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CHAPTER I 

INTRODUCTION 

Statement of the Problem 

The importance of teaching appropriate social behavior 

to children having visual impairments and other handicap

ping conditions has been recognized for some years (Van 

Hasselt, 1983; Warren, 1977). Social behavior in infants 

and young children is considered to be the backdrop for 

much later development, and the development of social 

behavior is itself intertwined with other forces, e.g., 

cognitive and language (Connor, Williamson, & Siepp, 1978). 

Social behavior involves any interpersonal interaction. In 

order for a behavior to be classified as social, it must be 

directed at another person, or must result from the appear

ance of another person or from the presentation of a 

stimulus by another person (Jones & Hales, 1984). 

When an infant or young child is blind, the blindness 

alone can hamper normal development and there is "ample 

evidence that the course of social development is different 

in blind and sighted children" (Warren, 1977, p. 245). 

There has been a general consensus that large numbers of 



children with severe visual impairments exhibit problems in 

social functioning (Van Hasselt, 1983). Additionally, 

there are indications that many individuals with severe 

visual impairments have fewer social experiences and, 

therefore, have less opportunity to enhance and practice 

social behaviors. The quality of social interchanges, when 

they do occur, is often poor (Van Hasselt, 1983). Depriva

tion of the visual sense restricts a child from many of the 

experiences that the sighted child has as part of his 

development. Vision plays an important part in the acqui

sition of many social behaviors, such as those which 

evolve from response to adult social signals which involve 

the hands and facial expressions (Rogow, 1976). It has 

been suggested that vision plays a role in establishing 

human bonds from infancy on and, further, that no edu

cational strategies can succeed if a child has not 

established "affectional ties" with his environment, ties 

developed through human, partners (Fraiberg, Smith, & 

Adelson, 1969, p. 123). 

Among the population of blind children, there is an 

apparent high incidence of multiple handicaps (Warren, 

1977) . In fact, it is rare to find an infant with a severe 

visual loss without concurrent sensory or motor deficits 

(Rowland, 1984). Additionally, vision problems and mental 

retardation are frequently encountered together (Ellis, 

1979; Lowenfeld, 1971). If a young child is blind and is 



multiply handicapped, it can be assumed that the effects of 

these handicaps on the development of social interaction 

may be considerable (Rogow, 1982; Van Hasselt, 1983). 

It is recognized that children with multiple handicaps 

frequently have deficiencies in social behavior (Cleland, 

1979; Donlon & Burton, 1976; Gable, Hendrickson, & Strain, 

1978; Guess & Horner, 1978; Sailor & Haring, 1977). The 

term multiply handicapped has traditionally been used to 

describe children with a combination of two or more dis

abling conditions which include one primary and one 

secondary impairment (Fewell & Carlson, 1983). Texas 

Education Agency (1983) defines a multiply handicapped 

student as one whose disabilities severely impair per

formance in all of the following areas: psychomotor, 

self-care, communication, social and emotional development, 

and cognition. Also, deficits in social behavior are an 

important characteristic when defining children diagnosed 

as mentally retarded (Grossman, 1977, p. 11). Conse

quently, children with multiple handicaps are often 

characterized as not readily responsive to their environ

ment and as oblivious to other persons, neither initiating 

interactions or responding when others try to interact with 

them (Mori & Masters, 1980). Therefore, without inter

vention, they often fail to benefit from the environment 

and its available stimuli. 

Consequently, the combination of blindness and other 



handicaps can limit the quality and variety of experiences 

that a child has (Connor et al., 1978). The child's 

restrictive experiences are due to lack of intact infor

mation processing systems (cognitive and sensory) and 

subsequent delays in areas such as motor, concept devel

opment, language, and social development (Fewell & Carlson, 

1983). 

The presence of additional handicaps does not merely 

have an additive effect on a child—the effect is 

multiplicative (Dubose, 1978; Mclnnes & Treffry, 1982) . 

That is, a child who is blind and multiply handicapped is 

not just a child who cannot see and has other handicaps. 

Handicaps in one area cannot be treated in isolation from 

the effect a handicap has on other areas (Dubose, 1978). 

For example, the inability to see interferes with fine and 

gross motor skills; the inability to reach and grasp, to 

make gestures, and to talk interferes with social 

development (Dubose, 1978; Rogow, 1982). 

Importance of the Study 

Because young children who are visually handicapped 

and multiply handicapped may be deficient in their social 

skill behaviors, this area is frequently discussed in 

educational programs as part of the development of the 

"total" child (Mori & Olive, 1978). Like many children who 

are multiply handicapped, children who are blind and re-



tarded often seem to lack motivation and curiosity (Rogow, 

1976) and any desire for objects surrounding them 

(Burlingham, 1967). 

Several studies suggested developmental patterns in 

the growth of many social behaviors (Connor et al., 1978). 

For example, a consistent developmental pattern has been 

observed in the growth of attachment (Ainsworth, 1964). 

The amount and nature of interaction between a young child 

and the caregivers can affect attachment which, in turn, 

has an effect on social development (Stone & Chesney, 

1978). One suggestion concerning the development of cer

tain early attachment behaviors has been that they progress 

from "physical proximity-promoting behaviors to distal 

behaviors such as looking and vocalizing" (Stone & Chesney, 

1978, p. 11). Behaviors such as vocalizing and formal 

communication permit social interaction across greater 

physical distances. 

Wahler (1967) and Gable et al.(1978) identified 

various social behaviors as belonging to different response 

categories. Wahler (1967) also defined responded events in 

interpersonal interactions. Further, Jones & Hales (1984) 

looked at social responses as forms of behavior—prompted, 

responsive, or spontaneous—and proposed a hierarchy of 

social responses. These behaviors were suggested to 

promote proximity or contact between a child and those 

around him or her. They can also act as signals and. 



therefore, are potentially important behaviors for such 

children. 

The educability of students with multiple handicaps 

has been documented in many studies, and there is evidence 

that at least simple social behaviors can be taught to this 

population (Stainback & Stainback, 1983). Prompting and 

reinforcement have been used with children diagnosed as 

visually and multiply handicapped to increase reach-grasp 

behavior (Correa, Poulson, & Salzberg, 1984) and with 

children who have multiple handicaps to assess selected 

social behaviors (Gable et al., 1978). 

There appears, however, to be limited research on 

intervention strategies for young children who are multiply 

handicapped and severely visually handicapped. Due to the 

complexity of social activities and the relation of social 

development to other areas of a child's total development 

(Williams, Hamre-Nietupski, Pumpian, McDaniel-Marx, & 

Wheeler, 1978) , there would seem to be a need to investi

gate training strategies in the area of social skills for 

this population. 

Purpose of the Study 

Identification of interaction experiences associated 

with higher or lower frequencies of social responsiveness 

or with different levels of social responses may be useful 

information for planning educational programming with 



children diagnosed as visually and multiply handicapped. 

Many skills are learned in the context of interper

sonal relations and interaction is often seen as a pre

requisite for behavioral development (Whitman, Mercurio, i 

Caponigri, 1970). Because the combined effects of multiple 

handicaps impair a young child's ability to learn, teachers 

should be aware of the fact that a limited behavioral 

repertoire and lack of exploratory and initiative behavior 

may exclude a child from critical adult interactions (Gable 

et al., 1978). 

This study was concerned with the effects of prompting 

and reinforcing on the emission of vocalization and 

gestural responses of children diagnosed as visually 

handicapped and multiply handicapped. 

Research Questions 

The questions this study attempted to answer were; 

1. What are the effects of prompting and reinforcing on 

the frequency of social interaction behaviors? 

2. Will prompting and reinforcing of selected social 

interaction behaviors influence the forms (responsive 

and spontaneous) of behavior? 

3. Will increases in vocalization responses also be 

accompanied by increases in gestural responses? 



CHAPTER II 

REVIEW OF RELATED LITERATURE 

The importance of social development in young children 

who are severely visually handicapped is well documented 

(Dubose, 1976; Warren, 1977). There is, however, a paucity 

of research dealing with intervention strategies to be used 

with children who are visually handicapped and multiply 

handicapped (Correa et al., 1984). For example, Van 

Hasselt (1983) researched the literature and stated that 

"no studies could be found in which modification of blind 

infants' 'social' behavior has been attempted" (p. 92). 

Therefore, it appears that further research with this pop

ulation in the area of social interaction behaviors would 

be useful to substantiate the effectiveness of teaching 

programs. 

Description of Visual Handicap 

The term visually handicapped is currently used to 

refer to children who have impairments in the structure or 

functioning of the eye regardless of the nature and extent 

of the impairment (Barraga, 1983). Texas Education Agency 
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(1983) defined a visually handicapped student as one who 

has been determined by a licensed ophthalmologist or 

optometrist to have no vision or a serious visual loss 

after correction. For students having residual vision, a 

functional vision evaluation must be performed by an 

appropriately certified professional (Texas Education 

Agency, 1983). For educational purposes, the visual 

handicap must adversely affect a child's educational 

performance. This includes children who may be called 

partially seeing and blind. 

A wide range of visual abilities is found in school 

age children identified as visually handicapped. Cur

rently, there are several terms accepted by Texas Education 

Agency when describing severe visual impairment. For 

instance, light perception refers to the aoility to 

distinguish light from dark. "Hand motion" and "counts 

fingers" are used as descriptors, often with a specific 

number of feet or inches, to describe the distance at which 

an individual can detect hand motion or can count the 

number of fingers an examiner holds up. The terms object 

perception, "sees only shadows," and "sees only large 

forms" are also used to delineate visual abilities. Light 

projection refers to an individual's ability to locate a 

light source, e.g., by pointing or turning toward it. This 

terminology provides helpful information when speciric 

acuity cannot be measured. 
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Description of Multiple Handicaps 
and Mental Retardation 

Only the definition of multiply handicapped as 

employed by the Texas Education Agency will oe discussed 

here. Texas Education Agency (1983) describes a multiply 

handicapped student as one who meets all of the following 

conditions: 

1. the student's handicapping condition is expected 

to continue indefinitely; 

2. the student's disabilities require comprehensive 

instruction and related services in programs for 

the severely handicapped; and 

3. the disabilities severely impair performance in 

all of the following areas; 

(a) psychomotor skills; 

(b) self-care skills; 

(c) communication; 

(d) social and emotional development; and 

(e) cognition. 

Since cognition is one of the disability areas, and 

since many of the related studies dealing with social 

skills have involved populations described as severely or 

profoundly retarded, levels of retardation as recognized by 

the American Association on Mental Deficiency (AAMD) will 

also be discussed. 

Mental retardation refers to significantly subaverage 
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general intellectual functioning existing concurrently with 

deficits in adaptive behavior, which are manifested during 

the developmental period (Grossman, 1977, p. 11). Addi

tionally, the levels of retardation were described as 

follows; 

1. General Intellectual Functioning--the results 

obtained by assessment with one or more of the 

individually administered general intelligence 

tests developed for that purpose. 

2. Significantly Subaverage--IQ more than two 

standard deviations below the mean for the test. 

3. Adaptive Behavior—the effectiveness or degree 

with which an individual meets the standards of 

personal independence and social responsibility 

expected for age and cultural group. 

4. Developmental Period—the period of time between 

birth and the 18th birthday. 

Adaptive behavior is a combination of the interactions 

of an individual's abilities and skills with the expecta

tions of society and the opportunities to learn. Adaptive 

behavior as well as intellectual status may change. In 

infancy and early childhood, deficits in adaptive behavior 

may be reflected in the following areas: sensory-motor 

skills development, communication skills, self help skills, 

and socialization (development of ability to interact witn 

others). These areas ordinarily develop m a sequential 



pattern which reflects the maturation period. 

The AAMD recommends that the terms mild, moderate, 

severe, and profound be used to describe levels of 

retardation. Only the two lowest levels of retardation 

will be discussed. Severe mental retardation is defined as 

the degree of mental retardation when intelligence testing 

scores range more than 4 and up to 5 standard deviations 

below the norm, e.g., scores of 25 to 39 on the Wecnsler 

Scales (Wechsler, 1974). 

Profound mental retardation is used to describe tne 

degree of retardation present when the intelligence test 

score of an individual is more than 5 standard deviations 

below the norm, e.g., scores of 24 and below on the 

Wechsler Scales. Persons who are diagnosed as profoundly 

retarded often have additional handicaps and require total 

life support systems for maintenance. 

Visual Handicaps and Social Retardation 

It is generally agreed that defects of vision are 

associated with social retardation (Maxfield & rjeld, 1942; 

Tait, 1972). In a broad sense the term social skills 

refers to behaviors needed for one to interact, vocally or 

nonvocally, with another individual according to tne norms 

of society (Whitman, Scibak, s Reid, 1983). Social benav-

iors gradually develop through interactions witn people anu 

other aspects of the environment (Kershman, 1981), Because 
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skills and discriminations are learned in a context of 

interpersonal reinforcement, social interaction is an 

important prerequisite for much of a child's behavioral 

development. Absence of social interactions may insure 

retarded development (Whitman et al., 1983). 

Research and case reports reveal a consistent pattern 

of problems in social retardation in visually handicappea 

children, as well as adolescents and adults (Van Hasselt, 

1983). Without vision an individual is deprived of a major 

portion of the social and physical environment to which he 

must adapt. Children experiencing vision handicaps en

counter developmental roadblocks even in the most favorable 

of circumstances (Fraiberg, 1977). Also, the social world 

of the child who is blind or visually handicapped with no 

other handicaps is not the same as that of a seeing child 

(Cutsforth, 1980). The blindness in a child has the poten

tial to affect the behavior of a child's parents or 

caregivers, and the behavior of the people with whom a 

child interacts is important in his socialization (Warren, 

1977) . 

Creating Social Reciprocity 

The interactive and reciprocal aspects of social 

behavior in young children are often emphasized m tne 

literature. The reciprocity of social behavior has oeen 

defined as "dyadic interaction in wnich persons A and B 
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reinforce each other at an equitable rate" so that the 

probability of future interactions between the two 

individuals is increased (Patterson & Reid, 1970, p. 133). 

Therefore, the parent-child system is a "reciprocal 

relation involving two or more individuals who differ 

greatly in maturity although not in competence, in terms of 

ability to affect each other..." (Bell, 1974, p. 15). 

Social responses which are effective in a given situation 

are those which maximize the probability of maintaining, 

producing, or enhancing positive effects for the individual 

interacting (Foster & Richey, 1979). Young children have a 

set of behaviors which are highly effective in bringing 

about support, protection, and maintenance from those 

around them. They can control the mother's behavior* 

through cries, glances, vocalizations, etc. Mother, in 

turn, determines what kinds of initiations the child can 

make and how often he can make them by arranging the 

conditions and experiences to which the child is exposed 

(Cairns, 1977). As further evidence of child control, it 

has been shown that the mother's social responses come 

under the control of what appear to be responsive behaviors 

of their infants. Incidental vocalizations or head turns 

of infants to their mothers function as reinforcers to 

condition the verbal and expressive responses of the 

mothers (Gewirtz & Boyd, 1977). The young child's 

orientation to objects and people soon becomes part of a 
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feedback system within tne environment. "His smiling, 

vocalizing, and reaching out to people; his visually 

attending to and manipulating objects tend to be self-

reinforcing and thus, to some extent, self-perpetuating. 

These behaviors become part of a system of reciprocal 

interactions..." (Yarrow, Rubenstein, Pederson, & Jankows/<i, 

1972, p. 214). 

Consequences of Deprived Social Responses 

A restricted social repertoire can exclude a cnilu 

from critical interactions with adults (Gable et al., 

1978) . Problems often occur when a child does not appear 

to respond or when his signals are not interpreted by the 

adults in his environment (Rogow, 1980). Even early 

behavioral expressions of an infant enable a mother to 

attach meaning to the child's behaviors (Stone s< Chesney, 

1978). Lowered responsiveness and limited social inter

action behaviors have several effects (Schiefeloush, 1981) : 

(1) a child's limited participation may not provide 

adequate reinforcement for sustaining adult attention, (2) 

the child may miss language and other learning oppor

tunities because he does not provide responses that an 

adult can shape or reinforce, and, (3) the child may not 

experience events and learn skills necessary for con

trolling the environment. The potential exists for a 

handicapped child's behaviors to induce an unfavorable 
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cyclic effect (Stone & Chesney, 1978). Increased social 

behaviors should provide the basis for more frequent 

reinforcement and interaction (Patterson «. Reid, 1970). 

Children with vision problems are at risK in the 

development of social signals which attract the attention 

of adults and engage the adults in interaction (Rogow, 

1982). Considerable evidence has accumulated that early 

social experiences are critical for later development in 

both humans and animals (Landesman-Dwyer & Sackett, 1978). 

The attachment of infants and young children to their 

mothers and their mutual interaction is viewed as integral 

to a young child's survival and development (Blacher & 

Meyers, 1983). These authors have also speculated that the 

lack of ties between parent and child are related to 

burnout of parents as caregivers, to inclinations to place 

children out of the natural home, and to the quality of 

parental collaboration with school and other service 

personnel. These early interactions are the basis for 

later cognitive and emotional growth. 

Attachment 

One area of social development which may be affected 

by a lack of vision is attachment (Blacher s. Meyers, 1983) . 

Two behaviors that are considered indicators of attachment 

include smiling and separation anxiety. Fraiberg (1974) 

found that blind infant smiling in response to either 
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parent's voice was neither automatic nor frequent. In 

fact, the infant's repertoire of facial expressions was 

meager. An infant's smile serves as an elicitor of social 

attention from others; thus, lack of or infrequent smiling 

may be interpreted by adults as unresponsiveness. In 

discussing the blind infant's smile language, Fraiberg 

(1974) felt that the smile to mother's voice was not an 

automatic smile and was not employed to initiate a social 

exchange. She observed that blind babies smiled to their 

parent's voices as early as the fourth week--the appearance 

of a selective smile. At 2 and 1/2 months, this smile 

became more frequent even though the mother's voice did not 

regularly elicit a smile. She found that from this age to 

6 months, the blind child continued to smile selectively to 

mother's voice although the smile to voice was still 

irregular. For the sighted child of 6 to 11 months, a 

smile was reserved somewhat exclusively for mother and 

familiar persons. However, the blind child's smile was not 

further differentiated from the earlier stage; that is, it 

was still an irregular smile to the voices of the motner or 

familiar persons. She felt that there is no stimulus for a 

smile that has the true equivalence which the human face 

gestalt does for a sighted child (Fraiberg, 1975). The 

blind infant's smile is not for the purpose of initiating 

contact. This type of smile, the automatic greeting, is 

large mediated through visual signs and is reinforced 
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through visual rewards. Thompson (1941) felt that 

imitation, a contribution of vision, helped to maintain 

smiling. 

Infrequent smiling is one example of the lack of 

facial expressions found in young children who are blind. 

There are a number of emotional states which range between 

smiling and crying that cannot be read from the face of a 

child with severe visual loss. Fraiberg (1974) stated that 

examples of these states are attention, which is inferred 

from sustained visual regard, visual inspection with mixed 

positive and negative emotion, restlessness or unfocused 

searching or scanning with the eyes which, to the adult, 

may indicate boredom. By contrast with the sighted child, 

the blind child has an "impoverished repertoire of facial 

signs" (Fraiberg, 1974, p. 224). Whereas an object of 

visual fixation elicits these reactions in a sighted child, 

there is no such stimulus for a blind child. This absence 

of facial signs is misleading and is often interpreted by 

adults as "no affect." 

Different environments can slow or speed the devel

opment of smiling, depending upon the amount of social 

stimulation (Freedman, 1964). For example, Brackbill 

(1958) showed that smiling could be increased and decreased 

by schedules of social reinforcement. A variety of social 

(behaviors, crying, smiling, and vocalizing) can be modi

fied by environmental feedback (Parke, 1978). Freedman 
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(1964) hypothesized that initial elicited smiles in blind 

infants are reflexive in nature with a sharp onset and 

almost immediate waning. Since blind, deaf, and deaf-blind 

infants smile, this may indicate that no single sensory 

channel is the exclusive "releaser" of smiling (Freedman, 

1964, p. 182). However, the concept that vision definitely 

facilitates smiling is supported by Fraiberg (1974) who 

found that blind infants did not smile as frequently as 

sighted infants. 

Another indicator of attachment has been separation 

anxiety, or the protest an infant shows when an object of 

attachment, usually a parent, leaves. Motor disquiet and 

crying are considered indices of separation anxiety. 

Fraiberg (1972) found evidence of a developmental lag in 

separation anxiety for blind infants. The blind infants 

she studied had no incidents of separation anxiety during 

the first year but there were occurrences during the second 

and third years. She prognosticated that the reasons for 

this were unclear but might involve the absence of 

continuous information that vision normally provides. She 

found a 6-month difference between the age of onset of 

separation distress in her blind sample and that reported 

for sighted children. This corresponded to achievement of 

a level of object permanence: there was not a concept of 

loss or absence until mother was seen as an object. For 

Fraiberg, the concept of separation must be modified to 
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include a range of experiences of "not in contact" and 

"maintaining contact" (Fraiberg, 1975, p. 326). 

Attachment and Sound 

Sound also appears to play a role in development of 

the concept of absence or separation from caregivers. For 

a child who is blind, an adult is not in the child's 

perceptual field if he is not in physical proximity and if 

the adult refrains from talking or moving. Absence of the 

mother's voice is not the equivalent of disappearance of 

the mother for the sighted child. For a child with some 

vision, visual tracking confers temporal order to events, 

and a break in visual order is interpreted as a sign of 

"gone" (Fraiberg, 1975). Sound is discontinuous and for 

large portions of a blind child's day, things and people do 

not appear to him through sound. There is a lack of pre

dictability experienced through intermittent sound, and the 

breaking of a sound experience does not necessarily convey 

loss or absence. 

A child with severe vision impairment can respond to 

auditory stimulation, but cannot control it, cannot avoid 

it, or shut it out at will (Tait, 1972). A blind child 

cannot confer movement to objects until his own mobility 

gives him the experimental conditions for tracking and 

recovering persons and toys in multiple displacements. For 

both the blind and the sighted child, tne manifestations of 
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separation protest and anxiety are lin<ed to the emergence 

of object permanence in which the human partner is endowea 

with objective attributes (Fraiberg, 1975). 

Fraiberg (1975) reported a 6-month difference in the 

age of onset of separation distress in blind children and 

that reported for sighted children. it is more difficult 

for a blind child to identify conditions in which a care

giver is absent. Visual tracking for a sighted child gives 

a demonstration that things "lost" can be regained. Sound, 

in itself, does not provide such information and does not 

give "substantiality" to objects. Without vision, tactile 

experiences and sound must be united (Fraiberg, Siegel, & 

Gibson, 1966). In fact, Fraiberg et al. (1966) wrote tnat 

the "blind child is dependent upon acoustical tracing and 

his own mobility to augment tactile experiences in the 

discovery of the object world" (p. 357). 

Language Acquisition 

The blind population as a whole exhibits delays in 

language acquisition as compared to sighted child standards 

(Fraiberg, 1974). She felt that the blind children in her 

study were quiet and that vocalization for self-

entertainment was infrequent. She speculated that these 

differences might reflect poverty of eliciting stimuli in a 

blind child's world. Rowland (1984), nowever, fo^nu that 

vocalization rates in her sample of blind infants were 
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within normal limits, though the vocalizations did not 

follow normal patterns of responsiveness. For example, a 

mother talking to her child or rattling a toy often did not 

prompt an observable change in the infant's behavior. 

Visual stimuli are available for the sighted child from the 

moment he opens his eyes; for the blind child, sound, 

voices, and tactile stimuli are not available in the same 

continuous way. Only a nonstop talking and touching mother 

could provide equivalence in quantity of stimuli. During 

the 4 to 8 month period, Fraiberg (1974) found that the 

parents' voices were the prime elicitors of vocalizations 

and also found many examples of "dialogues" between parent 

and child. Vocalizations to initiate contact appeared 

later, in the second year, for her sample. Vocal behavior 

in infants serves to elicit and maintain proximity with 

those in the environment, while the maternal responses, in 

turn, stimulate additional child vocalizations, thus 

enhancing the value of interaction and proximity (Vietze, 

Abernathy, Ashe, & Faulstich, 1978). 

Hand Language 

Movement of the hands, a type of hand language, is 

another element of nonvisual communication which may play a 

role in communication and interaction between adults and 

blind children. Fraiberg (1974) saw m her studies of 

blind infants evidence of expressive motor signs. For 
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example, the hands and fingers moving over one toy in 

preference to another may indicate signs of discrimination. 

Signs of "I want" from a sighted child may be inferred from 

behaviors such as reaching out with the eyes fixed on a 

target and with hands and torso extended and urgent 

vocalizations. For the blind child, there are many wants 

which cannot be expressed through the hands without 

orientation and gesture to identify the target. However, 

hand movements of a blind child often have meaning. These 

may include an exploratory sweep of the hand and 

anticipatory postures of holding, grasping and ungrasping. 

Fraiberg (1974) felt that the young blind child's sign 

language is distorted, but that dialogue between a 

caregiver and a child can be facilitated by understanding 

the child's hand language. What is observed during the 

first months for a child who cannot see is: first, chance 

encounter with the hands; then tactile seeking; 

progressively more discriminating and intentional tactile 

exploration by 5 months of age. Between 5 to 8 months, the 

blind child's hands begin to explore the face of his 

parents and familiar persons. The blind child can 

discriminate between familiar and unfamiliar persons by 

these tactile means, Fraiberg (1975) felt this was a form 

of recognition behavior comparable, for example, to 

preferential smiling in the sighted child. 



Related Studies 

A large number of behaviors are included under the 

social skills categorization when considering visually 

handicapped and multiply handicapped populations (Whitman 

et al., 1983). Part of this may be due to the fact that 

social behavior is not self-contained; that is, it is 

interrelated with other aspects of development and 

learning. Some of these are reasoning, cognitive 

abilities, language development, and physical abilities 

(Auxter, 1976; Battle, 1974; Rogow, 1983; Snell, 1978; 

Warren, 1977). There is some question as to whether social 

skills are distinct from other capacities. Social skills 

are certainly influenced by the ability to reason and 

communicate, but there is disagreement with regard to the 

degree they are independent (Garwood & Fewell, 1983). 

Examples of the variety of social behaviors targeted 

for research with severely and profoundly retarded 

populations are: hand waving (greeting skills), sharing a 

toy, positive vocalization, rolling a ball back and forth, 

eye contact, developing play, asking questions of adults, 

reducing social isolation, understanding the concept of 

personal property, increasing smiling, controlling physical 

aggression, and stopping stereotypic behaviors (Snell, 

1978; Whitman et al., 1983). One study investigated three 

social behaviors—vocalization, smiling, and sharing—on 

the basis that these behaviors held the potential to elicit 
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reciprocal responses from others in the environment 

(Burney, Russell & Shores, 1977). Another study chose 

sharing behaviors of rolling a ball back and forth and 

passing a block as representative of a definition of social 

responses in terms of a child's behavior "becoming mutually 

or reciprocally involved with a second child's benavior" 

(Whitman et al., 1970, p. 134). Social behaviors in terms 

of responses likely to gain a positive response from peers 

were studied by Day, Powell, Dy-Lin, and Stowitschek 

(1982). These behaviors included sharing behavior, 

assistance of a child providing help or support to another, 

vocal/verbal behaviors, motor/gestural behaviors such as 

attention seeking, imitation, and rough and tumble play. 

Gable et al. (1978) selected social behaviors which also 

had a probability of being followed by positive peer 

behavior—approach gestures, positive physical contact, and 

cooperative play. 

A child's ability to initiate and maintain positive 

social interaction with others is often seen as an 

essential developmental achievement (Greenwood, Walker, i 

Hops, 1977). There is a body of literature which addresses 

the developmental nature of social behavior by dividing it 

into stages or levels (Williams et al., 1978). Specific 

deficiencies can appear anywhere along the sequence of 

social development (Snell, 1978). Developmental models 

have been used to analyze an individual's SKIII repertoire 
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and guide the implementation of specific program goaxS and 

objectives. 

Normative models of development may provide a 

reasonable starting point for the design of curricula for 

handicapped children, although it may be invalid to assume 

that the best way to teach severely handicapped children is 

to follow a normal sequence (Baine, 1984). Sensory, 

cognitive, and physical deficits may alter the rate, 

sequence, and type of development. Nonvocal and vocal 

levels of social behavior have been described (Silberman, 

1981). For example, a student can initiate an interaction 

by looking at an object or a person, by reaching, smiling, 

pointing, or using sign language. Interactions can be 

terminated in a nonvocal manner by turning away from a 

person or object, pushing an object away, or using sign 

language. 

Williams et al. (1978) specified eight levels of 

social activities—autistic, unoccupied, independent, 

observing, attempted interaction, parallel interaction, 

associative interaction, and cooperative interaction. A 

rating scale using these levels was used oy Paloutzian, 

Hasazi, Streifel, and Edgard (1971) to rate severely 

retarded children prior to and after training them to 

imitate selected responses. Subjects were observed daily 

at one minute intervals with tne oehavior occurring at that 

moment given a rating. Examples of social interactions at 
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some of these levels were: independent play level—child 

plays with toys in an isolated manner and makes no attempt 

to interact with others; observing level—child approaches 

others and observes their activities without an attempt at 

involvement; parallel play—child plays independently in a 

way which brings him closer to others as in playing beside 

rather than with others. The emphasis of this scale are 

the play behaviors of children. 

In fact, a number of studies have focused on play 

behaviors as a component of social development or as the 

vehicle by which to elicit and shape appropriate social 

behavior (McHale & Olley, 1982) . In observing the social 

behavior of retarded and normally developing children in a 

free-play setting. Porter, Ramsey, Tremblay, laccobo, and 

Crawley (1978) used the following categories: vocaliza

tions which included laughing, crying, shouting, screaming, 

and other vocalization; actions which included body oppose, 

give, offer, hit at, hit and beat, hit and beat with 

object, hold hands, hug, pat, physical contact, kick, poke, 

push, body push, push with object, receive, pull, point, 

throw, take-tug-grab, and wave; and movement which included 

follow, approach, withdraw, manipulate the same object, and 

manipulate different objects. 

It is agreed that educational programming in the area 

of social skills is crucial for multiply handicapped 

individuals if they are to interact appropriately with 
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their environment (Silberman, 1981). There are a variety 

of ways in which an individual can interact with the 

environment, ways which differ with an individual's age and 

abilities. For example, many leisure-type activities 

involve effective interactions between two or more people 

(Whitman et al., 1983). Social cooperation and interaction 

are viewed as necessary since the environment of severely 

handicapped individuals will always contain other individ

uals, whether they are teachers, parents, or health-care 

related personnel (Rago & Cleland, 1978). 

Techniques Used to Teach Social Skills to 
Children Diagnosed As Multiply Handicapped 

Research concerning increasing_interpersonal inter

action of children diagnosed as severely and profoundly 

retarded began in the early 1970's (Whitman et al., 1983). 

Researchers have used a variety of techniques to teach 

social skills to severely handicapped children. Some are 

imitation training, direct shaping, differential 

reinforcement, and antecedent programming. Social skills 

have traditionally been taught through modeling and 

feedback procedures, processes which are primarily 

accomplished through communication with visual cues (Van 

Hasselt, 1983). The basic behavioral acquisition strategy 

has been some combination of trainer instructions, physical 

prompts and/or guidance, and contingent reinforcement 



29 

(Whitman et al., 1983). Results have generally shown the 

effectiveness of this strategy in increasing the occurrence 

of elementary social skills in retarded populations. 

However, the profoundly retarded have frequently not been 

included in such studies (Whitman et al., 1983, p. 178). 

Burney et al. (1977) used a modeling, prompting, and 

reinforcement technique with 2 profoundly mentally retarded 

children (ages 10 and 11) to teach three simple social 

responses—vocalization, smiling, and sharing--which were 

felt to have the potential to gain reciprocal responses 

from others in their environment. There were three phases 

of intervention. In the first, vocalization was targeted 

for modeling and reinforcement. In the second, 

vocalization training was continued and smiling was added; 

in the third phase, the sharing response was added, and the 

smiling and vocalization responses were continued. Data 

were collected by continuous recording during a 15-minute 

training session and a 15-minute generalization session 

each day. Trainers modeled and prompted the desired 

responses and provided edibles, paired with praise 

statements, contingent on correct responses. Data 

indicated that, in the first intervention phase, the 

strategy was successful in increasing vocalization for one 

student but not for the other. During the second phase, 

the smiling rate increased, and vocalization rate was 

maintained for one subject; for the other, smiling 
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increased, and the vocalization behavior began to occur. 

During the third phase, smiling and vocalization were 

maintained for both, and sharing behaviors increased. 

Generalization of the trained responses to other situations 

was not demonstrated. The authors concluded tnat tne 

modeling techniques were successful in controlling the 

targeted responses, although not completely so for one 

subject. They felt that profoundly retarded children may 

be slower than other classifications of retarded children 

in progressing through rudimentary social behaviors; 

furthermore, transfer from one setting to another could be 

much slower than with other classifications of retarded 

children. 

Whitman et al. (1970) investigated the effect of 

reinforcement on social responses of 2 severely mentally 

retarded children. Food and praise were given dependent on 

mutual participation in ball rolling and block passing 

tasks. Observers rated the number, length, and type of 

social responses in which the two subjects participated. 

Desired responses—rolling a ball back and forth—were 

shaped with physical guidance as necessary, and reinforce

ment consisting of candy and verbal praise. Reinforcement 

schedules changed as training progressed. For both 

children the effectiveness of such a technique was shown 

with pronounced increases in social interaction. 

Gable et al. (1978) used prompting and reinforcement 
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tactics to increase the social interaction responses of 2 

multiply handicapped children. The categories of social 

behavior were approach gestures, positive physical contact, 

and cooperative play. Trainer behaviors were categorized 

as prompting or reinforcing. Subject and trainer behaviors 

were recorded continuously during training sessions and 

part of each generalization session. The prompting and 

reinforcement procedures significantly increased the 

response rates in the three categories of social behavior 

for both subjects. Generalization of trained behaviors to 

a nontraining session was also shown. 

The effectiveness of social stimulation, even beyond 

the early developmental periods, has been demonstrated 

experimentally with ambulatory severely and profoundly 

retarded individuals (Landesman-Dwyer & Sackett, 1978; 

Hollis, 1965). A long term study by Landesman-Dwyer & 

Sackett evaluated the effects of intensive physical and 

social stimulation on the ongoing behavior of nonambu

latory, profoundly mentally retarded individuals. The 

treatments consisted of three phases of daily stimulation: 

placement in an upright or elevated position; placement in 

a "playpen" while still in an upright position where many 

toys were presented; and vertical positioning of two 

subjects together so that direct physical contact was 

provided. They concluded that all the subjects showed 

beneficial effects in their ongoing ward behavior, sleep 
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patterns, and in response to novel situations as a result 

of this upright positioning and provision of social and 

nonsocial stimuli. For example, during playpen/peer 

treatment all showed increases in environmental contacts 

such as mutual touching and exploring behaviors as well as 

higher vocalization rates. 

Hypotheses 

The following hypotheses were formulated in order to 

answer the questions raised by this study: 

Hypothesis 1. There will be an increase in the 

frequency of social interaction responses during the 

condition of prompting and reinforcement. 

Hypothesis 2. There will be a greater increase in the 

frequency of responsive social interaction behaviors over 

spontaneous social interaction behaviors during the 

condition of prompting and reinforcement. 

Hypothesis 3. Increases in the frequency of 

vocalization responses will be accompanied by increases in 

the frequency of gesture responses. 

Operational Definitions 

Social Behavior; Social behavior is defined as any 

interpersonal interaction. In order for a behavior to be 

classified as social, it must be directed at another person 

or must result from the appearance of anotner person oi tne 
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presentation of a stimulus by another person (Jones i 

Hales, 1984). 

Gesture; Gesture occurs when the suoject makes any 

movement of one or both arms, hands, feet, legs, or of the 

head; this definition includes those movements which result 

in direct contact with the trainer's body, witn an object 

held by the subject or trainer, or with the subject's own 

body. These may include extending the arms, touching or 

placing the hands on a toy, batting the arms, throwing the 

body backward, bringing both hands together, moving fingers 

on a toy, hitting, patting, kicking the legs, pushing, and 

moving the arm to touch the subject's face or other body 

parts (Porter et al., 1978; Rowland, 1984; Strain & Cooke, 

1976). 

Vocalization; Vocalization occurs when the subject 

makes an audible but unintelligible sound to another 

person. Vocalizations may include babbling, crying, 

laughing, cooing, shouting, screaming, and call sounds 

(Jones & Hales, 1984; Porter et al., 1978). 

Responsive Behaviors; These are gestural and 

vocalization behaviors which meet the general class 

criteria and which are emitted within 3 seconds following a 

trainer behavior. The subject emits a responsive behavior 

without assistance and as a consequence of a social 

behavior emitted by another person (Jones it Hales, 1964; 

Strain & Cooke, 1976). 
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Spontaneous Behaviors; These are unassisted social 

behaviors in which the observed subject initiates a 

gestural or vocalization behavior in interaction with 

another person (Jones & Hales, 1984). 



CHAPTER III 

METHODOLOGY 

A school district in a mid-sized West Texas city was 

contacted for the purpose of obtaining students for this 

study. The selection of students was based upon the school 

district's records of each student's handicaps. Therefore, 

each student selected met eligibility requirements estab

lished by Texas Education Agency (1983). A consent form 

was signed by the students' parent(s) or caregiver(s) prior 

to the beginning of the study (Appendix A). 

Subjects 

The subjects in this study were 3 cnildren diagnosed 

as visually handicapped, who also had other handicapping 

conditions and who were enrolled in a public school pro

gram. The students' demographic information was obtained 

from school records (Appendix B). 

The first student, Eddie, was a male aged 4 years 5 

months at the beginning of the study. Medical diagnosis 

included hydrocephalus, seizure disorder, cerebral palsy, 

35 
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wandering nystagmus, and retinopathy of prematurity. This 

child exhibited hypotonia, no trunk control, and minimal 

head control. The Vineland Adaptive Behavior Scale showed 

an Adaptive Behavior Composite score of 34, 4SD below the 

mean (X=100). The Callier-Azusa Scale showed an overall 

mean of approximately 4 months, with basal scores ranging 

from 1-6 months. Informal assessment of visual abilities 

(Langley, 1980) revealed inconsistent and negligible 

indicators of light perception. Eddie could not follow or 

track visual stimuli. Eddie had been in a classroom for 

severely multiply handicapped children for 2 years and had 

been served by a home program prior to school entry. 

The second child, Carol, was a female aged 2 years 11 

months at the beginning of the study. Medical diagnosis 

included spastic cerebral quadriparesis secondary to peri

natal complications and possible intracranial hemmorhage at 

birth. The Vineland Adaptive Behavior Scale showed an 

Adaptive Behavior Composite score of 42, 3SD below the mean 

(X=100) . The Callier-Azusa Scale showed an overall mean of 

approximately 3 months, with basal scores ranging from 1-6 

months. Carol exhibited spastic responses to limb control, 

minimal head control, and frequent hyperextension 

responses. Results of the Functional Vision Inventory 

indicated unpredictable ability to fixate on objects and 

inconsistent ability to follow a slowly moving object. 

Carol had been served by a home program for visually 
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handicapped children for 1 1/2 years prior to tne stuay. 

The third child, Mark, was a male aged 3 years 7 

months at the beginning of the study. He demonstrated 

minimal head control and hypertonia. The Vineland Adaptive 

Behavior Scale revealed an Adaptive Behavior Composite 

score of 36, 4SD below the mean (X=100) , with the 

Callier-Azusa Scale showing an overall mean of approxi

mately 3 months. Basal scores on the Callier-Azusa ranged 

from 1-6 months. The Functional Vision Inventory showed 

that Mark had the ability to fixate on objects and to track 

in all directions when provided appropriate positioning. 

Medical diagnosis included seizure disorder, cortical 

blindness, rotary nystagmus, and sensory exotropia. Mark 

had been in a classroom for severely handicapped young 

children for 1 year and had been served by a home program 

prior to school entry. 

Setting 

The present study was carried out in a public school 

classroom for severely multiply handicapped students. 

Sessions were conducted in a small room, measuring 8 by 10 

feet, off a larger classroom. Equipment in the room was a 

student desk, chair for observers, bookshelf, and a mat 

table. The door was closed during all sessions. A window 

adjacent to the door was used to observe continuity of 

treatment. 
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Materials 

Materials used during the baseline and treatment 

sessions were auditorily and factually interesting toys as 

well as physical contact with the trainer. These materials 

(Appendix C) were specified in the training protocol and 

were the same for each daily session. Materials were taken 

from the Sensory Stimulation Kit compiled by the American 

Printing House for the Blind (1984) as well as several 

commercially-made toys. 

Variables 

The independent variables consisted of two categories 

of subject behaviors which were prompted and reinforced: 

gesture and vocalization. 

The dependent variable consisted of the frequency data 

of responsive and spontaneous social interaction behaviors. 

Experimental Design 

This study utilized one form of single case research, 

a multielement baseline design as described by Ulman & 

Sulzer-Azaroff (1975). A multielement baseline design 

involves the repeated measurement of behavior under 

alternating conditions of the independent variable. The 

conditions, a baseline and an experimental condition, were 

alternated from session to session independently of changes 

in the behavior of interest, and treatment effects were 
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identified by visual inspection of the data from the 

altering conditions. This design has been recommended as 

an alternative to reversal and multiple baseline designs 

and was found useful in studying multiply handicapped 

students in a public school program (Murphy, Doughty, & 

Nunes, 1979) . 

The single case multielement design has certain 

advantages. It minimizes sequence effects by presenting 

each condition only briefly and by presenting each in a 

counterbalanced order. It has been found useful in dealing 

with unstable baselines in that it permits comparisons to 

be made even though the baseline may be changing. 

Multiply handicapped populations may show instability 

in their performance from day to day as much as from week 

to week (Switsky, Haywood, & Rotatori, 1982). Single case 

designs, for a variety of reasons, have been suggested for 

use with visually handicapped populations (Lagrow & 

Prochnow-Lagrow, 1983). Because multielement designs 

permit many more manipulations per unit of time, an 

investigation may be less affected by situational events 

such as absenteeism. A more rapid demonstration of 

experimental control can also be made because of the 

frequent altering of conditions. Another major advantage 

is that it does not require a withdrawal of treatment wnich 

may result in reversal of therapeutic gains (Barlow ^ 

Hayes, 1979). Therefore, this design may be particularly 



40 

appealing to public schools who have a requirement to 

quickly yet systematically evaluate intervention 

alternatives. 

Procedures 

The subjects participated in a daily teaching strategy 

which continued until each subject received 30 daily 

sessions. Results of several studies dealing with social 

skill training and children with multiple handicaps or 

severe or profound retardation (Burney et al., 1977; Gable 

et al., 1978; Murphy et al., 1979; Whitman et al., 1970), 

indicated that six weeks would provide sufficient data for 

establishing effectiveness of the treatment. 

Each subject was exposed to two conditions daily—a 10 

minute baseline condition and a 30 minute treatment 

condition. The order of treatment and baseline conditions 

was alternated and there was a time lapse of 10-30 minutes 

between the two conditions. 

During the baseline condition, no specific procedures 

to enhance or increase the target responses in the 

categories of gesture and vocalization were provided, and 

minimal social interaction was arranged. The subjects were 

placed in their adaptive wheelchairs and the trainer 

"played" with them while observing the following pro

visions: (1) other than to initially position or to 

reposition the child, the trainer did not have physical 



41 

contact with the child (i.e., could not hold his hands, 

stroke his cheek, place the child on the lap) but remained 

in close proximity to the child; (2) the trainer used toys 

which were provided (Appendix C) and did not touch the toys 

to the child; and (3) the trainer verbalized to the child 

using a list of prepared phrases, such as asking the child 

to play with a toy, and did not verbally praise the child 

or repeat the child's vocalizations. 

The treatment condition consisted of two components 

coded A and B. During component A, the trainer prompted 

and reinforced vocalization responses. During component B, 

prompting and reinforcement of gestural responses were 

implemented. Each of these components was 15 minutes in 

length (a 30-minute total treatment condition daily) and 

followed one another without a time lapse or only a brief 

time lapse such as that required to reposition the child. 

Prompting consisted of the trainer physically assisting or 

verbally cueing the subject to emit a response. The rein

forcement was social interaction including hugs, various 

forms of physical contact, and words of encouragement and 

endearment. 

During both the baseline and treatment conditions, an 

observer used an observation instrument (Appendix D) to 

record all instances of social behavior—gesture and 

vocalization—which occurred. For instance, during the 

component in which the trainer prompted and reinforced only 
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vocalization responses, the observer recoraed vocalization 

and gesture responses as either spontaneous or responsive 

behaviors. During the gesture component of the treatment 

condition, the observer also recorded instances of vocal

ization and gesture responses. 

The order of the two conditions was alternated daily, 

e.g., reinforcement and prompting of vocalization preceded 

or followed prompting and reinforcement of gesture, with 

the sequence schedule for each subject determined prior to 

the beginning of the study (Appendix E). 

Treatments 

Each child participated in 30 experimental sessions. 

These sessions were 30 minutes in length, divided into a 

15-minute component A during which prompting and 

reinforcement of vocalization responses occurred and a 

15-minute component B during which prompting and 

reinforcement of gestural responses occurred. 

A teacher of the visually handicapped in the school 

system where the study took place was the trainer for tnis 

study. She had advanced academic training beyond a 

Master's degree and had 6 years of special education 

experience in the public schools. She was provided a 

training protocol, which included stimuli to be used, 

suggested verbal statements, and the prompting sequence 

(Appendix F). Randomly throughout the study, an observer 
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checked to see that the baseline and treatment conditions 

were carried out in the manner outlined in the training 

protocol (Salend, 1984). 

Each experimental session started with a beginning 

routine (Rogow, 1976). The routine continued for no longer 

than 30 seconds, and the time for this initial routine was 

not considered as part of the total time period for the 

treatment condition. That is, timing for the treatment 

condition did not start until after this initial routine. 

During this routine, the trainer held the child in her 

arms. The trainer talked to the child, rocked and bounced 

the child, and included a phrases such as "Hi (name), we 

are going to play together now." 

Following this initial routine, the trainer proceeded 

with prompting and reinforcement of vocalization or gesture 

according to the schedule of training established for each 

subject (Appendix E). 

During each component, the trainer followed a 3-step 

prompting sequence, which moved from the most restrictive 

to the least restrictive (Glendenning, Adams, & Sternberg, 

1983). The sequence began with a combination of verbal 

cues and physical assistance. The physical assistance was 

lessened in the following step with the verbal cue main

tained. The last step consisted of the verbal cue only. 

Additionally, the trainer was guided by a training protocol 

(Appendix F) which detailed activities, verbal phrases, tne 
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prompting sequence to be followed with each activity, ana 

materials to be used. This "scripting" was done to make 

the implementation of the treatment as standard as possible 

(Salend, 1984) . 

Vocalization. During the prompting and reinforcing of 

vocalization responses, the trainer followed a suggested 

sequence of directions (Appendix F). These statements were 

used in conjunction with the suggested prompting sequence. 

During this component, only vocalization responses were 

socially reinforced. The trainer moved from one prompting 

step to the next regardless of the emission of a 

vocalization response by the child. The procedure for 

elicitation of vocalization responses was as follows; 

1. The trainer provided a verbal cue which was 

the sound(s) the child was to imitate. At 

the same time she guided the child in gross 

motor movement such as kicking of the legs, moving 

the arms, bouncing, rolling (Bricker & Dennison, 

1978) according to the directions provided in 

the training protocol. Thus, movement was 

paired with vocalization (Dunst, 1983) . The 

trainer allowed 3-8 seconds for responses to 

occur. Any vocalization response was reinforced. 

2. Again, the trainer provided a verbal cue while 

providing "light physical" assistance. This 

consisted of light stro-;ing or rubbing of tne 
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child's lips or cheek area or touching the 

child's hand to the trainer's lips as the verbal 

cue was provided. Social reinforcement of 

vocalization responses was provided. 

3. Finally, the trainer provided only the verbal cue, 

i.e., the sound in the child's repertoire which 

she/he was to imitate. If the child responded 

appropriately, reinforcement of vocalization 

responses was provided and the trainer began the 

sequence again while following the next direction 

in the protocol. 

Gesture. During the gesture component of each 

experimental session, the trainer also proceeded according 

to a specified sequence of directions and prompts (Appendix 

F) . Reinforcement was provided for any gestural response 

which the child emitted. The trainer moved on to the next 

step regardless of whether a response occurred. The 

trainer proceeded as follows; 

1. The trainer gave full physical assistance 

(hand-over-hand assistance) to gesture responses 

such as touching hands to objects or the trainer, 

moving the arms, moving the fingers on a toy, or 

guiding the child to gently squeeze a toy or part 

of the trainer's body (Fewell & Vadasy, 1983). 

Simultaneously, the trainer provided a verbal 

cue, e.g., "Touch the toy," or "Get my hand." The 
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trainer reinforced any gesture response that 

occurred and proceeded to the next step. 

2. The trainer provided light physical assistance 

(tapping or stroking the child's arm or hand as a 

signal to move, touching the child's hand, etc.) 

and provided a verbal direction. Any gestural 

response was reinforced and the trainer 

moved to the next step. 

3. The trainer provided only a verbal direction. 

Any gestural response was reinforced. The 

trainer then began the sequence again. 

Instrumentation and Data Collection 

Observations of behavior during baseline and treatmen; 

conditions were made daily through use of an observation 

instrument which was based on a scale previously field-

tested and used in a research study (Jones & Hales, ^984). 

This observation instrument (Appendix D) was designed to 

count the frequencies of two categories of social behavior 

(gesture and vocalization). Instances of social behavior 

were also classified as either responsive or spontaneous. 

The categories and response classes were defined so that 

any instance of interpersonal interaction could be 

classified as a combination of a specific category and a 

response class. 

An interval recording procedure was used for 
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observations which were conducted daily during each 10 

minute baseline condition and each 30 minute treatment 

condition. During the total 40 minute period, each child 

was observed for 160 fifteen second intervals (10 seconds 

to observe, 5 seconds to record, etc.). This technique of 

"noncontinuous" observation was selected to control for 

observer's possible inattention, and thus helped to insure 

reliability of recording (Herson & Barlow, 1976) . Ob

servers were provided with a tape to prompt them to observe 

and record. 

There were 3 observers who were employed as aides or 

teachers by the school system. Individuals who performed 

the observations were given applicable definitions and 

examples of the behaviors were described (Appendix G). 

Videotaped segments showing examples of social behaviors 

and demonstrations with students not involved in the study 

were used to train observers. Feedback was provided to 

observers during training sessions through group practice 

and discussion. One observer was identified to represent 

the standard by which the other observers obtained 

interobserver agreement. Practice was continued until 

interobserver agreement percentage of .80 or better was 

achieved. Reliability was computed on a point-by-point 

agreement ratio as described by Kazdin (1982). Agreement 

consisted of a match on the number of interpersonal 

interactions that occurred during each interval, and on tne 
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exact category and class of each interaction. Agreement 

was calculated by dividing the total number of agreements 

by the number of agreements plus disagreements and 

multiplying by 100. Intervals in which no observer 

recorded a target behavior were excluded. After the 

initial training was completed, reliability checks were 

conducted randomly on a weekly basis. The observers were 

not informed about the differences in the treatment 

conditions until the completion of the study. 

The recording procedure for the observation instrument 

was as follows: 

1. The observer was given a portable cassette 

recorder and was instructed to begin a tape 

at the beginning of each session. 

2. The audible tape prompted the observer to look 

at the subject and trainer for a 10 second 

interval. 

3. At the end of this interval (and cued by the 

tape), the observer looked down and recorded the 

behaviors demonstrated by the subject during that 

interval. 

4. Each instance of observed vocalization or gesture 

response was classed as either spontaneous or 

responsive behavior and was recorded as such 

by drawing a diagonal line (/) through the S or R 

under the appropriate location--gesture and/or 
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vocalization. 

5. If no social behavior was observed during an 

interval, the observer made a diagonal line 

(/) through the interval number which appeared to 

the left of the observation instrument. 

This procedure was followed until the observer 

observed 40 intervals during each baseline condition and 

120 intervals during each experimental condition( 60 

intervals for each component of the experimental 

condition). 

Summary 

Each of the 3 subjects was exposed to 2 conditions 

daily--a 10-minute baseline condition which provided 

minimal social contact, and a 30-minute treatment condition 

which provided prompting and reinforcing to vocalization 

responses or gesture responses. During the treatment con

dition, a specified sequence of directions, prompts, and 

materials was in effect. This procedure was followed until 

each child received 30 sessions. An observation in

strument was used during each baseline and treatment 

condition. Observers recorded the subjects' responses, 

vocalization and gesture, as either responsive or sponta

neous. The frequencies of these responses were compiled 

and analyzed to determine if the hypotheses were confirmed. 



CHAPTER IV 

RESULTS 

The purpose of this study was to look at the effects 

of prompting and reinforcing on the emission of vocaliz

ation and gestural social interaction responses of 3 young 

children diagnosed as visually and multiply handicapped. A 

multielement baseline design was used. Baseline and treat

ment sessions were alternated from session to session. 

Data from the interval recording (1) baseline and (2) 

treatment conditions for each subject were compiled and 

transformed to line graphs. The effects of the treatment 

and baseline conditions were evaluated on the percentage of 

intervals in which a child was scored as having emitted a 

vocalization or gestural response which was categorized as 

either spontaneous or responsive. By dividing the 30 

sessions into three equal blocks (10 sessions each), trends 

across initial, intermediate, and final sessions were 

analyzed (Murphy et al., 1979). Trend lines were compiled 

using the method of least squares in order to describe 

level and slope of change (Kratochwill, 19'8) . 

50 
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Interobserver Agreement 

During each session, an observer recorded responses on 

an observation instrument (Appendix D). The instrument was 

designed to record the frequency of intervals in wnicn 

gesture and vocalization responses, also categorized as 

either responsive or spontaneous, were observed. A second 

observer randomly recorded responses for a portion of a 

session. The primary observer was not aware of when an

other observer would be present. Interobserver agreement 

was calculated using point-by-point comparison of the exact 

category (gesture or vocalization) and type (responsive or 

spontaneous) of each interaction response. Percent agree

ment was calculated by dividing the total number of agree

ments by the number of agreements plus disagreements and 

multiplying by 100 (Kazdin, 1982). Interobserver agreement 

was 72% to 89% for occurrences of response (X=80%) and 75% 

to 95% for occurrences and nonoccurrences of behavior 

(X=87%) . Agreement was calculated both ways because there 

were intervals in which gestures occurred which were con

sidered not to be social (e.g., reflex actions). Agree

ment was also calculated on the combined totals of inter

vals in which responsive and spontaneous gesture and 

vocalization responses occurred. Percent agreement was 

calculated by dividing the smaller total by the larger 

total and multiplying by 100 (Kazdin, 1982). Agreement was 

77% to 100% (X=86%) . 
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Hypothesis 1. It was hypothesized that there would be 

an increase in the frequency of social interaction 

responses during the condition of prompting and 

reinforcement. Based on the results of visual analysis of 

data and trends, hypothesis 1 was not confirmed. 

Figure 1 illustrates the effects of the treatment 

condition in frequency of social interaction responses for 

Eddie. These figures represent the percentages of inter

vals in which any social interaction behavior was recorded 

(spontaneous gesture or vocalization, or responsive gesture 

or vocalization). The range of response was 91% to 45% for 

the treatment condition and 95% to 23% for the baseline 

condition. Each of the 3 blocks of treatment sessions 

(Murphy et al., 1979) was analyzed. Frequency means for 

each block were 67%, 71%, and 68%. Frequency means for the 

3 blocks of baseline sessions were 76%, 48%, and 54%. Fre

quency means were higher for the treatment in the second 

and third blocks of sessions. 

The treatment condition, for Eddie, resulted in a 

higher response frequency than the baseline condition 57% 

of the time and a lower frequency than the baseline con

dition 40% of the time. Both conditions resulted in the 

same frequency of response 3% of tne intervals. Both 

conditions, treatment and baseline, varied together, e.g., 

both increased or both decreased from session to session, 

for 55% of the intervals. However, 38% of the time, tne 
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Figure 1. Percentage of intervals in which Eddie was 
recorded as emitting any social interaction response 
(responsive gesture or vocalization, or spontaneous gesture 
or vocalization) for baseline and treatment conditions. 
Frequency means for the treatment condition and baseline 
condition are indicated for each blocK of 10 sessions. 
Circles and solid represent frequencies from the treatment 
condition. Crosses and broken lines represent frequencies 
from the baseline condition. 
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frequency of responses in the baseline rose and the 

treatment response frequency fell. 

Figure 2 shows that when the method of least squares 

was used to estimate trend lines (Kratochwill, 1978) for 

each block of 10 sessions, the treatment condition did not 

result in an increase in the frequency of social inter

action responses for Eddie. For each block, the trend line 

fell, with the most rapid decline in the first block of 10 

sessions. Also, in the first block, the trend line for the 

baseline condition fell although it was generally higher 

than for the treatment condition. During the second block, 

an increase in the frequency of social interaction re

sponses was seen in the baseline condition although 

frequency levels were below those of the treatment condi

tion. In the third block, baseline levels were generally 

below those of the treatment condition and were rising 

(while the treatment condition was falling). 

Figure 3 illustrates the effects of the treatment 

condition in frequency of social interaction responses for 

Mark. These figures represent the percentages of intervals 

in which any social interaction behavior was recorded 

(spontaneous gesture or vocalization or responsive gesture 

or vocalization). For the treatment condition, the range 

in the frequency of social interaction responses was 100% 

to 78%. For the baseline condition, tne range -as 100% to 

63%. Frequency means for the 3 blocks of treatment 
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Figure 2. Percentage of intervals in wnich Eddie was 
recorded as emitting any social interaction response for 
baseline and treatment conditions with trend lines for the 
treatment condition and baseline condition. The slope of 
each condition is indicated for each block of 10 sessions. 
Circles and solid lines represent the treatment condition! 
Crosses and broken lines represent the baseline condition! 
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Figure 3. Percentage of intervals in which Mark was 
recorded as emitting any social interaction response 
(responsive gesture or vocalization, or spontaneous gesture 
or vocalization) for baseline and treatment conditions. 
Frequency means for the treatment condition and baseline 
condition are indicated for each block of 10 sessions. 
Circles and solid lines represent frequencies from the 
treatment condition. Crosses and broken lines represent 
frequencies from the baseline condition. 



sessions were 97%, 94%, and 93%. The baseline condition 

resulted in frequency means of 94%, 89%, and 83%. The 

treatment condition resulted in higher frequency means in 

all 3 blocks for Mark. 

The treatment condition resulted in a higher frequency 

of response 57% of the time and lower frequency of response 

27% of the time. The frequency of response was the same 

17% of the time. Both conditions moved up or down togetner 

41% and in opposite directions 48% of the time. 

Figure 4 illustrates the results of the method of 

least squares to estimate trend lines. The treatment con

dition resulted in an increase in the frequency of social 

interaction behaviors during the first and third blocks, 

with the greatest increase in the third block. In the 

first block, the trend line for the baseline condition also 

rose and was at approximately the same location as the 

treatment trend line. In the last 2 blocks, the baseline 

trend line was below that of the treatment condition. It 

fell in the second block and remained the same in the third 

block. 

Figure 5 illustrates the effects of the treatment 

condition in the frequency of social interaction responses 

for Carol. These figures represent the percentages of 

intervals in which any social interaction behavior was 

recorded in an interval (spontaneous gesture or vocaliz

ation or responsive gesture or vocalization). The range m 
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recorded as emitting any social interaction response for 
baseline and treatment conditions with trend lines for the 
treatment condition and baseline condition. The slope of 
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Figure 5. Percentage of intervals in which Carol was 
recorded as emitting any social interaction response 
(responsive gesture or vocalization, or spontaneous gesture 
or vocalization) for baseline and treatment conditions. 
Frequency means for the treatment condition and oaseline 
condition are indicated for each block of 10 sessions. 
Circles and solid lines represent frequencies from the 
treatment condition. Crosses and broken lines represent 
frequencies from the baseline condition. 
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the frequency of social interaction response was 95% to 39% 

for the treatment condition and 98% to 13% for the baseline 

condition. For the 3 blocks of treatment sessions, fre

quency means were 85%, 69%, and 82%. Frequency means for 

blocks of baseline sessions were 67%, 70%, and dl%. Fre

quency means were higher for the treatment condition m the 

first and third blocks of sessions. 

The treatment condition produced higher frequency of 

response 50% of the time and a lower frequency 47% of the 

time. Both baseline and treatment conditions moved up and 

down together 59% of the time and in opposite directions 

38% of the time. 

Figure 6 illustrates that when trend line analysis 

using the method of least squares was plotted it revealed 

that the treatment condition initially resulted in a 

decline in the frequency of social interaction responses. 

However, in the second and third blocks of sessions, the 

trend for the treatment was toward an increase in the fre

quency of response with the increase somewhat greater 

during the third block. While the trend for treatment in 

the first block was toward a decline in the frequency of 

behaviors, the baseline condition showed an increase in the 

the frequency of social interaction behaviors. This base

line increase was also evident in the second block, m 

which the treatment also increased but to a lesser degree. 

The trend in the third block was toward a decline in the 
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Figure 6. Percentage of intervals in which Carol was 
recorded as emitting any social interaction response for 
baseline and treatment conditions with trend lines for the 
treatment condition and baseline condition. The slope of 
each condition is indicated for each block of 10 sessions. 
Circles and solid lines represent the treatment condition. 
Crosses and broken lines represent the baseline condition. 
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frequency of behaviors observed in the baseline condition. 

Hypothesis 2. It was hypothesized that there woula be 

a greater increase in the frequency of responsive social 

interaction behaviors over spontaneous social interaction 

behaviors during the condition of prompting and reinforce

ment. Based on the examination of means and trends, 

hypothesis 2 was not confirmed. 

Figure 7 illustrates the frequency of responsive and 

spontaneous social interaction behaviors (vocalization and 

gesture combined) for Eddie. The mean frequencies of re

sponsive behaviors for the 3 blocks of treatment sessions 

were 53%, 56%, and 54%. The mean frequency scores for the 

baseline condition were 35%, 46%, and 31%. In all 3 blocks 

of treatment sessions, the frequency of responsive social 

interaction behaviors was higher than for spontaneous 

social interaction behaviors. 

Figure 8 illustrates that for all 3 blocks in the 

treatment condition, the frequency of responsive behaviors 

displayed a declining trend within each block. A declining 

trend was also seen for the frequency of spontaneous 

responses. 

Figure 9 illustrates the frequency of responsive and 

spontaneous social interaction behaviors (vocalization and 

gesture combined) for Carol. Frequency means of responsive 

behaviors for the 3 blocks of sessions were ^2%, 61%, and 

71%. For spontaneous responses, the frequency means were 
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Figure 7. The frequency of intervals in which Eddie 
displayed responsive and spontaneous social interaction 
behaviors during the treatment condition. Circles and 
solid lines represent responsive social interaction 
behaviors. Crosses and broken lines represent spontaneous 
social interaction behaviors. Frequency means for 
responsive and spontaneous behaviors are indicated for each 
block of 10 sessions. 
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behaviors during the treatment condition with trend lines 
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Figure 9. The frequency of intervals in which Carol 
displayed responsive and spontaneous social interaction 
behaviors during the treatment condition. Circles and 
solid lines represent responsive social interaction 
behaviors. Crosses and broKen lines represent spontaneous 
social interaction behaviors. Frequency means for 
responsive and spontaneous behaviors are indicated for each 
block of 10 sessions. 



54%, 41%, and 60%. Again, in each block, the frequency 

mean was higher for responsive social interaction oehaviors 

than for spontaneous behaviors. 

Figure 10 shows that the trend lines obtained by tne 

method of least squares for Carol. The frequency of 

responsive behaviors declined in the first and third blocks 

and increased slightly in the second blocK. The frequency 

of spontaneous social behaviors showed an increasing trend 

in all 3 blocks. For the second block of sessions, the 

increasing trend for responsive behaviors was less than the 

increasing trend for spontaneous behaviors. 

Figure 11 illustrates the frequency of responsive and 

spontaneous social interaction behaviors (vocalization and 

gesture combined) for Mark. Frequency means of responsive 

behaviors for the 3 blocks were 83%, 81%, and 80%. The 

frequency means for spontaneous social behaviors were 80%, 

60%, and 76%. Frequency means were higher for responsive 

behaviors in all 3 blocks. 

Figure 12 shows that the trend lines for the frequency 

of responsive social behaviors increased in all 3 blocks. 

During the first 2 blocks, a declining trend was seen for 

spontaneous behaviors with a rising trend in the third 

block. In the third block, the increasing trend for 

responsive behaviors was greater than the trend for 

spontaneous behaviors. 
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Figure 10. The frequency of intervals in which Carol 
displayed responsive and spontaneous social interaction 
behaviors during the treatment condition with trend lines 
for responsive and spontaneous behaviors. The slopes for 
spontaneous and responsive behaviors during the treatment 
condition are indicated for each block of 10 sessions. 
Circles and solid lines represent responsive behaviors. 
Crosses and broken lines represent spontaneous behaviors. 
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Figure 11. The frequency of intervals in which Mark 
displayed responsive and spontaneous social interaction 
behaviors during the treatment condition. Circles and 
solid lines represent responsive social interaction 
behaviors. Crosses and broKen lines represent spontaneous 
social interaction behaviors. Frequency means for 
responsive and spontaneous behaviors are indicated for each 
block of 10 sessions. 
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Figure 12. The frequency of intervals in which Mark 
displayed responsive and spontaneous social interaction 
behaviors during the treatment condition with trend lines 
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Table 1 illustrates the percentage of sessions (30 

baseline and 30 treatment sessions) in which the frequency 

of responsive social behaviors was greater than the fre

quency of spontaneous social behaviors. It can be seen 

that for 2 children, Eddie and Carol, the treatment 

condition showed more sessions in which the frequency of 

responsive behaviors exceeded the frequency of spontaneous 

behaviors. 

Table 1 

Percentage of sessions in which the frequency of respon
sive social interaction behaviors was higher than the 
frequency of spontaneous social interaction behaviors 

Baseline Treatment 

Eddie 47% 93% 

Mark 57% 53% 

Carol 70% 80% 

Hypothesis 3. It was hypothesized that increases in 

the frequency of vocalization responses would be 

accompanied by increases in the frequency of gesture 

responses. Based on examination of data, hypothesis 3 was 

not confirmed. 

Table 2 illustrates the percentage of sessions m 

which increases in the frequency of vocalization responses 
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(responsive or spontaneous) were accompanied by increases 

in the frequency of gestural responses (responsive or 

spontaneous). Further analysis of gesture and vocalization 

responses showed that they varied together (that is, both 

went up or down) in treatment sessions, 41% for Mark, 66% 

for Eddie, and 45% for Carol. During the baseline 

sessions, the figures were 31% for Mark, 66% for Eddie, and 

66% for Carol. 

Table 2 

Percentage of sessions in which increases in the 
frequency of vocalization responses were accompanied oy 

increases in the frequency of gestural responses 

Baseline Treatment 

Eddie 69% 67% 

Mark 40% 43% 

Carol 83% 42% 



CHAPTER V 

DISCUSSION 

This study sought to determine the effects of a 

prompting and reinforcing strategy on social interaction 

behaviors of 3 visually and multiply handicapped young 

children. The presence of different patterns of responding 

during baseline and treatment conditions would demonstrate 

that the responses observed were related to the manipulated 

variables. 

Discussion of Hypotheses 

The hypotheses formulated in this study investigated 

the frequencies of several social interaction behaviors. 

Each child received a baseline and a treatment session 

daily, the order of which was randomly alternated from 

session to session. 

First, it was hypothesized that the treatment condi

tion, consisting of prompting and reinforcing social inter

action responses, would result in an increased frequency o: 

these responses. Frequency was defined as the number of 

intervals in which a child displayed any type of social 

7 ) 
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interaction behavior. These numbers were then converted to 

percent ratios. This hypothesis was not supported. The 

data showed variability in both the baseline and treatment 

conditions, with overlap frequently visible between tne 

two. For all 3 children, overlap was apparent throughout 

the course of the study, although there were blocks of 

sessions when the overlap was less pronounced. Large 

variability makes treatment effects less readily evaluated 

(Kazdin, 1982). However, the results seemed to suggest 

that controlling variables were effective only occasionally 

and that control was attributable to variables otner than, 

or in addition to, the experimental variables. 

In addition to the overlap and variability seen for 

the treatment and baseline conditions is the finding that 

the treatment condition did not show increasing effective

ness throughout the course of the study. Due to the 

variability in data points, trend lines, which represent 

the data in a generalized way, were used as an aid in 

interpreting the data. It is interesting to note that 

trend lines with a positive slope indicating increasing 

frequency of social interaction behavior were evident for 

only 2 children and then only during 2 of the 3 blocks of 

10 sessions. This finding may suggest that controlling 

variables were again randomly in effect. 

Such results are particularly interesting in view of 

the studies which have supported the use of prompting and 
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reinforcing strategies with multiply handicapped, mentally 

retarded, or visually handicapped young children (Correa et 

al., 1984; Gable et al., 1978). It may have oeen that tne 

touch and movement used in the treatment condition 

occasionally acted as a soothing stimulus. During the 

baseline condition, the children were reacting to sounds 

(of toys and the trainer's voice). This would not be an 

unusual condition for them since sound plays an important 

role for those with severe visual impairments and provides, 

especially when combined with limited motor abilities, a 

primary means of learning about the environment. 

Next, the hypothesis that there would be a greater 

increase in the frequency of responsive social interaction 

behaviors than spontaneous social interaction behaviors was 

generally not supported. For all 3 children, the mean of 

responsive social interaction behaviors was higher than the 

mean for spontaneous behaviors in each block of sessions. 

It seemed reasonable to expect that prompting would 

influence responsive behaviors to a greater degree than 

spontaneous behaviors and that changes in the frequency of 

spontaneous behaviors might be slower to change in children 

with a variety of severe handicaps. However, only 1 child, 

Mark, showed positive trends in the frequency of responsive 

behaviors which exceeded trends for spontaneous behaviors. 

Perhaps providing social reinforcement interfered with the 

emission of spontaneous behaviors. 
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Finally, it was also hypothesized that increases in 

the frequency of vocalization responses would be accompan

ied by increases in the frequency of gesture responses. 

Since motor movement has been suggested as a stimulus for 

vocalization behaviors (Dunst, 1983), it was felt that 

increases in vocalization, which may be influenced by 

prompting involving movement and touch, would also help to 

stimulate gesture responses. The results seemed to 

indicate that there may be some incidental influence of 

vocalization on gesture responses. 

Limitations of the Study 

Several limitations to the study became evident during 

the process of the research. First, the students were 

selected based in part on their availability to the 

trainer. Only a limited number of children were availaole 

who fit selection requirements and who were already in a 

classroom setting or who could be brought to a classroom on 

a daily basis. Thus, it was not possible to screen out 

children who showed, for example, great variaoility in 

performance or very low frequencies of some responses. 

Second, little control could be exercised regarding student 

absences during the course of the study. Absences occurred 

for a variety of reasons such as illness, medical appoint

ments, conflicting family plans, and transportation 

problems. These were beyond the control of tne children's 
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teachers. Thus, it could not be determined if a number of 

consecutive days of treatment would produce more constant 

results. Third, this study dealt only with frequency data. 

It may be that the quality of the social interaction 

responses was influenced. While increasing the frequency 

of behaviors is often of interest, changing the quality of 

existing responses might be more appropriate for some 

children. Fourth, it may be that the definitions of 

vocalization and gesture were too broad. Perhaps, 

specifying behaviors somewhat more precisely (e.g., a 

particular type of arm movement) would have contributed to 

more consistent results. Fifth, considering the multiple 

nature of the children's handicaps and their limited 

repertoire of behaviors, the length of time planned for the 

treatment to show substantial effects may not have been 

long enough. Finally, there is the issue of condition 

change interactions, which refers to a differential 

responding observed under one condition that is brought 

about by an individual's prior exposure to another 

condition (Ulman & Sulzer-Azaroff, 1975, p. 386). Although 

counterbalancing the order of the treatment and baseline 

sessions and presenting only one condition per session, as 

was done is this study, should minimize such effects, their 

magnitude in the design employed is unknown. 
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Implications of the Study 

An implication of this research is that a prompting 

and reinforcing strategy, as presented in this study, may 

not be effective in increasing the frequency of social 

interaction responses in some young visually and multiply 

handicapped children. There appear to have been many 

factors involved in the outcome of this study related to 

the interplay of the children's multiple handicapping 

conditions. 

Even with the inconstancy of auditory stimuli in tneir 

normal environment, 2 of the children were sufficiently 

responsive to sound (as the only stimulus in the baseline 

condition) to respond frequently. They may have been 

accustomed to situations where sensory separation, a result 

of noncontinuous sources of information, was the norm 

(Warren, 1977). With the addition of prompting and 

reinforcing, they continued to respond in a similar manner. 

Although the role of vision in some aspects of 

socialization may be important (Warren, 1984), this role 

may not be as important for children with multiple 

handicaps. The third child, Mark, had sufficient vision to 

respond to the visual stimulus of people and objects and 

yet also did not show remarkable responses to treatment. 

It may be that social behavior is complex (Connor et 

al., 1978; Garwood & Fewell, 1983) and cannot be controlled 

all the time. It is important to note that these cnildren. 
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even with encouragement and the opportunity to interact, 

sometimes did and sometimes did not respond to interaction. 

An additional observation was that the variance of 

response frequency was greater during the baseline 

condition. For 2 children, the baseline variance was 

greater in all 3 blocks of 10 sessions. For the third 

child, baseline variance was greater in 2 of the blocks. 

Perhaps structured social interaction may tend to reduce 

the variance of predicted outcomes in social interaction. 

Reinforcement and prompting may have acted to reduce the 

variance of behavior. This is an advantage for teachers 

who are interested in the predictability of their teaching 

strategies. 

It also may be noteworthy that the children did 

respond to baseline and treatment conditions without 

remarkable differences. The ability of a child to respond 

with similar frequency rates in different settings expands 

the number and variety of possible training settings. 

Suggestions for Future Research 

The results of this study indicate topics for 

additional research. First, studies should investigate the 

length of time planned for treatment effects to become 

evident. Combinations of severe handicaps, variaoility in 

day to day performance, and breaks in the academic year may 

influence treatment effects. Second, further investigation 
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is needed to determine which components of the treatment, 

or environment, were effective in producing positive 

change. It may be that eliminating ineffective parts of 

the program may strengthen the predictability of results; 

e.g., the components aimed at prompting vocalization and 

gesture may have been differentially effective in eliciting 

responses. Third, additional research should be aimed 

toward the influence of the children's responses on those 

in their environment. Because the ways other people 

respond to a child may play a part in socialization, it 

would be helpful to know if an increased frequency of 

social interaction has an effect on the responsiveness of 

those significant others in the child's environment. 

Fourth, it may be productive to look at the type of 

responses or the quality of responses rather than, or in 

addition to, the frequency of response. Increasing 

frequency may be of limited value for some children whereas 

increasing the frequency of specific types of social 

responses might be more appropriate. 

Conclusions 

The prompting and reinforcing strategy used in this 

study did not produce definitive results in increasing the 

frequency of social interaction responses of 3 visually and 

multiply handicapped young children. However, some 

tentative conclusions seem appropriate. First, for 
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visually and multiply handicapped young children who 

possess at least a limited level of social interaction 

responsiveness, a program of prompting and reinforcing may 

not dramatically produce changes in the frequency of these 

responses. Responsive social interaction behaviors would 

seem to be more easily influenced by prompting and 

reinforcing than spontaneous social behaviors. The act of 

reinforcing social behaviors may tend to interrupt the flow 

of spontaneous behaviors. Although there may be some 

tendency for gesture and vocalization responses to occur in 

close proximity, the nature of such a relation in response 

to a prompting and reinforcing program is unclear for this 

population. 

» 

Implications for Classroom Teaching 

The results of this study may not apply to the initial 

acquisition of social behaviors because the children in 

this study already exhibited the behaviors targeted in the 

treatment. The purpose of this study was to attempt to 

increase their social interaction. Because many skills are 

learned in the context of interpersonal relations (Whitman 

et al., 1970), teachers need to be aware that children may 

be subject to internal factors in addition to environmental 

contingencies arranged by adults. Moreover, it may be that 

the quality of social skill interactions, as identified in 

this study, cannot be recorded by a frequency count alone. 
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One implication from this study is that a structured 

condition with prompting and social reinforcement may not 

promote increased social interaction. It appeared that, at 

times, adult stimulation influenced these children's 

responses regardless of reinforcement given. Also, 

teachers need to make comparisons of various social 

settings before assuming that one setting is more favorable 

for increasing targeted responses over another. Second, 

teachers should be aware that there were numerous occasions 

when the act of reinforcing interrupted a child's 

responding. This appeared, at times, to stop targeted 

responses which would have continued without adult action 

or intervention. 

Finally, the observation instrument in this study was 

easy to use and yielded a variety of information, but 

classroom teachers may find it impractical for one person 

to teach while having another record selected behavior. 

Therefore, the use of additional procedures and equipment 

such as anecdotal recording and videotaping might provide 

useful information for subsequent teacning strategy. 
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APPENDIX A 

CONSENT FORM 

Dear 

One of the concerns of teachers of young children with 
vision and multiple handicaps is social interaction be
havior of the child. Social interaction refers to a 
variety of behaviors that young children use to associate 
with others in their environment. 

I am conducting a study wherein a daily teaching strategy 
will be used to increase several social interaction 
behaviors. The goals of this study are identical with your 
child's Individual Education Plan. Knowledge gained from 
this study may be of value in recommending teaching methods 
for young visually handicapped children who have additional 
handicaps. 

If you agree to have your child participate in this study, 
please read the information below and sign this copy. 

Thank you. 

Sincerely, 

Linda M. Lake 
Teacher, Visually Handicapped 
San Angelo ISD, and 
Doctoral Candidate, Texas Tech University 

I hereby give my consent for ,_____««-,_̂  ^° 
participate in a study involving teaching social responses. 

I understand that the persons responsible for this study 
are Linda M. Lake (Teacher of Visually Handicapped and 
Texas Tech Doctoral Candidate) and Dr. Virginia M. Sowell 
(Texas Tech University). I understand that confidentiality 
will be respected. I understand that my child's name will 
not be attached to any reported results. I understand that 
pictures or video tapes may be taken during portions of the 
study, that my child's name will not be attached to sucn, 
and that these will only be used in analyzing results of 
the study. 

Signature of Parent Date 
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APPENDIX 3 

CONFIDENTIAL 

Demographic Information Sheet 

^^^^ _______ Date 

School Teacher 

1. Birthdate; 

2. Chronological Age 

3. Sex; 

4. Years in school: 

5. Ethnic Origin (surname): 

6. Vineland Adaptive Behavior Scale; Date Given 

ABS: 
SD: 

7. Callier-Azusa Scale; Date Given 

Motor Development: X= 
Perceptual Abilities: 
Daily Living Skills; 
Cognition, Communication & Language: 
Social Development: 

Basal Range: 

8. Ophthalmological Evaluation; 

9. Results of Informal Vision Inventory; 

10. Medical Diagnosis: 

11. Other Information: 
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APPENDIX C 

LIST OF MATERIALS/EQUIPMENT 

Adaptive Equipment 

Wedge, 24 inches X 36 inches X 12 inches 
Wedge, 20 inches X 20 inches X 6 inches 
Wedge, 16 inches X 16 inches X 4.5 inches 
Mat, 48 inches X 72 inches X 2 inches 
Inner Tube, 30 inch diameter, 12 inch hole 
Foam pillow, 12.5 inches X 12.5 inches X 4 inches 
Travel Chairs, Ortho-Kinetics, Inc. 
Inflatable ball, 36 inch diameter 
Sidelying Board, lying surface 42 inches X 15 1/2 inches 
L-shaped pillow, 16 inches X 6 inches X 3 inches 

Materials: Baseline Condition 

Orange dog squeeze toy, 7 X 2 1/2 X 1 1/2 inches 
Green frog squeeze toy, 3 X 2 X 2 inches 
Yellow duck squeeze toy, 3 X 1 X 1 inch 
Orange monster squeeze toy, 3 X 3 X 2 inches 
Red Rings, Johnson & Johnson 
Musical rattle, 4 X 2 X 1 1/2 inches 
Mirror Rattle, round, 4 1/2 inches diameter 

Materials; Treatment Condition 

AM transistor radio. Sensory Stimulation Kit, American 
Printing House for the Blind, March 1984 

Rubber squeeze toys (4), Sensory Stimulation Kit, American 
Printing House for the Blind, March 1984 

Happy Apple, Fisher Price 
Softee Jingle Toy, Stahlwood Toy Mfg. 
Rabbit Rattle (yellow), Playskool 
Bell Rattle, Brio 
Plush toy, brightly colored parrot, 5 X 3 X 3 inches 
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APPENDIX D 

OBSERVATION INSTRUMENT 

Child observed^ Date 

'^^^^ ' until : TOA Se< 

Comments 
Gesture Vocalization 

1 
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Child observed 

Time until 

Date 

TOA Seq 

Comments 
Gesture Vocalization 
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APPENDIX E 

SEQUENCE OF TRAINING 

Carol Eddie Mark 

Day 

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 

BAU 
UAB 
ABU 
UBA 
UAB 
ABU 
UBA 
BAU 
ABU 
UBA 
BAU 
UAB 
UBA 
BAU 
UAB 
ABU 
BAU 
UAB 
ABU 
UBA 
UAB 
ABU 
UBA 
BAU 
ABU 
UBA 
BAU 
UAB 
UBA 
BAU 

ABU 
UBA 
BAU 
UAB 
UBA 
BAU 
UAB 
ABU 
BAU 
UAB 
ABU 
UBA 
UAB 

• ABU 
UBA 
BAU 
ABU 
UBA 
BAU 
UAB 
UBA 
BAU 
UAB 
ABU 
BAU 
UAB 
ABU 
UBA 
UAB 
ABU 

UBA 
BAU 
UAB 
ABU 
BAU 
UAB 
ABU 
UBA 
UAB 
ABU 
UBA 
BAU 
ABU 
UBA 
BAU 
UAB 
UBA 
BAU 
UAB 
ABU 
BAU 
UAB 
ABU 
UBA 
UAB 
ABU 
UBA 
BAU 
ABU 
UBA 

U = Unstructured condition (baseline) 
A = Vocalization component (treatment) 
B = Gesture component (treatment) 
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APPENDIX F 

TREATMENT PROTOCAL 

Baseline Condition; 

The daily baseline condition will be 10 minutes m 
length and is designed to provide minimal social 
interaction. During this condition, you are instructed to 
"play" with the child in any manner while observing the 
following provisions; 

1. Place the child in his/her adaptive stroller. 
2. Other than to initially position or to reposition 

the child, you may not have physical contact with tne child 
(i.e., cannot hold his hands, stroke his cheek, place the 
child on your lap) but are to remain in close proximity to 
the child. 

3. You may use only the toys or objects designated 
for use during this condition. You may not touch tne 
objects to the child and may not use a toy to move part of 
the child's body. 

4. You are to verbalize to the child but are to 
refrain from verbally praising the child or from repeating 
the child's vocalizations. The following statements are to 
be used while interacting with the child. Begin with 
statement number one and proceed through the statements as 
many times as time allows. After giving a statement, allow 
ample time, 3 - 8 seconds for the child to respond before 
proceeding to the next statement. Some leeway is allowed 
in the sequence of directions or in the exact wording of 
the directions. That is, minor changes in wording or order 
are permissible. 

1. <Name>, do you want to play now? 

2. I have a toy for you to play with. (make noise 

with toy) 

3. Let's play with my toy. 

4. Help me play with the toy, <name>. (ma,<e noise) 

5. <Name>, let's play together. 
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6. Can you get the toy that I have <name>? (ma.<e 

noise with toy) 

7. Listen to the toy. (make noise) 

8. Show me a smile <name>. 

9. Talk to me <name>. 

10. Show me how to play. (make noise) 

11. Reach for the toy <name>. 

12. <Name>, get my toy. (make noise) 

13. Let's clap together <name>. (clap your hands) 

14. Get my hands <name>. 

15. Are you ready to play with me <name>? 

Treatment Condition: 

The treatment condition will consist of two components 
which are coded A and B. During Component A, you will 
prompt and reinforce only vocalization responses. During 
Component B, you will prompt and reinforce only gestural 
responses. Each of these components will be 15 minutes in 
length and will follow each other with only a minimal time 
lapse (e.g., time needed to reposition the child). 

Each treatment condition will begin in the same 
manner. You will: 

1. Hold the child in your arms (you may sit or 
stand) . 

2. Gently rock, swing, or bounce the child while 
talking to him/her (e.g., speaking the child's name, saying 
a phrase such as "Hi <name>, we are going to play together 
now."). 

3. This routine will continue for approximately 30 
seconds. This time will not be considered as part of the 
total time period for the treatment condition; timing for a 
30-minute session will start after this routine. 
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Gesture Component 

The following is the prompting sequence for the 
gesture component. Once this sequence has been completed, 
return to step 1 and proceed through the sequence again. 
Allow ample time between steps, 3-8 seconds, to insure that 
the child has the opportunity to emit spontaneous 
responses. 

Step 1: Give full physical assistance (complete 
hand-over-hand assistance, e.g., moving hand to toy, 
clapping the child's hands together, squeezing the child's 
fingers on a toy, waving the child's arms), plus verbal 
cues (e.g., "Touch the toy."). Reinforce a gestural 
response which occurs after your assistance. 

Step 2: Give light physical assistance (touching in 
order to direct, e.g., tapping the child's arm as a signal 
to move, touching the child's hand), plus the verbal cue. 
Reinforce a gestural response. 

Step 3: Give verbal cue only. Reinforce a gestural 
response. 

Activities 

Proceed through each of the following activities using 
each of the prompting steps. For example, using direction 
1 in which the child touches your hand, you would follow 
prompting steps 1, 2, and 3 as given above before going to 
direction number 2. When you have completed these 15 
activities , begin with direction number 1 and proceed 
through the activities again as time remains. You may 
repeat a direction 1-2 times before proceeding to the next. 

Direction and Material 

1. <Name>, touch my hand. (hands) 

2. Clap with me <name>. (hands) 

3. <Name>, help me play. (rabbit rattle) 

4. Play with me <name>. (bell rattle) 

5. <Name>, get my hand. (hands) 

6. Pat my arm <name>. (arm) 
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7. <Name>, touch the toy with me. (plush toy, parrot) 

8. Help me play <name>. (blue squeeze) 

9. <Name>, squeeze the toy with me. (squeeze carrot) 

10. Play with the toy <name>. (soft jingle rattle) 

11. Let's feel the toy together. (red squeeze toy) 

12. Get my fingers, <name>. (wiggle fingers) 

13. Let's clap hands. (hands) 

14. Feel the toy with me. (blue squeeze toy) 

15. Let's play with this. (rabbit rattle) 

Vocalization 

The prompting sequence for the vocalization component 
follows. Again, after the completion of prompting step 3, 
return to the first step and proceed through the sequence. 
Allow 3-8 seconds to elapse between steps so that the cnild 
has time to respond. 

Step 1; Provide the verbal cue which is the sound the 
child is to imitate/model (generally a single vowel sound 
such as oo, ee, ah, or a generalized cry, or a sound you 
have heard the child make) and simultaneously guide tne 
child in gross motor movement (movement of the arms, 
clapping of the hands, kicking of the legs, bouncing, 
rolling back and forth)". Reinforce vocalization responses 
if they occur. 

Step 2: Provide a verbal cue and light physical 
assistance, which consists of light tapping, touching, or 
rubbing of the child's lips, cheek, or throat area. 
Reinforce a vocalization response. 

Step 3: Provide only verbal cue as in step 1. This 
cue may be the sound the child is to imitate and may be 
accompanied by a phrase such as "<name>, say ." 
Reinforce a vocalization response. This step may be 
omitted if it repeatedly does not elicit a response or may 
be replaced by a repetition of step 2. 
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Activities 

The following activities are to be followed. Proceed 
through each activity using the prompting sequence (steps 
1, 2, and 3 above) for vocalization responses. When you 
have completed the sequence, begin again with number 1. A 
particular direction may be repeated 1-2 times at your 
discretion. 

Direction 

1. Clap the child's hands together. 

2. Bounce the child from the shoulders. 

3. Move the child's legs (as in kicking). 

4. Rub the child's chest. 

5. Move both the child's arms up and down slowly. 

6. Bounce the child (e.g., on inflated ball or in arms). 

7. Roll the child gently from side to side. 

8. Place child's hands on a toy and guide hands in 

movement over it. 

9. Rock the child (from chest area) back and forth. 

10. Move the child's arms from side to side. 

11. Rub child's body, e.g., arm, leg, back. 

Reinforcement 

Reinforcement will be provided only to gesture 
responses during the gesture component and only to 
vocalization responses during the vocalization component of 
the treatment condition. Reinforce a response and then 
proceed in the prompting sequence as described earlier. 
Reinforcement should consist of social interactions, e.g., 
forms of physical contact such as hugs, rubbing or patting 
the child, accompanied by words of encouragement, 
endearment, or praise. 



APPENDIX G 

OBSERVATION INSTRUMENT INSTRUCTIONS 

Social Behavior is defined as any interpersonal inter-
action. In order for a behavior to be classified as 
social, it must be directed at another person, or must 
result from the appearance of another person, or the 
presentation of a stimulus by another person. 

Categories of Social Behavior 

Gesture is recorded when the child makes any movement 
of one or both arms, hands, feet, legs, or of the head. 
Included are those movements which result in direct contact 
with the trainer's body or with an object held by tne 
trainer. Examples of these behaviors are: extending the 
arms, touching or placing the hands on a toy, batting tne 
arms, throwing the body backward, bringing both hands 
together, moving fingers on a toy, hitting, patting, 
kicking the legs, pushing, and moving the arm to toucn the 
child's face or other body parts. 

Vocalization is recorded when the child makes audible 
but unintelligible sounds to another person or as a result 
of a stimulus by another person. Vocalizations may include 
babbling, cooing, crying, laughing, yelling, and call 
sounds. 

Response Classes 

Responsive behaviors are those which the child emits 
without assistance but which are emitted as a consequence 
of a social behavior emitted by another person. They mus 
be emitted within 3 seconds following a trainer benavior. 

Spontaneous behaviors are unassisted social behaviors 
ĵri which the observed child initiates interaction. 
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Recording Procedure: 

1. Turn on tape recorder at the beginning of each 
observation session. 

2. When you hear a beep, look up and observe tne 
subject's responses. 

3. When you hear a number (e.g., "two"), look cown and 
record the behaviors tnat the subject demonstrated 
during that observation interval. 

4. For each observation interval, note which of the 2 
categories of social behavior - vocalization and 
gesture - were demonstrated by the child. For each 
behavior, record the class of the response -
spontaneous or responsive. 

5. Note observed behaviors by drawing a diagonal line 
through the appropriate letter, R for responsive 
and S for spontaneous. 

6. If no social behavior occurred during an interval, 
mark a diagonal line (/) through the interval number 
at the left edge of the rating form (for example, 5) 



APPENDIX H 

FREQUENCY DATA 

Eddie 

Session Baseline - % Treatment - % 

I/R I/R 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 

70 
88 
95 
70 
53 
85 
88 
85 
50 
80 
35 
60 
40 
25 
63 
33 
53 
58 
55 
55 
70 
70 
23 
50 
85 
60 
50 
40 
75 
68 

65 
70 
85 
50 
30 
55 
70 
75 
40 
38 
8 
58 
18 
18 
38 
20 
40 
40 
50 
23 
25 
35 
13 
40 
55 
58 
43 
25 
58 
45 

35 
55 
83 
55 
38 
60 
78 
40 
30 
80 
15 
43 
28 
15 
25 
23 
43 
40 
38 
40 
50 
35" 
18 
33 
68 
28 
25 
23 
45 
48 

20 
10 
38 
43 
15 
3 
15 
28 
15 
15 
13 
40 
10 
15 
30 
8 

30 
38 
35 
38 
43 
38 
13 
8 
75 
28 
18 
5 
58 
35 

63 
88 
95 
65 
48 
85 
88 
75 
48 
80 
33 
55 
40 
18 
58 
30 
43 
48 
55 
43 
70 
70 
13 
48 
70 
53 
45 
38 
63 
60 

91 
83 
74 
56 
52 
67 
77 
57 
62 
54 
78 
74 
68 
64 
89 
73 
57 
58 
63 
81 
89 
82 
83 
45 
63 
62 
74 
53 
65 
63 

84 
72 
63 
47 
18 
52 
65 
47 
39 
46 
73 
61 
56 
43 
59 
63 
53 
48 
53 
50 
55 
61 
69 
39 
53 
50 
60 
44 
53 
57 

71 
51 
36 
20 
8 
30 
45 
31 
37 
18 
57 
63 
36 
31 
54 
43 
36 
38 
52 
50 
49 
31 
33 
27 
23 
23 
29 
35 
29 
27 

20 
26 
8 
19 
3 
32 
21 
17 
27 
13 
25 
17 
11 
37 
28 
34 
28 
28 
19 
46 
51 
32 
32 
13 
33 
28 
37 
16 
30 
30 

89 
75 
72 
46 
23 
46 
74 
51 
58 
52 
75 
72 
68 
61 
88 
63 
52 
48 
59 
75 
81 
78 
79 
41 
60 
49 
53 
47 
53 
56 
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Mark 

Session Baseline - % Treatment - % 

I/R R I/R 

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 

80 
98 
85 

100 
98 

100 
98 
83 
98 

100 
88 

100 
100 
73 

100 
95 
80 
73 
90 
93 
88 
63 
90 
85 
95 

100 
83 
80 
70 
83 

70 
70 
68 
83 
90 
99 
70 
83 
80 
83 
70 
88 
65 
63 
98 
75 
58 
68 
80 
75 
68 
40 
75 
68 
60 
78 
55 
63 
60 
63 

23 
83 
50 
98 
95 

100 
98 
23 
63 

100 
68 

100 
90 
15 
95 
83 
23 
8 

53 
68 
75 
43 
45 
38 
75 
83 
58 
50 
33 
58 

0 
3 

30 
5 
3 

15 
35 
5 

45 
20 
28 
20 
10 
23 
15 
15 
25 
38 
53 
38 
0 

35 
8 

25 
8 

18 
43 
10 
10 
18 

80 
98 
85 

100 
98 

100 
98 
83 
98 

100 
88 

100 
100 
73 

100 
93 
78 
73 
88 
93 
88 
63 
90 
83 
93 

100 
80 
80 
70 
85 

98 
84 
95 
99 
99 
98 
99 
99 
98 
100 
99 
100 
99 
90 
93 
96 
95 
83 
96 
93 
78 
90 
85 
98 
93 
100 
95 
98 
100 
97 

86 
77 
87 
74 
86 
83 
73 
92 
98 
75 
80 
78 
88 
71 
78 
80 
80 
74 
89 
88 
56 
74 
68 
90 
75 
91 
77 
86 
94 
87 

81 
48 
93 
95 
97 
98 
97 
55 
65 
75 
91 
91 
95 
43 
67 
87 
28 
27 
49 
26 
73 
78 
34 
83 
90 
89 
78 
81 
•^3 

83 

18 
24 
63 
16 
27 
14 
23 
50 
48 
8 

43 
37 
29 
42 
38 
20 
60 
16 
40 
13 
1 

58 
36 
42 
18 
56 
70 
28 
-8 
38 

98 
76 
94 
99 
99 
98 
99 
98 
98 
99 
99 
100 
99 
77 
91 
96 
76 
83 
95 
93 
78 
88 
76 
98 
93 
100 
92 
96 
9 8 

96 
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Carol 

Session Baseline - % Treatment - % 

I/R V I/R R V 

1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 

58 
43 
40 
60 
38 
95 
98 
45 
90 
98 
68 
98 
25 
13 
95 
90 
48 
95 
90 
80 
80 
83 
93 
75 
83 
80 
93 
68 
73 
78 

53 
33 
33 
48 
25 
75 
88 
35 
83 
80 
43 
75 
13 
13 
88 
83 
35 
83 
80 
65 
58 
70 
90 
58 
73 
68 
75 
58 
50 
58 

10 
18 
23 
20 
15 
88 
70 
18 
60 

100 
48 
90 
15 
3 

58 
88 
38 
93 
65 
55 
45 
70 
73 
55. 
43 
59 
65 
45 
38 
55 

8 
5 
3 

15 
8 

43 
0 
0 
8 

15 
0 

18 
5 
3 

10 
5 
0 
5 

13 
28 
0 

35 
35 
3 

35 
20 
28 
18 
5 
0 

50 
40 
40 
53 
30 
93 
98 
45 
90 
98 
68 
98 
23 
13 
95 
90 
48 
95 
90 
80 
80 
83 
90 
75 
78 
78 
90 
63 
73 
78 

92 
88 
93 
88 
89 
68 
92 
83 
73 
79 
83 
82 
57 
39 
77 
73 
57 
68 
85 
73 
83 
70 
88 
75 
95 
67 
85 
95 
74 
90 

83 
77 
86 
72 
78 
59 
77 
49 
65 
69 
69 
74 
46 
37 
73 
68 
53 
55 
76 
62 
78 
58 
80 
64 
84 
63 
/ L 

93 
53 
68 

37 
46 
81 
61 
48 
23 
78 
75 
23 
65 
54 
30 
24 
6 

48 
56 
26 
56 
53 
61 
53 
58 
74 
66 
71 
23 
57 
41 
7 2 
85 

10 
39 
12 
43 
12 
1 
3 
0 

10 
13 
1 
8 
2 
3 
3 
2 
2 
1 
6 

21 
4 

23 
33 
8 

45 
28 
18 
9 
2 
-

92 
77 
93 
81 
88 
68 
93 
83 
72 
81 
83 
81 
56 
38 
^6 
73 
57 
68 
85 
70 
81 
69 
88 
75 
92 
63 
82 
95 
— 1 

1 
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