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EFFECTS OF FILIAL THERAPY OH MATERNAL PERCEPTIONS OF 
THEIfi MENTALLY RETARDED CHILDREN'S SOCIAL BEHAVIOR

CHAPTER I 

NATURE OF THE PROBLEM 

Introduction
There have been many group approaches under a wide 

variety of names employed to assist parents of mentally 
retarded children in understanding the psychological and 
social implications of the handicapping condition. Group 
counseling (Goodman and Rothman, 1961), group education 
(Ambrosino, I960; Auerbach, 1961), group therapy (Coleman, 
1953)» and parent education (Dybwad and GoUer, 1955; Green 
and Durocher, 1965) are only a few of the methods presently 
used to help parents of retarded children.

The stated purposes of these different programs have 
been variously defined, but it is quite evident that many 
of them have a therapeutic orientation for the parent, i.e., 
the gaining of insist, increasing realistic understanding 
or reducing neurotic non-acceptance of mental retardation.
It is also evident that the goeils have been somewhat vague
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2
and poorly defined as exemplified "by Beck (1959) in 
describing "group counseling." This author states:

In group counseling we are not concerned with intensive group therapy, but with casework counseling 
in groups. Goals eure: personality reintegration andadjustment to reality. Group processes and teaching 
methods are combined to afford the individual relief 
from tension, understanding of children's behavior, and techniques for handling specific problems (p. 228).

' In addition to being vague, the above definition also 
discloses a certain contradiction. In view of the con
troversy over the similarities and differences between coun
seling and psychotherapy (Patterson, 1956; Tyler, 1969), the 
goal of "personality reintegration" for group counseling 
seems contradictory to the statement that this particular 
approach is "not concerned with intensive group therapy."

The matter of making a definition of a specific 
technique congruent with the established goals of that 
approach is complicated even further when one introduces the 
third major approach; i.e., parent and/or group education. 
Although Auerbach (1961) does not mention group counseling, 
she does make a distinction between "parent group education" 
and "group therapy," while shedding further li^t on the 
nature of group therapy. She explains:

In parent group education, the goal of the leader 
is to help group members explore all aspects of the 
situation in which they find themselves with their children, to gain greater knowledge and understanding of their children's physical and emotional develop
ment, of their role as parents, and of the complexity of parent-child relationships. They do this through 
exchange of ideas and experiences within the group 
interplay, looking at both facts and feelings—



their*s and their children's* Sharing their reactions 
with others under skillful leadership seems to free 
parents to move on to new attitudes and new behavior, or to have greater confidence in what they are already 
doing.

The goals and techniques of group education are 
different from those of group therapy. The group education leader does not focus on the pathology of the members, or probe into the unconscious. Although he 
must take into account the unconscious factors that 
influence behavior, he deliberately directs group 
thinking toward aspects of ego functioning in order to 
develop ego strengths (pp. 135-136).

One can conclude from the above discussion that many 
professionals have recognized that parents of mentally 
retarded children ̂  need some type of assistance in coping 
with the myriad problems that the family experiences in 
relation to the handicapping condition. However, the pri
mary question still remains: "What type of assistance do
the parents need?"

In this regard, Dybwad (1964) has observed several 
changes in the focus of parent groups, with one being espe
cially relevant to this particular study. That is, there 
has been a change in emphasis from asking "What happened?" 
to "What can I expect from him and what can I do for him?" 
The latter question reflects a more positive and hopeful 
attitude toward the mentally retarded individua]. and his 
capabilities.

Althou^ mentally retarded children have been 
receiving increased attention from the professional speci
alties of medicine, psychology, and education, often the 
ultimate responsibility for the care and adjustment of the
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mentally retarded rests with the family. It is axiomatic 
that parents play an important role in the social adjustment 
of their child, regardless of the child's intellectuEü. abil
ity. Vhether or not the mentally retarded achieve maximum 
personal and social adjustment depends, to a great extent, 
on the attitudes of parents toward the handicapped child.
As was succinctly stated by Willey and Waite (1964), "The 
attitude of parents toward their mentally retarded child 
determines the success or failure of family life and the 
life of the child (p. 193)."

The attitudes and behavior of parents toward their 
retarded children have been investigated (Condell, 1966; 
Grebler, 1952; Kanner, 1953; and Love, 1967-68); however, as 
Haring, Stein, and Cruickshank (1956) observed, research 
regarding the attitudes of parents and other individuals 
toward the physically and mentally handicapped person is 
grossly limited.

From these research studies just cited, it was gen
erally concluded that parents of mentally retarded children 
need professional guidance in their efforts to accept and 
adjust to their child's handicap. Regardless of when the 
parents leam that they have a retarded child, at birth or 
several years later, the parents are always vulnerable to 
psychological trauma that often accompanies the professional 
diagnosis of mental retardation. Many parents of retarded 
children must cope with some or all of the following
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feelings: "anxiety, hostility, guilt, shame, and feelings
of rejection (Willey and Waite, 1964, p. 208)." How the 
parents ultimately adjust or fail to adjust to the perceived 
physical and psychological handicap of their child is an 
individual matter; there are no set patterns of parental 
reactions to knowledge of their child's mental retardation. 
However, Kanner (1953) has distinguished three principal 
types of reactions or attitudes: (1) mature acknowledgment
of the actuality and acceptance of the child; (2) disguising 
of reality hy blaming others for the child's handicap and/or 
failures or seeking magical cures; and (3) complete denial 
of the existence of mental retardation.

The implicit, if not explicit, purpose of parent 
counseling or parent education groups is to help the parent 
gain greater knowledge of the nature of mental retardation 
in general and more understanding of their own mentally 
retarded child in particular. With this increased knowledge 
and insist, it is assumed that parents will be able to dis
play greater understanding and acceptance of their retarded 
child. While this assumption may be questioned, the fact 
that parents of mentally retarded children are not ade
quately informed regarding the nature of mental retardation 
was borne out in a study by Love (1967-68) in southwestern 
Louisiana. Althou^ the study was somewhat limited in terms 
of geographical area, it was found that "parents not having 
mentally retarded children displayed greater knowledge of
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mental retardation (p. 105)" than did parents who had 
mentally retarded children.

This situation may be due to the lack of adequately 
trained professionals being available, or it may be that the 
parents do not avail themselves of professional counseling 
services. Regardless of the cause, it seems apparent that 
p&urents of retarded children are inadequately informed as to 
what they can and should expect from their retarded child 
and how to deal with problem behaviors. Consequently, the 
parents of retarded children have needlessly had to suffer 
prolonged guilt and despair over the child's handicap.
These attitudes and ego-deflating self-recriminations have 
forced the parents to deny or to engage in other defensive 
behaviors designed to cope with their negative feelings 
about themselves and their mentally retarded child.

Since many parents of retarded children are not 
adequately informed regarding the nature of mental retar
dation, there should be little surprise that they often 
vacillate between being too demanding on the one hand and 
too protective on the other. While the end result of 
either extreme is disastrous for the retarded child, his 
trying to adapt to an inconsistent relationship with 
parents poses adjustment problems also.

Levi (1943) and Willey and Waite (1964) have noted 
that maternal overprotectiveness is a rather typical rela
tionship with deformed or defective children. Due to



7
already existing guilt feelings, parents of retarded chil
dren tend to err on the side of being too lenient. Speaking 
specifically of the parents of the mentally retarded child, 
Willey and Waite (1964) state:

They are characterized by their intense resistance to 
any realistic recognition of the limitations of capacities of their children; by their withdrawal from 
social activities; and by their overprotection of 
children (p. 208).

Overprotection, in this sense, can be defined as the 
failure of parents to permit, if not encourage, their handi
capped child to do the things which he is capable of doing. 
Thus, the retarded child is placed in future jeopardy by not 
being expected and required to accept responsibilities which 
he could negotiate with encouragement and support. In this 
regard, Jordan (1961) claims: "The retarded child is often
led, as are many other handicapped individuals, away from, 
rather than toward, the development of traits necessary for 
social-vocational competence (p. 10),"

Since Mfred Binet developed his mental tests in 
1905# Kirk and Johnson (1951) note that professional edu
cators and others have had much interest in: " . . .
knowing the abilities, disabilities, and personality struc
ture of mentally handicapped children so that more adequate 
social and educational provisions can be made for them 
(p. 57)."

There is ample research evidence to indicate that 
the retarded can become productive members of our society.
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Menolascino (1970) indicated that R. B. Edgerton's book enti
tled, The Cloak of Conqpetency

well illustrates the wide range of adjustive styles of the adult retardate and dispels the common profes
sional stereotype of the passively compliant and socially-vocationally inept individual in our contem
porary society (p. 717).

Unfortunately, too many teachers and parents believe 
that the numerical I.Q., as obtained on intelligence tests, 
limits a person in terms of his academic and social achieve
ment. That is, it is assumed that the child who has an I.Q. 
below 80 is destined to fail in whatever he attempts. This 
writer is not criticizing the responsible use of psycho
logical tests; however, it appears that too much emphasis 
has been placed on the quantitative results without con
sidering the equally important social and emotional factors 
that affect intellectual performance. These important vari
ables should cause one to question the literal use of the 
intelligence quotient of many standardized intelligence tests 
in use today.

The public schools have possibly contributed to this 
problem by stressing the importemce of obtaining some 
"objective" score relating to the humem intellect or 
achievement in order to categorize mentally retarded chil
dren. There have been several classification systems pro
posed to designate intellectual differences, with each 
system being based on different criteria. However, the 
various systems have been typically "devised around



9
(1) degree of mental deficiency, (2) etiology, (3) clinical 
■types, or (4) educational or behavioral level (Hunt, 1969, 
p. 829)." For pui^oses of this discussion, attention will 
be limited to the classification systems dealing with the 
degree of mental deficiency, educational levels, and 
behavioral levels. Each of these approaches utilizes the 
numerical I.Q. as a basis for categorizing an individual 
into different levels of competency.

Table 1 describes the classification system which is 
commonly accepted in institutional and clinical settings.

TABLE 1
CLINICAL CLASSIFICATION SYSTEM OP MENTALLY BETARDBD*

Clinical Labels I.Q. Range(All I.Q. Tests)

Borderline Mental Retardation 68-85
Mild Mental Retardation 52-67
Moderate Mental Retardation 36-51
Severe Mental Retardation 20-35
Profound Mental Retardation 20

^Adapted from American Psychiatric Association (1968).

As indicated by the clinical labels, the different degrees 
or levels of mental deficiency are clearly denoted. This 
particular system is not to be confused with the one using
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"clinical types," When using clinical types as a classifi- * 
cation system, one is referring to certain physiological or 
organic disturbances which have unique pl^sical character
istics, e.g., mongolism, cretinism, and hydrocephaly.

Table 2 presents a classification system of the men
tally retarded which is quite common in the public schools;

TABLE 2
EDUCATIONAl CLASSIFICATION SYSTEM

Educational Labels I.Q. Range(All I.Q. Tests)

Slow Learner 75-90
Educable Mentally Retarded 50-75
Trainable Mentally Retarded 25-50
Custodial Mentally Retarded 0-25

*Adapted from Love (1969).

however, these particular I.Q. levels are not necessarily 
accepted by all school systems. In some communities, there 
has been a trend toward raising the I.Q. levels, e.g., 55-80 
for the educable mentally retarded (Hunt, 1969). In com
paring the clinical classification system with that used in 
our public schools, one will notice that not only are the 
labels different, but the I.Q. ranges are considerably 
different.
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The American Association of Mental Deficiency (AAHD) 

has proposed "a five-level classification system based upon 
the corresponding deviation scores on a reliable intelli
gence test (Hunt, 1969, p. 829)." Although this "Behavioral 
Classification" approach is slow to gain acceptance in the 
public schools (Hunt, 1969), Benton (1964) notes that this 
approach "describes mental retardation in terms of two 
positively correlated dimensions, measured intelligence and 
adaptive behavior (p. 26)," This is presented in Table 3.

TABLE 3
BEHAVIORAL CLASSIFXCATIOH SYSTEM OF MENTALLY RETARDED*

I.Q. Range
Level nenavioraxLabel SD Range

WAIS or Wise Stanford-
Binet

V Borderline —1.01 to —2.00 70-84 68-83
IV Mild —2,01 to —3,00 55-69 52-67
III Moderate -3.01 to -4.00 40-54 36-51
II Severe —4.01 to —5.00 25-39 20-35
I Profound to —5.00 25 20

*Adapted from Heber (1959).

Hunt (1969) summarizes some of the problems that have 
been encountered in trying to develop a more descriptive 
method of classifying the mentcQly retarded which will meet 
with universal acceptance. He states;
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The once popular clinical classification hy degree 
which used the terms "moron" (I.Q. 50-70), "imbecile" 
(I.Q. 25-49)t and "idiot" (I.Q. 0-24) has generally been replaced by the classification using descriptive 
terms, such as "mild," "moderate," and "severe," and 
in educational settings particularly by terms such as 
"educable," "trainable," and "custodial." Unfortunately neither diagnosis nor prognosis is affected by 
a simple name substitution, and the limitations in 
such classifications have remained. Further, the same descriptive terms have been applied to different 
I.Q. levels, so "severe" may be used to designate I.Q,
50 and below in one system, I.Q. 25-49 in another, or 
I.Q. 25 and below in still another (p. 829).

As observed by Robinson and Robinson (1970):
Mental retardation is not a disease entity like 

measles or pneumonia; a person is judged retarded only 
in the context of the community in which he lives, and 
in relation to the precise demands which are placed 
upon him (p. 618).

While psychometric and observational data are useful 
in terms of learning at what level and how a person operates 
under controlled and standardized conditions, "caution is 
vital in evaluating children in li^t of the work of other 
children. While not rejecting test data . . .  we can see 
that I.Q. *8 are not to be interpreted literally (Jordan, 
1961, pp. 14-15)."

Realizing that it is impossible to build enough 
institutions to care for all of the retarded individuals in 
our society and considering the research findings that the 
retarded can leam to live a useful and productive life, 
"most experts now agree that the local community is the 
best place for treatment and training (Love, 1968, p. 1)." 
Covert (1965) attributes the increased possibility of the 
retarded individual to realize more of his potential if
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cared for in modem community facilities to the "stimulus, 
care, and encouragement of family living (p. 67)."

In this regard, many communities have recognized their 
responsibility and have implemented programs to meet the 
needs of the mentally retarded and other handicapped 
individuals. However, it is readily admitted that much more 
needs to be done, particularly in the more sparsely populated 
areas of the United States (Isenberg, 1966). If we are to 
salvage the vast human resources of the mentally retarded, it 
is imperative that we attempt to help them before institu
tionalization becomes necessary. To this end, the retarded 
must be helped to acquire the basic skills of self-care in 
order to live as independently as possible in society.

Conceptual Frame of Reference for Study
In recent years, more and more attention has been

drawn to the critical shortage of professional personnel to
cope with the ever increasing mental and emotional problems
of our society. Hobbs (1963) gives the following admonition:

Much of the practice of clinical psychology as well as 
psychiatry is obsolete. A profession that is built on the fifty minute hour of a one-to-one relationship 
between therapist and client . . .  is living on borrowed time. The only substantial justification for 
investing the time of a highly trained professional 
person in the practice of psychotherapy as we know it 
is the possibility of discovering new and more efficient ways of working with people who are in trouble 
(p. 3).

The above comments do not relate only to the treat
ment of adults. Continuing to quote Hobbs (1963), he states:
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Clinical psychology should now reclaim its birth- 

ri^t and devote itself primarily to problems of 
children. Fully one-half of our resources for the 
conduct of research and the provision of services 
should be invested in people under the age of twenty. 
Mother one-fourth of our resources for research and service should be invested in adults who are identi
fied primarily through their relationships with 
children (p. 3).

As originally conceived by Guemey (1964), filial
psychotherapy "represents an attempt to develop a new method
incorporating both of these goals (p. 304)." As defined by
Quemey (1964):

Filial therapy involves training parents, in groups of 
6 to 8, to conduct play sessions with their emotionally 
disturbed young children, using an orientation and methodology modeled after client-centered play therapy. 
After training, the parents continue their weekly group sessions . . . with the therapist to discuss results, 
conclusions, and inferences about their children and 
themselves (p. 304).

For this study filial therapy was modified and 
extended in two important ways: (1) only the mothers were
used in this study, as opposed to both parents, and (2) the 
target population of this study was educable mentcuLly 
retarded children rather than emotionally disturbed 
children.

For the purpose of the present investigation, filial 
therapy was defined as the use of mothers of educable men
tally retarded children as intervention agents in facili
tating more adaptive social behavior in their educable 
mentally retarded children.



CHAPTER II

REVIEW OF THE LITERATURE

The research literature examining the use of parents 
as intervention agents to employ behavior modification 
techniques with their retarded child involves two major 
areas; (1) the training of lay or para professional persons 
as therapeutic (behavior change) agents, and (2) behavior 
modification with the mentally retarded. If one searches 
for studies evaluating the use of lay or para professionals 
with the mentally retarded, the available literature is sub
stantially reduced. When restricting the topic to the use 
of parents (filial therapy) as intervention agents using 
behavior modification techniques with their own retarded 
child, the related literature is virtually nonexistent.

There is a voluminous amount of literature relating 
to both areas as separate entities. Also, there are several 
excellent comprehensive reviews of the available literature 
attesting to the efficacy of: (1) the use of para profes
sionals to help meet the ever-growing need for social 
services (Carkhuff, 1966; Carkhuff, 1969a, 1969b; Gordon, 
1965; Holzberg, 1965; and Re iff, 1966), and (2) the

15
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application of behavior modification techniques to modify, 
change, or influence a wide variety of behavior disorders 
(Bachrach, 1962; Baer, Wolf, and Risley, 1968; Bandura,
1969; Biderman and Zimmer, 1961; Eysenck, I960; Krasner and
Ullmann, 1967; UUmann and Krasner, 1965; Ullmann and
Krasner, 1969; and Ulrich, Stachnik, and Mabry, 1966),

The majority of the above reported studies have been
conducted in mental hospitals, out-patient clinics, public 
and private school classrooms, and research laboratories by 
both professionally and non-professionally trained thera
pists, However, there is growing evidence that parents can 
serve as effective behavior shaping agents in the home, if 
given appropriate information, as will be evidenced by the 
following studies.

This literature review will be concerned only with 
those studies which directly involve the use of parents to 
act as therapeutic agents for their child, regardless of the 
emotional, mental, or physical malady. The types of prob
lems had to be extended due to the limited number of studies 
relating to the population of this study, the mentally 
retarded.

Filial therapy has been acknowledged as a "new psy
chotherapeutic method that extends specific Rogerian 
approaches to the training of parents , , , (Stover and 
Guemey, 1967, p. 110)," However, one can find precedent 
cases, prior to Rogers and Guemey, where parents were
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employed as therapeutic technicians. Perhaps the first 
attempt of a professional therapist to actively employ a 
parent as a therapeutic agent was made by Freud. The ini
tial report was published in German in 1909; however, an 
English translation of the detailed account of the "Analysis 
of a Phobia in a Five-Year-Old Boy" can be found in Freud's 
Collected Papers (1959). Speaking of this endeavor, 
although from a psychoanalytic vantage point, Freud states:

. . .  the treatment itself was carried out by the 
chi Id's father . . .  No one else, in my opinion, could 
possibly have prevailed on the child to make any such 
avowels; the special knowledge by means of which he was able to interpret the remarks made by his five- 
year-old son was indispensable, and without it the 
technical difficulties in the way of conducting a psychoanalysis upon so young a child would have been 
insuperable. It was only because the authority of a 
father and of a physician were united in a single person, and because in him both affectionate care and 
scientific interest were combined, that it was possible in this one instance to apply the method to a 
use to which it would not otherwise have lent itself 
(p. 149).

Bonnard (1950), also employing psychoanalytic prin
ciples, reported a case of a boy of four-and-a-half years 
who was suffering from a fairly severe, but limited "obses
sional state," The mother was only seen "fortnightly," 
except during crisis phases of the treatment when she was 
seen on a weekly basis. In spite of the infrequency of the 
sessions, the author notes that it "must be remembered that 
when a parent acts as the therapist, the child receives a 
twenty-four hour seirvice (p, 408)," At the time the 
article was written (1950), treatment was still continuing;
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however, the child has shown progress and had not completely 
decompensated.

More recently hut before the term "filial therapy" 
was coined, several studies were reported which are quite 
similar in rationale and technique to filial therapy.
Natalie Rogers Fuchs (1957) described the play sessions with 
her one-and-a-half year old daughter which helped alleviate 
the child's phobia associated with her bowel movements. The 
mother described her daughter as being basically "normal"; 
nevertheless, this was one particular problem which was 
causing the family considerable concern. By reading about 
play therapy and corresponding by letter with her father 
(Carl Rogers) for assistance, Fuchs was able to apply 
Rogerian techniques in play therapy to overcome the 
daughter's fear of eliminating her bowels.

This same author also cited a case where she helped 
another mother, having a similar problem with her daughter, 
employ the same techniques and attitudes to effect some 
remission of the symptoms. Based on these two successful 
experiences, Fuchs concluded that "reasonably intelligent, 
sensitive parents can help their children over some of the 
rou^ spots of growing up by using the technique and atti
tudes of a play therapist (p. 89)."

Although many of the following studies do not 
explicitly label the technique as "filial therapy," there 
will be one basic underlying commonality, i.e., the parents
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have heen specifically guided to use certain procedures to 
achieve desired behavioral changes in their child.

Carkhuff and Bierman (1970) utilized the concept of 
"interpersonal skills" as the core of a treatment program to 
help sets of parents of emotionally disturbed children. The 
treatment group manifested significantly greater gains in 
communication and discrimination (empathy) skills; however, 
this did not generalize to play situations with their 
children. In fact, "none of the groups were successful in 
effecting constructive personality and adjustment changes of 
parents and children (p, 160)," The authors suggest that 
the failure to produce such changes was primarily due to 
"the e^erimental nature of the play situation . . ,
(p. 160)." In spite of the fact that the parents received 
training, no mention was made of the filial therapy,

Bernal (1969) reports two case studies in which the 
mothers of two male "brats" were instructed in the use of 
operant learning principles. The mothers received behav
ioral feedback via television of the intervention and 
instruction sessions in order to shape the mothers* manage
ment behaviors.

According to daily notes kept by the mothers of the 
boys* problem behaviors at home, both children 
improved markedly within a period of 25 weeks from 
the first contact with the parents (p, 375),

Wolf, Risley, and Mees (1964) employed attendants and 
parents to extinguish chronic self-destructive behaviors of 
a hospitalized, pre-school boy who had been variously
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diagnosed as mentally retarded, autistic, and train-damaged, 
Severe tantrums were marked by head-banging, face-slapping, 
hair-pulling, and face-scratching. The application of lab
oratory-developed techniques in manipulating the consequences 
of the child's behavior, i.e., mild punishment, extinction, 
and the gradual shaping of appropriate (desired) behavior 
throu^ reinforcement of successive approximations was suc
cessful in eliminating the various problem behaviors. The 
parents received instruction as to how to handle their child 
while he was still in the hospital as it was imperative that 
the parents continue the elaborate program when the child 
made home visits.

The study just mentioned by Wolf and his associates 
was concerned with concomitant tantrum and self-destructive 
behavior in one particular child. There are case studies 
available which attempt to alleviate problems which are not 
multiple and complex in nature, but more specific.

For example, Williams (1958) cites a case where 
"tyrant-like tantrum behavior" of a twenty-one month old 
child was eliminated through extinction procedures. The 
tantrum behavior was particularly pronounced at bedtime when 
the parents would leave his room after putting him to bed. 
The parents were encouraged to put the child to bed in a 
leisurely and relaxed fashion; however, they were to no 
longer reinforce the tantrum behavior by remaining in the 
room until the child went to sleep or to return to the
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child*s room while he was screaming and crying. By the tenth 
session, the tantrum behavior at bedtime was totally extin
guished, It was noted by the author that avers ive punishment 
was not employed and, "All that was done was to remove the 
reinforcement (p. 269).”

In a similar manner, Allen and Harris (1966) were 
successful in helping a mother eliminate pronounced self- 
scratching behavior of her five-year-old daughter throu^ 
the application of operant conditioning techniques. In this 
case, the mother was "trained to withhold all reinforcement 
contingent upon the child's scratching herself but to rein
force other, desirable behavior (p. 79)." The mother 
reported during the third session, one week after the rein
forcement procedures had begun, that the scratching had 
subsided somewhat. In the fourth session, two weeks after 
initiating the program, the sores which had previously 
developed were beginning to heal. After six weeks of con
tinued application of the reinforcement procedures, every 
sore was healed completely.

Various phobic reactions have been successfully 
eliminated by parents employing techniques based on learning 
principles, Jersild and Holmes (1935) discuss various tech
niques that parents devised to overcome children's fears in 
a relatively short time,

Patterson (1965) wrote of a seven-year-old boy who 
suffered from "school phobia," After discussing in detail
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the successful conditioning procedure, the author concluded;

. . .  we have heen impressed with the general lack of 
awareness displayed by these parents as to what it is 
that they are reinforcing and the effect of this 
reinforcement upon the behavior of the child. The procedure described here should be appropriate for a 
variety of child behavior problems and for parents who do not show obvious signs of pathology. This latter 
statement assumes of course that the reinforcing contingencies adopted by any particular parents are not necessarily determined by the intensity or kind of emotional conflict in the parents. It is hypothesized 
here that many parents have been conditioned rather than 'driven' to adopt their idiosyncratic schedules 
of reinforcement (p. 284).

Earlier, Patterson had stated that the parents were 
instructed to selectively reinforce the child's behavior in 
the home, that is they were to reinforce the appropriate 
behaviors and ignore the "behaviors associated with reactions 
to separation anxiety (p. 280)." In this regard, the author 
claimed that "one of the crucial variables involved in this 
procedure is the reinforcement contingencies being used by 
socieLL agents other than the experimenter (pp. 283-284)."

Similarly, Tahmisian and McReynolds (1971) were able 
to help the parents of a thirteen-year-old school-phobic girl 
use instrumental, behavior-shaping procedures to eliminate 
the avoidance behavior. In addition to the usual procedure 
of rewarding appropriate behavior and withholding any reward 
following inappropriate behavior, these authors established a 
"series of behavior-shaping, school-approach hierarchies 
(p. 266)" which ranged from a brief school visit to all day 
attendance. The total time of treatment was three weeks and 
consumed only two hours of the therapist's time. Ninety



23
minutes of this time was devoted to the training of the 
parents and three subsequent follow-up telephone calls 
accounted for the other thirty minutes.

In a study relating specifically to filial therapy, 
Stover and Guemey (1967) report that mothers who learned the 
"desired reflective, empathie role in conducting weekly one- 
hour play sessions (p, 110)" with their own "emotionally 
maladjusted" children, were more effective in being 
reflective and less directive in the parent-child relation
ship, It was also observed that the children of the mothers 
in the "filial therapy" group became more aggressive. It was 
concluded that mothers "can learn to modify their pattern of 
interaction with their own emotionally disturbed children in 
the direction of the role behavior of a "client-centered 
therapist" and that "in some significant aspects of their 
behavior in the play situation, children respond quickly to 
this change in mother's behavior (p, 115),"

Other problem areas in which parents have been 
instrumental in bringing about desired behavior changes are 
as follows: water phobia (Bentler, 1962); toilet training
(Madsen, 1965); eliminative disturbances (Peterson and Lon
don, 1965; Tomlinson, 1970); stuttering (Rickard and Mundy, 
1965); deviant or problem behaviors (Wahler, Winkle, Peterson 
and Morrison, 1965; Zeilberger, Sampen, Sloane, 1968); and 
encopresis (Edelman, 1971),
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It is apparent from the ahove reported studies that 

parents can and do serve as influential and effective social 
reinforcers. It is also evident that parents can leam to 
relate in a more positive manner which facilitates the 
acquisition of more appropriate behavior by their child.

As noted by Guemey and associates (1966), the 
traditional professional helper has attempted "to separate 
distinctly the child * s own therapy sessions from the coun
seling or psychotherapy offered to the parent (p. 6)." 
Continuing to speak of the traditional approach, they state;

The treatment procedures, regardless of any verbal reassurances to the contrary, have tended to suggest 
to the parent that his potential as an ally for ameliorating the child's problems was not taken seri
ously; and that the role he p].ayed in the development 
and continuation of the problem was the important 
factor (p. 6).

In almost direct contrast to the traditional treatment 
procedures "filial therapy" regards the parents as an impor
tant ally and the actual agent for effecting behavior change. 
In addition to the benefits of utilizing the parents men
tioned earlier, Stover and Guemey (1967) note the following;

Further, in filial therapy one can hope for a more 
parsimonious utilization of the professional thera
pist's time by extending portions of his role to a 
nonprofessional with the further advantages of;
(a) avoidance of fears and rivalry that develop in 
the parent as the child decreases dependency and develops affection for the therapist; (b) reduction of guilt feelings of helplessness that often arise when the parent is obliged to abandon the problem to 
the expert for resolution, and (c) avoidance of the 
problems that otherwise could be aroused when the par
ent does develop appropriate new responses to new 
behavior patterns of the child (p. 110).
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In his article which provided the description and 

rationale of filial therapy, Guemey (1964) noted that Dor
othy Baruch presented illustrative material which supported 
her conclusion that "play sessions at home offer a way of 
fostering good parent-child relationships (p. 305)." Mou- 
stakes (1959) has also suggested that "play therapy" sessions 
conducted in the home by parents of relatively normal chil
dren can provide very positive experiences for the parent and 
the child who are involved in this "relationship therapy,"

The basic rationale for the use of filial therapy 
(play therapy) with normal and emotionally disturbed chil
dren is deemed equally applicable for the justification to 
use parents as intervention agents with other populations; 
namely, mentally retarded children. Guemey, Guemey, and 
Andronico (1966), speaking of the parents as therapeutic 
agents in play therapy, state that parents could possibly be 
more effective than a professional "in enhancing the child's 
sense of belonging and worthiness, and make him feel somewhat 
less negative and more 'giving* toward the parents (p. 8)." 
The reasons for this assumption are as follows:

• • • (a) the parent has more emotional significance 
to the child, (b) anxieties leamed in the presence 
of, or by the influence of, parental attitude could 
most effectively be unlearned, or extinguished, under 
similar conditions, and (c) interpersonal misexpec- 
tations should be efficiently corrected if appropriate delineations were made clear to the child by the par
ent himself as to what is, and what is not, appropriate behavior according to time, place and circumstances 
(p. 8).
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The present study was designed to determine; (1) the 

efficacy of using mothers as intervention agents in facil
itating more socially adaptive behavior, as perceived by the 
mothers, in their educable mentally retarded children, and 
(2) the change in maternal attitudes, after participating in 
the experimental treatments, toward their educable mentally 
retarded children. Two different filial therapy approaches 
and a no-treatment control group were used to evaluate the 
effectiveness of working throu^ parents to achieve the above 
goals. In both filial therapy groups, the mothers were used 
as intervention agents to facilitate more socially adaptive 
behavior in their educable mentally retarded children. How
ever, the format of the two groups differed.

In one of the filial therapy groups, an expert pre
sented the mothers with concepts and techniques of specific 
reinforcement and extinction procedures (see Appendix G) by 
which to achieve desired behavioral goals. In the second 
filial therapy group, the expert was present; however, the 
mothers were encouraged to and supported in finding solutions 
to their own problems of concern throu^ peer interaction.

Definition of the Terms
Educable Mentally Retarded (E5MR). Kirk (1962) has

defined the educable mentally retarded child as:
, , , one who, because of slow mental development, is 
unable to profit to any great degree from the [normal] 
programs of the regular schools, but who has three 
potentialities for development: (1) minimum educability in reading, writing, spelling, arithmetic, and
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so forth; (2) capacity for social adjustment to a 
point where he can get along independently in the 
community; and (3) minimnm occupational adequacy such 
that he can later support himself partially or totally 
at a marginal level (p. 86).

To "be classified as educable mentally retarded, a 
child's valid, numerical I.Q,, as obtained on the I960 
Stanford-Binet L-K Intelligence Scale (S-B) or ¥echsler 
Intelligence Scale for Children (WISC), must fall within the 
range of 48 to 85. The obtained nnmerical I.Q. was 
considered valid if the above mentioned tests had been 
administered by a competent examiner; e.g., a psychologist 
or counselor with specialized training in the use of that 
test.

Socially Adaptive Behavior. In this study, the terms 
"ad just ive" and "adaptive" behavior will be used inter
changeably. Willey and Waite (1964) suggest that adjustment 
suggests an element of harmony with the world (p. 34).
They continue by saying that:

It is a state of feeling, an ideal probably never reached but possessing various degrees of attainment.
It is continuous, and the individual may derive some 
satisfaction from the struggle toward rather than the 
attainment of this adjustment . . .  Teachers and par
ents can aid the adjustment process either by helping 
to change the environment or by helping to change the 
pupil's relationship with his environment . . .

The element of social adjustment requires that personal needs and satisfactions are integrated with 
the needs and satisfactions of other people in the social milieu. This implies, of course, an accept
ance of certain responsibilities (p. 34).
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Socially adaptive behavior refers to that behavior 

which indicates responsibility and independence of action as 
measured by the Vineland Social Maturity Scale (VSMS).

Maladaptive Behavior. As with adaptive behavior, 
"maladaptive” and "maladjustive" behavior will be used 
synonomously. According to Ullmann and Krasner (1967), "Mal- 
ad just ive behavior may be defined in terms of the behavior 
that important people in the individual's environment (his 
social reinforcers) wish to increase, decrease, or change 
(p. 7)."

Filial Therapy-Training Group (FT-T). As previously 
defined, filial therapy involved an e^ert introducing 
mothers of BMR children to concepts and methodologies of 
specific reinforcement and extinction procedures (see Appen
dix G) to facilitate more adaptive social behavior in their 
children.

Filial Therapy-Discussion Group (FT-D). This approach 
was quite similar to the non-directive or client-centered 
approach which is most often associated with the name of Carl 
Rogers, However, for this study the label of filial therapy- 
discussion group was deemed more descriptive of the second 
experimental technique used in this study. Succinctly 
stated, in this approach the experimenter stressed and 
encouraged verbal communication; however, the leader made no 
attempt to direct or structure the topics of discussion or to 
provide solutions to problems being presented by the group
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members. It was left to the various group members to offer 
encouragement and support to each other to try new approaches 
to achieve desired goals.

Rationale for Inquiry
Love (1968) notes that mental retardation ranks 

nationally as a major social, economic, and health problem.
He continues by saying, "There are twice as many mentally 
retarded as there are cases of blindness, polio, cerebral 
palsy and rheumatic heart disease (p. 1)."

In spite of the above pronouncement, many authors note 
that it is almost impossible to accurately estimate the 
incidence of mental retardation (Robinson and Robinson,
1970), Based upon the report of the President's Panel on 
Mental Retardation published in 1962, entitled A Proposed 
Program for Rational Action to Combat Mental Retardation, the 
most frequently quoted estimate of the number of mentally 
retarded people in the United States is six million (Kolstoe, 
1970), In terms of percentage, the most frequently reported 
estimate of mentally retarded persons is roughly three per
cent of the population in this country (Robinson and Robin
son, 1970).

While special programs and facilities for the physi
cally and mentally handicapped are presently expanding 
rapidly (compared to only two decades ago), the estimations 
of the number of persons in special education programs and 
institutions vary. Mackie (1969) noted that approximately
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540,000 children were enrolled in special education 
programs for the mentally retarded in 1966. This fig
ure is less than half of the number of such children 
estimated to need some form of special education 
(p. 22).

In an earlier publication, Mackie and Robbins (I960) esti
mated that 250,000 additional retardates were in institutions 
or workshops.

These figures by Mackie and Robbins (I960) suggest 
that the large majority of the mentally retarded are not 
confined to institutions (Wallin, 1969). Love (1968) esti
mates that ninety-five percent of the mentally retarded 
individuals in the United States live in their local com
munities, where treatment may or may not be available.

In spite of the above statements, there is ample 
evidence to indicate that it has only been relatively recent 
that emphasis on institutional custody of the retarded has 
waned (Garton, 1968). "Even as late as 1930, many retarded 
children were still being kept hidden in back rooms because 
of shame or ignorance on the part of parents (Love, 1968, 
p. 70)."

Because of this lack of concern in the past, Kolstoe
(1970) notes that "many retarded individuals were unable to
leam to care for themselves in a community setting and were
committed to institutions for lifetime care (p. 24)." He
continues by saying that since:

. . . only about one-sixth of the groups are currently 
being trained to care for themselves, waiting lists for 
institutional placement are growing, and budgetary
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appropriations to build more institutions continue to soar (pp. 24-25).

In view of the shortage of trained professionals and 
institutional facilities to care for the large number of 
mentally retarded children, there appeeurs to be a great need 
for methods of treatment involving parents of retarded chil
dren. This research investigation attempted to provide 
mothers of educable mentally retarded children (I.Q.'s ranging 
from approximately 50 to 85 as measured by the Wechsler 
Intelligence Scale for Children or the Stanford-Binet) with a 
learning experience which would foster more realistic aspir
ations and goals for their retarded children. It was hoped 
that the mothers of retarded children would learn to accept 
the idea that their child, except for their limited intel
lectual ability, is more like than unlike other children who 
are considered "normal."

This point was made by Baker (1944) when he reminds
us that:

All children crave recognition, praise, and security. The very factors which make for success in 
normal children are the same for which handicapped 
children must strive but in greater degree. All 
children weint to play, have need for proper food and 
shelter, may weep over the same things, suffer the 
same disappointments, and rejoice over the same suc
cesses. They develop from infants into children and then into adults, possibly at different rates, yet 
all seek to attain the same general goal of maturity.
They have fears, worries, suffer from the same shock, 
ask the same questions about their origins, and in countless ways live similar patterns.

In any study of exceptional children the norm of the average child should constantly be kept in mind 
. . , Host children grow up to accept the duties of
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citizenship, so that whatever preparation is merited by 
nonhandicapped children should also be provided for the 
handicapped in sufficient measure to help them achieve 
the same results (p. 8).

Robinson and Robinson (1970) expressed the same basic
idea in more succinct terms by saying that:

We cannot, however, expect to find pervasive traits or 
dimensions common to all retardates but not to normal 
children, other than their relative deficit in gereral 
mental ability and its direct consequences (p. 620).

The primary goals of education, regardless of intel
lectual ability, are to promote "self-realization, human 
relationships, economic security, and civic responsibility 
(Willey and Waite, 1964, pp. 76-77)." The ultimate goal of 
education, even for the mentally retarded, is to help each 
individual become "as productive and useful a person as his 
innate ability permits (Love, 1968, p. 24)."

Many educators and psychologists agree that the family 
background and environment play a significant role in the 
total development of all persons (Love, 1968). Although 
parents must leam to cope with their feelings of guilt, 
shame, and anger after their child is diagnosed as mentally 
retarded, the primary focus of this study was to help parents 
(mothers) improve cuid increase their retarded child's 
repertoire of social behavior.

Objectives of the Study
The purposes of this study are to evaluate the compar

ative effects of three treatment groups in facilitating 
socially adaptive behavior in EMR children and fostering more
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positive maternal attitudes toward EMR children as both are 
perceived and reported by the mothers. One group involved 
an e3q>ert informing mothers of EMR children about concepts 
and techniques of specific reinforcement and extinction pro
cedures through an extension of filial therapy (FT-T). The 
second group of mothers of EMR children were treated with a 
nondirective, discussion-oriented (FT-D) approach which 
focused on peer-generated solutions to behavioral problems 
and/or goals. The third group of mothers of EMR children 
were placed in a no-treatment (CONTROL) group. The specific 
questions considered for investigation were as follows:

1. Is there any difference in the effectiveness of
the modified filial therapy (FT-T) approach, the
non-directive, discussion-oriented (FT-D) 
approach, and no-treatment (CONTROL) in facil
itating more adaptive social behavior, as per
ceived by the mothers, in their EMR children?

2. Is there any difference in the effectiveness of
the modified filial therapy (FT-T) approach, the
non-directive, discussion-oriented (FT-D) 
approach, and no-treatment (CONTROL) in fostering 
more positive attitudes in the mothers toward 
their EMR children?



CHAPTER III

EXPERIMENTAL DESIGN AND STATISTICAL METHODOLOGY

Sub.iects
The subjects for this study were drawn from the 

mothers and foster mothers who have an Educable Mentally 
Retarded (EMR) child enrolled at the Holy Family Center. The 
Holy Family Center, in conjunction with the Kansas Elks 
Association, provides comprehensive educational experiences 
for educable mentally retarded children. The Holy Family 
Center charges a $50.00 registration fee and tuition is cur
rently $125.00 per month; however, it is nonsectarian and 
eligibility is based on careful psychological and educational 
evaluation procedures.

Holy Family Center is a day school and serves eli
gible children from the age of six throu^ sixteen. The 
program is designed to permit flexibility of methods and 
curriculum in order to cope with individual differences.
While this program serves primarily the Wichita area, there 
are no resident restrictions. Since it is not a residentieLL 
facility and the parents are responsible for the transpor
tation of their child to and from the school, the distance

34
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factor may prohibit some children from participating in the 
program. Also the registration and tuition fees are pro
hibitive for some families.

The school itself is located in suburban vest Wichita 
on an eighteen acre tract of land. The school contains 
47»300 square feet of floor space which permits large class
rooms, numerous rooms for special services, and/or activ
ities, and a gymnasium-auditorium complex.

The teaching staff includes Sisters, representing two 
communities of Sisters, who are assisted by lay teachers. 
Other staff members include the Principal-Director, a speech 
therapist, a physical education director, and a consulting 
psychologist.

Initially, a letter (see Appendix A) was sent to 
thirty of the forty-three mothers (including foster mothers) 
who have BMR children enrolled at the Holy Family Center as 
of February 1, 1972. Thirteen mothers were excluded from 
consideration as ten of the families were already involved in 
some training and/or psychotherapy program. Two of the stu
dents had recently been assigned to new foster parents and 
it was doubted that they had much knowledge about their 
foster child's level of social functioning. In one other 
case, the mother represented a Spanish-American family and 
she could neither speak nor understand English.

The letters were addressed to only the mothers because 
it was assumed that there would be less conflict in
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scheduling the meetings to meet different work schedules. 
Also, if only the mother was involved, many potential baby
sitting problems could be eliminated because the father 
could remain home to care for the children. It was also 
assumed that the mothers would be more cooperative and 
assume more responsibility in attending the weekly meetings 
on a regular basis.

As noted above, the subjects for this study were 
drawn from the thirty mothers and foster mothers who were 
considered eligible for this study. To be considered 
eligible, the mother must have had an Educable Mentally 
Retarded child whose I.Q. fell within the range of 48 to 85, 
living in her home and attending the Holy Family Center (see 
Table 4). It was also required that the mother express an

TABLE 4
COMPARATIVE DATA OF EMR CHILDREN

X Sex ^ ^Group Chronological Male Female ^^^rical AAMD Rank Age I.Q.

FT-T 12-11 3 4 62.14 2.00
FT-D 14- 4 3 4 66.29 1.57
Control 15- 7 4 3 67.57 1.43

interest in and willingness to participate in the study. 
The fact that the various instruments mailed them were
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completed and returned to the experimenter was one test of 
their desire to participate.

Of the thirty mothers who were sent the ahove 
mentioned letters, sixteen (53.3^) mothers responded by 
attending the briefing session (see Appendix B). The 
remaining fourteen (46.75̂ ) mothers were contacted by tele
phone and queried as to their interest in participating in 
the study. If the mothers expressed interest in learning 
more about the study at that time, they were given the same 
explanation as were the mothers who attended the original 
sessions.

All of the mothers, those who came to the initial 
meeting and those who were later contacted by telephone, 
were asked to indicate whether they were or were not inter
ested in participating in the study. The mothers who 
decided not to participate in the study were not pressured 
in any way to change their minds. Only those mothers who 
were willing to participate, either initially or after the 
follow-up discussion, were included in the experimental or 
control groups.

Each of the sixteen mothers who attended one of the 
briefing sessions agreed to participate in the study. Of 
the fourteen mothers who were contacted by telephone, all 
but four (approximately 28.59̂ ) agreed to participate in the 
study. Two of these mothers were unable and/or unwilling to 
provide reasons for their resistance to participation in the
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study; however, one mother indicated that her seventeen- 
year-old dau^ter had "leamed all that she was ever going to 
leam." In the othe- case, the child had died between the 
time the initial letter was sent and the briefing session.

The twenty-six mothers who had agreed to participate 
in the study were then mailed the instruments and asked to 
retum them in an enclosed, self-addressed and stamped 
envelope. The two families (one natural mother and one 
foster mother) in which there were two EMR children, the 
mother was asked to fill out the instruments for the oldest 
child.

Thirteen (509̂ ) of the twenty-six sets of instruments 
were retumed within a period of one week. Follow-up tele
phone calls were made to twelve of the thirteen mothers who 
had failed to send back the completed instruments. (One 
family did not have a telephone and four mothers had decided 
not to psirticipate in the study; consequently, a total of 
five instrument sets were never retumed.) Within the next 
week, twenty-one (approximately 81?t) of the original twenty- 
six sets of instruments had been received and constituted the 
subject pool. The twenty-one participating subjects were 
randomly assigned to three equal treatment groups (N = 7).

Treatments
Filial Therapy-Training Group (FT-T). Those subjects 

assigned to this e:qperimental condition were seen for ei^t 
weekly sessions by this researcher for a period of



approximately two hours. The first hour was devoted to a 
structured didactic presentation by the experimenter. The 
format of these didactic lectures (see Appendix &) was 
adapted from Valett's (1969) book entitled Modifying Chil
dren's Behavior; A Guide for Parents and Professionals.
The last hour of each session was devoted to group discus
sion of the lesson presented during that session and 
demonstration of the techniques through role-playing when 
appropriate.

The purpose of this particular approach was to have 
an e]qpert aquaint the mothers with specific information in 
the use of reinforcement and extinction procedures to help 
their retarded children acquire more adaptive social behav
ior as measured by the Vineland Social Maturity Scale.

Filial Theranv-Discussion Group (PT-D). The subjects 
assigned to this group were also seen concurrently with the 
FT-T group, for ei^t weekly sessions by this researcher for 
a period of approximately two hours. The e:q)erimenter 
served as a facilitator of discussion and did not make any 
attempt to select or direct the content of the discussions. 
Likewise the experimenter did not provide any suggestions as 
to how a parent should handle a specific situation that pre
sents a problem for the family. When the mothers attempted 
to place the experimenter in the teacher or expert role, the 
experimenter dealt with this by offering "restructuring.
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reassurance, and reflection of feelings (Perkins and Vicas, 
1971, p. 275)."

The purpose of this approach was to provide an 
atmosphere of warmth, acceptance, and empathie understanding 
in which the mothers could explore and express their 
feelings and concerns regarding their retarded children. It 
was assumed that each mother would experience support and 
encouragement to try new ways of relating to their retarded 
child and facilitate more adaptive behavior as measured by 
the Vineland Social Maturity Scale.

Mo-Treatment Oroun (COHTROLK  Those subjects placed 
in this group were asked only to complete the instruments 
both prior to and after the experiment. They were not asked 
to meet as a formal group in any way during the experiment. 
They were treated just as those subjects who volunteered for 
the 63^eriment but were not assigned to either of the other 
two experimental groups.

Instrumentation 
After the list of cooperating mothers was compiled, a 

second letter (see Appendix C) and the various instruments 
used in this study were mailed. Two primary measures were 
employed in this study to evaluate the effectiveness of the 
three treatment groups. The instruments, administered prior 
to and after the treatments, were the Vineland Social 
Maturity Scale, Form B, which was developed by Doll (1956) 
and the Parent Attitudes Toward Mentally Retarded Children
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by Love (1968). This title was changed to Parent Question
naire (see Appendix D) to avoid possible defensiveness of 
the mothers' responses. The Personal Data Sheet (see 
Appendix F) was a secondary instrument and was provided in 
the initial mailing only.

Vineland Social Maturity Scale (YSMS). The VSMS was 
developed by Edgar A. Doll in 1936. The expressed purpose 
of this scale was to provide a device for the quantitative 
estimation of social maturation and competence (Doll, 1958). 
The Scale consists of 117 items which are arranged in order 
of average age norms. Ei^t different areas of socially 
independent behavior are evaluated (Doll, 1936).

This instrument was standardized on data from a total 
of 620 normal subjects. Ten white subjects of each sex at 
each year from birth to thirty years of age comprised the 
normative group (Doll, 1958). In discussing the standard
ization process, Doll (1936) states:

This is not a sufficient number of subjects for final 
standardization, but it may be noted that the calibration of such a scale is not determined by the 
number of subjects at each age alone, but rather by 
the succession of ages over a range of years. The 
stability of such a standardization is therefore determined in a large measure by the internal consist
ency of the Scale as a whole (pp. 2 and 6),

In a group of 123 feeble-minded subjects, the corre
lation of reliability between first and second Social Age 
(SA) scores on the VSMS was .92 (Doll, 1958). In terms of 
validity, a coefficient of correlation of .85 between 
obtained and estimated SA scores resulted from the analysis
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of 250 re-examinations of feeble-minded subjects (Doll, 
1958).

Althou^ the VSMS vas mailed to all mothers for com
pletion prior to the group meetings, it was necessary for 
this investigator to re-administer this Instrument to all 
subjects. Host of the items were quite precise in nature; 
however, some of the items were rather vague without addi
tional Information. Consequently, for the mothers in the 
two experimental groups, each of the items was ej^lained as 
to what types of social skills were needed for credit.
Bach mother recorded her own responses. This was done for 
both e35>erimental groups during the first part of the ini
tial meeting. Those mothers who were absent from the first 
group session and the mothers in the CONTROL group were 
telephoned and given the same additional information, and 
this researcher recorded their positive or negative response 
to each item. All testing was completed during the week in 
which the group meetings commenced.

The same basic procedure was followed during the 
posttest phase of the study. At the close of the final 
group session, all of the items of the VSHS were again 
explained, and each mother recorded her own responses.
Those mothers who were not at the final session were tele
phoned the next day and administered the VSHS in the same 
fashion as described for the pretest. The mothers in the 
CONTROL group were telephoned during the final week of the
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group sessions and re-administered the VSHS as outlined 
previously.

Parent Questionnairm (Pq). This scale was developed 
by Love (1967-68) after he was unable to find an appropriate 
instrument to measure parental attitudes toward their men
tally retarded children. The instrument consists of thirty 
statements and requires the subject to place a check mark 
under one of five columns for each statement (see Appendix
D) as to whether they strongly agree, agree, disagree, 
strongly disagree, or are undecided. While an "undecided" 
response to any item receives a value of 3, some "strongly 
agree" responses receive a value of 5 and other responses 
under the same heading receive a value of 1 (see Appendix
E). The higher assigned value represents a more positive 
attitude toward mentally retarded children.

In terms of reliability, the "split-half" method of 
determining the coefficient of reliability was used with two 
different groups of parents. In a study of 62 parents in 
Greeley, Colorado, the computed coefficient of reliability 
was +.91, while in southern Louisiana, the scores of 200 
parents yielded a coefficient of reliability of +.93.

As noted previously, this instrument was mailed to 
and returned by all research subjects prior to the first 
group meeting. For the mothers in the two experimental 
groups, this scale was administered to those present at the 
final meeting after the VSHS was completed. Those mothers
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who were not present at the final group meeting and the 
mothers in the CONTROL group were mailed this instrument the 
day after the last group session and asked to return it by 
the end of the next week. All research subjects who were 
mailed this scale complied with the request.

Personal Data Sheet. This questionnaire (see Appen
dix P) was developed by this researcher to obtain demo
graphic data about the research subjects. It was hoped that 
this information would permit simple a posteriori compari
sons of the mothers who participated in this study.

Statement of Research Hypotheses
The following hypotheses were tested:
1. The filial therapy-training group will be more 

effective in facilitating socially adaptive 
behavior, as perceived by the mothers, of edu- 
cable mentally retarded children than will the 
filial therapy-discussion group as measured by 
the Vineland Social Maturity Scale.

2. The filial, therapy-training group will be more 
effective in facilitating socially adaptive 
behavior, as perceived by the mothers, of edu- 
cable mentally retarded children than will 
no-treatment as measured by the Vineland Social 
Maturity Scale.

3. The filial therapy-discussion group will be more 
effective in facilitating socially adaptive
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behavior, as perceived by the mothers, in edu- 
cable mentally retarded children than will 
no-treatment as measured by the Vineland Social 
Maturity Scale.

4. The filial therapy-training group will be more 
effective in fostering more positive maternal 
attitudes toward their retarded children than 
will the filial therapy-discussion group as 
measured by the Parent Questionnaire.

5. The filial therapy-training group will be more 
effective in fostering more positive maternal 
attitudes toward their retarded children than 
will no-treatment as measured by the Parent 
Questionnaire.

6. The filial therapy-discussion group will be more 
effective in fostering more positive maternal 
attitudes toward their retarded children than 
will no-treatment as measured by the Parent 
Questionnaire.

Statistics
Prior to the testing of treatment differences, the 

pretest raw scores on the Vineland Social Maturity Scale 
(VSMS) and the Parent Questionnaire (PQ) were subjected to a 
one-way analysis of variance (Ferguson, 1966) to determine 
whether there were differences between the treatment groups 
at the start of the experiment. In addition, the pre- and
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posttest scores for the COITEROL group on the YSHS and the FQ 
were evaluated hy means of the Pearson product-moment corre
lation coefficient (Ferguson, 1966) to ascertain the degree 
of relation between the two dependent variables, the VSHS 
and PQ, prior to and after the experiment.

The statistical test used to evaluate treatment dif
ferences was a one-way analysis of variance (Ferguson, 1966) 
on the change scores of the VSMS and PQ, Where the results 
were significant, Scheffe's method (Ferguson, 1966) of com
paring means two at a time was used. As noted by Ferguson 
(1966), the Scheffe method reduces the Type I error or Alpha 
risk more than other multiple comparison methods, e.g., 
individual t-tests. Also this particular method "is not 
seriously affected by violations of the assumptions of nor
mality and homogeneity of variance, unless these are gross 
(Ferguson, 1966, p. 297)." The .05 level was adopted as the 
criterion for significance for all statistical tests.

The Personal Data Sheet permitted simple a posteriori 
comparisons of the demographic variables when meaningful and 
appropriate.



CHAPTER IV 

RESULTS

Before analyzing and interpreting the data which 
relates to the specific hypotheses of this study, the pre- 
Ijminary statistical methodologies will he described and 
reported first. Presenting the results in this manner 
should aid the reader in understanding the main effects of 
this study.

Table 5 presents the pre- and posttest scores, as 
well as the means and standard deviations, for all treatment 
conditions on the two dependent variables used in this 
study, the Vineland Social Maturity Scale (VSMS) and the 
Parent Questionnaire (PQ), The VSMS scores represent equiv
alent social age values and the PQ scores reflect the actual 
raw scores.

The pretest scores of the VSMS and the PQ for all 
three treatment groups were analyzed by the one-way analysis 
of variance (Ferguson, 1966) to determine whether there were 
any initial differences among the groups. As shown in 
Tables 6 and 7, the three experimental groups did not differ 
significantly (p >,05) from each other during the pretest

47
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TABLE 5

IHDIVLDUAL PBB- AMD POSTTBST SCORES CM VIMELAMD SOCIAL 
MATDRITT SCALE AMD PAREMT QUESTIOMMAIRB FOR THREE EXPERIMEMTAL GROUPS

Group Subject
VSMS

Pre Post
PQ

Pre Post
A 10.8 11.0 117 110
B 4.5 5.0 139 134C 6.3 7.0 106 101

PT-T D 8.5 8.8 117 116
E 5.6 5.8 122 116
F 10.5 10.5 124 125G 10.5 10.8 121 117

X
SD 8.10

2.63
8.41
2.51

120.869.88 117
10.57

H 7.8 8.3 127 119I 9.7 10.0 95 104J 10.5 10.8 116 noFT-D K 8.8 9.3 115 121
L 11.0 11.7 132 132
M 9.7 10.3 137 130N 8.8 9.3 125 n6

XSD 9.47
1.07

9.96
1.09

121
13.94

118.86
10.03

0 n.o n.o 126 135P 7.8 7.8 124 n9
Q 8.0 8.3 120 n8

Control R n.3 n.3 109 n5S n.3 n.3 109 103T 10.3 10.3 103 105U n.o n.3 107 101
X 10,14 10.16 n 4 n3.7iSD 1.59 1.47 9.13 n.97

Total X 9.24 9.52 n 8.62 116.52
SD 2.98 1.88 n .08 10.57

Mote: VSMS stands for Social Age Equivalents; PQ stands for 
Raw Scores.
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TÂBLB 6

AHALTSIS OF VARIANCE: PRETEST SCORES
ON VINELAND SOCIAL MATURITY SCALE

Source of Variation df SS MS F P

Between Croups 2 15.18 7.59 2.15 NS
Within Groups 18 63.47 3.53
Total 20 78.65

Note:
An F value of 3.55 was needed for significance at

level. .05

TABLE 7
ANALYSIS OF VARIANCE: PRETEST SCORES 

ON PARENT QUESTIONNAIRE

Source of Variation df 88 MS F P

Between Groups 2 224.09 112.05 .89 NS
Within Groups 18 2256.86 125.38
Total 20 2480.95
Note: An F value of 3*55 was needed for significance at .05
level.

Pearson product-moment correlation coefficient 
between the VSMS and the PQ were computed for the CONTROL 
group under pre- and posttest conditions and yielded nonsig
nificant (p >.05) negative correlations of -.54 and -.09
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respectively. Prom these results, it was evident that the 
VSMS and the PQ are measures of two independent variables.

Tables 8 and 9 provide the summary of the analysis of 
variance (Ferguson, 1966) for change scores on the VSMS and

TABLE 8
ANALYSIS OF VARIANCE; GROUP DIFFERENCE CHANGE SCORES 

ON VINELAND SOCIAL MATURITY SCALE

Source of Variation df SS MS F P

Between Groups 2 .56 .28 8.75 <.01
Within Groups 18 .57 .032
Total 20 1.13

TABLE 9
ANALYSIS OF VARIANCE; GROUP DIFFERENCE CHANGE SCORES 

ON PARENT QUESTIONNAIRE

Source of Variation df 88 MS F P

Between Groups 2 44.13 22.07 .678 NS
Within Groups 18 585.68 32.54
Total 20 629.81

Note; An F value of 3*55 was needed for significance at 
.05 level.

PQ respectively. These results indicate a significant dif
ference between the pre- and posttest scores on the VSMS
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(see Table 8); however, the treatments failed to produce any 
significant difference in pre- and posttest scores on the PQ 
(see Table 9).

To identify the location(s) of significance on the 
pre- and posttest scores of the YSMS and ultimately to test 
the specific hypotheses for this study, Scheffe’s method of 
comparing means two at a time was used (Ferguson, 1966),
The results of Scheffe’s test are presented in Table 10.

TABLE 10
SCHEFFE’S TEST FOR PAIRWISE COMPARISONS 

OF GROUP MEANS ON VINELAND SOCIAL 
MATURITY SCALE CHANGE SCORES

Group
Group

FT-D Control

FT-T F = 3.28 F = 5.77
FT-D F = 17.77*

Note:
An F value of 7.10 was needed 

for significance at .05 level.
*p<.01

While the FT-T group approached the criterion level 
of significance (p = .05) iu comparison to the CONTROL 
group, the only significant difference between means on the 
VSMS was between the FT-D group and the CONTROL group.
Thus, in terms of the first three hypotheses relating to 
the VSMS, only the third hypothesis can be accepted, i.e..
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mothers in the FT-D group would perceive a greater increase 
in socially adaptive behavior, as measured by the VSMS, in 
their mentally retarded children than would mothers of 
mentally retarded children in the CONTROL group. It was 
this pairwise comparison which contributed to the over-all 
significance of F.

Since the one-way analysis of variance of the pre- 
and posttest scores on the PQ yielded no significant 
results, Scheffe*s method was not used to make pairwise 
comparisons of means. There was no improvement in maternal 
attitudes toward their mentally retarded children as 
measured by the PQ and each of the last three hypotheses was 
clearly not supported.

The demographic information gathered by the Personal 
Data Sheet by which -post hoc comparisons of the groups were 
made will be presented, when appropriate, in Chapter V. 
Chapter V deals with this investigator's comments and con
clusions regarding this research project.



CHAPTER V 

DISCUSSION AND CONCLUSIONS

There were two main purposes of this research study: 
(1) to determine the effectiveness of mothers as inter
vention agents in facilitating socially adaptive behavior in 
their EMR children, and (2) to evaluate the change in mater
nal attitudes toward their EMR children after the mothers 
participated in the research project. As outlined in 
Chapter III, there were six hypotheses generated to test the 
aforementioned goals of this study. These hypotheses and 
subsequent findings will be presented below.

Hypothesis 1: The first hypothesis stated that
mothers in the FT-T group would perceive a greater increase 
in socially adaptive behavior, as measured by the VSMS, in 
their mentally retarded child than would mothers in the FT-D 
group. This hypothesis was not supported by the data and 
was rejected. In fact, althou^ not significant (p .05), 
there was a reversal in directions with the mothers of 
mentally retarded children in the FT-D group perceiving 
somewhat greater growth in socially adaptive behavior, as

53
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measured by the VSHS, than the mothers of retarded children 
in the PT-T group.

The above results m ^  be accounted for by sporadic 
attendance of some of the PT-T group members. While the 
PT-D group members were present approximately three-fourths 
(76.8)6) of the time, the PT-T group members were present 
only approximately two-thirds (66.1^) of the time. One of 
the critical factors relating to field research is the 
inability of the investigator to ti^tly control the behav
ior of the research subjects. In this regard, it is 
axiomatic that in order for a person to gain something from 
a "new" learning experience, his physical presence is the 
basic requirement for learning to take place. The problem 
of enforcing attendance at meetings, which comprised a sig
nificant part of the experimental treatments, was dealt with 
by calling the absent members after the missed meeting and 
before the next scheduled meeting.

In the subjective opinion of this experimenter, a 
greater sense of esprit de corns seemed to be generated 
among the PT-D group members. This manifested itself in 
their obvious eagerness to continue the experimental treat
ment. On several occasions, the various group members 
resumed their discussion of important topics in the parking 
lot after the formal session had terminated.

Conversely, the members of the PT-T group never 
seemed to develop the feeling of closeness and unity which
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developed in the PT-D group. Perhaps one explanation for 
this was that an ”expert" was expounding knowledge, infor
mation, and facts which the mothers in the PT-T group were 
not quite ready and/or able to accept and assimilate. It 
will he recalled that in the PT-T group, the first hour of 
each session was devoted to a didactic lecture of principles 
and practices related to reinforcement and extinction pro
cedures, and the last hour was devoted to the discussion of 
topics which the mothers deemed important to them. Thus, 
the development of group cohesion in the PT-T group may also 
have been thwarted by not providing the group members ample 
opportunity to become more personally acquainted throu^ the 
sharing of mutual and unique concerns about their mentally 
retarded children. This last supposition is supported some
what by Hereford (1963) when he states, "The main problem 
lies in those parental difficulties which stem not from 
ignorance but from attitudes, feelings, and emotions 
(p. 4)."

Hypothesis 2: The second hypothesis stated that
mothers in the PT-T group would perceive a greater increase 
in socially adaptive behavior, as measured by the VSMS, in 
their mentally retarded child than would mothers in the 
CONTROL group. Althou^ a perceived increase of socially 
adaptive behavior resulted in the predicted direction for 
the mentally retarded children of the mothers in the PT-T 
group and approached the criterion level of significance
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(p. = .05) f the difference "between the FT-T and the COHTROL 
group was clearly not significant.

As noted above, some mothers in the PT-T group were 
not too regular in their attendance at the group sessions. 
Even more important, some of the members of the FT-T group 
were not always willing to cooperate hy completing the home
work assignments. These assignments involved the selecting 
and counting of target behaviors and charting the observed 
progress of their retarded child. Due to the problem just 
cited, this researcher was disappointed, in spite of his 
maTrinnnn effort, that the full potential benefits of this 
group experience was not realized by all members. However, 
it must be noted again that the investigator in field 
research has minimal control over the research subjects* 
attendance and degree of participation.

Hypothesis 3: The third hypothesis, and the only one
which was accepted, stated that the mothers in the FT-D 
group would perceive a greater increase in socially adaptive 
behavior, as measured by the VSHS, in their mentally 
retarded children than mothers in the COHTROL group. There 
are several reasons which could account for this significant 
difference; (1) as previously stated, the members of the 
FT-D group were very active and involved in the group 
meetings; (2) the educational level of the mothers in the 
FT-D group (X = 13.4 years) was significantly hi^er than 
that of the CONTROL group (X = 10.7 years). The educational
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level of the mothers in the FT-T group (X = 11.9 years) was 
not significantly different from the FT-D or COHTROL groups. 
In spite of the educational differences noted, a combined 
total of fifteen (71^) mothers for all three groups listed 
their occupation as "housewife"; FT-D group, 4; FT-T group, 
6; and COHTROL, 5; and (3) the nature of the mother-child 
relationship may have been an influential factor. There 
were six natural or adoptive mothers in the FT-D group, five 
natural or adoptive mothers in the FT-T group, and three 
natural or adoptive mothers in the COHTROL group. All of 
the remaining mothers included in this study were foster 
mothers. On the negative side, one mi^t question the qual
ity of the relationship between a child and the foster 
mother; however, on the positive side, the foster child does 
have a family to live with, to relate to, and to help him 
with his adjustment problems.

Perhaps the most influential factor which led to the 
acceptance of the third hypothesis was the manner in which 
the FT-D group members used the time made available to them. 
Althou^ there were brief periods of levity, most of the 
time was devoted to the sharing of individual and universal 
concerns relating to their mentally retarded children. How
ever, the group did not stop with the mere ventilation of 
their problems; they sou^t to find appropriate and real
istic solutions to their problems through group discussion. 
At times the group members would urge an individual to raise
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or to lower the •unrealistic goals set up for that person's 
retarded child. In some cases, the group members would 
offer specific solutions to problems, with it being empha
sized at all times that each person had the ri^t to accept 
or to reject the group's suggestions.

The eaperimental treatments failed to produce any 
significant effects (p>.05) in terms of fostering more 
positive maternal attitudes toward their mentally retarded 
children. Consequently, hypotheses 4, 5, and 6, relating to 
the improvement of maternal attitudes toward their mentally 
retarded children, as measured by the PQ, were all rejected. 
Since there was no significant improvement in maternal atti
tudes toward their mentally retarded children in any of the 
groups, no attempt will be made to discuss each hypothesis 
separately. Instead, the discussion pertaining to this set 
of hypotheses will concern itself with the general 
assumption which led to their initial foimulation and the 
possible factors which led to their subsequent rejection.

It was believed that many parents of mentally 
retarded children, in addition to the feelings of guilt, 
remorse, and anger, also suffer from feelings of shame and 
embarrassment. As observed by Willey and Waite (1964)» 
parents often severely restrict their own as well as their 
retarded children's public or social interactions. For fear 
of others in society staring at the gross physical abnor
malities or judging the retarded child's behavior as being
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"crazy" or "peculiar," the parents isolate the retarded 
child and themselves from the sneers of others hy with
drawing with him into their own little world, their home. 
When the parents do venture out, they leave the retarded 
child at home with a relative or an equally protective baby
sitter. Thus, it was assumed that if a retarded child could 
leam to behave in more independent and socially acceptable 
ways, the parents would feel less embarrassment and feel 
more positive towards their mentally retarded children. 
However, in spite of the improvement of the mentally 
retarded children's social functioning, even in the FT-D 
group, there was not a corresponding improvement of maternal 
attitudes.

Several explanations can be offered to account for 
the failure of the treatments provided for the eiq)erimental 
groups to improve maternal attitudes towards their mentally 
retarded children. In the first place, it was found that 
there was no significant relationship between the two 
instruments, the VSHS and the PQ, used in this study. 
Secondly, one mi^t raise the question as to whether the PQ 
is actually measuring parental attitudes towards their men
tally retarded children. From the rather h i ^  raw scores 
obtained on the PQ, it is quite possible that the "ceiling 
effect" was operating. The ceiling effect phenomenon is 
defined by English and English (1958) as:

. . .  a limitation upon scores as a testes approachesthe possible maximum score. By chance, one may fail
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a few items within one's ability range and pass a few 
above it. As ability begins to coincide with maximum 
difficulty of the test, it is still possible to fail 
items by chance but there are no compensating chance successes. Thus, at its upper end, any test becomes 
less discriminating.

Thus, the PQ may not have been sensitive enough to detect 
the small degree of attitude change which occurred at the 
upper end of the scale, A third explanation might be that 
no specific attempt was made to alter the maternal atti
tudes, Althou^ the mothers were permitted to talk about 
their negative feelings and attitudes, neither of the 
experimental treatments was specifically designed to change 
these attitudes. Also, one mi^t suspect that an ei^t week 
period of time is too short for any real attitudinal changes 
to take place without specific efforts directed towards this 
goal. Considering the length of time the mothers have lived 
with their feelings and attitudes, positive as well as nega
tive, perhaps it is unrealistic to assume that attitudes can 
be changed in any appreciable way in this period of time.
And finally, the amount of actual growth in their mentally 
retarded children's socially adaptive functioning may have 
seemed very minimal and insignificant to the mothers,

While it is possible to conclude from this study that 
mothers who experienced filial therapy perceived positive 
changes toward more socially adaptive behavior in their men
tally retarded children than did mothers in the CONTROL 
group, it is impossible to conclude that this perceived 
improvement of socially adaptive behavior fosters more
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positive materna], attitudes toward their mentally retarded 
children. In view of the present results, the practical and 
functional utility of filial therapy, as used in this study, 
is still in question hut should not he taken as evidence 
that the use of parents to provide a meaningful relationship 
with their mentally retarded children has no merit and 
should not he considered. However, one is still confronted 
hy the same question, "What type of help can parents use?"

Contrary to expectations and predictions, mothers in 
the FT-D group perceived greater growth in socially adaptive 
behavior in their mentally retarded children than did 
mothers in the FT-T group. There are two observations which 
seem pertinent to this finding. First, mothers, if given an 
opportunity to discuss their concerns and goals for their 
mentally retarded children with mothers in similar situ
ations, can provide support and serve as influential 
resource persons in finding appropriate and meaningful 
solutions to behavior problems. In this regard, a mother 
can function as an important intervention agent and ally to 
the therapist who is often given or takes the total 
responsibility for "curing" behavioral and/or emotional 
problems. Second, similarly and somewhat surprisingly, many 
principles of behavior modification were discussed by the 
mothers in the FT-D group althou^ they did not label these 
principles and concepts in sophisticated, technical ter
minology. For example, one mother related that she had
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problems with her dati^ter having temper-tantrums at the 
sli^test frustration of her desires. Another mother 
offered a solution that had worked for her when her child 
displayed the same behavioi~— to simply ignore it. In a way, 
one mi^t assume that by describing what was done, some of 
the mystery was taken out of the more esoteric term of 
"extinction." Several mothers in the FT-D group were helped 
by other mothers to see how they were being manipulated by 
their mentally retarded children, therefore, creating more 
dependence upon them by their children.

The results of this study provide several impli
cations which should be evaluated throu^ further research 
efforts. The main problem encountered, at least with the 
present sample in the FT-T group, was the rather poor 
attendance. As with other evaluative research projects of 
action programs in natural settings, the control of subjects 
is much more difficult than in laboratory or even clinic 
settings (Hereford, 1963). This was certainly true in this 
study. Would parents of mentally retarded children be more 
cooperative in attending the group meetings if some type of 
remunerative inducements were offered? If the mothers were 
paid to attend the meetings, would the results be considered 
as valid as those results where mothers were not paid? In 
this particular study, only those mothers who expressed an 
interest in participating in the sessions were involved.
What would be the effect of requiring parents, as a
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condition for their mentally retarded child to be enrolled 
in a special education class, to participate in some type of 
parent-education program? Does the nature of the mother- 
child relationship, i.e., natural versus adoptive and/or 
foster, make a difference? Would the treatment effects be 
enhanced by having both parents participate in the group 
meetings? Would the expert’s efforts receive greater 
acceptance if the parents of mentally retarded children were 
first given an opportunity to become more personally 
acquainted throu^ discussion sessions? For example, a 
third group of parents could have been included in the pre
sent study which combined elements of each of the other two 
e^erimental groups, i.e., discussion the first four ses
sions followed by four sessions of didactic lectures on and 
demonstration of learning principles related to behavior 
management. Even a fourth group mi^t be added with the 
sole intent being to change parental attitudes to see how 
this effects social behavior of their mentally retarded 
children.

Another important question concerns the matter of how 
many sessions should be provided for the parents? A well 
designed program mi^t be able to produce positive results 
in four weeks while a poorly designed program might not 
result in any significant change in four months. No perfect 
time period appears evident from this or similar studies. 
Hopefully the researcher can adapt his program to give an
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optimum amount of time to permit adequate learning to take 
place and yet not so long that sessions become just another 
meeting to attend.

Still another possible variable exists in terms of 
the length of time the mentally retarded child has lived in 
the home. For example, one mi^t assume that parents who 
have had a mentally retarded child in the home for fifteen 
years might be less flexible and less willing and/or able to 
change their attitudes and behavior management techniques 
than parents who have had a mentally retarded child in the 
home for only five years. Thus, it may be that parents with 
younger mentally retarded children are more receptive to new 
ideas regarding behavior management from an expert or their 
peers.

And finally, the matter of the educational level of 
the parent should be investigated as it relates to different 
types of programs. It mi^t be that parents who have com
pleted more years of formal education can profit more from a 
certain approach while parents with less education mi^t 
find a different approach more beneficial. Althou^ it 
mi^t be difficult, if not impossible, to predict the 
direction of the interaction effects, the educational level 
of the parents may be an important factor to consider.

As with most research efforts, the results raise many 
more questions that must be answered before many conclusions 
can be drawn from the original, research study. It is hoped



65
that this present study will stimulate more interest and 
concern in finding ways to help mentally retarded children 
truly realize their potential in all aspects of human 
functioning.



BIBLIOGRAPHY

66



BIBLIOGRAPHY

Allen, K. E., and Harris, F. R. "El imination of a Child*s Excessive Scratching hy Training the Mother in Rein
forcement Procedures," Behavior Research and Therapy. 
1966, 4, 79-84.

Amhrosino, Salvatore, A Project in Group Education with Parents of Retarded Children, In Casework Papers,
New York; Family Services Association of America, 
I960, 95-104.

American Psychiatric Association, Diagnostic and Statistical Manual of Mental Disorders, I2nd ed,) Prepared hy 
The Committee on Nomenclature and Statistics of the 
American Psychiatric Association, Washington:
American Psychiatric Association, 1968,

Auerbach, A, B, "Group Education for Parents of the Handi
capped," Children. 1961, 8, 155-140,

Bachrach, A, J. (Ed,) Experimental Foundations of Clinical 
Psychology, New York: Basic Books, 19^2,

Baer, D, M, ; Wolf, M, M, ; and Risley, T, R, "Some Current 
Dimensions of Applied Behavioral Analysis," Journal 
of Applied Behavioral Analysis. 1968, 1, 91-9TI

Baker, Harry J, Introduction to Exceptional Children. New 
York: The Macmillan Company, 1944.

Bandura, Albert, Principles of Behavior Modification, New 
York: Holt, Rinehart and Winston, Inc,, 19&9.

Beck, Helen L, "Counseling Parents of Retarded Children," 
Children. 1959, 6, 225-250,

Bensberg, Gerald J,; Colwell, Cecil N,; and Cassel, Robert H, 
"Teaching the Profoundly Retarded Self-Help Activities by Behavior Shaping Techniques," American Journal of 
Mental Deficiency, 1965, 69, 674-697.

67



68
Bentler, P. M, “Aa Infant*s Phobia Treated with Reciprocal 

Inhibition Therapy.” Journal of Child Psychology and 
Psychiatry and Allied Professions. 19&2. 3, 185-189.

Benton, Arthur L. "Evaluation and Diagnosis." In Harvey A.
Stevens and Rick Heber (Eds.) Mental Retardation; A Review of Research. Chicago: The University of
Chicago Press, 1954.

Bernal, M. E. "Behavioral Feedback in the Modification of 
Brat Behaviors." Journal of Hervous and Mental 
Diseases. 1969, 148, 375-385.

Biderman, A. D., and Zimmer, H. (Eds.) The Manipulation of 
Human Behavior. New York: Wiley, 1961.

Bonnard, Augusta. "The Mother as Therapist." The Psycho
analytic Study of the Child. Edited by Ruth S. 
Eissler, Anna Freud, Heinz Hartmann, and Ernst Kris. 
Vol. V. New York: International Universities Press,
Inc., 1950, 391-408.

Carkhuff, R. R. "Training in the Counseling and Therapeutic 
Process: Recpiiem or Reveille?" Journal of Counseling
Psychology. 1966, 13, 360-367.

Carkhuff, R. R. "Helping and Human Relations; A Primer for 
Lay and Professional Helpers," Vol. 2. Practice and
Research. New York: Holt. Rinehart and Winston.
1959(b).

Carkhuff, R. R. "Helping and Human Relations: A Primer for
Lay and Professional Helpers." Vol. 1. Selection and
Training. New York: Holt. Rinehart and Winston,B59Ta77

Carkhuff, R. R., and Bierman, Ralph. "Training as a Pre
ferred Mode of Treatment of Parents of Emotionally 
Disturbed Children." Journal of Counseling Psychol
ogy. 1970, 17, 157-161.

Coleman, James C. "Group Therapy With Parents of Mentally 
Deficient Children." American Journal of Mental 
Deficiency. 1953, 57, 700-704.

Condell, James F. "Parental Attitudes Toward Mental Retar
dation." Journal of Mental Deficiency. 1966, 71, 
85-92.

Covert, Cathy, Mental Retardation: A Handbook for the Pri
mary Physician. American Medical Association, 1965.



69
Cronbach, Lee J. Essentials of Psychological Testing. New 

York: Harper & Brothers, Puhlisliers, I960.
Dayan, Maurice, and McLean, Joel, "The Gardner Behavior 

Chart as a Measure of Adaptive Behavior of the 
Mentally Retarded." American Journal of Mental 
Deficiency. 1965, 67, 887, 892.

Doll, Edgar A. Measurement of Social Competence : A Manualfor the Vineland Social Maturity Scale. Vineland,
New Jersey: Educational Test Bureau, Educational
Publishers, 1955.

Doll, Edgar A, Vineland Social Maturity Scale: Revised
Condensed Manual of Directions7 Vineland, New Jersey; 
The Training School, 1936.

Dybwad, Gunnar. Challei^es in Ment^ Retardation. New York: 
Columbia University Press, 1964.

Dybwad, Gunnar, and Goller, Grertrude. Goals and Techniques of Parent Education. In Casework Papers. New York: 
Family Services Association of America, 1955, 157-148,

Edelman, Robert I. "Operant Conditioning Treatment ofEncopresis." Journal of Behavior Therapy and Experi
mental Psychiatry. 1971, 2, 71-73.

English, Horace B,, and English, Ava Champney, A Compre
hensive Dictionary of Psychological and Psychoanalytical Terms: A Guide to Usage. New York: David McKay
Company, Inc*7 1958,

Eysenck, H, J, (Ed,) Behavior Therapy and the Neurosis.
New York: Pergamon Press, I960.

Ferguson, George A, Statistical Analysis in Psychology and 
Education. New York: McGraw-Hill Book Company, 1966.

Fomess, Steven R., and MacMillan, Donald L, "The Origins of 
Behavior Modification with Exceptional Children," 
Exceptional Children. 1970, 57, 93-100.

Freud, 8, "Analysis of a Phobia in a Five-Year-Old Boy,"Collected Papers : Case Histories, New York; Basic
Books, 1959,±44-289.

Fuchs, Natalie Rogers, "Play Therapy at Home," The Herrill- 
Palmer Quarterly. 1957, 3, 89-95.



70
Garton, Malinda Dean. Teaching the Educable Mentally

Retarded; Practical Methods. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1968.

Goodman, L., and Rothman, R. "The Development of a GroupCounseling Program in a Clinic for Retarded." Ameri
can Journal of Mental Deficiency. 1961, 65, 789-7^5.

Gordon, J, E. "PROJECT CAUSE, the Federal Anti-Poverty 
Program and Some Implications of Subprofessional 
Training." American Psychologist. 1965, 20, 334-345*

Grebler, Anne M. "Parental Attitudes Toward Mentally Retarded Children.” American Journal of Mental 
Deficiency. 1952, 56, 475-483*

Green, Morris, and Durocher, Mary Ann L. "Improving Parent 
Care of Handicapped Children." Children. 1965, 12, 185-188.

Guemey, Bernard, Jr. "Filial Therapy: Description and
Rationale." Journal of Consulting Psychology. 1964, 
28, 304-310.

Guemey, Bernard, Jr.; Guemey, Louise; and Andronico, M.
"Filial Therapy." Yale Scientific Machine. 1966, 40, 
6—14*

Haring, Norris G. ; Stem, George G. ; and Cruickshank, William
H. Attitudes of Educators Toward Exceptional Chil
dren. Syracuse, New York: Syracuse University Press,Ï55ÏÏ.

Heber, R, (Ed.) "A Manual on Terminology and Classification 
in Mental Retardation." Monograph Supplement.
American Journal of Mental Deficiency. 1959, 64, 1959.

Hereford, Carl F. Changing Parental Attitudes Ttoough Parent 
Discussion. Austin, Texas: University of Texas
Press, 1963.

Hobbs, N. "Strategies for the Development of Clinical Psy
chology." American Psychological Association.
Division Clinical Psychology Newsletter. 1963, 16,

Holzberg, J. D, "The Companion Program: Implementing the
Manpower Recommendations of the Joint Commission on Mental Illness and Health." American Psychologist. 
1963, 18, 224-226.



71
Hiint, Jacob T. "Mentally Retarded Children." In Robert L, 

Bbel (Ed.) Encyclopedia of Educational Research. 
London: The Macmillan Company, 1959.

Isenberg, Robert M, "Administrative Organization." In June
B. Jordan (Ed.) Special Education Services in Sparsely 
Populated Areas: Guidelines for Research. Boulder,
Colorado: Western Interstate Commission for Hi^er
Education, 1966, 4-8.

Jersild, A. J., and Holmes, Frances B. "Methods of Over
coming Children's Fears." Journal of Psychology.
1935, 1, 75-104.

Jones, M. C. "The Elimination of Children's Fears." Journal 
of Experimental Psychology. 1924, 7, 382-590,

Jordan, Thomas E. The Mentally Retarded. Columbus, Ohio: 
Charles Merrill Books, Inc., 1961,

Kanner, L, "Parents' Feelings About Retarded Children." 
American Journal of Mental Deficiency. 1953, 52, 
375-383.

Kirk, Samuel A. Educating Exceptional Children. Boston, Massachusetts: Houston Mifflin Company, 1962.
Kolstoe, Oliver P. Teaching Educable Mentally Retarded 

Children. New York; Holt, Rinehart and Winston,
Inc., 1970.

Krasner, Leonard, and Ullmann, Leonard P. Research in Behav
ior Modification. New York: Holt, Rinehart and
Winston, Inc., 1967.

Levi, D. M. Maternal Overprotection. New York: Columbia
University Press, 1943.

Love, Harold D. "Characteristics of Parents Having Mentally 
Retarded Children as Compared with Parents Not Having 
Mentally Retarded Children." The Digest of Mentally 
Retarded. 1967-68, 4, 103-106.

Love, Harold D. Teaching the Educable Mentally Retarded. 
Berkeley, California: McCutchan Publishing Cor
poration, 1968.

Mackie, Romaine. Special Education in the United States: Statistics 1948-19651 New ŸorE: Teachers College
Press, 1969.



72
Mackie, Romaine P., and Robbins, Patricia P. "Exceptional

Children in Local Public Schools," School Life, I960, 
43(5), 14-16,

Madsen, 0, R,, Jr, "Positive Reinforcement in the Toilet 
Training of a Normal Child: A Case Report." In L. P. Ullmann and L. Krasner (Eds,) Case Studies in 
Behavior Modification, New York: Holt, Rinehart and
Winston, Inc., 1965.

Menolascino, Frank J, (Ed.) Psychiatric Approaches to Mental 
Retardation, New York: Basic Books, Inc., 1970,

Moustakas, C, E, Psychotherapy With Children. New York: 
Harper and Brothers Publishers, 195^.

Patterson, C. H. Theories of Counseling and Psychotherapy. 
New York: Harper and Row, Publishers, 1966,

Patterson, 0. R, "A Learning Theory Approach to the Treat
ment of the School Phobic Child," In L, P, Ullmann 
and L. krasner (Eds,) Case Studies in Behavior Modifi
cation. New York: Holt, Rinehart and Winston, Inc.,
1965,“

Perkins, John A,, and Wicas, Edward A, "Group CounselingBri^t Underachievers and Their Mothers." Journal of 
Counseling Psychology, 1971, 18, 273-278.

Peterson, D, R., and London, P. "A Role for Cognition in the 
Behavioral Treatment of a Child's Eliminative Dis
turbance." In L. P. Ullmann and L. Krasner (Eds.)
Case Studies in Behavior Modification, New York:
Holt, Rinehart and Winston, Inc., l9ô5.

President's Panel on Mental Retardation. A Proposed Program 
for National Action to Combat Mental Retardation. 
Washington, B.C.: Government Printing Office, 1962,

Reiff, R. "Mental Health Manpower and Institutional Change." 
American Psychologist, 1966, 21, 540-548.

Rickard, H. C., and Mundy, Martha B. "Direct Manipulation of 
Stuttering Behavior: An Experimental-Clinical
Approach." In L. P. Ullmann and L. Krasner (Eds.)
Case Studies in Behavior Modification. New York:
Holt,”Rinekart and Winston, Inc,, 1965,



73
Robinson, H. B., and Robinson, N. M. Mental Retardation.

Vol. II of Canaichael's Manual of Child Psychology. 
Edited by Paul H, Mussen. 2 volumes. New York:
John Wiley and Sons, Inc., 1970.

Stover, Lillian, and Guemey, Bernard G., Jr. "The Efficacy 
of Training Procedures for Mothers in Filial Therapy." 
Psychotherapy ; Theory. Research and Practice. 1967,
4, 110-115.

Tahmisian, James A., and McReynolds, William T. "Use of
Parents as Behavior Engineers in the Treatment of A 
School-Phobic Girl." Journal of Counseling Psychol
ogy. 1971, 18, 225-228.

Tomlinson, J. R. "The Treatment of Bowel Retention By Oper
ant Procedures: A Case Study." Journal of Behavior
Therapy and Experimental Psychiatry. 1970, 1, 83-87.

Tyler, Leona E. The Work of the Counselor. New York:
Appleton-Century Crô?ts, Educational Division, Meri- 
dith Corporation, 1969.

Ullmann, Leoneurd P., and Krasner, Leonard. A Psychological 
Approach to Abnormal Behavior. Englewood Cliffs, New 
Jersey: Prentice-Hall, Inc., 1969.

Ullmann, Leonard P., and Krasner, Leonard. Case Studies in Behavior Modification. New York: Holt, Rinehart and
Winston, 1965.

Ulrich, R. E. ; Stachnik, R. ; and Mabry, J. Control of Hum^ 
Behavior. Glenview, Illinois: Scott, Poresman, 1966.

Valett, Robert E. Modifying Children's Behavior: A Guide
for Parents and Professionals. Belmont, California: 
Fearon Publishers, Lier Siegler, Inc., Education 
Division, 1969.

Wahler, R. G.; Winkle, G. H. ; Peterson, R. P.; and Morrison, 
D. C. "Mothers as Behavior Therapists for Their Own 
Children." Behavior Research and Therapy. 1965, 3, 
113-124.

Wallin, J. E. Wallace. "New Frontiers in the Social Perspective of the Mentally Retarded," Journal of Edu
cation. 1968, 151, 98-104.

Willey, Roy De Veil, and Waite, Kathlene Barnette, The Men- tELlly Retarded Child, Springfield, Illinois: Charles
C, Thomas, 19&4.



74
Williams, C. D. "The Elimination of Tantrum Behavior hy 

Extinction Procedures*" J o u m ^  of Abnormal and 
Social Psychology* 1959, 59, 269.

Wolf, Montrose; Risley, Todd; and Mees, Hayden* "Application of Operant Conditioning Procedures to the Behavior 
Problems of an Autistic Child*" Behavior Research and 
Therapy. 1964, 1, 505-312.

Zeilberger, J. ; Sampen, 8* E. ; and Sloane, H. N* "Modification of a Child's Problem Behaviors in the Home With 
the Mother as Therapist." Journal of Applied Behavior 
Analysis. 1968, 1, 47-53.



APPENDICES

75



APPEHDIX A

INITIAL LETTER TO PARENTS

Dear Mother:
I have received permission from the Principle- 

Director, Sister M. Veronice, to invite you to participate 
in a research study which will he conducted at the Holy Family Center, The research project is scheduled to begin 
in March; however, the exact date is not yet known. This will be decided after our initial meeting.

Briefly stated, the study will attempt to evaluate the effectiveness of a new approach in helping the retarded 
child become more independent in and responsible for his own 
behavior. In order to accomplish this, we will need approx
imately sixteen hours of your time.

I would like an opportunity to visit with you about this at your convenience. I have set aside two days, March 
1 and 2, to be at the Holy Family Center to visit with interested mothers. On these two days I will be available 
from 9:00- 12:00 and from 1:00- 4:00. During these hours, I have scheduled four, one-and-a-half hour sessions to discuss 
the study and to answer questions. If you would like to 
know more about the proposed study, please feel free to stop 
by the school on these two days.

The schedule of the meetings is as follows:
March 1, 1972 9:00 - 10:30 a.m.10:30 - 12:00 a.m.
March 2, 1972 9:00 - 10:30 a.m.

10:30 - 12:00 a.m.
Althou^ you may enter or leave the discussion at any time, I would urge that you try to be present at the beginning of any session. The first part of each session will be 

devoted to a description of the study and what will be eqiected of you. The last forty-five minutes or so will be
76

1:00 - 2:30 p.m
2:30 - 4:00 p.m.
1:00 - 2:30 p.m
2:30 - 4:00 p.m
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devoted to a question and answer period.

It is important that we discuss the benefits of this 
study as I am as concerned about retarded children as you 
are. I feel that these discussion sessions on March 1 and 2 will help to alleviate some of your concerns and fears about being involved in a research study. If you are unable to be 
present on these dates but are interested in learning more 
about the study- please call me at 268-8251 (office) or 685-5509 (home.) If I am not available at the time you call, please leave your name and number, and I will return 
the call as soon as possible.

Thank you for your time and consideration of this 
request to participate in this study.

Sincerely,

Larry A. Boll 
Psychology Intern



APPEHDIX B

INITIAI BRIEPIN& SESSION

I. Introduction of eqierimenterA. Academic-training Background
B. Experiencial Background

1. School psychologist
2, Staff psychologista. Child, adult, family psychotherapy 

B. Psychological test^ig
c. Community educationd. Director, day care center for retarded 

childrenC. Present academic-occupational status
II. General commentsA. Statistical information concerning the retarded

1, Over 126,000 children Bom in the United 
States each year2, NumBer one health problem afflicts an estimated six million Americans, and affects some 
thirty million others, namely, the family

3, Institutional cost for one person in the course of a lifetime— 1100,000 to $300,000
B. Quotation of John F. Kennedy: "Althou^ childrenmay Be the victims of Fate, they will not Be the 

victims of our neglect."C. Current status of the retarded
1. More special education classes Being estab

lished in public, private, and parochial 
schools2. More sheltered workshop and job-training facil
ities are Being developed3. The retarded are finding more occupational 
opportunities due to greater understanding and acceptance of the retarded
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D. Future status of the retarded depends on efforts 

of1. Communitya. Schools h. Employers 
2 • Parentsa. Help educate the community 

h. Help your own retarded child
III. Basis for this study

A. Heed for parent groups
B. Types of parent groups1. Parent education

2. Parent group counseling
5. Parent group psychotherapy

IV. Design of present study
A. Types of groups

1. Training group
2. Discussion group3. Ho-treatment control group

B. Group placement— random
C. Group sessions1. Si^t weekly sessions

2. Two hours per sessionD. Instrumentation
1. Personal Data Sheet
2. Vineland Social Maturity Scale
3. Parent Questionnaire



APPENDIX C

POLLOW-DP LETTER TO PARENTS

Dear Mother:
Thank you again for your interest and willingness to participate in this study. It is designed to increase your 

understanding of your retarded child and to help him become 
more responsible for his own behavior. Tour cooperation in 
this study is vital if these goals are to be realized.

As indicated to you in the first session, the study requires certain instruments to be completed prior to and again afxer the study has been conducted. Please answer 
each item as you honestly feel and not as you believe you 
should feel. After you have completed the instruments, please place them in the self-addressed, stamped envelope 
and drop them in the mail. I would like them returned, if 
at all possible, by March 23, 1972,

In the very near future, you will be contacted as to 
which group you have been assigned. You will recall that 
the group assignments would be made on a random basis and not according to how you responded to any of the instru
ments.

I would appreciate your prompt return of these instruments so that we w i U  be able to start having our group 
meetings the first week in April, 1972. You will be informed approximately one week in advance of the date and 
time of the first scheduled meeting.

Again, I thank you for your time and consideration of 
these requests.

Sincerely,

Larry A. Boll 
Psychology Intern
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APPEHDIX D 

PAHENT QUESTIOHNAIRE*

Directions
This instrument which you have consists of a list of 

thirty statements about mentally retarded children. To the ri^t of each statement are five columns: Column I
—  Strongly Agree; Column 2 —  Agree; Column 3 —  Unde
cided; Column 4 —  Disagree; and Column 5 —  Strongly Disagree. After reading each statement you should indicate with a check mark ( ) whether you strongly
agree, agree, disagree, or strongly disagree with that 
statement. If you are not sure as to whether you agree or disagree with a particular statement, you should then place a check mark ( ) in the "undecided" column.

As far as the scoring of this instrument is concerned, be assured that there is no "ri^t or wrong" 
answer to any of these statements. However, please keep in mind the great importance of checking only 
those columns that truly reflect TOUR feelings concerning a particular statement. Don't let your judgment be swayed by what you think others believe. 
REMEMBER, the results of this instrument will be held 
completely confidential.

.Please respond to every statement.
♦Title was changed from "Parent Attitudes Toward Men

tally Retarded Children Scale" as originally named by Love 
(1967-68).
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ItemNo. Statement Undecided Disagree j i ^ ^ e
1 Ment£ü.ly retarded children are usually better off in mental institutions.
2 I would not mind if my child sat beside a mentally reteurded child in the classroom.
3 If I were an employer, I would 

hire a mentally retarded person.
4 There is a high relationship between immoretlity and mental retardation.
5 Mentally retarded adults tend to lower the standards of living of 

their nei^bors.
6 "Feeble-minded" is a more descriptive and appropriate term than "mentally retarded."
7 Mentally retarded children have the same basic needs as any 

other child.
8 I generally feel rather uncomfortable around mentally 

retarded children.



“ o? statement Agree Undecided Disagree D i s ^ e
9 On many occasions, the average-ability youngster is distracted

—  and prevented from learning—  by his mentally retarded classmates.
10 Mentally retarded children are inclined to be behavior 

problems.
11 I would not mind paying extra taxes to establish a special education class in our community.
12 Mentally retarded children can 

be identified by a decidedly different look in their eyes.
13 Mentally retarded children usually grow up to be good citizens.
14 MenteuLly retarded children are deserving of much consideration from the rest of the world.
15 It does not "hurt" normal children to mingle with mentally retarded children.

s



Item
No, Statement Agree Undecided Disagree |Jg^ee
16 Mentally retarded children are, oftentimes, quite considerate 

of other people.
17 I would not mind going to a social affair with a mentally 

retarded person.
18 It is an unhealthy situation 

for average-ability children and mentally retarded children 
to have daily contacts with 
each other.

19 I would not mind if my child invited a mentally retarded 
child to his birthday party.

20 I would prefer that my own child 
did not play with a nei^iborhood 
child who is mentally retarded.

21 It is a fact that mentatlly 
retarded people do not contribute anything to a community.

22 Mentally retarded children are usually quite stingy.

oo4»*



Item
No. Statement Undecided Disagree Dis^ee
23 It would Toe "better to take the money spent on educating the mentally retarded and spend it on the gifted child.
24 Mentally retarded children usually end up in jail or a retention home.
25 The army should turn down all mentally retarded people.
26 I would rather see mentally 

retarded children enrolled in 
public school special education classes than see them enrolled 
in state institutions.

27 There is very little, if any, 
relationship between mental 
retardation and low morals.

28 If I had a mentally retarded child I think I could love him 
as deeply as I would love my normal children.

29 Mentally retarded people contribute as much to a community as does the average person.

COVJl



Item
No. Statement Agree Undecided Disagree

30 On the whole, mentally retarded children are as affectionate as normal children.



APPENDIX B

PARENT QUESTIONNAIRE 
SCORING SHEET

Item
No. Strongly Agree Agree Undecided Disagree StronglyDisagree
1 1 2 3 4 5
2 5 4 3 2 1
3 5 4 3 2 1
4 1 2 3 4 1
5 1 2 3 4 5
6 1 2 3 4 5
7 5 4 3 2 1
8 1 2 3 4 5
9 1 2 3 4 5

10 1 2 3 4 5
11 5 4 3 2 1
12 1 2 3 4 5
13 5 4 3 2 1
14 5 4 3 2 1
15 5 4 3 2 1
16 5 4 3 2 1
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Item
No. Strongly Agree Agree Undecided Disagree StronglyDisagree
17 5 4 3 2 1
18 1 2 3 4 5
19 5 4 3 2 1
20 1 2 3 4 5
21 1 2 3 4 5
22 1 2 3 4 5
23 1 2 5 4 5
24 1 2 3 4 5
25 1 2 3 4 5
26 1 2 3 4 5
27 5 4 3 2 1
28 1 2 3 4 5
29 5 4 3 2 1
30 5 4 3 2 1

Note; Title was changed from "Parent Attitudes Toward 
Mentally Retarded Children Scale" as originally named hy 
Love (1967-68).



APPENDIX F 

PERSONAL DATA SHEET 

Name; _______________________  Home Phone:
Address: Business Phone: __________
Occupation:

Education:
Circle Last Year Completed: Elementary: 1, 2, 5f 4» 5,

6, 7, 8 
H i ^  School: 9, 10, 11, 12
College: 1, 2, 5, 4
Graduate School: 1, 2, 3,

4
Total Number of Children in Family:
Date of Birth of Retarded Child: .
Age of Retarded Child (present): _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
Birth Order of Retarded Child: 1st, 2nd, 3rd, etc, _ _ _ _ _ _
Have You Had Opportunity to Talk With A Professionally 

Trained Person About Your Retarded Child? _ _ _ _  ^yes NO
If yes, were you satisfied with the results?

È0 Partially 
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Wien Did Tou First Find Out That Tour Child Was Retarded? 

(Check one below)

At ÎBirth 1-^ Tears After birth 2-4 tears After Birth

At the Time of Starting School During or After 1st Grade
How Would Tou Bate Tour Over-All Understanding of Tour 

Child's Mental Retardation: (Check one below)
Satisfactory  , . . . Unsatis-5 4 5 2 “ T  factory



APPENDIX G

WHAT IS BEHAVIOR AND HOW IS IT LEARNED?
Lesson 1

I. Definition of behavior
II, Variables influencing behaviors

A, Physical
1. Heredity2. Age

B. Emotional or mental
1, Abilities2, Interests
3, ValuesC • Environmental1. Home
2. School3. Nei^borhood

III, How behavior is acquired
A, Experiencing and observingB, Training or teaching

IV. Evaluating behavior (Vineland Social Maturity Scale)
A, Appropriate - desirable - adaptive

1, Paying attention
2, Eating
3, Dressing4, Getting along with others
5, Helping at homeB, Inappropriate - undesirable - maladaptive

V, ExerciseStep I: I would like each of you to think of someof the desirable behaviors in your child, 
(List them on the chalkboard,)Step II: Now, let's try to think of some of theundesirable behaviors you observe in your 
child, (List them on the chalkboard, )
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Step III: How, let's try to determine how thesebehaviors were learned thron#i experience, 

observation, training and/or teaching.



95
APPROPRIATE VERSUS INAPPROPRIATE BEHAVIOR

Lesson 2

I. BRIEF review of Lesson 1 ”¥hat is Behavior and How is 
it learned?"
A. Definition of behaviorB. Variables influencing behavior
C. How behavior is acquiredD. Evaluating behavior (appropriate vs. inappropri

ate)
II. Parents as teachers

A. Children spend most time with parents until 
entering schoolB. Read: "Children Learn What They Live"

C. Positive as well as negative behaviors
D. Parents needs and demands

III. Ways of teaching children
A. Host effective means

1. Modeling
2. Showing 
5. Helping

B. Least effective1. Bribing
2. Telling

IV. Effective family interactionsA. Understanding of child's feelings
B. Compromising of family rules and expectations

V. ExerciseStep I: I would like to briefly e^lain the P-A-C
paradigm. We each have a "parent," an 
"adult," and a "child" within us. The "parent" part of us tells us what we should 
or should not do. The "child" part of us 
consists of our feelings and our wants.The "adult" part of us is the thinking part 
of us that acts as a computer.

Step II: Try to determine what part of a person is
saying the following:A. "You don't love me. You never let me do 

what I want to do."B. "You should eat your dinner, Johnny. If you don't, you won't grow up and be big 
and strong like your daddy."

C. "Johnny, I would appreciate it if you 
would help me by cleaning your room."
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Step III: For homework during the next week, try todetermine which part of you is making 

various comments, suggestions, or demands.
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ESTABLISHING BEHAVIORAL OBJECTIVES

Lesson 3

I, BRIEF review of Lesson 2 "Appropriate Versus Inappro
priate Behavior"
A, Parents as teachers
B. Ways of teaching children0, Effective family interactions

II. Parental concerns
A. "How can I he both fair and firm?"B. "How strict should we he in establishing limits of

behavior?"G. "How can I talk to mj spouse about my concerns?"
D. "How does a single parent deal with family con

cerns?"E. "How do I know if I am a good parent?"
III. Family goals and selecting priority behaviors

A. Priority behaviors reflect family goals
1. Mealtime routines
2. Proper manners
3. Living arrangements
4. Work responsibilities and chores5. Vacation and holiday plansB. Priority behavior must not be too vague or general
1. Target behaviors should be specific2. One target behavior should be selected at a 

time
IV. Exercise

Step I: What are some family goals which mi^t be
appropriate for discusrt-n? (List them on 
the chalkboard.)Step II: What are some examples of behaviors that 
cause problems or tension in the family? 
(List them on the chalkboard.)

Step III: As homework for next week, I would like for
you to keep a list of behaviors that cause 
problems. Please bring them in next week 
so we mi^t compile a list of actual target 
behaviors that mi^t need to be dealt with 
directly.
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TRAINING PARENTS TO TEACH DESIRABLE BEHAVIOR

Lesson 4

I. BRIEF review of Lesson 3 "Establishing Behavioral Objectives"
A. Parental concernsB, Family goals and selecting appropriate behaviors
0. List on chalkboard some problem behaviors obtainedfrom homework assignment

II. Reinforcing or rewarding behavior
A. Types of reinforcement1, Positive - pleasant consequences

2. Negative - unpleasant consequences
B, Effects of reinforcement0, Neither are totally "good" or "bad"

III. Procedures developed in animal laboratories to effect 
behavioral changeA. Positive reinforcement

1. Pay for work
2. Praise for achievement3. Return a favor for a favorB. Negative reinforcement

0. Extinction1. Do not pay for work2. Do not praise for achievement
3. Do not return a favor for a favorD. Reinforcement of alternative behaviors or 
selective reinforcement1. Extinguish or ignore undesirable behavior2. Reinforce or reward desirable behavior

E. Shaping1. Reinforce successive approximations to the 
final desired behavior2. Steps must be spaced appropriately, i.e., not
too small nor too large of steps in terms of
preciseness or complexity

P. Modeling or demonstrating
IV. When to reinforce behavior

A. Immediately after child behaves in desired manner
B. At the first sign of even the slightest effort 

and/or success in achieving some behavioral goal
V. How to reinforce

A. Determine what child values highlyB. Make it contingent upon producing certain kinds of 
behaviors
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C, Steps to reinforcing behavior1. Initially, provide immediate and consistent 

reinforcement2. Gradually, replace tangible rewards with social 
reinforcers, i.e., praise, encouragement, etc.5. Finally, reinforce only intermittently so that
child does not always need an immediate "pay 
off"

VI. Use of negative reinforcement (punishment)
A. To reduce or stop undesirable behavior

1. Physical punishment
a. Spanking
b. Slappingc. Hitting2, Psychological or behavioral punishmenta. Nagging
b. Screamingc. Social isolation
d. Loss of privileges

B. Reduces or weakens the tendency to repeat undesirable behavior, but not teach child what is desir
able behaviorC. Wisely used may stop undesirable behavior long enou^ for more desirable behavior to be tau^t and 
reinforced

VII. ExerciseStep I; What are some of the reinforcers, bothnegative and positive, used with your chil
dren? (List them on the chalkboard.)

Step II; Try to recall incidences when the various 
reinforcers used were effective and when they were not.Step III: Are there alternate ways, based on our dis
cussion of this lesson, to develop more desirable behaviors and eliminate undesir
able behavior?

Step IV: For homework this coming week, try todetermine what undesirable behaviors would 
serve as good target behaviors to be eliminated. Also, try to think of some ways you can use the reinforcement principles discussed toni^t.
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CHMGIHG BEHAVIORLesson 5

I. BRIEF review of Lesson 4 "Training Parents to Teach Desirable Behavior"
A. Reinforcement1. Positive2, Negative
B. Techniques

1. Positive reinforcement2. Negative reinforcement
3. Extinction4'. Selective reinforcement
3. Shaping6, Modeling or demonstratingC. When and how to reinforce

D. List on chalkboard the target behaviors selected as 
part of the homework and try to determine how they were learned

II. Causes of undesirable behaviorA. Inappropriate reinforcements
1. Tantrum behavior
2. Not abiding by limitsB. Direct imitation1. Sex rolesa. Females - quiet, reserved, submissive

b. Hales - loud, aggressive, boistrous
2. Fears and prejudices3. Review "Children Leam What They Live"C. Parental inconsistency - child decides for himself
1. "Not to pay attention to adults and authority 

figures"2. "Not to follow throu^ on agreements or 
responsibilities"

3. "Not to abide by rules or limits"4. "How to play adults off against one another"3. "How to manipulate people and situations"
6. "How to have an unhappy marriage"D. Children teach parents1, Rewards for parental attention
2, Punishes for parental inattention

III, Exercise
Step I: What are some general areas of agreements,between you and your spouse, in terms of 

ezqpectations for your child?Step II: What are some general areeis of disagree
ments, between you and your spouse, in terms 
of expectations for your child?
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Step III: For homework, select one specific target

behavior and keep an accurate count of 
every time you observe that particular 
behavior. Do this for three days, starting 
tomorrow. On the morning of the fourth d^, 
start initiating your reinforcement and/or extinction program to develop more adaptive 
social behavior. Continue to keep a record 
of the times you observe that selected target behavior.Step IV: Encourage spouse to participate in the
selection of the target behavior and to implement the same reinforcement and/or 
extinction program to develop more adaptive 
social behavior.Step V: Discuss possible ways in which to recordbehavioral occurrences.
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BEFINEHEHT OF BEHAVIOR CHANGE SEILLS

Lesson 6

I, BRIEF review of Lesson 5 "Changing Behavior"
A. Causes of undesirable behavior1. Inappropriate reinforcements 

2• Direct imitation 
3 • Parental inconsistency

II. Discuss homework results in detailA. Types of target behavior - selected
B. Spouse's reactionC. Vhat were results of recording target behavior?

1. First three days2. Second three days
D. Successful e^eriences
E. Problem areas

III. Prerequisite for changing undesirable behaviorA. Select undesirable behavior to be changed, and
B. Select desirable behavior to replace the undesir

able behaviorC. Observe and keep record of times undesirable 
behavior occursD. Design reinforcement program

E. Implement reinforcement programF. Continue to keep record of times undesirable 
behavior occurs

IV. Types of behavior recording charts
A.  

7
8
7
6

to o

I s 5'g"i 4■P oi rSZÎ 1

5
2

Date 7 8 9 10 11 12 13
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B.

C.

Target Behavior:* Tantrum Behavior Date
1 6 11 16 21 26
2 7 12 17 22 27
3 8 13 18 23 28
4 9 14 19 24 29
5 10 15 20 25 30

*Bach time target behavior occurs, cross out 
the next highest number.

Date Desirable Undesirable Parental Behavior Behavior Response
ti m o-H

h-P

i ipH « •O O
aOQ oilO  <Ds m
ë

7. Design to meet specific needsA. Rating of performance
1. Poor2. Pair
3. Average4. Good
5. Very goodB. Assigning of points or tokens to different levels of performance
1. Poor = 1 point or 1 token2. Fair = 2 points or 2 tokens
3. Average = 3 points or 3 tokens 
4# Good = 4 points or 4 tokens5# Very good = 5 points or 5 tokens
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TI. ExerciseStep I; As a group project, let's design severalbehavior recording charts and reinforcement 

programs. (To be placed on the chalkboard.) 
Step II; Also, as a group, let's discuss and try touse these recording charts and reinforcement programs with actual teurget behaviors which 

are considered undesirable. (To be placed 
on the chalkboard.)

Step III: For homework, continue to keep record of the
target behavior you selected to eliminate.
If necessary, you may redefine the undesirable behavior you selected. Do not forget 
to reinforce more appropriate and/or 
socially adaptive behavior while extin
guishing the undesirable behavior.
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SPECIAI. REINFORCEMENT SYSTEMS 

Lesson 7

I. BRIEF review of Lesson 6 "Refinement of Behavior 
Change Skills"
Â* Discuss homework of previous weekB. Discuss prerequisites for changing undesirable 

behaviorC. Discuss and design several types of behavior 
recording charts

II, Special reinforcement systemsA. Individual reinforcement systems1. Child must understand what is expected of him
2, Child must understand how and when he will be 

rewardedB. Use of tangible rewards for privileges and/or 
material goods
1. Bus tokens
2, Poker chips
5. Money
4, PointsC. Can exchange for privilege and/or material goods 
when child wants, provided he has the required 
amountD. Better to use "token" or "point" system rather 
than to reward each desirable behavior with food 
or candyE. Also, don't fail to provide verbal praise for 
desirable behavior so that these more tangible 
reinforcers can be withdrawn1, Need to behave properly, not for tangible rewards, but for more positive feedback from 

others and more positive feelings about 
himself

2. Must leam to accept a postponement of reward or reinforcement, e.g., paycheck
III, Family reinforcement systemA. ^tire family participates as a unit1. Each member has certain responsibilities or 

chores2. Each member receives certain tokens or points 
for privileges or other rewards important to 
that individualB. May combine token or point system with allowance 

systemC. May need to be discussed frequently and revised 
when necessary
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IV. Home-school reinforcement system

A. School and home must often cooperate to effect 
positive behavioral changeB. Home may adopt and extend token and recording 
system used in the school

C. If school is not using a token system, perhaps some token system may he instituted
V. ExerciseStep I: Discuss problems encountered in trying to

effect socially adaptive behavior in the 
home. Encourage group participation to 
offer possible alternative solutions.

Step II: Discuss problems encountered in trying to
use the behavior recording charts. If necessary, put the parent designed chart on the chalkboard and elicit group sug
gestions to revise and make easier to use,
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HMAGIHG BEHAVIOR FROBLEHS 

Lesson 8

I. BRIEF review of Lesson 7 "Special Reinforcement Sys
tems"
A, Special reinforcement systems1. Individual reinforcement system

2. Use of tangible rewards
5. Home-school reinforcement system

II. Personal inadequacies
A. Fear of failure or loss of parental respect

1. Turn to parents for comfort and support2. Providing direct assistance by parents may
encourage and teach overdependency

B. Insecurity1. Often results from extremely unpleasant asso
ciations and experiences
a. Schoolb. Certain people
c. Learning
d. Certain places
e. Foods2. Fears and inadequacies may be modified by the
following methodsa. "Do not force the child into frightening situations. Instead, gradually esçpose him 

to what he is afraid of while giving him 
support and encouragement."

b. "Pair the unpleasant situation with a pleasant one. For example, have the child 
view a fri^tening (to him) animal from a 
distance while eating ice cream."c. "Recognize the child's fears and talk with 
him about it, but be careful not to rein
force it by your own anxieties and 
responses."d. "Strongly reward progress in dealing with 
the inadequacy or problem; e.g., as the 
child gradually moves to the point of pet
ting the fri^tening animal, praise and 
reward him every step of the way."

III. Self-care problems; e.g., eating, dressing, toileting, 
or washing
A. Break each self-help skill down into several verybasic or simple tasks gradually increasing the

level of difficulty
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B. With each successful accomplishment, reward with 

praise and/or single M&M candy; gradually reduce 
use of M&M candy and use only praise. After skill 
has been learned, use tokens, stamps, or points and integrate it into chart containing his respon
sibilities and choresC. Helpful to set up a highly consistent daily 
routine in order to help him predict what is to happen next which will help stabilize his behavior

Vf, Social problems
A. Cooperating and sharing with peers are usually 

more desirable behaviors than are oral and phy
sical aggressionB. Wide variety of group experiences may expose child 
to many good models and provide him with oppor
tunities to receive Important positive reinforce
ment for displaying desirable social skills

C. Controlled environment may help child avoid poten
tially problem-producing situationsD. Do not reinforce negative behaviors; e.g., 
tantrums, hyperactivity, or aggressiveness by 
attending to itE. On the positive side, strongly reward socially desirable behavior by giving extra attention, 
praise, and tangible rewards

F. If punishment is necessary to suppress undesirable 
social behavior, social isolation or "time out” should be employed by placing child in comer or equally undesirable place for a specific period of 
time

V. Exercise
Step I: As the final, assignment, the mothers will begiven the Vineland Social Maturity Scale and 

the Parent Questionnaire to complete before leaving. For those mothers who are absent, the Parent Questionnaire will be mailed to 
them the next day with a stamped, self- 
addressed envelope so they may be returned 
without delay. Also, the mothers will be 
telephoned the next day for purposes of administering the Vineland Social Maturity 
Scale.


