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ABSTRACT
. * . . .,-

This thesis describes the development and preliminary assessment

of social function measures abp]icabIe to noninstitutionalized
. . R - v .9

children ranging from 2-14 years of age. The measures are to be used in
a -cohort comparison study to evaluate necnatal intensive care for under
1500 gram birth weight infants. A lack of earlier attempts to develop
measures thét focus spegifiéa]ly on the social health of children provided

the motivation for creating the scales repofted in this paper.

The three major divisions of the thesis include a discussion of
measurement criteria applicable to new cifild health scales; a content
analysis and eva]uatioﬁ of available measures of social functiohing; and
the analysis of results from a p110t study designed to assess a battery

of instruments created for the neonatal 1ntens1ve ¢care project.

Emerging from this work are three soc1a1 function sca]es. One of
the scales assesses the qua11ty of soc1a1 relationships and app11es to
children from 2-14 years. Pilot study results sugg;st, however, that this
scale may overlap excessiveiy with measures of emotional function. The
remaining social function scales are applicable to children from 4-14
years: they méasure quantitative dimensions of sogjaT health which

include friendships, interpersonal contacts and social activities.
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CHAPTER T

Introduction

1.1 The Need for Ch11d Hea1th Indices

An important obJect1ve of medical care in deve]oped cnuntries
is to maintain and 1mproye the health of children. Crucial to the
attajnment of this goal is thé adequate definition and measurement
of cﬁi]d;hea1th. Comprehgnsive measures of children's health status
would allow policy makers and researchers: a) to asSesS_the need for
health care services among diverse groups of children and b) to
evaluate the effectiveness of health programs and interventions ;
direcféd toward %mproving child health. Both of these activitfés -

" the assessment of need and the evaluation of service - are preéequisifés
for the rational disiribution of l1imited health care resources
(Culyer 1978, Martini and McDowell 1977, Donabedian 1973).

1.2 Problems with Avai1db1é'Measures of Child Health

Available indices of child health, particu1ar1y those generated
from routine1y':éthered statistics, have serjous iimitations. Some
evidence exists to suggest that infant mortality, é common population
- based indicator of child health, is more strongly related to social
and environmental influences than to the provision of medical care

(Martini and McDowell 1977). Morbidity indicators such as those '

generated from hospital discharge abstracts and notifiable disease
. =

-
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reports are often inaccurate. Sackett_(1970) has described how the -

. “lack of standardization and ihcohp1eteﬁess of such information results
in substantial misclassification of patientg and diseases. A negative
orientation'énd insensitivity to éhange are additional problems cormmon

“to both mortality and morbidity indicators. Measures that d%chotdmiie

health into two categories such as ali&e or dead, well or sick ignore

a range of important health states that exist between extremes (Chen

and Bryant 1925, Reynolds, Miles and Rushing 1974).

Biomedical measures of health such as those derived from
laboratory tests and clinical assessments are a1so-1imited. In the
first place, such measures are not applicable to large groups of
free-Tiving (noninstitutionalized) people because they are inconvenient -
usually requiring access to medical faci1itiés; and expensive - often
involving costly professional services and équipment (Elinson 1974).
Secondly, variations in the criteria for estabiishing the presence or
absence of certain conditions lead to problems of reproducibility
(Balinsky and Berger 1975, Suliivan 1966). Feinstein (1967) wrote,
for example, that every clinician has his own criteria for clinical
diagnosis of congenitive heart failure, nephrotic syndrome and hepatic
deéompensation but that no criteria have been sfandatﬁized and that
none are used uniformiy.  Finally, biomedical measures, when translated
into diagnostic labels tell researchers and policy mak;}s about the
presence 6;'absence of disease but very T1ittle about the functioning
of indi&iduals. In contrast, curreﬁt approaches to measuring health
are stressing behavioral criteria, specifically the_;§i1ity of
individuals to function in age appropriate ways (Siegmann and Elinson

1977).



1.3 The Costs and Outcomes Study’ . . , .
' | The need to deve]op and to assess 1nd1ces of child health
applicab]e to a.non1nst1tut1ona11zgd popu1§}1on became necessary
. .when_a Costs and Outcomes. Study was desigﬁéd'by the Departmeﬁt of
?ediatrics at.ﬁcﬁaster University.. The studijas fntended to éva}pate
the effectiveness of modern neﬁnatal intensfve care (NIC) By'comparing
the costs and\outcomes of treating under 1500 gram b1rth we1ght bab1es
delivered liveborn in Hamilton between 1964-1969 and 1973- 1977 The
investigators decided that'the World Hea]th.Organ1zat1on (WHO 1948)
definition of heaith "... as a state of*comp1ete phys1ca1 mental and
social well being and not merely the absence of d1sease or infirmity",
should provide the framework for measuring study outcomes; they
,proposed as well that children in the study be Elassified into_
mutually exclusive and exhaustive “health statesh Qith respect to
physical, social and emotional fuﬁctioning. Measures of child hea1§ﬁ
satisfying these criteria had not been reported in the 1iterature:
As project coordinator, one of my major tasks was to construct measures

.to achieve the above objectives.

1.4 The Remainder of the Thesis

The remainder of this thesis presents the development of
social function measures applicable to a free-]iving population of
¢hildreh ranging in age from 2-74 yeérs. Information available from
a2 small pilot project used to pretest thé Costs and Qutcomes Stﬁdy
questfonnaire will be used to report on a preliminary evaluation of

the measures developed in this thesis. A small pumber of children (N=30}

L]
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were selected for the‘pre1im§nary evaluation because of the constraints
. Y.
in time and resources faced by investigators. Children expected to
have functional limitations were deliberately oversampled to increase

the ‘variation in response and hence, the opportunity of observing

meaningful trends.

-

. Information from the pilot study is meant to gfve substance
and texture to thé concéptuaJ and methodological issues developed
thréughout the thesis: The main objective of ‘the thesis {s to
present é mode]l for developing new measures of social fhnctioning
applicable to childrén. Tﬁe model draws considerably from principles
of psychological measurement. Although much has been written about
the issues and problems of measurement (Helmstadter 1964, Nunnally 1978)
rarely, if ever, have any of the basic principles been observed when

creating general indices of child health (Eisen et al 1979b).

The specific sections to follow inc1udé;

a) The conceptual issues involved in developing measures
of socia@ functioning for-chi]dfen.

b) Ear]iﬁéfattempts to create measures of social functioning
for children.

c) The description of the social function measures developed
for the Costs and Qutcomes Study.

d) The purpose, design, and results of the pilot study qsed
to evaluate measures constructed for the Costs and Qutcomes
Study.

e) A discussion of the usefulness, limitations and appropriate

modifications to the social function measures. ,/x\\
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CHAPTER 2 S \

e Conceptual Issuesl

2.1 Towards a Definitfh _ _ kS

No consensus exists on a specific definition of social

functioning for chderenﬁ indeed, work pertainfné to this health
o éomponent is sparse (Achenbach 1978). Definitions of concepts

analogous to social functibning, such as social competepce and social
lheaTth, have been attempted. As anieXBmple, Goldberg (1977) wrote
that social competence émong infants is characterized by adeﬁuacy of
functioning within a repertoire of age appropriatg behaviors. The
effectiveness of the child in eliciting atten?ion aﬁd appropriate
care from the parent is central to this definition. Among children
in day care or nursery school, Kohn and Rosman {1972a} focused on
interpersonal relations as a starting point for defining social
competeﬁce. The authbrs characterized children’s interpersonal
behavior along several bipolar diménsioné that included: active
versus passive, acceptablie versus not ac?eptab1e and friendly versus
hostile. In developing a measure of social health, applicable to
chi]dren, Eisen et al {1979a) created a definition of functioning
which focused on the qué]ity-of the child"s interpersonal inter-
actjons. In addition, the authors suggested that the home, school
and neighbourhood provided appropriate contexts for measuring the

quality of these interactions.



Attempts to define and measure social functiohing or similar
phenomena in adu]ts-are‘more numerous {Donald et al 1978, Chambers
ét al 1977, Weissman 1975). Briefly, Greenblatt (1975) wrote that
social health ié the degree to which people function adequately as
mémbers of the community. Weissman (1975), in a review of techniques
for assegsing ;ocial adjustment; stressed the performance of appropriate
roles: her definition emphasized a qualitative dimension of social
functioning expressed as the adequacy of a person's role performance
Jjudged ih relation to the norms of his or her referent group. In °
‘c0ptrast, Donald et al (1978) emphasized a quantitative dimension
of functioning; they defineq social health as the frequency of
occurence and level of individual social participatfon and inter-

personal interactions in social groups to which a person belongs.

Although available definitions of social functioning are
sometimes vague and incomplete, they do highlight some of the dimensions
to be‘considered when measuring this component of health. Agreement
exists that interpérsona] relationships and social participation are
central to the measurement of social functioning. Moreover, the
most important contexts for measuring social functioning appear to‘_
be the family, neighbourhood and school. And finally, social |
functioning appears to have both quantitative and qualitative

dimensions with the former referring to the number of interpersonal

contacts and the latter to the adequacy of these contacts.

.



2.2 Social’ Funct1on1nq A Separate C;hpnnent—o£10h11d Health?

Recent attempts to deve]op comprehens1ve 1nd1ces f. adu]t hea1th

- status have emphas1zed separate components, in part1cu1ar, those of
physical, mental and social we11—be1ng put forward hy “the Norlj\HeaTth
Organization (1948). One example of such an attempt comes.from McHaster
Eniversity (Sackett et al 1977) where investigators created three %tem
pooig hypothgsized to.measure'physical; social and embtional function
and then selected those items which best predicted global assessments.
of physical, social and_emotional function made by a physician. A
second example comes from the Health Insurance Study undertaken by
the Rand Corporation (Donald et al 1978; Stewart et.aJ 19?52 Ware et
al 1979). The Rand group carefully defined each health componeﬁt then
selected “items éonforming to their specific definitions. ‘Studies in
the future are expected to show empirically (i.e.,‘by using the techniques
of convergent and discriminant validation described by Campbell and -
Fiske 1959) that each component, as measured, contains unique or
nonovef1épping information about heaith status.

Corresponding evidence that distinct components of health
can be successfully méagured in children is incomplete. Eisen et
al (1979b) concluded thét social functioning has rarely been
considered a separate health component in children or measured
independéﬁ%]y of mental health or Eehavior problems. As an.example,
health status among very youhg children (i.e., 0-4 years) is commonly

assessed using developmental schedules. Most deve1bpmenta1 schedules
v
are made upfgf,aflarge 1tem pbo1 that appears to top a wide -

range of function; however, distinctions are rarely made
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.betwéen.pr.among {tems when écoring children as:to-their developmental :

12ye1'(Mox1e& 1971): 'The tendency to ¢oﬁb1ne scorés ¥rom conceptuatly _ .

distinct areas 'of function may reflect that in young children, '

psychosocia]lindicators of fﬁnctjoning; at least the ones defe]oped

so far, are indistinct from mental and motor development. Achenbach
| (1978) experienced this problem when attempting to develop a social.
jfunction measure for use with children 4-16 years of age. Social N

fuqttion jtems of the type used in the Vineland Social Maturity

Scale (Doll 1965) failed to describe any difference in function among

children of normal intelligence. . .- ' -

A blurring of separate health éomponents occurs as well among
older children (i.e., 5-14 years of age). For a long time, clinical
psychoTogists'have looked upon psychosocial functioning as uni-
dimensional. Concern with taxcnomic problems in psychopathology
(Achenbach and Edelbrock 1978) and scregning'for emotional disturbance
(Langner et al 1976) has resulted in the neglect of empirical attempts
to distinguish social and emotional components of health in groups of

_apparently. normal children. Although the continuing focus on “child
behavior disorders" represents a negltect of "normal” functioning, it
should be mentioned that empirical approaches to classifying child
psychopathology have led to the discovery of two broad bands ér
syndromes that roughly correspond to social and emotional components
of child health. Achenbach and Edelbrock (1978) have called these:

T) Undercontrolled (aggressive, externalizing, acting out, conduct
- disorder) and 2) Overcontrolled (inhibited, internalizing, shy-anxious,

personality disorder).



The only empirical attempt to show thaf separafe.components :
of soci§1 and emotional functioning were measured in 6hi1dren-c6més o
from the.Rand-group'(Eisen et al 1979a). Correlations between their.
measures of social and emotional funbtﬁoning were all greater than
r - 6.35, leading the authors to.conc1ude that their social relations

- items might be assessing a positive aspect of mental health.

2.3 Measurement Criteria - °

‘The social function measures developed in this thesis are
to-fdnn part of a comprehensive measure of child health status to be
used in a comparison of two'groups of under 1500 gram birth weight
.infahts ﬁow ranging jn age froﬁ 2-14 years. The study groups come
1ar§e1y froﬁ a free-iiving or noninstitutionalized population. In
order to be ﬁost useful for its intended purpose, the social functibn

measure should:

1. Be generally applicable and acceptable.

Sullivan (1966) indicated that @g;sures developed for general
popuiations should be simple to apply, actebtab]e to respondents and
inexpensive to administer. Attainment of these objectives suggests
that such measurements should be based on responses to a questionnaire
administered by lay interviewers to the popuiation of interest.
Measurements that demand prior access to, or use of, clinical,
laboratory or other health services do not meet the objectives
outlined by Sullivan and are considered inapplicable to free-living

populations (Sackett et al 1977).
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2; Be balanged in orientation.

Many cﬁi]&ren coming from a noninstitutionalized population
are éxpected to be free of apparent morbidity. Measures developed
for such children should therefore go beyond the cgtalbguing of
symptoms, i1inesses and catastrophes and identify good or even
excellent function when it exists (Chambers et al 1977). Attainment
of this objective suggests that such measurements should include
jtems that are either bipolar (i.e, have individual response sets
that incorporate a range of function from positive to negative) or
balancedv(i.e.,for each-i;em that measures a negatiye aspect of
functioning there is a corresponding item that measures a positive

aspect of the samé phenomenon).

3. Be amenable to index construction. ' N

The Rand group (Donald et al 1978, Stewart et al 1§77,
Ware et al 1979) pointed outwthat general measure§ of health should
include questionnaire items that reflect state of the art measurement
strategies. One such strategy is to include items that permit rapid
combination into appropriate indices (Sacket et al 1977). A second
strategy is to include items that permit evaluation using multi-trait
sca]jng_téchniques (Helmstadter 1964, Nunnally 1978). Attainment of
these objectives suggest that open ended questions requiring special
.content analysis and interpretation should be avoided in favour of
questions having structured response choices.

The prerequisites outlined above represent important yard-
sticks for the evaluation of general measures of health app1icab1é

to free-1iving (noninstitutionalized) populations. There are, in
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addition, general criteria for assessing the usefulness of any'new 
measure. In order td be acceptable as a measurement instrument the

indices of social function should:

s

. ‘\\ . .
4. Have sufficient variability to describe different

L}

levels of functioning or to detect actual differences

in health whjch would permit between group comparisons.

Nunnally (1978) has wfitfgé that scientific issues are posed‘
only to the extent that bﬁjects or people vary with respect to
particular attributes. An instrument that identified only one level
of an attribute would leave 1ittle room for hypotheses testingf-fn
effect; differences would not exist; there would be nothing "to explain".
-Thg'usefu1ness of a2 new measure depends in part on how sensitive it
is to important d¥ferences in Tevels of the attribute of interest.
Variability is a measure of scﬁre dispersion and hence an indicator
of an instrument‘é,potenti;] sensitivity. Measures intended for
general surveys should have scores with sufficient variation to test

hypothesis about group differences.

5. Be reliable.

A1l atfempts to measure phenomena are subject to different
sources of error often divided into two components: errors that are
systematic and those that are random (Selltiz et al 1976). Reliability
is a measure of how much of the.variation in scores is due to chance
or r;ndoq errors. Bennett and Richie.(1975) indicated that there are

basically two types of reliability: internal consistency which assesses

the congruence of items intended to measure the same attribute by
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examining how much variance they share in common; and'rgpeatabiifty_‘
which assesses the conéruenceibflresu1té obtained by the. same measuré
adminiéfered ih two or more occasidngth the same sub}ect in the same
. health state by the same or different observer. |

The usefu]néﬁs of any new measure whose purpose is the -
comparison_ of groups depends to a considerable extent on its re1iabi}¥ty._
Large source§ of random error drastically reduce the precision of - -
_measurement whjch in turn means that Targe samples (i.e;;grpups of
indiyiduaTs) and/or repeated measurements are required in order to

test hypotheses (Rogers et a1'1979). Establishing that a measure

is reliable is a necessary though insufficient condition for showing

T~

that it is valid. ™ : —

6. Be valid.

Ultimately, an instrument is useful insofar as it truly or
accurately describes a phenomenon. Validity is a measure of how
much of the variation-in scores is due to systematic error. Nunnally

(1978} described three types of validity: predictive validity which

assesses the correlation between the instrument and some external

criterion; content validity which assesses how adequately the

instrument has sampled items from the attribute of interest; and

construct validity which assesses the functional relations between

the instrument and other variables connected with the attribute of

- . R
interest. o

Although it is crucial to generate evidence that a new
instrument is valid, the standards for doing so are often unclear.

Investigators who developed the Index of Well-Being (Kaplan et al 1976)



for example, afghed that measures of health status could not be
va1idated by tests of predictive validity because no acceptable
cr1ter1on exists. The McMaster group (Chambers et al 1977), on
the other hand, argued that global assessments made by a phys1c1an
represent edequate criterion measures of health status and used
such assessments as the basis for selecting items to measure three
health components: physical, social and emotional functioning.
The debate is .significant because acceptance of one position or
the other has importent implications for the approach one should

take in developing and evaluating a new measure of health.

2.4 Social Functioning: Special Issues.

There are, in addition to the conceptual issues already -
deseribed, a number of special problems associated with the
development of a social function measure applicable to chi]dren.
Three of tpese'prob1ems in descending order of importance are:
child dé?élopﬁent, the differentiation of social and emotional ~

functioning and the effect of using proxy EeSpondents.

1. Child Development

| The rapid changes in functioning that accompany normal
growth and deve]opment in young children pose serious complications
for general measures. One can overcome the problems posed by
normal child development.by choosing items or indicators of socia]
function that are age specific. Unfortunately, the more age
specific or unique these items, the less chance the measure has

of being generally appiicable and useful. Clearly,'a‘generaT

13
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 measure of social functioning for children must work in two directions

‘at once: to be credible, items must be specific to abilities that

are bounded by age; to be USeful; items must tap dimensions that are

applicable across ages. L '\\ o
Major ro}e perfa;mance such .as ittending school, or faking |

part in pIay_is a simple example of a social function indicator

that is both crediblé and useful; it is‘a.usefu1 indicator because

it idéﬁtifies a geﬁéréI dimension of social functioning that cuts "~

across age Ieve1s, 1t is a credible 1nd1cator because age appropr1ate

facets (i.e. school attendance from 6 16 years and play from 0-5 years)

are read11y identified. ‘ : .

2. The Differentiation of Social and Emotional Functioning. -

s Individual health components, to be most useful, should contain.
unique %nformation about hea]th status. Earlier gvidence that.
excessive overlap or redundance exists between measures of social and
emotional functioning in'chﬁ1drén poses a serious threat to the
poténtia1 usefulness of the social fqgs;ion measurg;deve1oped here. )

An intuitive response to tﬁis nroblem is to épproach the
definition and measurement of these components from conceptual]y’
distinct points of view. One tactic is to concentrate on behavior

when measuring social function and psychological states or feelings

when measuring emotional function.

3. The R61e of Proxy Respondents

Eisen et al (1979a) indicated that problems of response bias

have been ignored in most general population health.surveys and that
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such bias may be noteworthy when parents respond for their children. +
Three major response set biases have been descr;béd: 1) acquiescent
set.ér the -tendency to agree with statements régardless of content;
2) oppogji%on set or the tendency to disagree withcstatements
regardfgss of their content; and 3) socially desirable response set
or the tendgnqy.to respond to item meaning so as to make a favourable
impression (Ware et al 1976). Response bias may create seribﬁs
validity prob1eﬁs for a new measure of social funétioning.  There

‘ are, fortunately, measureme'nt appmaches that help to reduce such

bias. The most common method is to use an item set that contains

both favourably and unfavourably worded questions {Ware et al 1976).

¢



CHAPTER 3

Approaches to Measuring Socia]IFunqtionigg in Children

»

3.1 Background

The revieﬁ to fo]iow focuses on three different approacﬁeé
to assessin§ children, which at face value appear to contain items
that tap a social function component. The éppfoachés inc1ude:

1) deve]opmén;al screehing tests designed to aid in the early
detection of delayed development in young children; 2) measures of
p;ob1em behavior in children intended to differentiate normalvfrom
disturbed behavior or to classify different syndromes of psycho-
pathoidgy; and 3) measures (i.é.,sing]e items and scales) designed

Vs
to provide specific information about social functioning.

The principal objectives of the review are to further

define variables that pertain to social functioning in children and
to illustrate some of the conceptual andlempiricaI problemsiin such
measurement attempts. To obtain these objectives, the review is
. divided into two major components: .
a) an analysis of the soéia1 function content included in

these three different apbroaches to assessing children; and
b) a detailed methodological eva1uatioﬁ of those single °

items and scales designed specifically to measure social

functioning in children.

16



3.2 Content Analysis”

3.2.1 Developmental Screening Tests

) k §
Contained in most developmental schedules and preschool

intelligence tests are items that tap different aspects of personal

and social functioning. Moxley (1971) reviewed a number of these _
tests (Bayley Scé]es of Infant Deve]opment? Cattell Infant Inté]ligence
Test, Denver Developmental Screening Test, Stanford Binet Intelligence
Test, Ge§e11 Dévelopmental Schedules and Vineland Social Maturity .
Scale) an& grouped items according to their manifest content. She
created eight groupings under the general heading of psychosocial

development; one group}ng contained descriptors of general behavior:

three groupings contained descriptors of social functioning;(i.e.,

play and leisure time activities, interpersonal relations, family
relations) and four groupings contained descriptors of emotional
functioning (i.e.,tension outlets, sleeping and dreams, fears and

sexual concerns). ,

The Denver Developmental Screening Test (Frankenburg and
Dodds 1967) and the Vineland Social Maturity Scale (Doll 1965)
have sections devoted specifically to measuring persona1/sqcia1
function in young children. It is c¢lear from an examination of
these items that the perfbrmancé of maﬁor roles (i.e.. taking part
in play and self care) and inferactions with others dominate the

content of these skills (Table 3.1).



Content of Items Hypothesized to

Table 3.1

Measure Social Functioning in Young Children

DENVER DEVELOPMENTAL
SCREENING TEST - PERSONAL

VINELAND SOCIAL MATURITY

CATEGORY SOCIAL DEVELOPMENT SCALE - SOCIALIZATION
Play Plays peek-a-boo 5.7  Plays with other children lB.Ob
Plays pat-a-cake 9.1 Plays cooperatively at kindergarten level 39.4
Plays ball with examiner 11.6 Plays competitive exercise games 61.6
Plays, interactive games 24.0 Participates in pre-adolescent play 99.4
Plays difficult games 147.6
Engages in adolescent group activities 169,2
Social
Interaction Regards Face 0.0 Reaches for familiar persons - 3.6
Smiles responsively 0.0 Demands personal attention et 8.4
Smiles spontaneously 1.9 "Parforms" for others 45.0
Initially shy with strangers 9.5 :
Indicates wants 12.2
Separates from mother f
easily 36.0
Self Care Feeds self crackers 5.3
—  Drinks from a cup 1n.7
Uses spoon, spilling Tittle 14.4
Removes garment 15.8
Puts on clothing 22.3
Washes and dries hands 23.0
Dresses with supervision 31.0
Buttons up 36.0
Dresses without supervision 42.0 .

a Age in months when 50% of children pass item; b Mean age-in moﬁths that children

pass item .

8T -



3.2.2 Measures of Problem Behavior in Children

| A large and unwieldy literature surroUnd§ attempts to measure
problem behaviér in childhood. Among preschool and pr{hary school
aged children, Walker (1973) was able to describe 143 socioemotional
measures and Stringfield and Woodside (1976) an additional 62 measures.
" The review is limited in scope for the following reasons: a) instruments
of the type covered here are hypothesized to measure "menta1“ health
not social fun;tioning; b) most of the instrdﬁents are negatively
oriented, focusing on problems or difficulties the child may have
and.c} a considerabfe overlap exists among these instruments (i.e.,
there is ﬁ limited item pooi - investigaiors tgnd to ﬁick'and choose -

items from one another to suit their orientation and purpose).

Table 3.2 summarizes the item content of three subscales
which a;pean to measure social functioning from the pofnt of view
of behavior problems. Considerable overlap exists between the
Anti-Social scale developed by Rutter et al (1970) to discriminate }
children with neurotic or anti-social disorders and the scales '
empirically derived (ie., by factor analysis) by Behar (1977) and
Goyette ;t al (1978). Clearly, many of the behaviors on these

scales reflect disturbances in interpersonal relationships.

Items from three empirically derived subscales on a screening
inventory developed by Langner et al (1976) are presented in Table 3.3.
An inspection of individual items suggests that some (i.e., number 1,

3, 4, 5 on the Isolation Scale and number 3 on the Fighting Scale)



Table 3.2

;o

Social Function Items From Subscales of Instruments Designed to Measure Problem Behavior in

Children

PRESCHOOL BEHAVIOR QUESTIONHA[REa
Hostile-Aggressive (3-6 yrs)

PSYCHIATRIC DISORDER INDEX
Anti-Social (11-12 yrs)

b

CONNERS PARENT RATING SCALE®
Conduct Problem (3-17 yrs)

Fights with other children

Bulties other children

Kicks, bites or hits other children
Inconsiderate of others

Does not share toys

Destroys own or other's belongings

.- Blames others

Bullies other children

Often destroys own or
other's belongings

Is'often disobedient
Often tells iies
Steals things

Fights constantly
Bullies others

Destructive

Denies mistakes, blames
others

Sassy to grown-ups

Basically unhappy
Quarrelsome .
Carries a chip on shoulder

¢ Behar (1977)
b Rutter, Tizard andahhitemore (1970)
© Goyette, Connors and Ulrich (1978)

0¢

T
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Table 3.3

Social Function Items From Subscales in the Langner
35-Item Psychiatric Screening Instrument

L

SUBSCALE__ ITEMS

Fighting - 1. Thinks teachers and others are against him
2. O0ften lies to protect self

"3, Gets along with other children ét school
poorly :

%4. Unhappy at school
5. Teases other children

Delinquency b]. Lies so much you can't'be1ieve him/her
b2. Often does rash things |
b3, Comes home at promised time rarely or never
b4. Has been in trouble with police
bS. Runs away from homé 4-5 times .
Isb]apion ™. Often withdraws from others

%2. Rarely or never in a happy mood

3. Spends too much tiﬁe alone

"a. Has no close friends

Doesn*t keep friend for year or more

-

2 Item suggests a measure of affect br subjective state
Item suggests a measure of overt behavior
% Item suggests a measure of social relationships



of them focus directly on the quality and quantity of inéeﬁpersona1
relations. -Most of the other item§ describe tangible overt behaviors
and a f¢w refer to affective states that require the parent-to make
sf:ine inference about the child's psycholdgi f:a-i' or subject'i ve weﬁ

" being (Tab]e‘3.3).

3.2.3 Social Function Measures
) Attempts to devé1op general measures of social functioning
applicable to free-living (noninstitutionalized) .groups of children
are rare. Only four measures appeared in the Titerature, and one,
the Social Competence Scale developed by Kohn (1977); has not been

'used outside of preschool settings.

3.2.3.1 The Social Competence Scale

{Kohn and Rosman 1972a, 1972b)

The Social Competence Scale developed by Kohn and Rosmaﬁ
(1972a, 19f2b) was first used to assess the behavior of children
enrolled in New York City public day care‘centres._ The scale has
73 items selected to measure the degree of competence in the class-
room from the point of view of the child's interpersonal relations.
The authors statedthat positive-active behavior represents competent
functioning and that alternative types of low competent functioning
includes: a) bossy, hostite, domineering behavior; b) passive
defiant, withdrawn behavior and c) passive dependent behavior. A1l
of the items appear toquf1ect a qualitative dimension of inter-

personal interaction (Table 3.4). Descriptions of classrocom behavior

22



Table 3.4

A Sumsiry of the Content of Social Function Measurws Applicable to Children

23

SCALE 0. OF ITEXS ITEN COMTENT SCALING AND/OR SCORIMG METHCD  INYESTIGATOR
Intarest-Participation :6 * Positive {tems Indicate curiosity,  outgeingness. Item 3cores range from fLohn and Rosmen
vi and Joy 1n interperiona] interections; negative {always) to 7 (naver] then [1972a. 19720}
Apathy=i{ thuiramal 1tams suggest lack of i(ntsrest in the saviromsent, susmed
Factor | shynets and absance of interperiond] fnteraction
CooperstionCompliance kel Positive ttame thow willingmeszs 0 11ve within Item 1cOores range from 1 Kohn and
i : the clasiroom structure; negative {itess iIndicste {always) to 7 (never) then  {1972a, 19720)
Anger Daflance dizchbadiance of the teaCher ud hostile tntae- Jum— .
Factor 11 actions with Dpeers.
Activities Scale 3 [tems covering the mount and quality of the Wefights assigned and Achenbach (1573)
child's participation in (a) sportz, {b) hobbies, S
activities, games and (c) jobs and chorws
Social Scale 3 Items covering (a) the child's mambership and Waights aszigmed and Achenbach [1578)
participation in organizations; (b) mumber of susmed
friends and contact with tham; and {c) behavior
with others and alone
School Scale 4 Itams covering (a) the aversage of the child's Waights azyigned and Achenbach (1978)
performance 1n schdemic subjects, (b) placesent Susenad
1n a regular or special cikss; {¢) being promoted
regularly or held back; and (d) the presence or
absance of school problems
Social Relations Scale 4 Items covering the cualfty of the Zhild's tnters Item 3cOres range from 1 Eisen at al
pertond]l {nterections in Che home, 3chool amd [very wall, no problems) {197%)

AcTivities

naighiouriood, and level of concerm about
reportad problems

LS
Single 1tems covering friemisAtos, jobs or chores
Froup mamberihips and time Spent In various leisurs
sctivitias

to S (nat wall at all,
sarious problems )then
Sumsed

[tam tcores depend on
different rsponie
catagories which are
summed and coeTRCtd
1o percentages

Nationa! Cantre
for Health
Stattseics (1971}
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to be rated by teachers include statements that are ba]aQFed (1 e.,

an equal number of positively and negat1ve1y worded 1tems) Arbitrary
scores are ass1gned. they represent the number (r'e\r'lsed, if necessary,
to maintain consistency of direction) of each category in the standard
response sets used for each item. The two scales abpearing in Table 3.4

were derived by factor analysis.

3.2.3.2 The Social Competence Scale

{Achenbach 1978, Achenbach and Edelbrock 1979)

Achenbach (1978) developed three scales intended to measure
social competence in children 4-16 years of age (Table 3.4). The
Activities Scale measures the child's participation in various
activities and has three item groupings: a) the number and level
of participation in sports; b) the number and quality of participation
in activities; and c¢) the number and quality of perfo;mance in jdbs
and chores. - Content of the scale seems to be mixed between social
activities (i.e.,items a and ¢ above) and personal activities (i.e.,
item b above). Moreover, both quantitative and qualitative assessments
are expected. Scores reflect frequency counts (i.e.,0 - none or one
sport; 1 - two sports; 2 - three spdrts) or are norm referenced
(i.e.,0 - below average, 1 - average, 2 § above average).: A total

score is obtained by summing across items.
\

The Social Scale focuses on social relationships and also

has three item groupings: a) the number of close friends the child has
£

and the times per week the child does things with these close friends;
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b) Baw well the child gets along with others.and alone; and .¢) the
number and level of involvement the 6hild has in organizations.
Both quantitative (i.e.,item a above) and qualitative (j.e.,item

b aboie) dimensions of interpersonal interactions as well as social
participation (i.e.,item ¢ above) comprise the scale. Item and scale
scores were assigned using the approach outlined for the Activities

Scale.

The third scale developed by Achenbach (1978) to measure

| social competence is called the School Scale and is applicable to
children aged 6-16 years. The four item groupings consist of: a) the
average of the child's performance in academic subjects; b) p1acement.
in a regufar or special class; ¢) being promoted regularly or held
back; and d) the presence or absence of school problems (Table 3.4).
AT] of the items appear to tap a single dimension, namely, school
performance. Item scores for academic‘performance are: 0 - failing;
1 - below average; 2 - average; and 3 - abové average. All other
items are dichotomized (e.9.,0 - in a special ciass; 1 - not in a
special class). A single scale score is obtained by summing across

items.

3.2.3.3 The Social Relations Scale

{Eisen et al 19792, 197%b)

Eisen ef'a1 (1979a, 1979b) developed a Social Relations Scale
applicabie to children 5-13 years to be used as an outcome indicator

of social- health in the Rand Corporation's Health Insurance Study.
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Three items. were se1ec;ed to measure the quality of the child's
interpersonal interactions; the items ask how well the child has
gotten along with other children, the_fami1y and teacher and class-
mates {Table 3.4). Item scores derive from the standard response

. categories accompanying each question (f.e, 1 - very well, no problems;
2 - quite well, hardly any problems;. 3 - pretty well, occasional
problems; 4 - not too well, frequent problems; 5 - not well at all,
serious problems)}. A scale score is obtained by réversing the direction

of scoring and summing across all items.

3.2.3.4 National Health Survey Questions

{National Center for Health Statistics 1971, 1972)

The United States (U.S.) National Health Survey includes several
_items designed to elicit parents® ratings of the behavioral patterns

of their six to eleven year old children. One set of items called

Peer Relations is intended to assess the child's degree of social or
other skill development. Items pertain to the number and age of

their child's friends, willingness to make new friends and ability to
get along with other children (Table 3.4). The frequency djstribut{ons
of responses serve as scores. No attempt is made to combine items into

.2 single scale.

Groubs of items referred to as Organized Activity and Use of
Time included in the American National Health Survey appear to measure
children's social participation. Items in these categories pbse'

questions about the child's attendance at special lessons or classes;
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memberships in clubs or groups; and use of time when not eating,
§1eeping'or attending school. Again, percentages are used To describe

responﬁé patterns and no attempts are made to derive composite scales.

3.3 Content Analysis - a Summary

- The review of different child assessment iechniques sugdests
conceptua11g that some agreement exists as té the appropriate content
of social function measures applicable to children. Content analysis
of déve]opmental screening tests reveal a wide variety of items that
tap a social fuﬁction component: most of these items cluster around
play and the ability to‘interact with others. Some specific develop-
mental tests such as the Denver Developmental Scfeening Test (Franken-
burg and Dodds 1967} andlthe Vineland Social Matuqﬁty Scale (Doll 1965)
have many items that focus on the child's ability to perform major

roles (i.e., take part in play or look after his or her own self care).

Measures of probliem behavior in children tend to have a
narrower range of content with items suited, presumably, to fulfil
specific purposes (i.e., to differentiate normal from disturbed
-bgpa&%or or to classify different syndromes of psychopatho}qu).
The ite&s includgd in problem behavior inventories are usually
indicatjve of social dysfunction. The two major components of
dysfunction seem to be anti-social bghavior as witnessed by various
forms ofaggression,hoéti1ity and.acéing out; and social withdrawal
as witnessed by the child wanting to be alone ‘and having 1ittle

interest in others.
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The sing1e.item§ and'gééles developed to measure social
.function%ng in children tended to divide into one of three.content
groupings: a) social }elatfgnships; b) social participation and
activities and ¢) role perf;nmance. Ttems in most of the scales

{ described Behaviora1 conéént. Quaﬁtitﬁtive measures of behaviof

. focused on,ééjective indicators of sociaf function suEh as ghe child's
number of friendships, organizétionai memberships and frequency of
contact with others. Qualitative measures of behavior evaluated how

well the child got along with others and performed certain activities.

3.4 Methodological Evaluation

/‘-\
The methodological evaluation developed in this section

considers only those measﬁres specifically designed t Imeasure

social functioning in children. The areas to be diécussed are
summarized in Table 3.5 and reflect the measurement criteria outlined
in section 2.3 of Chapter 3. A methodological eva?uatfon is not
extended to deveTépmggta] schedules and problem behavior checklists
‘because such mgaéures ﬁave special purposes. As an example, .
deveTopmenf;1 séhedu]es generally apply to children under six years
of age; behavior checklists are used for screening or diagnostic

purposes.

©3.4.1 General Applicability and Acceptability

A1l of the social function measures examined, with the
exception of the Social Competence Scale (Kohn and Rosman 1972a,

.1972b), are éenera]ly applicable and acceptable. The Social Competence

-

s
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Table 3.5 //'

‘Measurement Issues Pertinent to a Methodological Assessment of Social
Function Items and Scales Applicable to Children

1. ~éenera] Applicability and. Acceptability - ,
2. Balance in Ofientation

- 3. Amenability to Index Construction
4. ‘Variabj1ity
5. Reliability
6. Validity

7. Special Issues



' Scale is inapplicable to general groups of free—1iving children
because mahy of the items are referenced to a hurseny or ﬁreschool
setting. Other restrictions of the scale include its limited age

range (3-6 years) and large item pool (73 items)..

_3.4.2\ Balance in Orientation

All of the instruments reviewed approach the measurement of
social function with a balanced orientation. Kohn-and Rosman (1972a,
1972b) do this by g;cluding both positively and negatively worded
. items; the other authors (Achenbach, 1978; Eisen et al 1979a, 1979%b; .
NCHS 1971, 1972) accomplish this‘py using bipoTar'itemsl(i.e, respoqse
categories for items that describe an.entire spectrum of function from
positive to negative). An examplé of two itémé that appear to be’
balanced comes from Kohn (1977): ‘child-manifESts interest in many
X and varied things; and child demonstrates Tittle interest in things
and activities of his environment. A response category that describes
a spectrum of function comes from Eisen &t al (1979a, 1979b) where the

response to questions about how well the child gets along with others

ranges from very well, no prbb]ems,to,not well at all, serious problems.

3.4.3 Amenability to Index Construction

With the exception of items included in the . S. National
Health Survey (NCHS 1971, 1972) all of the social function measures
reviewed are amenable to index construction. However, only the Rand
_group (Eisen et al 1979a, 1979b) attempted a priori to generate

internal evidence that their index was measuring a.sihg1e dimension
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of function. These authors subjected their hypothesized item
groupings tomulti-trait scé?ing pfdcedures {Campbel1 anq Fiske.1959)
whiéh supported the unidimeniona]ity-of the original item groupings.

Kohn and Rosman (]979a,.1972b) used factor analysis td‘create scales.
Achenbach (1978) made no attempt to test the scaling assumptions of

his indices of social function, Teaving 4n some &oﬁbt the appropriateness

of his %tem groupings.

. 3.4.4. Variability

Only two of the four studies reviewed here have presented score
distribugfons of items purporting to measure social functioning in
" children (Table 3.6 and Table 3.7). Eisen et al (1979b) reported
frequency distributions, meéns and standard deviations for items in
their socia1 ReTations Scale. The children (N = 1,473, age 5-13 years)
came from families randomly se1ected'from three of four Health Insurance
sites: Seattie, Washington; Fitchbufg/Franklin Cpunty, Massachusetts;
and Charleston/Georgetown County, South Carolina. Scores for each
item are skewed towards:fhe positive end of the scale (i.e., most

children get along well with others) and.children who do have problems

do not seem to be a major concern of parents (Table 3.6).

The National Health Survey (NCHS 1971) reported percentages -
of children ages 6 to 11 years (N = 7,417} rated by parents on social.
function items. A selection of these items that appear to be a diréct
measure of social functioning in children is presented in Table 3.7.

The Peer Relations questions (i.e.,the first four jtems) indicatenthat

n



Table 3.6 °

Frequency Distributions for Social Function Items, the Socia]ARelat1ons Scale,'Ages 5-13 Years

o

ITEM CONTENT

RESPONSE YALUES

Get along with Children

Get along with Family

Get along with Teacher

bAdult vorry regarding Social Relations

@ 3 31 300
T 21 357
@ 4 20 166

453 187 N

611
661
443

29

522
427

835

MEAN (STANDARD DEVIATION)

J

4.10 (0.81)
4.01 (0.78)
4.40 (0.77)

1.56 (0.82)

a
Response chofces:

L3

1
2
3
4
5

not well at all, serious problems
not too weil, frequent problems
pretty well, occasional problems
quite well, hardly any problems
very well, no problems

b Not asked for parents with children reported to get along quite well or very well with others

€ Response choices:

1
2
.3
4

not at all

a great deal

r

A



Table 3.7
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Frequency sttr1but1ons of Social Function Items From the Nat1ona1

Health Survey

ITEM EONTENT/RESPGNSE CHOICES

OVERALL PERCENT

1.

Number of Friends:
None :
Only a few
A good number .
Many children, good friends
Unknown

Age of Friends:
0lder

" About same age
Younger -
Combination
Unknown

Willingness to Make New Friends:

Somewhat shy

About average willingness

Very outgoing - makes fr1ends easily
Unknown

Ability to get Along:

No difficulty - well liked

Liked as well as most children
Has difficulty with many children
.Unknown

Belongs to Organizations or Takes Special Lessons:

1. One or more organizations (i.e., Scouts, Brownies) 2
2. One or more groups Ei.e.,art classes or activites)i

i.e. Religious)
4. One or more groups (i.e., Athletics)

“3. One or more groups

5. Other one or more groups

Time Spent per Day P1ay1ng with Fr1ends-

None

Less than 1/2 hour to 2 hours
2-3 hours

4 hours or more

Unknown
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most parents perceive their children to be socially active, outgoing
and well liked. A smaller percentage of children take part in |

organizations, clubs and teams.

3.4.5 Reliability

Three of four investigators reviewed in this section reported
estimates of ré]iability. Table 3.8 summarizes available information.
Kohn (1977) obtained intefrater-}e1iabifity.corre]ations (Spearman-
Brown corrected) between.pairs of teachers of 0.77 and 0.80 for
Factor I (Interest-Participation versus Apathy-Withdrawal) and
Factor II (Cooperation-Compliance versus Anger-Defiance) of his
Social Competence Scale. Achenbach (1978) and Achenbach and Edelbrock
(19795 obtained both test-retest and interrater reliabf]ity estimates
for their social competeﬁce scales. Test-retest coefficients using

Pearson's r were reported to be between 0.72 and 0.97 for the social
competence sca1es and problem checklist, although exact estimates were
not published. Only parents of normal children wer% included in the
retest and sample sizes were small, varying from N=8 to N=16 among
the four age categories. The mean of the Pearson correlations between
scores obtained from the mothers' and fathers' ratings in the social

. competence and narrow-band behavior.problem scales was 0.74 for 6-11
year old.boys (N=37); 0.79 for 12-16 year old boys‘(N=16); 0.63 for
6-11 year old girls (N=20); and 0.54 for 12-16 year ola girls {N=24).
The rather low level of interparent agreement raises questibns about

. the potential validity of the scales. Moreover, the authors incorrectly

used a measure of association to obtain estimates of reliability;



‘ : Table 3.8 ’

Summary of Rellability Estimates for Social Function Heasures Applicible to Children

RELIASILITY COEFFICIENTS®

SOCIAL FUNCTION HEASURE  HO. OF ITEMS ICR TRT TRR  SCALIHG HETHOD  SAMPLE CHARACTERSITICS . IHVYESTIGATOR(S)
Secial Competence Scale ‘ b
Interest participation - 36 77" Summated ratings ’
. Vs Pairs of teachers 1in New
Apathy-#ithdrawa) A York day nursery schools Kohn (1977)
- b * H = not given
Cooperation compliance 37 .807 Summated ratings
Vs
* Anger-Defiance
Soclal Competenc? Scale® . o ( | ’
Activities Scale 3 g2 Welghts assfigned Achenbach (1978) -
Social Scale 3 .582 -arbitrarily and ?ﬂtfe;; 2: ggymal boys Achenbach and Edelbrock
School Scale 4 87" sumied {1979)
Soclal Relations Scale 4 .ald Summated ratings Children from general Elsen et a)

populatfon {H = 1473)

(19792, 1979b)

ACR = lnterna{\tonsistency Reliability: TRT = Test-Retest Relfability; IRR = Interrater Reliabflity .

bSpearman-l]rown correction
Cpearson correlation coefficient
dcronbach's alpha coefficient
eBoys age 6-11 yearsAonly

s
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father, they should have used a meaﬁurg of agreement such as an intra-
class correlation coefficient (Ebel 1951). Eisen et al (1979a, 1979b)
did not obtain test-retest esfimates of reliability for their Social

Relations Scale but did repbrt an internal-cdnsistency coefficient of

0.81 (Table 3.8).

3.4.6 Va]iditz |
Some doubt exists as. to the content validity of three of the social

function measures examined. An important dimension of social functioniﬁg
appears to have been overlooked in Kohn's (1977) Social Competence Scale
and Eisen's et al {1979a) Social Relations Scale. The authors neglected

to include items which tap a_guantitative aspect of social functioning

such as the child‘s number of %riends, memberships and frequency of contacts
with others. The oversight cou1d.have important implications since objective
or quantitative 1nq1catqrs of social functioning may be the most useful

‘in distinguishing éocigq from+emotipna1 functioning. Eisen et al (1979a)
reported, in fact, that their Social Relations Scale might be assessing

a positive aspect of mental health as indicated bﬁ substantial negative
correlations between their scale and scales intended to measure mental

health (i.e. anxiety and depression).

A?though the content of tﬁe social competence sca1es developed by
" Achenbach (1975) aﬂd Achenbach and Edé1brock (1979) are comprehensive,
some items appéér to be inappropriately grouped. The Social Sca1é, for
example, combines items that measure both the quantity quality of

social relationships. The Activities Scale contains.items that are
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social (i;e.,participatjon in sports and games) as well as items that
are perﬁqnél hobbies (i.e., collecting stamps, reading, etc.): ' The
School Scale appears tn'be‘1ess a measure of social functioning than
intellectual ability with strong physical and emotiona1 éomponents '

potentially represented.

\
The survey questions included in the U.S. National Health

Survey (NCHS 1971) seem to cover all of the important” aspects of social

functioning applicable to children. However, very few items are sampled

from each aspect of function. Questions rgmain as to the reliability

and validity of single items in the assessment of health.

Despite differences in terms, all of the investigators presented

some information that pertained to the construct validity of their social

function measures (Table 3.9). Supportive evidence existed when the .
&

measure in question performed as expected (i.e., met certain hypotheses

concerning its relation to other instruments or variables related to the

same health component).

Kohn and Rosman (1972a, 1972b) compared results from Factor I
and Factor II of tﬁeir Social Competence Scale with teacher ratings on
Peterson's (1961) Problem Checklist and the Schaefer Classroom Behavior
Inventory (Schaefer and Aaronson 1966) and reported significant cﬁrrelations
ranging from 0.18 to 0.58 for boys and girls separate]y analyzed. - Significaﬁt
and large correlations (i.e.r =-0.75 andr = -0.79) were found between &
Factors I and II of the Social Competence Scale and comparable factors on

the Symptom Checklist (Table 3.9). Moreover, Factor I correlated significantly
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Summary of Comstruct Yalidity Evidence for Soctal Function Measures Applicabls to Childran
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SOCIAL FUMCTION MEASURE

YALIDITY YARIABLES

MEASURES OF ASSOCIAT
BIRECTIMJ_SYITISTICS I NETHOD

100

SAMPLE CHARACTERISTICS

INVESTIGATORS

Asjogtations with Sociosmotiony] Nessyres

Soctal Competence Scale I

Social Competence Scale Il
!
Socis) Cometance Scale 1

Social Compatence Scale 11

Assocations wi
Social Relations Scale

Gatting Along with Qthers
Gatting Along with Others

Patsrion Prodiem Checklist I
Schaafer Claszroom Behavior
Inventory 1

Pefarion Prodles Checkltat 11

Schasfer (lagsroom Sshavior
lmm 1

Sysptom Checkl1st I {Kohn}
Symptom (hacklist I {Kohn)

1onal Fi 9

Anx ety

Depretzion - .
Positive iell Baing
Degrew of Tesper

Degree of Tu_sinn or MrYoUSness «
Asrociations Amormg Social Function Measures

Mambar of Friends

N11lingrnuss to Bake new
Friends '

tnve)vament in Different
Ti’pu—a:_luﬂitiﬁ

[nvolvament tn Art

M{11ingness to maky paw Friends +

Catting alomg with Others
Catting along with Others

Involvement -in Art/Scouts

Involvement in Religious Group =«

Involvement in Athletics

Activities {mvolvement 1o Scouting
As3oct with Other Health VYarishl
Soctal Relations Scale Curvent Health '
Ras {stance/Susceptibilicy
Prior Nealth :

Social Competence Scala 1

Groyp Oifference
Activities Scale

Social Scale
School Scale

Health worry/Puin

Functional Limitations
Chrontc/Serious [Tiness
Acute 11Tness/Symptons

Cimmantary $Schoal Academic
Rating 1

Elemantary School Academic
Rating 2

. Matropolitin Resciness Test

Second Grade word Knowleige
Tast
Sacond Grade Reading Test

mormal vz Clinic Subjects
normal vi Clinic Subjects
Norwal vs Clinte Subijects

LI B I B O

JITeboys
- .18* girls

«3TT"00Ys
J18® girls

- 15"hoya
= JSOwegirls

~28%*bays
3tvegirls
.

.19
a2
10

14.0 qirly
1.4 boys

J30"*tays
L5*=girls
Z27bays
JAgregirels
41""boys
L29vrgirls
ZT"boys
JZTvegirls

- 29venays
S2reegirls

nat glven™
not glven

nat glven™

b T B T B B B B |

-+

fe

Girls and boys sges 3-6 from Xawn and

day care and kindargarten
(K= N2)

Girls and boys ages =6 from

} day and kindergarten
(N« 407)

Q4R | Corls and boYS ages 5-13

Quma
e

X

(N = 1473)

"I GIrls ang bays ages 6-1
J (N9

x* J
]
2 -
>Gtrh and days ages &-11
r (n=M9 -
r
"Q
L
=)
- )
goanm
gasma | Girls and boys ages S=13
casma ) (X = 1473)
gasea . -
Gamma
Gamma
” ™~
ro
: Girls and doys ages J-&
r from day cars and
A luwrm (N = 312)
-
"
r
L
1l;tr‘ls and boys ages 6-11
from 4 normal {(N=300) and
clinte referred (N=200)
F Jpopu‘llﬂon

Rosman
(Y972x, 19T}

“Kobn and

Rotman
(1972, 19721}

Elsen at.al
(19754, 19790}

Mational Cantre
for Health
statistics {1972)

Kational Cantre
for Health
Statistics (1972)

Eigen ¢t a1
(1979, 197%0)

Kot and
Rosmen
{19722, 1972d) .

Achenbach (15378)
Achenbach &nd
Edelbrocx (1979)

4 Guide to abbreviations uted 1n thete colusns
r = Proguct At correlation coefficient

x* = Chi-souire 3tatistic

gamsa = Gammi coefficient

f = F sratistic
XS = Mot significant

* « Significant at » « 0.C5
v = Significant at p « 0,01
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with Qérigps school achievement measures taken 12-30 months later (Table 3.9)

Achenbach (1978} and Achenbach and Edelbrock (1979) provided
information about df%ferences in sc¢ores oBserved between a normal and
clinic referred poééiation of children 6n their three scales‘(ilg.,Activities,
Social and School). Analysis of variance studies showed that score
differences were significant, in thé hypéthesized direction, and maintained
for both sexes across different socioeconomic strata. Some of the differences
cou]ﬁ have béen the result of a labelling effect (i.e., parents reinforced
to see ‘their child as abnormal after contact.with the clinic). Moreover,

it is unclear how comparable the groups were on features such as socio-

economic status and colour.

Eisen et al (1979a, 1979b) put forward a whole set of hypotheses
about the expected direction and level of association between their Social
Relations Scale and other health measurements (Table 3.9). For example,
associations between general health ratings a&ﬁ the Social Relations Scale
fmedian gamma = 0.14) were about the same as the association between the
Social Relations Scale and functional Tlimitations (gamma = 0.19) but

Tower than the association with mental health {gamma = 0.39).

Finally, the National HeaTéh Survey (NCHS 1972) reported findings
on correlations among some of their social function questions and between
selected social function questions and items appearing to measure-émotiona1
function (Table 3.9). The number of friends, for example, was positively
reiated to willingnesﬁ to make new friends and the ability to get along

with others.
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3.4.7 Special Issues

Special Issues pertaining to measures of social functioning in

children such as child development, the differentiation of social.and

emotional functioning and the potential biases of using proxy respondents

have not been s&stematicaTIy investigated by any of the authors reviewed
in this section. None of the available measures of sociq] functioning
apply to children under three years of age - the time at which child
devé]opment is most rapid. it is Tikely that developing general measures
of social functioning for this age group poses extraordinary cdnceptual
and empirical problems. As an example, clinical psychologists responsible
for the development of many problem behavior checklists rarely create
instruments for the under three year old group (Achenbach and Edelbrock
1978). Moreover, pediatricians and developmental psychologists place

very Tjttle emphasis on broad concepts such as personal-social development
in screening tests designed for infants from birth to three years of age

(Frankenburg and Dodds 1967).

Available evidence suggests thaﬁ measures of social function
ameng older children are not sensitive to age trends. For example, the
gamma associations between the Social Relations Scale devé1oped by
Eisen et al (1979a) and age (i.e., five to 13 years) was only -0.03 and
not significant. Moreover, Achenbach (1978) and Achenbach and Edelbrock
(1979) reported no significant age differences for either boys or girls
“on the Activities or Social Scales with one exception: for boys in the
6-12 age range, 6-8 year olds hgd Tower scores on the Social Scale than

9-12 year 0lds. Single questions posed by the U.S. National Health
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'Sufﬁey (NCHS -1971) showed marginal age trends. The hroportion of children

repofted as having only a few friends decreased somewhat over the age -
span studied (i.e., six to .11 year olds), while the proporfion with many
good friends increased. Similarly, the proportion of children with
mostly older friends decreased with age from about "]:0 percent at ages

6-7 to four percent among 11‘year olds.

.Although the measures reviewed in this section are purported

to measure social functioning, little evidence exists to suggest that

they are different from measures of emotionai.function. Cor
studies suggest that the Social Competence Scale (Kohn 1927) and the
Social Relations Scale {Eisen et al 1979a, 1979b) are confounded with
indicators of emotional function. Similar studies have not been reported

for the scales developed by Achenbach (1978).

The amount of error involved in using proxy respondents has not
been exp]ored.by any of thé investigators reviewed in this chapter.
Although correlations betﬁeep ihterparent‘aSsessments on the Activities
Scale developed by Achenbach (1978) appeared to 'be high (i.e., r = 0.58
for boys si# to 11 yeérs b]ﬁ), a consideraﬁTe amount of the variance

i .

remained unexplained. It is unclear whether this unexplained variance

is a product of random error or bias.

3.5 . Methodological Evaluation - A Summary

None of the social function instruménts applicable to children
and available for review met all of the measurement criteria estab]ished

in Chapter 2. Table 3.10 summarizes the individual performance of each
: ¢

[~



Table 3.10
An Evaluation of Existing Socia) Func'tlon Heasures Against Established Heasurement
Criteria - '
a FACTORS [ AND 11 OF THE ACTIVITEES, SOCIAL AHD SOCIAL RELATIONS - " HATIOHAL CENTRE FOR WEALTH
CRITERIA SOCIAL COMPETEHCE SCALE SCHOOL SCALES . SCALE : STATISTICS
General Applicable and Acceptable oo . 4 ) /o o '
Dalanced Orientation ‘ Y / R ' . /
Aoenable to Index Constryction '
Maflecting State-of-the-Art : .
Heasurement Techn!ques_, ’ / F RN 4 . -
' Varfable , _ t : . / .
Relfable . . ‘
a)} Test Retest ; 7 [ ’ -
b} Internal Consistency - . - /
valid ? . ~ , . :
a] Content - 4 - ' /
“-b).Lofstruct - ? . ? 7 1

® Gulde to assessment
¢ = Criteria met
? = Uncertain that criteria met
- = Criteria not met

et
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measure and syggestS that the Social Relations Scale developed by ‘Eisen
et al (7979a) and the'Activities and Social Scales developed By Achenbach
€19785 are the best available measures of social func;ioping épp]icab1e )
- #o.éhi1dren. However, the evidence pertaining to the rel%abiTity and
validity of these scales is weék. None of the investigators took a
systematic approach to the study of reliability. Kohn (1977} and
Achenbaéh (1978) neglected to examine the internal consistency reliability
" of their scales, while Eisen et al {1979a) did not obtain test-retest
estimates of reliability. Moreover, investigators reporting test-retest
estimates of reliability incorrect1§ used measures of association rather

than measures of agreement.

Evidence reported to show that the instruments were measuring what'

they were'intendgd to measure - social functioning - is inconclusive.
As mentioned earlier, most of the validation studies suggest that the
scales developed to measure social functioning were instead measuring

a positive dimension of emotional health.

3.6 Summary and Comment

3

The literature review presented in this chapter has covered three
types of child assessment: a) developmental screening tests;.b) measures
of.problembehaviqr in children; and c) measures of social functioning
applicable to chiidren. Only four published measures of'socia1 functioning
apﬁ]icable to children were found, and these were evaluated in some detail

‘using the measurement criteria put forward in Chapter 2.

Inspite of the scarcity of studies, some conclusions can be drawn



. from'a review of the published work. At the conceptu&TwleveI, social
functioning seems best wéasured with reference to interpersecnal skills
rather than psychological states such as ahxiety. happiness or positive
well-being.. Moreover, many of the items used to assess socfa] functioning
in cﬁi]dren can be grouped under a Timited number of headings such_as
the quinty and quantity of interactions witﬁ significant others such
as fimi]y and friends and the quantity of social activities. Objective
measures of social functionihg'(e.g., the number of friends) seem to be
moré distinct from emotional functioning than subjective measures -~
- (e.g., inferenées-about the quality of ré1ationships). Measures of
performance such as school achievement have obvious social significance
but at" face va]ug‘seem to be better used as indicators of cognitive

function.

Because the available measures of social function weré considered
either inappropriate for fhe Costs and Qutcomes Study or unsétisfacto%i]y
evaluated it was decided to create a new measure of social function for
the present study. The new. measures and their evaluation are presented

in the following chapters.



CHAPTER 4 -

Measurement of Social Functioning in the Present Study

4.1 Criteria

Social functioningwas measured in the %resent study by asking
proxy respondents (i.e., the mother) to défine the quantity and quality
of the child's interpersonal contacts as well as_his or her level of
participation in social activities. Contexts for. making thésé assess-
ments included the family, peer group, school and community. %he two
ihstruments contributing most to the present measure were the Social-
Re]at{ons Scale developed by Eiseﬁ et a1 (1979a) and the Actfvities
and §ocial Scales devéloped by Achenbach (Achenbach 1978, Achenbach and
.~ Edelbrock 1979). |

ngStionnaire items were chosen, adapted or constructed with
the following criteria in mind: ] )

(1} Each item must appear to be consistent with at least one
aspect of the definition of|socia1 functioning deve1oped-above. In
-other words, the items should help define a quantitatiye or qualitative
aépect of the child's interpersonal relationship or a quantitative
-aspect of the chi1d's'participation in social activities.

(2) Items muét tap information available from respondents
rather than\data 0n1y availabie From providers of care or special

services.

45
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£3)' Itemsrthat appearrto be confounded with other components'
of health (e.g., seem to be consistent with the definﬁtfon of social
functioning but at the same'time seem to be measuring a phys1ca1,
emotional or intellectual component of hea1thfdgust be exc]uded.

(4) Items must be age appropriate and clear en their direction
of scoring (e.g;, whether the item taps good or'poor functioning).

In addition to these criteria, other considerations entered
into the selection of items. First, items adaptab1e to a similar
number and kind of response category were given priority. Using simi-
lar response categories reduces, somewhat, problems associated with
assigning weights to items before scale construction, although a danger
exists of 1ncreas1ng respondent fatigue and disinterest. Second, items
were given priority if they were brief, simply worded and behaviorally
oriented - the purpose being to increase the questionnaires objectivity
and acceptabi1ity. Third, an attempt was made to include a number of
balanced questions (i.e., items that tap the same aspect of social
functianing but are worded favourably and unfavourably) to measure
the quality of the child's social relationships. Balanced items pro-
vide responses that can be analyzed for the presence of acquiescent and
) oppos1t1on response sets. And f1na1ly,)1tems that contain strong
emot1ona1 content {e.g., is your child /detestable?) were to be avo1ded

in an attempt-to reduce the tendency to give a socially desirable

. response.

4.2 Meeting the Criteria

The present author specified the items used to measure social

—
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function by examining questions published in available jnstruments and
by choosing items which appeared from their content to meet the
Eriteria‘ouflined in the previous section. An additional step was

used fo select qdestions for one of fhe_socia1 function measures (i.e.,
the Social Relationships Scale): the step was taken in an effort to
reduce the amount of ant1c1pated overlap between this category of
soc1a1 function and measures of emotional function. A 1ist‘of items
hypothesized to measure the quality of -the child's social relationships
a1ong w1th items hypothes1zed to measure emotional funct10n1ng were
given in random.order to -a convenience sample of six judges. The
judges consisted of a pediatrician, a psychologist, an epidemiologist
and three‘mothers.of normal school aged children. The task fer these
judges was to rate each item with respect to direction of scoring (e.g.,
whether the item was positiveTy of negatively oriented); content (e.g.,
"whether the-{tem measured emotional functioning as represented by
depression or anxiety or social functioning as represented by the
quality or quantity of interpersonal interaction or behavior phoblems);
and age appropriateness (e.g., the upper andl1ower age for which the
item might apply). Any item ]eading“to one or more disagreements

among the judges as to the direction of scoring was eliminated. Except
for one instance (i.e., the item, argues a lot) any item leading te )
three or more disagreements ahong the judges as to content was elimina-
ted. And finally, the mean upper and lower ages selected by_the judges
for each item provided a general not absolute guideline for determining
whether the item would be used with 2 particular age group. A summary

of the results from the survey appears in Tabie 4.1. Of the 24 jtems



fable 4.1

An Evaluation by S1x Judges of 24 [tems Hypothesized to Measure the Quality of a

Child's Social Relationships

DIRECTION CONTENT® MEAN AGE IN YEARS
QUESTION HUMBER/ITEH POS. ? HEG. ] DEP, ANX, UAN, QUAL, BEH. Lowar Bound
1. Acts too young for his or her age 6 ] 3 2 2.50
* 2, Argues a lot 6 1 5 2.58
* 3, Makes friends easily 6 ] 5 3.40
6. Disobedient at home 6 ] 3 2 2.00
7. Likes to be alone 2 4 ] 1 3 -1 ) 2.13
8, Tells the truth . 5 1 1 3 2 3.17
* 9. Not 1iked by other children 6 6 3.75
15. Complains of loneliness 1 5 2 ? 2 4,00
16, Runs away from home ] 5 3 2 ] 4,50
17. Steals, at home 6 1 3 2 4.42
18, Steals, away from home 6 | 3 2 4.83
*20. Plays or works wel) with other children 6 6 2.92
21, 1s easy to discipline or control 5 1 2 1 3 1.38
*23. Likes to be with others 6 1 5 0.83
25. Destroys own or others belongings 6 1 3 2 1.92
*26, Fights with other children ‘6 5 ] 2.50
*27. Other parents complain about his/her behaviour 6 | 4 1 3.20
28, Teases, picks on or bullles other children 6 3 3 3.75
*29, Keeps friendships for a jong time 6 6 4.25°
*32, Considerate of others 6 6 2.83
*34. Enjoyable to be with 6 1 4 1 0.83
%35, Gets along with other children 6 1 6 ‘ 2.7
%38, Gets along with family 6 ] 5 2.67
*43, Doesn't get along in school with teacher/classmates 6 6 4.00

* Heans item retained
a Abbreviatfons: Dep = Depression; Anx = Anxfety; Quan = Quantity of Soclal Relaticnships; Qual = Quality of Socfal Relationships;
Beh = Behavior; Pos = Positive; NHeg = Megative; 7 = Uncertain



reviewed, 13 were retained to measure the quality of the child's sdciaj

relations.

4.3 Description of the Social Function Measures

| The social function ﬁeasures covered three categories of
functioning for children ranging in age_from 2-14 years. The three
Eategories were: (1) Frigndships;_(z) Social Relations; aﬁd (3)
Social Activities (Table 4.2).  Responses to questions took the fbrm
of counts (e;g.; the number of friends or activitﬁes) and forced
choices (e.g., everyday, several days a week, about once a week, 2-3
times.a month, about once a ménth and less than once a month). Among
forced choice questions, scores were cOterminous with the response set, «
ranging from 1 to 6. Lower scores always indicated poor social func-
tioning, and i;ems were recoded, if necessary, to follow this conven-
tion (Tab1e14.2). Questions asking for simple counts took a maximum
value of 6 in the Friendships Scale and 5 in the Social Activities
Scale: maximum values were set on these questions to correspond in
Tength with the response sets (e.g., everyday, several days a week,
eEc.) of forced choice items hypothesized to measure the same categqry
of social function. Moreover, counts of 7 or more were hypothesized
to\represent only marginal increases in social functioniné. '

Table 4.2 also sumarizes the age in years for which items

apply, and the recall period. In brief, two age ranges were specified:
2-3 years and 4-14 years; and two time periods: the present and the _

past year. Questions pertaining to role and self care activity, hypo-



. Table 4,2

Nypothesized Groupings of Age Specific Soctal Function Items Devaloped for the Costy and Outcomes

Study Pllot Project
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CATEGORY
* MEASURED AGE IN YEARS  RECALL PERIOD

-

QUESTION

RESPORSE!
CATEGORY

Friendships 2-13 Past Year

414 Pregant

Social Relations 2-14 Past Taar

N Soctal Activities =14 Fresent

In summer, durdng & Ome MORth period, dbout how oftee would - shend time
with other children?

In winter, Mmlmmtﬁ nﬂu.mamoﬁum]d spand time
with other children

 Abowt how many childrea 1 your meighbourhood 1s - well M sctwaintad

with that x/he and they visit and play with one amother

Aboyt how many playmstss/closs friends does - havel

in sumer, during & one moath period. about how oftan would - &0 things
with thete ploymmtet/cloie friends?

In wintar, during 3 ona month pericd, about how oftsa would = do things
with thesa playmates/close friewds?

During the past 12 moath: how well Mas your child
: gotten alomg with other children?
T gotten"4long with the family?
: gottan 2long 1n 3chool with tescher and classmstes? (in 3chool only)
latu-r 13 a Tist of 1tems that describa childres.
Ploass read sich 1%am then circle.ons of the nusbers on sach line to
indicats how often it describes your child during the past 12 somths.
vt idersts of others
anjoysdle to be with *
fights with other children
outgoing, Tikes to be with others
withdraen, doeta’ t‘uumu-!taam
akkes Triemds sasily
has troudle making friends
kaaps friendships
not 11kad by otter citiidren
argues & lot -
Oother parents cnm‘uin about his or her behavior

TR TR RTINS

Does - belong to any organizations, clubs or tapms? What are they?

During 4 oot sonth period, about how of'tsn would --spend time doing things
with (name)?

Dot - tzke part in any sports, not necassarily taes tports? What are thay?

During 4 one month period. about how oftsn would = take part in (n-)?
Jogs - hdve any favourite activities, games or hobbies? What are
During a one month period, about how oftan would - take part in (neme ?
Dogs - have any Jobs or household chores? Mhat are they?

Quring 4 one month period. about how often would = do (name)?

(a)
[C}]

b
(a}
(a)

b

LT g

LY .Y B.Y J

Ttams with lettars in parentheses scored In reverss to that showa:

-{l.mrydn. ()2. several days a weak, ()3. adout once & week,

6. lesz than onca & month
b - counts from ()]0, to & saximm of ()6,

(}4. two to three times a sonth, ()S. aéout once & moath,

€« {)1. vary wall, no probless, {)2. quits wll, hardly any prodless. (}3. pretty well, occasional lemz, [)4. mat oo
wall, fr-w-'r: problems, ()5, not wall at all. very frequant prodbless. i pros 0

d = {)6. always. (}5. very dftan, {}4. fairly oftsn, ()3_. somptimes, ()2. alsyst never, {}1. never.

¢ - couats from ()0. o 2 saximm of ()5.
f - {)2. wvaryday or saverzl days wewk, (

"y

11, about once 4 wewk or 2-3 times 4 moath, ()0. once & month or Tesa.
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thesized at pre§ent to measure physical health in terms of functioning

are presented in Table 4.3.

]4



Table 4.3
Self Care and Role Activity Questions Developed for the Costs Yid Outcomes Study P{lot Project 7

" _ ' RESPONSE!
HENS IOH HEASURED AGE [N YEARS RECALL PERIOO QUESTION ) CATEGORY
Self Care Activity 2-16 Present At present, does - use sgecial help with eating, dressing, bathing a

k/ or using the tollet?” - - _
Role Activity 2-15 Prasent At present, does - take part at at all in play usuo] for,a child his/her. a
aga?
Is - limited fn the kind or amount of play s/he takes part in, for a
example, does - take special rest periods, avoid active games or
not play for long periods of time?
6-16 Present Does - attend school? a
. At present, does - attend a special school, recelve special education a
or require spacial teaching?

During the past school year, how well has - done in school? " b

! Response Categorfes: . . (
a - {)1. yes, ()2. no; probe questions accompanying positive response(i.e., one that fndicates a limitatfon) asks about length
of time timitation present and whether health related
b - ()). an excellent student, (}2. a good student, ()3 an average student, ()4. a below average student, ()5. a poor student

-

s
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CHAPTER 5

The Costs and Outcomes Study - Pilot Project

-
éb] Purpose
Results obtained from a small pilot study provided the informa-
tion to do a preliminary assessment of the social function measures
described iﬁ this thesis. The-general purpose of the pilot study was
to evaluate the'questionnairé proposed for use in the detailed follow
up of children included in the main investigation. We hoped to answer
the foliowing questiaons:
(1) Are the measures generallyiapplicable and acceptable?
(2) Do the méasures meet scaling criteria necessary for tﬁe
creation of indicesf
(3) Do the measures describe a range of function (i.e., have
variability)? ’
(4) Do the measures.meet minimum standards of reliability?
(5) Are the measures valid indicators of the health component
they were intended to describe? |

5.2 The Pilot Study

In order to assess the child health questionnaire, it was
‘administered by two interviewers to 30 parents. Twelve of these

parents, drawn at random from two subsampies were retested 7-10
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days after the initial administration. Retest assiénmenté were
randomly allocated with the constraint that half the retests be done by
the original interviewer and half by the alternate 1nterv1ewer.

Parents selected for the pilot study had children who fell Jnto three
subsamples: these subsamples had distinct clinical features which are

summarized in Table 5.1.

L]

§.2.1 The Interviewers - ¥

The interviewers consisted of two women (a nurse and school
teacher by training) hired by the Costs and Qutcomes Study to work as
researgh’assistants. Both had interview experience‘from working on
earlier gtudies. o o

Preparation included a general,orientation‘and discussion,
reading material and practice interviews.' Adherence to standér@jzed
interviewing procedures and the -importance of obtainins unbiaséd sub-
ject responses were stressed. Because the interviewers were invo]véd
in the de;e1opment.and early pretests of all study measurés, they had

intimate knowledge of the questionnaire and its content.

5.2.2 Subjects _
.Fami1ies'par£;¢ipating in the pilot study included childrén
ranging in age from 2-14 years._ Children selected from three of the
f°Ef sites - the Growth and Development Clinic at Mcﬂaster Uniﬁgrsi;y,
the Cerebral Palsy Clinic at Chedoke Hospital and Delcrest Children's
Centre in Toronto - were chosen to cover a range of type and severity‘

of physical and socicemotional dysfunction.
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—  Table 5.1

Characteristics of Children Selected for the Cost and
Outcomes Pilot Study

Clinical Status

No Physically/Mentally Emoéiona11y

Disability “Handicapped Disturbed
(Retested) (Retested)
12% . 128 , 6
(6) _ ) R

2 From the Growth and Development Clinic, McMaster University Medical
Centre-and the Family Practice Unit, Henderson Hospital.

b Erom the quwth and Development Clinic, McMaster University Medical
Centre and the Cerebral Palsy Clinic, Chedoke Hospital.

¢ From Delcrest Children's Centre, Toronto.

3

-
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‘ Approaches to enTwstnng fam113es for the p110t project were not
_unfform. Phys1c1ans in charge of the Grouth and Deve10pment C11n1c at .
‘HcHaster and the Cerebral Palsy Clinic at Chedoke prov1ded fam1]y names '
to project staff and endorsed a Tetter which exp]aIned in genera] terms :
the nature of the study and request for he]p. At the Henderson ;-
Hospital, physician secretaries in the Family Practice Unmit requestéd |
‘Permﬁssion by phone, from prospective candidates before provjdidg names
to the.study. At De1crest Children's Centre, theraptsts explained tﬁe_
study in person and: obtained written‘consent-from parents befote-fdte-
wardjng any names to project staff. As much as possible, the ekp]aqaé’
tﬁod of the study shared with fahi]ies was kept uniform: the, study was

described as an attempt t0'assess a quest1onna1re des1gned to Tearn

" about the growth and deve1opment of children.

5.2.3 Other Heasures

In add1t1on to the soc1a1 function sca1es, measures of phys1ca1
- and emot1ona1.funct1on were developed and 1nc1uded 1n”the-p1lot study.
‘MorEOver, Fesponse$ were collected on health perceptions, two week dis-
ability, medical problems, the utilization of health resources. and
R sotioe&dnomic'indicators}’ Parents not included in'the retest (N=18)?'
were asked to complete the Child Behavxor theck11st (Achenbach 1978,
Achenbach and. Edelbrock: 1979) (Appendix_I).

PrOject staff e]So appgoa hed physjcjans providing care to -
children of parents who had given informed end writtén consent .
(Apdendix EI) We asked phy51c1ans to rate their clinical assessment k

of each ch11d's present physxca], soc1al and emot1ona1 funct1on1ng as

+

. ’
M * ’ - . . -
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well as ‘their level of confidence in these ratings (Appendix III).
Hbme-;éom teachers of ghilé}en attending school were invited to complete
a se]f—admiﬁistered qQuestionnaire on each study child. fhe question-
naire (Appendi; 1V) included soctal and emotional function items that
ﬁere identical in form'qqd content to questions compieted by parents.

Other information included questions about thé child's school atten-
. — : AN

dance, special educational needs and abilities.

5.2.4 Pilot Study Design
Tpe families available for study were divided into geographic
* areas. ‘Depending on the place of residence for each child, the-two
Jinterviewers divided chifdren equally frbm each clinical grouping (e.g.,
Table 5.1)ﬁ§contécted the parent by phone and made arrangements for a
home interview. Hith-fhe excéﬁtion of children coming from Delcrest in
Toronto, interviewers Qere naivé as to the clinical status of each
child. | i
‘ The interview was repeated at a seven to 10 day interval with
.12 families. The familjes were selected randomly; six from the no
disabi]itg'grouﬁ and six from the physically/mentally handicapped group
(Table 5.1). The interviewers received instructions from an envelope
'at the end of each interview about the next request of parents (ile.,
to'repeat the interviek or to fill out the Child Behavior Checklist).
Six of the retests were done by the same i;terviewe; Eﬁar;ix by . the
alternate interviewer, with these assignments given at random.

~
After obtaining informed and written consent from the parents,

the interviewers mailed clinical assessment forms to physicians

’
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providing care to study chi?dren an sent questionnaires to

teachers 6f stu&y chi1&fen_attending school. 'Physician and iéacher
éssessmen;s were scheduled to be comb]eted within 14 days of the first
home interview. -

The methods used ta gather fnformation may have had important
effects on responses. Table 5.2 summarizes important featiires that may
influence results but have niétAbeen discussed iﬁ the text. Along wiph~*-§
these features is a brief descfiption of.how the pilot project handled

each issue.

5.2.5 Plan of the Analysis

—_J The following material concentrates on the analysis usegoto:s
evalute the social function measure; it is presented'within the

context of the five major questions posed for the pilot study at the

o

beginniné of this chapter.

5.2.5.17 General Applicability and Acceptability

Several critefié exist for determining whether a new instrument
is-ggneré??} acceptable and applicabie. In brief, the measures should
be simple, brief, inoffensive to respondenf% and ineipgnsive to
administer. To determine whether theﬂsociai function. measures met
theselcriterié,.the interviewers were instructed to identify,broblem
questions, in particular, those questions which led to requests for
ciarification and fhose questions which generated a refused or ﬁot

w

known response. The interviewers also recorded the time taken to -

-

complete major sections of the questionnaire.
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Table 5.2

Important Features of the Data Gathering Methods That May
Influence Interview Results in thelPi1ot Study

FEATURE

PARTICULARS OF PILOT STUDY

Context

Method of Administration
Respondent Interest
Sensitivi;y of Questions
Position &f Questions’

Form of Questions
Compensation

Recall Period
.Proc'edures to Aid Recall

Instrument Complexity

Use of Proxy Respondents

] .
-

Data Preparation

‘Families identified by different

health professionals as 1ikely to
co-operate in a pretest of a child

health questionnaire.

A structured facé to face interview
and self administered questionnaire
conducted in the respondent's home.

Moderately high: pre-selected by
health professionals as likely to

- co-operate.

Social functioning is 1ikely one of
the more sensitive aspects of health
status (i.e., most threatening).

‘First half of the questiomnaire,

following questions on general health
and physical functioning.

tructured response choices.

None

Present and past 12 months. e
None ‘ _

Moderate: social function 1fems :

were- behaviourally oriented.

Always: parent or.guardién was
interviewed. ' B

Standard{zeq cOHing.‘f‘ ) . -

¢
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 5.2.5.2 Scaling Criteria and the Creation of Indices

L

. .The item groupings hépothesized to measure three-categories

of social function (i.e., Friendships, Social Relations and Social
Activities) selected for the study weré to be empirically verified by
subjecting them to the criteria of multi-trait scaling. In multi-trait
scaling, a matrix of item-scale corre1atioﬁs is anaTyzed‘tofdetermine

- .
how well each item correlates with its hypothesized grouping (Ware

N : .
et*al 1976).

Scores for individual’items fol]owe& the rules previously.
summarized in Chapter 4 (Table 4.2) and scale scores were obtained by
using fhe simple algebraic sum for items hypothesized to be‘measﬁring
the same'trait.‘ Each item was assessed using two criteria. The first
criterion was based on the logic of Likert scaling, namely that each
item should be substantially correlated with the s;a\nfuother items in
the same hypothesized~gr6uping (Likert 1932). A1l correlations between
'items and their hypothesized scale were corrected for overlap (i.e.,
the correlétion was computed after the item was removed from its hypo-
thesi;ed séale). Although correlations of 0.30 and‘greater are t
considered substantial for the-purpose of Likert scaling (Heﬁ1stadter
1964), correlations of 0.20 and greater were specified in the pilot
study. Correlations of 0.20 and greater were chosen so as to include
a larger number of potentié]ly useful items that might be further
evaluated in a replication study. |

The second criterion was based on the logic of discriminant
validity, namely that item scé1e correiations had to be substanfia1iy

higher for the scale the item was'hypothesized to measure than for all

<

LT
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other scales in the matrix. A scaling error was considered definite
whenever a correiation (corrected for overlap) between a social
funhtion item and its‘hyppthesiied category was equal to or less than
2 correlation between fhat item aﬁd another category. Items not sub--
stantia]ly.correlated with their hypotheéized scales or exhibiting
"definite" scaling errors were to be examined fn re]atibn to the entire
matrix of item scale correlations. New hypotheses as to appropriate
~item groupings would be empir{cally tested ;sing the same multi-trait

scaling criteria. Items still failing to meet scaling criteria were

to be dropped from further analysis.

5.2.5.3. Variability

The optimal :distribution of scores for social function measures
applicable to ch11dren was difficult to specify because there haye
.been too few ear11er attempts to standardize cgizarxab1e measures on a
general popu1atﬁon. A range of scores from the highest {best) to the
lowest (worst) was desirable, espeéia11y since groups of children with
quite different clinical featuﬁes had been selected for the pilot study.
Iteﬁs without any variation (i.e., items that generate uniférm responses

from all parents) were dropped. Simple frequency distributions provided

the information necessary to make these assessments.

5.2.5.4 Reliability
The final item groupings were evaluated by compﬁting reliability

coefficients. A reliability coefficient gives an estimate of the pro-

A

)




62

portion of total variance which™s true variance as expressed in the

following formula

o .- Ve
Rg11ab111ty =1 Tt
where
Ve = error variance and Vb = total variance . >

Both internal consistency (i.e., coefficient of equivalence)
and test-retest (i.e., coefficient of stability) reliability coeffi-

cients were calculated. Internal consistency reliability was computed

~

using Cronbach's Alpha (Cronbach 1951). Cronbach's Alpha gives the
average split half correlation for all possible ways of dividing a

scale into two parts and takes the form

S —

£Vi

@ =51 (- 5

where

n = number of items,
Vi = the variance of item scores after weighting, and -
Vt = the variance of the test score.

< : .
Unlike estimates of scale homogeneity (i.e., average inter-item

correlations) internal consistency coefficients are affected by the
number of items in the scale and tend to increase as the number of

items incrgpse (Nunnally 1978). Internal reljability coefficients of
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_a = 0.50 or more"were accepted as evidence thét a.scaie was sufficiently
reliable for group comparisdns, a recommended minimum standard for that
purpose'(HeTQStadt;r 1964). |

Test-rete;t reliability coefficients were computed for each
scale using p, the intra-class correlation coefficient (Ebel 1951)‘

——

which takes the general form -

2 .
O‘S .
p = 2"+ 2 '
O ¥ G
_'\
. where .
cg is the variance due to subject variation, and
2

ée is the variance due to random variation.

p expresses the proportion of the total variance due to subject varia-
tion, with é theoretical lower bound of zero and upper bound of one
when the random variation tem is zero. | .

An interval of one week was chosen in an attempt to reduce
effects of recall spurfously inflating test-retest reliability esti-
mates. Major changes in gbcial functioning were not'aﬁficipated within
one week. A mfnimum'estiméte of p = 0.50 or more, the standard
suggested by Helmstadter (1964) was chosen for deciding whether a scale
was sufficféatly reliable for group comparisons.

-~

5.2.5.5 Validity
5.2.5.5.1 Face and Content Validity

In the absence of a criterion against.which to judge the
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validity of the soﬁfaIIfunction méasures, two indirect methods were
used. to examine evidence pertaining to this issue. The first mefhod
was subjective and involved a careful examination of the items used to
define each aspect of social functioning; this examination took place
in two steps. I first considered how we1i each item seemed to de;cribe
the catégory of social functioning it was intended to measure. Often
referred'to as an assessment of face validity, this aﬁproach entails .
making a Judgement about the cong;uenée bétween the itemg sejected and
the operationé] definition cfeated for each catégory. ‘Second, I
ggnsidered the extent to which the sum of the items appeared represent-
-ctive of all items whichlmight_be used to define eacﬁ cafegory of
social function. Often referred to as an assessment of content
validity, this approach entails making a judgehent as to whether
important items consisteﬁt-with the operational definition-of each
category of socia% functioning have been overlooked.

‘ The reasons for creating the social function measures were
kept in mind when evaluating the face validity and content va]idity of
the items chosen for study. Scales were to be generally applicable to
children ranging in age from 2-14 years but not to be in conflict with
contemporary knowledge of child development. Items might appear to
define a2 certain dimension of sdcia1 function but not apply to a .
certain age group (e.g., 2-3 year old children are thought to have
playmates rather than close friends, a distinction based: presd%ably on
the level of intimacy that exists between two people}, and therefone

be invalid, at least for that age group. Vloreover, the soc1§1 func-

tion scales were intended to complement measures of physical and
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emotional functioning and wer; not‘intendgd to represent all aspects
pf social functioning put forward in earlief work. . Because a signifi-
" cant goal of measurement was to develop scales that defined separate
categories of health, the assessmenf of face validity and content
‘validity was restricted to those categories of social functioning

originaily selected for measurement.

5.2.5.5.2 Construct Va]idi;y . //)

_ .The'second‘method usgd to evaluate the validity o? the social
function scales was to test hypotheses about their relationship with
other health indicators. Construct va1idation‘(Nunna11y'1978, Kaplan
et al ‘1976)-represents an attempt to gather statistical evidence to
support the claim that 2 measure has meaning. The approach described
here focuses on “external evidence or associations betwgen.the social
_ function scales and existing or external indicators. Associations

among items within the individual scales or “internal® evidence was

examined previously in the discussion about scale construction.

- -

An important issue in construct validation is the diréction
and level of association expected between the existing (external)
indicators and.the proposed measure. Observed corrglations should be‘
consistent with h&potheses drawn from.theory and knowledge ofupoth the
new measure and existing indicators. I decided on three siightly
different ways to examine the validity of the social function scales.

(1) The first approach emphasized associations between the
EociaT function scales and five other measures of health obtained

during the pilot interviews. Table 5.3 defines tﬁe heaith indicators



Table 5.3

Definition of Health Measures 0bta1ned During Pilot Interviews and Thetr
Hypothesized Relationship with Favourable .
Social Functioning

-

: ‘ . HYPOTHESIZED
MEASURE/VARIABLE a DEFINITION RELATIONSHIP

Physical Functioning A measure of physical health defined
' ) as functional Timitations in five
‘areas: physical activity, mobility,
) self-care activity and role activity
Emot1on ]l Functioning A measure of emot1ona1 health sub-
divided into two scaies: happiness-
depression and calmness-anxiety; and M
.one composite scale: emotional well
being -

General Health Rating A measure of general health made up-
of 3 items focusing on general health,
pain/distress to the child and worry
to the parents .

Chronic Medical Presence or absence of any continuous

Problems or recurring medical problems- that -
have Tasted for more than 3 months

Achenbach Measures Measures of sociocemotional function-
ing for children 4-16 years of age
. divided into two components:
' (1) Social Competence Scales +
© (2) Problem Checklist ) -

¥
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studied and preseﬁts spééific hypothesés‘regarding thei; association
with favourable sociaI'functioniﬁg. in-brief, correlations (direction
specified in Table 5.3j were expected between tﬂe_sotia1;function
éca]es and Achenbach's Social Compefence Scales and Problem Behavior
Checklist (Achenbach 1978, Achenbach .and Edelbrock 1979). Children
rated favourab]& by their parents with respect to emotional functioning
and general health were expected to receive positive ratings on social
fhpctioning. And finally, bositive bociai functioning was expectgd.tp
be higher among children free of physical disabi1{ty and chronic med1§a1 -
problems than among those with such problems. .
(2} The secoﬁd approach consisted of assessing correlations

between the proposed social function éEaTes and independent ratings of
sociaT‘health. Independent ratings came from two sources: clinical
assessments of the physical, social and embtiona] functioning of stﬁdy
children having family physicians or pediatricians (Abpendix IIT) and .
_teacher assessments of social functioning for children attending
school (Appendix IV). Physicién assessments were derived from recall
and an examination of the medical record and represented ratings of
.social functioning\on a five point scale from ( )1 good to ( )5 poor. Teacher
asses;menfs were more specific, including items idehtical in content -
 and form with those on the parent questionnaire. The hypothesized
direction of association expected between‘the social function sca]es
and independent assessments are presented in Table 5.4.

Because the soé?g%‘;;;;:;on scales and heélth variables used to
establish construct validity represented ordin2l level of measurement

estimates of association were established using Spearman rank order



| ‘Table 5.4 I
) __/,.-. B -
Definition of Health Measures Obtained From Independent Assessments and
Their Hypothesized Retationship with Favorable Social Functioning

S o " HYPOTHESIZED
- MEASURE/VARIABLE - . DEFINITION i RELATIONSHIP
i-_Enxsician Global Assessment of-Fuhctionigg
General Health Rating of general health as - -
: : excellent, good, fair or poor .
Physical Functioning  Rating of ability to move around, -~
‘ o see, hear and talk ‘
Soc¢ial Functioning Rati of ability to play or to go -
‘ to sghoo] and get along with others
Emotional Functioning.  Rating pf ability to remain in good -
spiri t of the time and to b

usuall\ happy ‘

"Teacher Assessments

Number of Friends Rating which in¢ludes: none, only +
< a few, a good number, very many

Social Relationships Measures of social relations +

identical to one given parents
Activity Restrictions Measure of activity limitations -
= »
School Attendance - Past (Number of days present plus +
Year number of days absent) divided

by number of days absent

ﬁ‘\:‘"

O
N

4
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correlation coefficients (Siegel 19565. The same test df‘assocjation
was used in all cases ;5 fécilitate:comparisops of numeric resultﬁ.
(3) The. final approach uSed.to assess construct validity was
to examine thé’abi1itj of the social function scales to discriminate
groups of chi;dren drawn from c]%nical]y meaningful categories
(Table 5.1). I hypothesized that_the normal group would fecéive more
favourabTe scale scores tﬁ?n the emotionally disturbed group, with
scores;for_children havingAphysicél or mental haﬁdicaps falling some;
where between the othér groups% The Kruskal-Wallis one way analysis
of variance by ranks wés used to defenmine whether any of the obser&ed

differences were statistically significant (Siegel 1956).



. CHAPTER 6
iﬁéf? . }- : .~ Resuts 5

- 6.1 Character1st1cs of Partré1pat1ng Families

Selected aspects of families participating in the p1]ot study
are sumarized in Tang 6.1. ‘With the-except1on of one clinical
assessment and teacher-éssessments from the.North York Board of .
Education in Toronto, all interviews}ggﬂ eVaIuatibns were completed as
p]anned Among fac111t1es pre-s ning families (i.e.,‘obtaining
consent before forewardmg nameg project staff - De‘lérest Chiidf'en's

Centre, N = 6; and the Henderson Hospita], N = 6) it is not known how
_many families refused to have their hame forewarded. | :

o«

Notqple differences ex%sted between ¢linical groups. Children
in the physféﬁily/menta11y handicapped sample were an average of three .
years younger than children reportéa to be emotionally disturbed.
Hofeover, parents- of emOtionallj disturbed children had an average of
thrfg_tg-four years less education than parents ffom the other two

.~sampies. «

6.2 General App11cab111ty and Agisgtab111t1

The soc1a1 funct1on quest1ons chosen for the pilot study
p(esented respondents thh very few problems 0f, 708 respopses, only
5 (less than one percent) elicited uﬁkgown'or missing responses, all

- ) . o

. | c : | 2
. 7 : ‘
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Table 6.1

Se]ected Characteristics of Families. Included in
the Pilot Study

NO - PHYSICALLY/MENTALLY EMOTIONALLY

DISABILITY HANDICAPPED -  DISTURBED
(N=12) (N=12) (N= 6)
COMPLETION RATES | - - | .
First Interview 12 . 12 N . b
. Retest - _ 6 6 -
Child Behavior Checklist Sb _ 5a - 6
~Clinical Assessment 11 12 6
Teacher Assessment : 7 . 6 c
CHILD CHARAGTERISTICS ¢« "'v- _
MeanMAge (months) 96 69 108
Male . 7 7 : . 4
Only Child . ' 2 3 1
FAMILY CHARACTERISTICS e *
Intact Families | 12712 .~ 12, © 4/6
Education,Mother{years) 10.3 ' 9.2 6.7

Education,Father(years)- 10.5 ; 10.5 . 4.6

"% One child too young’ R ' X
! b Insufficient information on thé medical record of one child
© North York Board of Education would not -co-operate.

R ' '
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of which were from the Soéia] Relations Sca]e. The parent of a 28
nnnth old boy accounted for three of the missing resporises; she

reported that she had trouble- making Judgements about the quality of

-

-4--—:!-—

~ her child's fr1endsh1ps. The average t1me to complete the battery of

social function questions-was 9.42 minutes.

6.3 Variabi1{ty- I -~ The Social Function Items

Table 6.2 presents means, standard deviations, and the number
of reepondents who had missing information on each item. Questions
.pertaiaing to friendships for children 2-3 years of age have been
excluded because only six children fell into that particular age
grouping. |

Responses to items on the Friendships and Social Relations
Scales were skewed'towares good functioning: item means invariably
fell on the positive side of the midpoint. Responses.'to items on the
Soctal Activities Scale were skewed in the opposite direction, with
~ means usually falling belpw the midpoint. Although only a few questions
(i.e., 4/26 (18%)) elicited responses in all possiple categories, many
(i. e.,112/26 (46")) had on'ly one response category unrepresented None

of the items generated uniform nesponses.

6.4"Sca1ing Analysis

Matrices of corre1at1ons between the 26 social funct1on 'tems
were used to perform mu1t1-tra1t sca11ng studies of hypothes1

~scales. Correlations between items and thei r hypqthesiz?«-sca'les were

£l

1
-



S ‘ Taple §.2
Means., Suna-}-d Deviations and Response Frequencies for Social Function [tems, Children 2.14 {N=30)

alt

HYPOTHESIZED SCALE ITEM . A RESPORSE VALUES
CONTENT® MEAN(S.0.)° misstc ¢+ o 1 2 4 5 6 %
FRIEMOSHIPSS . : -
12-A Nefghbourhood Acquaintancas - 4.29(2.40)~ 5 1 3 H 4 9
12-8 Playmates. Friends 31.08(2.23) 3 4 5 s 3 3 6
{12-0} Contact in Wintar . 4.25(2.09 3 1 1 1 2 -8 8
(12-C) Contact in Summer 4.63(2.06 3 1 1 1 3 12
SOCTAL RELATIONS
{17-1) Get along with Children 4.00(0.95) 1 7 12 10
{17.2) Gat alomg with Femily J.mi‘l .07 1 1 10 7 1
{17-3) Gat along with Teacher/Classmates 4.39{0.78)¢ 1 1 9 12 -
18- Considerats of Others 4.23(1.28 2 § 5 13 3
18-S Enjoyzble to be with . 5.20(0.8 . 2 1 16 n
(18-1) Fights with Other Children - 2.17{(1.24 1 ‘ 1" 1z 2
. {18-G) Argues a Lot 3.63(1.45) I 3 10 7 2
(18-0) Parents Complain adbout Benavior 5.50(0.62) 2 8 20
18-# Outgoing, Likes %o be with Others 5.20 1.03‘ 3 4 7 16°- -
{18-T) ¥ithdrawn, (oasn’t Tike to be with Others :;73 1.64 2 3 1 3 7 14
18-P  Makes Friends Easily £83().44) 1 1 4 5 4 15
{18-C) Has Troudble Maktng Friends 5.14{0.99 1 1 9 N 15
18-A Kneps Friemdships 4.96(1.26 3 ] 2 5 7 12
(18-J) Mot Liked by other Children 4.97(1.21) 1 e 2 1 6 7 13
SOCIAL ACTIVITIES®
12-G  Organizations, Clubs or Teams 0.92(1.61) 14 5 2 2 1
Level of Participation 1.08(2.19 15 3 4 k] 1
12-F  Sports 1.58(1.69 a 5 5 4 1 1
Lavel of Participation 2.21{2.54) ] 2 4 2 3 2 1
12-E Favorite Activities, Gises, Hobbies 2.08(0.97) 3 1 n 9
Level of Participation . 3.38(1.81) 3 4 4 8 1 4
12-H  Mousehold Jobs or Chores 2.08(1.G1 4 5 8 3 &
_Leval of Partictpation 3.63(3.08) 5 4 I 3 1 4

’

2 Brackets {ndicats that the direction of 3coring has been reveried 30 that high scores are congigtent ﬂéﬂ good functioning
5 Standard Daviation .

S Cnildren 4-14, years of age, M = 2¢
4 Ovildram 1n senool, K = 23

- -~

r
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expectéd to be'sﬁbstahtial'(e.g., r 2 0.20) and greater than correla-
‘tions between the same item and other scales in the matrix; A1l corre-
Tations betweéh items and their hypothesized scales were corrected for
overlap (i.e.,. the correlation coefficient was computed after tﬁe

item was removed from the scale) to insure fair compar%sons. ‘Items
failing either or both criteria were dropped from the scale and new
hypotheses concerning apprﬁbriate'item groupings-were tested. Scaling
studies were performed on items applicable to children 4-14 years of
age because only one.socia1 fuﬁétion scale was created for the young
age group. | |

Table 6.3 presents the matrix of correlations used on the
first round of sca]ihg studies. Correlations between items and their
hypothesized scales are indicated by asterisks. A1l items hypothesized
to measure Friendships and Social Activities metvpoth scaling criteria.
Three items hypothesized to ﬁeasure Social Relations - considerate of
others, makes friends easg%y and keeps friendships - faiiih one or poth
criteria._' -

Hypotheses about appropriate item'groupings were revised. gased
on the correlation analysis, the two items - makes friends easily and
keeps friendships - were hypothesized to measure Friendships instéad of
. Social Relations and the item - considerate of Qthers - was dropped from

the ana]yseﬁfﬁﬁ%ab1e 6.4 presents the revised correlation matrix. One
item hypoth;sized to measure Soéial Relations - outgoing, likes to be
with others - faiied both scaling criteria and was dropped from the

anajys%s. Table 6.5 presents the correlatiqn matr{;‘hsing the final o



Carrelation Matrix. Social Function Quettions and Hypothestzed Scales.

.

Table §.3

Children &-14 {N-24)

HYPQTHESIZED SCALES

75

Y

QUESTION WUMBER/® ITEM CONTENT

SOCIAL ACTIVITIES

FRIEMQSHIPS SQOCIAL RELATIONS
FRIENDSHIPS -
12-A  Neighbourhood Acquaintances 5 Z 16
12-8 Playmates, Friends [ 46 09
12-0) Contact im Wintar T2 24 =13
12-C) Comtact in Susmer . n -08
SOCIAL RELATIONS .
(17-1) Get along with Chilgren -06 - =12
(17-2) Gat zlong with Family 02 B =32
{17=3) Gat along with Teacher/Classmates 02 50* s
18- CGConsiderats of Qthers 49 brnd 2
18=5 Enjoyable to be with 13 a2 =18
18=1) Fights with Other Children -02 9= 11
18-G} Argues a Lot 19 hrod ]
18-0} Parwnts Complain about Behavioyr =18 kg =27
18-N  Outgoing, Likes to be with Others . 18 21" 0s
(18-T) Withirawn, Doesn’t Tike to be with Others 16 5 -31
18-F Makes:Friends Easily 50- 35 =07 .
(18-C) Has Trouble Making Friemis . 0 59 =20
18-A  Keeps Friandships 47 19+ 04
(18-J) Mot Liked by Other Children o7 “a- =12
SOCIAL ACTIVITIES
126  Qrganizations. Clubs or Tesss =20 «15
Level of Participation -2 18 g~
12-F  Sports 19 "13 6
Level of P-r:1:19n1on 2 A . 5.
12-E  Favorite Activities, Gamas. Hobbtes .. -2% -3 . &
Leval of Participation -19 2 u=
12+H Househo1d Jobs, Chores 19 - :!2 g:-l‘_; )
Lavel of Participation 20 =19 b nd

'3 ) ) .
. Brackat indicates that the direction of scoring hes been reversed 3o that high scores ary congis:
Hypotheized 3cales and correlations correctsd for averlap.

tent with good functioning
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Correlation Matrix,

Taple 6.4

'Socinl Function Questions and Revised Scales

Children 4-18 (W24}

REVISED SCALES

76

QUESTION NUMBER/® ITEM CONTENT FRIENOSHIPS SOCIAL RELATIONS SOCIAL ACTIVITIES
FRIERDSHIPS
12-A  Reightourhood Acouaintasces - 52 -] 16
12-8  .Playmutes, Friencs a3 X 09
(12-0) Contact inm Winter bl o2 -13
(12-C) Contact in Susser ag* 06 =08
18- Makes Friends Easily 4 S 16 =07
18-A FKaaps Friendthips S5» -05 -0d
SOCIAL RELATIONS -
(17=-1)- Gat along with Children 00 28 =12
(17=2) Get along with Family 12 I -
{17=3)} Gat along with Teacher/Classmates ~05 S9 -32
18-5  Enjoyable to be with n L Yad -18
{18=1} Fights with Cther Children =03 a7 11
{18-G) Argues a Lot [+ £ 05 o
(18-0) Prrents Compain about Sehaviour -13 Ll -7
18- Qutgoing, Likes to Da with Others 16 15> o5
{8-T] Withdrawn. Dowsn’t Like o be with Others 09 40* -1
18-C] Mas Trouble Making Fréends 20 52 =20
{18-J) Mot 1iked by Other Chilcren 12 @ =12
) SOCIAL ACTIVITIES

12-E Orgsnizations, Clubs or Tesms =15 =21 [

Level of Participation =27 «27 3=

12-F  Sports 19 o4 75

Level of Participation 2 4 sav

12-E  Favorita Activities. Games, Hobbies -28 24 Lol

' Level of Participation =21 a7 26+

12-F  Househald Jobs. Chores 12 ~29 82+

Level of Participation 4 - b

S 3racket fndicatss TRMT the direction of 3coring Ms been reversad 30 Dt high Scores are comtistent with good functioning
- '
Revised scales and correlitions corrected for overlap

o

=



Correlation Matrix, Saclal Function Questions and Fimal Scales
Children €12 {N=24)
‘ FINAL SCALES
QUESTION MMBER/S ITEN CONTENT SOCIAL RELATIONS SOCIAL ACTIVITIES
FRIDACSHIPS ' . .
12-A Neightourhood Acquaintances [+ 1] 16
12-8 Playmstas, Friencs b+4 o9
{12-D) Contact in Winter 1] =13
{12-C} Contact in Susmer 05 -
18+P Makes Friends Eastly 4 -J7
18-A Keeps Friendthips 05 ~04
SOCIAL RELATIONS '
(17-1) Gat along with Children 5 ., =12
{17-2) Gat along with Femily [l 5]
({W7-3} Get along with T.mrlc‘luum -= - -R
18-S Enjoyable to be'with 45 -18
{18-1) Fights with O‘?\u‘ Chﬂdﬂn 50 mn
18-G) Argues a Lot a5+ =05
18-0) Parents Colohtn about Bahaviour 43 -27
18T) Withdrawn, Coetn’t Like £ De with Others 3r- -11
18-C) Ras Trouble Making Friends 49 -20
{18+J) mot Liked by Other Children 18- -12
SOCIAL ACTIVITIES
12-G Orwinnomcmhs ar Teams =21 58
. Level of P cipation =19 - 63
12-F Sports a3 . 75
. Level of Participation 13 3
12.£ Favourits Activities, Games, Hobbies =25 “ur
Level of Participation =47 6"
12-H Housshold Jobd. Chores =3 a2
Level of Participation =30 b2l

Bn:m indicates that the direction of scoring Ms been reversed so that high scorys are consistant with good functioning

* Final scales and cnm'la:'!oas correctsd for overlap
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scales. Item scale correlations are sybstantial,.greater than r ='0.30
_in all but two instances. Of the original 26 social function items,
24/26 br 92% were retained for further analysis. A sUmmaE& of the

discriminant validity results are presented in Table 6.6.

6.5 Variability: II - The Socﬁa] Function Scales

Table 6.7 presents a sdnnmry of the descriptive statistics,
inc1uding means and standard deviations, generated by thé final social
:fundtion écafes.“ Scores were obtained by using the simpie algebraiza
sum (e.g., see Table 6.2) for items included in the final scales. As

. indicate& in‘Table 6.7 scale scores were skeﬁed in the‘direction of good
health amondlthe Friendships and Social Relatioms Scales with means
appearing dn the fgvourib1e side of the midpoint. The mean score on
the Social Activities Scale fell below the midpoint. Observed score
ranges weré.generally satisfactory extending through most of the
possible range. None of the staﬁdard deviations were smaller than -
one-seventh of each scale range, a criterionused to indi;ate whether

sufficient variation exists to test hyﬁotheses about group comparisons

(Eisen et al 1979b).

6. 6 Reliability

Table 6.8 summarizes information pertaining to the reliability
of the social fuﬁttion scales. Internal consistency and test-rétest
reliability estimates yaried from 0.61 (e.g., the Social Relatibns

| Scale) to 0.89 (e.g., the Friendships Scale). As well as comparing
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Sunnwry of Discriminant Validity Results, Socia1 Function Items and Scales

.La_b_l_@_.ﬁ_ﬁ_

Children 4-14 (H-24)

HYPOTHESIZED SCALES REVISED SCALES FINAL SCALES
NUMBER  NUMBER WIMREE  HUMBER NUMBER, ~ NUMBER
SCALE OF ITEHS OF TESTS® ERRORSD OF ITEHS OF TESTS ERRORS . OF ITEHS OF TESYS . ERRORS

Friendships 4 8 6 12 0 6 12 0

" Soclal Relations w2 A m 22 1 10 20 -0

Socfal Activities 8 16 v 8 16 0 g8 16 0

i ) "‘it-\,‘i; “

Tota) 26 52 . 25 50 | 2. 8 0.

23

Humber of tests for each age specific scale equals the number of 1tems in that scale times one less than the aumber of scales: number

of scales =3

b Error is counted

when'an item correlates equally or higher with a scale measuring a different dimension of socia] functioning

-

6L
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- Table 6.7

Heahs and Standard Deviations for Final Social Function Scales
- Children 2-14 (N=30)

»

POSSIBLE SCORES = OBSERYED SCORES

SCALE LOW HIGH . LOM HIGH SCALE HIDPOINT "HEAN STAHDARD DEVIATION

i
/ .
Friendships® 2 36 2 35 18.5 26.0 8.85
Soctal Relatfons® 10 &7 27 55 33.5 45,6 6.87
11.08

Social Activities? 0 60. -3 M 30.0 16.8

a

Applicable to children 4-14 years, N = 24
Moda) scale value gésigned to ftem - get along with teacher/classmates - for children not in school

08
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Table 6.8

Test Retest, Internal COnsistency Reliability Coefficients and Average Inter-Item Correlation Coeffi-
ents for Social Function Scales, Children 4-14 (N=24)

NUMBER TEST-RETEST INTERNAL CONSIS ENCY AVERAGE INTER-ITEM
OF ITEMS COEFFICIENTS? COEFFICIENTS LCORRﬁLATIQNS
Friendships 6 ' 89 85 . | 50
Social Relations 10 61 | 75 T g
Social Acgiviﬁies | 8. 74 85 hs
) - | — .
¢ Intra-clags correlation coefficient p o o ‘

b ¢ronbach's Alpha «

18



very favourab1y with tevels of agreement reached by phys1c1ans i
exam1n1ng patients (Koran 1975a, 1975b), all est1mates of reltab111ty

exceeded the 0.50 standgrd recommended for group comparisons

(Helmstadtler 1964). rage inter-item correlations or-estimates of
scale hombgeneity were greater than 0.30 for the Friendships and Social
Activities Scales but 1 to 0.26 on the Socia1'Re1ations Scale appli-

cable to children 4-14 years of age. .

6.7 Validity

The validity of the social function scales was considered in
- the Tight of: 1) the face validity of individual items. or how
congruent each item appeared with the category of function it was
suppose to describe; 2) the content validity of individual items or
how well the items_rebresented all items that migpt be used to
describé each category of function; and 3) the construct validity of
each scale or how well the categbries con%ormed to hypotheses about

their relationship with each other and with other health indicators.

6.7.1 Face Validity and Content Validity

With a few ‘exceptions, the items retained for the final scales
appeared congruent with the category of function they were iptended to
?escribe. The questions pertaining to favorite éctfvitiés, games,
hobbies and level of participation on the Social Activities Scale
seemed to describe individual rather than social'bef§uits, raising
doubts about their face validity. In the’Socia] Relations Scale, two

of the items - argues a lot and parents compIain-aBout_his/ﬁef
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behaviour - may be more indicative of behavior problems than social

relationships. _

K The 1tems making up the scales seemed in general to adequately
represent all Items that wight be included in each category. However,
“the Friendship Scale might be more comp]ete if-a question perta1n1ng '
to contacfs with brothers and §isters‘was added. Moredver, gregtef
balance might be achieved on the Social Relations Scale by edding a

few positively worded items.

6.7.2 Construct Vaiidity ' S a -
Sumaries of the results of 511 tests used to:examiné,the.
construct validity of the-sdciaT function scales appeae on Table 6,9
thrcugh Table 6.11. Hypothesespertinent to the study of construct
validity adpeared in the previous chapter.~‘1n-brief, health Qariablee
with similar directions of scoring (e.g., definitions of health which

are both positive dr negative) were expected to be positively related;

health variables with different directions of scoring (e.g., contrasting

definitions of health) were eXpected_to be negatively related. . More- -
over, correlations were expected to be ‘larger between health variables
purporting to measure the same or a similar phenomena than between

health variables purporting fo-measure dissimilar phenomena.
y }

6. 7 2 1 Assocwat1ons Between the Social Funct1on Scales -and Other
Health Status Measures : ) . {

[

Spearman rank order correlation coefficients d{dﬂ?gzguniform1y _

v

confirm earlier hybotheses (e.g-, fab]e 5;3_in Chapter 5) gﬁout associ-

ations betweeh the social function scates and other health.states’

.r .
L] . -
L

e Y S



Tably 6.9 -

Susmary of Comitruct Yalidity Coaffictents: Correlatiom” Setweem 00121 Fuaction Scales and Atsociated Nealth Messures

SOCIAL FUNCTION SCALES

WERLTH MEASURES DIRECTION OF SCONING mroomrs® * SOCIAL RELATIONSS SCIAL AcTIvITIES®
- L 3 -

" uystcal Activitiss Scale - -7 . o -2
Mability Scale - 05 ' 8* =33
Se1f Care Activities Scale - =13 R ne- . -2
fole Activities Scale - 48 . -2¢ =27

{ongl 4 - ' - :
Emotiona]l Well-Being - " n ha |
Kapoingsi-ODapresiion Scale - L] 48 11"
Calm-dmzious Scale - 56 ) -

Sogtal Fymctioning ’
Frigatihips d » 2
Social Relations - -12%
Sactal Activities - 7
Ganeral Mealth Rating Scale - 10 o ~18*
ywonic Madical Problest - -2 n- -
Socty} Comatence S .
Activities Scale . = % . -
Soctial Scale - [ 1] »n [ 1]
11 1or 19 .
Intarmalizing Scale -
External{Ting Scale - = a sy
Agreszion SCale - g -7 T
 Spearmun remk order corrlation coefficients |
5 hitarem aged 4-14 years (we2¢} :
€ Calleren aget 214 yetrs (We30)
. Achanbach (1978); (mm18)
Corralation oppesity to that hypotheried
e Y



Table 6.10

Summary of Construct Validity Coefficients: Correlations® Between
Social Function Scales and Independent Health Assessments

Children aged 4-14 years (N=24)
Children aged 2-14 years (N=30)
-Children aged 2-14 years (}=29)
Children attending school {N=13)

Correlation opposite to that hypothesized

* o AN oR

' DIRECTION OF b SOCIAL c SOCIAL b
| HEALTH ASSESSMENTS SCORING FRIENDSHIPS™ RELATIONS™ ACTIVITIES
] d - ® + + +
Physcian Assessments
General Health - =57 -25 -08
Physical Functioning - =42 16* -48
Social Functioning - =55 -33 -56
Emotional Functioning - -60 -44 -50
Teacher Assessments®
Number of Friends + 45 38 48
Social Relations + -Q2* 19 42
Activity Restrictions - Qs* -1 -40
School Attendance in + 41 - 3B 22
. the Past Year .
o
. e ’ )
Spearman rank order correlations B! | o~



" Table 6.11
-

Mean Rank Scoras® for o Disability, Physica]ly/Mentally Hand{capped and Emotionally Disturbed
Chi]drpn on Sncial Function Scales

CLINICAL OUTPATIENT STATUS- -

TEST STATISTIC? NO PHYSICALLY/MENTALLY  EMOTIONALLY |

SCALE - . Sig DISABILITY ~  HANDICAPPED . DISTURBED
Friendships 3.68 N.5S. 14.45 . 13.28 - 7.20
© (N=10) (H= 9) (N= 5)
Social Relations 10.22 .01 17.92 18.21 . 5.25
. (N=12) (N=12) (N= 6)
Soclal Activities 2,32 N.S. 15.10 10.67 10.60
o (§=10) (H= 9) : (N= 5)

4 Krushkal Wallis one way analysis of variance ‘ . '

b Guide to abbreviations: = Chi- sqhare, Sig = level .of significance

Iy



measures included 1n-the pilot study (Table 6.9). Although the
direcgion of association was confg;%ed.in 84% (38445) of.ghé tests,
results opposite to those hypgthesized were observed f%orxtﬁe'§oc1af
Relations Scale (4/15.or 27%) and the Séqial Activities‘Sca1e (5/15
.or 20%). Unexpected results (indicated by_asferisk in Table 6.9)
occurred most often wheﬁ the Social Relations Scale was correldted with
: measyres of physiga] functioning. | ‘ . _ -
An examination of the strenéth of association indicates that
correlations betwéen the social function scales (particularly the
Friendships and Social Relations Scales) and ﬁeasures of emotional
functioning were very high, rangjng from 0.48 to 0.73. As shown in
Table 6.9 the strength of association betweeq'categories of social
. and emotional funcfion were much higher than correlations between
categories of social and physical function. And fina&ly, associations
between the social function §ca1es and corresponding measures developed -
by Achenbach (i.e., the Friendships Scale - vs - the Soéia1 Scale and
the Social Activities Scale ~ vs - the Activities Scale) were higher
‘than associations between the same social function scales and Achembach's .
Child Behavior CheXklist. -

6.7 2.2 Associations Between the Social Function Scales and Independent
Health Ratings

Hypotheses (e.g., Table 5.4 in Chapter 5) concerning the
direction of associaiion between the social function scales and in-
dependené.hea1th assessments were confirmed on 88% (21/24) of the cases
(Table 6.10}. Unexpected results Q;fdicated by astér$s§ in Table 6.10}

tended to parallel those reported in the ﬁrevious secf%dn. Children

/



wh_p.rece_i'ved'pdprer ratings in physidal functioning tended to have

better scores on the Social Relations Sci¥e. - In addition, teacher
fatinQS‘bf social relations and éctivity-rest ictions did not cor-
relate as hypothesized with scores observed on the Friendships and

Social Relations.Scales respective]y..ﬂ

—

An examination of the strength of associations indicates that

all correlations between the social function scales and global asses-

sments of social and emotional functioning made by physicians were

substantial (e.g., r > 0.30); however, the magnitude of the correla-

tions were roughly the same for both types of g]obal'assessmentp
Although teacher evaluations of the number of friends and reports on
tattendance for each child correlated very strongly with the social

function scales, associations between teacher assessments of social

}e1ationships and the social function scales tended to be Tow {Table

6.10).

. 6.7.2.3 Comparisons Between Clinical Groupings

Comparisons between children from each clinical group are
presented in Table 6.11. Rankings for fhe Friendships and Social

Activities Scale confirmed earlier hypotheses, namely that children

classified as normal would have higher scores than children labelled

emotionaily disturbed with the physically éhd/or méntal]y handicapped

falling inbetween. On the Social Relations Scale, children in the
physically/mentally handicapped group had higher mean rankings than
'norma1 children, and both groups were much higher than children who

were emotionally disturbed. r

N~
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A 6 8 Socio-economic Correlates of Social Functioning . 4

Assoc1at1ons between the social funct1on sca]es and three-
' demographic indicators: sex of the child, age of the child and
education of the mother'are'presented in Table 6.12. Correlations
. between the three demographic variables ﬁeasured and the. Social
Activities Scale all exceeded 0.20. Associations ranged from -0.26
to 0.30 among the'demographic variables and remaining social func--

tion scales.

-
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Tathe'e 12

d

Spearman (RHO) Ran(fOrder Corre]q;lons Between Social Function Sca1es
and Selected Demograph1c Indicators

_Da»nsgiim)c INDICATOR

: - c L\ . ~ EDUCATION, OF
SCALE SEX OF CHILD GE OF CHILD -  MOTHER
Friendships® . 02 < =26 30
F ' ' . * -
; cons? : . N\ o,
Social Relations 04 , -22 - > 23
_-Social Activities® . 24 40. ———— 58
- | .

a ChiIdrngaged 4-14 years (N=24)- - : N \\\\\\y_

b children aged 2-14 years (N=30)
€ Sex was scored: 1 = male; 2 = female
d-Measured according to last grade Tevel completed -



CHAPTER 7 -
Discussion )

7.1 Study Limitations

The social function scales satisfied many of the conditions
necessary ip order for them to serve as outcome measures in_atteﬁpts
to a ealth care interventions or as descriptive méasures in
attefnp_ts to assess health statﬁs among diverse groups of children.
In 1ight of seve;a] design 1imitations, however, the results must.

bgﬂinterpreted cautiously.

7.1.1 A Sample of Convenience

The method of choosing a samplie has important jmp‘!ications for
the generalizabjlity of findings. One of the basic assumptions of making

statistical inferences is that random sampies are selected (Kleinbaum

‘and Kupper 1978). The pilot study clearly violated this assumption.

Children included in the study were not randomly selected from a'general,
noninstitutionalized population; indeed, children with different types
and ranges of dysfunction, 1ikely to be observed in the main study,

were deliberately oversampled. Even within clinical groupings, the
representativess of participént children was doubtfui: all of them

were selected on the basis of convenience. As a result, the two principaf
categories of statisti§a1 inference - estimation and hypothesis testing -

could not be performed.

91
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7.1.2 A Smail Sample Cor
~ Because of Timited resources, only 30 children participated in
ihe study - too few, in many instances, to obtain sfatistica11y
significant findings. If children could be randomly selected from a
general, noninstitutiona11;ed population, sample size would be an
important consideration. Large samples would be required to test
hypotheses as to assoc{giions between the social function éca]es and
other health indicators. With-an a specified at 0.05 (one-tailed)
and B at o.io. Pearson correlations of ro> d.20 (512 0.20) could be
détecéed with N = 200 children (Cohen 1969).: Allowing that a Spearman
rank order correltation is the appropriate test and has a power
efficieﬁcy of 91% in relation to Pearson's r, a sample of about 220
children would be required (Siegel 1?54)f A smalier sample would be
reqqired to obtain estimates of test-reéest reliability. With an a
specified at 0.05, B at o.os} and & of 0.80, 42 children would be |
needed to insure a statistically sfgnificant result when testing for a

time\ effect using an intra-class correlation coefficient (Cohen 196§).

‘7.1.3 Additional Prpblems

In addition to the sampling 1imitatioﬁs, there are several
problems built into the pilot study design which deserve comment.
In the first place, some of the health measures, used to establish
the validity of the social function sca1e§, were intercorrelated.
" As an example, physicians providing "independent” éssessments of physical,
‘social and emotional functioning knew each child's clinical status and,
in some instances, cpnferﬁeg with parents befqre providing heaTth status

ratings. Moreggér, the identification and'treatment of child dysfunction,
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even in c1iq1cal outpatient settings, may sharpen parental diagnostic
abilities and hence alter their responses to thp questionnaire in a way
like1y to'confjrm clinical as;essments. In other words, the p11of study
design may have incorporated a systematic bias which would tend td
increase the strength of aésociationﬂbetween parental reSponses.on the

social fuhction scales and "independent" clinical ratings.

—
B

Sécondly, the numeric resu1ts.-particu1ar1y estimates of
reliability, are probably inflated because of the sampling scheme.

Children with health problems were deliberately oversampied in order

to increase the Pppprtuﬁity of observing meaningful trends. While the

_ numeric _resu1ts sdpport thé presence of meaningful trends, it should be
acknowledged that part of these results are attributable to-increases

in the variance of the social function scales. These increases are the
result qf sampling decisions originally intended to increase the efficiency
. of the pilot stu@ design. . -

A final limitation of the pilot study design is the heterogenous‘
composition of the second clinical grouping: Physically/Mentally Handi-
capped. A h&mogenous group of children with physical as opposed to
cognitive disabi]gties qu]d have helped to assess the ability of the
social function scales to discriminate groups of children from clinically
meaningful categories. Anecdotal evidence from teacher§ and nurses

suggest that it is very difficult to rate the social fﬁnctioning of

children experiencing more severe forms of mental retardation.

7.2 The Social Function Scales: An Assessment

Given that the pilot study has major limitations, the social

function scales performed weil in light of the criteria developed to
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assess available instruments. Table 7.1 summarizes an assessment of

the social function scales using. the find1ngs observed in the pilot

study. Firsz, all of the scales appear to satisfy 1m§ortant prerequisites
of mea;g:ggﬁzt. They are generally applicable and acceptabie, balanced

in orientationfand amenable to index construction reflecting state-of- .
the-art measurement techniques. Second, all of the scales satisfied
the'meaQE;ément criteria used to assess variability and reliability.
Finally, although the scales did not fully satisfy the criteria used

to assess validity, they did show p;omisé that with certain modifications,
some of the criteria, particularly those re]ating to content validity,
might be satisfied. ,As an example, the content valiﬁity of the Friend-
ships Scale might be enhanced by adding a question about contaét with
siblings. Moreover, guestions pertaining.to activities, games and

hobbies included in the Social Activities Scale might be dropped on

the grounds that such 1items represent individual rather than social
phenomena. In additiop, several of the items included in, the Social
Relations Scale such ag argues a iot and other parents comp]aiqﬁabout

his or her behavior may be indicative of emotional disturbance féther
than social functioning.

Only further studies can determine whether the social function
scales meet criteria pertaining to construct validity. Current studies
indicate the presence of two potential probTems. The first problem
has to do with the amount of overlap between the social function scales
and measures of emotional function. Correlations between the Social
Relations Scale and emotional functioﬁ ranged fromr = 0.48 tor = 0.73

(Table 6.8) while correlations bétween the Friendships Scale and three




Table 7.1

" An Evaluation of the Proposed Social Function Scales Against Esfab]ishedeeasurement

Criteria
» | 'SCALES |
CRITERIA® FRIENDSHIPS  SOCIAL RELATIONS SOCIAL ACTIVITIES
Generally applicable and acceptable Y v -
Balanced Orientation Y Y
Amenable to Index Construction
reflecting State-of-the Act
Measurement Techniques v Y '
Variable Y , Y
]
Reliable ‘
a) Test-retest Y Y Y
b) Internal Consistency. v v Y
Valid )
a} Content _ \ ? ? ?
b) Construct b ? ? 7
% Guide to assessment; v = Meets'criteria; ? = Uncertain that criteria met; - = Criteria not
. i . met '

Pt ]

N

-95
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‘ méasures of emotional function ranged from r = 0.49 to r = 0.56. _
~ Moreover, the_soﬁial function scales tendéd to have.stronder correlations
with physician assessments of emotional rather than soéia1 functioning (Table

6.10) suggesting an insensitivity either among the physicians or amoﬁg '
the scales devefoped in this thesis.

Although a conceptual basis exists for distinguishing social

and emofional functioning in children, statistiéa] support is difficult
to obtain. The results of the pilot study are consistent with .other
researchers (Ei_ sen et al 1979b) who have reported strong correlations
between meaéures of social and emotional health. It is conceivable that
parents have only a general perception of their child's well-being which
colours all of their assessments. It is conceivable as well that social
and emotional functioning are basically undifferentiated in children
coming from a general, noninstitutionalized population and need not .

be measured separately. Whatever the explanation, the most efficient
way of mea;uring.social and emotional fdnctioning needs to be decided.

The second problem has to do with the level of association

between the social function scales and sociodemographic indicators.
The correlation between the the Social Activities Scale and the age
of the cﬁi]d reached = 0.40 while correlations between the Friendships
and Social Relations Scales and the‘age of the child were r = -0.26
r=-0.22 fTable 6.12). Because the social functioning scales are meant
to be generally éppTicabTe and acceptable, it is hoped that further
studies will show a reduction in the levels of association observed in
the pilot study. Should such correlation persist, the scales would

need to be age adjusted or modified so that the functioning of children



at different ages can be compared.

A similar prob1em exists with respect to the level of assoc1ation
betueen the-soc1a1 function scales and maternal education, where .
correlations ranged from r = 0.23 (Soc1alHRe1at1ons Scale) tor = 0.58
(Social Activities Scale). It is possible, of course, ‘that a true
relataonsh1p ex1sts between the soc1a1 funct1o;\sca1es and materna]

- education. Another explanation focuses on the prob]em of soc1a1
desirability ahd would take the position that ‘mothers with higher
education tended to bias their responses to make their child seem
-healthy. Yet ancther explanation would argue théf the social function
scales and maternal education are correlated through an intervening

or confounding variable such as clinical status. Again, further study

and instrument development islneeded to resolve this probiem:

7.3 The Social Function Scales: Applicability and Advantages

The social fun;tion scales were developed originally to ﬂelp
classify children into a Timited number of mutually exclusive and
egggystffgzhealth states. Here, a health state refers to a point in
time assessment of performance derived from the child's level of
functioning in each health category (i.e., Friendships,SocfaT-Re]ations,

Social Activities) across all health components (i.e., physical, social,
emutiona1). By‘exanﬁning and deciding on cut points for individual items,
gach of the social function scales weré reduced to a dichotomous measure
indicating the presence/absence of a functional 1imitation.

Table 7.2 presents afsunnarf of the cut points assigned egch

item. In choosing cut points, an'attempt'was made to anticipate the

social preference or utility a parent might assign to the item based

-
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. - Table 7.2

___Sgééﬂétipn of the Social Function Scales into Dichotomous Measures
Indicating thie Presence/Absence of a Functional Limitation

| SCALE/ - - N0. OF

ITEM CONTENT =~ ITEMS  RESPQNSE VALUES
 FRIENDSHIPS . - . ,
- Number of friends/playmates . ' o2 (0'12) 3456
Frequency of Contact in S ' ' b
~ winter*/Summer* - SN - 2 (1234)56
Makes friends edbily/ D - : .
keeps friendships _ 2 (1234)56 "

SOCIAL RELATIONS . | 3
Gets along with children*/ '

family*/teachers* . '_ 3 (12345 ¢
Enjoyable/fights*/argues*/ A ) ' '
parents complain*/withdrawn*/ _ _ TN
trouble making friends*/ ' : .
not liked* - : 7 (1234)56

SOCIAL ACTIVITIES

Number of sports/organizations/ - ' 2
activities/jobs - 4 | (012345 -

~ Level of participation ' ‘ 4 x5 (0 1) 2 - ¢

* Indicates that response values are reversed to obtain scale scores
¢ Response categories were counts

b Response categories were: 1 - everyday; 2 - several days a week;
3 - about once a week; 4 - two or three times a month; 5 - about
once a month; 6 - less than once a_month

C Response categories were: 1 - nevef; 2 - almost never; 3 -~ some-’
times; 4 - fairly often; 5 - very often; 6 - always

\d Response categories were: 1 - very well, no problems; 2 - quite
well, hardiy any problems; 3 - pretty well, occasional problems;
4 - not tod well, frequent problems; 5 - not well at all, very
frequent problems : :

¢ Response categories were: 0 - less than 2-3 times/month; 1 - about
once a week; 2 - more than several days a week



- on the numeric valué or uordingfof'thebrespOnsé set. As an example,
having fewer than three fr1ends or playmates and contact with other f
ch11dren (outs1de of school) only once a week or less is hypothesized
.to represent a functional limitation on the Friendships Scale. '
Similarly, children who have problems getting along with othéré more
than some of the time are hypafﬁ§§ized5to have a functional Timitation
on the Social Relations Sg.ale. Using fhe values below the cutpoints
(indicafed by brackets in Table 7.2) and then summing across items
suggests that scores equal to or less thaﬁ 20 on the Friendships Scale;
37 on the Social Relations Scale; and 8 on the Social Activities Scale
represent functional limitations. | )
Uéing‘the above criteria, the number of children in the piiot
study with "functional" limitations are presented in Table 7.3. As
indicated, functional limitations in friendships and social activities
were evenly distributed across the three groupings while children
labelled emotionally disturbed accounted for all of the functional
limitations observed on the Social Relations Scale. S
Although the social function scales were developed fpr'use in
‘a Costs and Oﬁtcomes Study of newborn intensive care,fthey could be
used to evaluate the outcomes of other types of hea]éh care_interventions.
General measures of social functionfng are needed to evaluate programs
designe& to increase the quality of 1ife for children experiencing
catasf;;hhic events such as extensive burns, serioué accidents or
disorﬁers such as leukemia or cystic fibrosis. The social function
scales might also be used to assess specific groups of children with a

view to determining future service requirements. -

il
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Table 7.3

Number of Children with Limitations in Social.Functjoning by Clinical

Group .
SCALE
FRIENDSHIPS® | SOCIAL RELATIONS® | SOCIAL ACTIVITIES®
\\\ CLINICAL GROUPING ‘ '
- . HUMBER WITH LIMITATIONS.
///'No Disability 2 (N=10) none (N=12) 1 (N=10)
Physically/Mentally -Handicapped 1 (N= 9) none (N=12) 2 (N= 9)
. A
Emotionally Disturbed 1 (H=5) 1 (N= 5)

3 (N=6)

@ children aged 4-14 years

b chitdren aged 2-14 years

>

001
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At present, the social function scales offer several advantages ‘

over other available measures. First, a preliminary evaluation indigates

'that the soc1a] function scales come closer to statisfying basic meas re-

ment standards than all other availabie and comparah]e instruments. It

is anticipated that problems associated with the content and construct

validity of the scales will be overcome w%th-specific modifications.

Second, the social function scales were created to complement

measures of physical and emotional functioning. Only one other group

of investigators have attempted to take this approach (Eisen‘'et al 197%b).

The principal advantage in developing instruments which\gpmpiement one
another is measurement efficiency. A second adﬁantaﬁg_;;\incredsed ‘
usefulness: comprehensive programs designed to improve physical,

social and emotional functioning require comprehensive outcome measures

- which measure, without redundancy, those particular health components.

Finally, the social function scales were developed according
to a prespecified model. The use of a model helps to create a rational
basis for the development and eva]uat{on of an instrument. With the
exception of Eisen et al (1979b) most 1nvestlgators do not appear to
rely on models. The model itself has a broad app11cat1on and can be used

again and again to develop and/or assess new measures.

7.4 Additional Issues

-

The findings presented in this thesis represent preliminary .
attempts to assess the social function scales. Many issues and questions
pertaining to the validity and usefulness of these measures should be

examined in future studies.

g
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7.4.1 Proxy Assessments

At the outset, concern was . expressed about the ability of |
parents or guardians to accurately assess thejr child's health status.
No apparent reason exists why children over seven years could not
rate their own health more validly than proxy respondents Chi]dren
over seven are rout1ne1y asked in the classroom to answeﬁ quest1ons
more complex than those asked_of.pareqts about health (E1se; et al
1979b). A study designed to compare responses of both parents and
children to the same heach questions might help ;o resolve concern

about using proxy assessments in child health studies.

7.4.2 Response Bias

The issues and problems associated with response bias in .
general population surveys beg to.be investigated. Current heglEP
status of the parent may infiuence the ratings assigned to their
children's health - a possibility suggested in the Rand Corporatioe‘s
Health Insurance Study (Eisen et al 1979b). Parental attitudes
towards, their childrenlmay systematically raise or Tower their health
assessments, depending on whether the attitude is favourable or
‘anavourab]e. Bias due to acquiescent and opposition response sets
(tendencies to endorse or negate items regardless of content,
‘respectively) and tendencies to respond in a.socially desirable way
also may be operating.

An issue closely related to_the problem of response bias is
the selection of response categories. A tendency exists to use
standard (e.g., { )1. all of the time; { )2. most of the time;

{ )3. a good bit of the time; etc.) response sets because they are

-:102
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easily combined into summated rating-séa1es.-#c1ear1y, a standard
resboﬁse sef eliminates the problem of ueighiing particylarly'if .
the measures 6f central tendency and variation within each item ;f
tﬁe Qcale are about equal. Standard response sets also sé255§p
generate high .internal réiiabi]ity estimates, ledence used to
demonstrate that a particular scale is measﬁring a‘singie tfait.

A problem exists that the response categories rather than question
content may be responsible for.the sﬁfi stical properties of any 3\

new scale. Studies need to be done to examine the effecté on scale ot
properties of systematically altering the number and wording of ’
response categories, using the same item. -A; issue is the qhestion

'of content validity (how well the items and their responses represent
all of the items that might be used to describe a particular trait)
versus unidimensionality (how well the items and their responses

measure a sipg]e trait). Simply-stated, a conflict exists between

these aspects of measurement and it needs to be examined in detail

before constructing valid health scales.

7.4.3 Sensitivity to Change

In order for any measure to be useful, it must be able to
detect change when it occurs. The limitations of the pilot study
precluded an examination of this issue but it is clearly one that
deserves attention. Additicnal questions that deserve considerétibn
in future work include the following: Do the social function scales
predict future health sta;:us? What constitutes an important effect
size for the purpose of hypotheses testing? Answers to these questions

will broaden the applicability and usefulness of the social function scales.



CHAPTER 8

fa

- Summary

-~

Thelpurpose of this thesis was to ¢escribe the development
§nd preliminary &ssessment of three scalgs intended to measure the
social functioning of children from 2-14 years of age. A content
analysis+and evaluation of available measures oflgpcial functioning
applicable to Ehildren was done to help determine appropriate Fontenf
for the present measures. The design of a small pilot study developed
to assess the Costs and Outcomes Study health measures w;s described
and an‘evalu;tion of the social function scales dgainst established
" measurement criteria was reported. |

The social function sﬁales.covefed three‘categories of social -
health: friéndshipé, the quality of social relations and the number
of social activities. A preliminary assessment suggests that the
social function scales perfOrmed well. easily sat1sfy1ng all measurement
criteria with the except1on of those pertaining to validity. It is
anticipated that recommended changes to the scales will strengthen
their ability to satisfy validation criteria.

At present, the social function scales, in modified form
(Appendix V), are being used in the Costs and Qutcomes Study.
Similarities of design between the pilot study and the CSsts and Out-
comes Study will permit the replication of.pi1ot study results with a
larger sample. It is anticipated that future studies will enhance

the usefulness and applicability of the social function scales.
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PREVIOUSLY COPYRIGHTED MATERIAL,

IN APPENDIX I, LEAVES 112-115,
NOT MICROFILMED.

“CHILD BEHAViOR PROFILE"
by - _ _
T.M. ACHENBACH, PhD., NIMH, BETHESDA, MD. 20014.

-

- CHILD BEHAVIOR CHECKLIST - FOR AGES 4-16

e

DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE.
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- Consent Form Developed for the Costs

and Outcomes Pilot Study
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McMASTER BNIVIRSITY

Deparument of Pediatrics

% 1200 Main Succt West, 1lamillon, Ontarlo, Can:d: L85419
Sulb¥ Telephone: 525- E)MO

g5,
A

CONSENT TO PARTICIPATE IN A. STUDY OF
THE GROWTH AND DEVELOPMENT OF  CHILDREN

I. . : of

(relation) {child;
consent to participate in a study of the growth and
development of children. The purpose of this study is to
assess a questionnaire developed to find out about the
health of children from 2-16 years of age.

The form that I am signing limits my participation in the
study to a perscgnal interview and grants consent for the
study personnel to obtain information from my above named
child's school and family physician.

I understand that all information collected will be kept
strictly confidential and that my name and the name of my
child will not be associated in any way with the findings
from this research. In addition, [ realize that [ may
withdraw from this study at any time, even after this form
has been signed.

[ understand that Sargent P. Horwood M.D. of the Department
of Pediatrics of McMaster University is the Director of
this study and that the study and consent form has been
explained to me by A

{name and title)

(Parent or Guardian) Name (print)

-

L

Signed:

(Witnessing Health Professionatl)
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MCMASTER UNIVERSITY
Departmant of Pedlatrics :

1200 Main Strest West, Hamilton, Ontrio. Canada, LES 4)9
Telaphone: 525-9140 .

1 am writing to enlist your help io a study J;—d/_—_-

the costs and outcomes of very low birth weight infants.

The study is funded by the Ontario Ministry of Heaith and

is an attempt to evaluate Neonatal Intensive Care of children
with birth weights under 1500 grams born in Hamilton between
1964-69 and 1873-77.

Ameng the very low birth weight survivors meeting
our study criteria is:

whose family named you .as his/her physician. The family is
participating in the study and has given us written consent
to ask for your and/or your nurse's CLINICAL IMPRESSION of
this child (copy of consent attached}.

I ask only that you use the enclosed form to
rate the physical, social and emotional, functioning of this
child. Any additional comments you wish to include about
this ¢child's health would be greatly appreciated. A stamped,
seif-addressed envelope accompanies this letter for your
convenience.

Please be assured that your responses will be
kept ananymous and strictly confidential. Moreover, the
information that you provide is mest important to our study.
Should you have any questions, please call me at 525- 9140 Ext. 2609.
Thank you for your time and anticipzted help. -

Yours sincere »

Sargen Horwood, M.D.,F.R.C.P.(C),

Assis.ant Professor of Pediatrigs.
/éh ‘
Encl.
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Neonatal Follow=-up Study
Hamilton, Ontario
6/6/719

HEALTH PROFESSIONAL'S CLINICAL

Name of Child Birth Date

Family Nane

Address - D:D
11

‘ 1-6
Your responses to the following items should be based upen your C'.INICAL‘ Em
IMPRESSION of this patient. Please feel free to use the margin %o write 7 8

in any COMMENTS you think appropriate.

1. Does this child have any of the following problems: COMMENTS

a. chronic physical problem
()1. yes ( )2. m0 ( )9. don't know

b. chronic social problem :
¢ J)l. yas ( )2. pmo ( )9. dm';h:ow

* ¢. chronic emotional problem
(}J1. yes ( )2. Do ( }9. de't know

« (s O O

2. In general, would you say this child's health is

( )J1. excmllent
{J)2. good

{ )3. fair

({ }4. poor

( )9. doa't koow

(]

3. How would you describe the physical functioning of
this ¢hild (ability to move around, see, hear, and talk}?

{)1l. good

()2. good tp fair
( J3. fair

( Jé. fai- to poor
( J)5. poor

( )J6. don't know

: [
L

-over-



4. How would you describe the social functioning of
this child (ability to play or go to school, and
to get along with pthers)?

€)1,
{ 13.
(J)3.
{ 4.
(J)s.
{ )9,

good ‘
good to falr
fair e
fair to poor
pooxr
don‘et know

5. How would you describe the emotional functioning
of this child (ability to remain in good spirits
most of the time, and to be usually happy)?

¢J)1.
()2,
¢ J)3.
( )4,
()s.
()6,

6. When was
Jl.

J2.
)3

good
good to fair
fair
Zzlr to poor
poor

don't know

the last time you saw this child?
1
0~6 mcnths ago

6=12 manths ago
1-2 yeass ago

Ay —

J4. moze than 2 peass ago

7. These assessments were based mostly on the following
sources (please check all that apply)

{ )J1l. 2emory
{ ). meferzing to written records or charsts
{ )3. other: '

Date of assessment

Signed -

! 121
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1200 Main Strost Wast, Mamilton, Ontario, Carada, L3S 49
Tdcohor{: 5259140 .

The student whose name appears on the enclosed form
is one of a group of children participating in a follow-up
study bdeing undertaken by the Department of Pediatrics at
McMaster University. The study, which is sponsored by the
Ontario Ministry of Health, focuses on the health of
children born in Hamilton between 1964-1974.

This student's parent or guardian has given us
written authorization to obtain information from the school
and 2 copy of this consent is enclosed for your files.

We would be very grateful 1f this child's teacher would
complete the ,enclosed form on the basis of school records
and information that he/she may have. A pre-addressed
envelope requiring no postage is furnished for your
convenience in returning this form.

The guestionnaire will provide the study with
important information about the health of participating
children. It is a basic principle of this type of research

- that all answers will be kept anonyvmous. The information
is strictly confidential and will not be used or released
.except in statistical reports.

If you have any questions about the study, please
feel free to call our project coordinater, Mr. Michael EBoyie
a2t 1-416-525-97140 Ext. 2649: we would welcome your call,

Thank you for vour anticipated help.

. Yours singerely, \
. C3{§Ekjt ; - é§3 *-ud—ﬁ)%?chel7
Sargent P, Horwoed, M.D.,F.R.C.P.(C},
Assistant Professeor of Pediatrics.

/dh
Encl.
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Neonatal Follow-up Study
Kamrilton, Ontario
. - 30/4/79
_ CHILD HEALTH FORM ' _
. (SUPPLEMENTAL INFORMATION FROM SCHOOL) o

Namm of Chid L
— |

stren uce [T

Home Address

INSTRUCTIONS

 Please read each question carefully and choose the response that best

expresses what you E? about this chiid. For most of the questions you

need only place a (») check in the category which best describes the.

child; for a2 few questions you are asked to write in the answer, Please -
disregard the boxes on the right hand side of the page (they are for

office use only).

1. Is this child's school progress (grade/level placement)

¢ J1. accelesated——GO TU 0.2
{ )2. AVETEq@m=——==GD TO 0.2 E]
{ )3. balow average-—— PLEASE ANSWER Q.la

9
la. What is the main reason for this child's school
progress being below average?
( )1. excessive absentealsn
{ )2. truancy (wlawful absenteeism) m

{ )3. excussive sciwol transfers oot of schocl
districe 10=11 .+
{ )4. low academic potantial
~ ' { )5. social Immaturity
{ )6. other (please explain)

2. How much schooling did this student miss for any reason during the
past school year (ie. since September 1978 t5 June 1979)?

number of days present

-k

number of days absent

=5=-17



2. How much schooling has this student missed for any reason in previous
school years. (1f this information is not available .to you or the
question does not apply because the child is too young, please put

IV-3

-2-

a check in the appropriate bracket).

1977-78

1976=77

1975=76

1974-75

197374

1972=73

1971=-72

Is this student presentiy limited in the kind or amount of school
activities s/he does such as participating in school athletics, normal
recess activities, extra curricular activities or any other school

oomber af days n@.ro;'dags not
_presect

—————

r

rve‘lateg activities?

ahgant i available
. ()
. (}
. ()
. ()
e (2
. ‘)
. )
. )

not
applicable

t)
{)
)
(1}
)
()

)

()

l(‘Jl- ves—-— 33. Pilease specify activity and reasons for not

{ )J2. no

3b. By whese authority

taking part?

s s[]

l. parent
2. teacher
3. doctor
4

. Othar(please speci?y)

does s/he not take part?

125
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v

4. Are special resources needed or currently being used for this

L3

" student?.
)X, 4a. Please put a check in the appropriate bracket
(J)2. oo for the special resources needed or currently

being used by this child.

1. For the gifted

2. For the mentally
Tetarded

3. For "slow learmers” oot

classed as mentally
retarded

4. For ssotionally
disturded

5. For crthopedically
. handicapped

6. Special facilities for
che "haxd of waring”

7. Special facilities for
the visvally
bhandicapped

8. Speech therapy

9. Remedial reading

10. English for students

from nom-english

anvironments

1l. Remecdial tzaining In

special scbiect arex(s)

12. Special kelp for the
perceptually
handicapped

13. Other resources peeded

(specity)

2XING ¥OT EETNG
USZD OSED
() (g
) ()
() ()
() ()
() )
() ()
() {J
() (}
(o ()
() ()
() )
() ()
() ()

A

SO s0deld =00 =020 0 s040
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5. Has this student ever been referred for help with a social, emtiona‘l
behavioral or learning problem?

L €)1, yes—52 To whom was this child _referred? D )
¢ J2. no - 59

) ¢ J1. school counselor

{ )2. psychologist ar social wom:

{ )3. psychiatrise

{ )4. doctor

( )5. special edocation D

{ J6. otder (please specilfy) 60
Sb. Please describe 'the problem. D

&1

5¢. In which school year was this child referred?

62=63
§. In general would you say that this student's heaith is
{ )l. excellent
{ )2. good s
¢ )3. falr, or . D
{ }4. poor. ' 64
7. During the past school year (ie. since September 1978), how well has
, this child done in school? would you say that s/he is
( }1. an excellent student
f )2. a good student
{ )3. an average student D
( J4. a balow average student, or 55
%. a poor student.
8., Then few_questions are about how this child has been feeling during
the past school year {ie. since September 1978). Please put a check
in the category which comes closest ™ to the way you think this child
has been feeling. -
2. During the past school year, how much of the time did th'ls ch'I“Id
seem to be cheerful and lighthearted?
( )J1. all of the tipe
{ })2. o3t of the tipme :
( 3. a good Xit of the tinme : D
{ )4. scewe of the time
( )5. a little of the tide 66

()S.z:anecgcbe:ima

A
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_° b. How much of the t'lme did this chﬂd seem to: be bothered J :
- by nervousness or *nerves” during the ‘past ‘school year? oo
( )1. all of the time: - ,_;., T T
( )2. most of the tipe -~ T A T :
( )3. a good bit of the time S D
{ )6. some of the time . ‘ S .
€ )5. a little of the time . ‘ 67

{ /6. none of the time -

~'How much of the time did th'is child seem to feel ‘loner dur“ing
the past school year?

-
-

{ }1. all of the tims
( )2. most of the time - : : -
{ )3. a good bit of the tima - . D
{ )4. same of the time. .

- € )5. a little of the time - ' ) 58
{ J6. none of the time .

d. During the past school yea.r'.: how much of the time did this child
seem to have trouble concentrating or paying attefition?
.o ’

( )1. all of the tims . = \

( )2. most of the time ; .

( )3. a good bit of the time e L D
{ )4. some of tha time ' . )

{ )5. a little of the time ' . 69
{ J6. none of the time -

e. How much of the time during the past school year did this child
seem to be able to relax without d1ff1cu1ty? a
¢ ). a.u of the time
{ )2. most OF the time - ) o
T )3."a good bit of the time : - _ D
{ )4 some of the time
of )5: a little of the time ' 70
*( }6. none of the time ’

Tw

f. Durifig the past school year, how much of the time did this child
-seem t0 be moody or to brood about things? .

¢ )l. all of the time
{ )2. oSt of the time '

{ )3. a good bit of the time D
{ )4. some of the tipe :

€ )5. & 1ittle of the tima . ' ' 72
( })6. ncne of the time :

N
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8. Hou :uuch -of the t1me did this child seew to enjoy the
thiugs that’ he or she did during the past school year?

.( J1l.: llloftbc time
S )2. most of the time i,
( )3. & good bit of the time ' D
. { )Jé. somm of the time o
¢ )5. a little of the time 72
()6._na::¢ oftbl time

h. Dur‘lng the past school year, how much of the time did this child
- .seem. to be anx'lous or worried?

( }1. all of the time
( )2. most of the time

( )3. a good bit of the time D .
{ )4. scma of tha time- : ) -7
( )5. a little of the time - . . 737

{ )G- none of the time

* 'I How_much of the time during the past school year did this child
seem to be depressed {downhearted or blue)?

( J1. 2all of the time

{ )2. Dost of the tims

()3.agoodbitoft.bcr_.m - ) D
()«som-oftbetim ' ’

{ )5. a little of the time .

{ )6. ncne of the tipe 74

J. How much of the time did this child seem to be relaxed and.
free of tension during the past school year?

( )1. all of the time
( }J2. most of the time

{ )3. a2 good bit of the time B -
( }J4. some of the tims
( )5. 2 little of the tims 75

{ )6. nane of the time

o

k- How much of the time did this;c_:ht"ld seem to be in good spirits
during the past school year?

( }1. all of the time
( )2. most of the times

{ }3. & good bit of the time . . D
{ )4. some of the tims
{ )5. a little of the tiope 76

( )6. pnone of the time

4



9.

10.

11.

12.

About how many friends does this child.have at school?

v-s - / T 1o

-7-

( )1. nooe .

{ )2. anly a Lfew . ‘ : ) D
{ )3. a good pumber ’

( )4. very uny other children mbo are good f:icnds 77

_How well does this child get along thh other children? ' .

{ )1. very well, no problams
( )2. quite wall, hardly any problems D
{ }3. pratty well, occasional problems i
( )4. not too wall, frequent problems ] 78
( )5. pot wall at a.LI, very frequent pro.blens
HEEEEN

rith his or her teacher and classmates?

{ )Ji. very wall, no prdblems 1=

( }J2. quite well, bardly any problems . D
( )3. pretty well, occasional problems

( )4. not too well, frequen® problems : 9
( )5. not wall at all, vary fregquent problects -

How well does this child get al

Below is a2 1ist of items that describe children. Please read each item -
then ¢ircle one of the numbers on each line to indicate how often it
describes this child during the past schoo! year.

If the child always behaved that way, circle 6.

If the child very often behaved that way, circle 5.
If the child ?agrl often behaved that was, circle 4.
If the child sometimes behaved that way, c1rc1e .

If the child almost never behaved that way, circle 2.
If the child never behaved 'that way, circle 1.

ALWAYS | VERY 1 PAIRLY | SUME-~ | ALMOST NEVEH
' OFTEN | OFTEN | TIMES | NEVER

a. Keeps friendships 6 5 4 3 2 |1 il

- ' : 10
b. Acts overly fearful or

cautious _ .6 S 4 3 2 1 E;J

c. Plays or works well alone | 6 5 4 3 2 1 O]
- 12

d. Looks sad or downcast 6 | 5 4 3 2: |1 ]
. 13

e. Has trouble making friends 6 - 4 3 2 1

F
L%




D

s

Y5 | VERY | FAIRLY | SOME- | ALMOST | NEVER
OFTEN | OFTEN | TIMES | NEVER
~ : : ;

f. Shows interest {n many and

varied types of things 5 4 3 2 1
g. Argues a lot 5 4 3 2 1
h. Laughs readily <5 4 3 2 1
[ ]
i. Fights with other children 5 4 3 2 1
3. Not liked by other

. children 5 4 3 2 1

k> Likes to take part in

different activities 5 4 3 2 1
1. Has a happy bright

expression - 5 4 3 2 1
o, Is tense or jittery in

everyday situations or 5 4 3 2 1

activities - N
n. Outgoing, ers@é with

others 5 4 3 2 1
o. Other parents complain abouf -~ :

his or her behavior 5 4 3 2 1
p. Makes friends easily 5 4 3 2 1
q. Is restless, fidgety or

can't sit still 5 ! 4 3 2 C1
r. Has 1ittle interest in the . :

things around him or her 5 4 3 2 "1
s. Enjoyable to be with s | & 3 2 1
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4.

15..

16..

IV-10 132
-9
OFTEN | OFTEN | TIMES | NEVER
t. Withdrawn, doesn't get
-~ {nvolved with others 6 5 4 3 2 1 D
u. Considerate of others 5.1 &4 | 3 2 | 1| [
' 30

Are there any special probiems {n the health or education of this child .
that have not been covered in this questionnaire?

I;gl.m——é

( J2. mo

Please describe them

[

2

How long have you { the person providing the above information) known

this c¢hild?

( J1. less thap cne moath

( )2. more  than coe month but less than six manths
(}3.mtbmsixmtbsbntlmtbmoney¢u

( )4. zmore than one year

In what capacity have you known this child?

( )1. teacher in clm:'aon
{ )2. Tsachar in speclal area (specify)

( )3. schoal principal or assistant

( )J4. cthar (specify)

Name of res'pohdent providing 1nf9mat1on on this child

Date completed

\school) -




Appendi;c v

Social Function Scales: Questions Used in

the Costs and Outcomes Study
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7.

78.

79.

go0.

8l.

82.

g83.

Cvér a year's time, about how often does
with other children either plaving, golng out together or
visiting, (HAND CARD } 2) would vou say

35 ) _ .

About how many children {n the nelighbourhoocd does
know well angugh that they visit and play
with each other?

children ' ( )8R8. N/A
: ( )99. ©E

About how many close friends or regular playmates
does have?

" () MONE —— CODE Q. 79 AND { )B6. N/A

Q. 80 TERO AND { 199. DK
GO TO Q. B
children

In summer, about how many davys a week would

do things with these close friends or regular playnates?

days a week

( 18.
(19. DK

In winter, about how manv days a week would

do things with these close friends or regular playmates?

{(not {ncluding school}?

days a week { )8. N/A
( 9. DK

Does have anv brothers or sisters that he/she
plays with regularly?

{ )J1. VYVES

{ J2. NO —— CODE Q. 82 N/A AND GO TO Q. 93

{ )8. NW/A

( 19. DX -

-

About how aany'days 3 week would
brothers or sisters?

davs

( 18.
(19. nx

J1. everyday

}2. several davs 2 week -
13. about once a week

J4. 2 or 2. times a month

}S. about once a month

YA, 5 to 1€ times a vear?

)8. N/A

}9. DR :

P et ]

do things with his/her

spend time

134



84,

8s.

v-2

INSTRUCTIONS
IF CHILD 4R MONTHRS OLD OR LESS GO TO Q. 87
AFTER CODING Q. 64 TO Q. 86 N/A +

Does take part in any sports, not necessarily
team sports?
( )2. NO { )8.  N/A (o, &
- 5
S4a. What are they? (LIST BELOW TO 5)
g4b. Compared to other children of the same age about
’ how much time does . spand in each, would you .,
say? {CDDE BELOW UNDER AMOUNT)
{ }0. _less than average { }8. N/A
‘ { )1. average ()9, DOx
( )2. more than average
SPORT . AMOUNT
1- "’
2. - '
3. . ’ \
4.
5.
Does belong o any organizations, clubs, teams or groups?
( )2. NXO { J8B. N/A { 19. D/X 4
1 1i. XES
8S5a. Wwhat are they? (LIST BELOW TO 5)
85b. Compared to other children of the same age about
- how active is in each, would vou say?
(CODE BELOW UNDER ACTIVITY)
{ 10. less active { Y8. N/A
()1. average (1%. ©oX
{ )2. more active
ORGANIZATION ACTIVITY
1. - -
2. )
3.
4. . - r———
. .
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86,

87.

V-3 .
37
Doss have any jobs or chores? ..
{)2. woO { )8. N/A { )9. ©OK
- S -
B85a. What are they? (LIST BELOW TO 5)
1. <
2.
3.
4.
5.
The naxt couple of questions are about how " has been

getting aloeng with others during the past 12 mwonths. (HAND

CARD & ). Here are the responses: very well, no problems; quite well,
hardly any problems; pretty well, occasional problems; not teo well,
frequent prodblems; and not well at all, very frequent problems, For
sach question, please tell me the number of the response which

best describes T e

A. -During the past 12 months, how well has gotten aleng
with other chlldren?

.

J2. Quite well ha:d1y4;ny problens

}3. Pratty wel occasicnal problems

J4. Not too well, frequent problems

}15. Not well at all, very frequent problems,
18, W/A

)%. DX ~

11. Very Unll.(;o problems
1

—

B. During the past 12 months how well has gotten along
with the family?

Jl. Very well, no problems

J2. Quite well, hardly any problems

- DPretty well, occasional problems

Not too well, frequent problems

Not wall at all, very frequent prodlems
N/A .

DK

13
14
1S
18
19

- INSTRUCTIONS
IF CHILD NOT IN SCEROOL,CODE Q. 87C N/A AND OMIT

C. During the pazz 12 months, how well has
gotten along in school with his/her teacher and

clazsnates? ,
( Y1. vVervy well, no problems
{ }2. Quite well, hardlvy any probleas
( }13. Pretty well, occaslional problems
{ )4. Not too well, frequent Droblems ’,/“
{ 5. Not well at all, very freqient problems.
( 18. N/A o
()9. nx
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. V-4 . 137

40

Nextsls a list of ltems that describe how children sometimes
behave (HAND CARD | S). These are the responses: always,

very often, falirly often, sometimes, almost never, and never. For
sach statement please tell me the number of the response which
bast describes during the past 12 months?

ALWAYS VERY FAIRLY SOME- ALMOST NEVER DK
' . OFTEN OFTEN TIMES NEVER -
A. Xeeps friendships s 5 4 3 2 1

€. Plays or works well alone

D. B —
E. Has trouble making friends & S 4’ 3 2 1l
F.
1Y
<
G. Argues a lot q 5 T4 3 - 1
H.
. )
I. Fights with other children < 5 4 3 2 a1
J. WNot liked by other children 4 . 5 4 3 p 1
X, N .
—5—
L. . .
N\
M. .
L™
N. e .
0.  Other parents complain 5 5 4 3 2 1
about hils or her behavior
P. Makes Irlends easily s 5 a 3 2 1
Q.
Rr. -
s. Enjoyable to be with 3 S 4 3 2 H
T. Withdrawun, Adoesn't get S ) 4 k] 2 1

involved with athers






