i
e
(i

Pl
i

&




ol Adat b o AN ANt

*{RRARY
| Michigan State
University

THESIS

This is to certify that the

dissertation entitled
A PILOT STUDY OF DEVELOPMENTAL PATTERNS OF
COLLEGE HANDICAPPERS AS MEASURED BY THE
ASSESSMENT OF ADULT ADJUSTMENT PATTERNS
(AAAP) - AN ERIKSONIAN PERSPECTIVE

presented by

Russell E. Scabbo

has been accepted towards fulfillment
of the requirements for

Ph,D, degreein Counseling Psychology

WY,

Major pr&ﬁ'ssor

Dr. William W. Farquhar
Date____1-18-84

-

MSU is an Affirmative Action/Equal Opportunity Institution 0-127"



IIIIIIIIIIIIIIIIIIIIIIIIIIII

MSU

. LIBRARIES

RETURNING MATERIALS:
Place in book drop to
remove this checkout from
your record. FINES will
be charged if book is
returned after the date
stamped below.




A PILOT STUDY OF DEVELOPMENTAL PATTERNS OF COLLEGE
HANDICAPPERS AS MEASURED BY THE
ASSESSMENT OF ADULT ADJUSTMENT
PATTERNS (AAAP) - AN ERIKSONIAN
~  PERSPECTIVE

by

Russell E. Scabbo

A DISSERTATION

Submitted tq
Michigan State University
in partial fulfillment of the requirements
for the degree of

DOCTOR OF PHILOSOPHY

Department of Counseling, Educational Psychology,
and Special Education

1984



EIAR AN

@Copyright by
RUSSELL EDWIN SCABBO
1984



ABSTRACT

A PILOT STUDY OF DEVELOPMENTAL PATTERNS OF COLLEGE
HANDICAPPERS AS MEASURED BY THE
ASSESSMENT OF ADULT ADJUSTMENT
PATTERNS (AAAP) - AN ERIKSONIAN

PERSPECTIVE

by

Russell E. Scabbo

This pilot study was designed to examine Eriksonian
developmental patterns of college handicappers by onset
and severity of handicap. Such developmental levels
were measured by the Assessment of Adult Adjustment
Patterns (AAAP) (Farquhar, Wilson, and Azar, 1982), an
objective self report instrument with validity scales
that measures all eight Eriksonian developmental stages.
The first objective of the study was to determine what
Eriksonian developmental differences exist between college
handicappers with severe handicaps and those with less
severe handicaps. A second objective was to compare de-
velopmental patterns of college handicappers having a
congenital onset for their handicap with those who acquired
their handicap after birth. Another objective was to in-
vestigate the interaction effect between onset and severity
of handicap. Severe handicappers were defined as being
deaf, blind, and wheelchair users. Less severe handi-
cappers were delineated as hard of hearing, partial sighted,

and individuals with limited mobility.



Russell E. Scabbo

A comprehensive treatment of handicapper development
from an Eriksonian perspective was presented. An extensive
review of the research literature on the effects of severity
and onset of handicap was included.

A sample of 168 college handicappers volunteered to
participate in the study. An appropriate test format was
used based on the specific mode of processing information
for that individual handicapper. Alternative formats in-
cluded audio cassette, braille, and enlarged copies for
visual handicappers as well as scribes for those individuals
who were not able to mark their own answers.

The statistical methods used to analyze the data con-
sisted of a multivariate analysis of variance (MANOVA) by
onset, severity, and handicap. A two-way fixed effects
analysis of variance (ANOVA) and a series of one-way ANOVAS
were conducted. The results of the analyses revealed that
severe handicappers scored higher than less severe handi-
cappers on all eight stages of the AAAP at the .001 level
of significance. No significant differences were found
between the scores of congenital handicappers and acquired
handicappers. A comparison between scores of male and
female handicappers resulted in no differences.

Discussion of the results, limitations of the study,

and implications for future research were presented.
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CHAPTER I

THE PROBLEM

Erik Erikson's epigenetic theory of ego development,
with its hierarchically arranged stages, in which the reso-
lution of one life stage affects subsequent developmental
stages offers an innovative format for understanding the
handicapper1 developmental experience. Until recently,
there had been no comprehensive objective instrument that
operationalized all eight stages of Erikson's theory. The
Assessment of Adult Adjustment Patterns (AAAP) (Farquhar,
Wilson, Azar, 1982) has begun to meet this need and there
is growing evidence that the instrument accurately measures
the constructs of the eight Eriksonian stages and provides
a set of validity indexes which assess the participant’'s
test taking attitude.

A dearth of data on the psychosocial development of

1Gentile, E., & Gentile, J., Images, Words & Identity.
(Office of Programs for Handicappers) Unpublished manuscript,
Michigan State University, 1976, p. 1. For the purpose of this
study, these authors define a handicapper as "one who determines
the degree to and manner in which one's own definable physical
or mental characteristic(s) might direct life's activities."”




handicappers makes any real understanding of the handicapper
experience difficult. Little work has been done in investi-
gating the effects of onset and severity of handicap on
psychological development. Without an understanding of such
a development, any therapeutic intervention or orientation
responding to handicappers becomes quite arduous if not im-
possible. The psychological development of handicappers

was investigated in a systematic and objective manner with
the use of the AAAP. The present study used the AAAP in an
examination of how the onset and severity of handicap affect
developmental issues.

There has been no published study of college handicappers
based on an Eriksonian developmental model. NO research on
the effects of onset and severity of handicap from a develop-
mental perspective has been reported. There is a great need
to determine what developmental differences exist between
congenital handicappers and those individuals acquiring their
handicap at a later time. Another area of concern is differing
developmental patterns of handicappers with more severe handi-
caps and those with less severe handicaps.

Previous efforts at using an Eriksonian framework to
understand a person's psychosocial development were heavily
dependent on history taking and clinical interviews. The
AAAP has met the need of an instrument that measures all the

Eriksonian developmental stages. Use of such an assessment



format, allows a handicapper's development to be measured,

and this has major implications for the educational, reha-

bilitative, and psychotherapeutic interventions with handi-
cappers.

Due to the difficulty of objectively measuring a
handicapper's emotional and psychosocial development, this
aspect usually represents a diminutive portion of the assess-
ment procedures, while cognitive and neurological features
dominate the assessment. Such an assessment orientation
results in an incomplete and limited evaluation of the
individual. If a handicapper's ésychological development,
in terms of mastery and non-resolution of developmental
hurdles .is accurately measured, then the subsequent treat-
ment plans can be more adequately designed.

Studies are just beginning to portray handicappers
as individuals rather than stereotypes in which there are
mass categorizations of "typical" reactions and responses
to handicappers. The present study provides a spectrum
of possibilities that have heuristic value for implementing
innovative research on handicapper developmental issues as

well as psychotherapeutic approaches.

Purpose of the Study

The purpose of this study was multi-dimensional. The

goal was to examine Eriksonian developmental patterns



of college handicappers by onset and severity of handicap.
Such developmental levels would be measured by the Assess-
ment of Adult Adjustment Patterns (AAAP). The first ob-
jective was to determine what Eriksonian developmental
differences exist between college handicappers with severe
handicaps and those with less severe handicaps. A second
objective was to compare developmental patterns of college
handicappers having a congenital onset for their handicap
with those who acquired their handicap after birth.
Another objective was to investigate the interaction

effect between onset and severity of handicap.

Definitions

Research on handicappers has been complicated by a
variety of confusing terms. The World Health Organization
(1980) attempted to uniformly classify handicaps, and some
of its nomenclature is included in the following categori-
zation of handicaps for this study.

VISUAL

Severe -BLIND - (Legally blind) Vision is less than
20/200 in the better eye with best correction
or a visual field of less than 20 degrees.
Information is processed by braille and/or
auditory format.

Less Severe -PARTIAL SIGHTED - Vision is 20/70 to 20/200
in the better eye with best correction.

Information is processed by enlarged print
and/or in an auditory format.



HEARING

Severe -DEAF - Profound hearing loss more than 91 dB
ISO (International Standards Organization).
Even with amplification the main mode of
communication includes but not limited to
lipreading, sign language, fingerspelling and
written format.

Less Severe -HARD OF HEARING - Hearing losses other than
profound
-~SEVERE (71 - 90 dB) --MODERATE (41 - 70 dB)
--MILD (26 - 40 dB), with or without ampli-
fication, the perception of conversational
speech is decreased but still permits under-
standing of speech under optimal conditions.

MOBILITY

Severe -POWERED WHEELCHAIR USER - Physical involvement
prevents ambulation and functional use of
upper extremities, making independent transfer
from wheelchair impossible.

Severe -MANUAL WHEELCHAIR USER = Physical involvement

prevents ambulation but whose functional use
of upper extremities permits independent trans-
fer from wheelchair.

Less Severe -LIMITED MOBILITY HANDICAPPER - Ambulation

requires cane (other than white cane) or
crutch use.

Research Hypotheses

The hypotheses formulated for this study use the score
on the Assessment of Adult Adjustment Patterns (AAAP) for
stages 1, 4, 5, and 8 as the dependent measure. The inde-
pendent variables will be the level of onset and severity
of handicap. In this section, the hypotheses are stated
in general form to provide the general implications expected
from the study. The specific testable hypotheses will be

found in Chapter III, Design of the Study.



Hypothesis 1:

Interaction Between Severity and Onset of Handicap

There is an interaction effect between severity and onset

of handicap on stages 1, 4, 5, and 8 of the AAAP.

Hypothesis 2:

Onset of Handicap

College congenital handicappers have higher scores on
stages 1, 4, 5, and 8 of the AAAP than college acquired

handicappers.

Hypothesis 3:

Severity of Handicap

College handicappers with more severe handicaps have
higher mean scores on stages 1, 4, 5, and 8 of the AAAP

than college handicappers with less severe handicaps.

Theory
The theoretical assumptions underlying the study that

are discussed in this section are the following: (1) Erik-
sonian Developmental Perspective; (2) Severe vs Less Severe
Handicapper; (3) Congential vs Acquired Handicappers; and

(4) Overview.

Eriksonian Developmental Perspective

It should be noted that Erik Erikson did not write

about the development of handicappers and never made any



references to handicappers in his writings. However, his
theory of development presents concepts that can help
researchers understand the psychosocial patterns of the
handicapper. Research in the past has predominantly pre-
sented the handicapper as a deviant. Rather than perceive
the handicapper as a pawn on the chessboard of physical
fate, the Eriksonian developmental perspective provides
the opportunity to see each handicapper as a person. Within
this framework, handicappers not only play an active role
in their development but also grow as a result of their
interactions with their physical and social environments.
Erik Erikson's (1963) epigenetic theory of ego develop-
ment spans the human life cycle from birth to old age. He
brought Freud's psychoanalytic theory out of the realm of
the family to a wider milieu of the social world where
children interact with peers, teachers, and cultural expec-
tations. If the child is the parent of the adult, then to
really understand a person one needs to understand how that
individual developed. Erikson formulated personality
development as stages of crucial life problems. He de-
scribed what issues were important and showed how issues
in one stage would have an effect on the resolution of the
problems in the next stages of development. The eight
stages of ego development as postulated by Erikson will be
explored as they affect a handicapper's psychosocial

development.



I. Trust vs. Mistrust (Hope) Age 0 - 1% years

The degree to which children learn to trust the world,
other people, and themselves depends to a great extent upon
the quality of care they receive. If they are fed when
hungry, changed when wet, cuddled, fondled, played with,
and talked to, they develop a sense of the world as a
secure and safe place. As Gliedman & Roth (1980) indicate,
children usually trust their mothers because their mothers
trust themselves, but so often parents of handicapper
children lack a positive cultural framework from which to
draw. Sawisch (1978) studied prejudices and stigmatiza-
tions of prospective parents toward having a handicapper
child and found that all children of different handicaps
were negatively valued relative to an able-bodied child.
The initial reaction of having a handicapper child often
plunges parents into a potential conflict. For many
parents, their dreams about the child now seem dreadful
and dismal. There is a need for the parents to mourn the
loss of their expected, normal child. Tsiantis (1982)
comments that a handicapper child can be a blow to the
narcissistic needs of a mother and father and to their
self-image as good parents. Besides the emotional trauma,
parents are often filled with guilt, sadness, and uncom-
fortableness because of not knowing how to "properly"”

respond to their "special” child. As Barsh indicates,



"no parents are ever prepared to be the parent of a
handicapper child."2
Parents are usually able to convey their feelings and
knowledge to their children, but when a deaf child enters
the family circle, such parents are suddenly not even able
to "talk" to their child. Infants soon respond and anti-
cipate a mother's voice or the sound of her steps. For the
deaf child who is totally dependent on visual and tactile
information, Kennedy (1973) says it takes longer to learn
these anticipatory signs. The music of a toy mobile over
the crib, a mother's assuring voice and her approaching
footsteps all go unheard. The security of lying awake
listening to the safe environment of your parents in the
kitchen or living room, brothers and sisters playing in
their rooms is denied to a deaf child. For a blind child,
the unseen world can be frightening. The perception of
one's environment and the desire to explore can be cur-
tailed if only auditory and tactile interaction are avail-
able. The trust that a child begins to develop allowing
the mother to be out of sight for a short time is difficult
for a deaf child. The deaf baby in a dark room is com-
pletely isolated except for touch. Similarly for blind

children, it takes a great deal of trust to let their

zBarsh,.R.H., The -Parent of the Handicapped Child.

(Springfield, Illinois:  Charles C. Thomas, 1968) p. 9.
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mother be "out of touch and sound.” The establishment of
a stable and consistent mental representation of the care-
taker may be difficult for a blind infant.

Predictability and familiarity of people and objects in
the environment of the child foreshadow the feelings of
hope and trust in the world and oneself. With consistent
and regular satisfaction of needs, a child comes to trust
the environment and becomes open to new experiences. If
the world is perceived and felt to be hostile and capri-
cious, one's willingness to try things on one's own becomes
limited and, as a result, mistrust develops. HOw pre-
dictable the world will be for the handicapper child will
depend on how attuned the parents have been in conveying
predictability to the child.

If the parents are able to instill in their handi-
capper child that although the child's body or senses may
be different, his or her feelings are not, then the child
has a positive direction in life. Handicapper children
will generally regard their handicap in the same way their
parents perceive them. If their parents see the children
as helpless, the children often fulfill their parent's
prophecy. Even siblings can influence dramatically the
handicapper's world. Batshaw and Perret (1981) describe
brothers and sisters of a handicapper child as having a

multitude of different emotional responses. Their reactions



n

range from relief that they themselves are not handi-
cappers, which usually results in guilt, to resentment of
the time their handicapper brother takes. All these in-
fluences and feelings lead to an emotional milieu that
causes the handicapper either to hopefully trust in the

environment or to perceive the world as frightening.

II. Autonomy vs. Shame and Doubt (Will)  Age 1% - 3 years

During this second stage of life, a child learns what
is expected, what obligations and privileges exist, and
what limits.there are. Such experiences prompt decision
making, allow choices, and permit children to metaphorically
"stand on their own feet."™ For the orthopedically involved
child, such a metaphor can become a rough reality. Such a
child can have difficulties simply standing up and moving
around on one's own volition. Erikson (1982) points out
that walking provides a conviction that one is learning
competent steps toward a productive future and acquiring
an identity on the way. Handicappers find many stumbling
blocks ahead of them. These barriers do not have as much
to do with visual limitations, inability to hear, or even
the physical limitations of crawling or ambulating as with
the parent's overprotectiveness. As Meadow (1982) indicated,
parents who are unsure about their handicapper child's
ability to be autonomous vacillate between giving too much

and too little independence.
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Many experiences are not available to a handicapper
child. 1In the instance of a deaf child, explanations about
why an activity should cease are not often made. Lacking
a medium to communicate with a deaf child, an adult acts
in ways that are frequently not understood and the child
must obey for no apparent reason. As Litoff and Feldman
(1982) indicated, it can be a doubtful world for a deaf
child, for there is no sound and people move about in
response to auditory cues that cannot be perceived by the
child. Many events, such as finding oneself in a car filled
with suitcases enroute to an unkﬁown destination or not
being told what is planned or what is going to happen,
frequently occur because deaf children live in homes where
people are unable to communicate with them.

Hearing people use language to channel their impulses
when they are angry, often muttering or calling out exple-
tives. Linguistic limitations may delay the expression of
appropriate feelings. The deaf or cerebral palsied chil-
dren who are not able to communicate verbally their frustra-
tions often resort to socially unacceptable physical means
to express their frustrations. To not know for sure the
physical position of the person who is bothering a blind
person adds insult to injury for the visual handicapper.
Even after verbal retaliation, the satisfaction of seeing

the reaction on the opponent's face due to one's remarks
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is not possible. Handicapper children are often "picked

up and placed," paralleling the predicament of a pampered
pet that is fed, played with, and trained rather than
raised and educated by their family. Such parental actions
sometimes create a sense of powerlessness in the handi-
capper child. The critical issue centers on when protec-
tion develops into overprotection. Overprotection, while
initiated with the best intentions, is antithetical to the
development of self-esteem and creates only shame and doubt
for the handicapper. Schlesinger and Meadow (1972) found
that parents of deaf children often felt a strong need for
more constant supervision of their deaf preschoolers because
of their fear of accidents.

Some handicaps, such as loss of vision or limb, or
reduced energy and movement due to a chronic disease, may
give handicapper children an exaggerated sense of powerless-
ness. What follows can be a shaming and hatred for oneself.
During this stage, oppositional behavior as it resists
external influences, be they parents or siblings, permits
the formation of a more powerful self-concept. The capacity
to say "No" and do what they want allows these children
to develop inner controls and nourish feelings of separate-
ness and independence. Some handicappers' parents may not
facilitate such autonomy due to a fear that such children

may be hurt. Hyde, Power, and Elias (1980) described
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mothers who found it difficult to communicate recipro-
cally with their language-limited children and, instead,
resorted to controlling the relationship rather than

encouraging autonomy of expression.

III. 1Initiative vs. Guilt (Purpose) Age 3 - 5 years

After resolving the crises of autonomy and possessing
a feeling that you are your own person, the crucial question
becomes what you can do on your own. Children of four or
five years of age are generally masters of their own bodies
and can initiate motor activities. Children who are given
freedom and encouragement to initiate motor play, and whose
relentless questions are answered, will have their initiative
reinforced. For those handicapper children not ambulating,
whose mobility is not yet sophisticated enough to use crutches
or a wheelchair, their capacity to go where they wish is quite
limited. Often a handicapper child wanting to share obli-
gations is not permitted to do so. As Mattson (1972) has
indicated, parents who are guilt-laden and highly anxious
about their handicapper child tend to cope with their emo-
tional distress by overprotecting, pampering, and limiting
the activities of the handicépper.

At this age period, there is usually an anticipation
of roles and ideal models. For handicapper children, few

role models exist. Not being able to participate and
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perform activities like others, the handicapper child

may have feelings of differentness or specialness. The
wish to do things on their own is often thwarted by their
parents for fear that they will get hurt. Instead of be-
ginning to gain some identity as handicappers, the children
are told in many ways that they are acceptable and worth-
while as individuals only if they learn to behave and act
like able-bodied persons. Parents convey non-acceptance

of their child's identity as a handicapper by many uncon-
scious actions such as removing hearing aids or crutches
when the child is being photographed. Many handicapper
children internalize the feelings that to acknowledge their
handicap is to accept an inferior role that will disappoint
the significant adults in their lives. With a lack of
opportunities to develop a social sense and feelings for
others, rejection and the experience of guilt can delay
empathy, conscience, and the capacity for handling power
and strength.

Difficulties in identification and self-image often
result in the handicapper's efforts to dominate the envi-
ronment or be dominated by it. Coping mechanisms to deal
with the environment sometimes manifest themselves as
efforts to control the environment by aggression or
manipulation of others or as resignation to being con-

trolled by the environment through withdrawal. It should
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also be remembered that many deaf and blind children
attend residential schools where the development of inde-
pendence and initiative is generally not encouraged due
to the need for conforming behavior in an institutional
setting. Rules that are made for the greater good of

the group many times stifle individual initiative.

IV. Industry vs. Inferiority (Competence) Age 5 - 12 years

A child at this stage usually becomes capable of some
deductive reasoning, learning to play by the rules, and
taking an interest in making things. Children actually
win recognition by producing things. The motto for this
stage becomes "I am what I do." 1In efforts to win such
recognition, competency becomes the outcome. For Erikson,
competency was described as the "free exercise of dexterity
and intelligence in the completion of tasks, unimpaired by

n3 Such completion of tasks occurs

infantile inferiority.
in comparison with others. The handicapper child's milieu
of comparisons extends outside the family to the school

and neighborhood. Mobility handicappers become increasingly
cognizant of what peers can do physically and what they

do more slowly or not at all. Eleven-year-old deaf chil-

dren with significant language delays are doing well if

3Erikson, E., Insight and Responsibility. (New York:
Norton, 1964)t P. 124.



17

they are reading with good comprehension at their grade
level. Such deaf children become acutely aware of some
of their inferiority in academic work. Instead of dili-
gence and persistence being developed, feelings of being
doomed to mediocrity often are created. Burlingham (1979)
keenly describes the feelings of many blind children who
are painfully aware of their differences and limitations
when comparing themselves to sighted children who can do
things faster. This often prompts a philosophy that they
must work harder than sighted individuals to accomplish
goals. With many options and dreams being diminished,

the handicapper can easily acquire a sense of inferiority.

V. Identity vs. Role Confusion (Fidelity) Age 12 - 18 years

During this stage, the major role that parents have
played in the past is diminished in light of the impactful
role that society will now play in the life of the child.
Litt, Cuskey, and Rosenberg (1982) found that adolescent
handicappers have more difficulty than able-bodied youths
in establishing independence from their families. 1Initially,
there are attempts to prove that one is worthwhile by com-
paring oneself with others. Everyone wants to be like every-
one else. A certain brand of tennis shoes or designer
jeans becomes more than a mute point.but, rather dramatically

fashions an entrance into the "in crowd.” It becomes -
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difficult for mobility handicappers to not wear their
non-trademark orthopedic shoes or to discard their
"generic" wheelchairs. During this time, deaf adolescents
often "forget" their hearing aids because everyone wants
to be like everyone else. With the adolescent's exag-
gerated sensitivity to physical appearance, handicappers
feel many pressures. Attempts to identify with peers can
be frustrating, for at no other time can peers be so cruel
about not accepting anyone who is "different."”

More serious relationships with members of the oppo-
site sex begin during this stage; As Cull and Hardy (1973)
point out, adolescents are particularly concerned about
their bodies in terms of sexuality as well as learning how
others view them in their sexual roles. For adolescent
handicappers, their handicaps may cause the overlapping of
childhood and adulthood to persist years beyond that of
usual adolescence. If sex is the integration of physical,
emotional, and social needs of the entire person, accessi-
bility to information about sexual matters for handicappers
sometimes poses a problem. For deaf handicappers, when
only two percent (2%) of parents of deaf children know
manual communication, it becomes difficult for these chil-
dren to talk to their parents about sexuality or societal
norms. Many deaf individuals often read at a 4th or S5th

grade level. Such a reading level becomes problematic
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when instructions on many birth control methods are written
at a higher grade level using technical terms not readily
understood.

Initially, most.children glance unobtrusively at con-
traceptive products in drug stores and supermarkets. For-
tified with acquired confidence and rationalizations for
gaining more information, they exchange cursory glances for
perusal. If one is blind, such "easy access" is not that
easy, and the likelihood of a blind 14 year old asking a
clerk in a store for the location of contraceptive devices
is remote. If one is a wheelchair user and the contra-
ceptive products are on a high shelf out of reach, there
would be a great deal of reticence about asking someone
to hand you down several containers of prophylactics or
contraceptive foams so that you can discern différent
qualities and merits of each manufactured product.

Poznanski (1973) comments that parents of able-bodied
adolescents often are uncomfortable discussing sexual
matters and that adolescents often turn to peers for
sounding boards. Handicapper adolescents usually have
limited peer relationships. Many parents of handicappers
have negative feelings about the expression of their
children's feelings and have even more ambivalence about
marriage for their children.

Becoming emancipated from one's family presents pro-

blems. It is not easy to ride a bike or drive a car
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away from your family if you are blind. If you are a
teenage wheelchair user, getting a van with a 1lift or
hand controls is not as convenient as just asking for
permission to use the family car. Certain popular
meeting spots might not even be accessible for wheel-
chair users. The disappointment of going over to a
girlfriend's house and being invited in but realizing
it would take a crane to transport your wheelchair over
the entrance steps does not lend itself to a positive
image of one's handicapper identity.

While teenagers spend hours dreaming and thinking
of roles they will play and occupations they hope to
enter, many handicappers have disconcerting dreams while
crystallizing their vocational goals. For many young
able-bodied adolescents, a fantasy period exists where
they ignite the flame of fame and recognition which
with time loses its luster and brilliance when confronted
with the drafty winds of realism. For handicappers, that
flame often is dimmed at its inception. 1In the process
of looking for heroes and role models to identify with,
handicapper youths must come to terms with the fact that
many roles seem closed to them.

An almost accepted fact for handicappers is that
employment will be problematic. Choices will be limited

(except for the outstanding handicapper student) and
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many handicapper adolescents will face the dilemma of
being forced to accept work or careers that are far below
their potential achievement. For some senior high school
students, just being admitted into a particular university
will be difficult. For a wheelchair user, being academi-
cally accepted into an excellent university may not be

as challenging as physically getting into a college build-
ing. Accessihility problems for deaf students often exist
in obtaining sign language interpreters for their courses.
In the context of such experiences, instead of a positive

self-identity, role confusion sometimes results.

VIi. Intimacy vs. Isolation (Love) Age 18 - 30 years

Intimacy refers to the ability to care about another
person without the fear of losing one's identity in the
process. The young adult who fails to establish sharing
and caring relationships with parents, friends, and mar-
riage partner often develops a sense of isolation. The
choice of a partner is the most significant occurrence
within this stage. Often choices are limited for the
handicapper.

During this time, single people frequent many places
to meet prospective mates. From bars to churches, the
wheelchair dater finds that many places are inaccessible.

Architectural and environmental barriers not only limit
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the places a handicapper may go, but also inhibit a
person's social interaction by lessening one's oppor-
tunities for meeting other individuals and participating
in social activities.

In a dark or dimly lighted bar, the deaf single
is at a distinct disadvantage while trying to communicate
by reading another person's lips. Many times a deaf
individual, mainly communicating in sign language, finds
that the opportunities for dating another deaf person are
quite limited unless the person resides in a larger
industrial city where more populous deaf communities
generally exist. Due to the different communication
modes, dating interactions between a hearing non-signer
and a deaf signer become even more infrequent.

The mobility of a blind person in a crowded social
gathering might be described as more difficult than
debonair. Usually, such movement prompts sympathy rather
than a great deal of dating interest. The opportunity
to "look over" prospective dates and observe behaviors
and mannerisms of others is only available to the blind
individual through .auditory cues and hearsay of others.
The lack of such visual cues in social interactions may
result in social awkwardness. Sighted individuals learn
the use of appropriate eye contact, facial expression,
and body cues visually. Blind individuals must be
taught these skills verbally.
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Many sexuality concerns deal with self-image,
personal adjustment, development of relationships, and
anxieties about appropriate behaviors. While both handi-
capper and non-handicapper persons share these concerns,
often people in our society respond to a wheelchair, a
white cane, a palsied movement, signing hands, or a
hearing aid rather than to the person. The visible
aspects of one's physical handicap may directly affect
the self-image of a handicapper. If others show re-
pugnance toward their physical characteristics, handi-
cappers may internalize this disgust toward their physical
selves. Handicappers may find themselves rejected by
potential lovers because they are thought to be different
or ugly. Comer and Piliavin (1972) described some of
the patterns of interaction between handicappers and able-
bodied individuals. Their research revealed that interactions
were terminated sooner, less variability in verbal behavior
was noted and feelings of being more uncomfortable were
reported. Such experiences make it difficult for handi-
cappers to break such stigmatizing barriers. Handicapper
author Vash (1981) provides an interesting insight into a
possible reason for the difficulty many people have making
eye contact with handicappers. She states that as children,
we were reprimanded for "staring at cripples.”

Images encountered daily in magazines, television,
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movies, and other media frequently portray "beautiful
people" as being only those who possess physical attrac-
tiveness. Certain misconceptions can develop for con-
genitally blind persons since they are unable to see the
many shapes of the human body in various stages of undress.
Without such experiences, a blind person may have diffi-
culty in comparing his or her physical appearance to others
because of the cultural inhibitions about gaining this
information by touch.

Even in the realm of sexual expression, a further
barrier to the handicapper may bé what is considered
acceptable. Frequently, a person with severe physical
limitations is unable to "perform" in accordance with
society's standards. 2Zola (1982) provides an excellent
analogy for understanding how a handicapper's right to
sexual expression is often flaccidly forgotten. He indi-
cates that sexuality is one of the things that diminishes
when we are ill and returns upon recovery. Many people
still equate being a handicapper with being ill and, there-
fore, assume that the ability and interest in engaging in
sex is similarly impaired. Often, there is a need for the
handicapper to reject ‘the myth that one is asexual or
unloveable. As Deloach and Greer (1981) point out, there
is no proven relationship between type of handicap and

potency of one's sex drive.
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VII. Generativity vs. Stagnation (Care) Age 30 - 45 years

If generativity is the stage of procreation with
a concomitant desire to guide the next generation, then
for the handicapper, certain barriers often make such a
sense of accomplishment difficult. Handicapper parents
bringing up their children sometimes encounter barriers
from able-bodied individuals who, with the best intentions,
need to advise handicapper parents about raising their
children. What this implies is that the handicapper parents
are not able to give their children appropriate care.
Handicapper parents need to dispel the myth that the occur-
rence of a handicap in a parent will lead to maladjustment
in children. Instead of enjoying the presumption that
parents know best, handicapper parents have to prove them-
selves. Sometimes there are physical concomitants of a
handicap that make conception for handicappers difficult,
such as spinal cord injuries in males which reduce erection
capabilities as well as sperm count.

Despite the fact that many handicappers have prepared
themselves well for employment, severe and disillusioning
job discrimination awaits them as they enter the work force.
Often, handicapper workers find that they are passed over
for promotions and precluded from holding supervisory roles.
The government, in its largesse, sometimes provides sub-

stantial amounts of social security benefits which act as
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a disincentive for handicappers to even work. Handi-
cappers can actually be penalized if they find employ-
ment since disability payments and medical coverage can

be lost. While employed, handicappers are sometimes not
given the equal hospitalization benefits because of their
handicap. It is easy for stagnation to occur when handi-
cappers stay at, or regress to, an earlier dependent rela-
tionship of having others relate to them as victims rather

than as individuals who are productive.

VIII. Ego Integrity vs. Despair (Wisdom) Age - Over 45

The final stage in Erikson's categorization corresponds
to the period when individuals' major efforts are nearing
completion. Adults who have been cared for, and who have
cared for others, cannot care for themselves. During this
stage, individuals look at their lives with satisfaction,
or as a series of missed opportunities. It is undoubtedly
true that many handicappers are mature adults and have
experienced a full life. There are other handicappers
whose lives are filled with emotional deprivation, social
loneliness, and psychological frustration. Instead of a
sense of integration and wisdom, they are left with regret
and loss of meaning. It should be noted that handicappers
often deal with changes in their bodies - sometimes even

the likelihood of death and the ultimate question of what
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life is really about far sooner than the able-bodied.

For wheelchair users who were in their early twenties

at the time of their accident, they not only have had to
deal with whether they would walk again, but with whether
they would live. Many handicappers have already had a
premature bout with death or have to deal daily with the
issue that they may not live long, so the significance of
their lives becomes even more meaningful.

Most people, as they age, become uneasy about dealing
with wrinkles and with loss of hair, stamina,and agility.
Children with spinal cord injuries, before the age of ten,
already monitor their bowel program and kidney functions.
There is a superimposed requirement.for mastery of one's
body functions that is not present in the younger able-
bodied. Weiner (1979) describes successful aging as the
capacity to rely on life experiences and cognitive interests
rather than on physical strength. Many handicappers have
learned quite precociously that physical prowess was never
foremost and really quite ephemeral to begin with.

The synopsis presented in Figure 1.1 is a summary of
Erikson's epigenetic developmental model. At each stage,
there is a new dimension of social interaction with
positive and negative outcomes. 1In the early stages, the
parents are initially responsible for these outcomes, but

as the person develops, the classroom and total social
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milieu play an increasingly important role in ego develo-
ment. Erikson believes in a creative ego which thrives on
conflict and crisis and which, when thwarted, reacts with
renewed efforts instead of giving up. Wright (1960) points
out that while a handicap is often perceived as inflicting
disruptive and disturbing psychological consequences,

opportunities and gratifications may be generated.

Severe vs. Less—-Severe Handicapper

There is a tendency to equate severity of handicap with
the degree of psychological impact; the greater a person's
handicap, the more adjustment is necessary. These generali-
zations and the logical conclusions often do not occur that
a less physically involved handicapper would have fewer
frustrations. Handicappers with more pronounced handicaps,
such as blind, deaf, and wheelchair users, have found it
easier to identify as handicappers than individuals with
less involved physical conditions. There is a "marginal"”
quality of the less severely involved handicapper, who
stands on the boundary between "able-bodied" and more
physically involved persons. Belonging to neither group,
non-severe handicappers often are uncertain of their belong-
ingness.

In the case of handicaps involving hearing losses,
hard of hearing individuals have more acute identification
problems than deaf individuals because they are neither

normal hearing nor deaf, but just "in between.” To live
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FIGURE 1.1
Summary of Erikson's Epigenetic Model

1. Trust-Mistrust (Hope)

Age: 0 - 1%
Ease of feeding
Matual recognition vs. autistic Depth of sleep
isolation Relaxation of bowel
Capacity for faith Let mother out of sight
Oral incorporative & sadistic Rely on sameness, consistency,
Assured reliance on parent's integrity constancy
Trust self to cope with bodily
urges
Basic faith in existence, law
& order

2, Autonomy-Shame & Doubt (Will)

Age: 1% - 3

Control from outside is firmly
Willing to be oneself reassuring
Holding on-letting go Stand on own feet

Guidance gradually encourages
independent choice

3. Initiative-Guilt (Purpose)

AMe: 3 -5

Anticipation of roles vs. inhibition Pleasure in conquest
Motor movement Self-observation
Language Self-guidance
Intrusive (phallic) mode Self-punishment
Rivalry without those there Sense of responsibility
Oonscience (family) Obedience

4. Industry-Inferiority (Competence)
Age: 5 - 12

Win recognition by producing
Task identification vs. sense of futility things

Sublimation of drive Renunciation of wish to live
I am what I make work forever in the family
Identification Apply self to tasks

Trust of adults (other than parents) Perseverence, diligence

Submit to instruction
"What works"
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FIGURE 1.1 continued

Identity-Confusion (Fidelity)

Age: 12 - 18

Trust in peers
Occupational search

Identification without heroes

Social group pressures
Ideological thought

Intimacy-Isolation (Love)
Age: 18 - 30

Uses of identity
Genital maturity

Generativity-Stagnation (Care)

Age: 30 - 45

Maturity

Establishing & guiding next generation
Productivity & creativity supplements
but doesn't replace generativity

Integrity-Despair (Wisdom)
Age: 45+

Order & meaning

Acceptance of one's life cycle
Acceptance of other's significant to it

versus disqust, regret

"I am what survives of we"
Accrued assurance of order & meaning

Love of the "human ego"

Defend dignity of one's own life cycle

Consolidation of meaning
Acceptance of death

Fidelity tests
Cliques-heroes
Stereotyping self
Ideological mind
Rituals, creed, programs
Molding identity

Fusion with another
Commitment to affiliation
Ethical strength to honor
commi tment
Orgasmic potency
Heterosexual mutuality
Sensitivity of sex organs
Mutual requlation of work,
procreation, recreation

Belief in the species
Charity

* Prepared by Fredrick R. Wilson and William W. Farquhar, 1977
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in a psychological "twilight zone" can be quite stressful.
Often, hard of hearing individuals are not really accepted
and understood by hearing people and even find their involve-
ment in the deaf community difficult. Sometimes hard of
hearing persons learn sign language to relate as deaf per-
sons to find a consistent handicapper identity. What many
hard of hearing individuals discover is that the deaf com-
munity is somewhat suspicious of hard of hearing persons
who enter the deaf clubs. Perhaps a certain level of jealousy
is present, and there even exists a pejorative sign in
manual language that labels a hard of hearing individual
as deaf but as one who really "thinks like a hearing person."”
In contrast, the deaf individual is quickly incorporated
into the deaf community.

Parents of a hard of hearing child prolong their de-
sire for their child to function like a normal hearing
child much longer than do parents of a deaf child. People's
expectations of what a deaf person can do and cannot do
are more clear and consistent than their expectations for
a hard of hearing individual. In communicating with a
deaf person, one needs to make sure the message is visually
conveyed. For the hard of hearing individual, the level
of auditory functioning is ambiquous. Many people believe
that a hearing aid restores hearing just by amplifying

sounds. Unfortunately, a distorted sound is still
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distorted even if it is amplified. The hard of hearing
handicapper often is expected to hear words and noises that
a deaf person is, of course, not expected to hear.

Able-bodied individuals have an ambiguity with regard
to the capabilities of a cane user or a handicapper who
uses crutches. The cane user who can negotiate steps while
holding onto the rail is perceived as "almost” ambulatory.
Expectations for getting around, doing things, and carrying
items are much greater for the individual with limited
mobility than they are for the wheelchair user. The
incidences of disappointing the anticipations of others
are diminished for wheelchair users, whose efforts to get
around and accomplish tasks elicit awe and admiration from
others. Glick (1953), in his work with cerebral palsied
adults, found that those who were mildly physically in-
volved showed poorer emotional adjustment patterns than
those who were more severely involved.

Partial sighted handicappers often find themselves
in a visual quandary - not being totally sighted or totally
blind. Because they see something and move around, as
blind individuals cannot, there is often a pressure to
perform like sighted persons because they are not blind.
Feinman (1979) found that people held higher expectations
for partially sighted individuals than for blind handi-

cappers. In a situation such as crossing a street, partial
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sighted individuals may need just as much help as blind
individuals, but requests for assistance often are met
with negative reactions. Falvo, Allen and Maki (1982)
describe ways in which physically involved handicappers
are subject to comments such as, "She really could do

more if she wanted to" or "He looks healthy enough to me.”
Such reactions discourage less severely involved handi-
cappers from really dealing with the dimensions of their
handicaps. Continued negative feedback from people can
result in the handicapper regressively withdrawing from
experiences to avoid criticism. Ash, Keegan and Greenough
(1978) found that blind individuals adjusted better than
did partial sighted individuals who persisted in attempting
to live up to people's expectations by functioning as if
they were sighted.

The capacity for denial is far greater for less
severely involved handicappers. Saflios-Rothschild (1970)
indicates that they procrastinate in changing their body
images and self-concepts, plunging them into more depres-
sion than those who are severely involved and cannot so
easily fool the world and themselves. Wright (1969) also
elaborated on the fact that often a severely involved
handicapper has little recourse but to grapple with the
identification of being a handicapper. A person with a

mild handicap is "almost"” able-bodied and has a tendency
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to deny and thwart the adjustment process. More severely
involved handicappers, because of their physical limita-
tions, have had to learn to trust others more because of
their needs. This need for trusting might be from birth,
if the onset of the handicap is congenital, or later in
life at the time a handicapper acquires the handicap. There
are parallels in vulnerability and the great need to trust
others for care, as in the instance of a severely involved
infant with cerebral palsy who is not able to move her
extremities, and in the case of a twenty-eight-year-old
professional football player paralyzed from the neck down.
Severely involved handicappers require more perseverance
and diligence to make things work, and this helps them
establish their identity as handicappers, giving more

meaning to their lives.

Congenital vs. Acquired Handicapper

Many congenital handicappers do not need to make many
of the adjustments that are required of handicappers who
acquire their handicap later in life. Since they have
learned from birth to incorporate their handicap, no
change in their body image from that of an able-bodied
individual to handicapper is necessary. Acquired handi-
cappers need to make such adjustments, which sometimes

takes months or years, or unfortunately, never occur.
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Congenital handicappers are more easily able to
gain consistent responses from parents and siblings,
rather than have their parents perception of them
change from that of an able-bodied child to that of a
handicapper. As Steinhauer, Mushin, and Rae-Grant (1980)
point out, the family that has a congenital handicapper
has never experienced the child as "normal."” As a result
of the child's handicap, the family's expectations have
initially been altered. If the family has lived with and
perceived its child as normal and then such a child be-
comes a handicapper, there is an even greater sense of
loss and depression because the family is forced to scale
down its hopes and expectations. The "sick role" is less
apt to be maintained by parents who say of their congenital
handicapper: "That's how he was born and he always has
been like that!"” rather than "That's how she became and
what a shame!” The latter saying might be more expressive
of parents of an acquired handicapper.

For the congenital handicapper, denial is not so easy
and the handicap is not such an insidious condition but
rather something one has learned to grow with. Children
with congenital handicaps must begin at an early age to
deal with their differences from others. 1In contrast
to the acquired handicapper, the congeﬁital handicapper

does not have to cope with an alteration of the self, and
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the plasticity of children is a far greater asset than
the refractory quality of an adult's capacity to accom-
modate and adjust to change. Stewart and Rossier (1978)
point out that for the congenital handicapper, normal
functioning as the basis for comparison with their handi-
capper status is absent, as is the concomitant grieving
for what "was" 1is not an issue.

While it might be easier for someone to acquire speech
if they lost their hearing later in life, Boyd and Young
(1981) mention that individuals who never had hearing do
not need to make vocational chanées to accommodate their
hearing loss. Acquired handicappers who have heard in
the past possess a greater proclivity for denial, anxiety
reactions, and depression in their communication efforts
than do congenital handicappers who have little or no
awareness of what it means to hear. Congenitally deaf
individuals, who have never experienced the sensation of
hearing, do not mourn the loss in the way acquired deaf
persons do because there is not a negative point of com-
parison.

For the congenital handicapper who has always limped,
such a reality is easier to accept than having known and
experienced a normal gait. A new handicap places the
individual in a situation in which there is a need for a

radical revision of self-concept. As Lindeman (1981)
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describes, the new wheelchair user possesses a new image
that is incompatible with a prior image. At the same time,
the new handicapper status requires the individual to sub-
scribe to qualities that were not valued positively in the
past. While the functional differences between an acquired
and congenital wheelchair user can be minimal in aspects
of mobility, the psychological differences can be dramatic.

The acquired wheelchair user can maintain an adamant
conviction that ambulation will be possible again. It
becomes tempting to postpone any adjustment in the hope
that there will be a physical restoration. The wish that
some medical operation or scientific breakthrough will
cure the condition can persist for a lifetime. Parents
can reinforce such magical thinking to palliate their
own resentment and disappointments. While such resistance
to accepting a child's handicap can be found in parents,
for the congenital handicapper the likelihood of waiting
for a cure is not as great. Handicappers from birth are
not as easily influenced by their parent's curative ponder-
ings and not as likely to hope and hang on to something
they have never experienced.

From a mobility point of view, congenitally blind
individuals have more difficulty orienting themselves
than do acquired blind persons who retain the ability

to perceive the environment based on visual terms and
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memory. From a psychological perspective, individuals
who have lost their sight may require more intervention
due to depression over the loss and the need to deal with
realistic hopes that their sight will return. Lukoff and
Whiteman (1972), in their case studies, found that indi-’
viduals who lost their sight earlier were more socially
independent. Their rationale was that the less a blind
individual depended on vision prior to the loss, the less
resistance there was to overcome. Carver and Rodda (1978)
compared congenital with acquired blind handicappers.

The acquired blind individuals oriented their activities
within a nostalgic visual world and attempted to contin-
uously reconstruct a visual picture, whereas the congenitally
blind persons, who never had sight, found the world of

ideas and relationships sufficient.

Specific Stages Under Study - A Rationale

It was posited that severe and congenital college
handicappers would have higher scores on the Assessment
of Adult Adjustment Patterns (AAAP) than would less-
severe and acquired college handicappers. The most
pronounced differences would be in these stages of the
Eriksonian developmental sequence: 1 - Trust vs. Mis-
trust, 4 - Industry vs. Inferiority, 5 - Identity vs

Role confusion, and 8 - Integrity vs. Despair. The
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other stages, 2 - Autonomy vs. Shame, 3 - Initiative vs.
Guilt, 6 - Intimacy vs. Isolation, and 7 - Generativity
vs. Stagnation are more sensitive to environmental factors
which affect the expression or instrumentation of carrying
out the goals of these stages than the first four stages
mentioned.

During the first stage of Trust vs. Mistrust (age 0 -
15), the more severely involved the handicappers are, the
greater the need to trust their caregivers. The physical
limitations of such individuals make it necessary that
they trust other people for their extensive and involved
care. The need to trust others for physical needs is not
as great for less physically involved individuals. Blind
children must depend more on their parents than partial
sighted children do because of their significantly reduced
vision. Deaf children are required to concentrate in-
tensely on visual cues from other people. Such children
need to focus on and trust the reactions of their parents
more than do the hard of hearing youngsters, who can rely
on their partial hearing. Hard of hearing children do
not need to trust the reactions of others as much as deaf
children do. Caretaking is often more intensive for
wheelchair users than for cane or crutch users. Increased
need for assistance creates a need for a greater trust in

others. Congenital handicappers must depend on and trust
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many people much sooner than those who acquire a handi-
cap later in life. Paralleling this earlier need to
trust others is the development of a greater trust in
themselves.

The fourth stage, Industry vs. Inferiority (age 5 -
12) , provides the framework within which individuals arrive
at a sense of competence. Severely involved individuals,
more than less physically involved handicappers, must work
harder and persevere longer to reach their goals. Severe
handicappers may believe that to overcome their great physi-
cal handicaps, they need to offset such limitations with
even greater achievements. Partial sighted and hard of
hearing children are not so dramatically confronted with
their physical limitations. Often such individuals do not
see the need for compensatory behavior to counterbalance
their handicaps. More severely involved handicappers,
with their limited physical capabilities, need to apply
themselves to tasks with fervor. 1In contrast, the less
physically involved handicappers can almost "pass" as
able-bodied. Congenital handicappers learn early that
through industry and exertion they can compensate for
their significant physical limitations.

Identity vs. Role confusion (age 12 - 18), the fifth
stage of Erikson's developmental model, sets the scene

for describing how individuals mold their identities.
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Severely involved handicappers are more inclined to

accept early their handicapper identity than are less
physically involved handicappers. A major explanation

for this earlier acceptance is that a more severe handi-

cap cannot be hidden from others. The tendency to idolize
"normality" and eschew handicapper identity is greater for
less physically involved handicappers than for more severely
involved individuals.

Partial sighted and hard of hearing individuals often
attempt to fit in with able-bodied persons, not necessarily
eliciting an identification as handicappers. Their situation
contrasts distinctly with blind persons and wheelchair users
who are immediately identified as handicappers. Intense
identity confusion often is experienced by those less
severely involved handicappers, who may feel they belong
neither to the handicapper nor the able-bodied world. For
example, partial sighted individuals may not identify with
either the blind or the sighted identity groups. Hard of
hearing individuals belong neither to the deaf community
nor to the hearing world. It is easier for individuals
with severely involved handicaps to find cohesive handi-
capper support groups than it is for less physically in-
volved handicappers. '

Identity as a handicapper is accepted more easily by

congenital handicappers than by acquired handicappers.
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While temporarily able-bodied individuals are immersed in
a global consciousness of being similar to everyone, con-
genital handicappers have been acutely aware almost from
the start that they are different. Handicappers from birth
know that their identity comes from what they "have" rather
than from the limitation of their physical condition. 1In
contrast to acquired handicappers, individuals with con-
genital onset do not have to incorporate changes into their
body image since they have tailored their identity according
to their handicapper status.

The eighth stage, Integrity vs. Despair (age 45+) is
a time that solidifies one's acceptance of the order and
meaning of life. The Latin derivation for the word
"integrity" means completeness. Such an etymological
background provides an insight into the fact that "complete"
handicappers or severely involved handicappers have an
easier time than "incomplete"™ handicappers or less involved
handicappers in arriving at a sense of integrity. Some
severe handicaps can require more physically involved
handicappers to deal with the issue of death quite early
in their lives. Due to the medical complications that
created their handicaps or to the concomitant residuals
of the handicaps, many wheelchair users have experienced
physical conditions that were life threatening.

Severely involved handicappers who have experienced

a precarious medical condition, with the possibility of
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imminent death, often have dealt with life's meaning
sooner than less physically involved handicappers. The
diminished physical capabilities that severely involved
handicappers experience often result in less value being
placed on physical traits. With aging and the loss of
physical prowess and stamina, severely involved handi-
cappers are more prepared to accept changes than are less
physically involved individuals. The transition from what
they are physically to who they are personally is easier
for severe handicappers than for those less physically in-
volved because the physical realm of their lives has never
been critical. Many congenital handicappers, during their
early experience of living with a handicap, have preco-
ciously pursued the real meaning in life. Often, handi-
cappers who acquired their handicap in their teenage years
have a strong proclivity toward living in the past days
of "able-bodiedness," not realizing the integrity of their
lives as handicappers.

As previously mentioned, stages 2, 3, 6, and 7 of
the Eriksonian model are most sensitive to limitations
imposed by the environment relative to handicappers'
ability to carry out the stages' developmental goals.
The successful outcome of the second stage, Autonomy vs.
Shame (age 1% - 3), may be limited in its expression

because of the handicap's physical constraints. The
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issues of wanting to be oneself and wishing to be inde-
pendent may be developed but the physical limitations
may inhibit expression of those traits. Deaf children
may have developed psychological autonomy and want to
express their wishes, but be unable to convey them to
others because of limited language skills or the absence
of an environment that can communicate with them. While
the expression of autonomy might be curtailed, the desire
for autonomy is not squelched. The desire to go where
one pleases may be present but the ability to use a wheel-
chair or crutches for mobility may not exist at this
developmental stage.

During the third stage, Initiative vs. Guilt (age 3 -
5), the desire of handicappers to initiate behavior may
be well developed but the expression of such desires may
be significantly limited by environmental factors. If
few people can communicate with deaf children, including
parents, then the child's taking the initiative to express
needs is difficult and sometimes futile. Instead of the
deaf child initiating communication, a passive disposition
is taken and someone else communicates for the deaf child.
Once again, the desire to take the initiative may not be
affected but the opportunities are environmentally limited.
An architectural environment so hostile that handicappers

cannot enter buildings in their wheelchairs, and other



45

people are needed to assist or carry them into the entrance,
stifles the expression of initiative but does not take

away the desire for initiative. Once the environment in-
cludes graded entrances and elevators, the barriers against
expressing initiative are removed for wheelchair users.

At a time when handicappers wish to share obligations and
do things on their own, the environment can be so antago-
nistic as to deny wheelchair users the initiative of inde-
pendently using the restroom simply because the narrowness
of a door prevents wheelchair access.

The sixth stage, Intimacy vs. Isolation (age 18 - 30),
sets the framework for the adult to take an active interest
in establishing intimate relationships and making commit-
ments. Many handicappers have difficulty developing sharing
and caring relationships with members of the opposite sex.
Architectural barriers often preclude wheelchair users from
frequenting places where meeting and dating take place.

The inability to drive a car may significantly limit social
interactions of blind persons and force them to greatly
depend on public transportation. There may be a desire

for socialization but the expression of this desire may
not be possible within the constraints of a prohibitive
environment. The likelihood is remote that a young deaf
man will start a conversation with a speaking young woman,

if he communicates only in sign language. Some of the
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examples given deal with frustrations on the part of
handicappers that are not related to lack of competence,
but to the curtailment of expression by environmental factors.

During the seventh stage, Generativity vs. Stagnation
(age 30 - 45), individuals with maturity take an interest
in establishing and guiding the néxt generation. The cul-
tural framework for handicappers raising children has not
been conducive to a positive orientation. People often
react to handicappers contemplating raising a family with
more reservation than elation. The negative concerns range
from how deaf parents will be able to hear their child
crying, to how blind caregivers will be able to look after
a toddler, to how wheelchair users can take their child
out of a crib.

Financial limitations may prohibit raising a family
given the societal constraints handicappers have as a
result of being underemployed. Advancement in employment
is most arduous because of a prejudicial presumption that
handicappers should not be in supervisory roles or be pro-
moted to administrative levels. A plethora of presumed
problems emerge: How will a deaf individual talk over the
phone; how can a blind employer review the flow of paper-
work in an administrative position. Unfortunately, nega-
tive stereotypes of handicappers replace the objective

assessment of abilities. Most of the problems in desiring



47
to be productive and promote the next generation deal
not with a lack of abilities, but rather with environmental

barriers that preclude the realization of goals.

Review of the First Chapter

Erik Erikson's developmental model with its eight
stages provides the theoretical framework to understand
the handicapper developmental experience. The Assessment
of Adult Adjustment Patterns (AAAP) (Farquhar, Wilson,
Azar, 1982) presents a format tovmeasure the resolution
of important psychosocial life stages. The effects of
onset and severity of handicap on the development of a
handicapper can be significant. Congential handicappers
have grown up incorporating their handicap into their
identity. For the acquired handicapper, there is a
radical alteration of body image. As Russell (1981)
indicates, acquired handicappers are presented with a
crisis calling for adjustment in their psychological and
behavioral functioning. These adjustments may include
changes in how one physically gets around - in the case
of a wheelchair user or blind handicappers - or in how
one interacts with others in a sound oriented world, if
one is a deaf person.

Handicappers from birth usually receive more con-

sistent responses to being handicappers than do acquired
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handicappers, who often are the confused recipients of
inconsistent responses from people who knew them before
the handicap. It is easier for acquired handicappers to
wait for a "cure" that will restore their able-bodiedness
than it is for congenital handicappers who never experi-
enced what a cured existence felt like. Denial of one's
handicapper identity is much greater for a person acquiring
a handicap than for one who was born a handicapper.
Acquired handicappers may feel more at a distinct disad-
vantage and harbor deep feelings of inferiority because
they have experienced being able-bodied. Since parents
have experienced their acquired handicapper as "able-bodied,"
there is a tendency to maintain the dream that their child
will change back to normal. Such parental wishing post-
pones the adjustment process of an acquired handicapper.
Severely involved handicappers such as blind, deaf,
and wheelchair users usually find it easier to identify
as handicappers than do the less physically involved
handicappers such as partial sighted, hard of hearing,
crutch users, and cane users. Less physically involved
handicappers who are just marginally involved find them-
selves in a psychological "twilight zone," not belonging
to the world of the able-bodied or that of the handicappers.
For severely involved handicappers, the requirements for

adjustment are more pronounced and do not easily permit
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deception on the part of the handicappers or the people
and environment around them. Adjustment is easier for
more severe than for less severe handicappers because
lower expectations of others reduce their anxiety and
stress. Without constantly having to live up to some-
one's expectations, severely involved handicappers have
more energy available to accomplish activities. Less
severe handicappers often have higher expectations set
for them by others, requiring them to expend a great
deal of energy living up to these performance requirements
of others. Worrying so much about whether they will gain
acceptance from others diminishes their capacity to think
and feel as they wish.

Both congenital and severely involved handicappers
are required to trust and depend on people more than
acquired and less severe handicappers are. In the case
of the congenital handicapper, this trust developed right
from birth. Without such trust, the handicapper would
have difficulty surviving. If the severely involved do
not trust in the help and responsiveness of others,
their level of functioning can be greatly diminished.

The industry of working toward a sense of competence is
quite pronounced for congenital handicappers and severely
involved individuals who, as Hughes (1976) indicated,

must find their outlet in achievement. While excelling
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in sports may be limited and social events may be
curtailed, a sense of success is found in other realms.
Handicappers with severe physical conditions, and indi-
viduals who have their handicaps at birth, have an
easier time establishing a handicapper identity. Con-
genital and severely involved handicappers often deal
sooner and more realistically with the verities of life
than do the acquired and not so severely involved handi-
cappers.

It was posited that the most pronounced differences
in scores on the AAAP between severe and less severe
handicappers and similarly between congenital and acquired
handicappers would be found in the Eriksonian stages:

1 = Trust vs. Mistrust; 4 - Industry vs. Inferiority;

5 = Identity vs. Role Confusion; and 8 - Integrity vs.
Despair. The other stages: 2 - Autonomy vs. Shame; 3 -
Initiative vs. Guilt; 6 - Intimacy vs. Isolation; and

7 - Generativity vs. Stagnation are more sensitive to
environmental factors which affect the expression or
instrumentation of carrying out the goals of these stages

than the first four stages mentioned.

Overview of Remaining Chapters
In Chapter II, a review of studies providing a

theoretical understanding of the handicapper experience
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within the context of an Eriksonian perspective is
conducted. Then the pertinent literature relating to
the effects of severity and onset of handicap is discussed.

In Chapter III, a description of the sample is given.
Procedures for conducting the study are discussed. Infor-
mation on the instrumentation is provided. The design of
the study is described. Hypotheses will be restated in
testable form. Lastly, procedures for data analysis are
presented.

In Chapter IV, the results of the analysis of data
are discussed. Firstly, the preliminary analyses are
presented. Secondly, the result of the primary analyses
are reported. Each hypothesis is stated, the result of the
analysis is given, followed by a statement of rejection or
acceptance of the hypothesis. Lastly, exploratory analyses
are presented.

In Chapter V, a summary of the study is given, followed
by a description of the conclusions, and a discussion of
the findings. Implications for further research are pre-

sented.

Major Limitation of the Present Study
The focus of the present study was on college handi-
cappers' patterns of psychosocial development. This type

of study certainly would have had more far reaching
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implications if it had been designed as a longitudinal
study. Within the time constraints of a dissertation
study, an analysis of the same group of handicappers
from college to late adulthood would not be feasible.
Therefore, the present study should be perceived as a

pilot study prompting longitudinal studies in the future.



CHAPTER II

REVIEW OF THE LITERATURE

In an extensive review of the literature in such
disciplines as psychology, education, sociology, medicine,
and rehabilitation, a paucity of research was found on the
developmental patterns of handicappers. Even less material
was discovered on the effects of severity and onset on
handicapper development. Within such a framework, the
following review is being presented. The objectives of
this review are the following: (1) to review the research
on developmental studies on handicappers from an Eriksonian
perspective; (2) to describe the findings of major studies
that have compared congenital and acquired handicappers;
(3) to examine previous research on differences between
severe and less severe handicappers; and (4) to summarize

the above findings.

Handicapper Development = An Eriksonian Perspective

Presently, no research studies exist which provide
a developmental study of handicappers from an Eriksonian

perspective. There have been four theoretical
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conceptualizations (Schlesinger and Meadow, 1972; Kennedy,
1973; Meadow, 1982; Litoff and Feldman, 1982) from an
Eriksonian perspective, which presented the psychosocial
development of deaf individuals. Of these four articles,
only Kennedy (1973) covered all eight stages of Erikson’'s
developmental theory. The other three articles (Schlesinger
and Meadow, 1972; Meadow, 1982; Litoff and Feldman, 1982)
treated only three to five of the developmental stages.
Only Gliedman and Roth (1980) and Eisenberg, Sutkin, and
Jansen (1984) discuss handicappers in general from the
Eriksonian model for all eight stages. Unfortunately,
none of these six articles was based on research or

case studies, but rather, were theoretical elaborations.
These theoretical papers did not discuss the effect of
onset or severity of handicap on developmental patterns

of handicappers.

Congenital vs. Acquired Handicapper Studies

Before World War 1I, many comments and studies
about congenital and acquired conditions reflected a
heavy influence from psychoanalytic thought. English
(1977) comments that for psychoanalytic theories, a
handicap had an adverse effect on personality especially
if it occurred at birth. Such congenital "victims" most

likely would be immature and passive-aggressive types.
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Gliedman and Roth (1980) point out that psychoanalysts
were never at a loss to apply labels to the psychological
behaviors of a handicapper. Such clinicians could easily
assign any one of the thirty-nine (39) currently recog-
nized defense mechanisms to the individual's reactions

to living with a handicap. For many years, psychoanalytic
thought permeated the literature dealing with psychological
reactions and responses to being a handicapper. A con-
genital handicap was perceived as creating diffuse person-
ality disturbances. In contrast, it was thought that
acquired handicaps created more acute disturbances and
individuals becoming handicappers after school age would
not experience any substantial changes in personality.

A typical psychoanalytic treatment of congenital and
acquired conditions is represented by an article of some
twenty-five pages in whic¢h Blank (1957) discussed blind-
ness and the unconscious significance of the eye as a
hostile destructive organ equating the eye with a piercing
phallus and devouring mouth. His study covered four
clinical cases. Blank concluded that blindness would not
be as traumatic at age nine or ten as at age five or
thirteen based on the phases of psychosexual development.
Many of these studies were expansive in their esoteric
expressions and unrefined in research methodology.

In the late 1930's, Springer (1938) conducted a
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study of 397 deaf children and 327 hearing children with
a mean age of sixteen (16) and twelve (12) years old, re-
spectively, for the two groups. He used the Brown Person-
ality Inventory for Children which consisted of eighty
questions requiring Yes or No responses. He did indicate
that some of the language problems of the deaf warranted
that the test be given only to older deaf students but
failed to mention how many were not administered the test.
Even with these considerations, Springer did not seem
to take into account that most deaf individuals at 16 years
of age have a reading comprehension of approximately a
fourth grade level. Many of the questions in the Brown
Personality Inventory have idiomatic formulations such
as "Have you been told at home that children should be
seen and not heard?" which would have been far beyond
a fourth grade reading comprehension. The formulation of
such questions places a deaf respondent at a distinct dis-
advantage. Compounding comprehension problems was the
fact that more than ninety per cent of the subjects had
foreign-born parents, which meant that English may not
have been the child's first language.

Springer's study did have information on the age
of onset of deafness. The contingency correlations be-
tween onset and the Brown neurotic score were .13 for

deaf boys and .39 for deaf girls. He noted a tendency
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for girls who became deaf at a later age to get higher
neurotic scores, but realized such correlations were not
high and must be interpreted with caution. Other areas

of caution centered on the correlations between the neurotic
score on the Brown Inventory and the intelligence scores

on the Goodenough Drawing of A Man Intelligence Test,

which ranged from .011 to .046. Such correlations proved
to be quite low and highly unreliable. Unfortunately,

the methodological problems, combined with the rudimentary
nature of statistical analysis and psychometric measure-
ment, made most results inconclusive and questionable.
While effect on onset of a handicap was something mentioned
in Springer's study, its treatment was not a major focus
and had only a peripheral dimension.

Several years later, Joffe and Bast (1978) assessed
the responses of 101 blind men to the California Psycholo-
gical Inventory. They found that individuals who adjusted
to their blindness had greater cognitive and intellectual
articulation, reduced rigidity, and flexible regulation
of affect and impulse. Few significant differences were
found between congenital and acquired blind individuals.
The authors of the study admit that multiple regression
would have been the best technique to determine the
relative importance of coping and defense mechanisms of -

handicappers. However, the small number of subjects and
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the large number of independent variables made regression
analysis impractical and t-tests were used. Unfortunately,
for a study in which the subjects were well chosen and
methodology was adequate, the dependent variable on a
psychometric instrument was not sensitive enough to dif-

ferentiate developmental patterns.

Severe vs. Less-Severe Handicapper Studies

One of the earliest studies attempting to investigate
the psychosocial development of handicappers was by
Kammerer (1940), who compared fifty (50) hospitalized
children with osteomyelitis. The mean age of the children
was 13.3. The Stanford-Binet 1Intelligence Test, Rogers'
Test of Personality Adjustment, and the Vineland Social
Maturity Scale were administered. Interviews with chil-
dren and parents as well as observation of the children
were conducted. The rank order correlation between ratings
for severity of handicap and for adjustment was .51 b .08.
Younger patients showed slightly better adjustment patterns
than the older ones.

While this study was considered, at the time, one
of the more substantive research projects, the use of the
two handicaps osteomyelitis and scoliosis, does not lend
itself well to comparisons of severity and less severity.

Osteomyelitis is the inflammation of bone and/or marrow.
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Scoliosis is the lateral curvature of the spine. The
former is an inflammation which cannot be judged on
cosmetic appearance as can the latter condition. 1In
the study itself, Kammerer said that an examiner rated
the cosmetic appearance of the scoliotic children but
ratings of the osteomyelitis group were not obtained.
The present study avoids such difficulties in classi-
fication of handicaps by delineating handicaps by func-
tion rather than by a fine medical technicality.
Macgregor, Abel, Bryt, Lauer, and Weissman (1953)
studied psychosocial patterns of seventy-four (74)
children and adults with facial deformities and dis-
figurements. The Rorschach, Wechsler Intelligence
Scale, Thematic Apperception Test, and Bender Gestalt
test were administered. The subjects were rated by
the hospital staff as having 1) slight, 2) moderate,
3) marked and gross facial deformities. The findings
of the study revealed that individuals with more severe
conditions adjusted better than handicappers with less
severe disfigurements. Handicappers who were rated by
the staff as being markedly deformed judged themselves
less severely. Those individuals with slight to
moderate deformities had excessive concerns about
their appearance. The more severely involved could
almost always count on a negative response wherever

they went and they tended to be prepared for such
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unfavorable reactions. The less involved handicappers,
who needed to contend with erratic and unpredictable
responses, alternated between states of anxiety and
feelings of relief.

More than twenty years later, Macgregor (1979)
conducted a follow-up study of sixteen of the original
subjects. Similar evaluations were conducted and the
same results were found. The follow-up study reiterated
that one of the most important factors in adjustment is
the consistency of response that can be expected from
others. Individuals with more pronounced conditions
receive quite uniform responses whereas those handicappers
with less severe conditions are open to unpredictable and
fluctuating reactions.

After prefacing her article by saying it should not
be dignified as a research study, but rather considered
a clinical report of findings, Miller (1958) presented
her study of fifty-five (55) handicappers. The subjects
ranged in age from seven to twelve years of age. The
children's handicaps ranged from mild to severely involved
cerebral palsy. Projective tests such as the Rorschach,
Thematic Apperception Test, and Children's Apperception
Test were administered, as well as the Stanford-Binet
Intelligence Test. Miller found that there were more

disturbed parent-child relationships in handicappers with
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mild handicaps than in handicappers with pronounced
handicaps. Some of the explanation for this phenomenon
centered on the confusion as to what to expect of a
mildly involved handicapper who had variable capabilities,
compared to the consistency of expectations of the parents
of severely involved handicappers.

Due to Miller's self-declared disclaimer of a non-
research work, many of the limitations of the study are
appropriate given the constraints of classifying children
by severity of handicap, performing psychodiagnostic
testing, and determining parent-child styles of inter-
action in a child guidance clinic.

In a study of thirty-four (34) totally and forty-
three (43) partially blind persons, Thume and Murphree
(1961) found that visual handicappers who were still
expressing strong hopes for the return of their sight
precluded the acceptance and use of the white cane for
mobility. Such lack of acceptance hindered their devel-
opment psychologically and vocationally. A visual
handicapper who still harbors the hope of returned sight
is less likely to see the need for making the personality
organization that becomes mandatory for the person who
is not waiting for improvement.

Methodology for the Thume and Murphree study left

a great deal to be desired in respect to extensiveness
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and comprehensiveness, limiting what could be achieved
statistically. The entire instrument of measurement
consisted of only five questions concerning 1) use of
white cane, 2) expectations for return of vision, 3) fre-
quency of eye doctor visits, 4) number of books read in
the past three years, and 5) visual perception. A chi-
square statistic for frequency data was used and a chi
value of 18.66 (P less than .001) was obtained. The
study could have benefited from more sophistication in
the dependent variable in which five questions were taxed
beyond their ability to produce enough data for conclusive
results.

Zahn (1973) conducted a study based on an extensive
evaluation of 2,454 randomly selected applicants for
disability benefits in the New Orleans, Minneapolis/St.
Paul, and Columbus, Ohio areas. Data regarding the de-
pendent variables such as relationship with spouse, family,
friends, and degree to which the applicants perceived the
effects of their handicap were collected through inter-
views with subjects by a clinical team and combined with
medical and clinical evaluations. 2Zahn discovered that
more severely involved handicappers had better interpersonal
relations than less severely involved handicappers. This
finding was explained by the explanation that with more
pronounced physical involvement, ambiguity about one's

handicapper status is removed.
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Summary

No research studies on handicapper development from
an Eriksonian perspective were found after an extensive
review of the literature from many disciplines. The
effects of onset and severity of handicap have not been
treated from a developmental perspective using an objective
instrument. Four theoretical conceptualizations (Schlesinger
and Meadow, 1972; Kennedy, 1973; Meadow, 1982; Litoff and
Feldman, 1982) have related the development of deaf indi-
viduals from an Eriksonian perspective. Only two theore-
tical articles (Gliedman and Roth, 1980; Eisenberg, Sutkin,
and Jansen, 1984)_discussed handicappers in general from
an Eriksonian model. None of these studies treated the
effects of onset and severity on the developmental patterns
of handicappers. Before World War II, the literature on
the psychological effects of a handicap on an individual
was inundated by psychoanalytic thought. Such a theoretical
orientation perceived congenital handicaps as causing dif-
fuse personality disturbances. Acquired handicaps would
have differing degrees of impact depending on the psycho-
sexual stage the handicapper was experiencing. Many of
these articles were quite speculative, based at most on
case studies, and could only remotely be .considered as
research.

Springer's (1938) study of deaf and hearing
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children through psychometric testing found that there
was a tendency for girls who became deaf at a later age
to obtain higher neurotic scores. Some problems with the
Springer study concerned reading comprehension, which is
a refractory problem with any research on deaf individuals.
Joffe and Bast (1978), in their study of blind men de-
tected minimal differences between congenital and acquired
handicappers. Unfortunately, their research was subject
to a problem indigenous in many handicapper studies - use
of a psychometric instrument thgt was not sensitive enough
to differentiate developmental patterns of handicappers.
In attempts to understand how handicappers differ in
relationship to severity of handicap, Kammerer (1940)
compared children with osteomyelitis and scoliosis. He
found a correlation of .51 between severity of handicap
and adjustment problems. The study did reveal that
younger patients adjusted better than older patients.
While the study was lauded as one of the better research
projects from a methodological and statistical point of
view, the two handicaps compared present problems.
Scoliosis, an alignment problem of the spine, can be
evaluated easily on appearance alone whereas osteomye-
litis, an inflammation, cannot be evaluated by external
appearance, precluding parallel comparisons of severity

for the two handicaps.
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Macgregor, Abel, Bryt, Lauer, and Weissman (1953)
studied psychosocial patterns of seventy-four (74) subjects
with facial deformities which were rated according to
severity. The findings of their research revealed that
individuals with more severe conditions adjusted better
than handicappers who were less severely disfigured. One
of the factors that influenced such adjustment was the con-
sistency of response from other people. 1Individuals with
severe handicaps generally receive uniform response, in
contrast to individuals with less severe conditions who
are many times the recipients of unpredictable reactions.
After more than two decades, Macgregor (1979) did a follow-
up study of 16 subjects from the original research and
found the same results. Consistency of response was also
an important factor in adjustment in Miller'’s (1958)
study of cerebral palsied children. Miller found more
disturbed parent-child relationships in handicappers with
mild handicaps than children with more severe conditions.

Thume and Murphree (1961) found in their study of
blind and partial sighted individuals that adjustment
was easier for blind individuals than for many partial
sighted individuals who were curtailed by hopes of re-
gaining their sight. As a result of such postponement
in accepting their present visual loss, many of the

subjects rejected the use of the white cane. Some
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of the ease in adjustment experienced by the severely
involved handicapper in this study was attributed to an
easier identification as a handicapper than is the case
for others who are less physically involved.

While none of the studies described come close to
the present investigation with regard to a research
based study from a developmental perspective, they do
provide elements in promoting the focus of the research.
These studies have advanced the assumption that congenital
and severely involved handicappers have an easier time
than acquired and non-severe handicappers in trusting,
identifying as a handicapper, working toward competence,

and gaining a sense of integrity and meaning in life.



CHAPTER III

DESIGN OF THE STUDY

The study presented here was descriptive in nature.
The research investigated the relationship of onset and
severity of handicap as measured by the Assessment of Adult
Adjustment Patterns (AAAP) which is based on an Eriksonian
developmental perspective. Included in Chapter III are:
a description of the sample, an outline of the procedures
used in collecting the data, a description of the instru-
mentation used, an explanation of the research design used,
a list of the hypotheses in testable form, and the statis-

tical methods of analysis.

Sample

The population from which the sample of the present
study was drawn consisted of male and female college handi-
cappers. Such handicappers possessed either a visual,
hearing or mobility handicap. The sample consisted of 168
college handicappers at Michigan State University and
Western Michigan University who volunteered in the study.
Subjects who returned their completed questionnaire were
able to choose a handicapper organization to which a three

dollar contribution was made on their behalf. The
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distribution of handicappers by type of handicap and
categorization as severe or less severe by level of

physical involvement are shown in Table 3.1.

TABLE 3.1

Distribution of College Handicapper Subjects

(N = 168)
Handicap* £ $ Severe f $ Less Severe f 3
Visual 57 34 Blind 29 35 Partial 28 33
Sighted
Hearing 46 27 Deaf 22 26 Hard of 24 29
' Hearing
Mobility 65 39 Wheelchair 33 39 Cane/Crutch 32 38
Users Users
Total 168 Total 84 Total 84

* (See pages 4-5for amplified definitions of these handicaps.)

Handicappers under the classification of severely
involved represented 50% and less severe handicappers made up
the remaining 50% of the subjects. The highest percentage
of college handicappers had mobility handicaps, followed by
visual and then hearing handicaps. This represents a typical
and consistent pattern of the college handicapper populations
in university settings. Almost inevitably, the least re-
presented handicapper group would be the deaf because of the
communication barriers and need for interpreters which is

usually more available at institutions like Gallaudet College
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in Washington, D.C. or at the National Technical Institute
for the Deaf in Rochester, New York, both of which are
specifically designed to meet the educational needs of the
deaf student.

Information regarding the nature of the handicap was
self-reported by the handicapper subjects. To assure accurate
identification of handicap, the designated handicap as de-
scribed by the Michigan State University handicapper on the
demographic data sheet was compared with the handicap listed
with the Michigan State University Office of Programs for
Handicappers. It was found that the only discrepancy was a
self-defined cane user who was listed with the Office of
Programs for Handicappers as only having gait difficulties.
Personal observation of this handicapper verified his cane
use. College handicappers' self-reported description of
their handicap for this study was quite accurate and reliable.

A more detailed description of the handicaps for sub-
jects from Table 3.1 revealed that of the 24 hard of hearing
subjects, 10 reported having a severe hearing loss (71-90dB),
8 had a moderate hearing loss (41-704dB) and 4 indicated a
mild hearing loss (26-40dB). The 33 wheelchair users in the
study were further categorized as 18 powered wheelchair
users and 15 manual wheelchair users. Those handicappers
in the limited mobility category were further classified as
8 cane users, 11 crutch users and 13 with gait difficulties

who did not ambulate with cane or crutches.
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There were 89 congenital handicappers and 79 acquired
handicappers. Little more than half (53%) of the subjects
were born with their handicaps, 22% acquired their handicap
before they were twelve years old and 25% obtained their
handicap after twelve years old. As shown in Table 3.2, the

age of onset for handicap was the following:

TABLE 3.2

Onset of Handicap for Handicapper Subjects

(N = 168)
Onset of Handicap £ | 3
Congenital 89 53
Up to 5 years 19 11.3
5 years to 12 years 18 10.7
12 years + 42 25

As shown in Table 3.3, age ranged from 18 to 40 years
old with a mean of 25.66 and the modal age was 29 years.
There were 86 female and 82 male college handicappers that
participated in the study. A summary of the ethnicity

backgrounds for the participants is described in Table 3.4.
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TABLE 3.3

Age of College Handicapper Subjects

(N = 168)
Age f %
(Years)
18 12 .1
19 10 .0
20 11 .
21 16 .
22 9
23 7
24 9 .4
25 9 .4
26 8 4.8
27 9 5.4
28 7 4.2
29 9 5.4
30 7 4.2
31 6 3.6
32 6 3.6
33 4 2.4
34 5 3.0
35 3 1.8
36 5 3.0
37 2 1.2
38 3 1.8
39 5 3.0
40 6 3.6
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TABLE 3.4

Race of College Handicapper Subjects

(N = 168)
Race f $
Asian 5 3
Black 15 8.9
Caucasian 142 84.5
Hispanic 4 2.3
Other 2 1.1

As anticipated, the most represented group was Caucasian
(84.5%) followed by Black (8.9%), Asian, Hispanic and
Other which were two native Americans comprised the other
6.5% of the total sample.

A breakdown of the educational level of the subjects

is shown in Table 3.5.
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TABLE 3.5

Educational Background of Handicapper Subjects

(N = 168)

Education: Highest

Level Completed £ 3
High School 68 40.5
Trade School 14 8.3
BS/BA 46 27.4
MS/MA/MBA 36 21.4
Eds 4 2.4

As can be seen from the data displayed in Table 3.5,
over one-half (51%) of the subjects were in graduate programs
and 49% were at an undergraduate level.

Handicapper subjects reported their parental social
standing. The findings revealed that 73.3% of the sample
came from middle class homes. Due to the fact that the
majority of college handicapper subjects were full time
students, 51% of the sample reported annually earning less
than four thousand dollars. This should not be construed

as being typical of income for handicappers in general.
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TABLE 3.6

Parental Social Standing

(N = 168)
Level £ $
Lower 11 6.5
Middle 123 73.3
Upper 34 20.2

The marital status of the subjects is reported in
Table 3.7. The majority (62%) of handicappers were never
married or lived with someone. The remaining subjects
described themselves as being married (27%), divorced (9%),
or living together (2%). Of the entire sample, 71% had no
children and the 29% that indicated having children did
have an average of two children with the mean age of the

oldest child being three years old.
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TABLE 3.7

Marital Status of the Subjects

(N = 168)
Relationship Status f 3
Never Married or lived
with someone 104 62
Married 45 27
Divorced 15 9
Living Together 4 2

Data acquired for the study regarding college handi-
cappers' sense of physical well-being are shown reported
in Table 3.8. A significant number (73.2%) of subjects
reported a healthy sense of physical well being. The
other subjects (25%) indicated an average sense of physical
well being and only 1.8% of the sample perceived their
physical well being as unhealthy. Given the nature and
degree of physical handicaps for this sample, these re-
sults seem paradoxical in the context of pejorative cul-

tural connotations centered around having a handicap.
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TABLE 3.8

Subject's Sense of Physical Well-Being

(N = 168)
Category £ 3
Unhealthy 3 1.8
Average 42 25
Healthy 123 73.2

Handicapper subjects in the study were asked to
rate their sense of emotional well-being. Just 3% of
the sample felt unhappy, 25% perceived their emotional
well-being as average, and 72% described themselves as

being emotionally happy (Table 3.9).

TABLE 3.9

Subject's Emotional Well-Being

(N = 168)

Category £ %
Unhappy S 3
Average 43 25

Happy 120 72
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As shown in Table 3.10, 68% of the handicapper subjects
rated their personal relationships as being satisfying, 27.2%
indicated their satisfaction level was average, and only 4.8%

reported dissatisfaction with their personal relationships.

TABLE 3.10

Subject's Satisfaction with Personal Relationships

(N = 168)
Category b3 3
Dissatisfied 8 4.8
Average 46 27.2
Satisfied 114 68

The demographic profile of the sample described in this
study appears to be typical of a college handicapper popu-
lation. As previously indicated, the distribution of handi-
caps seem to be similar to other handicapper college popu-
lations reported at most larger universities where there is
an office that identifies and provides support services for

handicappers.
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Procedure for Data Collection

Approval for this handicapper project was granted by
the University Committee on Research Involving Human Subjects
at both Michigan State University and Western Michigan Uni-
versity. Both the Office of Programs for Handicappers at
Michigan State University and Western Michigan University
Handicapper Student Services office were most agreeable to
facilitating the study. Between these two programs, 185 college
handicappers with physical handicaps (visual, hearing, and
mobility) were identified. Individuals with epilepsy,
diabetes, renal conditions, cancer, dyslexia and other handi-
capper conditions that were not visible were not included.
While deafness has been described as the invisible handicap,
upon attempts at communication, such a handicap would be
easily recognized.

The method of data collection was the following:
(1) All Michigan State University and Western Michigan Uni-
versity college handicappers with physical handicaps (visual,
hearing, and mobility) who were identified by the handicapper
offices at both these universities were sent a packet of
information. Each packet included (a) the AAAP Instrument
(Appendix A), (b) a letter requesting their participation
(Appendix B), (c) a consent form (Appendix C), and (d) AAAP-
Survey Fact Sheet with demographic data (Appendix D).

Contingent upon the available information on the
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particular handicapper physical involvement, a judgment was
made as to the appropriate administration of the instrument.
Such a decision was based on the mode of processing infor-
mation for that individual handicapper. Alternative formats
for accomodating specific handicapper groups included:
Blind Handicappers
Such individuals used cassette recording/braille
copies of the test materials with the option of
brailling or taping only their answers to the
questions which were later transcribed on the
computerized answer sheets. Visual handicappers
and powered wheelchair users could use a scribe
by giving the number of the answer for the
questions while the scribe records their answer
on the sheet.
Partial Sighted
By providing subjects with limited vision enlarged
copies (150% magnification) of all test materials
including the computer answer sheets, this allowed
complete independence in test taking. Such en-
larged answer sheets later needed to be trans-
fered to regular sized answer sheets for optacon

scoring.
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Powered Wheelchair Users and Individuals with Minimal
Fine Motor Dexterity

Individuals with limited upper extremity

function were provided a scribe who without

knowing the nature of the question simply sat

across from the individual handicapper and

marked on a blank computerized answer sheet

the number 1, 2, 3, or 4 as indicated by the

handicapper. Individuals who were not able

to darken the circle for the answers on the

computerized sheet were permitted to use a

ball point pen which facilitated the marking

of the handicapper's answer without assistance.

Once the inked answer sheet was returned, the

answers were transferred to a new answer sheet

using the appropriate marking pencil.

The above described arrangements were made to reduce as
much as possible any interaction effect between the scribe
and handicapper subject. When a scribe was used, the seating
positions were such that the handicapper subject and scribe
would not be directly facing each other. The scribes were
carefully instructed about the avoidance of any cues or re-
actions by voice inflection, sigh or groan while only re-
cording the number of the answer given by the handicapper.

(2) A few days after the packets of material were
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distributed, the project coordinator contacted those indi-
viduals who may have needed the accommodations of a scribe
or an alternqtive format and made arrangements accordingly.
(3) If test packets were not returned within three weeks
by campus mail or in their pre-stamped and addressed en-
velope, a telephone call was made reminding the volunteer
to return their test material whether or not it was completed.
(4) All data were gathered, answer sheets were reviewed to
determine their suitability for electronic scoring. (5) The
final procedure consisted of a computer analysis of the data.
It should be noted that 168 out of 185 volunteers com-
pleted the study. This represented more than a 90% return
rate. Some of the reasons for not completing the packet
ranged from time constraints, to feelings that the instrument
was too personal or that they did not believe in psychological

tests.

Instrumentation

The Assessment of Adult Adjustment Patterns (AAAP)
(Farquhar, Wilson,and Azar, 1982) is the first objective
self report instrument with validity scales that measures
all eight Eriksonian developmental stages. The instrument
in its present form consists of three hundred and nineteen
(319) items. Such items are (1) non-sexist, (2) written in

common language, (3) free of idiom and jargon,
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(4) non-pathological, (5) affirmatively staged and (6)

not cardinal virtues, that is, not strongly correlated
with high social desirability. 1Included in the instru-
ment to differentiate it from other psychometric attempts
at operationalizing Erikson's stages are a set of social
desirability, validity, and consistency indices. The
Social Desirability Scale is used to detect attempts at
portraying oneself in a favorable light and giving socially
approved answers. A Validity Scale identifies individuals
responding in an unusual direction that reflects an atypi-
cal or deviant response. This scale has similar properties
and purpose of the F Scale in the Minnesota Multiphasic
Personality Inventory (MMPI). The Unusual Response Scale
presents a measure of the respondent's consistency in
answering the questions.

Subjects are requested to rate themselves on a four
point scale: (1)Definitely true of me, (2) True of me, oOr
mostly true of me, (3) Not true of me, or mostly not true
of me, and (4) Definitely not true of me. The AAAP meas-
ures mastery or non-mastery of each Eriksonian stage.
Mastery is defined as responding to items over specific
percentage of time in a directional manner that is reflec-
tive of resolution of those developmental stage issues.

The developmental ego stages as measured by the AAAP

provide high internal consistency. (See Table 3.11).
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TABLE 3.11

STAGE AND SCALE STATISTICS FOR THE ASSESSMENT
OF ADULT ADJUSTMENT PATTERNS

Number N=354 Standard Cronbach's

Erikson Stage Variance

of Items Mean* Deviation Alpha
Reliability

1. Trust 18 54.01 54.71 7.33 .88319
2. Autonomy 36 108.86 134.24. 11.59 90717
3. Initiative 26 75.27 79.29 8.90 .87019
4. Industry 63 190.56 440.53 20.99 .95076
5. Identity 33 100.08 108.39 10.41 .90255
6. Intimacy 28 88.09 116.72 10.80 .90126
7. Generativity 29 84.37 116.03 10.77 .88837
8. Integrity 25 74.23 75.83 8.7 .85431

*Based upon individual items weighted one to four
summed across the scale.

Note. From "Assessment of Adult Adjustment Patterns (AAAP)

Research Instrument: First Report" by William
Farquhar, Unpublished Report, 1983.

The internal consistency of the scales ranged from .85

to .95 using the Cronbach Alpha coefficient. A factor
analysis of the instrument produced twenty three factors
that were consistent with Erikson's theory as well as having
reliability coefficients ranging from .68 to .92 with a

‘mean of .84 (Azar, 1982). (See Table 3.12)
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TABLE 3.12

THE FACTORS EMERGING FROM THE ASSESSMENT
OF ADULT ADJUSTMENT PATTERNS

NG. Of  Cron-

Erikson Stage Name of Factor Items pach's
n=354 Alpha

1. Trust vs. Mistrust Basic trust 18 .88
2. Autonomy vs. Shame Will to be oneself 23 .89
and Doubt
Solitude 1 .82
Holding on, letting go 13 .82
3. Initiative vs. Guilt Self-punishment & guilt 23 .86
Anticipation of roles 4 .81
by parents
4. Industry vs. Apply self to task 26 .92
Inferiority
5. 1Identity vs. Trust in peers 16 .86
Identity Confusion Ideological thought 8 .79
Molding identity 13 .84
Fidelity tests 10 .79
6. Intimacy vs. Commitment to affiliation 19 .90
Isolation Genital maturity 11 .83
Fusion with another 7 .68
7. Generativity vs. Establishing & guiding 17 .68
Self-Absorption next generation
Charity 15 .84
8. Integrity vs. Order and Meaning 17 .83
Disgust, Despair Accepting one's life 13 .80
cycle

Note. From "Assessment of Adult Adjustment Patterns (AAAP)
Research Instrument: First Report"” by William
Farquhar, Unpublished Report, 1983.
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Assessment of Adult Adjustment Patterns:
Scale Reliabilities

Reliability estimates of the eight stage scales were
computed for the sample in this present study. The re-
liability coefficients of the eight stage scales of the
handicapper sample was quite consistent with the co-
efficients reported by Azar (1982). The largest dis-
crepancy in reliability coefficients was found in Stage 8
(Integrity vs. Despair) in which the handicapper study
Cronbach's Alpha was .80 in contrast to Azar's sample
with .85. (See Appendices E to L).

In comparing the sample used by Azar with the pre-
sent handicapper study, the composition of the Azar study
consisted of Michigan State University faculty members and
psychiatric patients at Pine Rest Christian Hospital in
Grand Rapids. The educational levels of the faculty con-
sisted of 72% at a graduate level with 50% having doctoral
degrees. This contrasts with 51% of the handicapper study
being at a graduate level of education and not one handi-
capper subject possessing a doctorate. The marital status
of the two groups were different. Subjects in the Azar
study reported 76% being married in distinct contrast to
62% of the handicapper sample who indicated they were
never married. The mean age of the Azar sample was 41

while the mean of the handicapper subjects was 26.
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Similarities of the reliability coefficients for these
two samples indicate internal consistency with different
populations tested. A comparison of the reliability
scores for the Azar and handicapper study is found in

Table 3.13.

Table 3.13
Means, Standard Deviations, and Reliabilities

for the 8 Scales of the AAAP

N = 168
Stage Cronbach's Cronbach's
Scale Mean SD Alpha Alpha
Handicappers Azar Study
1. Trust 73.50 8.05 .86 .88
2. Autonomy 109.49 11.20 .87 .91
3. Initiative  74.91  8.37 .86 .87
4. Industry 196 .20 19.39 .93 .95
5. Identity 104.29 11.36 .89 .90
6. Intimacy 90.28 11.85 .89 .90
7. Generativity 82.86 11.14 .87 .89
8. Integrity 76.71 8.07 .80 .85

Construct validity was established by comparing a
normal population with a sample of psychiatric patients.
The means for each stage were found to be significantly
higher for the normal population than for the psychiatric
sample except for Stage 6 at a probability of <.001 (Azar,

1982) . (See Table 3.14).
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Table 3.14

Comparison between the Normal and Psychiatric Samples

on the Ego Stage Scales of the Assessment
of Adult Adjustment Patterns

N = 354
gzitzon Means . . Standard Devigtiog F-test P
Normal Psychiatric Normal Psychiatric
1. Trust 55.08 44.19 6.5 6.92 97.65 .00001
2. Autonomy 110.30 94.34 10.17 14.75 65.27 .00001
3. Initia- 76.49 63.00 7.18 10.01 82.13 .00001
tive
4. Industry 193.14 164.59 18.72 24 .96 63.34 .00001
5. Identity 103.44 91.66 9.73 12.21 40.62 .00001
6. Intimacy 88.34 85.56 10.74 11.30 1.94 .16504
7. Gener- 84 .84 79.62 10.62 11.26 6.94 .00879
ativity
8. Wisdom 74.75 69.06 8.56 8.64 12.81 .00039

Note. From "Assessment of Adult Adjustment Patterns (AAAP)
First Report" by William
Farquhar, Unpublished Report, 1983.

Research Instrument:

Fargquhar and his research associates spent over two

years generating a pool of about 2500 items which were

created or adopted from personality inventories that would

measure the developmental stages of Erikson.

After exten-

sive cross validation and item analysis of this original

pool of items, the AAAP emerged in the present format with

its éontent and construct validity.

There are presently
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more than ten studies in progress using the AAAP. These
investigations will provide more evidence as to its validity
and practicality as a vehicle to measure how people develop

from a psychosocial perspective.

Research Design

This study was designed to provide descriptive data.
One benefit of conducting a descriptive study was its flexi-
bility in allowing a variety of sources of information about
a complex phenomenon such as handicapper development to be
explored. While causality is not within the scope of a
descriptive study, the present investigation offers some
information on the relationship between the two variables
of onset and severity of handicap. Figure 3.1 depicts the
design for this study. Figure 3.2 shows the composition of
the subjects for each cell which delineates the specific

types of handicaps.

Figure 3.1 ONSET
Congential Acquired

Severe

Handicap n=44 n=40 84
SEVERITY

Less

Severe - =

Handicap n=45 n=33 84

89 79
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Testable Hypotheses

The testable hypotheses formulated for this study were
delineated as follows: (1) hypotheses of how both severity
and onset combined affect developmental stages, (2) hypotheses
regarding the importance of onset of handicap on developmental
stages and (3) hypotheses dealing with the impact of severity
of handicap on developmental stages. The impact of such
factors were observed on stages 1, 4, 5, and 8 of the Erik-
sonian developmental issues as measured by the Assessment
of Adult Adjustment Patterns (AAAP). Each category is
stated in a null and alternative hypothesis. These hypo-

theses were tested at the .05 level of significance.

Interaction Between
Severity and Onset of Handicap

HO ¢ There is no interaction effect between severity

1 and onset of handicap on stage 1 of the AAAP.

A1: There is an interaction effect between severity
and onset of handicap on stage 1 of the AAAP.

H02: There is no interaction effect between severity
and onset of handicap on stage 4 of the AAAP.

HAzz There is an interaction effect between severity
and onset of handicap on stage 4 of the AAAP.

H03: There is no interaction effect between severity
and onset of handicap on stage 5 of the AAAP.

HA : There is an interaction effect between severity

and onset of handicap on stage 5 of the AAAP.



Onset

21

There is no interaction effect between severity
and onset on handicap on stage 8 of the AAAP.

There is an interaction effect between severity
and onset of handicap on stage 8 of the AAAP.

of Handicap

There is no difference in mean scores on stage 1
of the AAAP between college congenital handicappers
and college acquired handicappers.

College congenital handicappers have higher mean
scores on stage 1 of the AAAP than college acquired
handicappers.

There is no difference in mean scores on stage 4
of the AAAP between college congenital handicappers
and college acquired handicappers.

College congenital handicappers have higher mean
scores on stage 4 of the AAAP than college acquired
handicappers.

There is no difference in mean scores on stage 5
of the AAAP between college congenital handicappers
and college acquired handicappers.

College congenital handicappers have higher mean
scores on stage 5 of the AAAP than college acquired
handicappers.

There is no difference in mean scores on stage 8
of the AAAP between college congenital handicappers
and college acquired handicappers.

College congenital handicappers have higher mean
scores on stage 8 of the AAAP than college acquired
handicappers.
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Severity of Handicap

H

o)

9

There is no difference in mean scores on stage 1

of the AAAP between college handicappers with more
severe handicaps and college handicappers with less
severe handicaps.

College handicappers with more severe handicaps
have higher mean scores on stage 1 of the AAAP than
college handicappers with less severe handicaps.

There is no difference in mean scores on stage 4

of the AAAP between college handicappers with more
severe handicaps and college handicappers with less
severe handicaps.

College handicappers with more severe handicaps
have higher mean scores on stage 4 of the AAAP than
college handicappers with less severe handicaps.

There is no difference in mean scores on stage 5
of the AAAP between college handicappers with more
severe handicaps and college handicappers with less
severe handicaps.

College handicappers with more severe handicaps
have higher mean scores on stage 5 of the AAAP than
college handicappers with less severe handicaps.

There is no difference in mean scores on stage 8
of the AAAP between college handicappers with more
severe handicaps and college handicappers with less
severe handicaps.

College handicappers with more severe handicaps
have higher mean scores on stage 8 of the AAAP than
college handicappers with less severe handicaps.
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Procedure for Data Analysis
The method of data analysis for this study consis-
ted of using two different statistical procedures: Multi-
variate Analysis of Variance (MANOVA) using a Hotelling's
T2 statistic and a 2 x 2 Analysis of Variance (ANOVA) as
well as a series of one way ANOVAS. In the following sec-
tion each of the statistical tests are described. A sum-

mary chart of the analysis strategy is found on Table 3.15.

Multivariate Analysis of Variance (MANOVA)

The multivariate analysis of variance (MANOVA) is
often used for research designs whenever multiple outcome
measures are collected. MANOVA offers two specific advan-
tages over univariate approaches: it presents better control
over Type I error rates while preserving statistical power,
and it allows more thorough analysis of complex data. As
a statistical technique, MANOVA allows the data to be seen
in a multivariate perspective which helps conceptualize
and analyze the nature of multiple influences rather than
computing significance levels for each response variable
separately. MANOVA produces one probability statement for
the entire set of dependent variables considered simultan-
eously.

The preliminary purpose of using a MANOVA procedure

was to explore the entire set of dependent variable on all
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eight stages simultaneously by onset, handicap, and
severity. It is possible that no significant differences
will be detected when each dependent variable is analyzed
separately even though a MANOVA of the same data will in-
dicate significant differences. To test for that possi-
bility, a 2 x 2 ANOVA and a series of one-way ANOVAS were
performed to examine differences on stages 1, 4, 5, and

8 that were hypothesized on the basis of severity and

onset.

Analysis of Variance (ANOVA)

The differences between the mean scores on stages
1, 4, 5, and 8 on the Assessment Oof Adult Adjustment
Patterns for college severe handicappers and less severe
handicappers were tested by the ANOVA method. A 2 x 2
ANOVA was performed to investigate the main effects and
interaction effects between onset and severity. A series
of one-way ANOVAS were performed to test differences be-
tween college congenital handicappers and acquired handi-
cappers.

The assumptions for the use of the analysis of
variance method are:

1. Normality

2. Homogeneity of variance

3. Independence of observations
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The assumption of normality for the analysis of
variance was met. The Central Limit Theorem states that
when the sample size becomes sufficiently large, the
distribution of the sample means approaches a normal dis-
tribution centered on the true population mean. The
sample size in the present study is 168 which meets the
criterion of the Central Limit Theorem and therefore,
the assumption of normality. Even if the assumption of
normality was not met, the consequences are not too severe
since the F test is robust with respect to violation of
the normality assumption. The homogeneity of variance
assumption is controlled for when the cell sizes for each
category are equal or nearly equal. In the present study,
the number in the categories were: severe handicappers

84, less severe handicappers = 84; congenital handicappers

89, acquired handicappers = 79; severe congenital handi-
cappers = 44, severe acquired handicappers = 40, less
severe congenital handicappers = 45, and less severe
acquired handicappers = 39. It should be noted that the
analysis of variance is robust to violations of the homo-
geneity of variance assumption.

Safeqguards for meeting the assumption of indepen-
dence were advanced by the following method: when
subjects volunteered to participate in the study, it

was strongly emphasized that subjects complete the test



96

without discussion with anyone else. 1Individual packets
were mailed to each subject. Blind handicappers and
powered wheelchair users were isolated in soundproof
reading rooms during their administration which elimi-

nated interaction between subjects.
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Table 3.15

Summary Chart of the Analysis Strategy

MANOVA - Analyzing all 8 stages simultaneously

Onset Severity Handicap
Severity by Onset
Severity by Handicap
Onset by Handicap
Handicap
Onset

Severity

ANOVA - Analyzing each stage individually
INTERACTION

Interaction between Onset and Severity - Stage
Interaction between Onset and Severity = Stage
Interaction between Onset and Severity - Stage
Interaction between Onset and Severity - Stage

QO WU o =

ONSET

Congenital vs. Acquired - Stage
Congenital vs. Acquired - Stage
Congenital vs. Acquired - Stage
Congenital vs. Acquired - Stage

oo e =

SEVERITY

Severe vs. Less Severe - Stage
Severe vs. Less Severe - Stage
Severe vs. Less Severe - Stage
Severe vs. Less Severe - Stage

oWV =
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Summary

This pilot study was designed to examine Eriksonian
developmental patterns of college handicappers by onset
and severity of handicap. Such developmental levels would
be measured by the Assessment of Adult Adjustment Patterns
(AAAP). Severe handicappers were defined as being deaf,
blind, and wheelchair users. Less severe handicappers
were delineated as hard of hearing, partial sighted, and
individuals with limited mobility. The first objective
was to determine what Eriksonian developmental differences
exist between college handicappers with severe handicaps
and those with less severe handicaps. A second objective
was to compare developmental patterns of college handicappers
having a congenital onset for their handicap with those
who acquired their handicap after birth. Another objective
was to investigate the interaction effect between onset
and severity of handicap.

The Assessment of Adult Adjustment Patterns (AAAP)
(Farquh;r, Wilson, and Azar, 1982) was used in this study
to measure developmental patterns of handicappers. The
AAAP is the first objective self report instrument with
validity scales that measures all eight Eriksonian develop-
mental stages. The internal consistency of the scales
ranged from .85 to .95 using the Cronbach Alpha coefficient

on the Azar study (1982). The Cronbach's Alpha for this
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handicapper study ranged from .80 to .93. A comparison
of the reliability scores for the Azar study and the pre-
sent study revealed significantly similar patterns.

A sample of 168 college handicappers at Michigan
State University and Western Michigan University volun-
teered to participate in the study. Each subject was sent
a packet including the AAAP instrument and the AAAP-Survey
Fact Sheet with demographic data. An appropriate test
format was sent depending on the mode of processing infor-
mation for that individual handicapper. Such alternative
formats included audio cassette, braille, and enlarged
copies for visual handicappers as well as scribes for those
individuals whose limited upper extremity function did
not permit them to record their own answers.

Twelve hypotheses were divided into three categories:
interaction effect between severity and onset; differences
between college congenital handicappers and college acquired
handicappers; and differences between college handicappers
with severe handicaps and college handicappers with less
severe handicaps. The statistical methods used to analyze
the data included a multivariate analysis (MANOVA) by
onset, severity, and handicap which examined all eight
stages simultaneously. A 2 x 2 analysis of variance (ANOVA)
and a series of one-way ANOVAS were performed to analyze

individual stages. All analyses were tested at the .05
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level of significance. A summary chart of the analysis

strategy is presented on Table 3.15.



CHAPTER 1V

RESULTS OF THE DATA ANALYSIS

The research data are analyzed in this chapter. The
chapter will consist of three sections: (1) The prelimi-
nary analyses using multivariate procedures to investigate
the effects on all eight stages simultaneously, (2) the
primary analyses of the hypotheses examining individual
stages separately, and (3) exploratory analyses of data
which supplements some of the other findings.

In the first section, the results of the multivariate
analysis of variance (MANOVA) using the Hotelling T2
statistic are reported from the most complex analysis of
the main effects to series univariate analyses. The
MANOVA procedure was conducted to examine the interaction
effect between handicap, onset, and severity on the de-
pendent variables of all eight stages simultaneously.

The results of each of these third, second, and first
order tests are presented. This preliminary MANOVA
procedure globally examines all eight stages at the

same time. A summary statement of the preliminary

analyses is found in Table 4.18.
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In the second section, the specific questions re-
garding onset and severity on stages 1, 4, 5, and 8 for
this study are investigated in their hypothesis form.
All hypotheses formulated for the study are re-stated
in testable form. The results of the analysis are
given followed by a statement of whether or not the
hypothesis was accepted or rejected. The results of
all the hypotheses are summarized in Table 4.19.

In the third section, further exploratory analyses
of the data received on the handicapper subjects are
presented. Such supplementary analyses facilitate a
greater understanding of the handicapper subjects

studied.

Preliminary Analyses = MANOVA Examining

All Eight Stages Simultaneously

Table 4.1

Multivariate Test of Significance for Interaction Effects
Between Severity, Onset, and Handicap on all 8 Stages

Test Value Approx. Hypothesis Error Sig.
F D.F. D.F. of F
Hotellings .1591 1.47 16.00 296 . .108

As Table 4.1 indicates, there was no significant third
order interaction effect between severity, onset, and

handicap.
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Table 4.2

Multivariate Test of Significance for Interaction Effects
Between Severity and Onset on all 8 Stages

Test Value Approx. Hypothesis Error Signif.
F D.F. D.F. of F
Hotellings .0592 1.10 8.0 149. .364

The second order interaction between severity and onset

in Table 4.2 failed to be significant at a .05 level.

Table 4.3

Multivariate Test of Significance for Interaction Effects
Between Severity and Handicap on all 8 Stages

Test Value Approx. Hypothesis Error Signif.
F D.F. D.F. of F
Hotellings .1393 1.28 16.0 296. .203

An examination of the data in Table 4.3 revealed that the
second order interaction between severity and handicap was

not significant.
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Table 4.4

Multivariate Test of Significance for Interaction Effects
Between Onset and Handicap on all 8 Stages

Test Value Approx. Hypothesis Error Signif.
F D.F. D.F. of F
Hotellings .1643 1.52 16.0 296. .091

Results from Table 4.4 reflect no second order interaction
effect between onset and handicap at the .05 significance

level.

Table 4.5

Multivariate Tests of Significance for Main Effects
for Handicap, Onset, and Severity on all 8 Stages

Test Value Approx. Hypothesis Error Signif.
F D.F. D.F. of F
HANDICAP

Hotellings 1157 1.07 16.0 296. .303

ONSET

Hotellings .0840 1.56 8.0 149. -140
SEVERITY

Hotellings .8205 15.28 8.0 149. .001

In order to test whether differences existed between handi-
caps; levels of onset - congenital and acquired handicappers;
and degrees of severity - more physically involved and less

physically involved handicappers, multivariate tests were



105

computed. The results of the analyses for these main
effects appear in Table 4.5. 1t can be seen that none of
the approximate F values for handicap or onset reached
the .05 level. The test of the main effect for severity

revealed differences at the .001 level of significance.

Primary Analyses - ANOVA Examining

Each Stage Individually

Hypotheses about the Interaction Between Severity and
Onset of Handicap

The following set of four hypotheses were formu-
lated to examine whether there was an interaction effect
between severity and onset of handicap.

H01: There is no interaction effect between severity and

onset of handicap on Stage 1 of the AAAP.

A,: There is an interaction effect between severity and

onset of handicap on Stage 1 of the AAAP.

Table 4.6

2-Way Analysis of Variance Interaction Effects
Between Onset and Severity-Stage 1

Source of Variation DF SS MS F- F-
Ratio Prob.

Onset 1 20.56 20.56 .404 .526
Severity 1 2473.69 2473.69 48.56 .001
Interaction Effect 1 3.04 3.04 .060 .807
Within 164 8353.72 50.93

Total 167 10846.
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As indicated in Table 4.6, the F for the interaction effect
was .060 with a probability of .807 significance level.
Therefore, the null hypothesis was not rejected.

H

02: There is no interaction effect between severity and
onset of handicap on Stage 4 of the AAAP.
H . . .
A2: There is an interaction effect between severity and
onset of handicap on Stage 4 of the AAAP.
Table 4.7
2-Way Analysis of Variance Interaction Effects
Between Onset and Severity-Stage 4
Source of Variation DF SS MS F- F-
Ratio Prob.
Onset 1 351.40 351.40 1.167 .282
Severity 1 13069.69 13069.69 43.39 .001
Interaction Effect 1 63.42 63.42 .211 .647
Within 164 49396.39 301.19
Total 167 62831.70

The results of the two-way analysis of variance for stage
4 as shown in Table 4.7 revealed an F value of .211 with
an associated .647 probability. Therefore, the null hy-

pothesis was not rejected.
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H03: There is no interaction effect between severity and

onset of handicap on Stage 5 of the AAAP.
HA3: There is an interaction effect between severity and

onset of handicap on Stage 5 of the AAAP.

Table 4.8
2-Way Analysis of Variance Interaction Effects
Between Onset and Severity-Stage 5
Source of Variation DF SS MS F- F-
Ratio Prob.

Onset 1 50.35 50.35 .575 .449
Severity 1 6878.98 6878.98 78.61 .001
Interaction Effect 1 317.52 317.52 3.62 .059
Within 164 14351.31 87.50
Total 167 21585.11

As shown in Table 4.8, the F-ratio for the interaction
effect was 3.62 with a probability of .059. Therefore,
the results of the two-way ANOVA for Stage 5 did not

allow for the rejection of the null hypothesis.

There is no interaction effect between severity and

onset of handicap on Stage 8 of the AAAP.

A,: There is an interaction effect between severity and

onset of handicap on Stage 8 of the AAAP.
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Table 4.9

2-Way Analysis of Variance Interaction Effects
Between Onset and Severity-Stage 8

Source of Variation DF Ss MS F- F-
Ratio Prob.

Onset 1 152.26 152.26 3.37 .068

Severity 1 3258.24 3258.24 72.25 .001

Interaction Effect 1 112.58 112.58 2.49 .116

Within 164 7395.51 45.09

Total 167 10902.28

The F value of 2.49 for the ANOVA (Table 4.9) produced a
significance level of .116 which did not permit the null

hypothesis to be rejected.

Hypotheses About Onset of Handicap

The four hypotheses in this section were developed
to determine whether differences exist between college
handicappers whose handicaps were congenital or acquired
on stages 1, 4, 5, and 8 of the AAAP.

H05: There is no difference in mean scores on Stage 1
of the AAAP between college congenital handicappers

and college acquired handicappers.

A_: College congenital handicappers have higher mean
scores on Stage 1 of the AAAP than college acquired

handicappers.
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Table 4.10

Analysis of Variance-Onset of Handicap
Congenital vs Acquired Groups-Stage 1

Source of F- F-
Variation DF SS MS Ratio Prob.
Between Groups 1 15.53 15.53 .238 .626
Within Groups 166 10830.46 65.24

Total 167 10846

On Stage 1 of the AAAP, congenital handicappers obtained
a mean of 73.79 and acquired handicappers had a mean of
73.18. The F value of .238 computed by the analysis of
variance (Table 4.10) produced a significance level of
.626, and therefore, the null hypothesis was not rejected.
No differences were found between congenital and acquired

handicappers on the first stage of the AAAP.

O,.: There is no difference in mean scores on Stage 4
of the AAAP between college congenital handicappers

and college acquired handicappers.

A_: College congenital handicappers have higher mean
scores on Stage 4 of the AAAP than college acquired

handicappers.
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Table 4.11

Analysis of Variance-Onset of Handicap
Congenital vs Acquired Groups-Stage 4

Source of

Variation DF SS MsS F- F-
Ratio Prob.

Between Groups 1 302.18 302.18 .802 .372

Within Groups 166 62529.52 376.68

Total 167 62831.70

The mean score of congenital handicappers on Stage 4 was
197.47 in contrast to a mean of 194.78 obtained by acquired
handicappers. The results of the ANOVA In 7Table 4.11,
indicated that this difference was not significant. The

F = .801 with a probability of .372 failed to reject the
null hypothesis. No differences on Stage 4 were found

between these two groups.

O,: There is no difference in mean scores on Stage 5 of
the AAAP between college congenital handicappers and

college acquired handicappers.

A_,: College congenital handicappers have higher mean
scores on Stage 5 of the AAAP than college acquired

handicappers.
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Table 4.12

Analysis of Variance-Onset of Handicap
Congenital vs Acquired Groups-Stage 5

Source of F- F-
Variation DF SS MS Ratio Prob.
Between Groups 1 37.30 37.30 .287 .593
Within Groups 166 21547.81 129.80

Total 167 21585.11

Congenital handicappers obtained a mean of 104.74 and
acquired handicappers received a mean of 103.80 on the
Stage 5. The results of the analysis of variance in
Table 4.12 were not significant. The F-ratio was .287
with an associated probability of .593. Therefore, the

null hypothesis could not be rejected.

O,: There is no difference in mean scores on Stage 8 of
the AAAP between college congenital handicappers and

college acquired handicappers.

College congenital handicappers have higher mean

scores on Stage 8 of the AAAP than college acqQuired

handicappers.
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Table 4.13

Analysis of Variance-Onset of Handicap
Congenital vs Acquired Groups-Stage 8

Source of
Variation DF SS MS F- F-
Ratio Prob.

Between Groups 1 135.94 135.94 2.09 .150
Within Groups 166 10766.34 64.85
Total 167 10902.28

On Stage 8 of the AAAP, congenital handicappers obtained

a mean of 77.56 and acquired handicappers received the
mean of 75.76. 1In examining Table 4.13, it is noted that
the F value of 2.09 had a probability of .150 significance.
Such a probability was not sufficient for rejecting the

null hypothesis.

Hypotheses About Severity of Handicap

The last series of four hypotheses were created to
determine whether there are differences between college
handicappers with more severe handicaps and college handi-
cappers with less severe handicaps on Stages 1, 4, 5, and
8 of the AAAP. ‘

H09: There is no difference in mean scores on Stage 1 of

the AAAP between college handicappers with more

severe handicaps and college handicappers with less

severe handicaps.
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A_: College handicappers with more severe handicaps
have higher mean scores on Stage 1 of the AAAP
than college handicappers with less severe handi-

caps.

Table 4.14

Analysis of Variance-Severity of Handicap
Severe vs Less Severe Groups-Stage 1

Source of
Variation DF SS MS F- F-
Ratio Prob.

Between Groups 1 2468.66 2468.66 48.92 .001
Within Groups 166 8377.33 50.46
Total 167 10846 .00

Severe handicappers had a mean of 77.33 on Stage 1 of the
AAAP in contrast to less severe handicappers who obtained
a mean of 69.67. The obtained F of 48.92 as reported in
Table 4.14 was highly significant, with an associated
probability of .001. Therefore, the null hypotheses was
rejected and the alternative hypothesis was accepted.
Severe handicappers differed from less severe handicappers

on Stage 1.

10° There is no difference in mean scores on Stage 4
of the AAAP between college handicappers with more
severe handicaps and college handicappers with less

severe handicaps.



A10: College handicappers with more severe handicaps
have higher mean scores on Stage 4 of the AAAP
than college handicappers with less severe handi-

caps.

Table 4.15

Analysis of Variance-Severity of Handicap
Severe vs Less Severe Groups-Stage 4

Source of

Variation DF SS MS F- F-
Ratio Prob.

Between Groups 1 13020.48 13020.48 43.392 .001

Within Groups 166 49811.22 300.06

Total 167 62831.70

Severe handicappers in Stage 4 obtained a mean of 205.01.
Less severe handicappers on the same stage received a mean
of 187.40. As can be seen in Table 4.15, the F value of
43.392 with a probability of .001 allowed for the rejection
of the null and the acceptance of the alternative hypothesis.
Handicappers with more severe handicaps differed from less

severe handicappers on Stage 4.

1° There is no difference in mean scores on Stage 5
of the AAAP between college handicappers with more
:severe handicaps and college handicappers with

less severe handicaps.
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11° College handicappers with more severe handicaps
have higher mean scores on Stage 5 of the AAAP
than college handicappers with less severe handi-

caps.

Table 4.16

Analysis of Variance-Severity of Handicap
Severe vs Less Severe Groups-Stage 5

Source of
Variation DF SS MS F- F-
Ratio Prob.

Between Groups 1 6865.92 6865.92 77.43 .001
Within Groups 166 14719.19 88.67
Total 167 21585.11

A mean of 110.69 on Stage 5 was obtained by more severely
involved handicappers in comparison to the mean of 97.90
obtained by less severe handicappers. The results of the
ANOVA in Table 4.16 indicate significant differences between
severe and less severe handicappers. The F value of 77.43
with an accompanying probability of .001 resulted in the
rejection of the null hypothesis and the acceptance of the

alternative hypothesis.

H0 There is no difference in mean scores on Stage 8

12°
of the AAAP between college handicappers with more
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severe handicaps and college handicappers with less

severe handicaps.

12° College handicappers with more severe handicaps
have higher mean scores on Stage 8 of the AAAP
than college handicappers with less severe handi-

caps.

Table 4.17

Analysis of Variance-Severity of Handicap
Severe vs Less Severe Groups-Stage 8

Source of

Variation DF SS MS F- F-
Ratio Prob.

Between Groups 1 3241.92 3241.92 70.25 .001

Within Groups 166 7660.35 46.14

Total 167 10902.28

On Stage 8, severe handicappers received a mean of 81.11
in contrast to a mean of 72.32 obtained by less severe
handicappers. The results of the analysis of variance
(Table 4.17) reveal an F value of 70.25 which was suf-
ficiently high to allow for the rejection of the null

hypothesis and the acceptance of the alternative hypothesis.
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Exploratory Analyses

Although no formal hypotheses were formulated for
the following data, such information contributes to a
greater understanding of the handicapper experience as
measured by the AAAP. A one-way analysis of variance
was conducted to examine whether there were differences
between the 82 male and 86 female college handicappers.
The results of the analysis showed no differences on
all eight stages at .05 level of significance. A one-
way analysis of variance with six levels of handicap
(blind, deaf, wheelchair user, éartial sighted, hard of
hearing, and limited mobility) was conducted. No sig-
nificant differences were found between such handicapper
groups on eight stages of the AAAP.

It was theorized that the most pronounced differences
between handicappers by onset and severity would be in
stages 1, 4, 5, and 8. 1In contrast, stages 2, 3, 6, and 7
were believed to be more sensitive to environmental con-
straints which wou<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>