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SUMMARY

This study was undertaken at the Education Clinic of the University of

the Witwatersrand. The study was aimed at examining the attitudes of

client families and students towards the effectiveness of the Z

implementation of a new model of psychoeducational assessment called

the Initial Assessment and Consultation (IAC).

In accordance with the aims, a study of the literature was undertaken
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on Child Guidance and Education Clinics bdoth overseas and in South

IR

Africa, on psychoeducational decision-making, and on outcome studies

related to the IAC. Since the IAC model was relatively recently

B

instituted at the Fernald Centre in the U.S.A., and at the
Witwatersrand University Education Clinic, difficulty was experienced

L

in finding ..iterature on outcome studies.

e

The research study was exploratory and both quantitative and
The methodology included the administration of

descriptive in nature.
questionnaires to forty client—families who had been consulted at the

g -

Clinic and to twenty student—consultants of the Division of Specialised

Education.

Results indicated that generally the elient families were satisfiled
with the IAC model and with the help rendered by clinic staff. The
ma jority of students also responded positively to the IAC as a method
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of assessment and interventlon fo1 children with learning and

scholastlc problems.
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"It is probably unwise to spend much time in attempts to separate off
sharply certain qualities of man, as his intelligence, from such

emntional and vocational qualities as his interest in mental activity,
carefulness, determination to respond effectively, persistence in his

efforts to de so; or from his amount of knowledge; or from his moral or

aesthetic tastes.”

E.L. THORNDIKE
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(1) INTRODUCTION

Belkin (1981) describas assessment broadly as “"collecting information
about an individual's behaviour, aptitudes, abilities, general mental
functioning, personality or related areas usually through the use of

tests." Sattler (1982) states that assessment cannot take place all at

He believes that children change as a result of development,
The aims of psychological evaluation

once.
life experiences and treatment.
are to assess the person's nerformance and capabilities, to decide on

the nature of services required, to help implement specific program

plans and to evaluatz change.

Assessment is often seen as an activity separate from intervention even
though assessment and treatment are inextricably intertwined.
Agsessment involves a careful delineation of strengths and weaknesses,
a descyiption of personality and temperament and appropriate
recommendations. Ounce treatment has started, the hypotheses suggested
in the assessment can be tested out. As a result, the original
appraisal is modified and other issues which may require investigation
are delineated (Sattler, 1982). Therefore, short- and long—term
follow-ups are important parts of the psychological assessment process.
Adelman and Taylor (1979) suggest that in practice assessment is
usually the first intervention; it highlights the existence of problems

and leads to decislon-making regarding treatment.

According to Adelman and Taylor (1979) professional assessment activity
{n recent years has mainly emphasized screening, diagnosis and
prescriptions. These activities have relied on tests, bpackground
history, and interviews and reviews of existing rerords. They suggest
- that overreliance on test findings often result in invallid data being

used in diagnostiec classifications and treatment.

Current methods of assassment aleo tend to overemphasize pathology aad
person variables resulting in practices which ave primarily problem
focussed. (Adelman and Taylor 1980; Sattler, 1982). Such models
suggest that the client is “{11" or disordered and assumes that a
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person behaves inappropriately or inadequately because of cerctain
deficits or defects. Thus it is clear that the uedical model appwvach
to assessment 1s often utilised. In fact even theorists who postulate
exclusively psychological or svvironmental causes for abnormal
behaviour continue to use the labels of classification that have
emerged from a medical perspective. Rapapnrt, Gill and Schafer (1968)
state that clinical psychologists and psychiatrists have become
dissatisfied with the whole enterprise of diagnosis, whether carried
out by means of tests ov otherwise, partly because real people ravely
fit the diagnostic entities very well and partly because it tells
relativaly little about a persen to know only that he fits into a
particuia~ diagnostic category. Accovding to Nay (1979) cther
tesearchers such as Fairwearher, Sanders, Mcpes and Ceessler have also
criticised formal diagnostic labels for the above and other reasons.
s 2 result of the criticism lavelled against traditional assecsment
procedures, Adelman developed an altsrnate approach to psycho-
aducational assessment hased on an interactional model of learulng and
behaviour (which amphasizes the interplay between the person and the
aanvironment). Adelman and Taylor refer co this model as the initial
Assegsmant and Consultation (IAC) discussed later under Fernald Centre,
page 5). Like Adeiman, Ysseldeyke (1983) believes that there should be
a shift in ewpbasis on asseszment from a pathology oriencation tu au
interventlon-planning orientation., Ysseldyke feels that the way in
which referrals are made has a direct influence on assessment and
decision makiang practices. He states that rveferralg are often stated
as solutions to problems that bave already been ildentifiled. He
suggests that the Focus nf agsessment should be on pre~rcferral
interventions and that a move appropriate initiil emphasis could ba on
the iLmplementation of behavicural/instructional interventions. This
emphagis would Further reduce the need Tov psychometric evaluation and
improve instruction for childran in the classrsom. Just because a
student 1s veferrvsd, does not msan that he has problems which require
paychoaducational testing. It may Indicate a sltuation requiring
teacher consulrtation for acadeaie¢ or behavicural problems. These steps
will help screen approprlote veferrals to be considered for a more
thorough assessment. This view corroborates the views of Adelman and

Taylow on the IAf.
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While many assessment procedures have been labelled "psychoeducational”
they vary from aeach cothar in significant ways. There is wide diversity
arong practitioners in determining what is relevant information in
assessing a child with learning problems. For instance, some
practitioners place heavy emphasis on the affective life of the child
when referring to psychological and educational assessments, while
ethers have refarred to motivational and emotional factors as being

unimporcant in the assessment of learning disabilities; Brooks (1979).

Brooks (1979) suggests that some speclalists in the field write of
psychologicas and educatioual assessments but do not mention the
child's emotional life and its bearing on the evaluation of the child's
learning style, often equatiny psychological and educational

assessuents with an ability tralning model. It therefore becomes
apparent that assessment for learning disabilitdes should draw from the

fieids of both mental health and education. This is done by utilizing

a 20mbined psychologleal ana educational assessment approach called
psychoeducational assessment. When research and knowledge from both f

the above filelds are pooled, as in some assessment practices,

comprehensive diagrostile and treatment programmes become pogsible,

The psychoeducational assessment serviees provided at university-based

child study clinles are briefly exempiified below.

Kavfman (1930) scares that the Centre for Reading and Learning at De

e s ey e e e

Faul university in Chicago, Tllinodls 1s a multifunctional clinic that

provides diagnostle and treatment plang which include parent education

2ud counselling and ongoing remediation for children likely to benefit
from regular tutoring in this setting. The day programme accepts
adults and De Paul Unlversity undergraduates for services that focus on
improving skills in reading and learniug. EBvenlng and Saturday
prograumes are set aside f£or ehildren and adults with reading and

learning problems. DPsychoedurational evaluations follow a logical

saquence.  The chiid's abllity to learn is determined through
intelligence and achievement testing. Informal assessments are also
carvied out when appropriate., Additlonal information is gathered as

necessary to tap the correlates of developmental and academice skill
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deficics. Clinfeisng aveld evertesting clients as uwuch as they guand
against insufficient data collection. Psychoeducational diagnosss
involve astute detective work Thie involves collecting, analysing and
synthesizing information about an individnal's aptitude, abilities,
behaviour, personalify and genetal mental fuuctioning. Diffevantial
psycheaducational diagnosas are confirmad at case coanferences which are
held weekly, Disgnoses are aimed at planning remedial programmes for
children's wealknesses with cocresponding exploitation of thedir

strengtha. Detalled vecommendation also feature on =zech report.

The Child Daevelopment Clinie at James Madison Universiiy in Virginla is
a regional clinic that offers assessments, remedial and counsellinyg
services to 1 wide variety of handicappad youth. Like the Ceatre for
Reading and Learning the clinic applies an inter-disciplinary model
with emphasis on teamwork and respect for esach individual discdiplive
involved witn a case. Studunts conduct the paychoeducational
assessments under the scrutiny of the trainers whoe may observe students
from one way ailrrors. These observations are followed by informal
teaching eritique sessions thar students find valuable for developing
thedir skills. The evaluaclon process involves a visit te the school LE
the child is of school going age. As ~hildren veact differently in a
strange seiting the school visit provides valuable Information with
regard to benavicur and academic performance. Fawilies are requested
to attend the inicial interview on the days of the formal evaluation
and for a follow~-up family conference. The aim of the evaluation is to
provide school parsonncl and parents with as clear an understanding as
possible of the ¢hild's problem and to arrange for appropriate
treatment. The framework for the services eof the c¢linie 1is that of a
ohild=-gtudy frame of reference, (Vance, Koberson and Hanscen, 1980).

According to Chandler and Siegel (1980) whe pavcheeducational elinice at
the Unlvarsity of Pilttsburgh was established as a4 community service to
~palst parents in understanding amd helping their chiidren with
learning and behavioural problems, Ths clinle employs a decisionmakiug
model for the clinical assessment of children. This approach iuvolves
the use of an analytic deductive process of reasoning and providas a

framework for the systematic analysis of Lhe problem. The
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daficits. ©liniclans avoid overtesting clients as much as they guard
against insufficient data collection. Psy.l.oeducational diagnoses
Involve astute detective work. This involves collecting, analysing and
synthesizing information about an individual's aptitude, abilitiles,
behaviour, personality and general mental functioning. Differe.tial
psychoeducaticnal diagnoses are confirvmed at cuse conferences which are
held weskly. Diagnoses are aimed at planning remedial programmes for
children's weaknesses with corresponding exploitation of their

strengths. Detalled recommendation also featr e on each report.

The Child Development Clinic at James Madison Undiversity in Virginia is
a regional clinic that offers assessments, remedial and counselliag
services to a wide variety of handicapped vouth. Like the Centre for
Reading and Leavning the clinic applies an inter-disciplinary siodel
with emphasis on teamwork and respect for each individual discipliae
involved with a case. Students coaduct the psychoeducational
assessments under the scrutiny of the trainers who may observe gtudani.
from one way mirrors. These observations are followed by informal
teaching cvitique sessions that students find valuable for developing
their skills. The evaluation process invelves a visit te the school Lf
the child is of school going age. As children reuct differently in a
strange setting the school visit provides valuable information with
regard to behaviour and academlc performance., Families are requested
to attend tne initial interview on the days of the formal evaluation
and for a follow-up family conference., The aim of the evaluation is to
provide school personnel and parents with as clear an understanding as
possible of the child's problem and to arrange for appropriate
treatment. The framework for the serviees of the clinic is that of «

child~study frame of reference, (Vance, Roberson and Hansou, 1980},

According to Chandler and Siegel (1980) the psychoeducational clinic at
the University of Pittsburgh was established as a community servicue to
assist parents in understanding and helping thelr children with
learning and behavioural problems. The elinic empleoys a decisionmallng
model for the clinical assessment of children. This approach inveolves
the use of an analytic deductive process of reasoning and provides a

framework for the systematic analysis of the problem. The
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evaluation process begins when parents are asked to complete a
behaviour scale and a survey of life events developed to yield
information on the sources of stress in the child's life. Thereafter
an intake interview is conducted with the parents while the child is
seen for psychoeducational assessment. Before the parents leave the
clinic they are glven an appointment for a posttest conference where

the rasults of the evaluation are discussed and recomnendations for

intervention formulated.

An alternative method for providing psychoeducational assessments is
described by Chandler, (1980). A model child evaluation centre was
established in a regular publiec school. Teachers referred children for
formal psychological evaluatiou because of learning and behavioural
problems in the classrrnom. Yt was assumed chat if consulting services
were available at 2 school on a dailly basis, edrly intervention would
be possible, which might reduce rhe need for formal paychological
evaluations. The centre offered psycheoeducational assessments,
behavioural observations and analysis, in-service training
opportunities and informal consultation. The staff were ancouraged to
work closely with teachers on developing recommendations and keeping
frequent contact with rhem after the initial work had been done. When
teachers referred caseg, they were reviawed by the clinic co~ordinatour
and psychologist after which they were assigned to staff members who
were responsible for further investigation and development of the
referral. This project encouraged teachers to call on staff m:mbers as

consultants in dealing with behaviour and learning problems which

reduced the need for formal psychological evaluations.

The Fermald Centre at the Unlvergity of Californla -~ Los Angeles places
heavy emphasis on applied research. As part of their experimencal and
training programmes Fernald offers a variety of service programmes.
However, the only programme discussed here I{s the Initial Assesgsment
and Consultation (IAC), which 18 a sgervice designed to aid clients in
maling decislons regarding the general nature of the services they need
to pursue and resolve theilr probiems. The initial contact is usually
by telephone. The IAC represents a shared problem~solving model and

facilitates active participation by parents and students in ideatifying
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satisfactory alternatives. This process may range from one to several
meetings and may include speciflc testing, a short period of
instruction or short term counselling to provide data to help clients
make appropriate decisions. After the clients have identified the
general nature of services needed, consultants help follow through on
decisions. A follow-up call after a month not only provides
information to evaluatz the service but helps to identify clients who
were not able to make contact with an appropridte service and to offer

them further support. Tayior and Adeimun (1980). The above procedure

1s diagrammatically representsed below.
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The clinics exemplified merely serve as examples of prevalent clinical
approaches tec school problems in the United States of America. However,

the Fernald approach does more than this and 1s central to the study.

Generally, in South Africa there seems to be a lack of research on
psychoeducational and Child Guidance Clinics, The universities that
have such clinics include the Universities of Cape Town, Durban-
Westvlille, Western Cape, Pretoria, Stellenbosch, Witwatersrand and
Randse Afrikaanse Universiteit. The clindecs run at these seven
universities can be distinguished as Child Guidance or Education
Clinics. The Child Guidance Clinics offer services for a wider
spectrum of problems than the Education Clinics and the breadth of
their services is reflected by the range of professionals and
students-in~training who deal with the problems. The major difference
between Child Guidance and Education Clinics seem to be their point of
departure. Child Guidance Clinics scem to begin their investigation of
problems by means of psychodiagnostic assessment methods whereas
Education Clinics tend to focus on psychoeducational assessments.
These points of departure then suggest that Education Clinics have a
narrower assessment and treatment focus because thelr services are
provided on mainly school relateu issues. Clinical services at Child
Guidance Clinics are available for the diagnosis and treatment of
psychological disorders such as developmental, personality, behavioural
and learning problems. In terms of this distinction the Uriversity
elinics of Cape Town, Randse Afrikaanse, Dutban~Westville and Western
Cape are Child Guidance Clinles whereas the Universities of Pretoria

and Witwatersrand have Education Clinics.

All the abovementioned 2linics except Witwatersrand and Stellenbosch,
function as independent inter-facult- uni’s. Teaching, training,
research and clinical services to various communities are common to all

seven universities previwvusly mentioned.

It can be Iinferred from the literature and personal ilonterviews that the
Education Clinics mentioned do not utillse the same approaches to
psychoeducational assessments ag Child Guidace elinles. Child
Guidance Clinics seem to follow a diagnostic classification system.
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There do seem to be similarities bhetween Child Guidance and Education
Clinics in the implementation of certain principles. For instance most
clinics request the whole family to come for the first interview even
though this may not be stated explicitly in the paradigm followed. The
Pretoria University Education Clinic follows an "orthopedagogical
approach” which is concerned with the contribution of education to the
child's psychic life. The Witwatersrand University Clinic takes an
interactional approach, based on the Fermald model, which is elucidated
in section three (page 16).

Table II below is a description of the clinic services and functions,
the number of clients assisted and the philosophies followed by some of
the University Clinics in South Africa.
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TABLE |
COMPARATIVE DESCRIPTION ~F UMLVERSITY CLINICS IN SOUTH AFRICA
| TYPE sxo. OF | COMMUNITY PROBLEMS PHILOSOPHY
UNIVERSITY§ OF } CLIEN1S SERVED DEALT WITH SERVICES OFFERED FUNCTIONS SERVED FOLLOWED
{ CLINIC | SEEN
Cape Child { 1981 Coloured | Psychological | Psychotherapy. i« Teaching Diagnostic
Town Guidance | (251) White Bahavioural Advisory Intarviewa | 2. Praccleal training of Clagsifica~
’ African Developmental | Parent Counsalling students at degrees d | tion
' i Malay Learning Remediation diplowa levelsg. These dyzrem
i ! Indian Medical Examination {aclude ©lintecal
| ! Psychology, Social
‘ { work, Remedial teachers
F 1 3, Research
! 4. Community serviees
Durban~ Child 1981~ African Paychologleal | Suungelling or 1+ Teaching doh
Wescville | Guidanse { 1982 Calourad | Behavioural Paychotherapy 2« Practical teacrinyg of Spacified
(153) Iandian Developmental | Home Vigits students at degree and
Scholastie and | Ranediation diploma lavels. These
include Remedial and
Speclal Educaciou;
Teachers Counselling;
Clinical and Educas~
! tionai Psycholopgists;
i Tharapiscs; Speech i
! Tharapiste; and {
! Optomecrists. |
‘ 3. Regearch |
4. Conmunity sarvices. :
Wescern Child 1981 Coloured | Psychological | Counselling or 1. Teaching Not
Cape and {179) Vocational Paychotherapy - Practicarl training of Specified
Adule Learning Children and Adults. studgnes at fogrea and
and Scholagtie | Family and Marical diploms leveis, These i
J Therapy include Counssiling ;
Remediation | Psychologists, Remeaial !
! Teacher interviews Teachers and Chald
Speach Therapy Guidance Spacialiscs.
Medieal 3. Research
| 7oA. Community services
) T ‘ T
Pretoria ? Zduea~ 21981 White {Psychoxngical Remediacion 1. Teachiag "drchopada~
i slon H500) Developuantsl | Play Tharapy . Practical cralning of gogical
i Clinie }Scholnaclc Social Work studants at zegree and [Model” i.e.
é i ! and Laarning Servicos diplooa levels. These Education
; ( Vocational Guidance include has Lo
? } ! P ongulting 3.Ed (Orhtopadagogics) concrinute
f ] Paychologist and B.Ed ({School Suidanca} {to che i
{ : ! fsychiacrist Teachet Training chiid's
ﬁ f l M.Ed Planned:i984) ppychic life ;
| i : 3. Rasearth
x i ! 4. Clinlcal acrivities
v i i &g+ Tescing, inter=
i ! { viewing, atc.
Randse i ohllid ; 198} dnlte % Psychological | ®aychutherapy = 1+ Teaching No one
Afrikaanse! and VLT Davelopmental | Zhild, Adule and vs Practical training of speeliflc
Adult | Bahavicural Family, Qounselling students at degree and |approach
} Suidance | Learning | and Vocdcional diploma lavels. Thesa utiitged
! ; ! Yoeacional Guidance. Speach include: Counselling ;
% ; | Speech Therapy and Qpto= and Bducational Pasycho- i
; 3 " disordern aekry = part Simae logisca; B.Ed (Orthe~ |
I | ! Joluntary padaguglaes )i «th vear
f i Paediatric services goeial work scudenc
; ! i practicals.
i ! ! 1 3~ Research
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(2) BRIEF DESCRIPTION OF THE UNIVERSITY OF THE WITWATERSRAND
EDUCATION CLINIC

The Education Clinic of the University of the Witwatersrand was
originally established in 1974. Prior to this period, clinical
programmes were already operating on an informal basis within the
education department. The clinic was established on an
inter~disciplinary basis for training, research and intervention with

children who had scholastic and or emotional and behavioural problems

(Progress report, 1977).

Tt was only at the beginning of 1982 that the clinic began to function
on a permanent basis. This happened as a result of the formal
establishment of the Division of Srecialised Education and the
introduction of an annual intake of remedial and counselling students.
Previously remedial programmes had oparated bilennially. (Annual Report

of the Education Clinte, 1982).

During the period January to Movember 1982 the clinic fulfilled saveral

roles:

It provided a multiracial community searvice for children experiencing
learning and behaviour problems. This service included the provision
of assessment, counsultation, remedial therapy and counselling which

were carried out by the students after an initial demonstration period,

under the supervision of clinie staff.

It algo provided the counselling, remedial and guidance students
opportunities for practical training and experience and also afforded

opportunities for research.

Clinic Personnel

The personnel invelved iun the work of the education clinic consisted of

the head of the department, two lecturers and two clinical tutors who
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served as supervisors. Students themselves carried out most of the

actual direct services.

Sixty-one students were enrolled in the Division of Specialised
Education for different courses. Of these ;he first year remedial
students and the Higher Diploma in Education-guidance students were
involved in the cliniec in an informal programme called the Big Buddy
programme. The second year remedial studeunts and the Med in school
counselling students were allocated the tasks of psvchoeducational
assessment, consultation, remedial therapy and counselling. (Annual

Report of the Education clinic, 1982).

Client Population

Within the service programmes offered in 1982, the centre served a
total of one hundred and nine children. Eighty-five of these children
were referred for assessment and possibly other interventions in the
clinic, a further twenty-four were refeired specifically to the
Division's Big Buddy programme, while nine other children were referred
to the Division's Big Buddy programme after being assessed by the

clinic. The types of presenting problemg scen are discussed later

(page 15).

The followinp breakdown is based on the premise that the child was the
referred client although the centre maintains the basic approach of

focussing on the family and other community resources.

Sex Differences

w

Of the total number of children receiving sexvices 56 or 664 were males
and 29 or 34% were females. Approximately twice as many boys as girls

were thus seen in 1982,
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Age

The large majority of children (83%) who received services were from
the primary school; and the largest single group was from the senior
primary school (between std. 2 and std %) L.e. 51,8%. Neither

adolescents older than eighteen years or adults with learning

difficulties were catered for.

Soclal Class

Reliable figures on soclo-economic status were not available. Income

levels of parents or guardians are not specified on the initial
questionnaire. It was then decided to rate the soclal class of the
family instead according to the father's profession which is

illustrated in the following table.
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TABLE 2 -~ SOCIAL CLASS OF CLIENT FAMILLES

Clags I Cabinet ministers; principalz~university;
millionaires; managing directors or chairman
of boards 3
Cvilasg LY Profegsionals; salariled executives; owners
of large firms; operators of moderata-size
enterprises; students of universities and
colleges; prosperous farmers and land owners 26
Clags III | Small businessmen; small farmers; clerical
workers; white collar worksrs;
semi~professionals 27
Class IV Skilled workers; qualified tradesman;
apprentices 22
Class V Semi~skilled workers 5
Class VI Unsgkilled workers; permaneuntlv unemployed 2
N =85

e .
N e

The above table fundicates that the majerity of client families seen at
the eduzatlon clinic were fairly equally distributed between classes
II, TIL and IV. The minority of families seen at the clinic fell into

elagses T, ¥ and V.

Race Groups

The majority oi clients catered for were White: 55 (65%). A small

number of children who received sesvices were Coloured 21 (25%), Indian
5 (5%) and Black 4 (5%). Difficulties in catering to the cultural and

language groups repragsented by the Blaeck population prevented a larger
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number of Blacks being seen. An expansion of the programme involving
Black children is being considered. However this would depend on the
number of Black students that are attracted in the Division (Annual
Report, 1982), The report also makes the recommendation that
elementary courses in remedial educatilon and basic school counselling
should be offered for teachers and teacher-trainees who do not have

matriculation exemption.

Source of Referrals to the Education Clinic

Parents, relatives and friends were the major source of referrals in
the community 34 (40%), while schools 23 (27%), doctors 25 (29%) and

other professionals also represented a substantial source of referral.

The centre also had a short waiting list of children who needed to be
assessed. The number of children who can be seen by the clinic¢ in any
one year 1s determined by the number of students available ko carry out

supervised clinical artivities.

Nature of the Presenting Problems

The largest category of problems seen relate to a generally poor school
performance with or without asscciated problems. The latter referred
to both specific learning disabilities and also emotional problems. OF
the eighty five children seen, 44 (51,8%) were referred for remedial
therapy. Half of this number (26% of the total clinic intake) were
given remedial therapy at the Education Clinic f{tself. Apart from the
forty four referred for direct remedial therapy, a further 8 (8,4%) of
the client population received home or school remedial or behaviour

modification programmes drawn up by the Bed students in the division.

Counselling/Psychotherapy was recommended in 38 (44,7%) of the cases.
Of these approximately half were seen in the Education clinic largely
in famlly counselling. In geveral cases, clients received multiple

lnterventions in the elinic (e.g. remedial therapy plus counselling).
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(3) THE CLINIC'S APPROACH TO ASSESSMENT

A new approach to the assessment of children was adopted within the
Education Clinic for the first time in 1582. It is called the Fernald
Approach and is based on a method successfully used in the University
of California, Los Angeles Learning Centre. This approach has been
adapted and introduced by Dr. Skuy, head of the Division of Specialised
Education and its Education Clinic after experience in the approach in

the United States, as well as after conducting a pilot study for one

year in 1981 in South Africa.

The main features of the approach include the application of shared
problem~solving and decision making processes, a de-emphasis of
psychometric testing and focus on the strengths as well as weaknesses
of the child, which shows concern for the total person. Unlike a
clinical interview the Fernald Approach utllises a concrete structure
in the initial interview with specific subheadings, so that the clients
concerns/problems are written out (See Appendix A for format of IAC).
It is counsidered that this approach is a more appropriate one in the
field of learning disabilities., It was taught to staff and students

and was successfully implemented in 1982,

The procedure is as follows: When someone telephones, the secretaries
carry out a brief telephone intake and arrange to send out a
questionnaire. The questionnaire itself is based on the Fernald
Approach in that it emphasises current rather than previous/historical
difficulties and concerns, It also immediately involves parents and
child as active participants in the process by requesting their
perceptions of the problem. The questionnaire also requests basic
demographic data such as age, sex, school, etec. and other relevant
information on medical examination, developmental history and the
child's strengths and interests (See Appendix B for sample

questionnaire.)

Once the questionnalre is returned the case is activated. The head of
the clinic allocates the case to a supervisor and a student who then

arranges an Initial Assessment and Consultation (IAC) with the family.
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The decisions emanating from the IAC may involve intzrvention pravided

at the clinic or may require referral elsewhere.

The clinic itself provides remedial therapy, remedial programming
(students prepare structured programmes for teachers and pareats to
follow) and counselling as well as the Big Buddy programme (in which
children experiencing socialisation difficulties are befriended by

students).

Psgychological and educatiormal testing usually forms part of the initial
assessment and consultation but serves only as one source of data
collection, i.e. it provides ovne aspect of understanding for making the
decislons., Other aspects of the assessment intludes visits to and
discussions with teachers and sometimes principals as well as the

determination of the perceptions of the family members and the

consultant.,

After the sources of evidence have been gathered a second or follow-up
IAC is arranged with the family, On the basis of all the data
collected alternatives for intervention and or action are generated
jointly by the consultant and the family. The next steps éo be taken
are also discussed., The consultant then writes a report which is sent

to the parents and any other person to whom the parents want it sent.

(See Appendix € for report format.)

Aspects of assessment other than the psychoeducational ~ for example
medical or speech gvaluations - were referred to the Transvaal Memorial
Institute for Child Health. The Gducation Clindc played a major role
in the operation and development of the Institute of Child Health
during 1982, and also availed itself of the facilities and personnel in
other university departments attached to the Institute of Child Health
(ICH). Approximately one third of the eighty five children assessed in
the Educatilon Clinic received medical examinations from Dr. Cartwright,
consultant paediatrician at the ICH. A number of cases were also seen
by occupational theraplsts and speech therapists working within the ICH
team. Several highly guccessful multidisciplinary team conferences

were also held to discuss plans and treatment of difficult cases. When
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The decisions emanating from the IAC may involve int»rvention pruvided

at the clinic or may require referral elsewhere.

The clinic itself provides remedial therapy, remedial programming
(students prepare structured programmes for teachers and parents to
follew) and counselling as well as the Big Buddy programme (in which
children experiencing socialisation difficulties are befriended by

students).

Psychological and educational testing usually forms part of the initial
assessment and consultation but serves only as one source of data
collection, i.e. it provides one aspect of understanding for making the
decisions. Other aspects of the assessment intludes visits to and
discussions with teachers and sometimes prinecipals as well as the

determination of the perceptions of the family members and the

: consultant.,

After the sources of evidence have been gathered a second or follow-up }

IAC is arranged with the family. On the basis of all the data

collected alternatives for intervention and or action are generated ;
jointly by the consultant and the family. The next steps to be tuken ;

LR

i are also discussed. The congsultant then writes a report which is sent

to the parents and any other person to whown the parents want it sent.

1 (See Appendix C for report format.)

1
' Aspects of assessment other than the psychoeducational - for example

5 medical or speech evaluations - were referred to the Transvaal Memorial
%f Institute for Child Health. The Education Clinic played a major role

GF in the operation and development of the Institute of Child Health
] during 1982, and also availed itself of the facilities and petsonnel in

i other university departments attached to the Institute of Child Health
(ICH). Approximately one third of the eighty five children assessed in
j the Education Clinic received medical examinations from Dr. Cartwright,
q consultant paediatrician at the ICH. A number of cases were also seen

) by occupational therapists and speech theraplsts working within the ICH
3 team. Several highly successful wmultidisciplinary team confersnces

were also held to discuss plans and treatment of difficult cases. When
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available, the results of the assessments were incorporated into the

decision making process.

Although the TAC model of psychoeducational assessment was put into
practice at the Fernald Centre some years ago, there appears to be
little published research about its effectiveness. Adelman and Taylor
(1979) have however pointed out that initial data suggests that the IAC
is effective and that It avoids many problems (e.g. ethical and
practical) that other approaches produce. They state that the problems
produced by the IAC are relatively few and mostly soluble. As this
approach has been implemented for the first time in South Africa
studies on the effectiveness of the adapted model need to be conducted

to determine its usefulness for client families in this country.

It appears that the applicability of the IAC to all population groups
has to be tested out. It does seem that this model may not necessarily
be applicable to all population groups because of the implicit
assumption that clients are openly able to express and share their
concerns in the presence of other family members as well as the

consultant. In view of the fact that the norms in certain sub-cultures
differ from the type of norms that are appropriate in Western cultures,
the applicability of the JAC to different South African sub—-cultures is

questionable and therefore requires investigation.

The concept of problem solving suggests that there are particular
phases of problem solving. These include the clients' understanding of
the problem, choice behaviours involving generating and evaluating
alternatives and decisions as well as motivation and developmental
capability. Adelman and Taylov (1979) state thef chere is no evidence
that this is how most people problem-solve but there seems co be a
tendency for people not to problem solve in the sequence outlined
above, Whether they are able to do so and whether this scald be more

effective remains unanswered eiplrically.

There are two ways in which IAC decisions can be made. The first
involves the consultant, whose decisilons are made through

recommendations. The consultant's decisiort are made through his
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perception of the problem which then shapes the decisions regariding
intervention, The second involves the client whose decision making is
facilitated by the consultant. This requires that the client becomes
actively involved in making decisions and experiencing feelings of self

control and competence with reference to his change processes.

The above emphasis on the problem—solving and decision making approach
differs from traditional assessment models in which the responsibility

for problem solving and decision making rests primarily with the
"expert". It is therefore important to assess clients' feelings about
being involved as active participants in their own problem solving and

decision making processes.

Furthermore, since staff znd students at the Education Clinic have been
involved in implementing the IAC practically, it is important fo
identify their attitudes to the IAC in order to deterfilune its

effectiveness in a teaching and service situation.
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PILOT STUDY

Rationale

There is a lack of research on the effectiveness of
psychoeducational assessment models usnd at South African
clinlcs. On the one hand, the implementation of a new model is
an innovagive action and on the other hand it 1s a risky venture.
As research on the effectiveness of the IAC does not seem to
have been published such a study seems to be warranted to

investigate its perceived value among client families in South

Africa.

The present study examines the attitudes of the consumers L.e.
client families in a particular clinic as a first step or pilot
study in determining the effectiveness of the IAC. The
attitudes of staff and students towards the IAC approach need to
be elicited. Staff and students have been involved in the
practical implementation «f this model and thelr perceptions and
reports of their experiences in applying the IAC would help to

deturmine its effectiveness from a teaching point of view.

Aims of the Study

(1) To determine the perceptions of student consultants in

relation to the IAC.
(2) To determine the effectiveness of the IAC by means of

client family perceptions and reports.
(3) To investigate the implementation of the IAC as a viable

psychoeducational assessment model for clients in South

Africa.

Subjects

The subjects were!

13
¥
b
i
i
!
{

!

T e

e s € i o




e et

T

b4

(1) Twenty student ussessors who were registered in the
Division of Specialised Education either for the Diploma in
Remedial Education (final year), the Bed in Remedial
Fducation (final year) or the Med in school counselling.

(2) TForty families who received some form of help from the
Education Clinic. They had all been seen in the first six
months of 1982 and were each surveyed six months after they
had received help at the clinic. The forty families
represent 90% of the population seen in the first six

months of the year, They also represent 477% of the total

clinic population for 1982.

The client families were predominantly from the White
population group but also included families from the
Indian, Coloured and African populations. The
socio~economic levels of these familles ranged from

unskilled workers to businessmen, professionals and

directors of companies.

Measures

Two questilonnaires were compiled, one for the students and the

other for the client families.

The student questionnaire conslsted of ten questions which were
close ended i.e. respondents had to select answers from a
limited number of responses. Some of the closed questions
requested additional information by requesting open—ended
commenis e.g. "Please elaborate if necessary". Examples of some
of the questions on the student questionnaire include: “Do you
feel positive about using the IAC", "Do you feel you were able
to help your clients resolve thelr concerns” and "Would you have
praferred to use another assessment model to the one you have
used". Responses had to be rated on a four point scale, which

are indicative of different dagrees of positive and negative
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+2 +1 -1 -2
Yes! Yes No Not at all

As is indicated above, yes! ls the most positive response, yes
is positive, no is negative while not at all is the most
negative response. No names appeared on the questionnaire and
to encourage frankness and honesty, students were verbally
assured of the anonymity of the study (8ce Appendix D for

student questlonnaire).

The family questionnaire consisted of twenty seven questiouns
which were sub=divided into three sections. Section A comprised
questions relating to family perceptions of the assessment
services; for example "Were you satlsfied with the report you
recelved". Questions in sectlon B related to cemedial help, for
example "Do you feel your son/daughter benefited from the
remedial lielp he/she received”. Section C tapped perceptions of
family counselling e.g. "Do you feel that family counselling was
an important aspect of the help offered”. These questions were
also close~endad. However, additional comments were also
requested as was the case with the student questionnaire. Names
appeared on this questionnaire in order to allow for follow-up
of any problems related to the service. Respounsas on this
questionnaire as in the case of the student questionnaire had to

be rated on 2 four point scale. (See Appendix E for client

questionnaire).

In both questionnaires a four polnt scale was used in order to

determine the different degrees of positive and negative

TESPONSes .

Cloged questions were mainly used on both questionnaires so as
to facilitate data processing and introduce some objectivity in

analysing and Iinterpreting the data.
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Yeg! Yes No Not at all

As is indicated above, yes! is the most positive response, yes
is positive, no is negative while not at all is the most
negative response. No names appeared on the questionnaire and
to encourage frankness and honesty, students were verbally

assured of the anonymity of the study (See Appendix D for

student questionnalre).

The family questionnaire coansisted of twenty seven questions
which were sub-divided into three sections. Section A comprised
questions raelating to family perceptions of the assessment
services; for example "Were you satisfied with the report you
recelved”. Questions in section B related to remedial help, for
example "Do you feel your son/daughter benefited from the
remedial help he/she received". Section C tapped perceptions of
family counselling e.g. “Do you feel that family counselling was
an important aspect of the help orfered”. These questions were
also close-ended. However, additional comments were also
requested as was the case with the student questionnaire., Nawes
appeared on this questionnaire in order to allow for follow-up
cf any problems related to the service. Respouses on this
‘weotlonnalre as in the case of the student questionnaire had to
be rated sn a feour point scale. (See dppendix E for client
questionnaire;.

In b 2 questionnairas a four point scale was used in order to

decarmine the different degrees of positive and negative

TEsponLas.

Closed questions were mainly used on both questionnaires so as

t, facilitate data processing and introduce some objectivity in

analyswng ¢ ad interpreting the data.
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Procedure

The writer administered the questionnalre to students at a group
gathering and collected most of them at the same session, The
other students questionnaires were returned ko the Division of

Specialised Education a few days later.

Questionnaires, together with self-addressed envelopes were
posted to families. After a perilod of three weeks the writer

carried out home visits to collect the questioanaires which had

no% been returned by the famililes,
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(5)  RESULTS

s pacamm e

: The regults of this study are prosented Ln turee mein sections. The
; Firat seetion is a presentation of client (family) results., The second
saction represents student results, while the third section provides a
comparison of client aud student respouses to common items from both

questionnalres.

Sactirn 5.1 has been divided into the following eight sub-sections:

1.1 Deed.sion Making (consisting of questions 7,8,9,10,11)

1.2 Active Participation in the IAC (consisting of questions
! 1,2,12,13)
( 1.3 Attitudes towards Consultants (consisting of questions 3,4,6)
i 1.4 Inter-racial contact (consisting of question 18) i
i 1.5 Attitudes towards Services (counsisting of questions ﬂ
] 5,13,14,16,19).
I 1.6 Remedial help (consisting of questiong 1,2,3,4 of Section B). :
P 1.7 Family Counselling (conmsisting of questions 1,2,3,4 of Section
: ¢ aud q.15) |
! . Open-ended comments. ﬂ

The above sab~sections were devised by grouping questions from the
elient (family) questiomnaire. The questions that comprise each . ,

rategory are indicated next to each category.

Saction 5.2 has been divided into five sub-sections. .uaese

sub-sections were devised in the same way as the client (family)

questionnaire.
2.1 Student attitudes to the IAC (consisting of questions
1"2’3’4)6)7)'
| 2.2 Attitudes towards students' own affectiveness (cousisting of
°f questions 5,9)

2.3 Help offered to clients of other ethnic groups (consisting of

e -

question 10).

- [




2.4 Attitudes towards the use of alternative assessment meblod;

(question 8)

2.5 Open—-ended comments.

Section 5.5 provides a comparison of similar items from both the cliunr

(family) and student questionnaires by counting the number of positive

o " %

"yes #4+" and "yes +" as well as negative "no-" and "not at all --
responses. In addition the writer considered the highly positive

yes!++" and positive “"yes +" response¢ together.

Modal responses to each item on both questionnaires have beon compubod

and are preasented.

Section 5.1 = Client Familv Resu.its

5.1.1 Decision Making

Pohey

26 (86,7%) of the total number of thirty clients felt that =
played a part in making decisions about the activa to take

regarding their concerns -~ (ILtem 7).

All 30 (110%) of the clients felt that the decisions arising out

of the assessments were reagonably sound and useful (item 2).

28 (93,2%) of the total number of thirty elients carried out the
decislons that were taken jolatly (item 9).

25 (83,3%) of the total number of thirty clients felt that the
decisions taken at the clinic appeared to be producing pesitive

results for them (item 10),

20 (67%) of the total number of thirty clients felt that they
would not have preferved the corgsultants to have played a larger

role in decision making.

The results ou decision making are also presented in Tabin 3,
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5.1.2
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TABLE 3 - DECISION HAKING N = 30 A
ACTIVE PARTICIPATION 26 86,7
DECISIONS - SOUND AND USEFUL 30 100
DECISIONS TAKEN JOINTILY 28 93,3
DECISTONS PRODUCING POSITIVE RESULTS 25 83,3
CONSULTANT~NOT-~PLAY LARGER ROLE 20 67

Active Participation in the IAC

30 (100%) of the clients showed a positive attitude to active

participatioun.

28 (93,3%) of the total number of thirty clients felt that their
attitude to the problem changed after seeking help - (Item 2).

29 (97%) of the total number of thirty clients felt that their
sons/daughters enjoved their participation in the assessment -

(Ttem 12)

In 20 (67%) of the total number of thirty clients both parents

attended the assessment interview. These results are presented

in Table 5.

TABLE 4 - ACTIVE PARTLCIPATION N = 30 b4
POSITIVE ATTITUDE TO IAC 30 100
ATTITUDE CHANGE TO PROBLEM 28 93,3
PARENT VIEW: CHILD ENJOYED ASSESSMENT 29 97
BOTH PARENTS ATTENDED INTERVIEW 20 ¥

Attitudes towards Consgultants

30 (100%) of the clients felt that the consultants understood
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and demonstrated a genulne interest in the concerns they

expressed.

30 (100%) of the cliencs felt that the cunsultants tried their

best to help them.

20-(67%) of the total number of thirty clients felt that the
consultants discussion with the teacher/principal was a vital

aspect of assessment. Thaese results are presented in Table 6.

TABLE 5 - ATTITUDE TOWARDS CONSULTANT N = 30 4

- UNDERSTOOD AND SHARED CONCERNS 30 100
TRIED BEST TO HELP 30 100
DISCUSSION-TEACHER-VITAL ASPECT 20 67
OF ASSESSMENT

Inter~racial contact of clients

12 (40%) of the total number of thirty c¢lients were helped by a

consultant of a race group other chan their own.

Attitudes towards Services

29 (%6,6%) of the tutal number of thirty clients did not feel

thart too much testing was done.

All thirty clients findicated that their children gained from the

asseassnment.

28 (93,3%) of the totai number of cliente did not feel that the

agseggment took too long.

27 (90%) of the total numbar of clients felt that they were

given sufficient feedback/information regarding their concerns.
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28 (93,3%) of the total number of thirty clients indicated

satisfaction with the report they received. These results are

presented in Table 7 below,

TABLE 6 ~ ATTITUDE TOWARDS SERVICES N = 30 A
TESTING NOT EXCESSIVE 29 96,6
PARENTS: CHILD GAINED ASSESSMENT 30 100
ASSESSMENT DID NOT TAKE LONG 28 93,3
GIVEN SUFFICIENT FEEDBACK 27 90
SATISFIED WITH REPORT 28 93,3

Remedial Help

12 children received remedial help therefore N = 12.

12 (100%) of the clients i.e. parents, were of the opinion that

their children benefited from the remedial help they received.

12 (100%) of the children who recelved help felt that they had
benefited.

11 (92%) of the children who received remedial help showed

improvement in their school work.

5 (42%) of the parents felt that remedial teaching had
alleviated many of their school related concerns. The resulks

on remedial help are illustrated below in Table 8.
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TABLE 7 ~ REMEDIAL HELP N = 12 .
BENEFIT OF REMEDIAL HELP - PARENTS VIEW 12 100
BENEFIT OF REMEDIAL HELP -~ CHILD'S VIEW 12 100
IMPROVEMENT THROUGH REMEDIATION 1 92
ALLEVIATION OF CONCERNS - 5 4"
REMEDIAL TEACHING l

Family Counselling

Only nine families out of thirty received family counselling

therefore N = 9.

8 (89,2%) out of nine families indicated that family counselling

was an Iimportant aspect of the help offered.

7 (78,2%) of the clients were of the opinion that they gained a
better understanding of their coucerns through family

coungelling.

5 (55,5%) of the client. held the view that family counselling
was relevant to the original problem for which they sought help.

7 (78,2%) of the clients indicated that they benefited from
their participation in family counselling, Views on family
counselling are fllustrated in Table 9 below.

TABLE 8 - FAMILY COUNSELLING N =9 A
FAMILY COUNSELLING - IMPORTANT ASPECT 8 89,2
OF HELP OFFERED

GAINED BETTER UNDERSTANDING THROUGH 7 78,2
FAMILY COUNSELLING

FAMiLY COUNSELLING = RELEVANT TO 5 55,5
ORIGINAL PROBLEM

BENEFIT RECEIVED FROM FAMILY 7 78,2
COUNSELLING

.
. & N,

g

o et e

LN



- 30 -

5.1.8 Open Ended Questions

Responses to significant open—ended questions by client
families:
In answer to the question "Pleage list the things you Iliked

about the service" some of the responses noted are:

" L1

"Parental involvement ...," "Accuracy of test findings ...

“Consultants described as 'kind' 'caring' 'amicable' 'patient'
‘committed' 'genuine'” "Cases handled professionally ...”

“Finally someone could help us ..." "Excellent service, keep it

up"” "Personal caring of remedial teacher” "The faet that the

service is available ..." "Confidence my child gained”.

s

In response to the question "Please list the things vou didn't

like" the following responses were obtained

o
N "Not enough supervision over remedial consultants" "Too much

i time had to be taken off from work" "Did not know with whom to

communicate about my son's report" "Waited too long for report”

"Disliked being observed by students from behind the one-way

LTI 1] LI T

I mirror ..." "Education clinic not widely known" "Too many
J interruptions in the interview from supervisor (Family

Counselling)”.

In response to the request "Suggestions for improvement or

———

change" the following responses were obtained
"Specified fees to be paild instead of donation"” "Clinic should

be run in other areas” "Difficult to get to clinic” "Let people

know" ~ services "Closer co-operation between the education

f};..—#’:—‘ = “";

department and the university to make things easier” "Satisfied
with services" "Maintain your standard ..."

~ et = a e e wFa
e

Section 5.2 = Student Results

A L e e
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i 5.2.1 Student Attitudes to the TAC

e e e e

T 20 (100%) of the students felt positive about using the IAC.
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18 (90%) of the students felt that the structure offered by the

TAC was useful.

4 (20%) of the students felt that clients experienced difficulty
in being active participants in their own problem solving and

decision making processes.

20 (100%) of the students indicated that it was advantageous to
examine the strengths of the clients along with their

weaknesses.

16 (80%) of the students felt that they had brought about
positive changes in their clients' perception/s of theisr
problem/s as a result of the IAC.

12 (65%) of the students felt that their clieunts wers
sufficiently motivated to carry out the decisions that they

jointly made. Student attitudes to the IAC are presented in

Table 10 below.

TABLE 9 - STUDENT ATTITUDES TO IAC N o= 20 A
FELT POSITIVE ABOUT USING IAC 20 100
STRUCTURE OF IAC HELPFUL 18 90
CLIENT DIFFLCULTY IN BEING A 20
ACTIVE PARTICIPANTS

ADVANTAGEOUS TO EXAMINE STRENGTHS 20 100
AND WEAKNESSES ‘
BROUGHT POSITIVE CHANCE-CLIENT'S 16 30
PERCEPTION PROBLEM

CLIENT SUFFICIENTLY MOTLVATED TO 12 65
CARRY OUT DECISIONS

ORI ot s e
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5.2.2 Attitudes towards students' own effectiveness

16 (80%) nf the students held the viaw that they were able to

help their clients resolve theilr concerns.

20 (100%) of the students described themselves as baing

effective helpers. These results are illustrated in Table 1l.

TABLE 10 - ATTITUDES - STUDENT'S3 N = Z0 4
OWN EFFECTIVENESS

HELPED CLIENTS RESOLVE CONCERNS 16 80

EFFECYTIVE HELPERS 20 100

5.2.3 Help offered to clients of cther etnnic groups

11 (55%) of the students worked with clients of ethnic groups

; ' other than thelr own.

5.2.4 Attitudes towards fhe use of an alternative assessment method

e o ta e

7 (35%) of the students felt that they would have preferred to

use another assessment model to the one they had used (IAC). )

P

5.2.5 Open Ended Questions

Respunses to sisnificant open ended questions by students:

: In response to the question "Please list the things you liked

about the service” the following responses were obtailned:

S e

"Pregen ‘ation of case—conferences worthwhile” "Mulridisciplinary

TR i

team approach” "Positive about the emphasis of the IAC approach”

"Pleased about involvement of school and famlly system” "Beports f
t

et e e
T

are comprehensive and easy to understand” “Services carried out

professionally” “Pleased that such a service is available"
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In response to the question "Please list the things you didn't

like" the following answers were noted

* [1]

"Case conferences were not well organised Lack of structure

regarding administration of referrals to the other specialists”
"Yernald approach does not adequately focus on the client's

feelings" "No place for alternatives in this report” "Too much

delay in sending out reports” "Supervision not always consistent
+eo" "Since the services rendered were free of charge, clients

often missed family therapy sessions”.

In response to the request for "Suggestions for ilmprovement or

change” the following were stated:

"Reliable system for arranging appointments with other
speclalists" "Alternative assessment model should be tested out
for different cultural groups” "Another typist should be
employed" "Generally a good service” "Clients should be charged

a consultation fee which is in keeping with their earnings”.

Section 5.3 = Comparison of Similar Items

5.3.1

Attitudes to IAC

All of the thirty client families (l00X) felt positive about the
IAC.

12 (40%) of the clieni families Ffelt very positive about it,
while 18 (60%) of the client families felt positively about it.

All of the twenty students (100%Z) felt positive about using the
IAC.

11 (55%) of the students felt very positive about using the IAC
while 9 (45%) of the students felt positively about it. The
attitudes of client Famllies and students are deplcted in Table

12.
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TABLE 11
ATTITUDES OVERALL VERY MODERATELY | NEGATIVE | VERY N
IAC POSITIVE | POSITIVE { POSITIVE NEGATIVE
CLIENT FAMILIES| 30(100%) | 12(40%) | 18(60%) 30
STUDENTS 20¢100%) | 11(55%) 9(45%) 20

5.3.2 Change in

the Perception of the Problem

28 (93,3%) of the thirty client families indicated changes in
their perceptions of the problems. 10 (33,3%) of the total
number of thirty client families felt that there was very
positive change in thelr perceptions of the problems while 18
(60%) of the client families felt less strongly so.

17 (85%) of the twenty students werve of the opinion that there ?
was a change in the clients perception of the prcblems. 6 (30%) i
of the twenty students felt that there was a strong change in

the perception of the problem while 11 (53%) felt less strongly ;

8o. These results are indicated in Table 13.
TABLE 12
CHANGE IN OVERALL VERY MODERATELY | NEGATIVE VERY N E
PERCEPTION POSITIVE [POSITIVE POSITLVE NEGATIVE
OF PROBLEM
CLIENT FAMILIES| 28{93,3%){10(33,3%)]18(602%) 2(6,66% 30
STUDENTS 17(85%) 6(30%) {11(55%) 20100 20

5.3.3 Help offered by Stud.ats to Client Famililes

All thirty client familifes felt positively about the help

recelved. from students.
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17(57%) of the thirty families felt very positively about the
help received from the students while 13 (143,3%) felt moderately
positive about it.

All of the twenty students felc¢ that the help they offered was {

effective.

5 (25%) of the tweunty students felt that the help they offered
was very effective while 15 (75%) of the students felt that it

i was moderately effective. These resuits are also depicted in

Table l4.
i ’E|
{ ‘Eu
, !
TABLE 13 ]
bt
%
HELP OFFERXD OVERALL VERY MODERATELY | NEGATIVE VERY N ‘
POSITIVE | POSITIVE | FOSITIVE NEGATIVE |
' !
‘ CLIENT FAMILLES| 39€100%) |17(57% 13(43,3%) 30 |
. STUDENTS 20¢100%) | 5(25% 15¢75%) 20 ]
2 ;

5.3.4 Activation of Decisions

[ —
e~

i 28 (93,3%) of the thirty client families were actively involved
in decision making.

6 (20%) of the thirty families felt that they were very actively
involved in decision-making while 22 (73,3%) felt less actively

iavolved.

15 (70%2) of the twenty students were active facilitators of
e client decision making.

¢ 3 (25%) of the twenty students Felt that they were very active
é A in decision makiag, while 9 (45%) of tha twenty studunts felt
less actively involved. These results are depicted im Table 15
below.

A




TABLE L4

[ s

ACTIVATION OF OVERALL VERY MODERATELY | NECATIVL VERY N
DECLSIONS POSIIIVE |POSITIVE| POSITIVE NEGATIVE

CLIENT FAMTLIES | 28(93,3%)[6(20%) | 22(73,3%) | 2(6,7%) 30

STUDENTS 15¢70%) !5’{25:1;) 9(45%) 6(30%2) 20
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(6) DISCUSSION

61 Interpretation of Findings

(a) Client Families

I,

- e ,¢<J=T\';7

AT

Results indicate that client famlllies endorsed the joint
decision making puocess between the consultants and
themselves as being highly posiicive. This suggests that
parents were adequately invelved in decision making and
that they were interested and motivated to be involved as
shared problem=~solvers. Table 4 (page 20). All the client
families parceived tho decisions emanating from the IAC to
be very worthwhile, possibly suggesting that the decisions
taken were both appropriate and realistie, Since tan out
of thirty client families would bave preferred the
consultants to have playved a larger role in decision making
it appears that c¢lients still sometimes see the consultant
as the "expert"., In this regard Adelman and Taylor (1979)
state that the role of the consultant is not to give advice
about the choices clients should make. While offering
expertise and facilitatibn (e.,g. clarifying issues) the
congultant helps the client make decisions through the
understanding of their problems and, choosing the best

alternatives, but avoiding overreliance on "expert" advice.

The results highlipght that all thirty client famililes
perceived active participation and shared problem-solving
to be a very positive aspect of the assessment model,
Indicating that the clients did not passively accept the
predilections of the consultant. Table 5 (Page 26). The
ma jority of families also percuived a change in attitude
towards the problem after having sought help. It appears
that one child did not enjoy his participation in the
assegsment, apparently because the test gsession was too
long drawm out and tiring. In wost cases, both parents

attended the interview, while in ten families moth~rs
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usually accompanied their children. Thus it could be
speculated that some fathers are less actively involved in
their familles or that fathers preferred not to take time
off from work, especially in cases where employers may have

become unreasonable.

All the client families experienced the consultants 2s
having been interested and helpful with regard to their
concerns. Table 6 (Page 27). It is interesting to note
that ten out of thirty families did not see the discussion
with the teacher as a vital aspect of assessment. This may
have resulted from the perception that teachers are not
helpful in making suggestions on how to help the child,
even though they are more llkely to have the greatest

amount of educational information about the student.

Table 7 (Page 31) highlights the extremely positive
attitudes of familles towards the services rendered at the
Education Clinic, possibly indicating satisfaction with the
services that werz rendered. Parents did not feel that tco
much testing had taken place but ther certainly felt that
their children had benefited from the assessments. Parents
were also pleased that the assessments did not take too
loﬁg and indicated satisfaction with the reports they
recelved. Parents may have found the reports to be
valuable because of their practical values, i.e. they were
interested in learning different ways in which to help
their children and to explore different services and
professions in an attempt to be of assistance to their

¢hildren.

Both the parents and their children felt that the children
had benefited from the remedial help that was provided at
the clinic. However only 42% of the children felt that all
thelr concerns were al.eviated as a result of remedial help.
This raises the issue that learning disabled children may

also have concomitant emotional problems. Reimondi,
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Lockwood and Brannigan (1981) state that unless both the
child's learning and emotional difficulties are addressed,

the probability that a child will benefit from a remedial
programme will not be greatly increased, 1In this respect
it is interesting to note that many parents did not
perceive their children's difficulties to be of an
emotional nature. In fact 44% of the families did not see
the relevance of family counselling to the original
problem. This kind of response could have resulted from
the inability of many families to link their children's
school problems to conflict in the home. Boike Gesten and
Cowen (1978) state that children with family background
problems have more trouble in school than those who do not
have such histories. This then indicates the need for more
«xtensive and diverse family involvements in educational
and intervention programmes in oraer to improve the child's

school experiences.

On the other hand, the resistance of some families to be
involved in Family Counselling could suggest that they may
not want to share the problem with the child and may have
felt intimidated by the equality given to the child in the
decision making process. Philage and Kuna (1978). This
may well be true for certain cultural groups. It may also
explain why student consultants experienced difficulties in
.gelting famlilies of different cultural groups to attend
family counselling sessions regularly and not to

prematurely terminate treatment.

In general, the open ended family comments suggest that
most clients were highly satisfied with the services
rendered at the Education Clinic. They ware also very
impressed with the quality of work rendered by the student
consultants. The major dissatisfaction resulted from being
observed by students through a one-way mirror. Although
their dissatisfaction is unde:standable, 1t has to be borne
in mind that the Unlversity remains a training institution
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and that it is difficult to alleviate this type of
dissatisfaction. Most families were satisfied with the
reports they received ~ this has been discussed previously
- (Family Results).

It appears that the sending of reports from the Clinic and
the the receilving of reports by parents was experilenced as
a problem mainly because of the long delay after the
assegoment period. In this connection Nolan (1981) points
out that no empirical studies state how long agencles
should take to evaluate children. However, on the basis of
his experience, he believes that six weeks is more than
enough time in which to gather data, complete evaluations,

give feedback and send out reports to appropriate people.

Student Consultants

Results indicate that all twenty students expressed
positive responses towards the use of the IAC; most of them
found the structure of the IAC helpful and all of them felt
that the emphasis on strengths was advantageous in an
assessment procedure. Four oukt of twenty students felt
that famiiies generally expevienced difficulty in being
active participants in their own probhlem solving and
decision making procassaes. They also believed that the
level of difficulty varied from one family to another.

Approximately 507% of the students felt that clients weve
not gufficiently motivated to carry out the decisions taken
during the IAC, even though all the eclients felt that the
decisions taken ware reasonably sound and useful. This
situation may be attributed to the students' perceptions of

how motivated clients need to be.

Table 11 (page 32) illustrates that students perceived
themselves as being effective helpers. This view is
consistent with the families perceptions of the students.

e
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It suggests that the students probably possessed some
characteristics required of effective helpers.

Seven of the twenty students felt that they would have
preferred to use another assessment model to the one they
had used. Some explanations for this were that students
would have like exposure to models other than the IAC.
Other students felt that the IAC 1s not sultable for use
with people of other cultures since children are not always
encouraged to bea part of the problem-solving and
deciulon~making processes, with the result that they are
usually not actilve participants in the interview. It was
also felt that the TAC approach lacks depth, ignoves the
clients feelings and was rather rigidly ‘mposed on students

to utilise in their psychoeducatlonal assessments.

The students' open-ended comments are generally favourable.
They seem to be mainly dissatisfied with the administrative
handling of situations. Many students were in favour of
the involvement of both school and family systems,
Christiansen in Green and Fine (1978) point out that the
home and the school are the most important systems for the
child and what occurs in one system can greatly affect the
other. This indicates the need and relevance of Family
Counselling. Tucker and Dyson (1976) state that the
processes of family therapy ave used with the aims of
reversing maladaptive school behaviour of children and
facilitating positive interactions between the family and
the school, It therefore seems necessary for parents to be
able to perceive the link between academic remediation wnd

family counselling in many cases.

Discrepancy between Student and Client Qutcomes

There was no overall discrepancy between client family and
student attitudes to the IAC. Table 12 (page 34). There

was however sume dlscrepancy between client families and
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students who felt mnderately positive towards the IAC.
Table 12 column 3, This sort of discrepancy is ncot unusual
when it is considered that people have their specific likes
and dislikes. It is significant that there were no
negative or very negative responsés in bath studerts' and

families' attitudes to the TIAC.

Table 13 suggests that there was an overall 11% discrepancy
between client family and student views of change in the
perception of the problem as a result of the IAC. The
discrepancy suggests that Client Families perceived greater
change in the percevtions of their problems than the
students had expected. It could be speculated that these
changes ares not necessarily tongible and this 1s perhaps
why client families could have perceived a greater change
in perception than the students. It is lnteresting to note
that two students and two families did not feel that there
were any positive changes in their perception of the

problem as a result of the IAC.

Table 14 shows consistency in client family and student
views on the help offered by the students. It was evident
that client families felt more positively about the help
received than the students actually felt they were able to
give. (Table 14 -~ column 2). This could be an indication
of modesty on the part of the students. The 23%
discrepancy between client family and student views of how
much decision-making there was suggests that students may
have underestimated the parents' involvement or parents may
have overestimated their involvement in the decision-making

process. Table 15 (page 36).

6.2 Suggesgtions for the lmprovement of the IAC and other Clinic

Services

According to Ysseldyke (1983) it appears that team
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decision~making (multidisciplinary team conferences) could serve
to further enhance active participation by including both
parents and teachers at such meetings. At present parentg are
only actively involved in the IAC and teachers are not always
present at team conferences. Both parents and teachers are
likely to have the greatest amounts of personal and educational
information about the student which can be utilised in
decision~making. Ysseldyke is also of the opinion that nore
time should be spent in team-meetings talking about generating
alternative service options and iustructional interventions for

the student.

A more organised administration system has to be developed to
enhance the services rendered by the Clinic. It appears that a
reliable system for arranging appointments with other
speclalists such as the Paediatrician and Occupational therapist
has to be organised. The typing of reports by one person caused
considerable delay in the sending out of reporcts. Students
could be encouraged to type thkair own reports if a‘typewritar
was made available to them or alternatively a second typist
could be employed. Students seemed to feel that elients often
missed family counselling sessions and svmetimes they did not
take the initiative to cancel the session. The possibility of
charging a consultation fee which is in keeping with the clients

socio~economic position requires further investigation.

Limitations of the Study

Some of the limitations of this study are:

(a) There were limitatlons in the questionnaire. For instance
the question content may have been biased and ambiguous and
the degree of regpondent motivation t¢ the questionnaires
may have coustituted extranecous variables which were

difficult to control.
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(b) It was decided to use all clients in the first half of the
year to afford follow up in the second half of the year,

e Sedag

after a standardised period of time. This limited the

sample size.

(c) Difficulty in data collection was related to the generally
poor responses from families in returning the v
questionnaires. In many cases second and third telephonic
reminders were made before parents returned thelr
questionnaires. Home visits were time consuming,

uneconomical but at times Interesting.

Future Research

(a) As mentioned earlier, further studies need to be conducted

using objective change criteria to gauge the effectiveness

of the IAC.

(b) Pilot studies need to be conducted at other Education
Clinics using the IAC method ar an adapted versiom of the
IAC to further determine the feasibility of this model.

(¢) The IAC method should be compared with other approaches.
This should be done within the framework of a countrolled

study.
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(b)

(c)
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It was decided to use all cllentg in the first half of the
year to afford follow up in the second half of the year,
after a standardised period of time. This limited the

sample size.

Difficulty in data collection was related to the generally
poor responses from families in returning thedir
questionnaires. In many cases second and third telephonic
reminders were made before parents returned their
questionnaires. Home visits were rime consuming,

uneconomical but at times lnteresting.

Future Research

(a)

(b)

(e)

As mentioned earlier, further studies need to be conducted
using objective chaige criteria to gauge the effectiveness

of the IAC.

Pilot studies need to be conducted at other Education
Clindics using the IAC method or an adapted version of the

IAC to further determine the feasibility of this model.

The TIAC method should be ¢ upared with ocher approaches.
This should be done within :he framework of a coutrolled

Study‘
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(7) CONCLUSION

The high degree of client family satisfaction with the IAC and the
services rendered by the Education Clinie, as well as the generally
very positive student responses to the use of the IAC, suggests that
the IAC can be considered an appropriate method of assessment and
consultation in the field of learning disabilities. The results of
this study thus favour the continued use of the IAC.

The review of literature does, however, illustrate that the IAC is not
widely used overseas or locally. It is utilised at the Fernald Centre
at the University of California in Los Angeles, where it originated and

an adapted version of the model has been put into practice at the

Education Cliniec of the University of the Witwatersrand. Some general
sugges.lions for the improvement of the IA7 have been discussged.
Furthermore, objective research studies on cthe effectiveness of the IAC
model and its applicability for the various population groups in South

Africa 1s indicated.
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EDUCATION CLINIC - 1982

"There is a waiting list of thc

o

M o th o
o

+ Questicnnaire/s
the child/ren wyou

Please complete the enclosed raren
e Bducation Clinkc.
tO
h

and Release Form/s in respect
would like to have ansessed &=

M

0n

be seen, and
e higher youxr

rr

the sooner you return the Zorm,
application will be on the list,

Please return *the form to:

The Secretary

Division of Specialised Zducation
University of the W*twa ersrand

1 Jan Smuts Avenue 20C1

Children will be tested by cur secondé-ye
students under the suoerV*51or of guali:
who in turn will rervort to the Head of t
Written repozts after ‘es n

parents and to any other
request. of the parents.

This is & free cervice offszei by the Universzity
However, a donation after vour chilé has been accep
will be most gratefully *eye""ﬂd, 2s +he Division i
.still in need of more eguipment to enhance its

Ao
e
s

‘sdervices,

MERVYN SKUY pi>
Bead, Divisiecn =2 Sgecizalwziwi Zducation

»e

=e}
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.o UNIVERSITY OF THE WITWATERSRAND

DIVISION OF SPECIALISED EDUCATION

EDUCATION CLINIC

PARENT QUESTIONNAIRE

The initial consultation is likely to be more effective if you
have had time to summarise y-uxr perspective of the problem.
ThereZore, we have developed this guestionnaire.

This form is <o be filled out by parents or guardians. When

possible we would like both parents to work on the answers. "

If you have differing views, indicate when you differ, and tell
us koth views.

After you have answered the following questions, please share
your responsas with your child so that (s)he is aware of what
you have saicd. This will save time during the conference.

We have tried to arrange tlle questions logically and clearly,
but no printad form can £it the variety of individuals filling
it out. Feel free to answer in the way 'hat is best for you
and do not worry if there are some questions you cannot
answer, but where possible, please answer fully.

CHELD » ° [ 2 - L] - * L4 » L] - LS . L] - - . »~ - DATE » - - - -

Child ! s namE‘ - - - " » - . - - - - . - » - - » SEX - - - » ™ »
Dat e Qf bﬁ.r‘tnh » . Y - - a » » L] » L] o » AGE - - » '
Home LAaDGUAGE v & v « v 4 o ¢« « o o o
Addresg L] - i - - - - - - - - - - - - - - L] » L] . > - - - » .
" Home Teleghmna MO & o v e e e e e et

?AQEVT/S / GUAPDIQJ

Father's name . . . « + « & + Mother's name . . ., . . . .
Qeeupation . . .+ +« + « + « o Occupation . . . . . . . . .

Business address . ., . . . . . Business address ., . . . . .

Business telephone . . . . .

.
.

Businaess telephone . . . . .

-

Marital Status : Marvied; D.vorcad/Separated/Widowed,/Both Deceased

PTQ .

I

e g 2 e e




Siblings

FAMILY HISTORY:

Number and ages of brothers ard sisters

e p en e oy

Anv significant factors

Name, Address and Telephone No of School

(Grade/sStandard)

Teacher's

School Principal's Name

Child's School History

REASON FOR SEEKI

e I A, . e et e

(Please express Ao

- continue on pas. Cf quasticnanire

LT3

Comments on significant problems or
successes at school in the past

SESSMENT AT THIS TIME:

how you see the problem/concer
if nece

AND/OR A
1y as o




T e e st o

Please state person and/or organisation who made the referral (e.g.
school, dector, teacther, family friend, or others)

+ I
\//

0
.

*please state whether your child has had any previous testing
(educational or psychological) and if so, by whom and when. .

*please state whether you have sought help before and if so, where
. »~and when (e.g. clinical psychologist, remedial teacher, ox other)
«, .

e
b

*Medical Examination

1. Has your child had a recent medical examination?
(a) by a General Practitioner (name) . . . . . . . ¢« ¢ « « + «

(date) . - - L] - - - - - - - » - L
Findings - - . » L * Ld - - . - » . - * L - * » - L - - - . -

(b) by a saediatrician (RAME) v+ v 4 v 4 e e e e e

Findings : EY@S » - L 3 L] L ¢ o L4 - L) - L) - - L4 L2 » L » - L . -

Developmental hiétcr*: Dlease state any significant factors in youxr
child™s physical and/or emoticnzl development (e.g. walking early orx
late, spéech difficulkies or =arlys speech, comments on mother's

23

s Ed -~
i pregnancy (state whezher normal os not) and confinement; bed-
? wetting, nightmazes azc).
1}
Strepaihs and infe. .:.3: Dlu.w slace the particular interests of | |
huthnd mat Yl b e wed s L S ) ‘ - )
your Eﬁlia (B.g. co iis; hutcassd clubs: reading; arts and crafte,) t
? » “ e SR . ._

F




Social relationships :

> Please indicate how your child gets on with
adults and peers - rriends, family, teachers etc.

Please indicate the age at which

What in your view are the Ffactors

aggravaiting the problem?

the current problem began ., . . . .

that caused or are causing and/or

Is (are) the original cause(s) still

contributing to the problem?

VY3 . v o o o« NO . o ¢ &

are there any other things currently contributing to the problem?

Y¥es . « . . « NO . ¢ « o &

@hat has been done about these problems until now?

What do you think
problem or to deax

How did you come L7

baen taken?: (e.d.

a doctor, a psychol

Lo T e e Ve s A e

-

A»

vl
2

|
N

“ps

‘s
t

=

i

salias

cheerved the need, you were told by a teacher, j
s oy chiher professional) g

P P

y heon done in the past to prevent the

rE=ak

the

omscusit

=he parly stages?

’
so corrective steps should have

(Spacify?




L3

you may have-given thought to the kind of help th i
. s X > hat is needed :
at _this time. If so, what do you think wouldpbe the most helpful?

Brigfly state what you expect to accomplish through

hy h us:

your consultation

Other than parants, whom can we se& to help (e.9. teacher) . . . . .

!). k] - g 13 3
Prowlem is (tick applicable spacs (3)( ) Academic

L’ ( ) Emotional

( ) Cther (specify) . . . . . . .

I Academic, ( ) Reading () ‘s*hs () Writing

() Othexr (Specii) e e e e e

=] Wiy A a
* If you have any Usptris of poEt. x
1 . . - T L] =8
interventions, you muir bring thar = the'::r
they will be of heip =2 u§., =7 =N riqux*_
T i teacnad veLen e JOXM.
pPlease complate Lh= .tnacne

'y
i
*
[
[y
>
e
K
T’
2l
ie
%3
3
.

Thank you for your

(
(

) Behavioural

} Motlivational

() Spelling

st appointment if you ifeel
uz tw obtain any reports,

a4
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APPENDIX C

UNIVERSTITY OF THE WITWATERSRAND

DIVISION OF SPECIALISED EDUCATION

Dutiipne for

PEYOR -0 LT ONAL ARGEGSMEND KUYOLT!
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perticiponts in Aspasvacnt :
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Paponbs (
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o L e agd P one SRS eTS i
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Dupsrvivory

.
= & .

{Teoenen)

Summary of Coucorny {Including sigpificant hi~torical factors, Eug
eTIphasi.o iy CULTEnk problems, needs, —ud strengths - as percelved Dy

rhild and by parents

3 a3 ant :1d? ¢t situation was discussed and
Summary of Decisiono (Child's name),,curren c ;
umary, of Tong were agreed upon, based upon the stated informatilon

¢

the following deeinio
and rationale @

Decigion 1

bR e S A

Rationaln :

A R R A

< o e

' te
e o 1 stered Date
(whore apprnprmn?u) Tuots Aumial e

e SRR MRS R S
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Observations and Results (i

e ncluding a suceinet summars of :
g v 4 1§ ary 1 e ls of
functioning, quality of fun ry of levels o

ctioning, and behaviour)

S

Conclusions of Testing

Decision 2

Rationale :

ete .

Next Steps |

1. 2
|
|

2. \
y

3. etc . ”
1!
1

Signed .

. . Student Tester B Ed (Rem Ed)

Dr M Skuy (Clin Psych) ‘
Head, Division of gpecialised Education
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*lost profassionals are reluctant to provide the client with specific

test scores beciuse such scores have bheen misused bv uninformed persons.
Because we believe our clients are entitled to know whatever information
we have gathered in arriving at our recosmendations, we are includina
the test results. The information nresentad here will help vou to
understand the nature and limitations of such testing.

in achieverent test samnles abilities related to a specific tvoe of
learning, such as reacing, math, lanquaqe skills, spelling, etc.

There is no test that can completely reflect a person's intelligence or
what one has learned. lie use test results as an 2stimate; we recommend
that every test finding should be viewed with extreme caution. He Know
that a wrong answer does not mean that a person does not understand a
question; also, a wrong ansuer dees not necessarily mean thatl a person
is incapable of arriving at a correct answer. People know much more
than they can produce, especiallv under test conditions. A perscn's
hehavior, especially under test conditicns, is controlled by many
factors, e.q., motivatice-, ansiety, exnectancy of success,_langgace .
proficiency, nerceptual-rotor skills and preferences, relationship to
others in the situation such as the lester, etc. lle strongly advise
rue following scores as an approximation. ( Parts of the

you to vies : - :
above discussion are adapted from J. Yagan, Understanding Children,
Jew York: Harcourt, Jrace, Jovanovich, 1871.) .
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EJUCATION  CLIWIC,

@ Jeny dant

e nesd your kelp. e are not asking for funde - 2ll we

ack iz - fev minutes of your time, You have bewn involved b
inneysho-eduertionil asssascnents durln, the course of the 1

i 80
. -1 4 £ -
year, we are very interested in finding outiw

(a) ¥ow nmuch success you have experienced in carrying out

shouwt using 2 porticular model
w0 *'IOZ!.“PL. to»

You cnn sczizt us to mailntzin end improve the services
% +.e clinic by co-orerating in the evaluation

@ surver. I would thercfore be grateful if you would kindly
sw tun £ollowin~ cuections as briefly as you wish and

A-

e
as frankly o you eon -~ ond return the completed ~uestion-
neire to me agscen oo poscible by placing it in the Ned.

piseonhole in the secretary's office. Thank you for the
courtecy of your wefratance.

Very cincorely yours

Jubie Zzngor
(ied, Student)
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Mark sive t ot aqmlies in each ease vwith nn X.

1. Do you feel positive about uging the IAC?

=
®
Q
¥ A
i
4l
it
3
o]

ot 2t all
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2, Did you Ziad the structure offercd by the IAT helrpful?

Yes - Yes NT> Mot at all
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c

. . . . . .
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u b % _; e I
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l 1
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Do you feel you

their concerns?

6.

T

<

viers

able to help your clients

resolve

nge 1 Yes ¥ ’
Cose es fes o Yot =t all
,.‘:'S L) “!,’,E ~ . " -
Case o fes Teo o ot =t 2ll
Case 3 {ec s To Yot oft 21l
&Y Vi v N W TR s o
saige & . les - Yeg :To ot at all
v B Do Yo N . S
Cose 5 : les fes o Mot at all
i
Do rou rerceive yourceld 3 hoving brougnt about any
nositive chanse in your client's percention/s of their

rroble er/s e o result of the TAT?
Case 1 Tes Yes o ot at all
dnee 2 Tes Yoo Je Jot at all
Cooe 3 Teo Yoo Ris) ot at all
Case & Y33 Yoo o Yot ut 211
Coze 5 Yeo Yes No ot at all
Do oyon Teol a4t your cli&nt's were cufliciently motive-

o - ‘
tod ke corry ous the decisicond shet you jointly made?
Saoe L Ten Yoo Jo 7 Iot aﬁwa%;w o
Juce 2 Ten ves ) ot 2 ;ll
Onep ¢ rarn Yoo - Ho Jot at all
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g, Taking all your activities in the clinic into account
- -~ [ %9
’

Y 1 C =, 1 0
Tou~d you.d gcribe yourself az Aaving bheen on effective
welper this yeur?

o oful Todarr .
Succesciul oderately Jot Ineffective

succeasful succensful

Eleace elaborste

LI °
» @ 4 ¢ B 6 4 8 B B B A S L NSRS O Y AT D SRS

L ] o a ;
> b & [ PN I RS R TN S S R R R R N N I RN R R R RS R BT B SF AU R A R
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0, Did vou help clients from an etlmic group other than

]
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Tes No

If @o, what 4id you think about this? (rlease elzborate)
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11, Pleaose lict the Shings you 1ied about the services
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12, ‘Tlease indicate sle +nings you didnt't Like., ecceaevvoses
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13, Do you nave any suomestions for the improvement or
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APPENDIX E
UNIVERSITY OF THE WITWATERSHAND. JOHANNESBURG
D%VISION OF SPECIALISED EDUCATION

Enquinies

Telzphane (011) 716 224 )
v %ﬁﬂwwm ) 1 Our ret MS/3id ?
tre \
’ EDUCATION CLINIC |
Dear

We need your help.

So please give us a few minutes of your time,
We are very concerned to find ont:-

(i) how pleased you were with our psycho-educational services,

(ii) how much success there has so far been towards the alleviation of

the concerns for which you consulted us,

You can assist us, to maintain and improve the services offerad at this

elinic by co-operating in the Evaluation Survey. I would therefore

R

be grateful if you would kindly answer the following questions as frankly

as you can and return the completed questionnaire to me in the enclosed

stamped, self-addressed envelopt as soon as possible, Thank you for the

courtesy of your assistance.

Very sinceraly yours

3 Jubie Dangor, BA(Hons.)
| Student Counsellor.

{/),Jmﬂ/l;,f- {" ; |
Dr M. Skuy, Clinical & Educational ngcholaglst .
Head, Division of $pecialised Educatlon.
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Name 3

Please mark tne alternative that applies in each case with an X

Le

4.

5

6o

7a

8. /

!gu_gere expected to play an active pary togetner with the
statrf member (consultant) in discussing and trying to
solve your problems and reach decisions. Lid you feel
positive about tnis approach.

Yes, most definitely Not at aLl

Yes i No

Do you fezl tnat your attitude to tne problem has changed
now tnat you have sougnt help.

«

]xes, mogt deifinitely Yes NO Not at alli

Do you fewl that the staff menber (consultant) understood
and shared a genuine interest in the concerns you expres-
=ed,

Yes, most definitely Yes No Not at all

”

Do you feel that the staff member (consultant) tried his’
or her best to help you.

Yes, most definitel] Yes No Not at all

Do you think there was too much testing.

Yes, most definitely Yes No Not at all

i ne staff I s ltant's) dis-
Do you think that tne staff member's (consv

cusgion with the teacher/principal was & vital aspect of
assepsment.

Not at all

Yes, most definitely Yes No

Do you feel that you played a part in making decisions

about the action %0 take about your concerns.

Yves l No Not at all

Yes, most definitely

W
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f hd 2 -
8 Do you feel that the decisions e
. &l L ariging out of the assess—~
ment were reasonably sound and useful,
o - s > ' 1
Yes, most deiinitely 1 Yes 1 No ‘ Not at all
g, Did you carry out the decisions that were taken jointly.
¥
Yes, most definitely Yes No Not at all
10. Do the decisions taken at the clinic appear to ve pro-
ducing positive results for you.
Yes, most definitely Tes No Not at =all
11, Would you have preferred the stafl member (consultant) to
nave played a larger role in making decisions?
‘ Yes, most definitely Yes Ho Not at all ‘
12. Did you sen/daughter enjoy his/her participation in tre
agsesgment.
Yes, most definitely Yes No Q Not at all l
13. Do you feel you and your son/daugkter gained anybthing from
+the azssescment.
1
Yes, most uefinitely Yes No ‘ Not at all \
14, Do you feel that the acsegsmend to0k too long?
e | s N t all
Yes, most definitely Yes "o ‘ Not at a
?leaﬁe elabOI’&te ualﬁilctootoaQtt.’tt'id.bo!c‘o.icuooandls
* Dcttob‘au»nhovtha.n&nﬁca“ld‘i&h&tcinc.noltn.oebo-!tu
. : 5] ttend the
, ing, 4id both of them &
15, If both par‘entﬂ are llYf 3(’315 pleage state the reason.
scsescment interview, 3 ’
}W Yes No
.0‘....‘..;..n.lu’)bcdlnlnot“o@
Lamegsee s Een s
odc¢»w»uo~.-to‘0"“’
161;/ N R p" 3'
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16, Regarding your concerns 4 ‘ ; .
ficient feedbaCk/informatgoggu think you were given suf-

‘w§es, most definitely Yes No Not at all

- 17. Do you feel that wou gson/daughter's diffi .
were of an emotional natére,gh er's difficulty/ies are/

Yes, most definitely Yes No Not at all

18, Were you helped by a staff member (consultant) of a race
group other than your own.

Yes No

If so what did you feel about this? Please elaborate .

ﬁ."“(’l‘."C"ltl“.tﬂ'“!l"ll.‘...b.'lQ‘.Q.Q..‘lI.!&I'.“

Q'l‘ﬂ'.‘..’.(’."’VC‘IQ'....'.“.OC.'.'.‘.O'.I'Q‘ﬂl..'....l

19, Were yow satisfied with the repori you received.

‘ .
Yes, most definitely Yes ‘ No Not at all

$KCTION _B.

received remedial help at this clinic

If your son or dauchter
complets tRls DeCTLON.

1. Do you feel tnat your child has benefited from the remedial

nelp he/she rececived.

No Not at all

Yes, most definitely ‘Yes
" 4

2. Does your son/daughber feel that he/she benefited fom the

remedial teaching?

Ves No Not at all

Yes, most definitely

3 1/ e % & 6 0 #2 pa 40
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3, Does your son/daughter show any j
oes yo nter any noticeable i i
his/bher school work after having had remédi;?piggg?ent -

Yes, most definitely Yeg Mo Not at all

o

4, ?iirrgﬁiié?i Q%?gning alleviated all the concerns about
™oon 5 achoolw : - p "
T e, ork you dlscugged at the first inter—

Yes, most definitely Yeg No NOt at all

*

If nO'h’, pl@&ﬂ@ Gl.&bOI‘a’tC% IR R R EE R EEEEE R NI I AR BN BRI S A A

TR N IR
»HQ‘&!)*’I!'Q&hf‘i*ﬂil‘.‘It"ﬁlb..'l.‘.‘..l.Q.l“'.'

sECTION C.

1f your fomily received one or more session/s of family counsel-
Ting comnlete ThAlS S0CTLON.

" .

1. Do you feel thot family counselling was an important aspect

of the help offered.

| yes, most definitely |Yes No Not at all

=3

o you feel tnat you gained a betier understanding of your
concerns/problems througn family counselling.

e

Yeg, most definitely Yes No Not at all

A AT

'3, Do you feel family counselling was relevant to the origi-
pal problem/concern for which you sought help.

No ‘ Not at all

Yes, most definitely Yes

| Ly n 5 2 fited
4. Dia vou and your family members foel that you bf 18
fromyyour particip&tion in family counsellinge.
Yes; moat definivel Yes ‘ No \ Not av all
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g, Fiease list Ine things you Lliked ambewt
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p, Pleasze Indicate tne things you dardn't
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Ce ilo youw have any suggestions for improvement
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