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ABSTRACT

The present study 1s an attempt to objectify the subw
jective concept of adaptive behavior and to show the effeet
of institutionalization upon adaptive behavior.

The development of an Adaptivs Behavior Rating Sheet
conslisting of forty«~five items is & major portlion of this
study,

The Adaptive Behavior Rating Sheet was administersd to
a sample of ninety patients who, at the time of administratien,
hed been in the Parsons State Hospltal end Trainlng Center
(PSH&TC) beotween one year six months and two years six months,

The raw scores were statistieally reduced to comply
wilth the five levels of adaptive behavior employed at PSH&TC,

The mean obtained on each of the three chronological sge
groups in the gemple wes used as the median of Level III. By
the aﬁandard deviation method the raw scores were fixed in
the five levels of adaptive behavior, The ChieSquare msthed
snd Contingency Coeffilcient were used to determlne the
gignificance between the PSHETC ratings and the Adaptive
Behavior Rating Sheet., The finsl results are shown in the
form of correlations and percsntages.

It 1s antlicipated that this study may be of ald in the
problem of determining the necessity for institubtional
referral in some cases and in dealing with the problems of
parental acceptance and adjustment which are often present in

such situationsa,

i1is



In its present form, the rating sheet is comsidered %o
bes a non=-validated instrument, It ias the investigatoris
wish that others will find this instrument worthy of further
svaluation to determine its empirical wvalidity.
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CHAPTER T
INTRODUCTION

This project is submitted as a pilot, field type study
to explore in en Institutional setting, the concept of
adaptive behavior as proposed by Hsbarnl

Haeber states that the purpose of advancing adaptive
behavior as & new concept or dimengion in terminology and
classification 1n mental deficlency categorization is to
achieve increased uniformity in %the medicsl and behsvioral
classification of persons who are mentally retarded.

Heber feels that his behsvioral elassification as
listed in the terminclogy and classification manual cited
now approximates s framework for classgification.

The present effort by Heber at classificatlion, which
includes the conecept of adaptive behavior, is nothing new
in the research work with mental retardation.

The American Assocliation on Mental Deficiency has
published five manuals on terminology and classification,
The classification manuals were published in 1921, 1933, 1941,
1957, and 1961, The span of forty yeara of work in the area
of terminoclogy and classification in mental deficlency gives
an indication of the complexity and difficulty involved,

iR, Heber, A Manual on Terminology and Classification
in Mental Retardation, A Monograph Supplement to American

Journal of Mental Deficiency, (second edition; The American
Association of EentaI Deffc%eney, 1961).




Discussion of General and Specific Problems

The general problem is defined as an attempt to measure
the effect of institutionalizetion upon an individualls
adaptive behavior. The specific problem is definsd aé an
attempt to obJectify the present subjsctive concept of
adaptive behavior through the administrstion of the Adapbtive
Behavior Rating Sheet found in Appendix A, The esmount of
succegsg derived concerning both the general and specifie
problems wlill depend upon the degree of correlation between
the objective adaptive behavior ratings and the subjective
ratings assigned by the c¢linical staff at Parsons State
Hospltal smnd Training Center (PSH&TC) at Parsons; Kansgas.

It is anticipated that this pilet study, wlll indicate the
pessibllity of the subjective concept of adaptive behavior
lending itselfl to objectification in & leocal situstion.

In the research of exlsting literaturs, it was discove
ered how very little specifile wofk has been accomplished to
prove or disprove whethsr or not institutionslization does
help those committed, It 1s postulated that the effsect of
institutionalizatlon cannot be adequately studied using only
the dimension of measured intelligence. Deipglstates that
in reporting the final sumary of an individual, a global

description is necessary rather than merely & set of is0=

2J7. H, Rothstein, Mental Retardation, Readings snd
Resources, (Holt, Rinehart end Winston, 1961), Dpe 47=8.
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lated statements abcut mental level, perscnality status, or
even apecific problems,

The effort applled in the working through of the general
and specific problems of this sbtudy is with known mentally
subnormal individuals following institutionalization at
PSH&TC. The phrase, known mentslly subnormal individuals,
refers to those patients known and designated as being men=-
tally subnormal by the Clinical Psychology Department, PSH&TC,
end by the definition of mental retardation given by the
American Asscciation for Mental Defliciency,

Mental retardation refers to subaverage general
intellectual functioning which originates during the
developmental period and is associated with impair-
ment ip adaptive beshavior.

Subaverage refers to performanee which is greatsr
than cne Standard Deviation below the population
mean of the age group involved on mesgures of general
intellectual functioning. .

The definition specifles that the subaverage
intellsctual functioning must be reflscted by
IMPATRMENT IN ADAPTIVE BEHAVIOR. Adaptive behavior
refers primarily to the effectiveness of the indi=-
vidual in adapting to the natural and social demands
of his environment. Impaired adapitive behavior may
be reflected in: (1) maturation, (2) learning, and/cr
(3) social adjustment. These three aspects of
adaptation are of different importance ss qualifying
conditions of mental retardation for éifferent age
EYOoupS.

This project is a study of patients who have been insti-
tutionallzed at PSHATC over a two yesr veriod. Since few
patients were found to have been in the institution exactly

two yesars, patlents were selected who had been in the institu-

3Heber, op. clte; Pe 3
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tion betwesn one year six months and two years six months as of
July 1, 1961l. Observations with the sample began on July 1,
1961,

A differential disgnosls for every patient withilin the
sample has been asccomplished by the clinical team at PSH&TC
and is Included iIn Appendix C, This disgnostic categorization
indicates the range of clinical types involved in this study
and iz of descriptive value in the final results, but is not
of major importance in measuring adaptive behavior.

It is anticipsted that this study will be of wvelue in
determining the necesgsity for institutional referral in many
cagses and in dealing with the problems of parental acceptance
and adjustment which are often present In guch situations., It
appears that when coungeling with parsnts, a professional
person can speak with greater assurance and certalinty in sug-
gesting that an individual will beneflt from a formal Instlitu-
tional training program having professional diagnosis, education,
and treatmont if there exiasts &n actual study upon whieh to
base his feelings, A portion of this study will show lmprovement
and/or regresslon in adaptive behavier for this study sample
between the PSH&TC staflf admission levels and the staffts rou=
tine two year re~svaluations. It is not within the scoﬁe of
this study te indicate whether or not institutionalization is
the only factor in those patients who show improvement. This
portion of the study will Indicate the probability of improvemsnt

one can expect at PSH&TC over & two year period of tims.
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According to Rothstein,h the broad function of any instie
tutlon for the mentally retarded is two fold--nursing manage-
ment and rehablillitation of the total individual., With so
many factors involved in the development of the human organism
{(biologleal, physiological, and psychological}, the functicnal,
behavioral aspect of an individual is of prime consideration
to soclety which feels the need for instlitubions beceause of
thelr very exlstence,

4180, according to Heber, the definitlon of mental
retardation requires that the subaverage intellectual funce
tloning individusl demonstrate deficiencles in boih measured
intelligence and adaptive behsvior.

Within the framework of the present definition

of mental retardation is a term descriptive of the

current status of the iIndividual with respect to

intellectual functioning and adaptive behavior.

Conseqguently, sn individual may meet the criteris

of mental reterdstion at one time and not at another,

A person msy change status as a result of changses 1n

soclal standards or conditions cr as a result of

changes iIn efficiency of intellectual fwmectioning,

with level of efficiency always being determined in

relation to the behaviorsal stendards and norms for

the Individuel's chronological age group.

Neither measuréd intelligence nor adaptive behavior can
he used a3 the szcle criterion of mental retardation. The
relation of these two factors as concerned with the sample
in this study wlll be discussed In Chapter V.

The genersl problem of this study 1s to determine the

Lrothstein, op. cites pp« 388-G,

5Heber, OPa Cltes Do i



effect of institutiomalizatlion upon the adapiive behavior of
patisnts who have been in PSHRTC for a two year period, The
two year period of time was arblitrarlly essigned, but is
considered to be a justifiable length of time in which ons

can expect anc obsgerve change. This length of time lg further
supported by the fact thet agll patients at PSHATC have &
reutine re~evaluation by the staff every two years,

For the purposes of this study, the statisticsl proce-
dures will be concerned with adeptive behavior levels. The
five Adeptive Behavior lLevels of functional sbilities
employed at PSHATC serve as a guide for this entire study.

1. ZILevel T Description--children of this level sre
theose whe are capable of effective sccial and
sconomic functloning in & low~demand competitive
environment and who will need some support and
supervision in ths menagement of thelr personal
affeirs, Objectives=-the cbjectives for children
of this level are tc¢ insure that each child ac-
guires to the limit of his sbility, those under-
standings, attitudes, skills, snd sbilitieg which
will enable him to develop adegquate self-concept,
self-help, self-care, interperscnal relationships,
personal responsibility, and civic responsibility.

2, Level II Descriptionwechildren of this level sre
those who are capabls of effective social and
economic functioning in a non-competitive environ-
ment and who wilil need continuing support and
supervision in the mansgement of their psrsonal
affairs. Objectives~-~the objectives for children
of this level are to insure that each child sc-
quires to the limit of his sbility, those under=
standings, attitudes, skills, and abilities which
will enable him to develop adequate self-concept,
self~help, self=-care, interpsrsonal relationships,
pergonal responsibility, and efficient economie
functioning, aad social responsibllity.

3¢ Level IIT Description==children of this level ars
thoge who are capadble of limited accial and



economic functioning and who will be dependent
upon total environmental control and support.
Objectives=~-the objectives for chilédren of this
level are %o insure that esch child acquires to
the limilt of his ability, those attitudes, skills,
snd abilities whieh will ensble him to develop
adequate self-concept, self-help, self=-care, and
interpersonal relaticnships,

L, ILevel IV Description--children of this level are
those who are capable of responding only to the
simplest environmental stimuli, and interpersonal
relationships, end who will be totally dependent
upon nursing c¢are for their survival, Objectives-=
the objectives for childrem of thls level are %o
insure that each child developes to the limit of
his ability, those conditioned responses to
environmental stimuli which will achleve relief
from stress through communication of baslc needs,
and following routines of deily llving,

5. Ievel V Deseription==-children of this level are
those who are grossly severely physically handie-
capped, and who require hospitalization in order
to receive the continuous medical=nursing care
necessary for their survival, Objectives--the
objectives for children of this level are to
insure that each child will recelve such medlcal-
nursing care as will alleviate or compensate for
physical disabilities and sugh other trestment
and/or training as possible.

The original work on adaptive behavior cited by Heber
consisted of four levels of adaptive behavior. The five
adaptive behavior levels employed at Parsons are baged upon
the recommendations of Leland, Chief Psychologist at Parsons,
leland felt that Heber's classification system had three
major fellings., "Flrst, it does not take into conzideration
the nonambulatory child., Seceond, it ssems to be tuned towsrd

measurement of absolute capacity rather than rehsbllitation

6¢, Gorton and H, Leland, "Levels of Adaptive Behavior®
(Farsons State Hospital and Training Center, 1960},
(Mimeographed., )



concepts as described by leland and Goldberg97 and third,

it has not established itgelf clearly as a dimension inde-

pendent of Measured Intelligencea”a

Another guotation from Ielandfs paper will explain
clearly the dimension of adaptive bshavior:

Adaptive Behavior by 1ts very terminology implies
the behavior the child uses to adapt himsell to socecisl
demsnds. Since soclial demands differ from one
communlty to another; it would seem to follecw thet an
absolute, universal scale for measuring sdapbive
bekavlicr would be definitely counber-indicated,
snd that each psychologist must utilize the demands
of thes soclal-psycheloglical factors present in his
own setting and in the surrounding areas from which
he drews his patients before he can properly discuss
adaptive behevior In terms of any one patient,

Thus, this 1s really a subjective measure, and as

such a test of the psychologist's knowledge of the
soclal=culbtural background of the patient, as it

is any other one thinge This is an important area
which hes been discussed for years among professionals
who have felt that a mejor Lactor has hesn over-looked.”?

Table I and Table II present 8 picture of the adaptive
behavior levels used at PSHATC and thelir objsctives.

An abtempt will be made to ascesrtaln the exiastencs or
lack of clinlcal advanteges of Insgtitubtionallzation in the
development of adeptive behavior. This effort will indicats
the effeet of institutional treatment and training on the
edaptive behavior of the severely handlcapped socialiy,

TH, Lelend and I. Goldberg, "Rehabilitation of the
Institutionalized Mentelly Retarded,® The American

Psyehologist, XII {August, 1957}, PDs 520=530a.

8H, Ielend, "Suggested Revisions in the Evalustion of
Adaptive Behavior" (Parscns State Hoapital and Tralning
Center, 1960.) (Mimesographed, )}

91vid.
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mentally subnormal, and emotlonally disturbed. For the pur=-

poses of this study, severely handicapped scecially is defined
as children who have not profitted by regular or special cliass
sducation or whose overt behevicr 13 s¢ socially unacceptable

that instituticonalizstion is indicated.
TABIE I

REHABILITATION OBJECTIVESLC

Level of
Adaptive Behavior Objective

Ievel T A level of functioning where the patient
nay become a full-fledged member of a
non=-ingtitutional community, with ability
to assume both personal and civic
responsiblility.

Ievel II 4 level of functioning where the patient
may become a full-fledged member of the
non-ingtitutional community, with sbility
to assume efficient economlic responsi-
bility, but possibly stlll lacking in
total sbillty to aszsume persocnal and
civic responsibility, and therefore in
need of a half-way house,

Level III 4 level of functioning where the patient
can develop proper interpersonal relation-
shlps and relative persomal responsi-
bility with supervision, and may thus be
able to leave the institution to a shel-
tered workshop or some other form of
highly supervized work activity,

Level IV 4 level of functioning where the patient
can develop in berms of self=help and
self-care, with particular emphasis on
development of commumication abilities,

10c, Gorton and H, Leland, locs cit,
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TARBIE I (continued)

Ievel of
Adeptive Behavior

Objsctive

soclelization, etc., with the hope of
eventual placement in their homs commim-
ities, in either an individusl or group
care program where they can be part of
the oubtside community, but nonetheless
24111 in a guasi-ingtitutional setting.

Level V 4 level of functioning where the patient
can develop a sufficient lsvel of seli-
help that they can relleve the conatent
need for total medical-nursing care
necesgsary for their survival,

T4BLE IT
STANDARD DEVIATION RAVGES CORRESPONDING
TG LEVEL (OF ADAPTIVE BEHAVICOR™
- Range in Standara
Adaptive Behavior Deviation Units
0 ¥o retardation of Adaptive Equal to or greater
Behavior than 1,00
1 Level I (Borderline or non- ~1,01 to «2.00

significant negative deviatilonm,
from norms and standards of
Adaptive Behavior)

Tevel IT (Mild, but apparent and ~2,01 t0 =3,00

gigniflecant negstive deviation
from norms and standards of
Adaptive Behavior)

Tevel III (Moderate but definite =3.01 to =400

1l1pid,.
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TABLE TI {continued)

o smimain i st i i
P S e £ S T

Range in Standard
Adsptive Behavior Deviation Units

negative deviation from norms and
atandards of Adaptive Behavior)

i Level IV (Severe negative deviation =401 to =5.00
from norms and standards of
Adsptive Behavior)

§ Level V (Profound negative > =5,01
deviation from norms and standards
of Adaptive Behavior)

Bcope and Iimitations

The scope of this problem includes one experimentally
observed group of mentally subnormal patients at PSH&TC with
an ¥ of ninety. The patients who met sslectlon critsria and
who were physically in the institubtion during thse summer of
1661 were used in the sample, Those patlents who met the
ecriteria of two years of instituticnalization at PSH&TC, but
were not included in the sample selectlon are noted inm Chapter
TII. The entire study population will conslst of first
admission mentally subnormal patients at PSHETC (first
admissions for this hospitel--some patients are transfers
from other stets Institutions).

The limitations of this problem include: (1) The sample
ig only ninety patlents in only one hospital in Southeast
Kansas. (2) The sample ia restricted to patlents that were

in the institution during the summer of 1961 (the patients
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had to be physically in the institution for observations).
More able patlents are apt to be the ones on sumer vacation.
These are the patients that have progressed sufficiently

that either the institution feels a home visit during the
surmer will be beneficial or the parents feel that they would
l1ike to have their child home for a short period, (3) Another
limitation is the CA range of six to twenty~one. However,
this administrative limitation could be considered minimal
sincs a differential dlagnosis in the area of mental sube-
normality will wuwsually be accompllshed more readlly with
younger peoplee. (4) Probably the greatest limitation 1s the
subjectlve nature of the study, since the cbjective findings
are to be correlated with the staff's subjective findings,
This project is in the area of human attributes which substane-
tially Justifies aome of the subjsctivity which appears within
the design of the study.

At the present time, it is difficult to ascertaln
whether or not anyone is accurately messuring the concept of
adaptive behavior., For the past two years most work in this
area has been subjective in nature., Therefore, the general
hypothesils for this study is that an attempt at objsctifica=-
tion of what may become an accepted new measurement dimension

1s 2 valld approach.



CHAPTER Il
REVIEW OF LITERATURE

The review of literature for this study i1s divided into
three parts:

A, Rehabilitation of the Mentally Subnormal

B. Adaptive Behavior

C, Social AdjJustment

Pert A is concerned with the general problems of institu-
tionalization, types instituticnallzed, and functions of
institutions involving the aspect of rehabllltation. Fart B
relates to the specific problem of this study--Adaptive
Behavior. The Social Adjustment in Part C refers to the views
of soclety concerning institutionalization. Part C casts an
indirect reflection of the views of soclety toward those who

are institutionallzed and those who have been institubtionallized.

A, FRehabilitation of the Menbally Subnormal

The following guotaticns by Leland and Goldberg explain
institutional rehabllitation.

Rehabilitation is a continuous process which
utilizes all services working as a team te help an
individusl with physical, mental, and social
digebilities and handicaps to raise the level of
his physical, menbtal, and social efficiency.

This definition is based on the hypothesis that
humsn learning is a continuocus process from birth
to death only interrupted by physical, mental, and/or
social barriers which can be manipulated or removed.
In other words, human learning has no ceiling, and
it is only the barriers which block further learning,



Rehabilibtation thus concelved does not indicate

the customary ®helping the individual to develop to

his meximum capacity.” This concentration on the

individual's %“capacity"® or ¥potentialitiez" brought

about many -mlsunderstandings. Therefore, it was

decided to take the retardate as he is found, and

instead of gearing him toward his meximum capaclty,

which cannct be determined, helping him to raise

his current Yphysical, mental, ané sccial efficiency.”

; Thus the'role of the department of psychology,

a3 with other services In an institution, should

net be as an autenomous vnit with seperate functioni

but as an integral part of a patient-centered tsam.

Iél&né and Goldberg have thus stated that institutioms
are cor should be very practical in performing services for
those patients sdmitted, Rehabilitation, or in some cases
habilitation, should be geared simply toward raising a
patientts present level of functlonal sfficiency. This
concept appsars to the investigator to bs an actlon-oriented
epproach in dealing with the needs of institubtional patientse.

There appears toc be a difference in opinion regarding
the role of rehabilitation in an institutional szetting among
professional psychologists.

According to Louttit, the use of Insbitutiocns is indicated
primarily for the feeble-minded, the delinguent who is sccially
dangerous, or other deviates who reguire close supervision for
the protection of themselves and others,

Louttlt states that his Investigatlons of institutions

have not produced any very cheering evidence that treatment

aimed at rehabilitation is & common policy. 4As late as 1947,

lrelend and Goldberg, loc. cit.
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he felt that even the better institutions left much to be
desired, The current strength of this reference depends on
how much constructive changs has occurred in public institu~
tions since 1%47.

Louttit observed that too many Institutions existed to
segrogate the feeble-minded rather than to provide treatment
and training. At this time, he stated that there were three
functlons of institutionse.

(1) to afford custodial care for the idiot and
imbecile patients who ars completely unable %o care

for themselves and who have nc family in a position

to do so adequately; (2) to afford custodial care for

the defective delinguents who are soclsal dangers;

{3} and probably most importent, to provide training

for, asnd subsequent supervision of, the patlent's

vocationsl and scclal adapbation to the community

in which he lives.?

Touttit recormended institubionalizetion for; (1) ldiots
and low-grade imbeciles when the family was non-existent or
was unwilling to care for them; (2) all grades of feeble~
minded when definite anti-soclal habits are present, and when
the persons present a menace to other people; (3) the higher-
grade fesble~minded when the community does not provide
adequate training and superviscry facilities. He further
indicated that temporary custodial cere is more necessary for
higher~grade girls than for boys.

He felt that institutionalization should not be reccm-

mended for: (1) Children of any grade whose parents are

2G, M. Louttit, Clinicael Psychology of Children's
Behavior Problems, (Earper end Brothers Publishers, 1947),
PPe 111-33 228"9.
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willing and finsncially able to care for them by providing
sufficlent privaete training and supervision; (2} Younger
children who have not had an opportunity of demonstrating
whether or not they can adjust; (3) Any child, even though
he hag a definitely inferior performance level, who 1z
satisfactorily adjusting to the community in which he llves,
and glves promise of conbinuing to do s0.

Many of Louttit's comments are in sgreement with the
current ldeas of Leland and Goldberg, but in his recommenda-
tiong, it appears that he minimized the advantages of
professional rehabilitation,

This portion of exlsting literaturs review has been
concerned with the gemeral problem of rehabilitation of the
mentally subnormal.

Stodderd states that in the fell of 1956 the number of
trainables was approximstely 95,000 (total U. 8., sachool
population was 31,527,695). The best estimate of those
receliving training, elther in or out of institutions, was
about 2l,000 or 25 per cent of the total.

Cur institutions are equipped to receive only a
smell percentage of those Individuals who will nsver
be self-sufficlent, PFurthermore, there is a growing
awareness thet custodial care ls not a last resort,
ags Michel~-Smith shows. Institutionslization is no
lenger routinely recommended te parentyg as a solubions

rather, efforts are directed toward life plaming
within the home and commumity.>

34, M. Stoddard, "The Relatlen of Parental Attitudes and
Achievements of Severely Mentally Retarded Children," American
Journal of Mental Deflelency, IXIII (Janusry, 1959), p». 576e
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Stoddard seems to imply in this quotatlion that all
institutional cases are custodial patients and that Indlvi-
duals can be helped more in the home or communitys OCustodial
care is certainly not the only function at PSH&TC.

According to Goldstein,h a large proportion of first
admissionsg in public institutions are of low mental status
snd in the clinical categories., The trends toward an
increase in the number of very young, severely mentally
deficient children being admitted to public institutions
would have far-reaching effects on the nature of the resident
populations in that such populations would tend %o become
static and custodial. In keeping with such a change, the
purpose of public institutions for the mentally deficient
would have to undergo re-svaluation; the concept of the
institution as a training and placement center might well
require alteration in the direction of custodial services,
The trend toward younger, custodial-type admittees wlill
become more marked as institutlions begin to fesel and acceds
to the pressures of parent groups and soclal-welfare agencles
and erect the facilitles necessary to accomodate the very
young, custodial admittee. This assumption is based on the
fact that the institutions“exhibiting.the trend toward

younger, custodisl=type admittees were also the leaders In

Ly, Goldstein, Population Trends in T. S. Public
Institutions for the Mentall Deficient, Tnstitute
Research on Exceptional Ch Iigran, University of Illinoia,
PPe 599-603.
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other trends such as the establlishment of the colony and
parole systems; procedures adopted later by the Institutlions
net yet strongly demonstrating the trend toward the admlssion
of younger custodial types.

In the investigatort!s review of literature, the most
complete study and account of the place of a Ppsychclogy
department in a state institution for the mentally retarded
wasz done by Leland and Goldberge.

According to ILeland and Goldberg, the use of psychology
in such institutions begen at the Training Schoel at Vineland,
New Jersey. In 1903, the research laboratory, under the
leadsrship of Henry Goddard, started to experiment with the
Binet test.

In order to determine the present status of psychology
in state institutions, leland and Goldberg sent a question=-
naire to 101 institutions for the mentally retarded in the
Tnited States and Canada, The questionnaire contained three
quesitions:

1. Do you havé a Psychology Department In
your institution?

2, If yes, how many membera?

3¢ What is the role smd function of pasychology
in the program of the institution?

Replies were réceived from 72 per cent of the total sent,
Thirteen reported that they had no psychologists. The 72
institutions which replied have 109,010 patients served by
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143 full-time and 1l part-time psychologlsts--approximately
725 patients per psychologiste

Functions of psychology departments indicated by the
above mentioned guestionnaire included intelligence testing,
cotnseling and guidance, case conferences, projectlve end
diagnestic testing, inservice training, psychotherapy,
research, outpatient clinic, achievement testing, program
plamming in team, functions unrelated to psychology, public
education, employee testing, aptitude testing, soclal case
work, and vocational rehablilitation.

Based on their findings, Lelend and CGoldberg felt that
the role of a department of psychology in a state institution
for the mentally retarded should best be defined as:

i, Mainteining a fulle-fledged partnershlp with the
medical, social service, colony (cottage) lifs,
buginess admninistration, send rehabilitation
(educaticn, training, and adjunctive services)

departments in the total progrem plamning of the
institution.

2, Being an integral part of the diagnosis, the
progrem planning, and the follow-up in the
rehabilitative processes of all patients.

3. Centering the specisl skills; training, and
experience of the psychologist in those areas
where he can be of greatest service to the re-
habilitgtion of the patient,

i, Initlating and/or cooperating in special areas
of research almed at finding better ways of
raising the patients? physical, mental, and
social efficlency.

5. Serving as part of the team in interpreting to
interns, semployees, parents, and toc the public
in general various aspects of mental retardation
with all assoclated handicaps and disabilitiss,

PORTER LIBRARY
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6. Participating in various other sctivitles not
incompatible wyith the functioms of the
psychologist,

Any institution which functions as a whole in the mannsr
previously outlined for an institutional psychology depariment
will have rehabilitation as its major role,

Israel Zangwill, a novelist of 1life in the London
Ghetto of the closing years of the nineteenth century and the
opening years cof the twentleth century, atates that the
mission of & psychiatric staff at am intenslve treatment
hospital 1s to rehabilitate the mental patient snd to return
him to socieby in the shortest practicable tima.é To do this
effectively, it 1s essentlal that the staff kmow the patientis
capacity for affective adequate interpersonal relationships,
and whether a loss of this capacity is temporary or permanent,

An article in Time by R. W. Waggoner, Chisf of Psychiatry
at the University of Michigan describes the ldeal institu-
tional setting for the emotionally disturbed child.! The
Children's Psychiatric TUnit at the University was designed
with a péaitive and negative factor in mind--the positive was
to make a hospital for children as much like home as possible.
The negative was to create a building in which the child could

not destroy himself or objescts. Here, there are no blg wards--

5leland and Goldberg, ope cite

6I¢ Zangwill, "Dislike of the Unlike,® The Psychological
Service Center Journal, 9:26, August, 1957.

TR, W, Waggoner, "Children'!s Mental Hospital; Children's
Psychilatric Unit," Time, 67:45-46, February, 1956.
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only rooms with one to four beds. Stafl members who oub=
number patisnts two to one wear no wnmiforms. The mit's
patient capacity is 75. Each patlent gets three to five
hours every week with one of the sixteen resident psychi-
atrists besides an individually tailored program of scheooling
and shop work., In the planning of the unit the first premlase
was that s mentaily 111 ¢hild has suffered a lack of some=
thing vital in bhis home 1ife and it would only meke things
worse Lo keep him in an old-fashioned ingtivubion.

Nothing in the review of literature indicated, howevelr,
that this rather ideal situation iz the rule for imstitutions,.

Another article in Pime stated that there were 800,000
patients in U. S, mental hesgpitals in 1956 and that in this
year, the itremendous rlise of these patients met its first
reversal (7,000 uvnder the 1955 count-=-despite the fact that
1956 was a record year for mental hospital adnmissions==8, 000
more than in 1955).8 The reversal proved a point doctors
bave beern making all along: "Many mental patients can be
restored to soclety if states will only spend the money for
intensified treatment and more personnel.” The average dally
expenditure for each state mental patient has risen gince
1945 from $1.06 to $3.26, the ratlo of employees to patients
from onie for every 6.8 to one for every 3.6 according to this

article, The rise has made it possible to treat more patients

8wgoperul Reverse,” Time, 69:79, January 28, 1957
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rather than just maintain them. With the impact of the tran-
quilizer drugs to help, many top state mental hospitals in
1956 were discharging from 65 per cent to 80 per cent of flrst
admlssionse.

The status of public mental institutions was clesarly
explained by W, (. Menninger in gpeesches that were dellvered
to the Oklaboma, Ohio, Pennsylvania, Michigan, and Kentucky
state legislatures.g Dr. Menninger stated that there 1is no
area of illness which hss potentially a higher rate of
recovery than mental i1llness, Not wlthstanding this high
recovery potentilal, mental patients occupy helfl of the hos-
pital beds in the United States. Each year 250,000 more
patients enter mental hospitals, Approximately 150,000 of
these (3 out of 5) never leave alive, According to Menninger,
®this is criminal, because 70 per cent of patients admitted
could, if adequately treated, leave the hospltal withln six
months, and.80 per cent within a year,”

Memninger has found that the nationsl average 1s one
psychiatrist for every 311 hospital patisnts. In Eansas the
average 1s one psychistrilst for every 56 hospltal patients.
Seventy-five per cent of those digcherged go back to pro=-
ductlive worke. . Thie faect strongly supports the rehebilltation
concept of institutions, Twenbty-five per cent of those

rolessed have to return (often because there 1s no place for

9W. ¢. Memminger, "Mental Patients Can Be Cured,™
Readers Digest, 69:13-16, August, 1956,
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them in their homes or communities), This rate of return teo
institutions suggests the need for more halfway houses throughe-
out thse nation. |

In recent years, admittance im Kangas hospitals has
trebled, yet the digcharge rate has reduced the hosplital
populstion by 1.7 per cent. This contrasts sharply with an
average increase of almost 15 per cent in the number of
patients in mental hospitals across the nation. Menninger
further says that some hospitals ascross the natlon are so
padly over crowded that they are still modified "snake pits.”

This portion of the review of literabture has veen
presented to give an Indication of the past, relative pressnt,
and possible future status of public institutions. Most of
this materisl justifies and defends the existence of publle
tnstitutions., Psrts of this litersiure prompt the investi-
gator o say that some Institutions are concerned aboutb
their furctions and obtained resulis and sre endeavoring bto
correct deficilenclies that may exist and lmprove staffs,

facilities, programs, and results.

B. Adsptive Behavior

Rencit states that mental retardation constliutes a
mode of Tunctioning which involves limlbations within the
humsn orgsnism. On thls score, the soclological or legal
aspects of mental retardation must be regarded as secondary.

It is time that we who work with the mentally

retarded snd want bto improve their functioning abilivy,
cease behaving like tail-chasing pupples and attempt



2l

an wunbiased loock at the problem, We should stop

peddling dead-snd definitions and turn to elaborsting

concepbualizations that will not only serve the

necessary descriptive funetlon of available defipitions,

but 8lso have the likewise necesi%ry advantage of

helping us get oubt of the woods,

atevens and Birch point out the fact that many chil~
éren with unusual snd bizarre behavior do not fit easily
into exlasting classification schemes. These authors feel
especielly reluctant about using the term brain-injured
except where there is ar sctual lesion and/or deterioration
of the brain. This article clearly states that any attempt
at classificetion should be approached from the standpoint
of central nervous system impairment, since this gives a
better insight into the varied types of personaliby disorders
and behavior impairment.ll

Kaliskl says, "Considerations which should enter Into
the selection of members of =& group or class ought To center
around behavior symptoms. The gross structure, the Gestalt,

of the group is as essential as the struncture program in

relation to the brain injured child's possiblie progressa”la

10g, P. Benocit, "Towerd A New Definition of Mental
Ratardationﬁ“ American Journal of Mentel Defilclency, Vol.

IXIII, No. L, (January, 1559), DDs 559-565e

11g., D. 8tevens and J. W. Birch, "A Proposal for
Clarificetion of the Terminclogy Used to Describe Brain-

Injured Children," Journal of Exceptlcnal Children,
Vol X}:IIIS Nos 2 (Hayg TQW)S PPa "3 96

121, Ealigki, "The Brain Injured Child~~Learning By
Living in & Structured Setting," American Journal of Mental
Deficiency, Volae IXIII, No. Y4, (Janusry, 1959), pre 688=695,
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Parents somebimes comment, "It is a nightmare living
with this childe™ This refers to overt behavior problems.
This article infers that institutionalization is a
good thing for many brain-injured children by stating that
a quiet, relaxed atmosphere of accepbance and belongling,
firmly and definitely delineated 1n regard to where and when
certain people must be and what tasks must be performed,
gives the child necessary support and emotional security.
The following guotations from Benolt help %o further
support the conceph of Adaptive Behavior:

In point of fach, the definiticns of mental re-
tardation usually shate the exlstence of a functional
deflcis, with or without sxplicit reference to socigl
milleu,

In effect, it is a behavioral deficit, with fallure
tc measure up to statistically derived expectationse.

The mentally retarded sre mostly persons who
cannot do things or be taught to do things, or who
have no potential to achieve expected levels of
problem~solvinget

Aceording to Garreti,

There is a great tendency, also, toc regard intelli=
gence as a guality of behavior rather than as an
entity or a thing in itselfs According to this view,
14 would be more correct to speak of “intelligiﬁt
bebhavior" then to use the term "intslligence.®+

Table III shown on page 26, and Tables IV and Vv, pags 27,

13m, P, Benolt, loc. cita

luﬁe E. Garrett, PA Developmental Theory of Intelligence, ™
Ameriean Psychologlst, 1:372-378, 196,
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reflect some of Hebert's work in the Manusl on Terminology

and Clasgifiestion in Mental Retarﬁation:15

TABIE IIXI

STANDARD DEVIATION RANGES CORRESFPONDING
TO LEVEIL: OF ADAPTIVE BEHAVIOH

e e o

% W
Statistical Range in Standard
Code Adaptive Behavior Deviation Units
0 No retardation of Adaptive Equal to or gresater
Behavlior than =1,00
1 Tevel - I (Mild but appe- ' ~1.01 to =2.25

rent end gignificant nega-
tive deviation from norms
and stendards of Adaptive
Behavior)

2 Tevel -~ II (Moderate but w2e26 B0 =3,50
definite negative devia=
tion from norme and stands
ards of Adaptive Behavior)

3 Tevel = III (Severe nega= “3s51 t0 =75
tive deviation from norms
and stendards of Adaptive
Behavior)

I Ievel = IV (Profound neges S =l 75

tive devistion Irom norms
and stendards of Adaptive
Behavior)

W

15Haber, ops cits, Table III, Ps 62, Tables IV end V,
pre 58-59.



TABIE IV

STANDARD DEVIATION RANGES CORRESPONDING
TQ MEASURED INTELLIGENCE LEVELS

<o i

o 1 e
P —— AT

Prpet e

Ievel of Deviatlon in

Range in

27

Statistical Standard

Code Measured Intelligence Deviatlion Tnits

0 Wo retardation in BEqual tc or greater

Messured Inbelligence than w1, 00

1 - =1.01 to =2,00

2 - =2,01 %o -ﬁ,oo

3 - =3,01 t0 =100

i .i =l.01 0 =5.00

5 -5 > «5,01

TABIE V
CONVERSION OF IQ SCORES ACCORDING
TO STANDARD DEVIATION VALUES

Level of Range of Level Arthur Point Revised Wechaler-
Deaviatlon In Standard geale of Per~ Stanford Bellevue
Tn Measured Deviation Tnits formance Binet Intell,
Intelligence Tests Tests Scale

-] =1.,01 to =2,00 B3I=67 83«68 81;-30

HE 3,01 to =00 }ho=33 51=36 Sli-h0

L1 ""-..]-o 01 'tO "5 a 00 32""16 35"'20

- > «5400 > 16 >20 ’

e aii

i)
—

a———

e
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Heber states that this two-dimensiocnal classificatlion
1s not intended to suggest that Adaptive Behavior and
Messured Intelligence are completely independent dimensionse.
Intelligence test performancss are adequate predictors of
some aspects of behavior (s.g8., potential for azcademic
achievement, verbalization, abstraction ability, etc.) which
contribube to, =nd in part comprise, total or general adsptive
behavior. Heber feels that although intelligence test scores
ané lsvel of adaptive behavior are related there will be a
gufficient number of discrepancies in level of performance
on the two dimensions to justify the dusl clasgsification.
Heber does not intend o substitute this classification
system for a total clinical evaluation., He hopes that this
system will provids a consistent gnd communicable method of
classifying data that will be of value for administrative
and treatment purposes. This classification syabtem can be
ugsed as a helpful guideline in setting an educational or
other habilitative program for an individual though 1t is
recognized that this must be supplemented by considsratlon
of all pertinent data.

Heber's concept of the Measured Inbelligence dimen=
sion is inkended for the clagaification of the current
intellectual functioning of the individual as indicated by
performance on objective tests deslgned for that purposs.

Heber doss not intend to reflect an inference of potential
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or absolute level of intelligence. His c¢lassification of

VMeasured Inbtelligence is based on the assumption that the

abilities measured by intellligence tests are distributed in

the general population according to the normal probabllity

CUI'VO s

The concept of Adaptive Behavior 1s best explained by

these'following quobtations:

The dimension of Adaptive Behavior refers pri-
marily te the effectlveness with which ths individual
copes with the natursl and social demands of his
environment. It has two major facets: (1) the
degree to which the individual 1s able to function
and meintain himself independently, and (2) the
degree to which he meets satisfactorily the
culturally~imposed demends of personal and soclal
responsibility.

Adeptive Behavior 1ls a composite of meny aspects
of behavior and a function of a wide rangs of specific
ebilities and dlsabilities. Behaviors which have
been subsumed under the designstion intellectual,
affective, motivational, social, motor, etc., all
contribute to and ars a part of total adaptation to
the environment, Since the behaviors sampled by
current gensral intelligence tests contribute to
total sdaptabion, level of function of the Measured
Tntalligence dimension will correlate with level of
Adasptive Behavior. There will be, however, frequent
individual discrepaacieg in levels of performance
on the two dimensions,l

The Vinelend Social Maturity Scale 1s perheps the best

gingle measure of adaptive behavior currently availlable,

according to Hebsr. IU is fairlj adequate as a measure of

adeptive behavior at the pre=-school level.

Teland in his suggested revisions of Heber'ts work in

Adaptive Behavior states the following:

167pid,, pe 6le
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The dimesnsion of Adaptive Behavlior as described
by Heber (1959) was said to "refer primarily to the
effectiveness with which the individual copes with
the natursl snd socisl demands of hils environment.®
This concept seems to be important and ugeful %o
psychologists, Howsver, as it 1s presently described,
Adaptive Behavior is too ¢loaely related tc the con=
cept of Measured Intelligencs, and has not been abls
to teke its place as a separate and distinet gquality,

We have long felt that there was a separabe and
distinct dimension present in the functioning of the
retarded child, This is noted for example, with
many of the Mongolold children, who may measure in
TQ's somewhere between 25 and L0, but who are able
to do many things for themselves in terms of gelf=
help and gelf-care abillities. They are often able %o
develop good interpersonal relationships, and can
be trained st certain occupational tasks so that
they can, for example, it into = sheltered workshope
Thus, we would say that in terms of Measured Intelli-
gence these children wonld f&ll into the Severe or
-l level, but we would certainly want to describe
them as only Moderately retarded in terms of Adaptive
Behaviore There are other children with whom we are
all familiar, who, because of severe orthopedic
hendicaps or severe physlcal damage, &as in the case
of the hydro-cephalic child, are totally bedridden,
generally nonfunciional, elcC., who nonethsless may
have s Messured Intelligence with IQ's in the 70's
and 80's or even higher. Thus, they would be
children whom we would describe as Borderline or at
ievel -1 of Measured Intelligence, who nonetheless
would appear to be Profoundly retarded in terms of
their Adaptive Behavior, if for example, the ¥ineland
Social Maburity Scale was used &s the criteris,

These and other similasr differences between the way
the child functions snd the way he is measured 11llus~
trate, we fesl, & definlte nesd for the considsratlion
of the two dimensions as suggested in the Memual on
Terminology and Classification (Heber 1959 .17

We gain thus, a way of judging whether or not the
patient could be returned to his own community or
whether he should rather be returned to some other
communlty where the needs are different and more in
keeping with his astual funetional level, The value
of this to vocational rehabilitation counselors,

17TR, Heber, loc. clie



social workers, pecple operating halfway houses,
sheltered workshops, etc., should be obvious. A&lso,
within the institution 1t becomes & much clearer
indicator of whether or not thse patient's needs are
primarily training or whether the extent cof bLis
smotional disturbance is such that he would also
require treatment. Thus, while the measure of the
IG in no way indicated whether or not the child is
primarily emotionally disturbed, the use of Adaptive
Behavior ag a measure with which to compare the IQ,
will give valuable information in this area. Thus,
we have a basls for assigning the patlent %o the
program within the institution that is mest tuned
to his specific needs, as well as a way of knowing
which children are ready to leave the Institution
and to what community area they should be assigned.

In swmeary then we feel that the messure of

Adeptive Behavior is & valuable measure and 1s an

jmportent new dimension to be asdded to our thinking

in rsgard to the d%agnosis and evaluation of the

retarded patientnl

This portion of the review of literatures, for the most
part, substantiates the nesd for the concept of adaptive
behavior in the evaluation of institubional patients by

professicnal people who work with the mentally subnormal.

C. Socisal Adjustment-~Soclety's Views on Institutionalization

It is believed by the investigator, that much of the

publicts feeling toward public institutions in general stems

from such books ss The Snake pit'Y and The Shame of the

Statea.20 The investigator has empirically found that many

181, Leland, “Suggesbted Revisions 1n the Evaluation of
Adeptive Behavior® (Parsons State Hospitsl and Training Center,
1960,) (Mimeographed.)

195, Undset, The Snake Pit (New York and London: Alfred
A, Knopf, 1929j.

204, Deutsch, The Shame of the States (New York:
Harcourt, Brace and Company, 19487,
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people feel that institutional 1life hss not changed. It is
sincerely hoped that conditions have changed in every instie
tution where inhumen trestment sueh as brutality, sadism,
degradaticn, etc., was the only form of itreaiment given.

On the other hand, the investigator feels that thils
type of literature has possibly helped to awaken and arouse
2 generally apathetlc and self-centersd soclety.

Deutsech describes in complete detail the horribls
conditions once existing in such plzess as The Thiladelphila
State Hogpital for Menbal Disgeases, Cleveland State Hospital,
Manhattan State Hospital, Nepa State Hospital, Ruckland
State Hospital, Milledgeville State Hospltal, Detreit
Receiving Hospital, Letchworth Village, Mason General Hospital,
Brooklyn State Hospitsl, and the Columbus Stabe Hospital. The
book moves rapidly from chapter to chapter and "hell hole® to
"hell hole." Deutsch pulls no punches--sickening photographs
are placed throughout the book and should aifect anyone.

The male Mincontinent werd™ was like a scene oub

of Dante’s Inferno. Three hundred nude men stood,

squatted ané sprawled in this bare room amld shrieks,

groans, and unearthly laughter, These represented

the most deterlorated patlents, Winter or swmer,

these crsatures never were given any clothing at

all. Some lay about on the bare {loor in thelr own

excrstee The fllthecovered wells and flcors wers

rotting away. ©Could a truly civilized cormunity

permit ?umans to be reduced to gsuch an snimal-like

level®Z

'The following guotations are from Martints article (fourth

in a serles of five articles denouncing care given in mental

2l1hid., De 496
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institubions) and refer to the inadequacies of some mental

hosplisals:

On admiszsion he was bathed, put to bed and given
calomele. That was Cctobsr 1, 1933, He was bounced
aromnd several chronic wards. In 1939 he was sent
t¢c an acute ward--"ge feel that they might wish %o
try the shock treatment on him." Elsctro-shock was
then the shining hope that drugs are mnow. But there
is no record that Stone ever got 1t.

There 1s indeed, no evidence that he ever
recsived any treatment whatscever in all his twenty-
three years at Columbus State., On down the years
the asttendants made their useless semi-illlterate
notes on him: Is very nervis...There 1s no change-e
teeth inspected by Dentes..elook shots for flewess
Weight 130, During the seven years between %9H2 and
1949 no doctor wrote a line on his records.s

Some peopls reading accounts of Institutional treatment
just deseribed, msy belleve that this type of treatment 1s
still the rule %oday in publle Institutions.

These quotations by Brecksnridge and Vincent are
concerned with institutional 1life in general:

It is an unfortunate fact of our society that a
certaln number of youngsters will find their way
into institutions, either because thelr homes are
unable to provide for them, or bscause no other
homes are available at the time, or becsuse thelr
own actions have brought them inte confliet with
the lew, Institutional 1life is not a normal life
for & child, Tc¢ the extent that chiidren in
institutions are removed from thelir homes and parents
and thrown intoe twenty-~four-hour~as-day confinement
with others in mass, they exlat under specizal duress.

Cohen goes on to explain, however, that in
institutions where good medlcal sand psychologleal
facilitiss exist and where the staff who handle the
children day by day have real wmderstanding of child

227, B. Martin, "Inside the Asylum,"™ The Ssturdasy Evening
Post, 229:36, November 3, 1956.
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needs much can be dome to promote desirable physical
and psychologleal development. The institution of
tomorrow will give as much conslderation to the emo=
tional life of the children as 1t does to food,
clothing and shelter,23

About & century ago, Dorothea Dix began her work to
improve the lot of the "human animals™ that barely existed
in a "Christlsn?® civilization. Fees were charged to watch
for sport the antics of these chained and tortured "’aa.rJL.‘LrnﬁL]..‘3."2}+

The investigator belleves that many of the feelings
and attitudes of society toward mental Institutions and
their usefulness are represented in a statement from Gantt's
book.25 Migss Gant points out, throughout her bock, mants
inability to complstely cope with the mentally deficient
end says that all mothers of mentally subnormal children
should turn to God for their greatest help and comforte

23y, B. Preckenridge and E. L. Vincent, Child Development
hysical and Psychologic Growth Through the School Years
Ethird edition; Pﬁiiaﬁeiphia and London: W. B, Saunders
Company, 1955), DPe 191-1-‘“1950

Zhs. H. Holbrook, Lost Men of American History, (The
MscMillan Company, 19567; PP. 152=5.

255. Gant, One of Those, The Progress of a Mongolold
Child (New York: Pageant Press Inc., 19 T)e



CEAPTER IIIX

METHQD AND DESIGHN

Procedures

This study has been established through the following
procedures: screening of institubtional files, evaluating
cages studles, development of the Adaptive Behavlior Rating
Sheet, personal cbservationz in the institubtional setting,
sdministration of the rating sheet, statisticel reduction
of findings, conclusions, and sumary of findings.

The investigator decided upon the two year period of
ingtitutionalization as stated in Chapter I because one
year or less would not be sufficient time to indicate the
effect of institutionalization on adaptive behavior of some
clinical types. With a period of tims longer than two years,
it was feared that the possibility of transfers and relsases
would greatly limit the number in the study samples

The conclusions will be based upon the statistical reduc=
tion of experimental cbservetions which will give the best
eatimate of the effect which is presumed %o exist. The
obtained results will be analyzed =nd recorded for only those
aspects of adaptive behavior which are overtly recognizable
and measursble as indicated on the Adaptive Behavior Rating
Sheet, This does not take into account those fine behavioral
qualities not readily observable which may exist,

The objective ratings were correlated wlth the PSH&TC
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subjective ratings on the sample. In addition to the obteined
correlations, addltional descriptive statistical procedures
were employed to yleld more information concerning the
Adaptive Behavior Rating Sheet.

It is nmot the premise of this study that institutions
salizetion will have much effect upon a patient's meagsured
intelligencse. Huntl points out that evidence from various
studies strongly suggests that a delsayed development in
measured intelligence ususlly has permanent effects upon IQe

Socisty 1s concerned with changes in the beshavior of &
mentally subnormals Thus, the eriterion for this study 1is
adaptive behavior. Can adaptive behavior be gquickly and
objectively measured? If this type of measurement is pogsi=
ble, how much does institutionalization affect a patient's

total bpehaviorsl sbtatus?

Develovment of &daptive Behavior Rating Shest

The firat major problem was o find sultabls items for
the rating sheet. Items had to be selected that would be
suitable for an institutional population with a wide chrono=
logical age range. The second problem in the rating sheet
development was to select and word items so that they might
be quiekly marked plus or minus (+ or o). 4 pilot study

of this type justifies an Arigtitinian approach in the attempt

‘17, Hunt, Inteliipgence and BExperience, (The Ronald
Press Company, 1961), Pe 36
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to objectify a heretofore completoly subjective adaptive
behavior rating system, This cholce of scale rating certainly
does not counter-indicate a more refined objectlve rating
system which may evolve following validity studies.

The Adaptive Behavior Raiting Sheet found in Appendix A
has forty=-five ltems.

Thirty-two items were obtained from the Vineland Social
Maturity Scale,2 seven from the Evans Scale,3 and slx items
were recommended by Leland.u _

A list indicating the source of esch individual item
will be foumd in Appendix Be. _

The fpllowing materials were used in the administration
of the Adaptive Behavior Rating Sheet:

penclls typing paper 2 tables Santa Claus

: ' picture

eprayons man's hat gun cat

scissors waste basket car book (lst grade
' level)

clock large panda yoyo train

hammer rubbsr ball donkey cup, saucer, &

apoon
board baby doll knife airplane
nails bean bag duck blocks

2E, A, Doll, Vineland Social Maturity Scale, Manual of
Directions, (Educational Teat Bureau, 1947)s PpPe U4=0e

3R. A, Evans, "The Development of & Multi-dimensional
Rating Scale for Msasuring Paychopharmacological Effects on
the Behavior of Institutionallzed Menbtally Retarded Children."
Tnpublished Maaterts thesis, Kansas State College of
PLttsburg, Kansas, 1961, ppe 77=85.

Ll"E"eax'sc:-na.il.. suggestion by H. Ieland,
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¥aterials which were placed on the table in front of
the subject were arranged in the order shown in Figure 1
each time the Rating Sheet was administered, All other

objects were handed to the subject.

{(Examiner)

) besan bag hammer & board elock

cup, saucer, & mife
spoon

: blocks gun bock train
ball
i  baby doll alrplane duek

car

pleture of yoyo cat
Santa Claus

donkey

(Subjeet) E pand.a

i
; mants hat

E waste basket

|
1
|
|
|

FIGURE 1

ARRANGEMENT OF MATERIALS
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Sereening of Institutional Files

The institutional files were first scresned to deter=
mine those patients who have been institutionalized at
Parsons between one year six months and two years six monthse
This llst contalned one hundred twenty-ones nemes, Ninety
patients were found to be sultable for the gsample in this
study, The reasong for not using the other thirty=-ons

patients are given in Tabie VI,
TABLE VI

SCREENING OF PATIENTS WHO, AS OF JULY 1, 1961,
HAVE BEEN AT PSH&TC EBETWEEN ONE YEAR SIX
MONTHS AND TWO YEARS SIX MONTHS

e e e e e e P

Humber of Patlenbs Dispensatiocn
90 Sample
28 Home visit
i Research project
1 Contagiocus diseass
1 Insuffieisnt case

history informabion

The next step in working with the filss was to study the
social welfare and pre-~admittance testing reports, when
avallable, to determine a probable pre=admlttance adaptive
behavlior level, _In this proesdure, item 21 was not applicable

snd items 22, 23, end 38 were applicable when the information
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represeﬁted by these items was present in the social welfare
reports. These assigned levels were based on the Adaptive
Behavior Rating Sheet and show o significant relationship with
the admittance evalushtions.

TUsing the team approach, the staff at Parzons evaluates
each new admission within three weeks from the date of
admittance and aceomplishea routine two yesmr re-evaluations
on each patient. Since the staff at Parsons is the authority
for this study, it is the PSHATC staff evaluation levels
which will be compared with the objective evaluation levels
obtained from the results of the Adaptive Behavior Rating
Sheet. The rating sheet is representative of behavior
evaluated in the admittance staffl meetings at PSH&TC, This
data is presented and analyzed in Chapter IV,

A11 testing, evaluation, end diagnosis was accomplished
by the Clinjcal 3taff at Parsons with the exception of persocnal
observaticnes of patients in the use of the Adaptive Behavior
Rating Sheet which was sccomplished by the investigator in

conjunction with the Clinical Psychology Department at Farsons.

Administration of Rating Sheet and Patient Obaservations

Items one to btwenty-three and thirty-eight to forty-
five were observed and marked on the rating sheet during its
administration by the investigatdr. After these items were
observed in the entlre sample, items twenty-four to thirty-
gseven were gcored by inberviewing cottage aides. All cottages

in the institution were represented by the sample and all
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weres visited by the invesitigator. This cottage visitation
gave the examiner an opporiunity tc observe the sample
pasients in their cobttage envircmment following the inter-
ViewWse
it is felt by the investigator that these ltems cover
the range of abilities and types of behavior for an average
institutional population of this type. HNo one in the samples
failed on all the items. Two patients scored satbisfactorily
on all forty=five items, but were on a2 lower Adaptive
Behavior Level on admission evaluabtion.
Discussion of 1ndividual rating sheet items:t
1. Patlent appeared for interview alone. It was noted by
the investigator from checking files %That some patlents
who at one time had to be taken everywhere by aldes,
now report to various parts of the institution by

themselves,

2. Attempt at speech--single words--scored plus if patilent
could gay one or more recognizable words.

3e Speech--talks in ghort sentences~=scored plus only 1if
patient could form words into & complete sentencs,

Lo Patient has recognlzable communication. Scored plus
only if words snd sentences made logical sense.

5. Patient shows signs of appropriate emotlone-obgerved
mostly while subject was handling or playing with toyse.

6. Pablent does not drool--an aspect of personal appearance,
therefore, conzidered an aspect of total adaptive
behavior,

7. Facles iz not overly sad or gay. Sewme as item 6.

8. Recognize familiar object--man's hat. Response noted
from request, "Hand me that hat please,”

9, Response to commandsg~=man's hat. "“Pub the hat back on
that table.®



10. Marks with penmcil or crayon. "Make me a picture.?

11, Does simple crestive work--gseme as item 10, Scored
plus if some form of a picture was actually accomplished.

12. Can write or print some words. Mlrite your name,®

13, Can write or print a sentence, "Write a sentence about
what you have done this summer,"

i, Cuta with scissors. "Cut this plece of paper off for
me .

15, Patient can read simple words., Subject could randomly
pick any words from a flrsi grade lsvel book,

16, Uses names of familiar objects==3 toys==if subject did
not voluntarily use names of toys, the question, "What's
this?® would be asked.

17, Grasps objects within reach--tcys. Some toys would be
placed within reach of subject, but would not be handed
to him,.

18, Initiates own play activities-~foys. No help given.

19. Patient unwraps a plece of candy. Subject had fo attaln
piece of candy by any manner of unwrapplng or tearing.
This ltem was not always given at this poeint--was some=
times given earlier or later to reinforce rapport.

20. TUses tools or utengilg-~hammer, nail, and bosard.
Subject would be handed the hemmer, the board with 2
nall already started would be placed directly in front
of him; "Hit the nall for me."

2l, Digavows literal Santa Claus, Shown a pilcture of Santa
Claus and asked, "Whe is this?® Response was then
obtained by asking, "What do you want Santa Claus %o
bring you next Christmas??

22, Tells time to the houre-clock--hand set (2200)«

23, Tells time to the gquarter hour. Clock hend set (2:15).

2lis Feeds self with spoon-méottage aide, Must feed self
with spoon consistently.

25. PFeeds self with fork--cottage side, Same ag item 2h.

26. Geta drink unassi:sted--cottage alde, Self explanatory.
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28,
29,

30,
31,

32

33e
34

35.

36

37

38,

39

ko
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Cares for self at table--cottage aide, Complete cars.
Cares for self at tolletw~-cottage aide, Complete care.

Dresses self except for tylmg--cottage alde.
Conslstently.

Exercises complete care of dress-=-cottage alde. Selfl
explanatory.

Bathes self wnassisted--cottage alde. Needs mo help im
ecleaning and drying self thoroughly.

Combs or brushes hair--cottage aide. Difflcult to
score with boys (most have very short haircuts).
Scored plus if aldes have knowledge that a subJect has
cared for hair in past or if, in thelr oplnion, he
could.

Performs responsible routine chores-=cottage aldes,
Most patlents who are capable have cottage duties to
perform and carry messageés or run errands.

Makes minor purchases--cottage aldes, Patlents do not
carry money, but have canteen tickets for the purchase
of refreshments or personal items.

Plays with other children--cottage alde. Scored plus
if subject usually plays well with obther children.

Plays competitive exercise games--cottage aide, Scorsd
plus if subject pleys a competitive exerciss game which
hss rules such as softball.

No sexual disturbances noted-~cottage aide. Scored
minus if masturbation has been excessive or dons openly
or i1f any perversion In sexual practices has been
noted.

Walks up and down stairs one step per tread unessisted.
This item was accomplished last on all subjects.
Exeminer said, “Come with me.® Examiner walked beside
subject up and then back down a short flight of stairs
just outside the examining room.

Patlent remained relatively still during interviewe.
On this item, normal nervous movements were allowed.

Inappropriate, gross muscular involved movements were
scored minus.

Patient does not make non-productive movementa--noted
mostly while subject reached for and manipulated toys.
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41. Inappropriate laughter is contrclled by the patient.
Normal lauwghter while playing or talking with examiner
wags not scored minus,

2z, Patient shows appropriate restraint in expressing
hos$ility. Scored minus if subject openly was agres-
sive with exeminer or acted out unusual agression with
toyse. Toys such as the hammer, gun, knife, end baby
doll were included in the materials used to observe
this it 31119

13, Patient can experience nermal reslaxation. Tnusual
tension was scored minus,

i, Patient does not show & sbartle reaction. BScored

minus if the subject was apparsently oblivious to the

gsituation or refused to speak or respond tc reguests.

Also scored minus if subject was too hyperactivs or

agressive to perform properly.

415, Patlent is neither withdrawn or aggressive. Scored

minus if the subject was apparently oblivious to the

situation or refused to speak or reapond to reguests,

Also scored minus if subjeect was too hyperactlve or

agressive to perform properly.

The administration of the rating sheet with the sample
took thirty~two clock hours or a little over twenty minutes
with each patient. Scoring was accomplished on the item Infore
mation obtained from cottage aldes after the information given
was confirmed by checking the night reports in each cottage
kept by the night aides.

Most of the ltems on the Adaptive Behavior Rating Sheet are
gubstantiated as beilng good indicators of adaptive behavior in

conjunction with child development in Child Development, Fhysical

and Psychologle Growth Through the School Years.>

5H. E. Breckenrlidge snd E. L, Vincent, Child Development,
Physical and Psychologic Growth (third edition; Pniladelphia
and london: W. B. Saunders Company, 1955.) Cheps. IV, V, VIII,
XI, XI1I, and XIV,
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S8tabisvics

The following statistical methods are employed in this
studys
In an attempt to develop a scale that could be used with

any population, the Arithmetlc Mean6 and Standard Deviation7

formulss were used, The mean for each chronclogical age
group, by definition, was used as the median for Adaptive
Behavior Level 1Il.

Sincs the data regarding the patients in the sample when
statistically reduced represented normative data, the standard
deviation method was used to determine the raw score limits
for the five adaptive behavior levels. With the mean for
each chronological age group as the median for Level il1,
two equal standard deviabtlons established the raw score limits
for sach level of adapbive behavior.

The correlstions used in this study were involved with
ordinal data in comparing the unlike objective and subjective

ratings., Therefore, the non~parametric methods of Chi-SquareB

and Contingency Coefficient’ were used to compare the differ-

ences and slmilerities found in the five levels of adaptive

behavior which represented unordered series of freguencies,

ég. F. Linquist, A First Course in Statistics (revised
edition; Boston: Houghton MAfflin Company, 1942), Pe 52

TIbido’ p. 71 a.ﬂd Pp. 75"'6.

83. siegel, Nomparametric Statistics (New York:
MeGraw=-H11ll IncCe, 19555, Pe 199

Q1ibid., p. 196.
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The statistical results sre presented in adaptive
behavior levels and then statistically analyzed for the
pre~admittance, admittance, Adaptlve Behavior Rating Sheet,
and two year staff re-svaluation levels,

Pinel results sre presented for each age group in the
sample by indicating the per cent of each age group which
has improved, remained on the same evaluation level, and
regressed to a lower evaluation level by PSHXTC stendards.
Percentages for the total sample are then given to show the
percentages of improvement, no change, and regression by
PSHE&TC professional judgement,

The correlations obtained will determine the success
achieved in objectifying the concept of adaptive behavior.

Scattergrams, line graphs, raw numbers, and percentages
are used 1n addition to the correlations for increased

deseription.

Population

This sample, with prior subjective adaptive behavior
ratings, represents twenty-one of the thirty-nine cliniesl
types llsted in Heber'!s "Simplified Medical Classification"

in the American Journal gg Mental Deficlencya.

The twenty-one e¢linical types ranging in chronological
age from nine years two months to twenty~one years séven
months with thirteen in the eight to twelve group and thirty-
nins in.the twelve.to sixteen group and thirty-eight in the

sixteen and over group 1ls consildered by the investigator to
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be an adequate and sufficiently representative sample for
this study.

As stated in Chapter I, not all patients in the sample
ape first admissions in an institution. Table VII shows

the location of all sample patients prior to adwmittance at

PSHE&TC.
TABLE V1T
TOCATION OF PATIENTS FRICR
TO ADMITTANCE AT PSE&TC
Number of Patlents Prior Location
38 Home
33 WSHATC #a
BI3 #b
1 &Is #C
7 KCRH %4
1 T3H *e
1M1W
%8 WSHXTC - Winfield State Hospital and Training Center
#b BIS - Boys Industrial School
#¢ GIS ~ Girls Industrial School
#d KCRH =~ Ksnsas Children Recelving Home
#e T3H = Topeka State Hospltal

Since there are no objective studies presently to be
found in the svailable literature on adaptive behavior, the
fact that only thirty-elght patients in the sample are ingtl=-
tutional first admissions should have no affeet on this study.
Otherwise, it could be possible for some pablents %o be
affectsd by training designed specifically to reise their
level of adaptive behavior.
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Table VIII gilves the relationship between the total
population at PSE&TC and the study sample. A closer rela-
tionship in msle~female percentages could not have been
atteilned except by chance or through selective sampling which

would have created a blased offect in this svudy.
TABLE VIIL

RELATIONSHIP OF INSTITUTIONAL
POPULATION TO STUDY SAMFPLE

Per Fer
Male Cent Temale Cent Tetal

Instituticnal Population 379 56 293 .  e72
8tudy Sample , 63 70 27 30 90

5 ratioc between the study semple and the one hundred
twenty one patlents previocusly mentioned is not considered
necessary because its mejor significance is discussed in the
study limitations.

A differentisl dlagnostic description of the semple
appears in Appendlx C and sn explanation of the ALMD simpli-
fied medical classification codes represented by the sample
is loceted in Appendlx D, |

Table IX, page 49, shows those clinical types by AAMD
code numbers that improved snd regressed between the admissicn

staff evaluation and the routine two year evaluatlon,



L9

TABLE IX

DIFFERENTIAL DIAGNOSIS FOR PCRTIONS OF
SAMPIE THAT IMPROVED AND REGRESSED

AXMD Code Wumber Inproved Regressed

12
31

-J

O
drHHHOOONNOOHOONOHO
M.
A OOCOMHNNERNRHOFRHFNDOM

This improvement end/or regression of certaln clinical

types will be discusssd'in Chapter Vo,



CEAPTER IV
ENALYSIS OF DATA

The following pages present in table form the statistics
employed in this study and the statistical results.

The instituticn is administratively divided into three
age groups {(8-12, 12-16 and 16 and over). The sample was
also divided into these agé groups. Tha age group, to a
large extent, determines a patient's educational, treaiment,
and vocationsl progrem in the institution, and an institutional
patient'!s chrouclogical age, as with normals, has a great
influence on his interests. The statistical presentations
are based on the three separate groups in the sample and
finally on the total sample.

In the preparation of the sbtatistical tables, the
patients! scores consiated of the total number of plus signs
as marked on the Adaptive Behavior Rating Sheet during its
administration. The scores were then arranged from highest
number of plus signs to the lowest number of plus signs for
cach age group. <The Mean and Standerd Deviation was then
obtained for each age group to determine the adaptive behavior
level of the patient based on the rating sheet,

Since the Adaptive Behavior Rating Sheat hag been
empirically found to represent the range of abllities and
attributes of %his institutional population (only two patisnts

scored plus on all forty~five items and no patlent scored
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zero), the mean score for each chronologlical age distribution
has been used as the middle value of Adaptive Behavior Ievel
I1Z.

This decision to ugs the Mean as the Medlan for Adapiive
Behavior Ievels I to V is further supported by showing a
ratic of admittance sveluation levels with the evaluated

levels for the whols lmstituticnal population.
TABLE X

RATIO OF PERCENTAGES IN AB LEVELS BETWEEN
SAMPLE AND HOSPITAL PCPULATION

s, s
A el e —

v IV ITT I1 I AB Levels

1 38 15 11 5 % of Bample
8 30 33 20 9 % of Hospital Population

The lnvestigator feels that there is a clese linear
relationship between the twc percentage scales. The ratio of
percentages occurred by chmmee in that the study population
1s a total sample of the hospital population who met selection
critertia., Both percentage scales reflect normative data., The
lowest relationship of percentages 1s found in Level ITI. The
only way & cloger ratlo could be obbtained for all lsvels would
be through select sampling, which would have affected the
objectivity of this study. Every patient who was physically

in the imstitution during the reseasrch time for this thesls



from the original screening list was used in the sample. The
exceptions to this have been noted in Chapter Iil.

Tebles XI = XIV show the distribution of the sample in
adavbive behavior levsls abt four stages for the three chronos
loglcal age groups and for the tobal sample.

Stage 1 = Pre-admittance levels baged on Adaptive
Behavior Rating Sheet

Stage 2 - Staff admittance Adaptive Behavior Levels

Stage 3 - CObjective Adasptlve Behavior Rating Sheet Levels

Stege 4 - Staff routine two year re=-evaluations

Egtablishment of the Adaptive Behavior Rating Sheet Jevels
invelves the follewlng datas

Tn the 8«12 group, the Humber is 13, the Mean 31, and
the Standard Devistion 3,10,

In the 12-16 group, the Number is 39, the Mean 28, and
the Standard Deviation L.21.

In the lb-over group, tbe Number is 38, the Mean 31, and
the Standsrd Deviation 3.78.

The distributions are then presented in the form of

scabtergrams ixn Table XV for more deseriptive information.
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TABLE XI

DISTRIBUTIOR OF SAMPLE EY ADAFTIVE
BEHAVICR LEVELS AT FOUR STAGES
8=12 CHROKOLOGICAL AGE GROUP

Pre-admitteance Adaptive Behavior Levels (4B Rating Sheet)

Adaptive
v v TII II I Behsvior Lsvels
g 7 1 Nunber of Patients

Admittance Adaptive Behavior Levels (Staff ratings)

Adaptive
v IV IiT 11 I Benavior Levels
i 7 2 Number of Patients

Objective Adaptive Behavior Levels {AB Rating Sheet)

Adsptive
v iv IIl N I Behavior LeVvels
il 5 1 Number of Patlents
Routine Two Year Evalustions (Staff ratings)
Adaptive
IV FLX LE I Behavior Levels

3 Number of Patients

=
-3
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TABLE XII

DISTRIRUPION OF SAMPLE BY ADAPTIVE
BEHAVICR LEVELS AT FOUR STAGES

12-16 CHRONOLOGICAL AGE GROUP

it
jree=

Pre-admittance Adaptive Behavior Levels (AB Rating Sheets)

Adaptive
v IV IIT RS I

Behavicr Levels
21 13 3

1 mWumber of Patients

Admitbance Adaptive Bohavior Levels (Staff ratings)

A IV IIX

Adaptive
11 I

Behevior levels
16 17

b L Number of Patients

Objective Adaptive Behavlor Ievels {AB Reting Sheet)
v v II1

Adapntive
IT I
5 L 17

Behavior Levels

11 e Humber of Patients

Routine Two Year Evaluaticns {(Staff ratiogs)

iv III i I
5 1 12 6 2

Number of Patlents
W

Adsptive :
Behavlor lLevels
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TABLE XIII

DISTRIBUTION OF SAMPLE BY ADAPTIVE BEHAVIOR LEVELS
AT FOUR STAGES lé-over CHRONOLOGICAL AGE GROUP

e ikl
e ree

Pre-admittance Adeptive Behavior Levels (AB Rating Sheet)

Adaptive
v IV TIL ey T Behavlor ILevels

2 19 10 I 3  Number of Patients

Admittance Adeptive Behavior Levels (Staff ratings)

Adsptive
v IV 111 11 T Behavior Levels
Il 15 5 }, Number of Patients

Objective Adaptive Rehavior Ievels (AB Hating Sheet )

Adaptive

h' iv 11X T L Behavior Levels
6 I 1k 8 6 Number of Patients
Routine Two Year Evaluations {Staff retings)

Adaptive
v IV IIT 1T 1 Behavior ILevels

& 10 11 7 i, Number of Patients

e e e

13



TABLE XIV

DISTRIBUTION OF SAMPLE BY ADAPTIVE
REHAVIOR LEVELS FOR TOTAL SAMPLE

Pre-admittence Adaptive Behavior Levels (4B Rating Sheet )

Adaptive
v v I1L IT I Behavicr Levels
3 L5 30 8 L ¥umber of Patients

Admittance Adaptive Behavior Levels (Staffl ratings)

Adaptivse
7 IV IIT . IT I Behavior ILevels
3 39 11 5 Number of Patients

Objective Adeptive Behavior Levels (AB Rabting Sheet

Adaptive
v Iv ITY TT I Behavior Levels
i 8 35 2l 9  Number of Patients
Roubine Two Year Evaluations (Staff rabtings)
Adaptive
v Iv II1 I1 I Behavior Levels

13 25 30 16 6  Number of Patients
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TABIE XV

SCATTERGRAMS OF ADAPTIVE BEHAVIOR
LEVELS AT FOUR STAGES

#3 PSH&ETC #2 PSH&TC
Admission Admisalon
Evaluaticns Evaluations

v

%
]
IV | |
11T L. 126[13 TET
i

l.
'3133 v 2l 6112
| 1609] 2] 2
52
. 1
1 II W WV I II Ili v v
Pre~admlission evaluations Adaptive Behavlior

based on Adaptive Behavior Rating Sheet
Rating Sheet

b4
—

- H
= i

fin]
]
i e

#3 PSH&ATC #| PSH&TC
Two Year Admission

Evaluations . Evaluatlicons
v ] 13 1 |1

v 1115 811 v 5118 11
gimnlela
7

1T | 10§20 IIT

1
Irih 12 | Izl
L

§
1/511 % 1 1
I T IZ& Iv V I ITHI IV ¥V

Adsptive Behavior PSH&TC Twe Year
Rating Shest Evaluations
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The first and third scattergrams in Table XV where there
ig no time interval involved in comparing two frequencles show
good linear correlatlon. Scabtergrams numbered two and four
which compare Ireguencies gilven at inbervals ol time twe
vears apart do not show as good linear correlations,

Ths scattergrams yleld the following descripiive infor-

mations

Scattergram #1 - 68 patients are on the same level, one
patient is one level lower by PSHETC
standards thean on the rating sheet, and
twenty-one patients are one level higher
by PSHATC stendards than on the rating
sheetb,

Scattergram #2 =~ 35 patients are on the same level,
thirty-four patients are one level lower
by PSH&TC standards than on the rating
sheet, three patients are two levels
lower by PSH&TC standards than on the
rating sheet, seventesn patlents are
one level higher by PSH&TC standards
than on the rabting sheet, and one patient
i1 two levels higher by PSH&TC standards
than by the rating sheet.

Scattergram #3 - 58 patients are on Lthe same level,
twenty-nine are one level lower by
PSH&TC standards than cn the rating
sheet, one patient is two levels lower
by PSH&TC standards than on the rating
sheet, and two patlents are one level
higher by PSEXTIC standards than on the
rating sheeta.

Since it is with the correlation between the PRH&TC two
year evaluations snd the Adaptive Behavior Rating Sheeb that the
specific problem of this study $s concerned, one must conclude
that fifty-eight out of ninety patients indicates good linear
correlation. For those patients not on the same level, it is

evident that the rating sheet tends to score higher than the



59

PSH&TC subjective ratings. There 1s only one case in which
the difference in adaptive behavior levels is more than one
levele

Seattergrem #i. - shows the amount of change over a two

year pericd betwsen two PSEETC Tatings.
Pifty=-three patients are on the same
level. Fifteen patients are now on &
higher level and twenty-two pabients
are now on & lower level.

The Contingency Coefficients and their statistical.
significance for the prevlously mentioned correlations is
presenbed in Tables XVI - XIX. With the Chi-Squars formula
presented In twenty-five cells and the degrees of freedom
being sixteen, the highest Contingency Coefficlent that can
be obtained is o839, Therefore, all correlation coefficienis
would read even higher if the data had been analyzed with
the Pearson Producte-Moment Coefficlent of Correlation.

211 Contingency Coefficlents are considered te indicate
good, positive correlations that are significant at the
>+001 level of confidence.

The relatively high correlation between the Two PSH&TC
ratings does not in itself indicate that institutionallization
hes a great affect on an individual's adaptive behavior. The
highest degree of correlation is between the FPSHXTC two year
evaluations and the Adspbtive Behavior Rating Sheet which does
support the general hypothesis that the subjective concept of
adaptive behavior does lend i1tself to objectification,

The investigator smalyzes changes in adapbive behavior

in the following menner--s change, either up or down, is to
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TABLE XVI

SIGNIFICANCE OF VARIANCE LEVELS

Pre-admigsion evaluations based

OF ADAPTIVE BEHAVICR

o
Adsptive Behavior Rating Sheet
Admission v 1
Levels 1 :
13 g1 0 L5 3
30 30 g;%‘ 50 50
= 31 5
3L 136 272| [ozo| [1530 102
90 50 30 50 50
111 &b 13
]
¥ fzel [z [l | B
60 5 50 %] 50
I ) b
= lyly 88 | aso) | L 33
901 20 90 90 90
G 1 | ,

d 20| [ko| [0| [e2| [
50} 90 | 50 | 90 | 50

It 8 30 hS 3

I T 111 v v

x2 = 165,873 ar = 16 P <,001
g = 8%




TABLE XVII

SIGNIFICANCE OF VARIANCE LEVELS
OF ADAPTIVE BEHAVICR

Adaptive Behavior Reting Sheet

PSH&TC
Admission vV i
Levels 1
9_ 24 35 2 il
50 50 50 50 50
g z 1l 6 12
3
06 816! |asc 272 £
w61 |Ee| Juxg) 2R M3
qr |2 |1 19 > 1
e Lol
56 50 50 GT) 50
r | b 5 2 |
11 ’
9 26 8 88 1ci
o kel 13F| (B =
15 L 1
. 120 17 o 0
BB s | &
: 2l 35 s 1
% II TET v v
%2 = 73,472 af = 16 P £.,001

61
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TABTE XVIII

SIGNIFICANCE OF VARIANCE LEVELS
OF ADAPTIVE BEHAVIOR

Ldeptive Behavior Rating Sheet

PSE&TO T
Two Ysar v _ i3
Fvaluations 13 :
7| (ae| juss| o) 82
a0 30 30 30 50
v 1 15 8 1
- | .
225 600 ﬁi% 200 350
50 90 9 S 90|
7T 10 20
20 ; . S
QZ% 120 1050 200 420
9 50 90 90 50|
1T L 12
16 T 1 . - ¥ 1.
1hdy 381 560 128 22h
| D) 30 90| 9 90
I b 1
& [ e
[5& wh| [z |48 '
50 90 5 150 |9
9 2l 35 8 b
T T 11T W v
x? = 178,761 ar = 16 P <.001

()
i

s 82



&3
TABLE XIX

SIGNIFICANCE CF VARIANCE LEVELS
OF ADAPTIVE BEHAVIOR

PSHATC Two Year Evaluations

PSHATO :
Admission WV L 1
Eyvaluations 1 -
6 16 0 2 1
L (% | B 1% |
v 5 18 ! Mv;
3 .
20 sl | 1020 859 Fﬁuz
_ 90 50| | 990 “%6 | 90
TIT 1 8 23 {6 1
2|l lew) ezl las| (g
o) 50 50 g SC
1T L 7 e |1
11 _ .
56 |76 ol 2 3
] el [ Rl 1
I5 B
10 80 150 125 65
Eh) 50 "%ﬁ 0 50
b 16 20 25 13
T 1T III v 7
2 = 108,83 ar = 16 P L001

C= .74



be oxpected due to & change of physical environment and per=
sonal contacte The increase in adaptive behavior is attri-
buted to the professional clinical treatment and braining
that the institution provides. Regression in adaptive
behavior may certainly be attribubed in part to a fallure

to meet institutional gosls with certain patients, Regres-
sion, however, must be comnsidered inevitable with our present
knowledge for those patlents whose prognosis involves a
progresslve deterloration,

By examining Scattergram #. in Table XV, the rsader
will find that fifty-tbree of the samplet's ninety patients
have the ssme two year re-svaluaticn level as thelr sdmittance
evalustion level., This, on the surface, seems to indicate
thet there has been no change in these fifty-three patlents
after two years in the institution. According te ILeleand,
it is quite possible for a patient to change up or down and
st111 romein in the same level. Siight improvement can be
considered good improvement and slight regregsion can be
congidered major regression for some patlents. This type of
change, however, is not within the scope of this study. The
above mentioned is commented on here only for clarity. It
seema ressonable to the investigator that the downward change
for some patients is to be expected due to a variety of
trestment end training programs having different goals and to
exogeneous factors beyond the control of the ingtitution,

Table XX glves the final results in changes in adaptive
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behavicr from sdmigsion to the PSH&TC two year re~evaluatlons

in relationshipy with measured intelligence.
TABLE TX

RETATIONSEIP OF MEASURED INTELLIGENCE T0 CHANGE
TN ADAPTIVE BEHAVIOR ILEVELS FROM ADMISSION
TO TWO YEAR EVALUATIONS

Adavtive Behavior Ievels

kbt

¥I Levels N ¥ Tmproved ©§ Same Level N Regressed
I 3 0 3 0
1T 17 3 iz Z
I11 28 il 1k 3
Iv 21 1 12 8
v 21 0 12 9
it 53 22

17% Improved
59% Same Level
21i% Regressed

There 1s another factor to consider 1n the final results
of the general problem that Table XX does not reflect, Of
the fifty-three patients that are on the same adaptive behavicr
level, elghteen are considered by the staff te have shown
improvement within their adaptive behavior level and some of
these are being considered for a higher program change.

Table XX indlcates that in this one study, those patlents
in Megsured Intelligence Level III show the greatesi chance for
lmprovement in adaptive behavior. Those patients in Measursd

Intelligence Levels IV and V show regression in adaptive

behavior,



CHAPTER V
SUMMARY SND CONCLUSIONS

As stated in Chapber I, the gereral problem of this
study 1s defined as an attempt fo measure tue effect of
institutionalization upon an individualtls adapiive behavior.
The effort applied in this study hes represented an attempt
to determine the amownt of generelized improvement or
regression of known mentally subnormal individuals following
institutionalization at the Parsons State Hospltal and
Praining Center at Parsons, Kensas, The investigator fesls
that one aspect of thisg objective has Dbeen accomplished by
showing the number and per cent of those patients whio have
advenced to & higher level of adaptive behavior or wio heve
regressed to a lower level, The amount of improvement or
regression is defined by the institutional definiticn of the
Adaptive Behavior Tevels employed ab Parsons,

The specific problem of objectifying the subjective
concept of adaptive behavior has been approached through the
development, administration, astatistical reduction of data,

snd correlation of the Adaptive Behavior Rating Shieet.

Review of Scope amd Limibations

The scope of this problem includes one experimentally
observed group of mentally gubnormel patients with an W of
ninety., The entire sample congisted of first admission

patients for PSH&TC who had been ingtitubtionalized at the
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Parsons State Hospital and Training Center for epproximabely
twe vears as of July 1, 1961,

The limitetions of thils study inelude:r (1} An ¥ of
ninety patients in the sample from one hospital in Southeasi
Rangase (2) The sample is restricted to patlents that were
in the institution during the swmer of 1961, This limitation
may have affected the results of this study because more able
patients are apt to bs the ones on sumer vacabion, i the
institution feels that a home visit wiil be beneficlal,

(3) another limitation is the chronclogical age range of six
to twenby-one, This administrative limiteation should be
considered minimal in effect since & differential diagnosis
in the area of mental subnormality will usually be sccom-
plished more readily with youmger people. (4t} The greatest
limitation is the subjective nature of this study. =Since
this study is concerned with human behavior, some subjec-
tivity must be included as & 1imitation, Behavioral expori-
mentation carnot be as specific or 1ntuition fres as laboratory
experimentation. For this reeson, one can be overly ceutlious
in the conclusions of a behavioral study.

Lelandl ctated Ghat for the last three years adeptive
behaviecr has bsen subjectively gtudied in various parts of
this country. Since these gtudies have been to00 subjective,

+hepre has besn no basis for assigned adaptive behavior levels.

1x, Teland, "New Trends in Nursing the Mentally Retarded,"
Part I, Division of Institubional Management, Kanses State \
Board of Social Welfare, Topeka, XKansas, De 8., (Mimsographed.
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Teland also mentioned in thls seminar that after a polint,

the concept of Intelliligence Quotient does notb tell us whatb

g person can or cannot do. Meny first admissions to instlbu-
tiens are referred without prior psyehological evaluatlons
and are sent to the ingtitutions mainly on the basis of their
adaptive behavior or complete lack of adapbive behavior 1n
the communlity.

while the mein usage of the Intelligence Quotient
concept centers around the ares of prediction, Adaptive
Behavior, with its emphasls on individual functioning, Indivie
dual responsibility, and social responsibility, finds 1ts
main usage in the areas of prediction, rehabilitation, and
training.

To approach an individual patient from the concept of
adaptive behavior rather than from the concept of measured
intelligence sappears to be the better approach for increasing
the invisibility of the mal~adapted deviant, This polint was
stpeagsed at the South Central Regional Conference of the
American Assoclation on Mental Defilcileney held at Topeka,
RKansas, on November 16 and 17, 1962,

Thus, an instltutional study to objectify and measure the
effect of institutionalization on adaphtive behavior is

considered by the investigabor %o be appropriate.

Sumary of Findings

Table XX, page 66, shows that seventeen per cent of the
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sample showed improvement by beling placed on a highsr adaptlive
behavior level after approximately two yesrs of institutional=~-
ization at PSH&IC, fifty-nine per cent remained on the sane
level, and twenty-four per cent ahowed regression by being
placed on a lower adaptive behavior level, This varlance
between admitbance adapbtive behavior levels and the PBE&TC
two yesr re-evaluations was found to be statistically
significent at the <.001l level of confidence.

meble XL azlso indicates that those patients In Measured
Intelligence Level III are more able to improve in thelr
adaptive behavior as the result of institutionalization than
are those patients in Measured Intelligence Levels I amd IT.
Measured Intelligence Levels IV and V show regression in
adapbive behavior, Since this rating sheet has not been
sdministered to a comperable group of individuals oubsgide
of an institution, 1t cannot be saild unegquivocally that
institutionalization per se was responsible for thess
observed chenges. Should this fact be proven through fubture
research, then it could be said that the lowest Measured
Intelligence Levels are unable to exhibit much ability in
adaptation or that possibly the institution used im this
atudy might desire to re-examine its programming procedures
for Measured Tntelligence Levels IV and V. However, these
are the lowest level patlents in the institution and much
improvement is not to be anticipated, It appears from this
pilot study that the imstitubtion 1s most effective with
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MI ILevel III patients. PSEXTC program gosls and procedures

shounld probably receive the most appralsal for MI Levels

I and Il.

Table IX, page 49, indicabes that with this particular
ssmple, the staff at PSHATC has been most sffective In
ralsing the adapiive behavior levels for familial clinical
types.

Those clinical types showing only regression Include
Phenylketonuria, congenlval cerebral defects, and encephsalo-
pathies assoclated with gtructural reaction manlfestations,
postnatal injuries, and metabolic or nutritional disorders.

These examples of regression could be eliminated through
seloctive admission policies involving clinical types having
a poor prognosis, but this would obviate one of the imstitu-
tion's functions, that of nursing care and personal menagemsnt,
This type of institutional selection could be accomplished
only if the cuatodial patients were segrogated 1n pediztric
oriented institutions, which might pe better equipped to care
for their needs.

Tesults cconecerning the general problem indicate that
institutionalization has & relatively small effect on adaptivs
behavior. However, too many variables exist to suggest that
these results are conclusive. One ertifeset in staff re~svalu~
ationa is the tendency of 2 gtaff member to lean rather heavily
on the previous ratings. Nany of the patlients who were oun

home visit and thersfore were excluded from the sample, &are



those patients who digplay good or improved adaptive bohavior.
1t is nobt within the scope of this study to include & meagure
of comparable patients outside of the ingtitution. GThis Lype
of measure would be most difficult in that the stenderds for
sdaptive behavier vary from community to community. On the
surface, it appears that institutionalized patisnts exhiblt
poorer adaptive behavior than those mentally subnormal
indivicéuals that are not institubionalized. 4 comperison of
the PSH&TC population with the mentally subnormal in any
given commmnity wouvld probably show that the institutionts

population is less mobile, more homogeneous, more struchtured

and has fewer social pressures with which %o conbende.

Concluzions

Teland has stated in the previously clited reference on
page 68 that the concept of sdaptive behavior 1s being
explored because there exigts & feeling &nong profespional
psychologists that the concept of Intelligence Quotient is
oo restricted and implies too much irreversibility for
treatment and training programs. Tt was also pointed out
that little gain will be made in the study of this new concepd
until it has received some objectification and standardization.

The general hypcthesls that the subjective concept of
adaptive behavior lends itself to objectification ig accepbed
at the 5,001 level of confidence, The Contingency Correlation
between the subjectlve PSH&TC two year evaluations and the

objective Adaptive Behavior Rating Sheet is 820
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At the present time, the Adaptive Behavior Rating Shest
is & non-validated instrument having only face validity and
good correlation with subjective ratingsg.

The investigator is hopeful that other investigators
will £ind this study worthy of further evaluation, refinement
and revision if necessary, and repeated asdminlstration.

The positive correlations, which were statistically
glgnificant, obtained in this study warrants further work in

objectifying the ccncept of adaptive behaviora.

Recommendations

First, that further correlation studies be conducted
under experimental conditions between the Adaptive Behavior
Rating Sheet and cliniecally subjective ratings., HMere
repetitions of an objective scale with the same sample would
have no outside criteria and would yield only reliability
informatlon,

Second, that the Adaptive Behavior Rating Sheet be
continually re-standardized umtil it encompasses the range
of local congiderations in the conecept of adaptive behavior.
This recommendation would make the rating sheet more useful
for the staff at PSHRTC. It is postulabed, however, that
the Adaptive Behavior Rating Sheet 1z rot restricted To use
in this ome institution. By using the mean and standard
deviation methods, one scale ﬁhen found to be empirically

valid could be utilized in different institubions or COMMNl-
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jties which may have adifferent requirements for an individualls
adaptabion,

Third, that other researchers be encouraged to study
and explore the possibilities of the concept of adaptive
behavior being useful in the areas of institutional treabment
and training programs, special education, and vocabtilonal
rehabillitation,

Adaptive behavior evidences promise as a nNew dimension
for classification of the mentally retarded as proposed by
Feber through cbservations of chenges in adaptation of the

mentally subnormale



BIBLIOGRAPEY



75

BIBLIOGRAPHY

Baker, Harry J. Introduection to Exceptionmal Children.
New York: The MacMillan Company, 195ite

Barr, Arvil S., Robert A. Davis, and Paimer 0. Johnson.
Educational Besearch and Appralsal, Chicago:
Je Be Lippincott Company, 1053,

Benolt, B, Paul. M"Poward A New Definition of Mental
Retardation,™ American Journal of Mentsal Deficiency,
63:556~565, January, 1959

Breckenridge, Marian N., and E. Lee Vincent, Child
Development sical and Psychologie Growth TErou%Q the
School YesrS. Third editions adelphias We Be
Saunders company, 1955

Brown, Clarence W., and Edwin To Chiselli. Secientific
Method in Pszeholoéx. New York: MeGraw-Hill Book
Ince, 1955. .

Company

Deutsch, Albert. The Shame of the States. New York:
Hercourt, PBrace snd Company, 1Qi 0,

Doll, FEdgar A. Vineland Social Maturity Scale  Manunal of
Dirvections. Rducational Test Bureau, 19E .

Evans, Ross Ae "The Development of a Multi-Dimensional
Rating Scale for Measuring Psychopharmacological Effects
on the Sehavior of Imstitutionalized Mentally Retarded
Children." Unpublished Masterts thesis, Kansas State
College of Pittsburg, Plttsburg, Kansas, 1961.

Gant, Sopbia. One of Those, The Progress of a Mon oloid
Child. New York: TPageant Press InCs, 1957

Garrett, He E. M"A Developmental Theory of Intelligence,®
American Psychologist, 1:372-378, 1946, .

Goldstein, Herbert. [PRopulation Trends in U, S. FPublic
Inatitutions for Tthe Tentally Deficient, JInstitute for
?esezrdh on Exceptional Chiidren, University of Illinois,

99=603.

Gorton, C., and Henry Lelend. "Levels of Adaptive Behavior.”
Paracns, Kansas: Parsons State Hospital and Tralning
Center, 1960, (Mimeographed.)




76
BIBLIOGRAPHY {(continued)

Heber, Rick. 4 Manual on Merminology and Clesgification in
Mental Retarastion. A Mcnograph Supplement to Amerlcan
Tournal of Mentéal Deficiency. Second editiom, Ihe
Tmerican Associstion of Mentval Deficilency, 1961,

Holbrook, Steward Ho Lost Men of Americen History. New
York: The MacMillan Company, 1006,

"Hopeful Reverse," Time. 69+79, January, 1957

mmt, Je McVe, Lnbelligence and Experience, New York: The
Ronald Press Company, 1561,

Ilg, Frances L., and Louise Bates Ames. Chlld Behavior.
New York: Harper snd Brothers, 1955, '

Kaliskl, Lobtte. "The Brain Injured Child = Lesrning By
Living in & Structured Setting," Americsn Journal of
Mental Deficiency, 63:688-695, Jenuary, 1959

Leland, Henry. “Suggested Revisions in the Evaluation of
Adaptivs Behavior.® Parsons, Kansas: Farsons Stete
Hospital anéd Training Center, 1960, (Mimeographed.)

"Wew Trends in Nursing the Mentally Retarded," Part I,
Division of Institutional Management, Kansas State Board
—F Soctel Welfare, Topeka, Kansas, De Os (Mimeographeds )

s and I, Ignacy Goldberg. URehabilitation of the
Thesitutionalized Mentally Retarded," Americen
Psychologist, 12:528~530, August, 1957

Linquist, Be F. A First Course In Statistics. Revised
edition, Bostom: Houghton Miffiin Gompang,_l?hz,

Louttit, C. Ms Clinical Psychology of Children's Behavior
Problems. New York: Harper and Rrothers rublishers,
Gl T '

Martin, J. B. fInslde the Asylum," Saturdey Evening Post,
229236, November, 1956.

Menninger, Williem C. "Mental Patients Csn Be Cured,”
The Readsris Digest, 69:l3-16, August, 1956,

Merry, Fleda K., and Ralph V. Merrye The First Two Decades
of ILife. New York: Harper snd PBrothers Publilshers,
1950,




77

BIBLIOGRAPEY (continued)

Rothetein, Jerome He Mental Retardation, Readings and
Resources. New York: Holt, Rinenart and Winston, 1961,

Siegel, S. Nonparamebric Statisbics. New York: McGreaws
Hi1l Inc., 1950

Stevens, Godfrey De, end Jack W. Birch. "Proposal for
' Clarification of the Terminology Used to Describe Brain-
Injured Children," Journal of Exceptional Children,
232346=349, May, 1957,

stoddard, Filda M., "The Relation of Parental Attitudes
and Achievements of Severely Mentally Retarded
Children," American Journal of Mental Deficiency,
63:576, January, 1959

Undset, Sigrid. The Snake Pit. New York: Alfred A.
Kaopf, 192G

Waggoner, Raymond We '"Children's Mental Hospital;
Children's Psychiatric Tnit, " Time, 67:45, February, 1956,

Zangwill, Israel. #nislike of the Unlike,® The Psychological
Service Center Journal, 9slli-li6, August, 1957.




APPENDIX



APPENDIX A

ADAPTIVE BEHAVIOR RATING SHERT

+ or O
Name = Case Number -
Cobbage = Birth Date - CA =
Afmission Date = Length of Tnatitutionaliizaticon -

Location prior to PSH & IC -

vre Evaluaticn Level - Admiszion Evalustion Level -

MT o=

-

Post Evalustion Level -

Total number cf +%s =

1.

2e

3e

Yo
5e

Patient éppearéd for interview alcne
Attempt at speech - single words

Speech = talks in short gsentences

Patient has recognizabls communication
Patient shows signs of appreopriate emotion
Patient does not drool

Facles 1s not overly sad or gay

Recognize familiar object - man's hat
Response To commends - man's hat

Marks with pencil or crayon |
F"Mﬂke me a pleture,”
Toes simple creative work—

turite a sentence
abont what you have
done this suwmer.”

Can write or print some words:}fwrite your nams,"

Can write or print a sentence



1o
15,
16.

20.

26,
27+

33
e
35
36,
37»

Cuts with sclssors

Patient can read simple words

Uaeg nares of familiar objects =~ 3 toys

Grasps cobjects within reach - toys

Tnitistes own pley achivitles ~ toys

Patient unwraps a plece of candy

Uses tools or utensils - haxmer, nall, and board
Disavows literal Sants Claus

Tells time bto the hour clock - hand se¥

(2200 and 2315}
Tells time to the guarbter hour

Teeds self with spoon
Teeds self with fork
Gets drink unassisbed
Cares for self at table

Czres for self at tollet

Dresses gelf excspt for tying Cottage Aldes
Recreation
Zxercises complete care of dress Supervisors

end/or Files
Bathes solf unassisted

Combs or brushes hair

Performs responsible roubine chores
Makes minor purchases

Plays with other children

Plays coxpetitive exerclse games 1

No sexuasl diasturbances no*i:e<3.—w#~—~-~~—il



38,

39

81

wWalks up and down stalrs one step per tread
mwmassigted

patient remalned relabively still during interview
Patient does not make non~productive movements

Inappropriate laughter 1is conbrolled by the
patient :

Patient shows appropriate restraint in expressing
hostility

Patient can experlence nermal relaxation
Patlent does not show & stertle reaction

Patient is neither wlthdrawn or aggressive



APPENDIX B

SCURCES OF INDIVIDUAL ITEMS
ADAPTIVE BEHAVIOR RATING SHERT

Vineland Evans Teland
Item Number 2 9 1



APPENDIX C

AAMD DIAGNQSTIC DESCRIPTICN OF SAMPLE

Patient Number

N T &~ S M « A X SR o VO R L  S o

K B G

i~
QWS

15
16
17
18

8~12 Group
Chronclogical Age

g=2

9=7

Qw8
10~0
10-1
10=~3
10=i}
10=5
10«6
10~8
11-3
11l=7
11-8

12-15 Group
12=5
12«5

12=9
12-10
12-11

AAMD Oéde Number

62~51

Bl=-51

79
62,5-10=29=3x~40=50=6x
32«33

21 2=2Xm30=0=50=6x
89
89=10a20=130=L0=0x=560

- 61

61 ¢ Xm10m20m3l=l1052=60
8151
32-10=20=3l=ljxa50~6x
61

32210=20=30-kl1~53~60
11 eX=10=20=30-10=53-60
32-68,2

6l ~10=20=30~11.0-50-60
89



Patient Nunber

19
20
21

G

12-16 Group [(continued}

Chronological Age

12-11
12-131
13=-0
13-3
13~6
13=b6
13=6
13+7
T3
138
13-9
13-9
13=10
13=~11
1140
10
1l =2
143
143
14-3

AAMD Code Number
31=10=20=30-}0«5x-60
61x=12.2-53

62,04

52
6G=1x=2%=30-10=53=50
62
6245=10=20=30=-110~52=60
61
3210-20%=30~ll~5E1-60
6l

61-51.

69=lix=53

33=bl=52
62m10=20=30=10=5 3=560
89=10~20~30~l10-50-68,50
61 o X =10=20~3l=}0~5 360
12-3xl=1
62=1%~20~30-146 -5 3=60
12%-10=20=30-40=51-60
61-9
89=l0=20=30=kli=53=60
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12-16 Growp (continued)

Patlient Wumber Chronological Age AAMD Code Number

Lo il-3 3} o X~ 10=2X = 30mly 05360
i -3 62-10-20=30=l10=52-63, 112
L2 - 1=l 81-10-20=30=l40-51-60
43 | 1l~6 6l =1%=20~30=10=50-60
Ly =8 6ly ~1Em20~30-110=50~60
b5 -9 89

Lé 1hell 89-10-2%=30=-40~50~EC
L7 15=-6 81Lm1x=22=3l el 0=50=6%
1,8 15~7 bly~1x~20=-30-l{0~50-60
4o 1510 6l

5C 15~10 T9=10m2x=30mlizm51=-60
5l 15-11 blym1x=20~30=-10~51=60
52 15=11 89

16-over Group

53 16=0 301 0m29m 301105 360
5l 16-1 83mbx

5y 16-3 6lim1 % ~20=30mi0=52-60
£6 Vo5 17~10~20=30-10m50=60
57 166 81~10-20~30=10~51~60
58 16-7 82~10~20=30-14.0~5x~60

59 167 62 45=10-2x=30-4x=51 60
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16=over Group {(continued)

Patisnt Number Chronological Ags  AAMD Code Number

60 16w3 89 (12,2-1)

61 16-9 12z ~Ll =51

62 16-9 6lim1z~20=30=110«50-60
63 16~9 89~52

an 16=10 82-83

65 16=10 5l

66 17-8 62

67 17-11 68=5 -

£8 16-1 6Laly=5

69 183 6lie5x

70 18-k 8lj=10-20=30-Lli=53=60
71 18-4 89 =1x=2G~30=k0=53=60
72 18-8 - 89=10=~2x~30=110=3x~60
73 18~8 bl mlxm20=33m0=50~bx
[ 18-9 33~10-29

75 18410 Bl 10=21=30=Li0=53-60
76 18-10 6l mlx=20-30=110=50=50
77 19~1 65~10~20-30-hx~51~60
78 19~k 11,3-&h-52'

79 19=l 12,1-10-20=30=l}1=53=60

80 19-~6 89=10~20~30=110=5x=60



14=-0ver OGroup {combtinusd)

Patient Number Chronclogical Age AAMD Code Number

81 19-6 ' 124 2~10-20=30-10=50=60
82 19-6 33=53

83 19=6 89-51

3l 19=9 8Gm10=20=30=}0=50-60
85 19-11 1g=52

86 20~ 62-13

87 20=-6 £2210=20~3x=}0=51-50
88 20-7 62=1.0-20-10-50-60

89 21-5 69=53

90 o Blim1xw20=30-410=~50=60



APPENDIX D

Differential diagnostic description of gample based on
AAVD Simplified Medical Glessifications

Code Degcription

11 Encephalopathy congenital, aasoclabed with
prenatal I1nfection

12 Encephalopathy due to postnatal cerebral infection

31 Encephalopathy due to prenatal injury

32 Encephalopathy due to mechanical injury at birth

33 Encsphalopathy due to anoxemla at birth

gl Encephalopathy due to postmatal injury

L2 Phenylketonuria

h? Hypothyroidism

L9 Encephalopathy, other, due to metabolic, growth,
or nutritional disorder

5l Neurofibromatosis (Von Recklinghausent®s disease)

52 Trigeminal cerebral anglomatosis {Sturge~Weber-
Dimitrits disease

61 Cerebral defect, congenital

62 Cerebral defect, congenital, assoclated with
primary cranial anomaly

6l Mongolism

69 Other, due to unkmown prenatal Influence

79 Encephalopathy, other, due to unknown or mncertein

caugse with the structursl reactions menifest



GCode
81
82

83

89
Description
Cultural-ramilisl mental retardation

Psychogenic mental retardaticn agsociabed with
envircnmental deprivation

Pagychogenic mental retardation assoclated with
emotional disturbsunce

Mental retardation associafed with psychotic
(cr major personality)} disorder

Mental retardation, other, due to umecertain
causs with the functional reaction alone manlfest






	THE CONCEPT OF ADAPTIVE BEHAVIOR IN AN INSTITUTIONAL SETTING
	Recommended Citation

	1963_07_Jones_J_C_P00i
	1963_07_Jones_J_C_P00ii
	1963_07_Jones_J_C_P00iii
	1963_07_Jones_J_C_P00iv
	1963_07_Jones_J_C_P00ixi
	1963_07_Jones_J_C_P00v
	1963_07_Jones_J_C_P00vi
	1963_07_Jones_J_C_P00vii
	1963_07_Jones_J_C_P00viii
	1963_07_Jones_J_C_P001
	1963_07_Jones_J_C_P002
	1963_07_Jones_J_C_P003
	1963_07_Jones_J_C_P004
	1963_07_Jones_J_C_P005
	1963_07_Jones_J_C_P006
	1963_07_Jones_J_C_P007
	1963_07_Jones_J_C_P008
	1963_07_Jones_J_C_P009
	1963_07_Jones_J_C_P010
	1963_07_Jones_J_C_P011
	1963_07_Jones_J_C_P012
	1963_07_Jones_J_C_P013
	1963_07_Jones_J_C_P014
	1963_07_Jones_J_C_P015
	1963_07_Jones_J_C_P016
	1963_07_Jones_J_C_P017
	1963_07_Jones_J_C_P018
	1963_07_Jones_J_C_P019
	1963_07_Jones_J_C_P020
	1963_07_Jones_J_C_P021
	1963_07_Jones_J_C_P022
	1963_07_Jones_J_C_P023
	1963_07_Jones_J_C_P024
	1963_07_Jones_J_C_P025
	1963_07_Jones_J_C_P026
	1963_07_Jones_J_C_P027
	1963_07_Jones_J_C_P028
	1963_07_Jones_J_C_P029
	1963_07_Jones_J_C_P030
	1963_07_Jones_J_C_P031
	1963_07_Jones_J_C_P032
	1963_07_Jones_J_C_P033
	1963_07_Jones_J_C_P034
	1963_07_Jones_J_C_P035
	1963_07_Jones_J_C_P036
	1963_07_Jones_J_C_P037
	1963_07_Jones_J_C_P038
	1963_07_Jones_J_C_P039
	1963_07_Jones_J_C_P040
	1963_07_Jones_J_C_P041
	1963_07_Jones_J_C_P042
	1963_07_Jones_J_C_P043
	1963_07_Jones_J_C_P044
	1963_07_Jones_J_C_P045
	1963_07_Jones_J_C_P046
	1963_07_Jones_J_C_P047
	1963_07_Jones_J_C_P048
	1963_07_Jones_J_C_P049
	1963_07_Jones_J_C_P050
	1963_07_Jones_J_C_P051
	1963_07_Jones_J_C_P052
	1963_07_Jones_J_C_P053
	1963_07_Jones_J_C_P054
	1963_07_Jones_J_C_P055
	1963_07_Jones_J_C_P056
	1963_07_Jones_J_C_P057
	1963_07_Jones_J_C_P058
	1963_07_Jones_J_C_P059
	1963_07_Jones_J_C_P060
	1963_07_Jones_J_C_P061
	1963_07_Jones_J_C_P062
	1963_07_Jones_J_C_P063
	1963_07_Jones_J_C_P064
	1963_07_Jones_J_C_P065
	1963_07_Jones_J_C_P066
	1963_07_Jones_J_C_P067
	1963_07_Jones_J_C_P068
	1963_07_Jones_J_C_P069
	1963_07_Jones_J_C_P070
	1963_07_Jones_J_C_P071
	1963_07_Jones_J_C_P072
	1963_07_Jones_J_C_P073
	1963_07_Jones_J_C_P074
	1963_07_Jones_J_C_P075
	1963_07_Jones_J_C_P076
	1963_07_Jones_J_C_P077
	1963_07_Jones_J_C_P078
	1963_07_Jones_J_C_P079
	1963_07_Jones_J_C_P080
	1963_07_Jones_J_C_P081
	1963_07_Jones_J_C_P082
	1963_07_Jones_J_C_P083
	1963_07_Jones_J_C_P084
	1963_07_Jones_J_C_P085
	1963_07_Jones_J_C_P086
	1963_07_Jones_J_C_P087
	1963_07_Jones_J_C_P088
	1963_07_Jones_J_C_P089
	1963_07_Jones_J_C_P090

