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ABSTRACT

The social and emotional adjustment of physically disabled,
Lugaka primary school children was compared with the adjustment of their
non-disabled counterparts. The main purpese of the study was to see if
the disabled sample manifested significantly more rejection, overw
pretection and a lower mental health status than their non-disabled

counterparts,

Three instruments were used to try and detect these differences
between the two groups of children, They werc the Parentai Acgeptance
Rejection Questionnaire and the Personality Assessment Questionnaire,
both devised by Rohner and his associates for their "Parental
Acceptance - Rejection Theory - PART ", and the "Over-Protection"

Questionnaire devised by myself,

The findings, contrary to much of the literature on the disabled,
revealed no significant differences between the two groups in terms of
rejection, over-protection or mental health status. The only significant
difference was in negative self-esteem (a scale of the Personality
Assessment Questionnaire), with the disabled sample manifesting
significantly lower self-csteems than their non-disabled
counterparts. The results thus rovealed an overall positive picture
of social and emotional adjustment for the disabled sample concerned,

contrary to much of the existing literature on the disabled.




- 1ii -
TABLE OF CONTENTS

CHAPTER

Chapter 13 Theoretical Introduction and development of

hypotheses.
Rationale
Literature Review:
Defining disability and handieap
Social psychology and disability
General attitudes to disability
Attitudes and Culture

Disability seen as deviance

Personality and the digsabled:
Socialization of the disagbled

The subculture of handieap

Socialization of the physically handicapped

The familv of the handicapped child

Stereotypes

Initial reactions

Types of attitudes

Interaction between parent-child attitudes

Schools and handicapped children

Acceptance at school
Types of schooling

Alns and Objectives of study.

Origins and development

Objectives and hypotheses

10
12
22
23
24
24
24
25
26
28

30

32
33
33
39

\_RagEs

42
2
33

10
12
22
24

24

30
25

28

33
32
33
42
38
42



- iv -

Chapter 2: HMethod

Subjects

Instrument Number One: PARQ (P rental Acceptance-Rejection
Questionnaire&.

Operational definitiens

Format

Modifications

Scoring systenm

Interpretation of the PARQ
Development of the PARQ

Final Procedure & Administration

Instrument Number Two: PAQ (Personalitx,ﬁssessment

Questionnaire)
Introduction
Operational definitions
Structure of the PAQ
3Score interpretation
Development of the PAQ

Instrument Number Three: 0-PQ (Over—-Protection
Questionnaire)

Development of the 0-PQ
Operational definition
Final Questionnaire structure

Pinal Administration and Procedure

Chapter 3: Results.

Introduction

t-test results

Table of means and standard deviations
Table of highest and lowest scores

Sunmary of results

43 ~ 64
43 - 47
48 - 55
48 - 50
50

51 - 52
52

53

53 - 54
54 - 55
55 - 62
55 - 56
56 - 59
60

61

61 - 62
62 - 65
62 - 63
63

64

64 - 65
65 - 77
65 - 66
66 - 73
3
T4



Chapter 4: Discussion 78 - 87
Bibliography: 88 -~ 93

Appendix 1: Personality Acceptance-Rejection Questionnaire 94 - 96
Appendix 2: (Child) Personality Assessment Questionnaire 97 - 99

Appendix 3: Over-protection Questionnaire 100 - 102.



CHAPTER

THEORZTICAL INTRODUCTION AND DEVELOPMENT OF HYPOTHESHES

- Rationale.

In this study I decided to concern myself with some spécific
roial and emotional aspects of physically disabled primary school children
~ {n Lusska, since it has been the Zambian Government's desire through the
~ Ministry of Education to encourage their full participation in the field
of BEducation. This goal is manifest in the Ministry's "Statement on
Rducational Reform", (1976) which states that "whencver possible,
handicapped citizens will enrol in the same educational institutions and
follow thé‘same programmes as others". e see from previous research that
it is indeed advantageous to integrate the physically disabled with the
able-bodied from as early on as the pre-school level upwards. (Weinberg,
1978; Fox, 1976; Vogel, 1974; Kushman, 1976; Thomas 1978 and Phiri,

(Zambia) 1979).

With the ever increasing integration of disabled children into
mainstream schools in our country, it seems increasingly important that
we have a better understanding of their social and emotional adjustment
to both their and our advantages, whether we be parents, teachers,

giblings or whatever our relationships to them may be.

It was with this aim in view that I decided to look at the social
and emotional adjustment of physically disabled, Lusaka primary school
children in terms of parental acceptance - rejection along with seven
personality dispositions that are thought to be an expectable outcome
of parental aggféésion or neglect everywhere (Rohner, 1980 p.2), as well

as in terms of parental over-protection.

My decision to look at rejection and overprotection in particular
was strengthened after I had reviewed the literature available on the
social and emotional or "psychological” adjustment of the disabled. As

Thomas (1978 p.lOO) points out, these two extreme attitudes are among the
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distinguishing features of the culture of handicap.

An introduction of the instruments I used to look at rejection
and overprotection and the thoory from which they have emerged will
follow my literature review which deals mainly with the social psyvchology
of childhood disability, and how the concepts of rejection and over -

protection fit into this context.

Literature Review.

Defining disahilitv_and handicap.

A disability is the lack or loss of a function or a capacity. As
Thomas (1978 p.4) states, "in a sence it is an objective limitation
imposed by disease or accident (of life or birth)." He further notes
that the term "handicap” is sometimes synonymous with disability but that
the former has certain psychological overtones. Whether a disability
becomes a handicap depends on its nature and severity, its prognosis and
favourable reaction to treatment, the extent to which it interferes with
everyday life, and the aZtitudes of other people to it. The extent to
which a disability is a handicap also depends on the personal neaning the

loss of function hag for an individual.

We therefore see that while the distinction hetween disability

v

and handicap is noteworthy, in practice the terms have becone interchangeable

and will be used im this way throughout this paper.

Jocial psychology and disability.

As we know, the disabled population is wide in age range, and
in the severity, causes and kinds of disabilitv. From a social
psychological perspective, the precise medical category of disability is
not particularly relevant, except where it tends to carry a particular

social stigma with it.
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According to Thomas (1978) "severity" of disability is a far nmore
useful approach for this perspective as it indicrtes the likely degree to
which the disabled person will be able to cope with the problems of
everyday living, and we see in fact that this approach is there throughout

the literature on rehabilitation.

Because we are concerned with the disabled in a social context in
this paper, a useful cstegorisation of disability-handicap is that of

Thomas (1978, p.S) which distinguishes five psychosocial categories:

1. This category is based on the degree to which the disability
prevades the perceptual field. It is highly visible and provides
esrly information which acts as an anticipatory signal to others.
These signals convey cues about the social identity of the
disabled person.

2. In this category the dominant theme is difficulty in effective
jnterpersonal communication. Distant cues may be absent or
ninimal but problems of reception or expression occur early
in any social encounter; deafness and speech impediments are
tvpical examples.

3. Here the person appears normal both from a distance and during
social encounters. His disability is episodic or vhasic as with
asthma, epilepsv, haemophilia and maladjustment.

4 This category relates to the connotation carried by the label:
the disabilitv is associated with gocial stigma, as in severe
retardation and educational subnormality.

5. A combination of the above - for example Down's Syndrome (mongolism)
with its physical aspect and its social stigma.

The categories can be used as discrete entities but also as
dimensions, so that category (1) visible handicaps, may be considered
as a range or continmuum from highly visible to almost undetectable and
so forth. Thomas (1978) notes that if recent research into childhood
handicaps is a guide, then most of disabled persons cannot be adequately

embraced by just one of these categories.

The categories are derived from ohservations of disabled persons'

reception in society and of attitudes towards them. We know from the work
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of Qook (1971) and Argyle (1975) that the process of forming impressions
of others is a complicated affair involving static clements - the face
iﬁ repose, physique, voice, clothes, hairstyle etc., - nnd dvnamic aspects
such as orientation, distance, posture, gesture, body movement, facial

expression, gaze direction, tone of voice, rate and fluency of speech.

We see that physique and appearance are important criteria in
impressionistic social classification. Adams and Cohen (1974) have
shown that teachers are influenced by their pupils' appearance, though only
for a short while, after which other characteristics such as learning and

behaviour become more important. Nevertheless, physique and appearance
are not unimportant in the forming of impressions and we learn (and so

mugt the visibly handicapped), the specific positive and negative cultural
values attached to variations in physique and appearance. These values
are not simply applied to others but also by the self to the self. Their
acquisition is a long process begun in childhood, continued through a host
of social encounters and powerfully reinforced by the medias' projection
of what is beautiful and desirable and what is not. Often we see the
attribution of other personal qualities and characteristics which follow

the value direction of the physical variation.

How we come to attach visual, social and moral meanings to physical
variations is a process not clearly understood, but chance meetings with
the disabled vividly illustrate for each of us the lesson we unconsciously
learned in childhood; that the disability or disfigurement seems to dominate
the perceptual field for both participants, so that what is central is the
disability and not the disabled person. (Thomas, 1978 p.7). An additional
hinderance to smooth interaction will be the experience of the one and the
unexperience of the other. The normal person's limited experience with
the handicapped may make him uncertain and insccure, while the disabled

person, from previous experiences, may expect the situation to be strained.



As we probally all know, disability can mean different things to
different veople, evoking a svmpathetic response in some, a negative
hostile reaction in otherg, while others again may wish simply to avoid such
an encounter. Consequently, in terms of social psvchology, we see that
initial encounters hetween the disabled and others do not start from a
neutral point, but the disabled person has to deal with deTinitions of
himself and his disability previously and independently conceived by

others.

The above points along with Thomas' categories illustrate some
of the psycho-social dimensions of the problem of the disabled person as
a social being. As Meyerson (1955) p.12) has put it, disability is not
an "objective thing in a person but a social value judgement" or as Thomas
(1978 p.9) savs, "disability may be evaluated objectively, in the sense
that constraints on mobilitv, manipulatory skills, hearing, etc., can be
gquantified, but that the handicapping nature of the disability cannot bhe sn
accurately assessed". The handicap is both a social value Jjudgement as
well as a personal one the latter being powerfully affected bv the attitudes
of, and interaction with others, but not totallv conditioned by them. As
Thomas (1978) adds, any loss of physical function is likely to be viewed
negatively with the negative values deriving fpom three sources: the
nature of the disability, negative values imposed by the self, and negative

ones imposed by the society.

We see that other people's attitudes to disability are the social
and psychological "matrix" in which the disabled live. It is fundamental
to their socialisation and is influential both in their interpersonal
behaviour and in the more organized ways in which society provides for them.
It includes the everyday sanction imposed by normals; differing socio-
personal distances in interactions, and the laws and institutions through
which public attitudes are conveyed. These all create a climate in which

the disabled "see how they are seen". ( Thomas '8 p.1l).



General attitudes to disabilitv.

In realising the importance of attitudes, we see that the social
psychological approach suggests that the behaviour, self-image and
socialization of the disabled are conditioned by society's attitudes and

the values that underpin them.

Some writers (Berreman, 19543 Tenny, 1953%) have suggested that
the prevailing social attitudes to disablement have led to the creation
for the disabled of a sncial status somewhat like that given to ethnic
- minority groups. Both have a status subordinate to majority interests
and suffer restrictions on entry into certain roles. Both appear to
experience difficulties in employment and education. However, the disabled
person is not usually a member of a proup. He is often isolated and must
meet the privations of his low status without the morale of group membership.
And while belonging to an ethnic minority group allows a person to attribute

his low status to the oppressive afttitude of the doninant majority, the disabled

are nore likely to put their equivalent status down to personal inadequacy.

Thomas (1978) finds likening the social status of the disabled to
that ofadolescents making the transition from childhood to adulthood, more
accurate. He maintains that adolescents' status is marginal between the
two - and the disabled are similarly marginal people as they occupy a
position along the contimum from physi.cally capable to physically helpless.
The sence of marginality is intensified by the indefinite boundary between
physical normality and physical disability, and the characteristic
nsvchological state that results is anxiety and insecurity. For the
adolescent the pressing question is: "Shall I be expected to behave as
an adult or a child?" For the disabled the equivalent question is: "Which

part of me is to be emphasized, the disabled or the non-disabled aspect?"



The difference betweecn them is that the marginality for the adolescent is

temporarv, while that of the disabled may well be life-long.

Levine (1970) is inclined to the opinion that society verceives
the disabled in terms of categories and attributes. Those aspects of the
disabled person, especially those physical ones which society regards as
differentiating him most from others, Levine calls the "defining" attributes.
But the disabled person also has his own perception of which aspects of his
body, skills and limitations actually distinguish him from the non-handicapped
Those which the disabled himself regards as critical in separating him off,
Levine calls the "critical" attributes and further states that there can be
discrepancies between defining and critical attributes. When these
discrepancies are large, personal insecurity is potentially maximised as the
individual perception of seif conflicts with stereotvpe expectations. The
processs of "getting the handicapped to accent their handicap" is one which
attempts to narrow the gap between defining and critical attributes. That
the disabled are antagonistic to the wav society defines them is shown by the
presence within the traditional voluntary organization of radical group who
are attempting to obtain self determanation in the management of their affairs
A good example is the "National Tederation of the Blind" run by the blind for

the blind in America.

Levine suggests that attitudes to the handicapned are not static

but evolve through at least five stages.

1. All persons with aparticuladisability are held to posscss certain
characteristics.

2. While general belief arc held about a category of disability, an
jindividual is seen as transcending the popular view: he is untypical
of his category and this is explained by special circumstances such
as intense motivation or exceptional compensating gifts.

%, With sufficient examples of exceptional behaviour that portion of the
defining attribute is dropned from the stereotyvype.
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4. Through medical and technical akills the disabled person is largely
indistinguishable from the rest of his social group ("rou'd never
guess he vas handicapped”) . '

5. By their skills, achievenments anddiversity of social roles, the
collection of defining attributes vanishes, the true extent of individual
differences is revealed and stereotvping does not take place.

Naturallv, Levine's describesd process is open to investigation but
the notion that we nse convenient conceptual packages when thinking
about others is not new. Stereotypes of national characteristics, racial
groups and other toutsider' minorities are part of our social education
. L3 3 - . 4 . .

and thus built=in olements of our socialisation. To ve "like us" is

natural and normal, to be "not like us" is foreign, unusual and abnormal,

thus physical disability is seen as a violation of physical normality that

easily extends to social abnormality.

Attitudes and Culture.

The bolicef that attitudes towards handicap can be "built" into a
enlture receives support from a number of sources. One is the examination
by Haffter (1968) of the history of attitudes to childhood disability in
Western BUTOpe hased on folktales from as early as the Middle Ages.
Haffter suggests that a residue of these earlier velief actually influences

present-day attitudes through a socistal "eollective unconscious".

For insight into the development of attitudes in our immediate past,
we may turn to Anthropology. Tanks and Hanks (1948) examining attitudes to
disability in non-Western cultures, found that Western concepts of disabilit
could not easily be used as ethnological data since what was seen as a
handicap in one non-Western culture was not in another. Whoen the social
status of the afflicted was at its lowest, they called this as "pariah
status", the afflicted having no rights to seek or claim help and being seo
by the majority as a threat. In cultures where disability reduces people's

capacity to hunt or gather food, stringent measures nay be taken to remove

'economic 1iability, as among the Eskimos. An improved status was enjoyed

>



by the disabled in cultures which practiced a "tolerant wtilization", where
the person was cxpected to contribute to the groud ingofar as he was able,
and his involvement in social life was 1imited only by his ability and
inclination ~ this was apparently the case anong certain Horth American
~ Indian tribes. Ofher cultures allowed the disabled a strictly "1inited
participation", and clearly defined the rights and obligations of the
digabled that were more circumscribed than those of the active najority.
Finally, Hanks and Hanks noted that in parts of Bast Africa the handicapred
enjoved a "iaissez - faire” sociai status. Here they were given shelter and
| protection and their was no obligation or pressure on then to contribute to
é the group; the definition of achievenent was proad and it was possible for the
ing cuch

nandicapped %o gain a measure of prestige and status by exercis

abilities 2as they had, thouch there was no pressure on them to do sO.

Prom their work, the authors saw a connection between prevailing

"protection of the physically handicapped and social participation
for them is increased where: (1) the level of productivity is
higher in proportion to the porulation and its distribution more
nearly equal; (2) competitive factors in individual or group
achievement are minimized; (3) the criteria of achievement are

less formally absolute as in hicrarchical social structures
snd more weighted with concern for individual capacity, as

‘

t

|

!

E

g

x

k attitudes and social and cconomic factors, and concluded that,
1

g

|

l

|

i in democratic social structures.” (Hanks and Hanks, 1948, p.ZO).

@
The relationship between attitudes to disability and a societv's
economic wealth has been confirmed bY¥ Jordan and Triesen (1969). They

examined attitudes and socio—-aconomic development in Columbia, Pern and

the United States and found progressively more positive attitudes to

disability as the cconomic status of the country inproved.

In a series of researches bY¥ Rjchardson et. al. (1961) it was
apparently rovealed that within a culture, uniform attitudes towards
indicating that there is a nget" of attitudes towards

nandicap exists

disability rather than attitudes being a matter of individual preference

—"_
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and expericunce. It should be noted though, that Richardson's procedures

have been questioned by other researchers.

Disabilityv secen as deviance.

Sufficient empirical evidence is available showing that the
physically disabled are given a socially constructed deviant status which
can be placed within the "misfit" model. (s.g. Wright, 1960; Scott, 1969;
Brown, 1954; Minton, 1974). The major positions supporting the model
are predominantly interaction theories which, as Thomas (1978) indicates,
sugcest three views of man and his social behaviour. Pirstlv, individual
behaviour is a response to the behaviour of others - a reciprocal
influencing of people and social forces. Secondly, this reciprocal
process impliecs the use of symbols as nediators, the chief of them being
language, so that the influence is seldon direct, but by and through
language. Thirdly, the self is part of the interaction natrix and is
affected by the activities and outcomas of the process. The deviance of
the handicapped arises fron their apparently negligible potential for
interaction. e.g. failure of the handicapped to provide selectively the
non-verbal companions of speech (Richardson, 1968); the inability of the
blind to use the 'unique sociological functions of the eye' (¢ ffnman, 1969) ;
and, failure of the disabled to suprly such accessories of conventional

communication as a glance or gaze (Argvle, 1973) .

Deviance not only stigmatizes the deviant, but those in fegular
agsociation with him. This phenomenon is described by G ffman (1968,
p.43) as a "tendency for stigma to apraad from the stigmatized
individual to his close connections,” from which it follows that such
"eourtesy stigma" is generally avoided rather than sought. The concept
of stigma is closelv allied fto the process of labelling described by

Pearson (1975).
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Whether a physical or mental deviation is regarded as stigmatizing
depends on how people respond to the particular label, TFor Goffman,
stigna meant the imputation to a person of attributes that are deeply
discrediting. Despite changes in attitudes, the disabled are still
treated as having a stigma, although perhaps, the nore blatant forms of
prejudice are camouflaged. When confronted by discrimination, hostility,
indifference or simnly awkwardness, the disabled person will naturally
tend to withdraw from interpersonal or community transactions, thereby "lesse
the possibilities of understanding his interests, aspsrations and the
wars of dealing with society’s percention of his deviance." (Levine, 1970,

p.45).

The di.stinction developed by Lemert (1967), between primary and
secondary deviances is also of interest here. The primary deviance 1is
the disability itself, while the secondary deviance is an adaptive pattern
of behaviour for coping with the social responses to the primary one. The
work of Scott (1969, 1970) on the socialization of the blind illustrates
this dual nature of disability as deviance. Visual handicap is the
primary deviance, while the secondary onc is the behaviour which develops
as a result of blind people's day-to-day encounters with the sighted
conmunity, and the attitudes and the expectations of professional

agencies and "blindness workers".

1s Thomas (1978) notes, misfit sociology has been criticized for
its theorctical vagueness and its reliance on inside accounts, while
Goffman's stance has been challenged for its unattractive view of man-
as always attempting to win support for the presented self. lore serious,
is the charge that it has failed to provide a commanding view of society
and has instead concentrated on what its critics termed the trivia of
interpersonal behaviour. Among its positive contributions are its power

to illumunate our own part and that of professional caring persons in
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creating deviance, as well as rroviding a platform for views from the
"other cide". As regards disability it allows the use of personal
accounts as well as traditional modes of investigation and a range of
theoretical positions. All this is an advantage given the absence of a
single comnrehensive theory of the social psychology of disability. The
misfit nodel is thus admirably suited for explaining people accorded
deviant status, but amongst the handicanped there are some vho appear to

avoid the stiema attached to others with the sane afflictibn.

Personality and the digabled.

The studvy of the personality of handicapped children has been
sonewhat sparse. Pringle (1964) noted that there were few studies of

the emotional development of blind children; Reed (1970) made a similar
conment about deaf children, Ziegler (1966) about rotarded children and
Pilling (l973> about children with chronic $1lnesses. One reason for the
comparative neglect of personality studies is the technical difficulty of
assessing handicapped children, and althoush braille versions of nopular
personality tests are available, the standardisation problens are

formidable.

As Thomas (1978) notes, the scarcity of objective data has not
prevented beliefs and o~inions emerging sbout the personslity of the

handicapvned, operating to fill the em-irical vacuun.

There is a long history in nhilosophy, literature and psychology of
concern with the relationship Lotween psvche and soma, SO that it is
hardly suprising that the handicapped should be seen as proving ground
for speculation and study. The attenmpts to link appearance and physique
with behaviour identified with the work of Kretschmer (1926) and Sheldon
(1942) have failed to show substantive evidence of a strong correlation at
both group and individual levels. There have, however, been several

attempts tu show on theorstical grounds that extrome physical variations
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will influence poersonal development. We now turn to these theories
(MeDaniel, 1969) and their rclative potentialities as explanatory devices

(English, 1971.)

Some theoretical positions.

(a) Individual Psvchologv. Among Adler's (2.927) pronositions was that

cach individual personality is unique and develops in response to

certain social impulses which include a sence of jinferiority, the

striving for superiority and intervening compensatory behaviour.

Such feeling are not abnormal but present in cveryone. The disabled

person has a special tvpe of inferiority, "organ inferiority", and

thus an enhancad drive to establish his superiority. MeDaniel notes
that this concept of inferiority and its acconpanying compensatory behaviour
has been applied indiscriminately to the handicapped. Thomas (1978) argues
that although compensatory behaviour can bs observed in many disabled persons,
this is different from a compensatory lifestvle. He notes further that
although there is case evidence of the disabled using their disabilities
as instruments of social control, the non—-disabled probably use theilr
appearance and physique just as much for the same purpose but it only
becomes "pathological" when practiced by those with a stirmatized physical
deviation.

As Thomas concludes, concavts of inferiority and compensation cannot

cover the wids range of responses of disabled persons to their disability.
While they mav be useful at the clinical level, they are too restricting for

rehabilitation psvchology.

(b) Bodv inage. Attitudes to self and others are thought to be affected
by perceptions of values attributed to appearance and physique.
Persons place themselves on a continmuum from those with a positively

valued body image to those with a negatively valued one. For Schilder (1
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body inage was closely identified with self-image. Body image
constructed from postural cues, tactile inpressions, visual
appearance, degree of functional offectiveness and fronm social
reinforcencnt. The disabled person receives negative feedback from

his bodv and via the raesponses of others during his formative years,
while his body image is being constructed. Richardson's work (1968)
sugeests that disabled children share the value svstem of . non-
handicapped peers, and we may assune that percention by the handicapned

of the high valuc placed on normal phisique provides a tension between
actual and ideal body images. This tension is sometimes revealed in
handicapped children's self-portraits where the area of physical deviation
is aither cxagcerated or disregarded. For Thonas, this view of personal
or self-image is most valuable when there are marked abnormalities of
physique or appearance, and also whers chronic illness deprives the

child of former physical skills or capaci.ties i.e. acquired disabilities.

¢) Somatopsychology. Thig is the study of 'variations in physique that affect

the psvchological situation of a person by influencing the effectiveness
of his bodv as a tool for action or by serving as a stirulus to himself
or others' (McDaniel, 1969, p.ll). Behaviour and physique are seen as
interrelated and interactive. Thus, according to this position, the
vigibly disabled are given a subordinate social role and those with milder
disabilities will suffer greater anxietv and frustration than the crossly
handicapped, since the latter experience lower expectations or have

more allowances made for them. This contridicts an often exprassed

view that poorer adjustment is associated with more severc handicap.

Three concents derived from somatopsvchology are valuable for
understanding the emotional development of children: they are nourning,

devaluation and spread. llourning, as applied to the disabled, refers to
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sadness nand recrat at the lack or loss of functional skills. llourning
is seen not only as a psychological state but also a social obligation,

30 the loss of a limb or function may depress a person who is then expected
to conduct himself appropriately for the degree of loss and to go through
a period of readjustment. At an individual level the period of mourning
and its intensity of feelings will vary considerably, but it will not be
expected to continue indefinitely - thig is what ig meant by 'coming to

terms with the handicap,' (Thomas, 1978 p.72).

"Devaluation" and "spread'arc closely reloted concepts. Devaluation
is the process by which the disabled person ig seen as more handicapped
than he actually is, because of attitudes Trom othors as well as his own
lowered self esteem., This is shown in various ways; by prejudice against
the disabled similar to that shown to other minorities, by prejuged helplessn
and dependency, and by attitudes of overprotection and rejection. (Wright,
1960). The Adisabled nerson's own attitude may reflect 'devaluation' of
his own position which may also include the phenouenon of 'spread', By this
is meant that the disability may not remain confined to the actual limits
of the impairment, instead, the individual may come to view himself as being

ncapacitated in additional ways. In other words, he nay become excessively

[N

disabled, with the disability exnanding from its original source to

encompass the whole body or the whole personality.

As Wright (1960) pointed out, somatopsychology hus Tailced to show a

ts

e

consi.stent relationship between personality and 1isability, but
subordinate concepts have great potential for gaining an understanding of

the effects of disability on the individual.

2]

(a) &

phenomenon with accompanying psvchological features, it prevents the

ocial role. Illness or disability is not only a physical

person from performing a range of customary social roles. Illness

grants a legitimate exemption from customary requircnents which

continues as long as the patient performs adequately in the new
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"sick" role. The "sick role" involves nresenting ones' self for
treatnent, an acknowledgenent that one is sick, a striving for recovery
and active cooparation with those who are se:king to return one to

optimum role capncitv (Gordon, 1966.).

Handicapped children can be seen as "sick" for some are, whilst
others may be considered metaphorically so, and treated as if thev were,
though not all of them will be able to perform everv aspect of the sick
role, such as gtriving to get well or cooperating with healing asgencies.

One danger of verceiving bandicapred children as sick is that like sick
persons, they will have things done for them and to them and will larcely
be at the mercy of the professional healers and holpers, with the consequent

loss of human dignitv and independence (Thomas, 1978).

In order to gause their relative power as explanatory tools, Finglish
(1971) examined the theories in the context of the behaviour of the disabled
and the reactions of normals to disability, especially in connsction with th
effect of handicans and early exneriences, the psychological imnact of
disahlement,  the socielogical aspects of prognosis for rehabilitation and
attitude change. He developed twelve propositions (e.g. the stigmatisation
of the disabled can be reduced) and then considered which theoriecs seemed
to offer supoort for them. The theorics he vsed were individual-psvchology,
psvchoanalvtic, body-imace and social-role theories. Theoretical support,

or lack of it, for a proposition was judged on a five point scale.

English concluded that no single theory was sufficient to encompass
our present knowledge of the psvchological and sociological impact of handic
In his vieuv the effeets of disability in childhood are best explained by
reference to psychoanalvtic theory and individual psychology; rehabilitation
processes are bhest analysed with a combinntion of individual psychology and

body~image theory, while sociological asmects are probably best derived from
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social-role theory. He found that +he reactions of the disabled and of
other people important to them could not be explained by any one theoratical
stance, that there was a need for an eclectic approach to theoretical
concepts and that attempts to understand the personality of the handicapped
of fered a major challenge since a unifving theory was a necessary, but

ag vet distant, goal.

Summarizing 30 studies on the personality of medically labelled
digabled gromp ¢.Z. Down's syndrone, epilepsy, cerebral palsv, blindness,
deafness ete. , Thonmas (1978) notes that the authors all appear to have
gone through several stages. At the start there was usually an attempt
to unveil the common personality characteristics on whi.ch stereotvped
views were hased. The sccond stage was often the breaking-down of the
stercotype into patterns of behaviour and reaction associated with clinical
sub-categories. Pinaily the view that the latter had common personality
characteristics collapsed as the truc extent of individual differences
among children vith a comnon handicap became apparent. Thonas adds that
we are left with the more difficult though esnentially more humane, task of
reflecting on the children and their experiences as individuals, and not
as a medically labelled group. After all, regularities in behaviour
might just as easily be the result of being treated, taught or institutional

in a more or less uniform manncre.

Role theory.

Some writers have found it unrewarding to aprroach the handicapped
child's behaviour through the primary medical catzgories of conditions, and
have discovered a nore fruitful frame of refersnce in role theory, which

is not anchored to specific medical labels.
Role theory has been ost consistently applied to handicapped

children in the case of those who are chronically ill. The person who

hocomes sick has to dealwith the new role of the sick person, with its
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inbuilt tension between past and present. Role ig defined as "the set
of prescriptions defining the behaviour of an occupant of one (social)
position towards other related positions " (Johnson, 1970 pe44). In the
ngick™ role the "prescriptions" involve an erenption from some of the
responsihilites agsociated with position; but there mast he shown a

dssire to set well and to cooperate with those attempting to heal.

Gordon (1966) sugcested three signifiennt rols relationships:
doctor-patient; Tanily - paticnt; and self (ego) - patient. fach could he
examined in terms of 4 possible roactions to illness; dependence (a
tendency %o give up some areas of responsibilityh nornal indenendence
(retaining the responsibilities inherent in the status "well"); over-
independence (demanding more indepondence when sick than when well); and

self-nity (rejecting the possibilities of solf help).

Fishler c¢t. al.(l972) studied a group of 45 children with a rare
condition, galactosenia roquiring a special diet. They followed this
group from early childhood to adulthood, using various tests, appropriate
to the state of development, such as draw-a-person, sentence conplction,
Rorschach ink-blot and Thematic appercertion Tosts. Mheir results showed
that there were definite chanses according to agc. The pre-school child
gas scen as excessively shy and fearful in terms  of personal contacts,
in the school-age period therc were nany signs of anxicty such as nail biting,
and at adolescence there were a few c¢hildren vith serious problems of
adjustment. There was "1ittle doubt that their poor self-image was related
to their dietary restrictions which clearly set them apart from other

persons. These feelings of inadequacy were further comprunded by

learning problems at schoolly (Pighler ct. al., 1972, Ped16) .
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Olch (1971) investignted 45 children with hsemonhilia, a condition
characterised by recurrent haenorrhages which may be spontaneous or causecd
by even a minor injury, making hospitalization usual. Olch gave her
subjects draw-a-person, and Rorsch=ch tests, and nec —achievenent
measures. In the 5=7 age group she found a common anxiety, intense
feelings of inadequacy and social uneasec. +Lhe 8-12 group were passive,
lacked spontaneity and werce keenly aware of the difference hetween
themselves and others. The voung adolescents showed the greatest activity,
resistance and independence, while the older ones "exhibited the ¢sreatest
constriction of personality. They relied heavily upon intellectualization,

compulsivity and avoidance of spontaneity".

These two studies both cover the child's developmental period. They
both give some sunport to somatopsvchological theories and to role theory.
Olch suggests that in haemophilia patients, limited activity produces a
restricted thought process. Neither produces any evidence for a distinctive
personality type, but both indicate a pattern of adaptation to prescribed

roles.

Pinkerton and Weaver (1970) noted the similarity of thelr asthmatic
patients to other aick children, with anxioty, denendency and ncuroticism
influencing their immediate interpersonal milieu. Swiflt, Seidman and
Stein (1967) found that children with dizbetes had a poor self-image and

showed dependence, anxiety, oral preoccupations and depression.

Broadly speaking, these studies all show a degree of adantive

responsc which cannot solely be cexplained by their illness. According
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. to Thomas (l978p.86), what gives the developing wicture some coherence

iis that the adaotive patitern emerges from role expectation. The experience
of limited evervday activitics and the anxicty causcd by illness and

its treatment appear to produce, in Gordon's terms, a role behaviour
consonant with derendence and self-nitv. The particular valuc of the
Fishler and Olch studies is that they show the role not to be consonant
over the'developmental period. In the early period there is unscttledness,
giving way to passivity in the latency period, challenged by resistance

and independence in pre-adolescence and followed by rigidity and

connulsion later on. (Unresolved guestions about these studics are the
gample size used, the particular environments in which the children

developed -nd the nnder-use of other possible explanatory variables such

as parental attitudes, Thomas (1978 p.86>.

An extension of this view of the significance of the role is found
in the work of lMinde et. al. (1972), who examined the psycho-social
develonment of a group of vhysically handicapmed children. The voungest
appeared to regard themselves as non-handicapped but naving a functional
disability that would be nade good in time. When ploced in residential
school this response underwent a significant change with nany of the children
going through a period of profound melancholy due to separation from honme
aud the realization that miraculous cures were unlikely. Eventually, on
coming through this depressed phase, they nade statements showing a view
of the self that included their disablement. Minde comments on the
gradual and sometimes painful process by ghich these children made the

transition from one status to another.

2

elf-imnge.

How a person percieves and anvraises himself can be describad and
intervreted in a number of ways. Self-appraisal or self-concept has a devely

mental component in  the child, refering to the extent snd manner in whic
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innate vredispositions, biological crowsh and maturation affect his
view of himself, along with a social component - a view of the self
derived from interactions with others, especially family and those

close to the child. JSelf-concept develops out of the organisns’

~

-y

interaction with the environment and the value systems o others, and out
of the need to have a consistent view of tha self, and is subject to
modification through learning. Argvle (1973) provides a concise view of
self-concept as consisting of self-inmnge i.e. how the person sees himself,

and self-esteem-the value he places on hinmself.

Both self-inage and self—csteém will be influencad by perceptions of
the attitudes of others, especially of those whose opinion is most nrized.
Thonas (1971) showed that among ten-vear—olds the influence of the fanily
on the formation of self-concepts was more significant than that of peer

groups, though we would cxpect changes in adolescence.

Most studies of handicapped children on neasuring sclf-concept have
used self-report rather than obsarvational measures, with both the retarded
and physically handicapped boing studied. As Lawrence and Winschel (1973)
have pointed out, findings with the rotarded children are, at best,
inconclusive because of the technical problems of the validity and

reliability of self-concept measures when vsed with them.

The studiocs of the physically handicapped appear to be more consisten
thisshaun (1962) studied a group of adolescents with cerebral palsy in order
to determine their self-concepts, and the concepts held of them by their
mothers about capacity to perform tasks, socinl relationships, vocational
potential and intelligence. He found significant correlations between the
adolescents' own self-concepts and their nothers' concepts in the areas of

tasks, social relationships and vocational potential, and concluded that
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mothers appear to influence the self-concents of their children.

Smits <1964) studied the influence of the obviousness ond severitvy of
disability onadolescents' self-concents, using a self-concent and self-
scceptance measure. Those with milder disabilities had higher self-concapt
scores than those with severe 0nes; severely disabled girls had the lowest

self-acceptance scores, snd the more obviously disabled adolescents raceived

more extreme ratings from classmates than did the others.

¥inn (1964) exanined differences in the self-renorts of 72 physically
handicapped and non-handicapped children, as well as discrepanciles between
actual and ideal self. The handicaps included sensory, orthopaedic,

circulatory and netabolic disorders. The results showed that the handicapped

children saw themselves as less physically andequate than the non-handicapped;
they had fewer close relationships and fewer oprorturnities for social
participation, and though they had similar life-goals to the non—-handicapped,
they felt less able to achieve them. The visibly handicapped showed greater
correspondence between self-concept and ideal self than did the non-

handicapped.

Grinter (1974) studied the self-concepts and ideal selves of visually
handicapped adolescents and found that thev did not have a lower self-
concent score than did a control group. Thev did, however, show a grzater
discrepancy between perceived and jdeal s¢lf, and there was an association

botween low self-concept scores and ratings of social adjustment.

Other studies of the self-concept of disabled persons that have
found evidence of a lowered self concept in disabled persons conpared with
their non-disabled counterparts arc those by Speck, 19753 latz and

Florian, 1978; and Hartung, 1975.

Socialization of the disabled.

Direct and indirsct effects of disability on socialization practices.

ile see that socialisation practices in the disabled may be

influenced by the dircct. offcets of the disability itself. This is most
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obvious in the case of children with profound sensory disabilities such
as the deaf who are slow to acquire social concepts which arce heavily
dependent upon language (Vntes and kates, 1965). Children with severe
physical handicaps may be offectively cut off from the crucial adjustive

experiences of the peer group, unless vory special efforts are made to

provide those experiences.

Where parents see that their child and his disability are likely
to mest rejection or indifference, the aocialization process can be
gonstrainod to the social learning programme the parents prefer. Such
indirect effects can be seen in the case of children yith severe facial
deformitics, with the family forming a "wrotective capsule" for the child

concernad. (Goffman, 1968) .

The subculture of handicap.

Blyth (1968) sugerests that the "cultural contoxts" for the child
inelude nationality, rural or urban setting, soclal class, neighbourhood,
sex-role divisionsg, peer group, the common experience of schooling and
the specific culture of the child's Tamily. 3Sone handicapped children
are not able to participate in these cultural contexts and their experiences
differ from their age-mates because of prolonged periods in hospital,
separate forms of schooling, institutionalization, restriction on wmobility

or over-protection. (Thonas, 1978) .

If successful socialization partly depends on a body of shared
experiences, those who fail to acquire this, find it more difficult to
secure a rightful place in their culture. The more successfully the
handicapped person adjusts to the culture of handicap, the harder will

be the task of participsting in the full range of conventional social

"roles. Among the distinquishing features of the culture of handicap are:
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exposure to extreme attitudes - either over-protection or rejection;
involuntary association with others similarly handicapped; frequency

of hospitalization; special education; restrictions on the full range

of adult roles; awkwardness in social interaction; and lifelong
bureaucratic structures-shelter~d workshops, cclonies, total institutions.
In some cases these nmay be summarised as resulting in a subordinate social

status and a role of dependence. (Thomas, 1978, p.lOO).

The sociglization of the physically handicapped.

Physical handicap, particularly in those forms which seriously
restrict mobility, is a variable limitation which prevents or inhibits the
acquiring of developmental skills at the appropriate ages. Such children nay
grow up in a resticted environment with isolation and prolonged hosnrital
troatment, and thus may develop a preoccupation with the self. (Thomas,

1978 p.lOQ). One overriding issue that seems to be true for all kinds of

physical handicap is that of dependence. Disability may imply an unchanging
dependence on adults in many areas of personal life. As Thonmas (1978, p.103)
cautions, "The task for socializers is to confine their care strictly to the

disability while maximizing the child's independence in every other way".

The family of the handicapped child.

Stereotvpes.

Research on families of the disabled suffers from the same effect that
Staples (1971) noted in his review of research on black families. People
studying the latier tended to be white sociologists, with little or no
intinmate knowledge of the families in question and little or no expericnce
of black culture. Turther, thev examined their evidence in the light of
the predominapt Anglo-Saxon, niddle class model of family life. (Thomas, 1978

p.108).
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Many studies of families with handicapped children produce over-
negative or over-positive evidence bzsed on limited interviews or highly
selective sanples. It we look at the representative sampling of Hewett
(1970) and Gegory (1976), we see that they reveal a diversity of parental

attitudes.

The literature on parental problems has two main approaches; the
practical one which usually involves facts about family difficulties

and the psychological one which tends to omphasise the emotional reactions

of the parents and siblings.

Thomas (1975) points out that among recent developments in the
literature is a recognition of the dynamic change in parental attitudes
and reactions in which the child is seen as an active agent. Parallel
with this, there has been a growing sensitivity to the social forces which
impinge on the family, particularly about how attitudes are shaped and

maintaincd by the reactions of others (Voysey, 1975) .

Thomas has noted a striking aspect of families with a handicapped
child, it is about how vulnerable they are with their behaviour and
attitudes often being interpreted soméwhatplexibly according to the
stance of the research worker. A good cxample is emotional stress.

Ross (1964) suggests that few controlled studies imply that most parents
of the handicapped are under severe emotional stress and so does Roith
(1963), but Love (1970) reports parents as suffering Shock, refusal,

quiet, bitterness, envy and rejection.

Initial parental reactions.

Uith all the disagreements about family reactions (rejecting,
heroic or matter—of-fact), Thomas (1978) notes that there is wide
agreemnent that the birth of a handicapped child or the discovery of a
defect causes a period of profound stress and goes on to add that the
connection between initial reaction and subsequent attitudes is rather

uncertain.
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Types of attitudes

As Thomas (1978) notes, it has been usual to label parental
attitudes in terms of broad types which appear to have originated with
Somers (1944), studying the personality of the blind ndolescent. The
cléssifiCation includes: acceptance, perfectionism, over-protection, and

disguised and open rejection.

Acceptance usually refers to the full psychological and social
incorporation of the child inte the family. Dale (1967) suggested that
acceptance ideally involves both parents. Lowenfeld (1974) found that,
while no fanily was immune to the effects of having a blind child, many
parants were able to accept the child fully. For Lowenfeld, acceptance
was more likelv when the parents had other, non-handicapped children; when

the handicapped child was the first one, acceptance was nore difficult.

Perfectionisn, or denial, implies an urge to eradicate the disability,
expressed in demanding from the child the full range of normal behaviour.
Lowenfeld (1971, p.lOS) describes perfectionism as the response of parents
who love their child but cannot face the reality of hishandicap. Ross
(1964) suggests that where denial takes the form of undue pressure for the
achievement of high and unrealistic goals, this leads to frustration,
regression and other forms of maladjustment which, while secondary to the

nain handicap, can have greater impact on the developnent of the child's

personality.

Those who over-protect are in effect concentrating on the handicap
and not on the child. According to Poznanski (1973) this attitude is
comrion among parents. While "over-protection" cannot be ohjectively
estimated, for Poznanski it means that the handicapped children receive more
attention than their disabilities require, and rmch more than any siblings

rzceive.
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Over-protection limits the child's opportunities for lcarning
independence in habits and ways of thinking, restricts his social
interactions and leaves him with little or no chance of coping with
feelings of failure. Boone and Hartman (1972) found that over 60 per cent
of parents in their samples displayed this "benevolent-over-reaction”.

In extreme cases the child's psychological health can only he restored by

a period of separation from the family. As Thonas (1978) points out, the
usc of such broad terms as "over-protection”" to describe parental

attitudes is not without danger as it tends to imply that attitudes are
constant and held equally by both parents. As Thomas indicntes, it is more
probable that partners do not always have the same attitudes ns cach

other, that attitudes change over the developmental period and are as

likely to result from interaction with the child as to be responses to

disability per se.

Related to over-protection is the avidence of the existence of a
"special”™ mother-child relationship between a mother and her disabled
child as opposed to a mother and her normal childs (Sequin, 1976). The
literature indicstes that this relationship is usually one of over-protection
and/or rejection on the part of the mother (Barker, 1953; Wright, 1960),
wi.th over-protection and overpossessiveness by the mother being nost
characteristic (Koudekova, 1975; Bolstad, 1974; Oettinger, 1938; Boone and

Hartman, . 1972) .

Thomas (1978) notes that rejection may be conceded by parents who
display all the signs of care and concern; in such parents there may be
conflict betweon intellectual and emotional acceptance. Refering to open
rejection, Sheridan (1973) notes that is usually occurs in two sroups of
parents - those who are immature and incapable of assuming their regponsibility
and those who are moentally disordered, although both groups are thought to

be small in number.
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Parental attitudes are the product of many forces and like us they

are subject to the process of social learning which creates a sct of beliefs
about disabilitv. But as Thomas (1978 p.113) indicates, perhaps the
sreatest common source of attitudes is parent's self-blame ror their

child's condition.

Interaction between parents'. and handicapped childrens' attitudes.

Mannoni (1973) showed that attitudes and values of pnrents before the
birth of a handicapped child do influence the way the child is percelved and
treated. There has been a tendency to ascribe the adjustment of handicapped
children to their parents' attitudes, with disturbed children said to come
from families where they were over-protected or rejected. Walters and
Stinnett (1971) sugrest that this influence is not a one-way street but that
parental attitudes do change as the child gets older, partly because of the

nature of the interaction between them and thelr children.

In looking at the relationship between parental attitudes and the
adjustment of children, we may consider the study of Heuhaus (1969), who
examined the social and emotional adjustment of deaf children. He found
that positive attitudes from the mothers coincided with emotional and social
gtability for all the children. The fathers' expressed attitudes did not
correlate with the adjustment of the vounger children. In some cases it
was found that both parents had the same positive or negative attitudes
whilst in others each parent held directly opposite attitudes. Fositive
attitudes in both parents were associated with superior adjustment, positive
maternal and negative paternal attitudes were associated with better
adjustment than negative maternal and positive paternal onege So with this
sample and for this disability, maternal attitudes appear to be the more

crucial ones for the emotional well-being of the children.
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In explaining parental attitudes from a social psychological
perspective, Voysey (1972) contends that two factors, power and responsibility,
significantly modify parent's behaviour. By responsibility she means the
extent to which parents, and others, perceive the handicap as heing caused
by the parents (neglect, inadequate care, genetic factors etc.) Power
refers to the extent to which others consider the parent capable of
amelioratings the disability or behaviour of the child. As Voysey puts it,
these factors are subjective "actors definitions" and liable to change.

3he advances 4 tvpes and their parental behaviour.

1. Not responsible-with power. Where the Child is "ill" from a non-

hereditary complaint, the parents are able to follow the given

medical advice and the prcedominant interpersonal style is "coning

splendidly"”.

2. Responsible-with power. Whatever the objective facts the mother
blames herself but is determined to secure the best available

treatment. Interpersonal style - "making amends".
P &

3. 1ot responsible - no power. As in some cases of congenital abnormality
nothing can change the tragic situation for the parents. They have to
manage the expressions of svmpathy from others. Interpersonal style -

"stoic acceptance”.

4., Responsible - no power. Where no cause of the handicap can be
deternined, parents may create their own - as from the mismanagement
of the child - but in the case of undifferentiated mental handicap
the condition is not remediable. Interpersonal style - "restricted

social interaction”.

The management of social interactions involves the growth of
sensitivity to others' responses, and skills in handling potentially

anhiguous or thraateming situations. These skills (rofered to bv Vovsey
g ’ BASTEN
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as "competence") include developing an ahility to manage events which

would ordinarily be seen as threatening to parental identity: learning

to avoid situations where reactions might be uncertain; coping with the
" firgt time" to school, a party etc.,; and becoming more resilient to rebuffs,

insults and false sympathy.

Thomas (1978 p.124) concludes that the literature on parents'
attitudes to the handicapped child is incomplete and perhaps misleading
since it lacks the dimension of experience. He maintains that detailed
interviews, completion of attitude scales and observation itself cannot
fully admit the investigator to the central experience of living and loving
a child with a disability of body or mind, and that experience could be
eritical for reducing simplistic (and often negqtive) stereotvpes of parental

attitudes.

Sehools and handicapped childrens Acceptance at school.

Obviously, the effects of dislike and rejection are the first to
come to mind in the school context. Anderson (1973) noted that nmany
mildly handicapped punils in primary schools experienced few overt expressions
of dislike and that in general disabled children were well accented by their

peers.

The teacher'® role in helping the disabled child to adjust is of great
importance. Marse (1966) discovered that pupils' and teachers' attitudes
to the speech - handicapped were similar, both expressing a strong
preference for the non-handicapped. Thomas (1978) explains that children
are such acute observers of their teachers that it would be surprising if

there were not a link between their attitudes.

Obtaining accurate information about the acceptance of the disabled
at school has been done mainly through sociometric studies. Rucker, Howe

and Snider, (1969) found that slow-lcarning children in integrated classes
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have a lower social status and are less well accepted than other

children.

Among the factors which night influence acceptance is how visible
the disability is. Adams and Cohen (1974) found that at first, teachers
were influenced by pupils appearance and physique, but that these soon
became less and less significant in their evaluations. Richardsons Ronald

and Kleck (1974) found that their disabled sample were inadequately

equipped in interpersonal relationship skills which contributed to their
low social status. Thomas lists the factors likely to influence acceptance
of the handicapped schoolchild as practical communication difficulties,
episodic conditions, competence, atypical behaviour, frequency of contact
and level of interpersonal skills. Anderson (1973) and Jacobs and Pierce
(1968) found that children with neurological abnomalities such as cerebral
palsy (i.e atypical behaviour) had a somewhat lower sociometric status than
their retarded counterparts without thesc and than their non-handicanped peers.
In a study to show that acceptance is influencad by perceptions of competence,
Gottlieb and Davies (1973) found that children of average mental ability
selected significantly fewer retnarded children as partners for a skilled
motor task. Willey and McCandless (1973) used checklists of adjectives to
study the reciprocal perceptions of groups of normal, retarded and
orthopaedically handicapped children, and discovered that both the normal
and the retarded ascribed more positive terms to their own group than to the
other group, though some retarded pupils expressed somewhat more positive
attitudes towards normal peers than were reciprocated. Perceptions of the
orthopaedically handicapped were almost wholly positive. This study occured
in school settings which encouraged a good deal of contact hetween groups,

and proximity has long been thought to be an inportant factor in the forming
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of friendship since it fosters initial acquaintance. (Thonas, 1978, p.135.)

Tvpes of schooling for handicapped children.

Bducational vnrovision for the handicapped is a contirmun extending
from acceptance and integration within an ordinary school at one pole to
institutionalization at the other, with special classes, day special schools
and residential special schools lying in botween. As Thomas (1978) points
out, this variety illustrates in concrete terms the duality of attitudes to
handicap - the desire to create some positive means of assistance and the

willingness to separate and confine.

"
Since the sample for my research came from the"positive end of this
continmuwn, I will only briefly summarise the effects of segregated
schooling on the handicapped, so as to highlight the pros and cons of this

type of education.

According to Thomas (1978) p.137-138) the effects of segregated

schooling on handicapped children are:

1. It places them in a social svstenm largely composed of others sinilariy
handicapped, so that they take the others as their reference group.

2. Particularly when it is residential, it means a loss of contact with
normal peer groups and all that this implies for psychological and social
development.,

3, The children Xo0se fricndships in their home neighbourhood.

4. There is the sense of stigma.

5. A too-protective environment is dangerous because of the effect of the

loss of protection when they have to leave it,.
6. There are the conscquences of a school environment which is uncertain

whether it is a branch of the social services, a para-medical aid centre

or a teaching institution.
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However there are alsc nositive features:

1. A high ratio of adults to children and the greater attention which

individual children can then receive.

2. The efficiency of special instructional methods.

'3. The concentrated aveilability of medical and therapy services.

4. The reduction of pressure on children which gives them opportunity and
time to cope with physical self-care and the psychological opportunity
to build up worthwhile levels of self-esteen.

5. The living in a community where needs are acknowledged and catered for.

As far as help for handicapped children is concerned, Thomas aptly
concludes that "the most significant and enduring advances are likely to be
achieved through the accelerating trend of educating more and more
handi.capped children together with their non-handicapped peers". (Thomas,
1978, p.147).

Ains and Objectiveg. ’

Oricins and Development of the aims and objectives of the study.

Initially, as already indicated, the main aim of my study was to
look at two specific aspects of the "special™ mother-child relationship,
namely rejection and overprotection. Thomas (1978) has pointed out that
these two attitudes arc among the distinguishing features of the culture
of the handicap, and a good deal of the literature supvorts their
existence. (Barker, 1953; Wright,190; Koudekoca, 1975; Bolstad1974; Kammarer;
1940; Oettinger, 1938; Boone and Hartman,1972, Sheridan1973; Love, 1970;

‘and others.).

My initial two aims were to find out if i) there is evidence of
significantly more "rejection" bv the mothers of the disabled than by the
mothers of their non-disabled counterparts, and 2) if there is cvidence

of significantly more "overprotection" by the mothers of the disabled than
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by the mothers of their non-disabled counterparts. I decided to limit my

study to the mother—child(rather than the parent-child)interaction because

of the evidence of the" special™ mother-child relationship shown by Sequin (1976),
Koudekova(1975) and others, and also because of the importance of maternal

over paternal or parcental attitudes for the enotional and social stability

of the disabled child found by Neuhaus (1969).

Rejection.

In searching for an appropriate instrument for the measurenment of
"rejection", I canc across Rohner's "Parental Acceptance~Rejection Theory" -
PART; a socialization theory developed aince 197% which has a whole range
of instruments to measure acceptance - rejection in children’parents and
adults. What further attracted me to this theory and its instruments were
the thorough standardization of the instrunents on different cultures and the
fact that behavioural and personality (rather than attitudinal) dispositions
were used, which are predicted by the theory to be associated universally with
parental acceptance-rejection. (Rohner, 1980). These dispositions are
as follows: 1) nostitity/ageression, 2) dependence, %) negative self-esteen,
4) negative self-adequancy 5) emotional unresponsiveness, 6) emotional

instability, and 7) negative world view.

In looking at these dispositions, we see that evidence for four of
them can he found in the literature reviewed. For dependence-Pinkerton
and Weaver, 1970; and Swift, Seidman and Stein ygd7.for negative self-image
in terms of negative self-esteen and negntive self-adequacy - Pishler ot. al, 197
0lch,1971; Swift, Seidmann and Stein,I?67;Nussbaum,l962; Smits, 19643 Kinn
1964; Speck1975; Katz and Florian,1978; and Hartung,1975; and for emntional
instability - Neuhaus,1369. This fact further persuaded me and I finally
decided %o make use of two of Rohners instruments:
1) The child version of the Personality Assessment Questionnaire and

2) The child version of the Parental Acceptance-Rejection Questionnaire.
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At this stage, I would like to introduce Rohner's "Parental-Acceptance
Rejection Theory "-PART on which the instruments, the PAG and PARQ, are

founded,

PART is a theory of socialization which attenpts to explain and
predict major consequences of parental acceptance and rejection for
behavioural, cognitive and emotional development of children and for
personality functioning of adults everywhere. The theory also attempts to
explain why soma children are better able than others to cope with the
corrogive effects of parental rejection and emotional abuse. These are
2 classes of outcome variables of primary interest to PART. In addition to
these outcomes, PART attempts to predict major psychological, environmental
and maintenance svstems’antecedents to parental acceptance-rejection. The
theory is also concerned with the rclationship between parental acceptance-

rejection and expressive behaviours in society.

Defining PART.

Conceptually, parental acceptance and rejection together form the
warmth dimession of parenting. Parental warmth is construed as a bipolar
dinmension where rejection, or the absence of parental warmth and affection,
stands at one pole of the scale in opnosition to acceptance at the other
pole. Accepting parents are defined in PART as those who show their love
or affection toward children either physically or verbally, using forms
of behaviour which jointly and individually are likely to induce a child

to feel loved or accepted.

Rejecting parents are defined in PART as those who dislike,
disapprove of, or resent their children. In many cases they view the
child as a burden and they sometimes compare him unfavorably with other
children. Rejection is manifest around the world in two principal ways,

nanely, in the form of parcntal hostility and aggression on the one hand,
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and in the form of parental indifference and neglect on the other (Rohner,

1975b). Both forms of parental rejection - that is, rejection revealed as

hostility asgression and rejection revealed as indifference/neglect-express
an impaired{or even the absence of g ) hond of parental attachment and

both forms of rejection in their concrete mainfestations are likely to

induce children to fgel unloved or rejected.

Parental acceptance-rcjection may be viewed from two perspoctives;
as subjectively experienced by the child (or subjectively reported by
the parent); and as externally measured by an outside observer. The extent
to which self-perceived versus objectively determined acceptance~rejection
are coineident is problematic in any given case. Ultimately, PART takes
as sclf-evident that parental rejection has its most consistent and
predictable effects on children prinarily insofar as the child perceives
the parent's behaviour as being rejecting. This view is shared by others
such as Kagan (1978) who states: "parental rejection is not a specific set

of actions by parents but a belief held by the child."

Behavioural outcomes of PART.

As noted before, PART predicts that acceptance and rejection have
consigtent effects on the behavioural and personality dispositions of
children everyvwhere, as well as on the personality functioning of adults
who recall being rejected as children. PART to date has therefore been
concerned with a limited constellation of personality dispositions,
dispositions that are thought to be an expectable outcome of parental
aggreésion or necglect everywhere. They in no way represent a conplete
list of the consequences of parental rejection but are the primary ones
included at this time in PART. The dispositions are hostility, dependence,
negative self-esteem, negative self-adequacy, emotional instability,
emotional unresponsiveness and a negative world view. The dispositions
were based on the results of a research by Rohner (1975 b) using a sample
of 101 societies which showed that rejected children throughout the world
ntly more hostile.

aggressive or passive aggressive
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;ﬂmn are accepted children, and that rejected children tend to evaluate
2ﬂmmselves more ncgatively, and to be more dependent than accepted
;ﬂﬁldren.

As Rohner (1980) points out, (and which is especially significant
ﬂMr ny sanple of disabled children) there scems to be little doubt in the
'jmdy of parental acceptance-rejection-as in the study of other forms of
pu@nting - that one should take into account the personal and behavioural
}ﬂmracteristics of the child as an ipstigator of parcntal action, just as
émw takes into account the personal characteristics of the parent(s), or

of the salient characteristics of the situation where the parents and

thildren interact (Rohner and Rohner, 1979 a, 1979 b).

From Rohner's work on PART, f§ decided to make use of the following
W questionnaires:
g) The Personality Assessment Questionnaire for the Child -~ PAQ.

 ) The Parental Acceptance-Rejection Questionnaire -~ PARQ.

A detailed discussion of these two complimentary self-report
3&truments will follow in the method, but it may be noted at this stage
gat the hypotheses I put forward were related to the total scores of each
;estionnaire as well as to the 4 composits scales of the PARQ and the

%composite scales of the PAQ.
The hypotheses from the PAQ and PARD will be listed at the end of the

}apter.

fver-protection.

As we have already scen from the literature, over-protectionhgag peen cor
pfnd among parents of the disabled, with the parents in effect
ijGntrating on the handicap, and not on the child. (Thomas 1980, p.112).

Ecording to Poznanski (1973), while ".overprotection" cannot be objectively

tinated, for him it occurs when the handicapped child receives more
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rention than the disability requires and much more than any siblings
reive. As Thomas (1978) points out, the use of such a broad term as
rer-protection" to describe parents' attitudes is not without danger
it tends to imply that the attitudes are constant and held equally by

h parents.

Taking Thomas' caution into account, I decided to limit the scope
ny "overpretection" questionnaire to overprotection by the mother only,yhich
algp refered to as "over-mothering". The temm comes from Wiggins et. al.
)71, p.173) who were commenting on the "over-mothered", sometimes called
iothered" person who, they conclude, is not free to acquire the instrumental

11s which provide a substitute for the secupity of the mother.

As far as ny "over-mothering” questionnaire was concerned, I based
on behavioural manifestations of overproteation by mothers as perceived
uy sample of disabled and non-disabled children. The behavioural
1ifestations (or tendencies) of overprotection I chose to use, don't
any way represcnt a complete list of the behavioural manifestations of
srprotection. The questions of my questionnaire could be divided into

ree basic behavioural tendencies:

., Tendency to trv and limit child's time spent away from mother and home.
, Tendency to bhe much involved in child's affairs.
., Tendency not to be too demanding on child in terms of household help

and cooperation.

The reason for my explaining and listing these tendencies is that

hypotheses on over-protection are derivad from them.

With this brief introduction to my instuments(details in Chapter 2)
7ill now list my aims and hypotheses. (1t may be noted that all the

potheses are tested by either a total test score or a total scale score ).
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The three naln objectiwes of the study were,

Ty find out if there is evidence of significantly more rejection by
the mothers of the disabled, than by the mothers of their non-disabled
counterparts.

To find out if there is evidence of significantly more overprotection
(or "over-mothering®) of the disabled by their mothers, than by the

mothers of their non-disabled counterparts.

To find out if there is evidence of a significantly lower "partial
nental health status" fr the disabled children, compared to their

non-disabled counterparts.

The following are the hypotheses I tested in relation to these aims:

Using the PARD:

L

Disabled children perceive sismificantlv more rejection from their
mothers than do their non-disabled countoerparts. (Using the total,
composite score.)

Using the 4 scales of the PAR(

a) Disabled children perceive significantly less parental warmth/affectic
than do their non-disabled counterparts.

b) Disabled children perceive significantly more parental aggression/
‘hostility than do their non-disabled counterparts.

c) Disabled children perceive significantly more neglect/indifference
than do their non-disabled counterparts.

d) Disabled children perceive significantly more undifferentiated

rejection than do their non-disabled counterparts.

Uging the PAQ:

2

The partial "mental health" status of disabled children is significantly

lower than that of their hon—disabled counterparts. (Using total,

conmposite score) .




a)

f)

g)
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Digabled children report significantly more hostility/aggression

than do their non-disabled counterparts.

Disabled children report significantly more dependence than do their
non-disabled counterparts.

Disabled children report significantly more negative self-esteem

than do their non-disabled counterparts.

Digahled children report significantlyv more negative self-adequacy
than do their non-disabled counterparts.

Disabledchildren report significantly more emotional unresponsiveness
than do their non-disabled countervarts.

Disableichildren report significantly more emotional instability than
do their non-disabled counterparts.

Disabled children report significantly more of a negative world view

than do their non-disabled counterparts.

(Osing the 7 scales of the PAQ.)

Using theovep@reotection/over-mothering questionnaire: (g_pn)

3. Disabledchildren report significantly more overpretection by their

mothers than do their non-disabled counterparts. (Using the total score.)

a)

c)

Mothers of disabled children tend to limit their children's time
spent away from mother and home significantly more than the mothers of
their non-disabledcounterparts.

Mothers of disabled children tend to be significantly more involved
in their childrens' affairs than the mothers of their non-disabled
counterparts.

llothers of disabled children tend to be significantly less

demanding on their children in terms of household help and
cooperation, compared with the mothers of their non-disabled

counterparts.
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d) Mothers of disabled children tend to be significantly more
overprotecting (without also being rejecting) to their children,

than do their non-disabled counterparts.

At this point it should be noted that although the above stated
hypotheses are all directional in terms of the disabled being more
rejected, overprotected and having a lower "mental health status" than
their non-disabled counterparts, this is not necessarily what I expected

from my sanple.

These hypotheses were basically formulated from the findings from
lestern literature as already indicated, although Thomas (1978) has
pointed out that the literature to date, (particularly on parcental
attitudes) is incomplete and perhaps misleading as it lacks the dimension
of actual experience. Other authors such as Hewett (1970) and Gregorv

(1976) have also stressed the diversity of results so far obtained.

Jhat struck me particularly about the literaturc on rejection and
over-protection in the disabled was that although these were freqiiently noted as
characteristics of the disabled, nctual research evidence for them
was never presented. They secemed rather to be concluding sympathies
voiced by the authors concerned, with their actual definitions and

measurement not being consistent or even avsilable in some cases.

Having worked personally with the disabled on a number of occasions,
(although only in Zambia), I did not get the picture of their social
gituation being one of rejection and over-protection in most cases, althoulh,

I admit, I did harbour these ideas to some extent before my work with then.

What I was after in this research was the actual social and
emotional situation for the disabled schoolchild in Zambia today, in terms
of acceptance/rojection, over-protection and emotional adjustment. These
seened to be the pertinent issues for me, and were, at the same tinme,

ambiguious as far as the literature was concerned.
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As far as acceptance-rejection and onotional adjustment were
concerned, Rohner's PARQ and PAQ qualified very well for ny use as they
have been developed and tested over many years. IFor the"over—-protection”
aspect, I developed ny own questionnaire and, as Rohner did, I concerned
myself with actual behaviours rather than "attitudes", the latter which

has largely been the case in past researches.

Using the above listed hypothesesderived from the three mentioned
questionnaires, I wanted to find out the existing social situation (or
milieu) for the disabled Zambian schoolchild in terms of acceptance/rejection
and over-protection, as well as the existing emotional adjustment in
terms of the partial mental health status of the children concarned,

compared with their non-dis=bled counterparts.

Details of the three instruments used and their development

follow in Chapter 2.



- 43 -

ETIOD

This Chapter will describe the subjects of the study along with the
3 questionnaires used to measure (1) the over-mothering aspect of over—
protection, (2) rejection-acceptance, and (3) the seven personality
dispositions predicted by PART to be expectable outcomes of parental
agaression or neglect everyvwhere, giving a partial "mental health" status
of my respondents. A descrintion of the nilot studies and final procedure

will be included with each instrument description.

Subjects
As indicated in the introduction, it was mv intention in this study
to compare two groups of subjects; physicallyv disabled school children

with their non-disabled school-going counterparts.

The reason I chose to linmit the disabled samrle to visible phyvsical

e

disability was not because I exvected them to have the same "vpersonality"
v 1 B

because of the similarity of their disabilities as has been done for the
blind, deaf, spileptic and other disabling conditions described in Thomas,
1978 (p.74-84). My rcason for restricting the subjects to those with
vigible, physical disabilities was basically methodological, as I wanted

subjects who has no problems with reading, hearing and writing to answer

ny questionnaires efficiently.

I further decided to exclude subjects with episodic nhysical
disabilities such as enilepsy and sickle-cell anaemia hacause of the
inconsistency of their debilitatine episodic conditions. After makine
inquiries into the frequency and length of these debilitating cpisodes
from the teachers and children themselves, I discovered that the

episodes varied tremendously, depending on the child concerned, with some
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belns severely debilit+ted for long periods, and others being slightly

debilitated very rarely. I therefore deeidad to restrict my sanmple to

children with permanent, visibls defects of the limbs, i.c. those with

orthopaedic impairments. As this paper deals mainly with the social

psychological aspects of disability, T did not find it useful to go into

the different medical classifications of the orthopacedic disfunctions of

my sample, but noted instead which 1imb(s) was affected and if this had

a nild, serious or scvere disabling effect on the child concerncd. My

operational definitions were as follows:

l.

2.

Mild visible disabilitv.

a)

b)

0f the leg-child has use of hoth logs but walks with slight

difficulty due to "thin" leg from polio, or deformed foot,

>

or one leg shorter than the othor. No adds needed for walkine.

Of the arm-child has both arms but has lost full use of one

hand due to finfer doformities or finger loss ete. Partial

use of disabled arm snd hand.

Of combination of limbs~child has all 4 limbs but has restricted
use of an arm and les due to consenital malformaﬁions or partial

paralysis ete.

serious visible digabilitv.

a)

0f the leg-child has to maks use of calipers or crutches but is

able to walk with the help of these aids. Could include 1limb loss.

0f the apm—-child has both arms but loss of a hand, further

liniting use of disabled arnm.

Of comination of limbs-child is able to walk but only with the

help of aids e.g. calipers on arms and legs.



- 45 ~

3. Severe visible disabilitv.

a) Of the leg(s) ~child is unable to walk and is dependent on a

wheel-chair or heing carried about. Could ineclude varalyvsis or
loss of both lags.
b) Of the arm(s)-child has total loss of use of arm or arms due to

paralysis or limb loss.

c) Of comination of limbs-child is unable to move about on its own

due to loss or paralysis of limbs.

At this point it may be noted that disabled children who are able
to attend reogular schools are probably thousht to be the mildly rather
than the severely disabled. This is true to sone extent, although as
we will see fronm mv samnle, a fair number of children using calipers,
crutches and wheelchairs are found in regular schools. Further, I would
like to vut forward a point from somatopsvchology which contradicts an
often expressed view that poorer adjustment is associnted with nore severe
handicap. According to this position, the visibly disabled are given a
subordinate social role and thosc with nilder disabilities will suffer
greater anxicty and frustration than the grossly handicapped, since the
latter experience lower expectations or have more allowances made for them.
In this light, I have assumed that my subjects with mild disabilities will
have about the same problems with adjustment as those with saevere visible
digabilities (.using ny definitions>, and have thus included them togethor

in my sample of disabled children.

Sample selection.

For mv sample, I had a group of visibly disabled school-going
children together with a matched groun of non-disablad school-going

chilidren. As far as the randomness of ny sample was concerned, I assumed
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that the occurence of a disability is usually random in itself, so I
chose as mv samule, all the visibly Adisabled children I came acroass in
nine Lusaka Government FPrimary schools. I found a tetal of 25 visibly
disabled children in soven of these, who scerved ag ny samule. As far as
choosing matched, non-disabled controls was concerned, I chose a child of

the gpame are, grade and sex as the disabled child, sitting nearest the

disabled child in clnss.

It may be noted that the question was raised as to why I did not
chonse my matched subjects from amongst the siblings of the disabled
sanple. Besides the obvious reasons of possibly not heing able to match
are and sex, there is evidence from the literature that if a “isabled
child is present, this will naturally have an effcect on the role patterns of
the family and ench nmember thereof, (qusons, 1958). Takings this into
account, T naturally excluded from my sample of non-disabled children, any

who had a disabled sibling or parent at home as well.

The following is a summarv of the desecription of ny sample of

25 visibly physically disabled and 25 matchines non-disabled children:

1. Sex
Sex Male enmale
Disabloed 13 12
Hon~disabled 13 12
2.
- Ace
Age 10 11 12 13 14 15 16
Disabled 2 15 10 S N

Non~-disabled 2 1 5 10 5 2
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Grade at school

Grade 5

Disabled 7
Hon-dinahled 7

6 7
5 13
5 13

Classification of disabilitv (for disablaionly).

Classification W

0. of subjects

. 21
Mild
Serious 3
.
Severe 1 . .
(25 pelio cases included).
25

Aze of onset of disability (disabled group only)

Arre Humber
since birth 4
6 months to 3 yrs 19
8 yrs 1
8 yrs 1

Ordinal position in the family

Position 1lst born 2nd 3rd 4th+
disabled 6 8 6 5
Non-disabled 4 8 4 9
Number of siblings
only
Ho. of siblings Child 1-3  4-6 7-9 _Over 9
disabled 0 3 10 12 0
—___Hon-disabled O© 6 8 9 2
Mothers' occupation
Occupation hougewife office worker Other
disabled 15 6 4 (2 teachers, 1 nurse,
1 air-hostess.
Non-disabled 16 7 2 (l Minister,l.business-

Woman) .




Instrument Number 1:

The FParental Acceptance-Rejection Questionnaire (PARQ).

The PARQ is a self-report instrument designed by Rohner, Saavedra
and Granun (1979) to measure individuals' perceptions of parental
acceptance and rejection (i.e. the warmth dimension). DParental accentance -
rejection is a bipolar dimension of parental behaviour with acceptance
defining one end of the continuum snd parontal rejection defining the other
end.

Purontal rejection scems to be expressed the world over in three
different ways (see iohner, 1975), namely in the form of aqgression/
hostility, neglect/indifference, and in an "undifferentiated" forn where the

expression of rejection is neither clearly aggressive/hostile now neglecting/

indifferent.

There are 3 versions of the PARQ, the Adult, Child and Mother
PAiROQs. The one L chose to use is the Child PARQ which asks children to
respond about the way they fecl their mothors trent them. The instrument
thus measures an individual's perception of the warmth and affection or
rejection he receives in his family. Most of the items in the questionnaire
refer to maturnal behaviour rather than to maternal attitudes, thus
avoiding some of the difficulties commonly found when one has to demonstrate
that a link exists between the attitudes expressed by a person and behaviouwr

engased in bv the person.

Definitions.

The Child PARQ consists of four scales:
l) perceived parental warmth/affection.
2) perceived parcntal aﬂﬁression/hostility

3) porceived parental neglect/indifference, and

4) perceived parentsal rejection (undifferentiated).
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The perceived parental warmth/affoction scale refers to parent-
child relationships where parents are perceived to give love or affoction
without qualification, but not necessarily with grest demonstration.
Accepting parents are generally secn as liking their child, thev are scen
as approving of his personality and they seem to take an intercst in his
activitics and well-being. UWarmth and affection nmay be manifestoed by
ghowing approval of the child, plaving with him, enjoving him, fomdling
him, comforting or consgoling him, praisine him, or demonstrating love
in words or other actions. Houtine caretaking =nd amusing the child as
part of a schedule, or as a matter of felt duty or responsihility do not
automatically indicate emotional warnth and affection. Signs of spontancous
warnth and affoction are wore revealings than warmth and affection which are
solicited by the child.

Perceived parental ageression/hostility, perceived noglect/
indifference, and perceived undifferentiated rejection are all forms of

"

behaviour falling at the "negative” (i.c rejecting) end of the warmth

dinension. Perceived parental rejection refers to the perceited
absence or significant withdrawal of warmth and affection. Parents who

are perceived to be rejecting, seem not to like their child, they seem to
disapprove of him or resent him, and they are often secen as viewing him

as a burden rather than a pleasure. Manv rejecting parents are seen to

be cold and unsvapathetic, and they sre seen as comparing their child
unfavorably with other children.

The scale "

perceived undifferentinted rejection" refers to
conditions where the child sees his parents as withdrawineg warmth from
him (i.e. they are seen as rejecting him), but where such rejection does

not clearly reflect either perceived aggression/hogtility or perceived

1d

e

neglect/indifference, per se. To illustreate, question 4 in thes Ch

PARQ states, "My mother does not really love nme."
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"rerceived aseression/hostility refers (a) to conditions

The scale
where the child believes his parents are angry, hitter, or resentful of
hin (i.e. perceivad hostilitv), or (b) conditions where the child helievas
his parents intend to hurt him, physically or verbally (i.e. percelved
aggression). Parents who are sean as heilng "agoreseive" are often
viewed as being critically inpatient, irritable, or antagonistic toward
the child. Such parents may be seen to nake disapnroving or derogntory
remarks to and abont the child. Apparentiy angressive, hostile parents
may be viewed as nagging, scolding, and ridiculing their child, =nd thcy
may say how the child sets on their nerves or express their frustration and
irritation at the child's behaviour in other wavs. Other expressions
may include abrupt and roush handling of the child, hitting the child,

cursing the child, and speaking to him in what is perceivad as a harsh,

depreciating tone of voice.

The scale "perceived negleet/indifference” refers to conditions
where fthe child sees his parents as unconcerned or unintercsted in him.
Such parents are secen by the child as pavine 1little attention to hirm,
and they are apt to be viewed as spendine a2 minimum ancunt of time
with him. When such parents are +together with their children they nay bhe
perceived to ignore the child's requests for help, attention or comfort.
They nay be seen as forgetting promises made to him, and they are often
regarded as failing to attend to other details or needs important to
the child's happiness or well-being. Neglecting or indifferent parents
are not necessarily seen to be hostile, however; they simply may be

viewed as cold, distant, or unconcerned about their child.

PARQ Format:

There are a total of 60 items in the questionnaire: the warmth/
affection scule has 20 items, the agqression/hostility and neglect/

indiffercence scales each contain 15 items and the undifferentiated scale




contains 10 items.

Modifications

In addition to the 18 items reworded by Rohner et. al, in the
Child wersion to nake them more understandable to young children, I
reworded a further 11 questions after pre-testing the qustionnaire.
The pretest was carried out on a sanple of 20 Grade 5 to 7 rupils at Lusaka
Boys School to make sure that the children could understand the questions

as well as the questionnaire procedure.

Although Rohner et. al. recommend the queétionnaire to be used on
respondents from 7 to 12 vears of age, after two pre-=tests of the CPARQ,
I found it nccessary to start ny sanpling at the Grade 5 level hecause of
the difficulties the respondents had in understanding the questionnaire

which was in a second language for all of themn.

In addition to the 11 question nodifications (incidentally, in
which I tried to keep as close to the meaning of the original questions
as possiblc), and the modified age range fron 10 to 15 years of age, I
also modified the instructions and procedure of the questionnaire. I
surmarised the written instructions and instesad spent more time explaining
then verbally. Rohner et. al. indicate that the entire questionnaire may
have to be read to poor readers, which was the case for most of the Grade 5
respondents. For those who completed the questionnaire bv themselves, I
instructed then in the beginning to raise their hands if at all there
was any word they did not understand, stressinge that the exercise was
not a "test" and that they were free to ask about the neanings of as many

questions as they liked.

In the verbal instructions, resvondents were asked not to dwell
N m . .
too long on cach item. “they were reninded that there were no right or

wrong answers to the items and were encouraged to respond ranidly and the
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way they really feel, snd not the way thev might like their mother to be.
As recormended, the questionnaires were completed in a single sitting and
without distraction. In most cases the respondents tock about 5 minutes

longer than the 20 minutes tyricallv taken to complete the CPARQ.

o

Scoring Svstens _

In the CPARQ respondents were instructoed to ask themselves if
an item is hasically true or untrue about the wav their mothers trest them.
If the statement is basically true, they are instructsd to ask thenselves,
"Is it almost always true?" or " Is it only sonetimes true?" Or, if an
jtem is basically untrue, they are instructed to ask: "Is it rarely true?"

or, "Is it almost never true?".

The items are scored as follows:

True of my mother

Het- true of my mother

Almost alwavs true Sometines true Rarely true Almost never true

4 3 2 1

Seven items in the n@gleot/indifference are reverse scored, and all
the items in the Warmth/uffection scale are reverse scored so that a
high score indicates maximum perceived rejection or minimum perceived warmth
/affection. Por thome items that ares reverse scored, the scoring changes

as follows:

N

becomes 1
2 beconmes 2
2 becones 3

1 becomes 4

As indicated bv Rohner et. al., the mean and standard deviations of
the 4 scales will probably be somewhat different within most samvles.
They recommend therefore, that each of the 4 scales be converted to a
Z-score hefore summing the scores to form a total (composite) test score,

and before performing any subsequent statistical operations.
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As indicated in the hvpotheses in Chapter One, part of my ainm
was to comparc my disablod with a matching non-disablod sample on the

4 PARQ scales as well as the total (composite) PARG scoro.

T-tests were used to conpare the

two matched groups for cach scale as well as for the total score, Fivine
a total of 5 t-tests for the PARQ.

In addition to the testing for significance of these hypotheses,
I compared the dosceriptive data obtained (i.e. mean, standard deviation,

midpoint, maximum and minimum for cach scale) with the regsponses of a

sample of 220 children tested bv Rohner et. al. (1980>.

Development of the PARG.

It is important to note that the CPARQ was conctructed to be
usable cross-culturally, and thus three additional considerations cuided
the development of the instrument. First, that the scales chould have
universal applicsbilitv; sccond, thot the terms within ench scale should
have common international referonts; and third, that the phraseology of

the items should be Adceentred fronm standard, idiomatic American Hnsligh.

These conditions were approximately satisficd throush the following
: 8 > -
procedures. Prior work on a cross-cultural survey using a sample of
101 socicties showed that verbal and physical forms of the 4 scules are

the principal manifestations of the rejection-acceptance process the world
over (see Rohner,1975). Also, the same study was helpful in clarifying
specific classes of items that have common international referents. The
test items were screcned and decentred from idiomatic American-iinglish in
1971 wwith the help of two Turkish anthropologists in collaboration with

three Anerican-Bnelish speakers. Subsequently over the next 2 venars the

instrument was piloted on a small sanple of English~speaking children in
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Hew Snsland to detect any further problems with the test items, response
format, and so forth. Since 1973, continual pre-testing has helped
detect items containing words that are troublesone, especially for voung
children. Otnandardized substitutions for these words or rhrases are

described in the "Handbook", (1980>, some of which I made use of.

The most intensive formal, statistical anslysis of the validity and
reliability of the instrument was initiatad starting 1975. This analvsis

is described in detail in the "Handbook," (198Q P.30-39).

Final Procedure and Administration of the CPAIQ.

The final adninistration of the CPARQ on the 50 subjects took
place at 7 Lusaka primary schools over a poriod of 2 months. Lhe location
of subjects was made, in most cases, a week or two before the final test
administration. Tn all cases, the CPARQ was administered to the subjects
on the sanme day as the othor 2 instruments of ny study, with a break.of
10 minutes between the administration of each questionnaire. The CFAY was
adainistered first, followed bv the CPART and lastlv by the "over-

mothering”" questinnnaire.

In nost cases, the test adninistration took utlnce in the school sztaff room:
and twice in a senior teachers office, as the schools do not usually have an
empty classroon to spare. The aversse class size from which the subjects

came was from 45 to 63 nupils per class.

As there were only a few disabled subjects from each school, each
test sitting usually consisted of 2 disabled with 2 non-disabled children.
In the eases where 3 to 5 disablaed pupils were found in one school, I
usually had 2 sittings on different days in the same school. The reason
for this was that I had noticed dvring my pre-testing that the voungoer

vupils (Grade 5) had problems with some items and I wanted to be able to

read out the items for them if necessarv. I gave the subjeects the option
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to read the questionnaires themselves or to ask me to read to them if they
wished, I found that 10 of the 14 Grade 5 subjects asked nme to read the

3 K3 m . . K3
questionnaires for them. “he others comletad *the questionnaires on their

own, only asking me to rend or explain itens thev did not understand.

The child version of the Parentsl Acceptance-Rejection

Questionnaire is presented in the Apvendix in full.
P T

Instrument Humbor 2:

The Personality Assessmont Questionnaire (PAQ)

The PAQ is a self-report instrument designed to assess an individual's
percention of him/hurself with respect to seven hehavioural disnositions:

1) hostility and azsression, including phvsical angression, verhal
ageression, passive agnression, and problems with the managemnent of
hostility and aggression

2) dependency,

3) self-esteen,

4 self-adequeacy,

5)  emotional responsiveness,

6) emotional atability, and

7) vorld view.

(Bvidence is presented regardine the iaternal consistency as well as
the concurrent, convergent, discriminant, and construct validities of these

scales in the Mandbook, (198G p.66-86).

The PAQ was devoloped as a conplement to the PARQ. That is, as
predicted by parental acceptance-rejection theorv, parental warmth/affection,
hostility/aggression, indifference/meglect, and undifferentiated rejection
(as measured by the PARQ) are rolated to the personality and behavioural

constructs measured by the PAY (Robner 1975, 1980). The PAQ mav be used
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in other contexts as well, such as making an overall assessment of the
(partial)" "mental health" status of resrondents concerned. (Handbook,

1980, P.64).

Throe versions of the PAQ have been developed as with the PARG,
a Mother, Adult and Child version, the latter which I have used. This
Child PAQ was designed to be used on children from about seven through
tuelve vears of age. The PAQ asks children to roflect on their hehavioural
dispositions. It is written in the present tense and aske respondents

to reflect on their true, not ideal or wished-for, feelings about themselves.
Definitions

It should be noted that the continuum~-like quality of the behavioural
and personality dispositions is not emphasized in the following definitions,

although it is implied by PART.

Hostility, Ag-oression, or Passive Ageression, and Problems with the Manacement

of Hostility and Ageression.

tHostilitv and Agzression. Hostility is an cmotional (internal) reaction or

feeling of anger, enmity or resentment direccted toward another person,
situation or oneself. Hostility is expressed behaviourally (externally) in
the form of agoression, an act which is intended to hurt someone or something,
usually another person, but sonetimes oneself. Active aggression nay be

manifested verbally in such forms as bickering, quarreling, telling someone

,

off, sarcasm, or bv making fun of sonmeone, critieizing hin, humiliating
him, cursing him or saying thoughtless, unkind or cruel things. Aggression
may be revealed physically by fighting, hitting, kicking, biting,

scratching, pinching, throwing things or by other forms of destructivenecss.

Paggive Acgression. This is a less direct expression of ageression in

SIY,

such forms as pouting, sulking, procrastination, stubbornness, passive
obstructionism, bitterness, vindictiveness, irritability, and tenper

tantruns.




Problems with the Management of Hostilitv and Aggression

<~ This refers to the expression of these feelings in disguiscd or
symbolic form such as worried preoccupation about asgression, ageressive
fantasies or dreams, anxietv over one's own real or Tantasied ageression,
unusual interecst in hearing or talliing about violent incidents, or by an
unusual . concern nbout the real or threatened agscression of others. Thesc
feelings nmay be conscious (rocognized) or unconscious (unrecognised) by
the individual. In either case the person has difficulty coping with

or expressing hostilityv or asgression.

Dependence. This is the emotional reliance of one person on another for
confort, approval, guidance, support, reassurance or decision making.
Independence is essentisl freedom from such emnotional reliance. The zoal

of dependency behaviour among children is usually the elicitation of warnm,
alfuctionate attentionfrom an adult. Indicators of dependency among
children include clinging to their parent, nttention seeking,

beconing anxious, insecure, unhappy, weepy or whiney when they are separated
from their parent, or waiting for or demanding the nurturant response of

someone else (i.e. succorance).

The dependence scale of the PAQ emphasizes itens dealing with
individuals' desire to have sympathy or encouragement from persons close
to them when they are sick or having troubles. None of the items deals with
two forms of behaviour sometimes associasted with dependency, vize
(a) proximity seeking - the desire to be near or in physical contact

with another person - or, (b) approval seeking.

Self Lvaluation {Self—Esteem and Self-Adequacy) .

Self-evaluation consists of feelings about, attitudes toward,
and perceptions of oneself, falling on a continuum from positive to
negative. Self-evaluation consists of two related dimensions, self-esteenm

and seclf-adequacys
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Self-Bsteemn.

This is a global, emotional evaluation of oneself in terms of
worth. Positive feelings of self-estecn imnly that a person likes or
approves of himself, accepts himself, is confortable with himself, is
rarely disappointed in himself, and perceives hinself as being a nerson
of worth, or worthy of respect. Negative self-esteen, on the other hand,
implies that a person dislikes or disapnroves of himself, is uncomfortable
with himself, is disappointed in himself, devalustes himself, perhaps

feels inferior to others, and perceives himself as heing essentially a

worthless person or as being worth of condemnation.

Self-Adequacy.

This is an overall self-cvaluation of one's competence to

perforn daily tasks adequately, to cope satisfactorily with daily
problens, and to satisfy one's own needs. DPositive feelings of self-
adequacy inply that a person views himself as being a capable person,
able to satisfactorily deal with his daily problems, feels that he is
& success or capable of success in the things he sets out to do; he is

self-assured or self-confident 2nd feels socially adequate.

Negative feelings of self-adequacy, on the other hand, imply that
a person feels he is an incompetent person, unable to successfully meet
or cope with the denands of day-to-day living. He lacks confident self-
assurance, often feeling inept; and he sees himself as a failure and

as belng unable to successfully compete for the things he wants.

Emotional Resvongiveness.

This refers to 2 person's ability to frecly and openly express
is enotions, for cxample, feelines of warmth and affection. Emotional

responsiveness is revealed by the spontancity and esse with which a person
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is able to respond emotionally to another person. That is, emotionally
responsive people have little difficulty forming warm, intinate, involved
and lasting attachments. Their attachments are not troubled by emotional
consiriction or defensiveness. They are able to ensily act out their
synpathy sand other feelings on appropriate oceasions. Interpersonal
relations of emotionally responsive people tend to be close and personal,
and such persons have little trouble responding emotionally to the

friendship advances of others.

Emotionally unresnonsive or insulated people, on the other hand,
are subject to fairly wide, frogquent and unpredictable mood shifts which
swing from such poles as chesrful to gloonmy, hapny to unhappy, contented
to dissatisfied, or friendly to hostile. Suech ﬁersons are often upset
easily by small setbacks or difficulties, and they tend to lose composure
under minor stress. Oftentimes emotionallyv unstable people also tend

to be excitable or to get angry easily and quickly.

Bvaluation of the World (World View).

This is a person's often unverbalized, global or overall evaluation
of 1life and the universe as being essentially a nositive or negative
place, that is as being basically a good, secure, friendly, hapyy,
unthreatening place heving Tew dangers (positive world view), or as
heing a bad, insecure, threatening, unpleasant and hostile, or uncertain
tlace full of dangers (negative world view). World view rofers to
one's conceptions of and feelings about the basic nature of the cosmos
and of life 1itself; it does not refer to a person's empirically derived
knowledge of the economic, political, social or natural environment in

which he lives.
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Structure of the PAQ.

The child version of the PAD contains seven scales designed to
neasurc the seven behavioural characteristics described before. Each
scale contains 6 items civing s total of 42 items. It should be noted
that the vocabulary in the child version is simplified and therefore

nore generalized than the adult version.

Bgsentially, the structure of the PAG is very much the same as
the PARQ, with the main difference brine that the PARO asks respondents
to answer ahout their mothers while the PAQ asks tham to respond about
themselves., Since this is the case, the procedure will not be repsated
except to say that the PAG was administered to the same subjects under
the same conditions as the PARG, with a ten minute break in-between,

the PA) being administered first.

The PAQ was pre-tested on the same sample as the PARQ and 7
vocabulary chanses were mﬁde (e.g. stupid for dumb, cross for grouchy,
cheerful for cheery, angry for nad.) The instructions were also
modified as with the PARC; the writtten instructions were summarised
and the verbal explanation'ellnboratedgiqstenq, The PO was read out

loud to the same respondents that renuested the PARQ to be read to them,

The rosvonse options and scoring system of the PAC are the
same as Tor the PART. 31% (13 items) in the PAY are reﬁerse scored.
411 scales are designed so that a high score indicates n naximunm of the
hehaviour that is predicted to be asscointed with parental rejection,
namnely high hostillity, dependence (vs, independence), negative selfw
adequacy, enotional unresponsiveness, enotional instability, and

negative world view.

A1l itens in the PAQ are consiructed to reveal at face value
relevant behaviours in eneh of the seven scales definced and operationalized

earlier. That is, no indirect indicators are emvloyed.
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Total_ﬁggﬂposite) PAQ Score.

Ag indicated earlier, the PAQ was designed originally to measure
seven personality/behavioural dispositions which are predicted in PART
to be associated universally with parental accertance-rejection. Parental
rejection tends to impair healthy emotional and behavioural functioning.
That is, rejection affects one's 'mental health". Thus individuals who
achieve a2 high score on the PAQ may be regarded as having a "poorer"”
mental health status than persons who achieve low scores. Thus, researchers
nay find it usceful to make an overall assessment of the (partial)
"mental health" status of respondents by summing the seven scale-~scores

to form an overall or composite test-score.

Because the mean and standard deviation of the seven seale
scores are likely to be somewhat different within most samples, Rohner
advises researchers to convert scale scores to Z scores prior to summing

the scale scores.

Interpretation of the PAQ.

As can be seen from the hypotheses in Chapter 1, mv main aim was
to compare my disabled with a non-disabled sample for the 7 PAQ secales
as well as the total (composite) PAQ score. I used t-tests to compare
the two groups for each scale as well as for the total score, giving a

total of 8 t-tests for the PAN.

In addition to the testing of hynotheses, I compared ny
descriptive data (i.e. rnean, standard deviation, and midpoint for each
scale) with the responses of a sample of 220 children tested by Rohner

et. al. (1973).

Developnient of the PAQ.

As with the PARQ, the 3 versions of the PAQ were constructed on

a rational-theoretical basis (Goldberg, 1972) in 1971. The same cross -
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cultural considerations guided the development of the PiQ as did the
PARQ. The PAQ developed along with the PARQ and was subject to the same

sereening, piloting and pre-testing as described Tor the latter.

Guided by the standards outlined in the American Psychological
Associntion's "Standards for Nducational and Psvchological Tests" (1974),
the PAQ was subjected to an intensive analvsis of its validity and

reliability deseribed in the "Handbook" (1980, p.66-86).

The Child Personality Assessment Questionnaire is presented

in the Appendix in full.

Instrunent Nunber Three:

The Over—mothering,(overaprotection) uestionnaire, (O—PQ).

Development of the 0-PQ .

In the initial stages of trying to define "over-protection"
operationally and hence develop ny questionnaire, I came across Thomas'
(1978) warning of the use of such a broad term as "over-protection" which
tends to imply that attitudes are constant and held equally bv both
parents. I also came across Poznanski's (1973) definition of over—
protection among parents of the disabled which for him means that (1)
the handicapped child receives more attention than the disabhility requires
and (2) much more than any siblingg receive. The term "over-nothered" also
came to my attention throush the work of Wigeins et. al. (1971 p.l73)

who commented on the "over-mothored" sometimes called "smothered" person.

Taking the above stated into account, I decided to limit ny
definition of over-protection to one of the partial, behavioural
nanifestations of over-protection by the mother only. It should be
noted that the behavioural manifsstations I chose to include in ny
definition don't in any way represent a complete list 0 behavioural
manifestations of over-protection possible by the mother. Instead; they

are the ones I chose to be as some of the most common and ohvious behavioural
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manifestations of over~protection. Although I had originally decided
(because of Poznanski's definition) to use a comparative definition
comparine my subjects with their siblines, I decided to abandon this 1dea
for two reasons. Firstly, what about those only children in my
sample, secondly, which sibling; the older or younger one, and thirdly,

I would not be able to find siblings of the same age and sex except for

identical twins.
My definition of over-nothering was as follows$

(1) Tendency of mother to restrict child's time spent away from
home and herself.

(2) Tendency of mother to be much involved in child's affairs.

(3) Tendency of mother not to he too demanding on child in terms

of help and cooperation.

From these tendencies which had been compressed from an original
list of 7, I devised a questionnaire of 14 questions to be administered
to the mothers of my sample. On pre-testing this questionnaire on the
mothers of the same sample I _used for pre-testing the PAQ and PARQ, I
had probhlens, with only 60% of ny sample being able to answer the
questionnaires due to languase and literacy problems. I therefore decided
to rephrase my questions to be answered by the children, as was the PAQ
and PARQ. I also expected less stereotyped sand thus nore truthful answers

from the children.

The first child 0-PQ (Over-protectialquestionnaire) congisted of
12 questicns as I had delected two ambiguous questions. The questionnaire
was a multiple-choice tvpe with each question having 4 alternatives
(a, b, c, d) fron which to choose. On pre-testing the Child 0-PQ
I discovered that 3 questions had ceilings that were too high, so I

rephrased the alternatives to adjust the ceilings.




For each over-mothering tendency, I had the following number

pf questions:

Tendency 1 ¢ 5 questions (flumbers 2, 4, 5, T, 10)
Tendeney 2 : 5 questions (Mumbers 6, 8, 9, 11, 12)

Tendeney 3 ¢ 2 questions (Numbers 1, 3)

The Thurstone scale was used to srade the answers. Depending on

For gquestions 1, 2, 4, 8, 9, 10 and 11 the key was: a scores 4

b scores 3

¢ scores 2

d scores 1

For questions 3, 5, 6, 7 and 12 the key was: a scores 1
b scores 2

¢ scores 3

d scores 4

For all the questions, the highest score (4) stood for maximum
éver—mothering and the lowest score (l) stood for minimum over-mothering.
Qhe alternatives theresore lay on a continuum with 4 points, score 4

heing the highest and score 1 the lowest, with scores 2 and 3 in between.

The instructions for the 0-p Q were very brief asking the

Irespondents to tick the gne best answer that "shows how your mother

fis to vou' for each of the twelve questions. (See appendix for questionnaire.).

Finagl Adninistration and Procedurc.

The 0-FQ was adninistered cn the same sample of 25 disabled and

natching 25 non-disabled children as was the PARQ and PAN. The 0-FQ
;as the last questionnaire to be administered after a 10 minute break after

ithe PARQ. The instructions were read out loud in all cases, and for the
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}ses who had the other two questionnaires read to them, so was the
LD ().
The questionnaire took at most 10 ninutes to complete and the
gpuswers were checked to see if onlv one answer had been ticked and that

11 12 questions had been answered.

btorpretation of the@ver—mothering) Over-protection Juestionnaire.

As indicated in Chapter 1, the aim of constructing the 0-PQ
:n this study was to test 4 hvpotheses related to over-protection by
ie nothers of my samnle. The main aim (and hypothesis) was to see if
i e disabled sample admitted to significantly more over-nrotective
\ehaviour from their mothers than did their matched non-disabled
‘jounterparts (i.e. using total 0-PQ)
The three subordinate hypotheses were related to each "behavioural

Bondency" investicated to see if there was a significant difference

Petween the tendency scores of the disabled-compared to the non-disabled

group.
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CHAPTER 3

Introduction:
Before describing the results of the analysis of the data obtained
in the study, I will briefly indicate why I chose to use "one-tailed

. n N s
b-tests for independent samples  to analvse the data ohtained.

Firstly, due to the use of a Lickert and interval scaling in the
besponse formats, it was clear that T had to use a parametric test for

pnalysing the data, thus the t-test.

Secondly, it may be noted from the previous chapters that I
reforred to the two samples concerncd as "the disabled and their non-
jisabled counterparts”, rather than "the disabled and a "matched" non-

' The reason for the word "matched" only being used in

Plisabled sample.’
%mrenthesis was that I did not have a "matched subjects design", but
i{ather an "independent groups design.” The two samples concerned were
fémt natched in the statistically necessary way as it was not possible

io cnsure that they were "very siwilar on the variables that influence
Eihe behaviour(s) of the study,"” (Miller, 1975, p.l9). In my case I was
pnly looking at one variable (physical disability) that may contribute
ko overprotection and rejection, leaving out many other possible
3iontributing varisbles. Tor this reason, I considered the two groups

bs "independent sanples", although I did control for age, sex and grade
Eo make sure that I was dealing with two groups of "primary school-going

fhildren”, rather than perhaps children who do not attend school and fall

mtside the age range for children.

Thirdlv, it may be noted from the hypotheses presented in Chapter

bne that they were all directional, prodicting that the disabled sample

ould show more rejection, overprotection and their composite traits than
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. My e ~ s .
non— &% sabled samvle. This factor pointed to the use of onc-tailed

$ather than two-tailed t-tests on the data obtained.

Over—-all, it was thus decided to use'one~tailed t-tests for

v . .
Independont samples” to analvse the data obtained.

fes i1 ts of data analvsis.

Ty 4he statistical analysis of the data obtained, I will be
"mesenting each hypothesis previously indiecated in Chanter One together
fth the t-test results and additional descriptive statistics ohtained
bith tho help of the social science package of the University computer.
hico prorented will be some basic descriptive statistics obtained by

}ohner ot. al. (1976) testine 220 Jashington D.C. primary school
:espondents, for the PAQ and PARA, which I will compare with results
i obtalined.

P nally, a written resume’ of tha findings in order of their

ptatictical significance will be presented.

¥-tcat resulis.

((rit?cal values of t given for .C5 level of significance).

i _-5;}L;ym_@l_ﬁcggppggqe—Reiectiqg_ﬁuestionnaire (?ARQL.
Hypothesis 1:

Disabled children perceive significantly more rejection from

their mothers than do their non-disabled counterparts.

(Using total, composite 2 scores) .
» I!

No. of cases Mear 3tandard dev.  t-value desrees-

critical
value of ¢

b freedom
Disabled 25 0004 %.303 -0.19 48

lon-disahled 25 0.1752 3,158

1.684
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The t value obtained indicates accenting the mulli-hypothesis of

jsignificant differencemperceived rejection between the disabled and

-t

p-disabled groups.

-?othesis 1 (al:

Disabled children perceive significantly less warnth/affection

b do their non-disablsd countorparts.

[&

Ho. of cases Mean  3.D.

t=value dep,frecdon

crit.val, of t

Disabled 25 39.4  9.138 ~0.23

gon-disabled 25 40,08 11,503

48

1.684

The t-value obtained indicates accepting the null-hypothesis of

I significant difference of perceived warnth/affection between the

jabled and non-disahled grouwus.

Eothesis 1 (b):

Disabled children perceive significantly more aceression/hostility

do their non-disabled counterparts.

deg.freedom crit. val.

No. of cases Mean 3.0, t-value
Disabled 25 23,64  7.488 -1.22
‘fHon~Disablod 25 36.16 7.051

of ¢
1.684

The t-value obtained indicates accepting the null hypothesis of

psignificant difference of parceived ggmressiqg/hostilitx between the

jabled and non-disabled groups.

Bothesis 1 (c):

Digabled children perceive significantly more neglect/indifference

do their non-disabled counterparts.

No._of cases Mean S.D.
Disabled 25 32.32 6.575

bn—-di sabled 25 32.2 5,708

t-value  _deg.freedom crit. Val.

0.07

48

of t.
1.684
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The t-valuc obtained indicstes accepting the null hypothesis of

P significant difference of perceived negiect/indifference between the

Misabled and non-disabled groups.

ifrothcsis 1 (a):

Disabled children parceive significantly more undifferentiated

-gelection than do their non-disabled counterparts.
No. of cases Mean SeDs t-value der.freedom crit. t val
Disabled 25 22.88 5.94 ~0.5 418 1.684
$r-disabled 25 23.64  4.8%

The t-value obtained indicates accepting the null hypothesis of

‘1 significant differcnce of perceived undifferentiated rejection

®tveen the disabled and non-disabled groups.

"3 Peorsonalitv Assessmont Questionnaire (PAQ).

Hothesig 2:

The partial "mental health" status of disabled children is

fmificantly lower than that of their non-disabled counterparts.

Ping total, comnosite Z scores).

No. of casas Mean S.D. t-value deg.freedom crit.t value
Disabled 25 -0.158 2.85 0.27 48 1.684
Rlon-disabled 25 -0.416 3.52

The t-value obtained indicates acceuting the null hypothesis of

significant difference botween the partial "mental health" statuses

§ the disabled and non-disabled Srouns.

3‘Qimthesis 2 (a):

Disahled children report significantly more hostilitv/aggression

do their non-disabled counterparts.
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f No, of cases Mean S.D. i-value deg.freedom crit. 1 value.
Disabled 25 14.28 2.98 ~0.19 48 1.684
§ Yon-disabled 25 14.44 3.04

The t-value obtained indicates accepting the null hypothesis of
b significant difference of hostilitv/agaresgion manifestations between

Ai;e disabled and non-disabled groups.

rpothegig 2 (b):
Disabled children report significantly more dependence than do

fﬁeir non-disable counterparts.

No, of cgses Mean S.D. t-Value deg.freedom crit, t valu

Disabled 25 18.0 2.56 0.65 48 1.684

J Fon-disabled 25 17.48  3.07

The t-value obtained indicates accepting the null hypothesis of
o significant difference of dependence manifestations hetween the disabled

#nd non-disabled groups.

Broothesis 2 (e):

Disabled children report significantly more pegative self-esteem

f han do their non-disabled counterparts.

No. of cases  Mean S.De t-value dege.freedom crit., t va

Disabled 25 14,72 3.29 1.96 48 1,684

i Non—-disabled 25 12.96 3.06

The t-value obtained indicates accepting the alternate hypothesis
';hat there is a significant difference between the negative self-esteem
B cores for the disabled and non-disabled groups. The disabled group

howed significantly more negative self-esteem than their non-disabled

pounterparts.
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Fothegis 2 (d!:

Disabled children report significantly more negative self-adequacy

gm do their non-disabled counterparts.

No. of cases Mean S.D. t-value dege.freedom crit, t value

Disabled 25 15.56 3.46 0.38 48 1.684

§-disabled 25 15.24  2.29

The t-value obtained indicates accepting the null hypothesis of

tveen the disabled and non-disabled groups.

,mthgsig 2 §e}:

Disabled children report significantly more emotional unpresponsivenes

’significant difference of negative self-adequeacy manifestations

,m do their non~disabled counterparts.

No. of cases Mean S,Ds t-value deg.freedom cgrit.t value.

Disabled 25 14,32 1.79 0.13 48 1.684

‘kdisabled 25 14.24  2.52

The t-value obtained indicates accepting the null hypothesis of

§ significant difference of emotional unresponsiveness between the

$bled and non-disabled groups.

Disabled children report significantly more emotional instability

$n do their non~-disabled counterparts.

No, of cases Mean S.D. t-value deg.freedom crif.t value.
§ Disabled 25 16.68 2,44  0.91 48 1.684

$h-disabled 25 15.96 3.10

The t-value obtained indicates accepting the null hypothesis of
significant difference in gmotional instability between the disabled and

Br-disabled groups.
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Ioothesia 2 (2):
' Disabled children report significantly more of a pegative world

&ow thain do their non-disabled counterparts.

e

Mo, of cases Mean S.D. t-value deg.froedom crit. t-value.
| Disabled 25 13.84 3.3 0,08 48 1.684
In-disabled 25 13.76 3.8

n

EE

The t-value obtained indicates accepting the null hypothesis of
“»significant difference in negative world view between the disabled and

‘tgn~disabled groups.

3!
he Overprotection/over-mothering guestionnaire

. dothesis 3:

Digsabled children report significantly nore overprotection

#& their mothers than do their non-disabled counterparts.

No., of cases Mean S.D. t-value deg. freedom crit. t-value
Disabled 25 34,24 3.14 0.72 48 1.684
‘ihn-disabled 25 33.48  4.26

The t-value obtained indicates accepting the null hypothesis of
ﬂi-significant difference in overprotection by mothers between the

“He disabled and non-disabled groups.

jrothesi~ a):

gt
Mothers of disabled children tend to limit their children's time

%ot away from mother and home significantly more than mothers of their

dt:&—disabled counterparts.
No. of cases Mesan S,D. t-value deg. freedom crit, t-—v
: Disabled 25 14.72 1.97 0.0.5 48 1.684
“Redisavlen. 25 13.68  2.44
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The t-value obtained indicates accepting the null hypotheais

§ no significant difference in mothers limiting the time their children
$end away from mother and home between the disabled and non-disabled

Foups.

drpothesis % (b):

Mothers of disabled children tend to be significantly more

&volved in their children's affairs than the mothers of their

r-disabled counterparts.

No. of cases Mean S.D. t-value deg.freedom crit t—valu:
Disabled 25 1%.68 2.053% =0.0057 48 1.684
Agr-disabled 25 14.22  2.53

The t-value obtained indicates accepting the null hypothesis of

dl significant difference in the mothers' involvement in their childrens®

fwhirs between the disabled and non-disabled groups.

foothesis 3 (o):

Mothers of disabled children tend to be significantly less

@randing on their children in terms of household help and cooperation,

‘@hn the mothers of their non-disabled counterparts.

No. of cases Mean S.D. t-value deg.freedom crit. t-va

Disahled 25 5.84 1.189 0.0074 48 1.684

Pr-disabled 25 5.68 1.256

~“Brothesis a):

Mothers of disabled children tend to be significantly more over-

ﬂ otecting (wihout also being rejecting) to their children, than do their

fn-disabled counterparts.
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No. of cases Mean S.D. t~value deg.freedom grit. t-va
Disabled 25 9.96 1,77 0.31 48 1.684
vin-disabled 25 9.8 1.92

The t-value obtained indicates accepting the null hypothesis of

’-significant difference in mothers over-protecting (without also

;4~ﬁcting) their children, between the disabled and non-disabled groups.

rejection

TABLE OHNE
NS AND STANDARD DEVIATIONS OBTAINED WITH ROHNER'S (1976) COMPARISONS.
The P tal Acceptance Rejection Questionnaire (PAR
SCALE Mean for Mean for Rohner's s.d. for s.d. for Rohn
disabled. non- . M o disabled. non- 8ede
4] digabled. disabled.
§ vormth/affection  39.4 40.08  31.26 9.14 11.50 9.2
§ scoression/ostility 33.64 36,16  29.00 7.48 7.05 8.7
Hﬁ7neglect/indifference 32.32 32,20 27.04 6.57 5.71 6.7
% undifference/) R
.§3 rejection 22.88 2%.64 19.11 5.94 4.83 5.1
i The Child Porsonality Assessment Questionnaire (PAQ)
hostility/aggression 14,28 14.44 13,37 2.98 3.04 3.5
dependence 18.00 17.48 16.77 2.56 3.07 2.9
negative self-esteem 14.72 12,96 12.23 3.28 2.06 3.3
§ negative self-adequacyl5.56 15.24 13.34 3.47 2.29 3.3
;‘ unresponsiveness 14.32 14.24 12.98 1.80 2.52 2.1
‘; emotional/instability 16.68 15.96 16.01 2.45 3,10 3,0
E negative world view 13.84 13.76 11.34 3.30 3.83 3.8
g The Over-protection/Over-motheri estionnaire (O-P No comparisons).
'vs over-protection 34.24  33.48 3.14 4426
limiting time away 14.72 13.68 1.97 2.44
Hother's involvement 13.68  14.12 2.05 2.53
less demanding help 5.84 5.68 1.19 1.26
overprot. without 9.96 9.80 1.77 1.92
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TABLE THWO

é HIGHEST AND LOWEST SCORES OBTAINED WITH ROHNER'S (1976) COMPARISONS.
The PARQ highest lowest disabled nen= disabled 383. Rohner's
possible possi= Sabled abled
CALE Score ble highest highest lowest lowest highest
score
§rernth/arfection 80 20 58 65 20 22 65
mgression/
Rostitity 60 15 47 48 20 19 50
vigi@glectf
gindifference 60 15 42 42 20 18 45
undifferentiated/
¥ejection 40 10 33 31 10 15 36
| The PAQ
Qostility/
Bgeression 24 6 19 21 7 6 23
,‘kpendence 24 6 23 24 14 13 23
Pecative self-
: esteenm 24 6 24 19 6 7 24
Begative gelf-
¥ adequacy 24 6 21 19 7 11 21
Whresponsiveness 24 6 17 21 11 11 21
moti /
¢ 1n35c’2%411ty 24 6 21 21 10 10 24
e
‘Weeative world
B view 2 6 19 23 & 8 24
1 i e O-P.
X
ver-protection 48 12 41 41 26 24 (no compa
Mliniting time
away 20 15 18 19 10 11
M other's
& involvement 20 15 19 20 9 9
&
BBcss demanding
for help 8 2 8 8 4 3

Wver-protection
Aithout rejection
sjection 16 4 12 14 6 7
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Summary of Results.

In looking at the t-tests and means obtained, we see that the
only statistically significant result (at the 0.05 level) was from a
PAQ secale showing that the disabled sanple reported significantly

more negative self-esteem than their non-disabled counterparts.

The next most notable difference was that the disabled showed a
greater (but not statistically significant) tendency towards being
more over-protected or over-mothered (O—PQ) than their non-disabled

counterparts.

Another notable difference was that the disabled showed a greater
(vut not statistically significant) tendency towards dependence than

their non-disabled counterparts.

We see that the statistically significant result and those results
with strong tendencies towards significance all came from the Child
Personality Assessment Questionnaire (PAQ) and the Over-protection/

Over-mothering Questionnaire (0-PQ).

As far as the Parental Acceptance-Rejection Questionnaire (PARQ)
was concerned, there were no significant or nearly significant differences
between the disabled and non-disabled groups. It is of interest to note
that the non-disabled, rather than the disabled sample had higher mean
"rejection" scores for 3 of the 4 PARQ scales, as well as for the total

PARQ score.

The following are a list of scales and total scores that all had
higher megng for the disabled over the non-disabled Zroupe. They are
presented in order of magnitude of difference between the two groups with

the scale with the biggest difference between mesns being presented firsts
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Scale or test total Hypothesig numbgr and t-value
1. More negative self-esteenm 2 (e) 1.96
2. More emotional instability 2 (£) 0.91
3, lMore over-protection/Over-mothering by mother 3 (total) 0.72
4. More dependence 2 (v) 0.65
5. Hore negative seif adequacy 2 (d) 0.38
6. More over-protection (without rejection) from 3 (d) 0.%1
mother
7. Partial "mental health" score (Total PAQ score) 3 (total) 0.27
8. More emotional unresponsivenccs 2 (e) 0.13
9. More of a negative world view 2 (g) 0.08
10. More neslect/indifference from mother 1 (e) 0.07
1i. More limits by mother on time spent away from 3 (a) 0.015
home
12. Mother less demanding fcr household help and 3 (e) 0.0074
cooperaciou.

had hicher means for the non-disabled, over the disabled group.

To the contrary, the following list of scales and score totals all

They are

presented in order of magnitud~ of difference between the two groups with the

scale with the higgest difference between means being presented first:

More
More
Less
More
More

More

Scale or test total Hypothesis numbel t- value
aggression/hcstilivy from mother 1 (b) -1.22
undifferentiated rejection from mother 1 (&) ~0.5

warmth/affection from mother 1 (a) -0.23
total rejection from mother 1 (total) -0.19
hostility/aggression felt 2 (a) -0.19
involvement by mother in child's affairs 3 (v) ~0.005
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Comparigon of PARQ P tg with Rohner's (1976 nple.

For all the PARQ and PAQ scales, the mean scores for both the
disabled and non-disabled groups were slightly higher than those
obtained by Rohner (1976) on a sample of 220 Washington DsC¢ elementary

school children. (See Table One).

Additionally, the lowest scores obtained for both the disabled
and non-disabled groups on both the PAQ and PARQ scales were all slightly
hi.gher than those Rohner (1976) obtained on his sample. (See Table Two) «
At the same time, the highest scores for both groups, for both instruments,
were either slightly lower (16 out of 22 cases) or the same as (5 out
of 22 cases) the highest scores for Rohner's (1976) sanple. (See Table

Two).
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CHAPTER 4

DISCUSSION

Prom the results obtained, (using the PARG, the PAQ and the 0-PQ
as instruments), we see that there were no siznificant differences in
perceived rejection, over-protection and mental health status between
the disabled sample and their non-disabled counterparts. The only
significant difference between the groups was in 'hegative self-
esteem", with the disabled group manifesting a significantly lower self-

estecm than their non-disabled counterparts.

of particular importance to note is the "consistent picture" obtained,
with the social situations at home (represented by the mothers' behaviours
in the PARQ and the 0-PQ) and the children's emotional adjustment
(represented by their responses in the PAQ), both indicating that there
were no major differences in the social and emotional adjustment of the
two groups of children concerned. The importance of the family's
influence over that of peer groups on the self-concept formation of ten-

year-olds has been shown by Thomas (1971).

Previous studies on the disabled have found "rejection" to be one
of the distinguishing characteristics of disabled persons. (Barker,
1953; Somers, 1944;VWright, 1960; etc.l My results seem not to concur with
these previous findings as far as "rejection" (defined and measured
using Rohner's PARQ) by the mothers of my disabled was concerned. The
rejection tendency seemed to be stronger, in fact, in the mothers of the
non-disabled group, with 3 out of 4 DPARQ scales leaning in this "

direction.

As indicated in Chapter One, although rejection is frequently
noted as a characteristic of the disabled (Thomas, 1978. p.100), from
the literature I reviewed, most of the evidence supporting "rejection"

came from clinical studies (Barker, 1953; VWright, 1960) and seemed rather
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to be an expression of the authors' sympathies, rather than concrete
evidence obtained by defining, operationalizing and measuring "rejection"
as such. In commenting further on the previous literature on rejection,
I can only echo the warning made by Thomas (1978) on the over-use of
simplistic (and often negative) stereotypes of parental attitudes towards

the disabled.

In attempting to oxplain my results, I concluded (tocother,

perhaps, with the majority of my sample being only mildly, physically
disabled) that the socio-cultural context of ny disabled samnle seemed
neither to be condusive for any significant "rejecting” behaviours by the
nothers concerned, nor for "perceived rejection" by the disabled children
themselves. The specific socio-cultural context of the sample,

condusive to this result of acceptance rather than rejection will be
discussed further on. This finding of acceptance concurs with that

of Lowenfeld (1974) who found that parents of disabled children were able
to accept the child fully, although acceptance was more difficult if the

disabled child was the first or the only child.

"Over-protection” has also been found *o be one of the main
characteristics of the disabled(Barker, 1953; Bolstad, 1974; Boone and
Hartman, 1972; Kondekova, 1975; Oettinger, 1938 and Wright, 1960}, as well
as being a distinguishing feature of the culture of handicap (Thomas,
1978 p.lOO). The results of this study indicated a slight (but not
significant) tendency toward increased "over-protection” by the nothers of
the disabled group, compared with those of the non~disabled group.
Considering that the various physical limitations of the disabled sample
did in fact limit their mobility or dexterity in varying degrees, it

is not suprising that "over-protection" was found to a limited extent

by the mothers of the disabled children. The fact that the disabled




- 80 -

sample all attended regular schools was in itself a sign that this
"over-protection" was perhaps not excessive. Other nossible explanations
Tor the mild degree of "over-protection" will come to light in the
description of the soeio-cultural context of the sample deseribed further
on.

As noted in Chapter One, "dependence" has also becn assumed,
pronounced and found to be one of the major charscteristics of the disabled
(Gordon, 1966; Tinkerton and Weaver, 1970; Swift, Seidman and Stein, 1967
and others). Although a slightly larger tendency towards dependence was
found in the disabled group compared to their non-disabled counterparts,

no significant difference was found between the two groups.

As far as the partial "mental health status" of the subjects was
concerned, the disabled group %ended to have slightly (but not significantly)
higher scores than their non-disabled counterparts, indicating a slightly
worse mental health status for the disabled group. If we look at the
component scales of the PAQ, we see that the only significant difference
between the groups was for the negative self-esteem scale, with the
disabled group showing significantly more negative self-estcem than their

non-disabled counterparts.

From Chapter Two we see that Rohner regards "self-evaluation"
to be made up of "gelf-esteem" and "gelf-adequacy". Self-estcem is the
emotional evaluation of oneself in terms of one's worth and self-adequacy
is the self-evaluation of one's competence to perform tasks and to cope.
These concepts of self-evaluation are similar to those of self-image and

self-esteen found in self-image theory described by Argyle, 1973.

Of interest is the significantly lower self-esteem scores compared
to the "average" self-adequacy scores of the disabled sample. These

results seem to imply that although the disabled sample did not seem to lack
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confidence in theirown competence to perforn tasks and to cope, their
emotional evaluation of themselves in terms of their worth was, never-the-le

low.

A possible explanation for these results is that whereas self-
adequacy by Rohner's definition is dependent on the individual's own
assessuent of himself, self-csteenm tends rather to be dependent on a
"social” judgement, since one's worth tends to be detormined socially rather

than by oneself.

In trying to explain this lower self-esteen for the disable group
from a gsomatopsychological point of view, we see that the concepts of
"devaluation" and "spread" are useful. "Devaluation" is the process by
which the disabled person is secn as more disabled than he actually is
because of attitudes from others as well as his own lowered self-estean.
"Spread” describes the expansion of the disability from its original
gource to encompass the whole body or the whole personality. (Wright,

1960) .

Body image theory also has an explanation for the significantly
lower self-esteem found in the disabled sample. Richardson's (1968) work
suggests that the disabled share the value systen of their non-disabled
peers, and thus a tension exists for them between their actual and ideal
body images. For our particular disabled saniple, the lovered self-esteen
together with the averase self-adequacy may be seen as nanifestations of

the actual versus the ideal body image.

Social-role theory (Parsons, 1951) also refers to the "inbuilt tension"
the disabled or sick person may feel between the new role of being sick
or disabled, and the old, "normal"™ role. It should be noted that persons
with a disability from birth have not experienced the old, mormal” role

as such, but are familiar with it through the socialization process.
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The "prescriptions" for the disabled role include exemptions from some
responsibilities, leading to a lowered self-esteem for the disabled

person concerned, Hole relationships with others may also contribute
to a lowered selg~ostoom for the disabled, especially if only the

"self (ego)-disabled person” relationship is positive, while the other

(e.g. "family-disabled person") relationships are negative.

As noted by English (1971), the reactions of the disabled and of
the people important to them cannot only be explained by one theoretical
stance as has been shown with the example of gignificantly lower self-
esteen for the disabled sample concerned. He goes on to recommend an
eclectic approach since a unifying theory is a necessary but distant
goal.
The lowered self-esteem found for the disabled group concurs with

the work of Grinter (1974) who found that his group of visibly disabled
adolescents did not have lower self-concepts than a control group but

however, showed a greater discrepancy between perceived and ideal self.

The classification of the majority of the disabled agroup as
"mild" fits in with the work of Swits (1964) who found that adolescents
with milder disabhilities had higher self-concept scores that those with
severer dlsabilities, Overall low self-concept (or self—evaluation)
scores were not expected or found for the disabled sample concerned,
although many studies on the self-concept of disabled persons have found
evidence of a lowered self-concept (Hortung, 1975; Katz and Florian, 19783

Speck, 1975).

From the results discussed above, we see that the picture of the
social and emotional adjustment of disabled, Lusaka primary school

children is much the same as for their non-disabled counterparts.
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An important contribution to the explanation of these findings
is the cultural context of the sample concerned. Children, we know ,
develop in a series of interlocking cultural contexts. As Blyth (1968,
p.39) sugrests, these include nationality, rural or urban setting, social
class, neighbourhood, peer group, schooling experience as well as the
specific culture of the child's family. BEach context has its roles,
rules, norms and other ingredients such as language, attitudes and values.
The significance of thesc contexts is that they involve groups, the
nembers of which arc mostly around the same age. As a result, individuals
acquire the values, attitudes, language and images of the group, and the
totality of shared experiences provides the basis of "belonging"
(Bettelheim, 1971). This "belonging" is the foundation for identity

formation and securec menbership of the social order.

Some disabled children are not able to participate fully in these
cultural contexts as their cultural experiences differ from those of
others in their age group because of separate forms of schooling,

restriction on mobility, prolonged periods in hospital or over-protection.

If successful socialization partly depends on a body of shared
experiences, then an individual who fails to acquire such a common stock
will find it difficult to secure a rishtful place in his culture. As
Thomas (1978, p.100) notes, the more distinctive the "culture of handicap”
the more difficult the integration into the iarge community and the harder
the task of participating in the full range of conventional social

roles.

Among the distinguishing features of the culture of handicap are:
exposure to extreme attitudes of either over-protection or rejection;
involuntary association with others similarly handicapped; frequency of
hospitalization; special education; restrictions on the full range of adult
roles; awkwardness in social interaction and a lifelong association with

"sheltered" workshops and institutions.
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If we look at the particular socio-cultural contexts of the
disabled group of this study, we sce no significant difference in their
exposure to extreme attitudes of either over-protection or rejection by
their mothers compared with the non-disabled group. The fact that this
particular disabled group all attend regular Government primary schools
also largely excludes the distinguishing "eulture of handicap" features
of special education, s lifelong association with "shcltered" workshops
and institutions, and involuntary association with others similarly
handicapped. "Frequency of hospitalization” was also excluded for this
particular group of visibly physically disabled children, =although
I did come across a number of school children with sickle-cell anaemia;
asthna and other "non-visible" physical disabilities who were frequently
hospitalized. Since most of this particular disabled sample were
classified as mildly physically disabled, they did not seem to have much
awkwardness in social interaction unlike say, some of the deaf. Most of
this disabled sample can also look forward to participating in the full
range of adult roles, except perhaps, with limited participation in

games and sports.

Although the "good" social and emotional adjustment of this disabled
sample may be partially attributable to the "mild" nature of their
disabilities and the consequent social implications listed above, other

social and cultural factors could alsoc be plaving their part.

As noted by Rohner and Rohner (l979a), other social factors that
may affect adjustment are: the personal and behavioural characteristics
of the child as an active agent or instigator of parental action (also
noted by Thomas, 1978 and Walters and Stinnett, 1971); personal characterigti

of Parent(s); or the pertinent characteristics of the situation whore

parents and child interact.
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In Chapter One we have also seen evidence that one's particular
"culture" affects attitudes towards disability and therefore the social
and emotional adjustment of the disabled as well (Haffter, 1968;

Hanks and ilanks 1948; Jordan and Friesen, 1969).

a2

Of particular interest to this study is the work of Hanks and
Hanks (1948) who noted a "laissez - faire" social status enjoyed by the
disabled in parts of East Africa, as opposed to more subordinate social
statuses found elsewhere. In Bast Africa, the disabled were smiven shelter
and protection and there was no obligation or pressurc on them to
contribute to the group. Also, the definition of achievement was broad,
allowing the disabled to gain a measure of prestige and status by

exercising such abilities as they had, though there was no pressure on

them to do so.

Although no actual research evidence is known to me, it is ny
convention that much the same "cultural" situation prevails in the
Zambian context. This, I concluded after noting further from Hanks and
Hanlzs (1948, p.20) that the protection of the disabled and social
participation for them is increased where "compotitive factors in
individual or group achievement are minimized" and "the criteria >f
achievenent are less formally absolute as in hierchical social structures,
but nmore weighted with concern for individual capacity, as in democratic
soclal structures." These characteristics serve well to describe the
prevailing "Zambian culture" or way of life with its stress on the
importence of the extended family structure, and the "humanistic"

approach based on traditional “Zambian" culture.

Another interesting finding of the study was that the average scores
for both the disabled and non-disabled groups were found to be slightly

higher than the results Rohner obtained on his American sample of 220 childre
124
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Before interpreting these results, we may loock at a study by
Rohner, Roll and Rohner (l980> working in Mexico with a zsample of 175
Mexican children. Thev found that Mexican children perceived themselves
to be significantly more rejected than the American children, and also
scored significantly higher on all the personality PAQ scales, except
for dependence which was significantly lower. The results imply that the
lexican children were significantly more "independent", and Rohner et. al.
theorise that this independence together with the high scores on hostility
and asszression as well as emotional unresponsiveness, make it likely
that these children were expressing "defensive independence”, described
by Parental Acceptance - Rejection Theorv as a probable outcome of

extreme rejection.

In this study, all the scale scores for both groups were slightly
higher than Rohner's American scores, including the dependence score, s0

the "defensive independence”™ does not scem to hold In this case.

I am more inclined to believe that the greater "perceived
rejection” for the total sanmple could have something to do with the
large fanily sizes of the subjects, with most of them having between 1 and

9 siblings each.

Another possible explanation could have to do with the
questionnaire interpretation. Besides possible problems with itenms
that were possibly not properlv understood, I noted that "Sometimes true",
the alternative which scored 3 points in most cases, was far more popular
than "Rareiy true", the alternative which scored 2 points in most cases.
It seemed to me that the subjects in both groups preferred the "sometimes tpm,
alternative to the others, probably because its meaning was bettfer

understood by them. In a number of cases, the alternative "rarely true"
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ﬁad to be explained to the subjects with the alternative "hardly true"
iften being presented as well. The "sometimes true"” alternative also
Jwems to ne to be the most ambimous of the alternatives, and perphaps
the popularity of its choice could have been due to the subjects trying
0 avoid the more clear answers. The "forced choice" format of

"
Inswering probably also contributed to the nopularity of the Sonetimes

n

true” alternative.

For the particular disabled sanple of this study we see that their
chial and emotional adjustment was found to be much the same as for

their non-disabled counterparts, contrary to the implications and

findings of the majority of previous studies on the disabled. These
findings bring us back toilaution by Thomas (1978, p.124) about the
literature available on attitudes to the disabled which he describes

bs being incomplete and perhaps misleading since it lacks the dimension

h expericence. le maintaing that studying the central experience of
living and loving a child with a disability of body or nind could he

ritical for reducing simplistic (and often negative) stereotypes of

prental attitudes. He concludes that the courage of parents and
nildren in the face of common stress nay contain an elemcnt of mystery,
bt ultimately reducible to psychological or sociological theory as yet_7

ﬁyaddition in parenthesisl.

As far as the implications of this study for the integration of

&e disabled into "normal" school situations is concerned, we may note that
&e disabled sample seemed to be well adjusted, both socially and
kotionally, contrary, probably, to the expectstions of many of us. It

&wm to me that this negative "social" judgement is probably one of

ke root causes for the lowered self-esteem held by this particular disabled

bo seem well adjusted otherwise in terms of their emotional and

wdly situations.

]
!
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APPENDIX I (PARQ)

&AME:

Instructions: Here are some statenents about the way mothers act toward

their children. I want you to think about how each one of these fits the

¥ay your mother treats vou. After this, choose only one answer and tick the
space of your choice. Remember, there is no right or wrong answer to any
statement, so be as honest as you can. Answer each ststement the way you
feel vour mother really is rather than the way you night like her to he.

TRUE OF MY MOTHER  INOT TRUZ OF MOTHER

Almost Sometines Rarely Almost
Always true. True. never
True. true.

MOTHER

I. Savs nice things about me......... .

#. Scolds or shouts at me when I am had

Totally ignores mesesevennnnnen. ...

Does not really love me........ cena

Talks to me about our plans and
listens to what I have to ST eo v ees

Complains about me to others when I
do not listen 40 here.e..vvuwen.....

Is often interested in what I do...

Likes me to bring my friends
home, and tries {0 make things
nice for theme...vvuee e, ... cevan

Ridicules and makes fun of MEesosve

Ignores me as long as I do not do
anything to bother ther........... .

Shouts at me when she is ANETY o v v

Makes it easy for me to tell her
things that are important to ne....

Is hard and rough to mee...........
Injoys having me around her........

Makes me feel proud when I do well.

Hits me when I do not deserve it...

Forgets things she is supnosed to
o LT o IS 1 TN .




- 05 ~

TRUE 0" MOTHER NOT TRUG OF MOTHEF

ALMOST  Sometimes  Tarely Almost
My Mother always ‘true.s true. never

true. true.

18. Seces me as a big bother or nuisance...

19. Praises me to othersi........ N .

20. Punishes me severely when she
is angryeeces.. e ee et ..

21. Makes sure I have the right kind
of food to eat...... Che e ceeae

22. Talks to me in 2 warm and loving

2%. Gets angry at me easily ovcieenioan

24. Is too busy to answer my questions...

25, Secms to dislike me......... teeescene

26. Says nice things to me when I deserve
it."'..l.....t.'.. ............. e " o 00

27. Gets mad or cross quickly and picks
Ofl MBavsoenornsonsansensonnsonaans .

28, Is concerned who my friends are......

29, Is really interested in what I do....

30. Says many unkind things to me........

31. Pays no attention when I ask for
helpeecerorann e e eras et .

32. Thinks it is my own fault when I am
heving trouble.e. v i iiinen

33, Makes me feel wanted and needed......

%4, Tells me that I mnake her CrossSscec...

35. Pays a lot of attention to mee....... .

%6, Tells me how proud she is of me
when I an good...... et ..

37. Makes sure that she hurts my
feelingseeoeeeeso. bt s st easans

38. Forgets inmportant things I think
she should remember.e.ieeeeseencees .




My Mother

39.

4’4‘.

45.
46.

47.

48,

49.

50.

51.

52.

53.
54.
55.

56.

57.
58.

59.

- gL -

TRUE OF MOTHER

" Almost Sometimes
always true.
true.

Makes me feel I am not loved any
more if I mishehavee....ove.s cereaes

Makes me feel what I do is important.

Frightens or rthreatens me when I do
something Wwrong€e...oveeeeenniannn

Likes to spend time with me........ .

Tries to help me when I am scared
OF UPSEbesseseansarcaneocnototcnaens .

Shames me in front of my playmates

when I misbehaveee oo aesesonnn P,
Tries ot stay away from me «........ .
Complains about mes....vov.n ceeeeeres

Cares about what I think and likes
me to talk about ite..cciciiciiecann

Feels other children are better than
I am no matter what I dcee..cviceens

Cares about what I would like when
she makes planSes.ceeeec... cerenen .

Lets me do things I think are
important even if it is out of the
WAy Tor heleeesrvinonnereenn Cheeee

Thinks other children behave
better than I doeveveereniennn .o

Makes other people take care of me,
for example, a relative or neighbour.

Lets me know I am not wanted.........

Is interested in the things I doe....

Triecs to make ne feel better when
I am hurt or sickesevoenecenns ceeens

Tells me how ashamed she is when
I misbehaveeeseesesas Chesaeeeenne .we

Lets me know she loves Meeesaess .o

Treats nme gently and with kindness..

Makes me feel ashamed or guilty
when I misbehave«........ cerii e

Tries to make e hapD¥eescoveosons .-

(PARQ)

NOT TRUE OF MOTHE!

Tarely Almost
true, never
true.
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APPENDIX 2

NAME: (cPaQ)

AGE:

GRADE:

INJSTRUCTIONS

These statements are about you. Answer them as truthfully as pussible.
Choose only ONE answer for each statement and tick (v’) in the bhox of your
choice. There is no right or wrong answer to any sentence, sO be as honest
as you can and answer each statement the way you think vou really are rather
than the way you would like to be.

TRUE OF ME NOT TRUE QF ME
Almost Sometimes Rarely Almost
Always True True Hever
True True

1. I think about fighting or being mean..

2. I like my mother to feel sorry for
for me when I am sickeeseveeee.nn e

3, I like myselfecce.viirearrenniaaenens .

4. I feel I can do the things that I
want as well as most peoplese........ .

5. I have trouble showing people how I
==Y A .

6., I feel bad or get angry when I try
to do something and I cannot do it....

7. I feel that life is niceesec.-veones .

8., I want to hit something or someone.....

9, I like my parents to show a lot of
1ovVe TOr MBeseererroceaseanssansnans .o

10, I feel that I am no good and never
will be any 200deeecaasscroaracasans .

11. I feel I cannot do things well........

12. It ig easyv for me to be loving
with my parentses.coeveviaiiiannan ceee

13. I am in a bad mood and cross without
any g00d TeaASONeeesescssosarnsaertoee

14, I gsee life as full of dangers....... .




15.

16,

17.

18.

19.

20.

21

22.

23,

24.

25.

26.

27.

23

29.

30

TRUE OF IE

Almost Sonetimes
Always True
True

I get so mad I throw and break things

When I am unhappy I like to work
out my problems by myself.....o..... .

When I meet someone I do not know,
I think he is better than I am.......

I can conpete successfully for
the things T want....cviiiiiians .

I feel I have trouble making and
keceping good friendse..coiveevenenns .

I get upset when things go wrongee...

I think the world is a good, happy

I nmake fun of people who do stupid
thingSeseeevene.. N e

I like nmy mother to give me a lot
of attentioNeee ceeeiiiveiei e .

I think I am a good person and
other people should think so too.....

I think I am no good at doing
thiNgSecveceseserioroencnnarentannaas .

It is easy for me to show my

family that I love themseseocaos ovnn
I am cheerful and happy one ninute
and gloomy or unhapny the next...... .

For me the world is an unhappy
PlacBes e iiie it iienaan ceeenn

I sulk and refuse to talk when I get
CTOSSeeeeensconcsnasonssscnessnasas .o

I like to be given encouragement
when I am having trouble with
sormethingeeeeeeeesen. chece e ceves

(cPaQ)

0T TRUE OF Mu

Rarely Alnost
True Never
True
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(CPAQ)
TRUE OF MB NOT TRUE OF M¥
Almost Sonetimes Rarely Almost
Muwavs True True Never
True True

31l. I feel pretty good about
nyselfeceeeeie.. Che et iecee e .

22. I feel I cannot do many of the
things I try to doeseeeeinnn .

%3. It is hard for me when I try
to show the way I really feel
to someone T likee........ ceceee

34, It is unusual for me to get
angry or upsetecc.c...o... cevsna

35. I see the world as a dangerous
PlaCEecieeei et iinneiannnnes cess

36. I have trouble controlling ny
7314 02 o ..

37. I like my parents to give a
lot of attention to me when
I am hurt or sick...ovveruvnnn

38. I get unhappy with nyself......

29, I feel I am a success in the
things I doeeeveun ... Ceeeeenee

40. It is easy for me to show ny
friends that I really like
theMese s ivniiineiveineinn, e

41. T get upset casily when T meet
hard problemSe.ceveveeneanenss .

42. ILife for me is a good thinge...
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APPENDIX 3%
Questionnaire for Children (0 P“)
=L
Name:
Ages
Grade:

Instructions:

Please tick the answer that BEST shows how your mother is to you. Make
sure you answer all the questions; thank you.

1. Does your mother expect you to do what she savs............
(a) yes, always.
(b) ves, most times.
(c) ves, if I feel like it.
(d) no, not always.
2. When your mother lecaves you alone at home does she.....
(a) always make sure to come back as soon as possible.
(b) usually try to be hack soon
(c) usually try to be back soon but dnes not seem to worry much.
(d) do so without any »rohlem and comes back when she feels like it.
3. Does your mother expect help in the house and garden from voUa...ss.
(a) yea, often.
(b) ves, sometimes when she asks.
(¢) ves, sometimes if I feel like it.
(d) yves, but hardly evor.
4. Where does your mother mostly allow you to playee.....
(a) At hore, either alone or with brothers, sisters or relatives.
(b) at home, with friends.

(c) at home, but now and then at the homes of friends.




5« Does wour

sport end
(a) ves,
(b)  ves,
(e) yeos,

- 101 -~
(0-PQ)

mother allow you to do things such 2s scouts, guides,
other activities after classes.......

alwavs.
sometines.

but not often.

(d) no, not usually.

6. How much spare >r free time does yvour mother have for you......

(a) hardly any.

(b) a 1little.

(c) a lot.
(d) very much.
7. Has your mother left vou in the care of others, sleeping away fron
home in the paste........ .
(a) yes, quite often.
(b) ves, a few times.
(c) ves, but very rarely.
(d) no, never.

8. Does your

(a) yes,

(b) yes,
(c) ves,
(d) ves,

9. Does your

(b) ves,
(¢) ves,

(d) noe

mother often give you help and advice...

all the time.

very often.

sometines.

but only from time to time.

mother help, or make sure that you get help with homework.....
every day.

quite often.

but only if I ask.



10.

11.

12.
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(0-PQ)

If vou are a bit sick with a cold or headnche, does vour
mother.......

(a) usually stop vou from going to school.

(b) sometimes stop vou from going to school.

(¢) allow vou to go if wou want to.

(d) make sure that vou go.

Has your mother known your teachers at schoole.......
(a) ves, she always hag.

(b) ves, quite a Tew.

(c) veg, but very few.

(d) no.

When you have a small fight with another child and come home
sad and tell your mother, does sheeeeeeveieacnes

(a) not pay much attention to yous
(b) talk to you about it.
(¢) talk to both you and the other child about it.

(d) talk to both of you about it as well as the other child's
mother or your teacher.




