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ABSTRACT

AN OBSERVATIONAL STUDY OF THE RELATIONSHIP
BETWEEN DIAGNOSIS AND REMEDIATION IN READING

By
Annette Barshefsky Weinshank

Purpose

This study empirically investigated the clinical problem solving
behavior of reading specialists during a total of twenty-four obser-
vational sessions as they (1) diagnosed simulated cases of reading
difficulty, (2) prepared an initial remediation plan, and (3) asso-
ciated given remedial statements with diagnostic statements. The
central purpose of the study was to assess whether reading specialists'
diagnoses lead directly td remedial recommendations within and across

sessions for given simulated cases.

Procedures

Eight experienced, credentialled, practicing reading specialists
participated in the study. Four received their training entirely in
Michigan, and four entirely in I1linois. Each clinician performed a
series of tests using three simulated cases of reading difficulty over
a period of at least one week. Two of the cases were thinly disquised
versions of the same reading problem. The third represented a
different reading problem. During each of her three sessions, each

subject was asked to:



reach a judgment about a case and write a diagnosis;

write an initial remediation plan;

number and code all key diagnostic statements and transfer
them to a standardized diagnostic checklist;

number and code all key remedial statements and transfer them
to a standardized remedial checklist;

give the number and code of the diagnostic statement or
statements (if any) associated with a given remedial state-
ment;

respond to questions dealing with associations and non-
associations between remedial and diagnostic statements; and

comment on three free-response questions.

Major Findings

A small proportidn of the total diagnostic and remedial
statements/associations made accounted for agreement across
two or more of the six sessions for a given case. The bulk
of the statements/associations for a case were idiosyncratic,
i.e., the statements/associations were made in only one
session.

Across all cases a relatively small number of categories of
diagnostic and remedial statements accounted for all state-
ments made in two or more sessions.

Examination of common case information lead neither to common
diagnoses, common remediations, nor common associations

between remediation and diagnosis. Agreement between



and within clinicians ranged from very little to none
whatever.

Only by aggregating dfagnostic and remedial statements/
associations across the six sessions could the outlines of
a meager consensus on each case be demonstrated.

At the individual clinician level, there was essentially
no correlation between diagnosis and remediation.

At the group level, diagnosis and remediation showed a
modest level of association.

Clinicians never followed their stated plans regarding
information collection procedures and the writing of the
diagnosis and remediation.

There was no difference in performance between the Michigan

and I1linois subjects.
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Ben Zoma said, "Who is wise? He who learns
from all men; as it is said, from all my teachers
I have gotten understanding."

Avoth: Sayings of the Fathers, IV, 1.

To teachers from whom I continue to learn,
Professors
~ Lee Shulman
John Vinsonhaler
Arthur Elstein
George Sherman,

this dissertation is dedicated.
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CHAPTER ONE
THE PROBLEM

Introduction

This dissertation was designed to answer one question: is
remediation reliably related to diagnosis in reading? If the two were
found to be closgly related then the almost constant assertion in the
literature reviewed in this study, namely that diagnosis is an indispen-
sible prerequisite to remediation, would be demonstrated empirically.
If, on the other hand, diagnosis and remediation were found to be un-
related, or minimally related, as has been suggested by a few contem-
porary researchers (Chapter Two) then it would be necessary to (1) de-
termine in what ways the two activities were unrelated, (2) account for
the findings, and (3) examine the implications of the findings for the
continuation of current practices in the areas of both clinical care of
children with reading difficulties, and of teacher education in
reading.

Since its origin within the European medical community early this
century (Chapter Two), the literature on remedial reading has persis-
tently endorsed the necessity of obtaining two (dia) types of knowledge
(gnosis) as a prerequisite for effective intervention: knowledge of
symptoms and knowledge of underlying causes (Stein, 1973). Accordingly,
even at present, training procedures for reading specialists continue

to stress the necessity of gathering information from a variety of

1



sources including information from schools, parents, agencies working
with the family, health and developmental history, and analytic testing
in a variety of areas including personality (CEMREL, 1979). Consider-
able resources of time and money are spent in reading clinics and
schools for specialists to gather information about children, adminis-
ter tests to them, and prepare diagnoses and suggested remediations.

The major justification for all this activity would appear to be
the stated conviction that effective remediation can procede only after
a thorough diagnosis has been prepared. The fundamental assumption,
then, is that diégnosis and remediation are so strongly related that to
proceed to treat in the absence of an eclectic and thorough diagnosis
would be both ineffective and irresponsible.

What if this assumption is incorrect?

If diagnosis and remediation as presently executed are shown to
be unrelated, serious issues would be raised about the usefulness of
the approach taken by present programs devoted to training in the
diagnosis and remediation of reading difficulties. The value of ex-
tended diagnostic testing sessions and data gathering activities in
clinics would come under question. The role of the reading consultant
in the schools would have to be reevaluated. In sum, demonstrating
the inaccuracy of the assumption would provoke marked consequences
throughout the educational system.

This study empirically investigated the clinical problem solving
behavior of reading specialists as they examined information contained
in simulated cases (SIMCASES) of reading difficulty in order to demon-

strate whether or not any reliable relationship existed between



diagnosis and remediation. Specifically, five questions were seen to
be embedded within the major question posed:

1. How reliable, or consistent were the diagnoses?
. How reliable were the remediations?

How reliable were information collection procedures?

> w N
L] L]

How reliable were diagnostic statements to which remediations
héd been attached?

5. How reliable were specific remedial/diagnostic associations?

Additionally, three related questions were to be addressed:

1. What was the strength of correlation between diagnostic and

remedial performance?

2. MWas there a discernable institutional training effect on per-

formance?

3. How did the specialists themselves view the tasks of diagnosis

and remediation as they engaged in those activities?

To obtain the necessary data, eight experienced, credentialled,
practicing reading specialists, four from Michigan and four from
IT1inois, were asked to examine three simulated cases of reading diffi-
culty in order to (1) make diagnostic judgments, (2) prepare initial
remediation plans, and (3) associate given remediations with diagnostic

statements. In all, 24 sessions were conducted.

Background of the Study

Studies conducted over the past four years by the Clinical Studies
Group of the Institute for Research on Teaching have developed tech-
niques for studying and measuring the diagnostic clinical problem

solving behavior of (1) reading specialists (Vinsonhaler, 1979;



Weinshank, 1978; Hoffmeyer, 1979), (2) learning disabilities specialists
(van Roekel, 1979), and (3) classroom teachers (Gil, 1979;
Stratoudakis, 1979). These investigations were based on the Inquiry
Project studies in medical problem solving conducted at Michigan Stafe
University (Elstein, Shulman, and Sprafka, 1978; Vinsonhaler, Wagner,
and Molidor, 1975).

The results of the medical studies led to the formulation of the
Inquiry Theory of clinical problem solving (Vinsonhaler, Wagner, and
Elstein, 1978). The Inquiry Theory proposed that clinical diagnosis is

determined by the interaction of (1) clinical memory (consisting of

sets of problems, cues, cue values, diagnoses, treatment and the

relationships among them), (2) clinical strateqy (the sequencing of the

mental tasks performed by the clinician), and (3) the case (Gil,
Hoffmeyer, Van Roekel, and Weinshank, p. 7, 8).

According to the thedny, adequate knowledge of the relationship
between cues (case information) and problems is central to correct
diagnosis, and adequate knowledge of the relationship between the same
problems and their treatments is central to effective remediation. In
other words, the case information gathered by the clinician should
suggest likely problems and these, in turn, should be associated in
memory with effective treatments. In short, according to this formu-
lation, treatments are dependent upon the identification of problems.
Put another way, remediation is dependent on prior diagnosis.

The central question of this dissertation was whether or not
reading specialists' diagnoses did, in fact, lead directly and
reliably to remedial recommendations as the Inquiry Theory predicts

they should, and as the literature contends they must.



Overview of the Study

In Chapter Two, the growth of the field of remedial reading is
traced from its origins early this century within the European medical
community to the present. The variations on the still dominant
diagnosis-treatment model are examined. The chapter concludes with a
report of a pilot study (Weinshank, 1979) the results of which call
into questfon the basic assumptions of the diagnosis-remediation model
and establish the guidelines for the present study.

In Chapter Three, the research questions posed by the-disser-
tation are reviewed, The research setting in which the data were
collected is described, together with the design and the methods used
for data gathering and analysis.

The results reported in Chapter Four speak directly to the
sequence of questions posed at the beginning of Chapter One.

Speculations on some élternative explanations for the study's
results are discussed in Chapter Five. Methodological limitations are
also discussed.

A summary of the study and recommendations for further work are

presented in Chapter Six.



CHAPTER TWO

AN HISTORICAL PERSPECTIVE ON THE ASSOCIATION
BETWEEN DIAGNOSIS AND REMEDIATION IN READING: 1900-1979

Introduction

The idea that children having difficulty in reading must first be
diagnosed before being given special teaching is a twentieth century
phenomenon in the United States. The field of remédia] reading as
reflected in the literature has had at its base the stated belief that
diagnosis and remediation are bound together. Deficiencies within the
learner can be detected, their causes ascertained, and corrective
action taken in order that a more desirable level of proficiency
results. The diagnosis-treatment model has directed both thought and
practice in the field since its origin early this century within the
European medical profession, when congenital alexia, or 'word blind-
ness' was described as being the cause of retardation in reading
(Nila Smith, 1967). Remediation consisted of training children in a
technique called the alphabetic-spelling method.

The diagnosis-treatment model has undergone a number of per-
mutations during the course of this century but the basic assumption
underlying the model has remained intact: diagnosis (whatever the

scope) and treatment (however conducted) must be related.

Nila Smith and Harris (1967, 1977) present a chronology of

instfuctional and diagnostic-remedial eras in the teaching of reading

6



during the twentieth century. The review of the literature presented

in this chapter will be organized according to their chronologies.

1890-1910

The cultural influences during this period mandated that reading
serve two main purposes: (a) that it enable the reader to gather
knowledge from the author as printed, and (b) that the reader be able
to reproduce and impart this knowledge to others in a clear and
pleasing manner (N. Smith, Chapter 5). Expressive oral reading was
taken as an indicator that the reader was accomplishing both those
goals and by so doing was developing literary appreciation. Children
taught by the word method during initial reading instruction were
judged as not being able to read well in the upper grades primarily
because, it was argued, they had not become independent word callers.
The result was the adoption by some writers of an extremely synthetic
phonics system which began not with the whole word but rather with the
sounds of the letters.

The program of instruction was hierarchically arranged from letters
to syllables and from phonetically regular to phonetically irregular

words.

1910-1925
A startlingly abrupt reversal from oral to almost exclusively
silent reading occured during this period. The new emphasis was on
meaning-getting in all phases of education. For the first time,
research results were instrumental in changing reading instruction:

Laboratory studies indicated that silent reading was superior to oral



reading both in speed and comprehension. Thus, the emphasis on oral
reading as the indicator of accurate acquisition of knowledge was swept
aside along with the extensive phonics training which was believed
necessary for achieving expressive oral reading. Experience charts
were introduced and instruction focused on reading sentences, phrases,
and words. The overwhelming emphasis was on skillful silent reading
for meaning, with comprehension being measured in a variety of ways.

During this period of 1910-1925, the term "remedial reading"
first appeared. A paper by Uhl (1916) was apparently the first dealing
with the idea thét children having difficulty in reading could be
diagnosed and given special teaching in a school setting.

Uh1 reported that each student received individual help 15 minutes
daily for two to three weeks, with treatment "continued or modified
during the training period according to the apparent needs of the
pupils...While the number of pupils in each of the grades is small,
yet the presence of a large relative gain in each grade upon the part
of those drilled seems significant."

Uhl drew a number of conclusions from the results of the study:
(1) an accurate diagnosis is such that the specific defects of poor
readers can be detected; (2) carefully planned individual treatment
will produce as rapid growth as is produced in the case of apparently
brighter students by class instruction; and (3) drill should be carried
on during the school day by those who are.experienced in teaching the
subject.

The Twenty-Fourth Yearbook of the National Society for the Study
of Education (Whipple, 1925) reflected the concern with reading



deficiency uncovered by the Army's tests of recruits during World War I.
The Yearbook firmly endorsed the position that, "Silent reading is of
largest social value...It is evident that there is need of vigorous
emphasis in any program of instruction of habits of intelligent silent
reading." Nevertheless, the authors cautioned that in beginning
reading instruction and in diagnostic and remedial cases, certain
"habits" must be given specific attention. These include recognition
of sentences as units of thought, recognitjon of words and groups of
words, and recognition and interpretation of typographical devices such
as punctuation, baragraphing. etc.

The objective of remedial work in the opinion of the Yearbook's
authors was the removal of a deficiency by first analyzing the particu-
lar causes of that deficiency. Their aim was to encourage teachers to
make a systematic attack on the problem cases in their own classes.
Individual examination via standardized tests, informal tests, and
personal interview would hopefully reveal fundamental attitudes and
causes of deficiency. Specific remedial measures attacking the cause
of deficiency would be formulated and initiated, followed by measure-
ment of progress and finally adjustment of work to changing needs
until the deficiency was removed.

In the field generally during this period diagnosis usually in-
volved the compilation of a case history (school, home, medical); the
administration of standardized reading tests, and observations of such
motor factors as eye-movements, vocalization, extraneous bodily move-

ments, and breathing.
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Remedial measures were of three different types: (1) psychologists
were using special devices, including the kinesthetic method for
teaching phonics; (2) medical people were using the alphabet-spelling
method for "dyslexiacs"; and (3) educators concerned with instruction
for retarded readers in the classroom were using a variety of pro-
cedures to improve oral reading, silent reading, word recognition, and
rate. They also emphasized methods designed to remedy inadequate eye
movements, extraneous bodily movements, and improper breathing. How-
ever, authors were criticized for making only general suggestions for
diagnostic probTéms and not reporting remedial techniques in enough
detail to make them useful. The overall conclusion was that remedial
methods had not kept pace with diagnostic methods (Harris, 1967).

Nevertheless, the diagnosis-treatment model itself remained undis-
puted. The question of which, if any, diagnostic findings actually

impacted the course of treatment was never raised.

1925-1935

Remedial reading was a chief subject of study during this period.
(1) Educational clinics began to be established because it was
perceived that the needs of many poor readers could not be uncovered
using classroom diagnosis. (2) Batteries of tests for use in diag-
nosing reading difficulties were developed. These included the Gates
Reading Diagnosis Tests and the Durrell Analysis of Reading Difficulty.
(3) Theories of organic causes of reading disability emerged including
visual, auditory, and lateral dominance factors, heredity, mixed
dominance of cerebral hemispheres, inadequate mental ability, and

abnormal emotional tendencies (Harris, 1967).
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Interestingly, during this period of continued emphasis on meaning
and subordination of phonics, several major research reports dealing
with severely disabled readers (Chall, 1967) concluded that the one
characteristic common to almost all poor readers was word recognition
and analysis errors. Thus, although theories of causation differed,
the recommended remedial training focused on systematic phonics

programs, often augmented by kinesthetic and motor aids.

1935-1950

While the cultural emphasis in reading shifted during this period
(reading was now seen as necessary for living effectively in a
democracy), the use of varied instructional approaches in reading
continued, as did the interest in reading disability.

A major effect of World War II on the field was the (re) dis-
covery that thousands of military recruits could not read well enough
to follow even simple printed instructions. Concurrently, a number of
investigations revealed reading deficiencies in large numbers of high
school and college students.

Diagnostically, the major change according to Harris (1967) was
the change from an organic-causation to a multiple-causation theory of
reading disability. This pluralistic view of causation placed an
emphasis primarily on visual, social, and emotional problems and
secondarily on inappropriate teaching methods, neurological diffi-
culties and speech and auditory difficulties.

Developments in remediation included: (1) the use of informal
disgnosis with basal readers; (2) establishment of large scale remedial

programs in public schools, spreading from elementary schools, to
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secondary schools and universities; (3) increase in the number of
remedial reading teachers; (4) increase in the number of new books on
the prevention and correction of reading difficulties; (5) development
of mechanical reading pacers; and (6) experimental support for the
view that motivated practice resulted in as much improvement as exten-
sive use of special mechanical devices (Harris, 1967).

As was the case for disabled readers during the silent reading
period, research published during this period of limited reintroduction
of phonics also reported that backward readers were unable to identify
and analyze word§ (Chall, 1967). In these reported cases training was
designed to overcome this specific instructional deficiency.

Robinson (1946) paid little attention to phonics, or decoding,
versus meaning issues. She used a team approach to diagnosis and
remediation incorporating the findings of social worker, psychiatrist,
speech correctionist, otolaryngologist, endocrinologist, and reading
specialist. The findings on seriously disabled readers emphasized
causal factors relating to maladjusted homes, visual anomalies, and
social/emotional problems. Incorrect reading methods were fourth in
importance. Other causal factors considered to be of lesser importance
were speech/auditory functioning, endocrine problems, neurologic
impairment, and general physical condition. Robinson's classic study
summarized the treatment and follow-up provided for each student in
the study based on what were considered to be probable causes of the
disability. Almost all these seriously deficient students were

reported to have made gains in social and emotional adjustment.
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Progress in reading could be characterized as variable, ranging from no
progress, through to excellent progress.

Robinson commented that:

Many of the anomalies in allied fields may be discovered and

remedied without appreciable growth in reading. This is

because such remediation only prepares the child for

learning to read and does not teach him the skill. A direct

and vigorous reading program must follow correction of

causal factors...In many instances, it is probably that an

enthusiastic, capable teacher can motivate a child to leamn

to read even though he has inhibiting difficulties, although

much less time and effort might be needed if the inhibiting

factors were corrected prior to learning (236-237).

Robinson's study provided powerful support for the idea of
multiple causality, and chiefly social-emotional causality of reading
difficulty. Instruction, particularly in severe cases, was seen as
necessarily following the removal of deficits in allied areas. While
the usefulness of this approach for most children in most classrooms
was highly debatable, preference for emphasis on treatment of reading
problems by some form of therapy continued for a decade after the

study was published.

1950-1965
Smith saw two major influences as shaping reading instruction
during this period: Expanding knowledge in all areas of inquiry and
the technological revolution. Extraordinary concern about the teaching
of reading emerged. Reading was seen as the crucial skill needed to
survive in a technologically complex world. No single method of
instruction held sway but over-emphasis on phonics continued to be

discouraged and emphasis on reading for meaning was reiterated. Also,
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systematic instruction in comprehension skills was advocated as well
as instruction in reading to suit the requirements of unique content
areas.

Interest in reading disability persisted during this period and
numerous changes took place. Rudolph Flesch (1955) stated flatly that
children couldn't read because they were being taught initially by the
whole word method instead of the phonic method. He argued that the
prerequisite for mature reading was mastery first of the mechanics of
decoding and claimed that all research studies to that time supported
that view. F]eséh argued, in effect, that mature reading and learning
to read were two different activities and that reading instruction was
a fiasco because the word method forced children to grasp words as if
they were experienced readers. Flesch claimed that strict attention
to phonics was the only sensible way to conduct remedial as well as
initial reading instruction and devoted the second half of his book to
exercises that presented one, two and three syllable words in a care-
fully graded hierarchy with each new level deriving from sound-symbol
associations learned earlier.

Harris believed that Flesch's book was beneficial to the field of
remedial reading.

He had convinced hundreds of thousands of parents that when

Johnny had trouble with reading he was not necessarily stupid,

and this led to public pressure both for improved develop-

mental reading programs and for more diagnostic and remedial

facilities (Harris, 1967).

Nevertheless, the vast majority of clinicians and reading
specialists continued to subscribe to the multiple-causation theory of

reading disability using a variety of diagnostic tests, materials, and

methods. Increased effort was made to obtain information related to
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reading disability on the part of many investigators specializing in
disciplines other than teaching: sociologists, psychologists, and
physiologists, etc. Medical researchers studied the effects of
hormonal imbalance and the results of administering certain medication
to disabled readers, and the congenital word blindness theory re-
emerged as one (not the only one as earlier) possible cause of reading
disability.

The emphasis on treating reading disability by some form of
psychotherapy was gradually replaced by renewed emphasis on physio-
logical, neurological, and constitutional factors. The renewed
emphasis on phonics, however, also resulted in an outpouring of new
remedial (as well as developmental) programs including the initial
teaching alphabet, materials based on the same principles advocated by
Flesch, programmed materials, programmed tutoring, and specific phonics
systems.

Overall, however, remedial measures again lagged behind diagnostic
techniques. Additional training in perception, more attention to
vocabulary and phonics and better parental guidance accounted for most

of the newer emphases.

1965-1979
Amid the unresolved controversies concerning (1) the efficacy of
various modes of instruction, (2) the validity of diverse causal
factors, and (3) the long-term effectiveness of various remedial
approaches, the Federal Government entered the scene. In 1965
Congress passed the Elementary and Secondary Education Act (ESEA)

through which millions of dollars were earmarked specifically for
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remedial reading for disadvantaged children. The new cultural
influence held that the ability to read provided the key to economic
survival and thousands of new positions in remedial reading were
created and an immense program of diagnostic and remedial services was
inaugurated.

The instructional mode since 1965 could best be described as
eclectic: basal, phonics, aﬁd language experience systems, individual-
ized programs, trade books using controlled vocabularies, etc. So
diverse was the instructional scene that Natchez (1968) edited a large
volume specifica11y excluding discussion of any instructional systems,
believing that, "There is no one method with which to deal best with
the variety of problems pertaining to reading difficulties, but that
effective treatment stems from the teacher's own interpretations of his
chosen theoretical framework." The section on causation of reading
disorder centered once again on emotional, neurophysiological, and
cultural factors alone.

The chapters dealing wifh diagnostic considerations presented some
divergent positions but all agreed that a differential diagnosis must
take into account the possibility of emotional, neurophysiological,
language, motor, or perceptual disorders as having possible bearing on
the reading disability.

In the final section of Natchez' book, the authors dealt with
classroom treatment. Without exception they had nothing whatsoever to
say about the myriad causal factors and diagnostic considerations
presented earlier in the volume. Rather, aside from routine statements

about the necessity of attending to the motivation and personal
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interests of the child, the authors described techniques or presented
rationales for improving word attack and comprehension skills so that
(1) reading could become pleasurable, and (2) subject matter areas
could be mastered. Even those chapters which dealt with severe dis-
ability did 1ittle more than recommend some elaboration of basic
classroom techniques: (1) use of certain kinesthetic methods;

(2) allotment of more time-to-mastery for word analysis and blending
skills; and (3) provision of adjunctive services in psychotherapy.

The blatant discrepancy between diagnostic categories and treat-
ment options escéped any mention whatever. The ritual of stating that
thorough diagnosis must precede treatment was followed, no matter that
even on the face of it the remedial suggestions presented made
vanishingly little use of any of the information in the prior diagnosis.

At the same time that Natchez was urging teachers to approach
diagnosis and remediation from the point of view of their own theo-
retical framework, a new theoretic framework for approaching reading
instruction was being proposed, a theory derived from the study of the
interrelationships between thought and language: psycholinguistics.

Goodman (1969) wrote that:

The reader is viewed as a user of language who processes three

kinds of information, grapho-phonic, syntactic, and semantic,

as he reacts to the graphic display on the page. In comparing

unexpected responses, the psycholinguistic reading process is

revealed. '
In practice this meant that if an oral reading error preserved the
sense of the message, even if the word was a variant of the actual

graphic display on the page, the reader had not really made an error.

Reading for meaning was paramount; code-breaking was secondary.



18

By 1973, F. Smith presented what he called "three radical in-
sights:" (1) Only a small part of the information necessary for
reading comprehension comes from the printed page; (2) comprehension
must precede the identification of individual words; and (3) reading
is not decoding to spoken language. The instructional implications of
this view were elaborated by Goodman (in F. Smith, 1973). Children
were not to be put through a prescribed sequence of objectives or
materials.

The child is already programmed to learn to read. He needs

written language that is both interesting and comprehensible,

and teachers who understand language-learning and who

appreciate his competence as a language-learner.

Holmes (in F. Smith, 1973) put the matter succinctly: "Text can
be comprehended only if it is read for meaning in the first place;
reading to identify words is both unnecessary and inefficient."

Smith (1978) was disinclined to make any specific recommendations
about reading instruction.

The question of the best method for teaching reading has, I

think, not been answered because it is not the appropriate

question; children do not learn because of reading programs

but because teachers succeed in preventing programs from

standing in children's way. It is the wisdom and intuition

of teachers that must be trusted, provided that teachers

have the theoretical foundation to reflect upon the decisions

that only they can make.

Despite Smith's (and Natchez') reliance on the wisdom of the
properly trained practitioner, and despite the addition of psycho-
linguistics to the armamentarium of approaches to reading instruction,
the number of reading disabled children continued to climb during the

period 1965 to the present (Satz, 1976; Guzak, 1978).
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Once again in the remedial reading field there continued to be a
disinclination, among many writers, to regard quality of instruction as
a causal factor. It should be kept in mind that numerous specialists
outside the field of reading had become involved in the search for
causal factors believed to originate within children and their environ-
ment. The field had defined and populated itself in a way that made
other causes of reading difficulty (such as quality of instruction)
appear as perhaps less fruitful areas of inquiry. Sources of causation
of reading disabilities (Harris, 1977) continued to focus on multiple
causation including physiological, social, and neurological components,
while the learning disabilities movement emphasized deficiencies in
one or more of the basic psychological processes involved in under-
standing or using spoken or written language in children of normal
intelligence, physical condition, environment, and emotional make-up.

Satz (1976) wrote, "The incidence of learning disorders is not
decreasing, in fact, it may be increasing. Moreover, the effective-
ness of current remediation or intervention programs is quite variable,
if not discouraging." Satz believed there was an urgent need for
early detection and intervention within a longitudinal context that
incorporated both short and long-term gains. However, Harris (1977)
pointed out that at present it is not yet known if any of the screening
procedures used to predict reading failure specifically is more
accurate in predicting failure than a good group reading test. He
further considered that the number of false negatives (children
incorrectly labelled as needing help at a future date) would be

unacceptably high.
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Yet another set of psychological processes that may cause reading
disability was advanced by Downing (1973). He saw the motivation of
the literacy learner as being of such importance that arguments could
be made for making motivation the chief factor in success and failure
in learning to read. "Clearly the place of literacy in a culture's
priorities in education and the different ways in which these are
implemented are bound to exert different motivational pressures on the
learner" (p. 81). He pointed out that in the United States and France
referrals of boys far exceeds that of girls but in Germany, Nigeria,
and India the reVerse is true. Downing attributed these disparities to
cultural expectations for younger children.

At the very least, it can be concluded that if there are any

innate constitutional differences between girls and boys that

effect their development of language and reading skills, they

can be outweighted by other factors, as they must have been

in countries like Germany, Nigeria, and India (p. 110).

Finally, Downing made reference to the disagreement among experts
internationally as to what is meant by the terms "reading" and
"literacy." Elgin (1978) maintained that literacy is an attitude
toward reading which sees the absence of books as being an unhappy
event in one's life. By that criterion, she argued, the United States
is an illiterate society. If Downing's stress on motivation is
accurate, and the purpose of reading in this country is not for
personal enhancement, pleasure, or solace, then this would constitute
an important causal influence on the attitude toward reading of
students and teachers alike.

The current statistics on reading disability in the United States

are of awesome proportions: 15 percent of American schoolchildren
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(eight million) are classified as having severe reading problems
(Satz, 1976). Twenty percent of the adult population (23 million) are
functionally illiterate, unable, for example, to read newspaper help-
wanted ads. Less than half of the nation's total adult population
aged 18 to 65 (55 million) are really proficient in reading skills
(Guszak, 1978).

"The present state of affairs is such that there can be no
assurance that a diagnosis will be accurate or that remedial instruc-
tion will be sufficient to meet a child's needs" (Satz, 1976).

In a statement that could have been inserted into Uhl's article
or the twenty-fourth NSSE Yearbook, Rutherford (1972) wrote:

When a teacher explicates a child's reading problem in terms

of reading skills that the child does and does not possess,

and types of reading activities that he can and cannot

perform, then the teacher has attained the desired diagnostic

level--the prescriptive level.

Rutherford did not discount the possibility that other causal factors
(psychodynamic, sensory, neurological, etc.) were involved. He
stressed, though, that, "Diagnosis of reading problems is useful to the
classroom teacher only to the extent that it suggests what he can do

to improve the child's reading performance." This reappearance of
diagnostic and prescriptive reading instruction represents the most
recent attempt to preserve the assumptions of the diagnostic-prescrip-
tive model, namely that diagnosis directly informs the remedial process.

For the most part, the recent texts and periodic literature that

have dealt with the diagnostic-prescriptive model have finessed the

problem of which approach to instruction might be "best." They have
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emphasized instead that, whatever the approach, there will be children
who don't progress adequately and that it is- the classroom teacher who
is responsible for correcting the situation.

For example, Harvey (1974) and Bond (1976) both emphasized the
role of the teacher and the teacher's knowledge about how to modify
instruction as the key elements in the successful teaching of reading.
Guszak (1978) assumed that if the diagnostic reading teacher knew the
various reading skills (word recognition, comprehension, fluency), had
a coomand of motivational techniques, and could determine accurately
pupil possessionAof such skills, he or she had arrived at the point of
prescribing instruction that would develop new behaviors. Guszak con-
sidered diagnosis without specific prescription to be a wasted
experience.

Other writers continued to emphasize the role of the teacher and
to de-emphasize the prominence of extended diagnosis per se. Rosen-
shine (1970) and Mallaragno (1974) made very limited use of diagnostic
evaluations. They both described programs in which it was assumed that
children will improve in reading if given systematic, intensive
instruction in skill development in both decoding and comprehension.
Similarly, Stauffer, Abrams, and Pikulski (1978) believed that only
when a well designed instructional plan was unsuccessful should a more
comprehensive diagnostic evaluation be considered.

A more moderate position vis-a-vis the usefulness of diagnosis
was found in literature that referred to levels of diagnosis. Bond
and Tinker (1967) and Ekwall (1976) believed that diagnosis must be
efficient, going only as far as necessary. The remedial teacher

studies the diagnostic findings and arranges a learning situation that
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will enable the student to progress more rapidly than had been the case
in the past.

Dechant (1969) described therapautic diagnosis as being concerned
with the present state of the child in order to determine correctable
conditions in the child's reading. On the other hand, he was more
skeptical of the usefulness of etiological diagnoses, believing that
searches for causes of present difficulty were often useless for
purposes of formulating a remedial program.

Carter (1970) saw two major approaches to diagnosis and treat-
ment: Clinical and corrective. Both are matched to treatment but the
corrective approach is classroom based and does not take into account
causal factors. The clinical approach includes causal factors. This
dichotomy is similar to Dechant's but is more sympathetic to the
usefulness of uncovering etiological factors in reading disability.

Harris (1977) pointed out that skill development via the diag-
nostic-prescriptive model has brought with it a variety of management
schemes. Objectives are stated, pretests and posttests and developed
for each objective, and instructional materials are prepared. A child's
assignments are based on pretest performance. If posttest mastery is
not demonstrated, additional assignments are given. Harris cautioned
that:

The temptation to stress highly specific goals which are easy

to test sometimes distorts the program into a great over-

emphasis on decoding. Much time is probably wasted in rigidly

following the idea of a pretest for every objective. There is

a strong temptation to go by the number of correct answers and

not inquire how or why the child made his errors, so that
diagnostic thinking is at a very low level.
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Nevertheless, Harris appeared to be convinced that an effective

diagnostic-prescriptive program would result in fewer children

requiring outside help. The reading specialist would act primarily as

a resource person and helper to the teachers and would also work with

the few children who required intensive and expert help.
During this same time of 1965 to the present, however, a few

authors questioned the existence of any significant relationship

between diagnosis and remediation, whether the causal factors were seen

as being neurologica], psychological, instructional, etc. Strang

(1969) wrote, "Research on the diagnostic process itself is practically

non-existent. There is little evidence that the recommended remedial

techniques, if used, would be effective, or that techniques not recom-

mended would get equally good results.” Spache (in Newman, 1968) con-

tended that there was still widespread lack of integration between the

two processes of diagnosis and remediation and stated that, "Numerous

reports of remedial work give evidence that the procedures used are
not directly related to the detailed diagnostic findings."
Bateman (1971) asked:

Was the diagnosis a necessary and sufficient prerequisite to
the remediation? Might other remediation, not derived from
the diagnosis, have been equally successful? A child is
diagnosed but the remediation is not successful. Was the
diagnosis inadequate, or was an error made in deriving the
remediation? In any case, it is difficult to establish a
valid relationship between diagnosis and remediation.

She concluded:

If the diagnostic-remedial approach is found valid, what then
is the relationship between diagnosis and remediation? 1Is
effective remediation geared to the child's strengths, weak-
nesses, neither or both? Almost all have tacitly agreed that
diagnosis and remediation ought to be related, either directly
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(teach to the strengths) or inversely (teach to the weakness).

Unfortunately, there is as yet no direct evidence to support

the efficacy of such a matching procedure.

Robinson's study still remains the only long-term investigation in
which diagnosis of causal factors in reading disability (primarily
emotional) was associated with specific treatment (primarily psycho-
therapeutic) and the results monitored over a long period of time. She
demonstrated, in my view, that treating people with reading problems
by providing professional psychological support resulted chiefly in
enabling these people to cope with their lives more adequately but did
not necessarily result in their becoming better readers.

Similarly, when 25 years later auditory/visual perceptual
deficiencies were seen as causing reading disabilities, children
remediated with direct teaching of perceptual skills increased their
scores on tests that measured this ability but did not increase their
reading scores over those of a control group (Guthrie and Siefert,
1978).

Not only in the field of reading was the tacit agreement that
diagnosis and remediation are closely related sometimes questioned.
Kende11 (1975) wrote that:

In most branches of medicine the value of diagnosis is never

questioned. Its importance is self-evicent because treatment

and prognosis are largely determined by it...Where mental

illness is concerned, the situation is rather different. The

therapeutic and prognostic implications of psychiatric diag-

noses are relatively weak, and the diagnoses themselves are
relatively unreliable.

Background of the Current Study

The diagnostic-treatment model in remedial reading has been the

dominant one since the beginning of the field. The éxp]anations of
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what the two tasks ought to encompass (e.g., multiple causality/treat-
ment in allied fields; instructional causes/skill training, etc.) have
varied over the years but the underlying assumption has not: diagnosis
is an absolute prerequisite to treatment. There have been researchers
who questioned this assumption, but until now no empirical evidence has
been available either to support or challenge this central assumption.

A first attempt empirically to examine the extent of the relation-

ship between diagnosis and remediation was a pilot study (Weinshank,
1979) which utilized data gathered during an observational study
(Vinsonhaler, J., 1979) - 1in which experienced clinicians were asked
to write a diagnosis and remediation after examining three simulated
cases (SIMCASES) of reading difficulty over a three week period. Two
of the cases were superficially disguised replicates of one another.

The major finding was that there was, on the average, a very

slight positive association between problems listed in diagnosing the
two essentially identical cases. The average correlation for repli-
cated cases was 0.14 (range of 0.00 to 0.30). This measure of consis-
tency represented the degree of reliability with which a clinician
arrived at the same diagnosis for the same case.

The major results of the pilot study were:

1. There was a 0.40 correlation between problems stated in a
given diagnosis and treatments proposed in a given remedi-
ation. The two acts were considerébly more independent than
had been expected.

2. A very small number of remediations was used repeatedly

across cases seemingly irrespective of prior diagnosis.
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3. Clinicians who were more reliable diagnostically also tended

to be more reliable in terms of remediation plans.

Closer examination of the Qritten diagnoses from the 1977 obser-
vational study revealed that not all diagnostic statements were state-
ments of problems. Diagnoses could be broken down into three sub-
categories: (1) problems (or weaknesses), e.g., cannot apply phonetic
analysis independently; (2) strengths, e.g., uses context well; and
(3) observations, -e.g., he's .the middle-child -in thefamily.

Closer examination of the written remediations revealed that not
all remediations were statements of treatments, just as not all diag-
noses were statements of problems.

Remediation plans were composed of:

1. Problem (re)statements e.g., his verbal ability indicates
he will have difficulty in learning
to read.

2. Statements of strength e.g., has high average ability and
some basic skills.

3. Observations e.g., he seems extremely inte-
rested in sports.

4. Treatment statements e.g., help the student become

familiar with cv/vc syllabication

rule.
5. Problem-treatment e.g., help reversal problem
statements pointing out differences in

similar words.
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Treatment-prescription e.g., build sight vocabulary by
statements using flashcards, word blanks,
| beat-the-clock, and by incor-
poration into a short story.
Prescription statements e.g., use language experience

stories.

The four major remediation categories, then, were (1) problems,

(2) strengths, (3) observations, and (4) treatments.

A number of hypotheses were generated by the results of the pilot

study:
1.

Diagnostic statements of weakness (problems) are repeated more
reliably across sessions for a case than are statements of
strength and observation.

Statements of treatment are more reliably associated with
diagnostic problems than with strengths or observations.
Diagnostic statements to which remediations are attached are
repeated more reliably across sessions for a case than are the

unremediated diagnostic statements.

Inconsistency in the association of treatments in the initial

remediation plan with problems in the diagnosis was hypothesized to

arise from two sources:

1.

The clinician does not associate a problem in the diagnosis
with any remediation. Possible explanations are that the
clinician forgot to include a treatment for the problem and/or
the clinician doesn't know of any appropriate treatment and/or

treatment is not called for.
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2. The clinician does not associate a treatment in the remedi-
ation with any problem in the diagnosis. Possible explana-
tions are that the clfnician never articulated the problem in
the diagnosis and/or always uses this treatment irrespective
of diagnosis.

The present study was designed to test the observations and

hypotheses generated by the preliminary results of the pilot study and
to provide more definitive information about the connections clinicians

make between remediation and diagnosis.



CHAPTER THREE
DESIGN AND METHOD

Introduction

The aim of this study was to determine whether there was a
reliable relationship between diagnosis and remediation in reading.
Preliminary data collected during a pilot study (Chapter Two) suggested
that only a modest relationship existed between the two tasks. In
order to replicate and account for the observed lack of correspondence,
a series of precise questions and hypotheses was formulated for this
investigation.

1. How reliable, or .consistent, are clinicians' diagnoses? Data

from earlier studies conducted by the Clinical Studies Group
(Chapter One) showed that the diagnostic reliability of
reading clinicians' diagnoses was very low.

Hypothesis: Diagnostic statements of weakness (problems)
are repeated more reliably across sessions for a case than are
statements of strength and observation.

2. How reliable are their remediations? The pilot study indicated

that only a small number of treatments was used repeatedly.

Might remediation be somewhat more reliable than diagnosis?
3. How reliable are information collection procedures? That is,

did the clinicians tend to choose the same case information

repeatedly?

30



31

How reliable are diagnostic statements to which remediations

are attached? That is, even if over-all diagnostic reli-
ability were shown to be Tow, was increased reliability demon-
strated for those particular diagnostic statements which were
labeled as requiring remediation?

Hypothesis: Diagnostic statements to which remediations
are attached are repeated more reliably across sessions for a
case than are the unremediated diagnostic statements.

How reliable are specific remedial diagnostic associations?

In other words, are similar diagnoses paired repeatedly with
similar treatments?

Hypothesis: Statements of treatment are more reliably
associated with diagnostic problems than with strengths or
observations.

What is the correlation between diagnostic and remedial per-

formance? The pilot study indicated that those clinicians who

exhibited relatively higher reliability in their diagnostic
performance also tended to have higher remedial reliability.

Does institution attended effect performance? Do clinicians

trained in institutions widely separated geographically perform
the task of diagnosing and remediating reading difficulties in
significantly different ways?

How do the reading specialists themselves view the tasks of

diagnosis and remediation? Does their performance on the

tasks presented to them during the study conform to their own

descriptions of what they do?
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Specifically, the procedures were as follows:

1. Categorization and standardization of diagnostic statements
were obtained by havin§ the clinicians transfer their written
diagnoses to a standardized diagnostic check list.

2. Categorization and standardization of remedial statements
were obtained by having the clinicians transfer their written
remediations to a standardized remedial check list.

3. Associations between remedial and diagnostic statements were
obtained from the clinicians.

4. Specific information was obtained about:

(a) matched hiagnostic-remedia] statements;
(b) unmatched remedial statements; and

(c) unmatched diagnostic statements.

Research Setting

The observational sessions were conducted in a small room con-
taining chairs and a table. The session involved the experimenter and
the reading specialist (clinical subject) together with the simulated
case of reading difficulty and attendant data-gathering materials. The
experimenter's major tasks were to oversee the entire session, including
providing necessary directions, presenting all simulated case materials
requested by the subject as well as providing other material required
for data collection, audio recording selected portions of the sessions,
and asking questions of the clinical subject at specified times during
the session. The clinical subject's major tasks were to collect infor-

mation concerning the case as she normally would, prepare a written



33

diagnosis and remediation, and explicitly pair remediation with prior

‘diagnoses.

Design of the Study

The design of the study called for random assignment of subjects
to SIMCASES. Each simulated case was based on a real child who was
served by fhe Reading Clinic at Michigan State University. The problems
represented in the four cases (all were males) were considered to be
representative of those commonly encountered in the public schools.

For each SIMCASE a cue inventory was provided listing the data (cues)
available for that case (Appendix A).

Each SIMCASE had its equivalent form--a superficially disguised
replicate of the original prepared by making minor changes in the
original data base, and randomly re-ordering the cue inventory (Lee and
Weinshank, 1978). |

The data in any given SIMCASE included: information about achieve-
ment tests, family background, cognitive ability, group and individual
reading diagnostic measures, classroom information, etc.

The information was presented in a variety of formats: test book-
lets, audio tapes, examiner's comments, and test scores.

A11 cases contained a taped audio interview with the student, a
brief statement of the reason for referral to the Reading Clinic, and
an artist's sketch of the child based on hearing a taped interview.

The overalf design of the study--random assignment of subjects to

cases and cue inventory forms-~is shown in Table 1.
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Table 1: Overall Design of the Study

Teacher Session 1 Séssion 2 Session 3
A Case 1, F.2 Case 4, F.1 Case 1 (Replicate) F.2
B Case 2, F.2 Case 3, F.1 Case 2 (Replicate) F.2
C Case 3, F.1 Case 1, F.2 Case 3 (Replicate) F.1
D Case 4, F.1 Case 2, F.2 Case 4 (Replicate) F.1
E Case 4, F.1 Case 2, F.2 Case 4 (Replicate) F.1
F Case 3, F.1 Case 1, F.2 Case 3 (Replicate) F.1
G Case 2, F.2 Case 3, F.1 Case 2 (Replicate) F.2
H Case 1, F.2 Case 4, F.1 Case 1 (Replicate) F.2

F.1 and F.2 indicate which of the two forms of cue inventory was used.

Table 2 summarizes the content of each session. A minimum of one

week separated sessions one and three.

Table 2: Summary of Contents of Sessions

Session 1 Session 2 Session 3
Work with one of Work with one of Work with equivalent
the four original the remaining three form (replicate) of
SIMCASES original SIMCASES the Session 1 SIMCASE

The Subjects

The eight subjects in the study (all females) were teachers who
had an earned master's degree in reading and a minimum of four years of

reading-related teaching experience.
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In order to account for the possible influence of academic training
on diagnostic/remedial performance, two groups of specialists were
chosen: those who received thefr entire undergraduate and graduate
training at universities in Michigan and those who received their
entire undergraduate and graduate training at universities in the
Chicago, I11inois area. There were four reading specialists in each
group.

Since data collection was a lengthy procedure requiring three
three-hour sessions for each subject, all teachers received payment of
$90.00 for their participation in the study. The 12 sessions with the
Chicago-area subjects were conducted over a three week period at the
Department of Reading, Northeastern I1linois University, Chicago. The
12 sessions with the greater Lansing area subjects were conducted at
the College of Education, Michigan State University, East Lansing.

None of the clinicians was familiar with the previous work con-
ducted by the Clinical Studies Group of the Institute for Research on
Teaching. A profile of the teachers who participated in the study is

presented in Table 3.

Method
The procedures for sessions one and two were identical. Session
three differed only in that a final debriefing was added during which
the subjects were asked to reflect on some of their decisions.
The task of the subjects in all sessions was to diagnose the
SIMCASE, propose an initial remediation plan, and associate remedial

and diagnostic statements.
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Table 3: Profile of Participating Subjects

Teacher Yrs., of Most Retent Grades Current Res-
Teaching Degree Taught ponsibilities
1 10 Ed. Specialist Elem./Jdr.High Reading
Consultant
2 18 Masters Elem./Jdr.High Reading
Specialist
3 7 Masters Elementary Supportive
Reading
4 27 Masters Elementary Remedial
Reading
5 9 Masters Elem./Jr.High Reading/
Lang. Arts
6 4 Masters High School Remedial
Reading
7 8 Masters Primary Reading
Resource
8 9 Masters Primary A1l Subjects

The sequence of instructions is detailed in Appendix B. Briefly:

1, The teacher was given an introduction about the study,
followed by instructions regarding payment and granting
informed consent. During the first session only, a background
questionnaire was completed by the subject. An overview of the
three sessions was read and the subject, using a training
SIMCASE, practiced using the cue inventory to request infor-
mation about the case.

2, After the brief practice session, the teacher was shown the

referral statement and sketch for her assigned case and
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listened to the taped interview. She was then allowed up to

thirty minutes to request information using the cue inventory,

taking notes if she wiéhed. The cue requests were entered on

a standard form together with time of request (Appendix C).

The session was audio taped as well. When the thirty minutes

were over, the teacher was given up to twenty minutes to write

her diagnosis, and up to another twenty minutes to write an
initial remediation plan. Wide-lined paper was provided, and
all notes made and cues collected were at hand while the
diagnosis and remediation were being written.

After a short break, the subject worked with her written _

diagnosis according to the following protocol:

(a) - Using a sample diagnosis as a. guide (Appendix D) the
subject was given an opportunity to practice circling,
numbering, and coding diagnostic statements. The codes
were: S for strength, W for weakness, and Obs. for
observation. (An observation was defined as a neutral
statement which characterized the case, e.g., the child
has two siblings.)

(b) After completing the practice sample, the subject
repeated the task with her own diagnosis.

(c) Using a sample diagnostic checklist as a guide, the
subject practiced the procedure for transferring the
sample numbered, coded diagnostic statements to the

checklist.
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(d) After completing the practice, the subject repeated the
task with her own diagnosis using a fresh diagnostic
checklist (Appendfx E).

The protocol for working with the written remediation

paralleled that for the diagnosis with two differences:

(a) A sample remediation was used to practice circling,

numbering, and coding remedial statements (Appendix F).

The codes were: S for strength, W for weakness, Obs. for

observation, and T for treatment. (b) Numbered, coded

remedial statements were transferred to a remedial checklist

(Appendix G).

After the diagnosis and remediation checklists were completed

the clinician directed her attention to her written diagnosis

while the experimenter read aloud to the subject each numbered
remedial element in turn. For each one, the subject indicated
which (if any) diagnostic elements she associated with the
remedial element. She then read the number(s) and code(s) of
each associated diagnostic element. The experimenter wrote
down all associations on a standard form (Appendix H), which
was formatted differently for use in Session 3 only

(Appendix I). The session was audio taped.

Unmatched remedial element numbers and unmatched diag-
nostic element numbers were entered on a separate form
(Appendix J).

Sessions 1 and 2 ended at this point. Session 3, however,

continued from this point, following a short break.
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To complete session 3 the clinician was asked to reflect on
the recommendation/diagnosis associations just completed. Two
questions were asked about each association: (1) Why did you
choose this remediation?, and (2) What is the association
between the remediation and the diagnosis? The questions and
alternative responses were listed on a guide sheet (Appen-
dix K), and the experimenter noted responses on the remedi-
ation/diagnosis association form used in Session 3.

If any remedial elements were left unassociated the
subject was asked to look at the written remediation. The
following statement was made by the experimenter for each
remediation: Remedial element..... is not associated with a
diagnostic element because..... The statement and alternative
responses were listed on a guide sheet and the experimenter
noted responses on a standard form (Appendix L).

If any diagnostic elements were left unassociated, the
subject was asked to look at her written diagnosis. The
following statement was made by the experimenter for each
diagnosis: Diagnostic element number..... is not associated
with a remedial element because..... The statement and
alternative responses were listed on a guide sheet and the
experimenter noted responses on a standard form (Appendix M).

The entire debriefing was audio taped and the subject was
given the opportunity to comment on all responses made.

To close the session, the subject was asked to respond to

three open-ended questions.
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(a) What guides you in gathering information about a child
and in determining what should be written in the
diagnosis? |

(b) What do you see as being the relationship between
diagnosis and initial treatment plan?

(c) Do you have any comments about the session?

A1l responses were audio-taped.

Data Analysis

During the course of each of the 24 observational sessions, sub-
jects collected case information (cues), wrote a diagnosis and remedi-
ation and transferred both to standardized checklists, and associated
remedial with diagnostic statements. These procedures resulted in five
products being collected for each session: a cue list, diagnosis,
remediation, remediated diagnoses, and specific remedial/diagnostic
associations. These products were analyzed on a case-by-case basis
(six sessions for each case). The data was to be analyzed in order to
determine:

1. Agreement among and between clinicians on

(a) Diagnostic statements
(b) Remedial statements
(c) Information collected
(d) Remediated diagnostic statements, and
(e) Specific remedial/diagnostic associations;
2. Strength of correlations between various products; and
3. Any differences in performance between clinicians trained in

different institutions.
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The standardized checklists were the source of data for the
analyses. They provided a common metric for making comparisons across
sessions. The diagnostic and Eemedia] checklists were derived from
diagnostic and remedial statements made by reading specialists during
the course of previous observational studies conducted by the Clinical
Studies Group. These statements were categorized and redundancies
eliminated. There were 101 statements in both lists grouped into a
number of categories. Each diagnostic statement could be classified as
a strength, weakness, or observation. Each remedial statement could be
classified as a strength, weakness, observation, or treatment.

Statements from the written diagnosis and remediation which
subjects felt could not be matched to domain statements were written
in, either under "Other" within one of the existing categories, if
possible, or under a separate major category labelled "OTHER."

Subjects were asked to make as 1imited use as possible of "Other/OTHER"
statements. The formal analyses did not include these statements

since they were not a part of the fixed diagnosis/remediation domains.
Analysis of "Other/OTHER" statements was dealt with separately.

The cue domain for each case was simply a sequentially numbered
list of all the cues present in that case. Each cue requested during
a session was noted. In preparing data sheets, the éppropriate domain
number was piaced next to the reqqested cue.

The agreement statistics were calculated using (1) a computer

statistical analysis system (Observational Study Data Analysis System)
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developed and maintained by the Institute for‘Research on Teaching,
Michigan State University, and (2) an interactive statistical
analysis system (MIDAS) at the.University of Michigan.

A random sampling of data was computed by hand across numerous
observational studies, and the system was found to be operating

accurately.

Agreement Statistics

(1) Proportional Agreement

In order to determine the extent of agreement for each
diagnosis/remediation/cue for a given case, a proportion was com-
puted for each statement in the domain for diagnosis, Eemediation.
and cues. If a statement received a value of zero (0.00), it was
not mentioned during any of the six sessions for the case. If a
statement received a value of one (1.00), it was mentioned during
all six sessions.

For example, if the statement, "Basic Sight Words, Weakness,"
was mentioned in three of the six sessions, the proportional agree-

ment would be:

No. of sessions during which the statement was made

P.A. = Total no. of sessions
3

P.A. =6

P.A. = 0.50
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(2) Commonality

The clinician's products in a session were compared with those
from the other five sessions devoted to the case in order to assess
how similar was one clinician's performance to the total group.

Any statement made in two or more sessions (out of six possible)
was included in the domain used for calculating commonality. For
example, assume there were twenty statements in a diagnostic domain for
a given case. A clinician who had mentioned fifteen of those state-
ments in her individual diagnosis would have a higher commonality score
than one who had mentioned only six of those twenty domain statements.
The performance of the first clinician would be more similar to that of

the group than that of the second clinician.

(3) Intercorrelations

a) Inter-Clinician Correlation. The diagnostic/remedial/cue (Dx/

Rx/Cx) categories mentioned by one clinician were compared with those
mentioned by a second clinician for the same case. A Phi correlation,
a measure of inter-clinician agreement, was computed for each pair of
clinicians (Appendix N). The comparison is summarized in the grid

below.

b) Intra-Clinician Correlation. The diagnostic/remedial/cue

categories mentioned by the clinician at time one (T1) were compared
with those mentioned by the same clinician for the replicate form of
the same case at time two (T2). A Phi correlation, a measure of intra-

clinician agreement, was computed for each pair of sessions for given
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clinicians (Appendix N). The comparison is summarized in the grid

below.
Clinician A, SIMCASE Q
PRESENT (+) ABSENT (-)
Frequency count of Frequency count of
statements in the statements in the
domain present in domain present in
< & | both clinicians' clinician B's session
WY B3] sessions but not in clinician
S &1 Diagnosis/Remediation/ A's Diagnosis/Remedi-
E © |Cues ation/Cues
v A B
o
[ -
5 Frequency count of Frequency count of
2 statements in the statements in the
£ domain present in domain absent in
S £ |clinician A's session both clinicians'
4] but not in B's Diagnosis/Remediation/
&£~ Diagnosis/Remediation/ Cues
Cues C D

The presence of a large percentage of statements (more than 85%)
in the "D" cell (the statement is absent in both sessions) artificially
inflated the intercorrelations since it represented, in effect, '
agreeing to disagree. A statistic developed by Professor A. Porter
(Institute for Research on Teaching, Michigan State University) was

designed to correct for this occurrence, by including in the computation

only the values in the A, B, and C cells x—o¢- é T C A1l inter-

correlations were calculated twice (including and excluding the D cell)

so that the impact of cell size could be seen.
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Clinician i SIMCASE Q, Form One

PRESENT (+)

ABSENT (~)

Frequency count of
statements present
in the domain in both

Frequency count of
statements in the
domain present in

= sessions for form one SIMCASE form two but
w and form two of not in SIMCASE form
g SIMCASE one
£ o A
- =
7 =
= lg Frequency count of Absent in both
- statements in the sessions for form
= domain present in one and form two
- the session for of SIMCASE
o SIMCASE form one but

not SIMCASE form two

C D

Additional Analytic Procedures

Pearson Product Moment Correlations were computed for various
pairs of products in order to determine whether performance on one
product could be considered to be predictive of performance on another.

Finally, t-tests for differences between means were computed to
establish if the two groups of subjects, I11inois and Michigan, per-

formed significantly differently.

Summar
The primary objective of this study was to establish the nature
and extent of the relationship between diagnosis and remediation in
reading. To obtain the necessary data, eight experienced, creden-
tialled, practicing reading specialists, four from I1linois and four

from Michigan, each participated in three sessions during which they
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performed certain tasks using simulated cases of reading difficulty.
Two of the cases were equivalent forms of the same problem, The third
represented a different prob]em;

The products that resulted from each session were analyzed to
determine (1) extent of agreement among and between clinicians (propor-
tional agreement; commonality, intercorrelations); (2) strength of
correlations between products; and (3) any differences in performance

between I1linois-trained and Michigan-trained subjects.



CHAPTER FOUR

RESULTS

Introduction

The major purpose of this study was to provide an objective
measure of the nature and extent of the association between diagnosis
and remediation in reading.

Eight reading specialists working in a controlled setting provided
the data to be described in this chapter. Specifically, in a total of
twenty-four sessions they requested information from a simulated case
of reading difficulty and:

1. wrote a diagnosis for a SIMCASE of reading difficulty;

2. wrote an initial remediation plan;

3. tranferred diagnostic statements to a standardized diagnostic
checklist and remedial statements to a standardized remedial
checklist;

4. made associations between remedial and diagnostic statements;

5. reported on reasons for making the associations;

6. reported on reasons for the presence of unassociated diagnostic
elements (if any) and unassociated remedial elements (if any);
and

7. discussed their conduct of the diagnosis/remediation

procedure.

47
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The data analytic results will be reported first for the three
kinds of agreement described in Chapter Three:

1. Proportional agreemenf (the number of times a statement was

mentioned across the six sessions for each case);

2. Commonality (the extent to which an individual mentions the

same statements as did the group for a given case); and

3. Intercorrelations (the extent of agreement on statements

characterizing a given case between a clinician with herself
and with another clinician).

Further results to be reported are Pearson Product Moment Corre-
lations between products (e.g., between diagnosis and remediation, cues
and diagnoses, etc.) and t-tests for differences in mean performance
between I11inois and Michigan subjects.

The reading specialists in this study examined four simulated
cases of reading difficulty which presented information about real
children with reading difficulties. The children's grade placement
ranged from grades three to seven.

Case One was a third grader with (1) a significantly depressed
sight vocabulary, (2) a serious problem with decoded word recognition
skills, (3) inadequate fluent message segmentation, and (4) no sig-
nificant problem comprehending anything he could read or listen to.

Case Two presented a sixth grader who exhibited (1) significantly
retarded sight vocabulary and word recognition behaviors, (2) a sig-
nificant problem with analysis on multisyllabic words coupled with
poor visual segmentation and high frequency hearing loss, (3) diffi-

culty phrasing material of higher level semantic content, and
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(4) comprehension problems related to the demands of higher level
content-related materials.

Case Three presented a seventh grader with (1) reasonably intact
sight vocabulary and word recognition performance, (2) significant
problems with higher level decoding skills and their application during
reading, (3) a serious problem with fluent texting of material, and
(4) a comprehension problem specifically related to the meaning demands
of content-related materials,

Case Four was a fourth grader who showed (1) a significantly
depressed sight vocabulary, (2) a significant problem with the learning
and application of decoded word recognition skills, (3) no major
problem with text segmenting, and (4) no language-based comprehension
probiem.

In order to give the reader a sense of the data used for comparing
clinician performance, several diagnoses and remediations written by
clinical subjects in the study are presented for Case Three. Clinician
A's reliability (her agreement with herself on the same case) was in
the lowest third of the range; clinician B's was in the highest. For
convenience, their numbered diagnostic and remedial statements are
presented serially instead of in the prose form in which they were
actually written. The code letters assigned to each diagnostic state-
ment are: (s) for strength, (w) for weakness, (obs) for observations,
and (t) for treatment.

A master diagnosis and remediation plan compiled by a senior
reading clinician on the faculty of Michigan State University is

presented in Appendix 0.
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Diagnosis: Clinician A

1. He has poor study skills., (w)

2. His lack of concentration énd interest could have led to his poor
study skills. (w)

He is not well liked by students or adults. (w)

He lacks motor control. (w)

He has a history of speech problems. (w)

His oral reading was performed word by word. (w)

He repeated phrases. (w)

He also had irregular pauses. (w)

W 00 N OO0 O B w

His tone was a sing-song type and sometimes choppy. (w)

10. This made a very unpleasant auditory interpretation of the
selection. (obs)

11. His attitude towards reading aloud was negative. (w)

12. His comprehension during his oral performance was good. (s)

13. He did not encounter much difficulty until selection 8. (s)

14. His 1.Q. was average. (s)

15, His silent reading was lacking for his score was a high fourth
grade. (w)

16. His listening comprehension was at grade level. (s)

17. His word recognition was almost at grade level. (s)

18. His word analysis was almost at grade level. (s)

19. His spelling was a low third grade level. (w)

20. His spelling problems were in all three areas: syllabication, (w)

21. vowels, (w)

22. and consonant substitutions and omissions. (w)
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24,

25.

26.

27.

28.

29.

30.

51

His auditory test indicated some hearing loss. (w)
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