goals for the child

in keeping with realistic expectations. The specialist will cooperate with the
school in determining the best class placement for the child. If the school
system does not offer a special class with a teacher trained in this area, the
REDTC Educational Specialist will act as a consultant to help the regular teacher

so that she will better understand the child and make adjustments in her classroom
procedure.

PART 1V

PRESCRIPTIVE TEACHING WITH THE EMOTIONALLY HANDICAPPED

The REDTC Fducational Specizaiist functions as a member of a multi-disciplinary

team in helping teachers plan a prescriptive teaching program for the emotionally
handicapped youngster. With such youngsters, the education procedure is planned
along the lines of lessening the demands and setting realistic academic goals.

As the child develops an insight into his problems and feels accepted, demands

can gradually become greater. It is the normal learning processes that have been
impeded; consequently, specific teaching taochniques and materials are not a primary
concern. When the emotional disturbance is alleviated, these children will learn.

In order to hasten this process, an educational aide works individually with the
child. An open channel of ccmmunicatisn is maintained between the classroom teacher,
the educational aide, and the educational specialist.

(&




PART V

THE EDUCATIONAL AIDE

One part of a prescriptive teaching plan may be to provide the child with indi-
vidual educational aid. After consulting with the classroom teacher, the
educaticnal specialist sets down specific objectives and guidelines to use in
tutoring each child. This plan includes the specific mecthods and materials to
be used. The educational specialist thenm initiates the plan. After a few
sessions during which time modifications may be made in the initial plan, the
responsibility for implementing it is turned over to the educational aide.

The educational aide is a para-professional who is trained by the educational
specialist to work with specific children using a particular prescriptive

teaching plan. He, or she, learns through on-the-job training, in-service
programs and weekly conferences. She is considered a part of the multi-disci-
plinary team and, as such, may participate in case staffings and school conferences.
At the present time, REDTC has one aide working with each of its three specialists.
The educational aide kaeps a record of the child's progress and needs, and dis-
cusses any changes in the child's behavior or program with the educational
specialist at weekly conferences. The child's prescriptive teaching program

is re-evaluated periodically as the need arises. The classroom teacher is kept
informed as to any proposed changes.

The educational aide is an important part of the REDTC organization in that her
weekly contacts with the children provide the staff with feedback as to the
effectiveness of the educational plan.

As education moves toward a more individualized approach, in an attempt to help
every child reach his potential, teachers will rely more and more on educational
aides. With this assistanre, they will be able to spend more time with innovative
and creative teaching.

(7)
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TESTS USED BY EDUCATIONAL SPECIALISTS
AT REDTC FOR EVALUATION

Auditory Discrimination Test
Joseph M. Wepman, Phd., Chicago, I1l.

Botel Reading Inventory
Follett Publishing Co., Chica.o, Ill.

Diagnostic Chart for Individual Difficulties
Fundamental Processes in Arithmetic
Bobbs-Merrill Co. Inc., Indianapolis, Ind.

Examining for Aphasia
Jon Eisenson, The Psychological Corporation, New York, N.Y.

Gates-MacGinitie Reading Tests
Teachers College Press, New York, N.Y.

Gray Oral Reading Tests
Bobbs-Merrill Company, Inc., Indianapolis, Ind.

I1linois Test of Psycholinguistic Abilities
Samuel A. Kirk and James J. McCarthy

Lee-Clark Reading Readiness Test
McGraw-Hill Company, Monterey, Calif.

Me.ropolitan Achievement Tests
Harcourt, Brace and World, Inc., New York, N. Y.

Peabody Picture Vocabulary Test
American Guidance Service, Ind., Minneapolis, Mimn.

Phonovisual Diagnostic Test
Phonovisual Products, Inc., Washington, D. C.

Roswell~Chall Diagnostic Reading Test
Essay Press, New York, N. Y.

Silent Keading Diagnostic Tests, Bond-Clymer--Hoyt.
Lyons and Carnahan, Chicago, Ill.

Stanford Achievement Tests
Harcourt Brace and World, Inc., New York, N.Y.

Stanford Diagnostic Reading Test
Harcourt Brace and World, inc., New York, N.Y.

The Basic Sight Word Test (Dolche)
Garrard Publishing Company, Champaign, Ill.
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The Harris Test of Lateral Dominance
The Psychological Corporation, New York, N. Y,

The Marianne Frostig Developmental Test of Visual Parception
Consulting Psychological Press, Palo Alto, California

The New Developmental Reading Tests -- Bond-Balow-Hoyt
Lyons and Carnahan, Chicago, Ill.

The Orzeck Aphasia Evaluation
Western Psychological Services, Beverly Hills, California

wide Range Achievement Test
Guidance Assacintesg, Wilmington, Delaware
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Academic Disability Scale

214 Yoda Seve
Grade Mild foderate Severe The Academic Digability Scale
wag designed to serve as a
1 3 mosg. 4 mos. 6 mos. guide for Items 13, 15, 17
and 13, The degree of dis=-
_ , ability vas arrived at by
i 2 6 mos. > MO8, 1 - 1% yrs. detormining the retardation
{ ' in years or months, which would
assign the child to a particular
3 §) moa, '15 - 1 )mo 1 -2 yro i catcgor}’. ,
ll' 6 moge. 1 yro 2 - 3 yro :
, The following skills are in- .
: : _ cluded under Item 14 (Reading i
5 5 mos, 1 yr. 2 -4 yr. Hechanics Disability): 3
3 .
1, Letter Recognition
5 1 yro 2 YL 3 =5 yTo. '
2. Phonic Skills
7 5 mos, 1 yr. 2 - 6 yrs.. 3. Bye narformance following
a target
3 1 yr, 2=3 yre. 3~-7yr. - &, Use of Configurational Clues
, ' 5. Use of Contextual Clucs
9 6 mos, 1l yre 2 - 3 yr.

_ . I£ the child has a disability
10 6 mos. 1=2 yr. 2 -9 yr. in any of these areas which is
the underlying cause of poor
_ rcading achievement, he can be
11 1 yr. 1%=2 yx, 3-10 yr. said to have a “sevore! Read-
: ing Mechanics Jisability, If
- : the disability is mentioned
12 12 yro  2-3 yr. 3-11 yr. but 1t is not seen as one of
. the primary causes of the
- reading problem, then the child
can be said to have a "moderate"®
g Reading Mechanics Disability.

Item 16 « Writing Disability

If the quality of the handwriting is so noor as to make it
illegible, it 18 a "severe! disability. If the handuriting
1s mentioned as being of poor cuality, but it is not scen as
"a major factor in the child's academic disability, then it
should be marked as a-"modorate" writing disability,
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ADDITIONAL INSTRUCTIONS FOR CLIGNT CLASSIFICATION FORM

Item 8 - "BagicY ig equivalent with "low track". Avg. should read Adv. for
Advanced,

Ttems 14 - 18 - Additional category of 'Does not Apply',

Item 24 - Perceptual handicap does not refer to receptor dysfunction but to
intermediary dysfunctions, It includes such findings 1s auditory and/or
visual discrimination, spatial relationship, sequencing ané boedy orienta-
tion problems. Do not gcore for laterality problems alone.

Itemg 27 - 28 - Medical problems (other than visual or hearing difficulties)

which have played s determining role in the child's ability to
learn or adjust to school are included here. Example might be
poliomyelitis, epilepsy, tuberculogis, severe allergic reactionms,
chronic upper respiratory infections, malnourishment, etc.
Untreated problems are those which have not at any time received

medical treatment,




(31) Family Problem (within axisting family constellation)

Hormal Severe

1 2 3 4

vy

1, Normal = no prcblem present

2. Problem present but family constellation intact and members
able to function

3. Problem creating tension which is adversely affecting com=
munication between one or more family members

4, Problem causing braakdown of one member and affecting total
family

5. Severe - complete breakdown of family stability
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STRUCTURE

REDTC personnel is housed in the K.E.A. Building, 101 W. Walnut Street,
and occupies nearly the entire 4th floor. The physical plant consists
of a large Conference Room for various meetings, two Play Therapy rooms
with a two-way mirror installed, a reception room, and 18 individual
offices. Due to the increase in our persomnel, we have had to doubie-up
in some of the offices.

REDTC services the schools, public and Catholic, in Jefferson, Bullict
and Oldhaw Counties, by means of going to the schools for counseling,
testing, conferences, or giving remedial instructiori. Children may also
come to the office for some services, especially during the summer wmonths.
Mothers' Groups alsuv meet at REDTC.

In order to concentrate the activities of the staff, three groupe have
been formed with a specific geographical area assigned to each group for
the purpose of servicing the children who are referred to REDTC from the
schools within their area. These T-Groups (for "Team") are composed of

the various disciplines represented at REDTC. In other words, each T-Group
will have a psychologist, a psychometrist, a socizl worker, an educationist
and an educationsl aide. The nurse is available to any one of the teams,
as required.

Detajled descrirtions of the various functions of the staff, i.e. Activity
Grouns, Group Therapy, Play Therapy, Educational Therapy, etc., will be
presented in workshops during this conference.

Py




HEALTH SERVICES

The REDTC health service may take many forms. A health survey for a chiid referred
may be requested for any number of reasons: the generai appearance, obvious signs
and symptoms, performance on a test, a history of some difficulty, or an accident.
Those children with a learning disability are given a health screening which in-~
cludes vision, hearing, and laterality tests.

These tests are used to indicate if a child is having sufficient difficulty to
warr: 1t further professicnal testing by a specialist in a particular €field.

Vision is tested with the telebirocular rather than the Snellen Chart, because it
rrovides both far and near point visual infermation. This is particularly valuable
in checking the elementary student, as well as the more advanced students who are
required to make heavy demands on tineir eyes in reading. Another advantage is that
for those children who have difficulty distinguishing letters, such as b, d, p, etc.
visual acuity can still be tested.

b |

Hearing may be evaluaied in terms of ability to hear everyday speech under everyday
conditions. The Audiometer test will indicate at what level and frequency the
child is having difficulty with hearing. An impairment may be so mild as to 3
require just a better seating arrangement in the classroom, or severe enough to
warrant referral to an audiologist who may do corrective surgery or fit a hearing
aid.

The laterality test can show if a child is having difficulty with dominance. (We
can put these three tests together and find some interesting and unusual patterns
that may cause a child real difficulty.) For example, if a child is right-handed
and right-eyed but the right eye is, for some reason, causing trouble, this child
may block out the ending of words, have difficuity ctaying on a line, etc. If

this same child is havirg some difficulty with the ieft ear - not a gross impairment
but just enough that he has to turn toward the right to really hear all the sounds

- this child will constantly have to shift positions and turn the head to be able

to see and hear.

This service also includes obtaining pertinent medical information from physicians,
hospitals, and/or other .agencies. Contacting and setting up appointment dates with
clinics. 1In some cases, because of family inability or indifference, some children
may need to be tranesported to various clinics for the needed service.

In some of the smaller counties and schools where the facilities are limited, a
teacher may havg for the first time a child with epilepsy, and request some infor-

mation on the subject. Printed material is made available to her. For a teacher
to be aware of the type of medication and its effect on the child taking it, is

most important, The principal and teacher should always be informed of any child
that is on any medication.

Ia some cases the family has io be involved in this service, for instance a case
involving active tuberculosis. This family needs to be encouraged and informed

of the importance of regular checkups, and needs to be seen in a T.B. clinic. These
must be followed. Some families need information and help concerning nutrition or
general hygiene, For those children whose family has no private physician, REDTC
incorporates the services of other community agencies. These have included the
City-County Health Department; Louisville General Hospital's Pediatric and Neuro-
logical Clinics; Hearing Conservation Clinic; Children's Hospital; Hearing & Speech
Center; and the Kentucky Commission for Handicapped Children.
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PART 1

PRESCRIPTIVE TEACHING AND REDTC

Prescriptive teaching is the method which utilizes diagnostic procedures to
modify the teaching program to fit the child's academic, social and emoticnal
requirements. It is education's answer to the need for individualizing the
learning process.

School systems have tried to meet the challenge of satisfying individual needs
while discharging group responsibilities in a variety of ways. Homogeneous
grouping, ungraded classes, division of curriculum into levels, and special
classes are some of the modifications in use. Controversy continues over the
relative merits of these measures. There seems to be agreement that all is not
well —- that we are somebsw not achieving our often-stated goal, realization of
each child's maximum potential.

The answers we have been seeking bhave been available to us for some time. As
so often happens, each discipline has been hard at work seeking to understand
children with a learning problem. The educator, psychologist, social worker,
and health specialist have finally joined forces, each complementing the other
in an effort to secure greater understanding of the child and the teaching
process. The answer is yrescriptive teaching which utilizes the diagnostic
findings of these specialists to plan the teaching program so that it might
better serve the child's needs.

The Regional Educational Diagnostic-Treatment Center utilizes the concept of
prescriptive teaching. The multi-disciplinary approach enables full exploration
of the problem which each referral represents. The teaching procedures suggested
are the results of all concerned. REDTC is then able to implement the educational
plans with the help of an educational aide and by working in a consultative
capacity with school. persoannel.

Though prescriptive teaching is used in some regulax classrooms, its application
at REDTC concerns learning problems. It is impossible to catagorize childiren
with learning problems, since they come from all socio-economic-cultural groups
with cifferent intellectual and physical capabilities. However, certain clusters
of behavior emerge that permit us to grSup them into several general categories
such as the following:

1. The Culturally Deprived. Many of the childrerr r. .erred to us
are products of the inmner-city and of
multi-problem families. Victims of instability and social
deprivation, they frequently look upon the school with suspicion
and think of it as an alien authoritarianm force. They manifest
"inappropriate" behavior because their values and expectations
differ frem those of the school. -

2. The Culturally Disoriented: Thosa =hildren often behave in a
o eTem s T gimilar manner to those described
above, except that they are represented in both the higher and
lower echelons of society. The school generally views these
children as delinquent or socially maladjusted. These children
reject the accepted value system of the culture in which they
find themselves.

(1)
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TART I (continued)

3. The Child with a Learning Disability: Much has been written
and said about these

children who are variously callied "perceptually handicapped"
or "dyslexic." They are sometimes described as having minimal
brain dysfunction, while at other times their learning dis-
ability is said to be the result of a specific learning lag.
Many of these hyperactive, highly distractibie children often
cause the teacher much frustration and frequently disrupt
the classroom. Often quite intelligent, they do not seem
to respond tc normal classroom teaching.

4. Children with Medical Problems: Many youngsters referred have
physical or organic problems
which have been undetected for a long period of time. The
inappropriate, often disturbing behavior noted by the classroom
teacher is simply an attempt on the child's part to compensate
for his problem. Once the problem is detected and corrective
measures undertaken, a modification in behavior can be noted.

5. Children with Limited Intellectual Ability: These children
o pose special problems
for the classroom teacher since they cannot respond to the usual
classroom program. While placement in a special class is
desirable, it is not always possible. A controlled but enriched
program of iastruction must be plamned for them within the
regular school program.

6. The Emotionally Disturbed: Each disturbed child presents a
variety of problem behaviors.
These may range from hostility and aggression to anxiety,
withdrawal and phobias. Many classroom teachers lack the
training to work successfully with these children. Again,
these children usually do not respond to normal classroom
or disciplinary measures, but persist in theilr inappropriate
responses.

The complexity of each learning problem underscores the multi-disciplinary approach.
The REDTC staff is able to determine the primary behavior pattern. The remedial
plan uses this as its focal point while at the same time attending to the concomi-
tant deficits. -

The REDTC educational specialist, then, is a member of a multi-discipline team who
evaluates each child and consults with schocl personnel and parents in an attempt
to plan a program of benefit to the child. Specifically, the educational special-
ist plans a prescriptive teaching program for each child who is having learning
difficulties, and works with the schcol in implementing this program.

(2)




was based on a diagnosis and cvaluatfon of the chili's lzarning and behavicesl
problems. By sharing this cvaluation with the school, new teaching methods and
techniques asvolved. The school personnel also gained greater insight into plan-
ning individualized programs based on the needs of ecach child.

Often the scheol confercnce provided z sctting where a modified echool
schedulz for the child cmerged. Sometinmes the school day was shortcned; certain
subjects ware substituted for others and provisions for oral examinations were

arranged.

Problemg may be thought of in three categorics: educational, behavioral
and/or a combination of both., The most effective approach where both problems
exist was designed to ancliorate both problems by scveral avenues.

In thoge cases where educational problems were present, the school per-

sonnel were callzd upHn to assist children who had specific learning disabilitics

and a pregeriptive teaching orogram was initiated. In this case the REDIC educa-
tionist acted as 2 consultant. If such pa¥sonncl were not available, a REDTC
F aducationist aide worked individually with the child.

As time progressed it became increasingly apparent that individual
ingtruction could not bz provided to meat the educztional necds of every child,
Therafore, educational group therapy was introduced to provide help for more

: children and to acquaint school counselors vwith this technique. For the younger
child having both tynaes of problenms, an innovative approach to lecarning which

incorporated play tharapy with classroom methods was deviged. Counselors were

also utilizod as co-therapists in this technique. (Sec Appendix III, Bnclosure 7,)

For the oldar child thore was often individual or group counseling and individual
educational assistance. (S22 Appendix IXI, 3nclosurz 5.) Again a counselor and/or

a teacher were utilized as co-~therapists.
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The RIDTC gtaff also consulted with school personnel regarding behavioral
modification techniques which could be practiced with the classrcom. Such sug-
gestions included the utilization of ghort-~term goals and the provision for
immadiate positive reinforcement. Support and understanding were also given to
the teacher as she implemented these procedures. In thosc instances where behavior
problems needed more intensive treatment, the children were either seen by REDIC
gtaff members for individual or group behavioral modification (See Appendix III,
Znclosures &4, 5, 6.) or they were referred to another agency for treatment, Also,
behavioral modification was carried out by a RZDTC staff member indirectly through
parent therapy. (Appendix III, Enclosures 8, %.)

While it is felt that the REDTC made a definite impact upon the schools
and contributed significantly to their programs; groater gains could have been
made if:

1) There had been a workshop at the beginning of the Center's organization

to acquaint coungelors and teachers with the function of the REDIC.
This would have enabied school staffs to know when and how to refer a
child.

2) The evaluation of the child had included observing the child in the
classroom,

3) There had been more contact with the classroom teacher, It was often
difficult for her to lecave the classroom to attend conferences, and it
wag not always feasible to consult with her during school hours.

4) The phyeical facilities of the school had permitted better testing and
therapy arcas. Often interruptions and outeide noises were deterrents
to the uffectiveness of the seasions where confidentiality and a

relaxed atmoaphere were of importance.
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5) Money had becn available to transport more children to the Center for
play therapy and group activities.

6) A1l of the schools ecmployed counsclors. It was the feeling of the
staff that counselors in the schools provided the nccessary llaison
function in utilizing the Center's services.

7) More counseclors could have been freed to serve as co-therapists in
groups. Counselors from one school could have been utilized most
effectively as therapists in another school. This would also have
created an interchange of ideas between the reciprocating counselors

regarding the children in those groups.

THE REDTC AND TH7? COMMUMITY

In many cases REDTC's effectiveness in diagnosing and treating children
was enhanced by utilizing community resources. The utilization of a community
resource frequently began with the initiation proccas at the REDTC. Following
identifying information on the child and a gtatement of his problems, it was
nccessary to determine whether the child had been involved with other cocial or
psychological services. If the child had beecn involved, information from the
agency was requested, with parental permission, prior to any further decision
making, Whenever possible, representatives from other agencies with knowledge of
thie case were included in the REDIC staffings,

In addition .o utilizing community rcsources in diagnosing problems of

children, the REDTC referred children to other agencies for treatment scrvices.

A referral would be made by the REDIC if:
1) Long term and/or inteneive treatment were required,
2) The problem wore of a medical naturec.

3) Long term family coungeling were required.
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The REDTC forwarded case summarias to the referral agency and maintained open com-
munication with that agency thoreafter. In some casce the REDTC treated the child
while the parcnts were seen in therapy at another agency.

A firancial contractual agrecment between the REDIC and the Child Guidance
Clinic was part of the program from the beginning. This written agreerent stated
that the Director of the Child Guidance Clinic, a Child Psychiatrist, would offer
consultative servicas to the RIDTC staff on a weekly basis. Under terms of this_
contract, the usual Child Guidance Clinic trecatment fecs were paid from the REDIC
budget for all children referred to that agency by the REDIC.

Verbal agrecments which did not involve financial contracts were arranged
between tha REDTC and geveral other community agencies. For example, the REDTC
provided psychological testing for children already involved in treatment at a
family service agency. The REDTC also did psychological screening for the emo-
tionally disturbed class located at a state psychiatric hospital.

The REDTC nurse freauently referred children to community medical agencies
for diagnosis and treatment of suspected medical problems; the nurse also used
these resources to obtain specialized medical agsistance for indigent children.

In September of 1965, an Inter-Agency Council was formed to provide a
forum for existing community agencies to exchange knowledge and experience con-
cerning children whose disturbance was puzzling and whose needs could not be met
by the service of a single agency. Twelve agencies representing specialized ser-
vices made up the Council which the REDTC joined in December 1966, The REDIC
furnighed the secretarial heip for the agency. The REDIC's imvolvepnent with the
Inter-Agency Council facilitated more efficient utilization of cormunity resources

and made other agencics aware of the REDIC's services.
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Becauge the REDTC was closely involved with both school personnel and

community resources, & reciprocal understanding evolved:

1) The community agencies developed an awarcness of the realistic limita-
tions imposed upon schools and schocl personnel by lack of funds,
overcrowding, and lack of personnel.

2) The schools gained an awareness of resources available in the community.

3) The schools assumed greater responsibility in making appropriate
referrale on theig own. Communication between school personnel and
community agencies became more frequent, more open, with mutual trust

beginning tc develop.

TH? RZSDTC AND THZ HOM:

An integral part of the REDIC diagnostic service was information regarding
the child's home situation and intra-family relationmships. This information was
cotained by the REDTC social workers through intorviews with the parent(s) of the
child., Home visits were used to obtain information in cases where the family waes
unfamiliar with and fearful of agency contacts, or where inaccessibility of trans-
portation or physical handicaps prevented appointments at the Center. In most
cases data regarding the home environment influenced, if not detecrmined, the type
of treatment services recommended.

Ag the agency's operating procedures evolved and as the number of children
referred incraased, REDIC called upon the vigiting teachers in some school systems
to obtain the family informntion and/or make home vigits. By so doing the visiting
teachers brought the school and the home into & closer working relationship.

After completion of the diagnostic phase, an interview was held with the

parents, at the REDTC or at the school, to provide test interpretation and explain
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treatment recommendations. Parental permission was roquired before any chiid was
placed in a R3DTC behavioral programs In some instances, however, parents rofused
gervices and the RIDTC was not able to implement the treatment plan.

Sometimes the agsessment of the child's problem, combined with his home
environment, indicated a need for institutional placement. In these instances,
the REDIC, the parents, the schoel, and the receiving ingtitution worked closely
together in making the transition for the child as gmooth as possible. The REDIC
also participated in his return to the school.

Initially some children were referred to the REDIC without prior parental
consent., This situation was subsequently rectified, but full cooperation of
parents was not always achiaved for the following reasons:

1) The REDTC had no authority to insist upon cooperation from the homc.

2) The agency was not able to make a home visit in every case where

parents did not come to the school or Center.
However, in many cases the REDIC was effective in opening communication between
the school personnel and parent, The schoel personnel became more cognizant of
home factors affecting a child's ability to achieve and/or to adjust in school.
Families, on the other hand, developed a more positive attitude toward the school

and became less hesitant to initiate subsequent parent-school conferences.

TH? REDTC STAFF GROWTH AND INTERACTION

During the first two months of the REDIC's operation, the staff consisgted
of the director, two sacretaries and five other professionals representing psy-
chology and social work, 1In the final year of operation, the REDTC staff had
increaged to twenty-eight., As the staff increased, other disciplines were
represented; educationists and a Registered Nurse, ae well as educational aides,

were added in 1967. The addition of these disciplines enabled a more extensive
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evaluation of cach child; a wider range of treatment services evolved, and the
RZDTC was able to provide more consultative services to the schouis.

The educational aide, a paraprofrgsional, was an important part of the
R3IDTC organization., The functions of the aides broadcned as a result of the com-
petence they developed and as a response to a steadily increasing number of children
who required treatment. The aides worked effectively in the school setting, under
the direction of the RUDTC educationist, using a prescriptive teaching plan and
assisting the teachc: with children requiring individual tutoring and attention,

For the first year of operation, cases werc assigned to individual staff
memberg for evaluation and diagnosis. It became apparent, however, that a more
axtensive avalration could be done on cach child and that a greater number of cascs
could be screened 1f a tecam, rather than an individual worker, were involved.
Therefore, the staff was dividad into multi-digciplinary teams consisting of a
psyrhologist, psychometrist, ecducationist, social worker, and educational aide.
The RIDIC nurse provided services for all teams, (Sce Appendix III, Enclosure 1,)

In addition to the previously mentioned psychiatric consultant, a Ph,D.
psychologist was cngaged to provide weckly consultative services and to supervise
the Masters Degrea REDTC paychologists. The psychiatric and psychological con-
sultants provided the RIDTC staff witl. in-service training and with opportunities
to discuss cascs on an individual basis. At the beginning of the Center's second
year some of the staff who were doing individual and/or group therapy felt the need
for more staff intcraction on the nroblems encountcred in the thorapy procasscs.
The psychological consuitant agreed to function as the leader for a weckly cncounter
group whose members were limited to those invelved in behavioral modification.
After approximately twe months, the group was terminated. It is felt that the
group did not meet the naed for which it was establighed becausec:

1) Members did wot agree upd>n the group goals.

2) All gtaff members were not incladed.

(43)




T

An encounter group program might have been mecaningful if initiated with all staff
members earlier in the RIDTC's existence. Inter-digciplinary communication and
cooperation might have been enhanccd had the staff been able to plan for periodic
two-day seseions for group interaction. This would have cnabled ;he staff to have
develcped cioser interpersonal working rclationghips at an earlier date.

The proiact would pogsibly have been more efficient and evolved more
repidly had there been a clinical director familiar with the discipline of psy-
chology and gocial work to assist tha Director whose background was necessarily
educational,

An additfonal source of in-service training for the REDIC staff was
vigiting other agenciece functioning in the community.

Throughout its three year existence the REDTC worked with the personnel
of the Kentucky Innovative Development Center, a Title III project designed to
agsist regional programs by disseminating information, providing consultative
gervices and conducting status and descriptive research studies. The Kentucky
Innovative Development Center also sponscored seminars and conferences, on both a
regional and statewide level, for the purposes oi:

1) Acquainting community educaticnal leaders with the functions of

Title IIT Projects and with innovative programming applicable to
education as a whole.

2) Providing a forum for staffs of Title III Projects to discuss and/or

demonstrate program innovations. The RIDTC wae represented at several
of the conferences sponsored by the Kentucky Innovative Development

Center and was the host project for one statewide meeting.
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SECTION V

CONCLUSION

This evaluation is a report of the activities and observations of

the Center during its three years. It is not a measure, in the exper-

imental sense, of the value of the services rendered. Such a measure

was not possible because:

(a) Initfally we did not have sufficient data about contributory

variables to delineate meaningful control groups.

(b) We were primarily service-oriented and werc faced with an
enormous service load to which cur energies were chiefly
directed rather than to research. Cur Center serviced a totai
enrollment of over 190,000 children.

(¢} The Center was constantly changing and it is not possible to

adequatcly evaluate an evolving process.

This report, howaver, indicates several fruitful arecas for research.
It is unfortunate that the Center was terminated at a point when it
would have been possible to have utilized‘an experimental design to
test some of its activities.

One attemnt was made to evaluate cur effectiveness by a question-
naire sent to schools that had received servicz. This covered only the
period from September 20, 1966 to March 1967, approximately our first

six months. Thase results are tabulated as follows:

(s




148 Satisfactory
17 loderately Satisfactory
5 Unsatisfactory
39 Undetermined
64 Yo Comment

R ———

273 (Total

No other questionnairc has been utilized. A large number of
school personnel have volunteered regret at our being discontinucd

and their belief that we bave been of help to them. We had failures
as well as successes. We lsarned much of the realities of the schoel
enviromment. We learned to translate concepts and ideas among many
disciplines and opened new vistas for ourseslves as well as, hopefully,
school personnel.

Perhaps the most important contribution the Center made was to
emphasize its basic philosophy thot we diagnosed problems, not children.
We were not interested in affixing responsibility for problems or
categorizing them for the sake of labels. Ve were interested in the
here and now, =2nd what was within our power to change. Vle belicved
behevior was learned, and that we could provide opportunities for new
and better learning. We found that altering environment was often as
effective, if not more so, than direct therapy with the child. Our
philosoohy was to identify the areas in which there was a failure to
achieve or to adzs~t, and devise means of altering the situation. Ve
believed that this could be done only if we were wise enough, flexible

enough, and worked hard enough.

(A6M




APPENDIZX I




(1-4)

(5)

(6)

(7)

(8)

(9)

(10)

(11)

(12)

(13)

(14)

(15)

ID Number

Sex:

Age:

Grade:

Program:

School:

School Type:

School Change:

Intellectual
Potential:

ACADEMIC PROCBLEMS:

Total Reading
Disability:

Reading Mechanics
Disability:

Rcading Comprehension
Disability:

CLIENT CLASSIFICATION FORM

Mame
1 2
Male Female
1 2 3 4 5
Below 6 6-8 9-11 12-15 16 and Older
1 2 3 4 5
Kinder-~  Primary Inter- Jr. Hi Sr. Hi
garten mediate
.__LL_. __jé_, 3 4 - 8 fi 7
EMH PH Trans~  Emot. Basic Reg Avg
itional Disturbed
1 2
Public Other
1 2 3 4
Inner Urban Subur- Rural
City ban
1 2 3 5 6
None Normal Family Recd.by Person School
Promo- Move REDTC Request Request
tion
1 2 3 I - B
Retrd. Dull Average Bright Superior
Norm. Average
1l 2 3 4 5
None Mild Moderate Severe Non-Reader
1 2 3
None Mild Marked
1 2 3
None Mild Marked




(16)

(17)

(138)

(19)

(20)

(21)

(22)

(23)

(24)

(25)

(26)

(27)

(28)

(29)

(30)

(31)

Writing Mechanics
Disability:

Spelling Disability:

Arithmetic Disability:

BEHAVIORAL PROBLEMS:

Degree of Aggression:

Degree of Withdrawal:

Problem of Sexual
Adjustment:

Gross Motor
Coordination:

Fine Motor
Coordination:

Perceptual Disability:

Visual Impairment:

Hearing Deficit:

Arrested Medical
Problem:

Untreated Medical
Probiem:

HOME:

Socio--Economic
Level:

Parent Status:

Family Problem:

1 2 3
None Mild Marked
1 2 3
None Mild Marked
1 2 3
None Mild Marked
1 2 3 4 5
Normal Severe
1 2 3 4 5
Normal Severe
1 2 3 4 5
None Marked Excessive Promis- Other
Problems Mastur- cuity (Fetishism,
of bation Exhibition-
Identity ism, etc)
1 2 3
Nonz Moderate Marked
1 2 3
None Moderate Marked
1 2 3
None Moderate Marked
1 2 3
None Moderate Marked
1 2 3
None Moderate Marked
1 2 3
None Moderate Marked
1 2 3
None Moderate Marked
1 2 3 4 5
Unemploy- Unskilled Skilled Manager- Profes-
ed, on ial sionai
Relief
1 2 3 4 5
Adopted 1 Natur~ 1 Natur- 2 Natur- Other
al al and 1 al
Step
1 2 3 4 5
Normal Severe




TREATMENT :

(32) Conference (1 to 3) 1 2 3 4
None School Parent Both
(33) Ongoing Consultation: 1 2 3 4 5
None Health Education Behavior Combina-
Only Only Only tion
]
(34) Adjunctive Services: 1 2 '
No Yes
(35) Referral to Other 1 2
Agernicy for Primary No Yes
Care:
(36) Parent Therapy: 1 2 3
None Individ- Group
ual
CHILD THERAPY: J
(37) Individual Educational: 1 2
No Yes
(38) Individual Behavioral: 1 2
No Yes
(39) Group Educational: 1 2
No Yes
(40) Group Behavioral: 1 2
No Yes
(41) Group Educ. and Behav. 1 2
No Yes
OUTCOMES :
(42) Staff Judgment of 1 2 3 4 5
Behavioral Change: Worse Same Mild Im- Marked Does Not
provement Improve- Apply
ment
(43) Staff Judgment of 1 2 3 4 5
Educational Change: Worse Same Mild Im- Marked Does Not
provement Improve- Apply
ment
(44) Parent Judgment- 1 2 3 4 5
School Work: Worse Same Mild Im- Marked Does Not

provement Improve~ Apply
ment




L/

(45)

(46)

(48)

REDTC

Parent Judgment -

Relationships:

School Judgment -
School Work:

School Judgment -
Behavioral Change:

Consensual Judgment
of Change:

April 1969

1 2 3 4 5
Worse Same Mild Im- Marked Does Not
provement Improve- Apply
ment
1 2 3 4 5
Worse Same Mild Im~ Marked Does Not
provement Improve- Apply
ment
1 2 3 4 5
Worse Same Mild Im- Marked Does ot
provement Improve- Apply
ment
1 2 3 4
Worse Same Mild Im- Marked

provement Improve-
ment




PARENT CHECKLIST

Please check the one square which fits your child now, as compared to how
he was before he was referred to us.

Some Much
Worse Same Improvement Improvement
School Work 1 1/ 7 I/
Getting along with 7 1 [ N
other children
Getting along with | 1/ 1 I/ N

parents and/or
other adults

REDTC
April 1969




SCHOOL CHECK LIST

Please check the appropriate square for the child now, as compared to how
he was at the time of referral to REDIC.

Name:

Mild Marked

Worse Same Improvement Improvement

Attendance: [ [ [ I
Frequency Sent to Office o — . ___
for Disciplinme: 1/ ) ) )
Quality of School ___ . L _____
Work: 1/ 11 A )
Peer Relationships: N [ 1 N
Toleration of Criticism . _____ . .
by Faculty: 1/ 1 AN 1
Self-direztion: 1/ 1 Y 1

REDIC
April 1969




1.

II,

Directions for transferring infarmation from -
forms received from parent and school

SCHOOL FORM -
1, For Items 1 and 2 (Attendance and Frequency sent to office fer
Discipline), a score of worse : 2lg 1
same equals 2
mild Tmp. " 3
marked Imp." &

2, For Items 4, 5, and 6 (Peer Relationships, Toleration of Criticism
by Paculty and Self-Direction), a score of:

Worse equals 2
Same equals 4
M1ld Improvement cquals 6
Marked Improvement equals 8

3. Add up total of scores for 1, 2, 4, 5, and 6., Divide total by 8,
This £s the score to enter on Item 47 of Client Clagsification Form
(School Judgment of Behavioral Change). If the number you get is a
fraction,round it off to the highest number.

4, TFor Item 3(Quality of School Work), just transfer it over to Item 46
of the Client Clasgification Form (Schoel Judgment -~ School Work).

~

Parent Form

School work equals Parent judgment ef scheol work.

Average of "getting along with parents and/or other adults"

scores equals parent judgment-relationships. If you get a decimal,
round off,

1
2

III. CONSENSUAL JUDGMZNT OF CHANGE

Arithmetic average of Items 42, 43, 44, 45, 46, and 47 on the Client
Classification Form. Do uot inelude items marked 5.(Does mot apply.)

Example: I. 42 3 ITI,. 42 3
\ 43 3 - 43 5 (Omit)
A 3 by 2
45 . 4 45 2
46 2 46 2
47 3 47 3
, » 18 , . 12
(6 divided by 18 equals 3) (5 divided by 12 =2,4 = 2,0
Item 48 = 3 Item 48 = 2

IF YOU HAVE ANY QURSTIONS, SEE JANE TOWERY, MURIEL XK. OR DOI YTHY OSSE.

LY
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This may reflect the acceptance of help by those who either are sophis-
t-cated in the area of mental health or who arc accustomed to working with agencies.
There was a statigtically significant (p«025) relationship betwzen

improvement and parent status; the most being with those children having one
natural and one step-parert. This may reflzact the factor that these were also

largely suburban (54.57% of these were in suburban schools).

The improvement secen in those children referred to other agencies was

guite gimilar to that of others in the samplec and was not significant.

The data for types of conference and consultation were not significant,

A trend indicatad that those children for whom only a parent confersnce was held

ghowed least improvement. Zducational conenltation yicldad more mild improvement

than marked whereag the converse was true for behavioral consultation,

The data in thie scction cannot be viewed as reflecting relative effi-
ciencies of types of treatment because:
1) Somz children vho comprisc the population of “untreated" for any given
type were Freated by another method.
2) The assignment of treatment method was by no means random. Severity

of pathology varied, Exigencies of the situation often determined

choice of treatment.
3) Some children received more than one type of trecatment.

4) The previously discussed artifacts of the data,

{34)




Nevertheless the following table is included for its interest. it should
be noted that there was a high frequency of children also receiving treatment when
parents were treated and the improvement ig gtatistically significant in this area
only. In th se czses also, the pcrcent of marked improvement was proportionately

higher than in the other treatment.

CONSRNSUAL JUDGMENT RZGARDING TREATMENT TYPRS

% Improved % Improved with- Signifi-
Treatment % Receiving with Treatment unvTrcatmont " cance
Referral to other agency 27:2 72.8 76.7 N.S.
Individual play therapy 6.1 99.4 75;3 .025
Group play therapy 4,9 9.1 75.3 <025
Individual educational 21.4 8l.1 66,0 N.Se
Individual behavioral 15.7 87.1 75.2 NeSe
CGroup educational 1.7 3383 77.0 NS,
Group behavioral 25.5 71.5 79.0 N.S.
Group educational end
behavioral 1.7 6€.7 77.3 N.S.
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SECTION IV

NARRATIV? ZVALULTION OF THZ RIGIONAL ZDUCATIONAL DIAGNOSTIC-TRZATMENT CINTIR

Ag stated in Section I, a child's environment is made up of the school,
home and the community. In this section, the involvoment of the Center with this
enviromment will be discussed with particular attention to the pros and cons of tha

R3DTC's interactien, Staff interaction within the agency will also be discussed.

THZ REDTC ANRD TH? SCHOOL

One measure of the extent of influence exerted by the REDTC may be seen

in the following tablec which summarizes the service to this region.

Anchor- Bullitt Catho~ Jefferson Louis- 0ldham

age County lic County ville County

Number of caszs referred 2 138 M6 797 827 92
% of Referred Seen 100% 747, 3% 847, 65% 38%
Total Enrollment 317 6,290 39,634 86,537 54,525 3,062
7% of Total Enrollment

Seen by the REDTC Staff PY o° 20370 07370 07670 10070 26670
Total Number of Schools

in System 1 > 82 76 67 5
% of Schools Visited by

the REGDTC Steff 1007, 100% 86% 71% °38% 33.3%

The school was the primary source of referral for the Diagnostic-Treatment
Center and furnished the sotting for most of the agency contacts, The RIDTC pro-
vidad the school with objective specialists who could offer a multi-disciplinary
approach,

The RUITC gtaff served as a catalyst between the parents and tha school

in planning and implementing an appropriate program for cach child, This program
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