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ABSTRACT

A Comparison of Adaptive Behavior Skills and 1Q in Three Populations:
Children with Learning Disabilities, Mental Retardation, and Autism
by Tracy L. Paskiewicz
Temple University, 2008
Major Advisor: Dr. Catherine Fiorello
Adaptive Behavior skills are the conceptual, social, and practical skills that

individuals learn to be able to function in their everyday lives (AAIDD, 2008).
Measuring adaptive behavior is a way to summarize the effectivenesshiatin w
individuals meet the standards of personal independence and social responsibility
expected for their age and cultural group. This paper discusses the history and
development of adaptive behavior as a construct, its measurement, and its hgtatitons
intelligence. Previous research has examined the relationship betweewneaalaght
intellectual functioning; this study investigates adaptive performamoa@children
with disabilities while controlling for the influence of intellectual lev&hildren with
autism, specific learning disabilities, and mental retardation were dticdceetermine
how they fared in the adaptive subdomains of communication, socialization, and
activities of daily living. Data for the study were gathered biekeing archives from
special education records in a large, urban school district. Results indiqatsitivee
and moderate relationship between intelligence and adaptive behavior, but only in the
autism group. The groups differed in their performance on the subdomains of adaptive
behavior; however, the pattern of adaptive skills for each diagnostic group was unique

Children with autism were found to have deficits in socialization, children withitega
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disabilities were found to have deficits in communication, and children with mental

retardation showed deficits in all domains. These patterns held up even when IQ was
controlled; however, the groups no longer differed on communication skills, suggesting
that 1Q is most strongly related to communication. Finally, the studplexyéhat full

scale 1Q, activities of daily living, and communication skills discringmaental

retardation from the other groups while socialization skills discriminatsnaditom the
other groups. Implications of these findings are discussed relative tonassess

practices, differential diagnosis, program development, and progress monitoring
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CHAPTER 1
INTRODUCTION
The American Association on Intellectual and Developmental Disabilitie
(AAIDD), formerly the American Association on Mental Retardation (AAMEefines
adaptive behavior (AB) as “the conceptual, social, and practical skills thae ey
learned to be able to function in their everyday lives.” Significant lirartatin adaptive
behavior impact a person’'s daily life and affect the ability to respond to@ufzart
situation or to the environment (AAIDD website, 2008). Adaptive behavior can also be
considered the effectiveness with which individuals meet the standards of persona
independence and social responsibility expected of individuals of their age andl cultur
group (AAMR, 1992). Compared to the history of understanding and measurement of
“intelligence” as a construct, adaptive behavior is a relatively youngroohs its
recognition and measurement. The introduction of measures of intelligens®dalekteo
the early 1900s, but the concept of social competence was not formally recognikzed unti
Edgar Doll proposed measuring an individuabgial maturitysome thirty years later. In
1959, the American Association on Mental Deficiency (AAMD) published its firs
official manual and formally included deficits in adaptive behavior, in addition to
subaverage intelligence, as an integral part of the definition of mentalatitar. The

passage of PL 94-142 in 1975 advanced the development and awareness of the adaptive

! The term mental retardation (MR), in additionnteilectual disability (ID), is used in this pagerit is still
recognized as a disability category under the Révensia Department of Education’s interpretatiorthad Individuals

with Disabilities Education Improvement Act of 2004
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behavior construct, as it also included adaptive behavior deficits in the definition of

mental retardation. PL 94-142 and its reauthorizations under the name “Individinals wi
Disabilities Education Act “ (IDEA), have since mandated adaptive behasessment
when considering a diagnosis of mental retardation. The definition of mentdbtetar
in IDEA is similar to the current AAIDD definition, and the law requires teicits in
adaptive behavior be substantiated before a child is classified with meatdatien for
educational purposes.

The AAIDD has always considered low or deficient intelligence a defining
feature of mental retardation. With concerns related to the overrepresentatoralof
and ethnic minority students in programs for the intellectually disabled, tiosdsy
criterion was developed. An individual had to show concomitant deficits in adaptive
behavior to be considered for a diagnosis of mental retardation. Yet, there wenemsonc
at its outset that the construct of adaptive behavior was too loosely defined. Kamphaus
(1987) argued that the AAMD definition has had a significant impact on the strutture o
adaptive behavior scales and that no similar influence was apparent in the area of
intellectual assessment. The concept of adaptive behavior may have bleénelt at
its outset, but probably no more so than that of intelligence when it was firsinecas
The field of intellectual assessment, for example, does not have the equivalsimgh a
definition of adaptive behavior. While numerous definitions of the construct of
intelligence exist, the AAIDD has clearly and narrowly defined the cartstftadaptive
behavior. Test developers have followed this guidance in their construction of the
measures commonly used by practitioners today. However, proposals to alter the

definition and measurement of adaptive behavior have come and gone since its



introduction. For example, some have termed “social competence” as a more
encompassing construct. All existing definitions agree, however, that adaphiseior
is: age related, defined by societal standards or expectations, ndgasig@rens of typical
behavior, and modifiable.

Terrasi and Airaisian (1989) suggested that adaptive behavior can be seen as a
construct comprised of personal independence skills (which can range fromelfasic s
care skills such as washing, dressing, and grooming oneself to more soplisticat
behaviors such as managing money and time); social competence (interdettgedy
with others); and attitudinal dimensions (such as willingness to cooperate, trootiea
succeed, and perseverance). According to Cicchetti et al. (1984), adaptive behavior is
defined by the degree to which a person functions and maintains him/herself
independently and also satisfies cultural requirements for personal and social
responsibility. Both agree that adaptive behavior is developmental and increases in
complexity as children grow older. The construct is recognized as beingiéapen
the expectations of culture groups and demands of particular situations and significant
others with whom an individual interacts. Finally, adaptive behavior is viewed as the
day-to-dayperformanceof activities, rather thaability to perform the activities. Such
emphasis on typical performance requires a method of assessment otheuttaredt
direct testing.

Assessing adaptive behavior focuses on two major issues: (a) the degreghto whi
individuals are able to function and maintain themselves independently, and (b) the
degree to which they meet the culturally imposed demands of personal and social

responsibility (Sattler, 2001). Measures of adaptive behavior are usefuddoiodis and
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classification as well as intervention planning and progress monitoring. Exsaofiple

adaptive skills that are tapped by modern measures include those relatauyto eat
dressing, expressing needs, taking care of personal possessions, makingqurchase
interacting with peers, controlling one’s behavior in a structured settingwfoly a
schedule, communicating with other people, practicing safety, managing money, and
holding a job (Harrison & Oakland, 2003).
History

A relevant history of adaptive behavior and its role in assessment and treatment of
mental retardation was outlined by Horn and Fuchs (1987), and is summarized here. As
early as the middle of the nineteenth century, treatment programs for inilect
disabled individuals emerged. Although not termed adaptive behavior at that time, there
was an understanding that successful treatment programs should teach the skills
necessary for coping with societal demands. In the early twentieth gantaltygence
tests were accepted as the most suitable (and available) way to identifguats with
mental retardation. Such individuals were often restricted from geeratys so
training programs emphasized skills that probably were not generadizeghk world
outside their institutions. From the 1950s to the 1980s the importance of adaptive
behavior grew dramatically. There was increased accountability fi@intygorograms,
especially for schools with the passage of PL 94-142. For the first time, adaptive
measures were employed systematically as an assessmeeprgiplementing
traditional intelligence tests. Inclusion of adaptive behavior as a necessanon for
the diagnosis of mental retardation was viewed as broadening the range of behavior

addressed by traditional 1Q tests and introducing behaviors that were matigesems
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racial and ethnic differences in children. Currently, there is an understahdirtgttain

behaviors (although they may be related to intelligence) are immeashyabéelitional
IQ tests. That low intelligence is a necessary, but insufficient, imdiodtmental
retardation was seen as the impetus for mandates to consider adaptive fumationi
conjunction with intelligence, when diagnosing intellectual disability.

There were several attempts to develop standardized instruments to measure
adaptive behavior; the first in this country was made by Edgar Doll. His irettuthe
Vineland Social Maturity Scale (VSMS) was first copyrighted in 1936. Subsequent
revisions eventually led to the publishing of the Vineland Adaptive Behavior Scale
(VABS; Sparrow, Balla & Cicchetti, 1984). The Vineland is probably the madt we
known and widely used measure of adaptive behavior. In recent years, conctras for
Vineland’s outdated norms led to the increased popularity of other measures $uech as t
Adaptive Behavior Assessment System (ABAS, ABAS-Il—Harrison & Oakland, 2000,
2003). However, when the long-awaited revision of the Vineland was published
(Vineland-Il—Sparrow, Cicchetti & Balla, 2005), adaptive behavior megdoecame
among the most state-of-the-art tools available to practitioners.
Overrepresentation/Declassification

The assessment of mental retardation has been embroiled in intense debates over
the fairness and usefulness of conventional practices with minority and ecomhpmical
disadvantaged children (Reschly, 1982). Allegations suggested that minority Student
were treated unfairly in the assessment and programming process, leaaling
overrepresentation of such students in programs for the intellectually disabled.

Conventional assessment practices, particularly the use of intelligstsgentere
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regarded as a major cause of overrepresentation. Litigation in the 1970s (inclwaiag Di

v. State of California, 1970; Guadalupe v. Tempe Elementary District, 1972; aydPLar
v. Riles, 1972 eventually led to decrees requiring that intelligence test results should not
be the exclusive or primary basis for classifying children as intedi##gtdisabled. The
AAMD recommended (and the passage of PL 94+&dRired that adaptive behavior
should be emphasized in classification decisions. Reschly (1991), reviewedresearc
the topic and concluded that the overrepresentation of minority individuals in poverty
circumstances in the United States is probably the most parsimonious erplémiathe
overrepresentation of minority students in programs for the intellectualipldd. Yet,
as a result ofarry P. vs. Rilesthe California department of education mandated that
intelligence tests should not be usgdll in the assessment of ethnic minority children.
The implication of using adaptive behavior measures in addition to intellectual
measures is that children’s adaptive behavior scores, in many casest el
equivalent to their intelligence test scores. For example, one child may hawe be
average adaptive behavior scores and average intelligence, while andtherighi
have average adaptive behavior scores and below average intelligence. Htietthe |
example that results in declassification. Declassification occurs wiidrec who were
or would have been eligible for mental retardation classification because of low
intelligence scores are no longer eligible because they exhibit adeglagptive behavior
(Harrison, 1987). While preventing these children from receiving the stignatiabel’
of mental retardation, declassification also prevented these childrendcenaing
special education services that they may have needed. Although this issue has been

raised since the advent of using adaptive behavior measures in the diagnosis of
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intellectual disability, no clear solution has been presented nor has one ememyéuef

literature. Practitioners have often come to their own solution by idents$ymgnts
with significantly subaverage intelligence but average adaptive behavioraskills
“learning disabled” despite not meeting definitional criteria for &ifipdearning
disability as outlined by the Individuals with Disabilities Education ADEA).
Structure

Adaptive behavior can be viewed as one construct—an overarching set of skills
similar to general intelligence—but it can also be divided into sub-areas omdoris
with intelligence, increasing emphasis is being placed on the measurentersudk i
domains (as a summary or composite score does not always elucidatdstagadgiarget
needs for intervention). In the AAIDD definition, adaptive behavior's sub-domains are
considered to be “conceptual, social, and practical” skills but some measoréisde
domains “communication, socialization, and activities of daily living.” It idakter
terminology (drawn from the Vineland Adaptive Behavior Scales) that will be used
throughout this paper.
Evolution of the Literature

When the study and scrutiny of adaptive behavior measures became incyeasingl
popular by researchers, many sought to examine the validity of the consglictAts
such, many of the first studies involved establishing whether there was anshai
between adaptive functioning and other criterion such as intellectual abilitg amenaic
achievement. The focus of this paper is the relationship between adaptive behavior and
intellectual ability. Some researchers questioned whether they wéaet,itwo separate

entities or whether they were different ways to observe the same undedyistguct.
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Much of the oldest work to establish validity examined the adaptive functioning of

“‘normals” versus “mentally deficient” patients (most of them attending ®oHining

school at Vineland, New Jersey). Around the passage of PL 94-142 in 1975, increased
attention was directed toward the adaptive characteristics of childtedisatbilities. As
children began to be included in validity studies, it became apparent that adkifiive s
developed differently among children with various exceptionalities. This led to a
refinement in the research. Rather than examining the adaptive functioningotddlisa
versus non-disabled children, the population of disabled children began to break down
into sub-groups according to type of disability. The current study is an example of
examining adaptive behavior patterns as a function of exceptionality group.

Previous research has established a relationship between adaptive functioning and
intellectual functioning. It is also known that adaptive skills differ amondpitya
populations. However it is less clear whether these differences aoatatite solely to
intellectual level or whether these different patterns exist due to the nathee
disability itself. For example, there is a well-established pattern of ruathability
being higher than verbal ability in individuals with learning disabilities. Thigpahas
appeared consistently over decades of research. 1Q scores are gevimalithe
normal range, but may be low average to average. From this pattern of tudéllec
functioning, one might deduce that individuals with learning disabilities will ez
relative deficits in communication scores on adaptive behavior measures. Hasvever
this relative deficit in communication due to intellectual ability or due to suthrex
characteristic of the disability? In other words, would a relative daficdmmunication

still existif the influence of intelligence on adaptive behavior was controlled?



Purpose of Current Study

The purpose of the current study is to investigate the adaptive and intellectual
functioning of children with autism, mental retardation, and specific learnsadpitities;
to determine how adaptive skills differ among the groups; to determine whether
intellectual level influences the pattern of adaptive skills; and to deternhigibey it is
possible to differentiate the diagnostic groups based on their adaptive skill paderma
Previous research has examined the relationship between adaptive anduatellec
functioning; this study aims to expand this work by investigating adaptive penice
among children with disabilities when the influence of intellectual functiosing i
controlled for.
Research Questions
(1) What is the relationship between intellectual functioning and adaptive behavior
among students with autism, mental retardation, and specific learning diss®ilit
(2) Do the groups differ in their performance on the sub-areas of adaptive behavior:
communication, socialization, and activities of daily living?
(3) With the influence of 1Q controlled for, do the groups differ on the adaptive sub-
domains of socialization, communication, and daily living skills?
(4) What is the pattern of adaptive behavior functioning among students with autism,
mental retardation, and specific learning disabilities?
(5) Are there adaptive behavior characteristics that discriminate aim@tigrée

diagnostic groups?
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Although an abundance of research has examined adaptive behavior, previous

studies have generally sought to compare two groups such as individuals witlitiésabil
and their nondisabled peers. As impaired adaptive functioning is a specifiowribe
the definition of mental retardation, most research on the concept has involved only
individuals with intellectual disabilities. Some studies have sought to compkhechi
with mental retardation of unknown vs. known etiologies (i.e., specific syndromes).
More recently, there has been a venture into examining the adaptive chstiestefi
children with autism spectrum disorders since there has been a drama#senartheir
incidence. However, there have been fewer studies examining the adaptivenfogcti
of children with specific learning disabilities. This study will provide a unique
contribution to the body of existing research by comparing the adaptive functgiilisg
of children with autism, mental retardation, and specific learning disabilitt is the
author’s hope that findings from this investigation will have implications foisassnt
practices, diagnosis, program development, and progress monitoring.

Assessment practicesdministering adaptive behavior measures is not typical
practice when conducting learning disability evaluations (however adap#ies sare
often used to differentiate mental retardation from specific learning biligsn
students with overall low intellectual ability). It is often assumed that isteiggth mild
learning disabilities do not have significant adaptive deficits. If it careterdined that
students with learning disabilities do have specific patterns of adaptiveofungti
(regardless of their level of cognitive functioning), the increased us#aptiae

measures with this population might be warranted.
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Differential diagnosisGaining a greater understanding of adaptive behavior

patterns, exclusive of the effects of intellectual level, might aid paaits in
differential diagnosis. For example, there is great controversy amartdipners about
how to distinguish between mental retardation and autism in children who score
extremely low on measures of cognitive functioning. Knowing that differergrpatof
adaptive functioning exist in children with mental retardation versus childtarautism
may help practitioners reach a definitive diagnosis.

Program developmentmplications may exist for program development and
planning for these three populations if typical adaptive patterns are foundtto exi
regardless of a student’s cognitive functioning. For example, a student wittifecspe
learning disability might be found to have low average communication skills baigaver
socialization and daily living skills. In reviewing this pattern, a priacigr might not
recommend intervention for the student’'s communication skills since they apeaat
relative (rather than significant) deficit. However, if it is known thatshislent has
cognitive functioning that is above average (or higher), this “relative” tefight be
clinically significant and debilitating. Increased used of adaptive behassgssments to
plan intervention could uncover weaknesses that might not be apparent in other measures
(i.e., IQ tests).

Progress monitoringFinally, there is a considerable achievement gap between
students with disabilities and their nondisabled peers. As more and more students wit
disabilities are being educated in regular classrooms, and are requiretictpgta in
high-stakes testing, districts are interested in closing this gap. Aconroharacteristic

of schools that have substantially closed this achievement gap is a systems&ingsse
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the progress of individual students and for planning instructional changes according to

data from progress monitoring. The findings of this study will support how current
assessment practices can be integrated into a progress monitoring approgcbve
instructional planning for students with disabilities.
Relevance to Participating School District

The mission of the participating school district expressly states thaviachie
students’ full intellectual and social potential is a significant priorityd&nts with
disabilities, both mild and severe, represent a unique challenge to the distheseas
students must be taught in special ways. Yet, these students are held to the rigorous
standards set forth by each school. This study aims to clearly describatioaskip
between intellectual abilities and adaptive abilities in students with endevere
disabilities. Since the fundamental purpose of assessment is to guide mrsaiucti
planning, it is hoped that results from this study will highlight the importancetairce

assessments in differentially programming for students with disabiliti
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CHAPTER 2

REVIEW OF LITERATURE

From its origin, adaptive behavior (AB) was intended for use in the asses#ment
individuals suspected of having mental retardation (MR). Most of the earlydiessna
adaptive behavior involved validating measures for use in this population, or comparing
individuals with MR to their nondisabled peers. Later, interest grew into expahding t
use of AB measures to wider populations, including individuals with Pervasive
Developmental Disorders, Mental Retardation caused by particular syesi(erg.,
Fragile X, Down Syndrome), developmental delays in early childhood, and specific
learning disabilities. A wide body of research with adaptive behavior measures
various populations now exists. Of particular interest to this author in reviewing the
literature was choosing studies that examined the extent to which adaptive behavior
relates to cognitive functioning. This led to investigations intddpegraphy or the
specific adaptive strengths and deficits that manifest in differemtd#iss. Researchers
wanted to know if particular patterns of adaptive behavior might be indicative eafbr |
to the early identification of) disorders such as autism or specific leatigabilities.

In general, most findings indicate a moderate correlation between cognitive
functioning and adaptive behavior and that a unique pattern of skill strengths and
weaknesses exists in children with particular disabilities. Studies ofdodigi with
mental retardation suggest some characteristic patterns in the organidatdaptive
development, such as the tendency for social adaptive skills to exceed, and
communication skills to fall below expectations based on intellectual abilityongm

individuals with mental retardation, sub-categories (previously teededableand
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trainable) show decreasing levels of adaptive behavior, respectively. Some specific

findings show particular patterns in MR of known etiology (i.e., Down Syndrome). In
autism, there are well known characteristic social deficits. Childrégmautism are
particularly deficient in social and communication skills, relative to other ohsnod
adaptive functioning and relative to intelligence. A few investigations het@adaptive
functioning of students with specific learning disabilities show relatiemgths in
socialization and daily living skills (compared to their peers with more severe
disabilities). However, students with specific learning disabilities &filsw sveaknesses,
particularly in the communication domain.
History and Instrument Development

As early as 1935, Edgar Doll recognized that assessments of individuals with
mental retardation are incomplete without estimates of their ‘soeirity.” His
conceptualization of social maturity included the ability of individuals to eserci
personal independence and social responsibility. According to Doll, the primasydbc
assessment of individuals with mental retardation should be on their capacity fo
maintaining themselves and their affairs. Probably the first measurauthe
behavior, Doll proposed an instrument for measuring social adequacy in terms lof socia
self-sufficiency genetically expressed as progressive soeai@iration. Subdomains of
this scale included: self-help, locomotion, communication, occupation, self-directtbn, a
socialization. For the most part, these domains are what modern tests of adaptive
behavior measure as well.

In 1935, Doll conducted preliminary examinations using the proposed “Genetic

Scale of Social Maturity,” which was a precursor to the Vineland Social Ma8oale
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(VSMS). As with current measures of adaptive behavior, Doll's social masgate

employed a method of report (from a third party) rather than a method of examination or
observation. Fifteen normal subjects from birth to adult were examined, as &@ll as
mentally deficienpatients from his training school at Vineland. Doll found a high
correlation between mental age and ‘social age’ (r=.86) in the mentallyet¢ficoup.
There was a similarly high correlation (r=.70) between 1Q and ‘SQ’ (sgolent,
derived from the social maturity scale). Doll recognized that his conceptiaf s
maturity must reflect the relationship between intelligence and sag@glacy but must
also be relatively independent of intelligence in order to stand as a uniqueiconstr

After the publication of the VSMS, the next major adaptive behavior instrument
to be developed was the American Association on Mental Deficiency’s (AAMD)
Adaptive Behavior Scales (ABS) created by Nihira, Foster, Shellhaas, amtil(@D74).
The instrument was composed of 24 domains, divided into two sections. Part 1 addresses
10 adaptive behavior domains; Part 2 addresses 14 domains which focus on maladaptive
behaviors. There were some questions about the psychometric properties of the ABS,
including much higher reliability estimates for Part 1 than Part 2, limgedrglizability
of the standardization sample (only institutionalized individuals were used), and
discrepancies existing between ratings made on the ABS and those obtainedtby dir
observation. The ABS-School Edition (ABS-SE) was published in 1981. The instrument
is composed of essentially the same items found in the AAMD ABS, except itdedte
use was by teachers rather than parents.

The Adaptive Behavior Inventory for Children (ABIC) was developed in 1977 for

the explicit purpose of improving classification/placement decisions withymildl
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handicapped children. The ABIC was part of a comprehensive assessment $gstem, t

System of Multicultural Pluralistic Assessment (SOMPA), which tousadfione of the
first “nonbiased” measures of intelligence. The ABIC emphasizes perioena social
roles in a variety of settings. Domains include the social roles or sosiahsy of

family, community, peer, nonacademic school, earner/consumer, and self-nmaetena
The ABIC is administered as a structured interview with a child’s pricengtaker. The
standardization sample was limited to a California population, and althoughetrial
groups were included, adequate representation by disability groups was not clear.

Despite Doll's foresight and the long-standing utility of an instrumentfated
adaptive behavior as it remains currently conceptualized, it becamesingfgavident
in the late 1970s that the VSMS required a revision. The publication of the Vineland
Adaptive Behavior Scales (VABS) in 1984 accomplished this task, and included a
nationally representative standardization sample, items updated to reftecdland
societal changes, and it reflected advances in statistical technolotyyeeBehe survey
and classroom editions, 6,000 subjects were included in the standardization samples,
which reflected the 1980 census data. Psychometric properties were widedy sindli
the Vineland was held as the most thoroughly developed measure of adaptive behavior at
the time.

After fifteen years of widespread use of the Vineland, again it becamdic¢a
revision was needed. While the Vineland-Il was being conceptualized and staedlardi
the release of the Adaptive Behavior Assessment System (ABAS)qbia& Oakland,
2000) provided a similar, yet new approach to the measurement of adaptive behavior.

According to the ABASnanual, the purpose of the measure is “the comprehensive,
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diagnostic assessment of individuals having difficulties with the daily ageghills

necessary to function effectively in their environments, given the typical dermpkzcesl

on individuals the same age” (p.18). The author contends that adaptive behavior
assessment is essential when the goal of the intervention or treatmentpsaeei the

daily adaptive functioning of the individual. Thus, its authors emphasize treatment
planning as a purported use of the ABAS, in addition to diagnosis and classification. The
specific skill areas measured by the ABAS can be combined into threerazdeg

domains: Conceptual (communication and academic skills), Social (interpeasdnal

social competence skills) and Practical (independent living and daily likilg).s

Although relatively new, the ABAS has enjoyed positive reviews and boasts good
psychometric properties.

It was not until 2005 that the anticipated Vineland Adaptive Behavior Scales,
Second edition (Sparrow, Cicchetti, & Balla, 2005) was released. The Vineland-Il
maintains the 4-domain, 11-subdomain structure of the original Vineland, but it includes
new items to improve measurement for very young children or for adults. The
standardization sample is nationally representative and includes 3,695 individuals aged
birth through 90 years old. The authors report good psychometric properties of the
Vineland-IlI.

Parent vs. Teacher Ratings

Most adaptive behavior scales are administered to third-party informants, ig/hic
seen as the most ecologically valid way of measuring ‘real world’ skiltsvever,
parents and teachers are not viewed as interchangeable informants. Studigaitimges

the relationship between parents’ and teachers’ scores found low to moderate
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correlations, and often times significant differences between the infornfaotse

studies showed significantly higher scores when parents were usedramimtithan

when teachers were used. For example, Mayfield, Forman, and Nagle (1984)etbmpar
the AAMD Adaptive Behavior Scale scores of parents and teachers for asaEmpl
educably mentally retarded (EMR) children. Significant differences voemnd between
the two types of informants, with the teachers providing much lower estiofatktls

than the ratings of the parents would suggest.

Harrison and Oakland (2000) reported moderate correlations between adaptive
behavior ratings by parents and teachers using the ABAS. The consistenegrbet
teacher/daycare provider and parent/caregiver ratings was studied ipla ea@80
preschool children. Interrater reliabilities ranged from .56-.70 in the adaptive
subdomains, and the interrater reliability for the General Adaptive Compastes8.

The consistency between teacher and parent ratings in older children was atsal iepor
the ABAS manual. Interrater reliabilities ranged from .73 to .85 for the thegsiae
subdomains; the reliability for the General Adaptive Composite was .8liqbta&
Oakland, 2000).

Bensberg and Irons (1986) investigated whether the ratings of parents and
teachers on the Vineland correlate with teacher ratings of the same strddrégs
AAMD Adaptive Behavior Scale. Correlations between scores produced by pamdnts
teachers on the separate instruments were “surprisingly high;” in thef gresanal
self-sufficiency, the rate of agreement between parents and teadersadly equaled
that of teachers on the two scales. Thus, the authors inferred that the two diffatesit

would be able to produce similar ratings of student behaviors, even when different
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persons completed the scales. The socialization domain was the one that had the least

agreement between teachers and parents. This finding suggests that expetted no
social behavior in the classroom and at home may be different when compared with
behavioral expectations in other domains such as communication or daily living skills.

Despite some mixed findings, the research overall has suggested that adaptive
skill ratings made by parents may be higher on some skill areas than ragicg$Hyn
teachers (Harrison, 1987). Adaptive behavior is considered to be situation-sgeatific
influenced by the expectations of significant others. Since parents and tedudesie
children in different settings they may have different expectations for behavior
Furthermore, it is likely that children behave differently in home versus school
environments. Though differences exist between parent and teacher ratggs, it i
acceptable to use either (or both) in multidisciplinary evaluations conductdat.sc
Relationship of Adaptive Behavior to Intelligence

Most researchers have attempted to demonstrate that there is a positive
relationship between intelligence test scores and adaptive behavior scamsonHand
Boan (2000) suggest that the two should be separate, but related constructs Bcause:
intelligence is conceptualized as a thought process whereas adaptive betmpliasizes
everyday behavior; (2) intelligence scales measure maximum perfaméeceas
adaptive behavior scales measure typical performance; and (3) intdligesles assume
a stability in scores whereas adaptive behavior scales assume thahaec®ican be
modified.

The majority of findings indicate a moderate degree of overlap (r = .40 - .60),

which is consistent with the hypothesis of two separate, but related, conskacts
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example, Keith, Fehrmann, Harrison, and Pottenbaum (1987) used confirmatory factor

analysis to examine models of construct-relatedness in standardizatiplesérom the
Kaufman Assessment Battery for Children (K-ABC) and the Vineland. Resultis of
study found a moderate correlation between adaptive behavior and ability, nyltbati

the inclusion of both measures is not redundant, but rather provides for a multifactored
assessment.

Platt, Kamphaus, Cole, and Smith (1991) examined correlations between the
VABS (interview edition), Stanford-Binet, Fourth Edition (SB4), and the Wechsler
Intelligence Scale for Children, Revised (WISC-R) in a referred sanidsults yielded
low to moderate correlations (.37 to .39) between the 1Q measures and the VABS.
However, authors conclude that findings support previous assertions that adaptive
behavior and intelligence are separate but related constructs.

Others have found variability in this moderate correlation between adaptive
functioning and intellectual functioning. For example, Roszkowski and Bean (1980)
found correlations between the AAMD’s ABS and intelligence as high as .77. akis w
found in a population of institutionalized mentally retarded children and adults. As we
will see again, the tendency for higher correlations between AB andeNgdisnt in more
severely disabled individuals.

Hayes and Farnhill (2003) used the Kaufman Brief Intelligence Tedijkdd
the VABS (self-report) to compare 1Q and adaptive in a forensic sample o$eeiuie
and adults. Significant correlations were found between the total scoresn@d86) a
subtests of the two tests. This result was replicated when partial correla¢fficients

controlling for age were conducted. ANOVA results concluded that the I1Q sceres w
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better at predicting the adaptive behavior scores than the reverse. The author

hypothesized that this finding may reflect greater variations in adaptile thlah 1Q

skills. Significant differences between the mean total score on each teist sunotésts

were found, indicating that each subtest contributes unique information to the overall
assessment of the individual. The authors concluded that assessment of both adaptive
behavior and cognitive functioning provides important information toward diagnosis,
even though scores on the two tests correlated significantly.

Vig and Jedrysek (1995) examined a sample of young urban children with
developmental disabilities to determine if there is a relationship betwedligerice and
adaptive behavior. Also, the authors investigated whether there were diffarences
patterns of adaptive behavior in children with disabilities that could not be explained by
intelligence. The sample included preschool children who were diagnosed with
developmental disabilities after an assessment battery (includindiceftgvelopmental
and adaptive behavior) was given. A correlation coefficient of .75, represdrding t
association between the adaptive behavior composite and full scale 1Q, indidated)a s
positive relationship between the two areas. Additional correlations wersenbbased
on IQ and each of the Vineland domains for each disability group. The relationship
between all domains of adaptive behavior and intelligence were strongerdoemchvith
more severe disabilities (e.g., autism) than those with mild impairmegtsniéd
cognitive deficits, nonspecific developmental delays). In the children widnauhe
highest correlations between adaptive functioning and intelligence mvdre domains of
communication, daily living skills, and motor skills (rather than in communication and

socialization as was characteristic of other diagnostic groups). Beteugutism group
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had the lowest cognitive ability of the disability groups, this finding may reptéise

phenomenon of less differentiation of adaptive behavior and intelligence at lowsr level
of cognitive ability (i.e., in more severe disabilities).

In studies that report very high correlations between adaptive behavior and
intelligence, some have questioned whether they provide information that is redundant.
If adaptive behavior scores are not discriminated sufficiently from inte#leability
scores, they might really be differing aspects of the same geoastiuct (rather than
two separate constructs). Reynolds (1987) suggested that if adaptive behavior and
intelligence correlate higher than .50-.60, that might call into question the validity of
adaptive behavior measures. As previously mentioned, there appears to be a trehd towa
higher correlations (between AB and IQ) in more severely disabled populatans {h
Keith et al., 1987; and Sparrow et al., 1984).

Others have found virtually no overlap between intelligence and adaptive
behavior, including Oakland (1983) and Terrasi and Airasian (1989). Terrasi and
Airasian conducted factor analysis to study the relationship between adsgtengor
(as measured by the ABIC) and intelligence (as measured by the WISTaR)factors
emerged from the analysis: one clearly representing an adaptive behaneasidin, and
one representing an intelligence dimension. Upon factor rotation, a second, nioce dist
pattern of loadings emerged. The correlation between these two factomswyas |
supporting the claim for the distinctness of intelligence and adaptive behavior in the
sample. Oakland (1983) refersthe six-hour retardatea term coined for children who
might be considered mentally retarded based on IQ scores and academimgreréor

but would not be considered mentally retarded based on their adaptive behavior and
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‘normal’ functioning outside of school. That such a phenomenon exists suggests that

adaptive behavior in children could be largehyelatedto intellectual ability and school
achievement.

Meyers, Nihira, and Zetlin (1979), described features that distinguish adaptive
behavior from intelligence. Adaptive behavior emphasizes everyday behavior, svherea
intelligence emphasizes thought processes. Adaptive behavior focuses on common or
typical behavior, whereas intelligence focuses on maximum performarnagtive
behavior stresses nonabstract, nonacademic aspects of life, whereasno&eligesses
those aspects that are abstract and academic.

Adaptive behavior scales that emphasize underlying cognitive or school-related
functions (typically those that are high in communication or language-basex) yiehd
higher correlations with 1Q scores than do scales that focus exclusively-ofismitool
adaptive skills. Concomitantly, various domains within adaptive behavior are
differentially related to 1Q scores. Specifically, the communicatagnitive skills
domain tends to be related most strongly, while social adjustment is assariaiedger
degree (found in Bruininks & McGrew, 1988; Harrison, 1985, and Lambert, 1976).
Adaptive Behavior, Intellectual Ability, and Academic Achievement

In reviewing the literature that showed a relationship between adaptisreitxeh
and intelligence, Kamphaus (1987) was not able to find any evidence that adaptive
behavior predicted academic achievement beyond that predicted by 1Q. Oakland (1983)
examined relationships of reading and math achievement with intelligencdapit/a
behavior. The influence of 1Q, adaptive behavior, SES, and race on reading and math

achievement was determined through multiple linear regression analysestliesi



24
WISC-R and ABIC) and the California Achievement Test (CAT). The fimatysis

found that SES and race did not significantly predict achievement beyond the
contributions made by 1Q and adaptive behavior. Second, Oakland found that the
contribution of adaptive behavior in predicting achievement was nonsignificant beyond
that predicted by IQ. He concluded that joint use of IQ and AB measures would provide
redundant information with respect to predicting achievement.

Popoff-Walker (1982), studied the effects of 1Q, SES, and adaptive behavior on
performance on a learning potential assessment task, which followed aitegtdt
paradigm. The author’s stated hypothesis is, “If both adaptive behavior and olig's abi
to benefit from training on a problem-solving task are indicators of adequeiteahial
functioning and evidence to rule out mental retardation, one would expect there to be a
relationship between learning potential and adaptive behavior” (p.225). The study sought
to determine whether performance on a measure of learning potential could beednhanc
by a training procedure. If so, the author speculated, perhaps such a syseamatig |
experience could minimize SES differences in measured abilities. UsSiGHNN,
results indicated that the training procedure had a significant effeloe ost-test scores
(when pre-test scores were entered as covariate). In multiple regressigsisa IQ was
the best predictor of pre-test and post-test scores, with adaptive behavioasadostsS
contributing negligibly to the prediction of pre-test or post-test scores.

DiSibio (1993) studied the conjoint effects of intelligence and adaptive behavior
on achievement in a sample of nondisabled students. Students were assessed with the
Wechsler Preschool and Primary Scales of Intelligence, RevisedSWWBRNd the

VABS, Classroom Edition. Two years later, data were collected on studesnverleint.
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Results showed an overall moderate relationship between adaptive behaviorrstores a

IQ scores. Achievement scores were related strongly to both 1Q andradsgitavior.
However, multiple regression analyses revealed that little varianchigevament was
accounted for by adaptive behavior once intelligence had been taken into account.

From these findings, it seems that the educational relevance of adaptiveobehavi
measures lies not in their predictive ability (for academic achievernehi) their
diagnostic(or confirmatory diagnostic) ability.

Adaptive Behavior and Autism

Adaptive behavior problems are found in individuals diagnosed with
developmental disorders including autism. One consistent finding is that children wit
autism show deficits in the social domain relative to comparison groups. Another finding
is that children with autism show greater variability in adaptive behaviord&ren
with other developmental disabilities. Research has often addressed the question of how
autistic children (with 1Qs in the MR range) differ from nonautistic childveéh mental
retardation in cognitive development and adaptive functioning. Patterns of adaptive
behavior in autistic children have been found to differ from those seen in individuals with
mental retardation in several ways: adaptive functioning is lower in ahnildita autism
relative to 1Q-matched comparison groups; children with autism typically ahoare
uneven pattern of skill development across different adaptive behavior domains; children
with autism demonstrate a specific deficit in the area of socializatatnvesto other
areas of adaptive behavior and relative to comparison groups matched on IQ or mental
age. A relative weakness in the communication domain has also been reported for autisti

samples; adaptive behavior in autistic populations tends to be impaired relative to
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cognitive abilities; and discrepancies between intelligence and adaptiaeidrefound in

children with autism are greater than those demonstrated by children withl me
retardation, particularly in the areas of socialization and communication.

To elucidate these patterns, Volkmar and colleagues (1987; 1993), using the
standardization sample from the VABS, found that children with autism had selective
deficits in socialization and communication but not in daily living skills, relatve t
children with other disabilities (such as mental retardation, developmeamiakige
disorder, and PDD-NOS). When multiple regression analysis was completed,nchildre
diagnosed with autism had obtained socialization scores that were greatarahan t
standard deviations below predicted levels for their chronological ages. Vakmar’
studies demonstrate the apparent specificity of the socialization skilk defelation to
other areas of adaptive functioning in children with autism.

Loveland and Kelley (1988), examined relationships among adaptive skills and
measures of development (or ability) in adolescents and young adults with antls
Down Syndrome. The two groups were matched closely on ability level and
chronological age. The authors compared performance of the groups on the three major
domains of adaptive behavior: communication, daily living, and socialization. Results
indicate that that autistic and Down Syndrome groups matched on ability did notrdiffer
their overall adaptive functioning. Different patterns of adaptive behaviar digplayed
between the groups, though. For individuals with Down Syndrome, adaptive skills were
comparable to their ability levels, whereas those with autism were detaye
communication and socialization relative to their ability levels. Latreland and

Kelley (1991) compared adaptive behavior in preschool children with autism and Down
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Syndrome. The authors found that socialization scores were significantlyftoviee

children with autism than those with Down Syndrome. When Vineland scores were
recalculated according to mental age rather than chronological agefférisndie was
still present. The authors conclude that social adaptive functioning of children with
autism is more discrepant from overall developmental level than that of childlren w
Down Syndrome.

Jacobson and Ackerman (1990), compared adaptive functioning among
individuals classified as having autism and mental retardation by anatyoissy
sectional data. In the youngest age group, daily living skills were found to besupe
those individuals diagnosed with autism compared with their MR peers. In the
adolescent group, daily living skills were again higher in children with aulésrguage,
guantitative skills, and social skills were higher in the MR group. When age was
controlled, these differences in skills were still identified (indicatliffggrences between
diagnostic groups, regardless of age). Differences diminished whergades were
compared, suggesting that there may be a plateau effect associatecapitead
functioning in individuals with autism as they grow older.

Rodrigue, Morgan, and Geffken (1991), studied low-functioning children with
autism who were matched to children with Down Syndrome and a group of nondisabled
children on demographics and overall adaptive behavior levels. They found a significant
difference between the autistic group and the other two groups in the socalizati
domain. There was no difference in socialization between the nondisabled group and the

MR group. The authors conclude that the socialization deficit found in autistic ahildre
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is not just a function of low developmental level, but is a specific deficit, not found in

young normal children or in those with MR but not autism.

Using a cross-sectional analysis, Schatz and Hamdan-Allen (1995) examined the
impact of age and intelligence (as measured by Performance Q) on #ra pétt
adaptive skills (as measured by VABS domain scores) in children with autisasve
mental retardation. Two sets of multiple regression analyses were cahdlibeefirst
set of analyses tested for age-related changes between the twofgradagptive
behavior scores. The second set of analyses tested for 1Q-related changen bee
groups. Findings suggest that the relationship between adaptive abilities iarchiltir
autism and MR varies according to 1Q but not age. Children with autism showed
impairments in the social domain as opposed to children with mental retardation, who did
not. The unique finding of this study is that differences in socialization scovesdet
autistic and non-autistic children seem to depend upon IQ level. A similar fimding t
other studies is that the profile of adaptive abilities across Vineland domaissafpe
depend upon IQ level in children with autism. For lower-functioning children, social
deficits do not easily distinguish autistic children from children with othebiliises.
However, with higher functioning children, the discrepancy in social skilésge lon the
Vineland. In conclusion, IQ level appears to affect the pattern of adaptilge skil
differently for children with autism versus those with MR.

To explore differences in adaptive behavior that cannot be accounted for by 1Q,
Vig and Jedrysek (1995), conducted a MANCOVA using IQ as covariate. In a
population of preschool children diagnosed with developmental disabilities, when

intelligence was controlled, the most significant differences oatimr€ommunication
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and Socialization domains. Namely, children with autism and PDD-NOS diffenad f

the other diagnostic groups (developmental delay, mild cognitive deficits) in both of
these domains. This finding points to the uniqueness of developmental patterns (specific
deficits in communication and social skills) for autistic spectrum disorders.

Carpentieri and Morgan (1996), studied the relationship between adaptive
functioning and intellectual functioning in a sample of autistic and nonautistic
intellectually disabled children. The groups were comparable in age anthi)
findings showed that the autistic group had a substantially lower adaptive ctanposi
score than the MR group. These differences between the groups were dugydgomar
the much lower scores of the autistic group in the domains of socialization and
communication. In the autistic group, a specific weakness in the soctaliziatmain
was the most striking contrast. The authors also investigated the abihy \dineland
to distinguish children with autism from nonautistic mentally retarded emildihe
profile of domain scores on the Vineland proved effective in distinguishing the two
groups, especially due to the domains of socialization and communication. These
differential profiles, the authors contend, confirm the clinical picture often foithd w
autistic children and support the usefulness of the Vineland in the differential dsagnos
of autism versus mental retardation.

Freeman, Del'Homme, Guthrie, and Zhang (1999), examined how Vineland
scores in individuals with autism change as a function of age utilizing human growth
modeling statistical techniques. The mixed linear model (MLM) was used tondtete
an individual’s ‘growth rate.” The major goal of the data analysis was to egahe

change of VABS scores as a function of age, and to assess the effecalofQnitn the
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change in VABS scores. Subjects were divided into three groups based on thelQinit

scores (high, average, low). The authors found that the Communication domain showed
a significant increase as a function of age in all three groups. DailygL8kills also
showed a significant increase as a function of age, but the high and averagap®
had a significantly faster growth rate than the low IQ group. Social skitiwed a
significant increase as a function of age; but these changes were teut telk.
Results indicate that the natural course of autism is one of improvement in ad&fiive s
with increasing age. Whereas individual growth in communication and daily lividg skil
was dependent on IQ, improvement in social skills is was independent of Q.

Stone, Ousley, Hepburn, Hogan, and Brown (1999), studied adaptive behavior in
children less then three years of age in order to determine whether pattdchemerge
for early identification of autism. A secondary purpose was to examine the degre
which cognitive and language skills are associated with adaptive behavioofimgti
Subjects included children who had just received a diagnosis of autism or a (non}autistic
developmental delay. Findings revealed that the two groups did exhibit differembpat
of adaptive behavior, and that these differences were accounted for pringdoily b
socialization and communication scores in the autistic group compared with teddela
(non-autistic) group. When language was used as a covariate, the saltsevere
obtained (indicating that weak language skills did not account for this pattence tBe
groups were matched on both chronological age and mental age, the pattern could not be
attributed to differences in cognitive level. This pattern (weaker sociahzand
communication scores in autistic children) was found in children as youn@ gsans

of age. These findings replicated those of previous studies using older populations;
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namely, that there is a pattern of lower adaptive behavior skills compareghitive

skills in children with autism. The greatest discrepancies between mgatahd

adaptive skills occurred in the communication and socialization domains for the autist
group. The fact that this pattern was found in children with autism as early gsdvgo

of age suggests it may be useful as an early marker in the identificatiomsof.aut

Kraijer (2000), reviewed studies which assessed the organization of adaptive
skills in individuals with the dual disability of mental retardation and ad2ere
Developmental Disorder (PDD) in order to determine whether a genedainey is
observable in the test results, independent of the measure being used. The author
concluded that individuals with autism obtained significantly lower results on
communication and socialization domains; daily living skills did not appear to becdffect
by the disability. These results were also obtained using a Dutch sealeptive
behavior, with similar subdomains as the Vineland.

Bolte and Poustka (2002), investigated whether the association between adaptive
and intellectual abilities in autism varies depending on the presence oreabgenc
comorbid mental retardation. Data collected with the screening form of the &BS
compared to performance on Wechsler IQ measures (WISC-R, WAIS-R) in a&saEmpl
individuals with autism or PDD-NOS, with or without comorbid mental retardation. On
average, the sample with autism or PDD showed higher intellectual functibaimg t
adaptive behavior skills; they typically scored highest on daily living, lowest on
socialization, with communication falling in between. The magnitude of adaptive
behavior level and cognitive functioning differs primarily in higher-functigni

individuals, and much less in lower-functioning individuals. So, concluding that 1Q
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typically exceeds adaptive behavior scores in individuals with autism mayibezlito

those with higher 1Qs. Regression analysis demonstrated that the relatiomsiegnbe
adaptive behavior and IQ is stronger in the group with comorbid MR. In the cognitively
normal group, the relationship between adaptive behavior and 1Q is weaker. These
findings indicate that intelligence and adaptive behavior are similar ifiuogtioning
individuals, but are divergent in higher-functioning individuals.

Fisch, Simensen, and Schroer (2002), evaluated the development of adaptive
behavior and cognitive abilities in children and adolescents diagnosed with autism
compared with those with Fragile X Syndrome. The study consisted of 18 children
diagnosed with autism who were matched with 18 children with Fragile X. A baftery
the SB4 and the VABS was used as the basis for analysis. Findings reveayedtiga
children with autism initially exhibited lower 1Q scores than did same-algédien with
Fragile X. Both diagnostic groups showed declines in IQ scores, however chiltlien wi
autism eventually showed a plateau in the decline of IQ score (whereasrchuitr
Fragile X continued to decline). Both diagnostic groups showed declines in adaptive
behavior scores (composites and domains) as well. At first glance, this mighlilsea
regression in skills; however the authors caution that the declines in scordly actua
reflect the fact that these children acquire adaptive skills at slates: rConsequently
they fall further and further behind their non-disabled peers as they grow ohi&ire®
with autism exhibited significantly lower levels of adaptive behavior inrgéres well
as communication and socialization (specifically) compared with childitbrRnagile X

syndrome.
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Paul et al. (2004), examined specific aspects of adaptive behavior in two subject

groups (those diagnosed with autism, and those diagnosed with PDD-NOS) to find out
whether any of the behaviors help to differentiate the diagnoses. The authewsdeli
that autism could be differentiated from both PDD-NOS and non-autistic developmental
disorders by scores on the socialization and daily living scales of the Vineland.
Individuals were selected and matched based on age and 1Q ranges. Resatedindi
significant differences in scores between the autistic group and the REEDghbup on
the Vineland domains of communication and socialization. No significant difference
were found in the daily living skills domain. Using IQ as covariate, scoreed?DD-
NOS group were still higher than scores for the autistic group. Signifidéeredices
between the autistic and PDD-NOS groups were seen on the following spenifieats:
Communication-Expressive, socialization-interpersonal, socializabpmg, and daily
living-community.
Adaptive Behavior and Mental Retardation

Lambert and Nicoll (1976)ysed the AAMD Adaptive Behavior Scale to compare
dimensions of adaptive behavior in children diagnosed with mental retardation to their
nondisabled peers. The authors proposed that, if a unique factor structure emerged in
children with MR, this might have utility in differential diagnosis. The sampledec
students in regular classrooms and those assigned to (then called) EMR and TMR
classrooms. Teacher ratings on the ABS were used. Two dimensions were reeealed vi
factor analysis. The first was termed “functional autonomy” becaudéeittesl qualities
of adaptive behavior characterized by independent functioning supported by cognitive

and physical development. The second dimension was termed “social respohsibility
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because it reflected self-reflection, responsibility, and socializatibe.rdsults of the

factor analysis yielded evidence that the dimensions of adaptive behavitergreal for
children with and without mental retardation.

Bensberg and Irons (1986), compared the AAMD Adaptive Behavior Scale with
the Vineland Survey form and Classroom edition in a population of mentally retarded
individuals. Objectives of the study included assessing the relationships among the
scales using raw and age equivalent scores, comparing parent and teauiseonatihe
Vineland, and comparing age equivalent scores (from adaptive behavior measures) to
mental age scores (from an intelligence test). Problems in the arayse when an
inability to convert raw scores to standard scores and percentiles (due to in@adequat
norms for certain age groups) forced the authors to compare raw scorelsédrom t
Vineland and ABS domains. However, a comparison of age equivalent scores on the
Vineland with each student’s mental age score (derived from the Stanfol-Bine
revealed a moderately high relationship between adaptive and cognitive furgctioni

Bruininks, McGrew, and Maruyama (1988), investigated the structure of adaptive
behavior as a function of age and severity of handicap in various samples of individuals
with or without mental retardation. Exploratory factor analysis was used, andalkes Sc
of Independent Behavior (SIB) was the measure subjected to analysis.s Rietdétd a
three-factor solution for preschool students without mental retardation (General
development, practical academics, and personal responsibility). For schabHegen
without MR, the factor solutions consistently indicated that adaptive behavior is
unidimensional (general development or personal independence) in this population. In

the samples of individuals diagnosed with mental retardation, a two-faaitiosol
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emerged with a large (70.5% variance) general factor and a small (7.@¥cedrsecond

factor. The second factor appeared to represent an academic/concefuiuakizause

the subscales with salient loadings were those emphasizing cognitive Bkien all

samples were combined, a General Adaptive Behavior factor accounted for
approximately 64% of the total variance, and the second and third factors (when present)
accounted for approximately 10%. The occurrence of single-factor solutions dharing t
years of formal education suggests possible differential environmentadnoéls or
expectations as a result of schooling. Another finding was a lack of angatgéc

difference in the structure of adaptive behavior in samples with and withoutt menta
retardation.

Loveland and Tunali-Kotoski (1998), described that what is of interest about
adaptive behavior in persons with mental retardation is not merely that it isdliebay
that its pattern of organization and trajectory of development varies with di@gnost
classification, intellectual ability, and maturation. It also varies vaghetiology of MR
as well as the individual’'s environmental context. The authors found that the
organization of adaptive behavior and its relationship to intellectual developmest vari
with the etiology of MR as well as the age and IQ of the individual.

Balboni, Pedrabissi, Molteni, and Villa (2001), examined the discriminant validity
of the Vineland Scales (i.e., the differentiation among the domains of adaptivedoghavi
The study compared Vineland scores of mentally retarded individuals witssufor
individuals with MRand other specific disorders in communication, social behavior, or
motor areas. The authors hypothesized that, if every scale measures eisiompand

accuracy the area it is intended to measure, then individuals with a communication
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disorder should obtain lower scores than control participants on the communication scale

and so on. To confirm the discriminant validity of the VABS, the authors believed that:
() individuals with a double disorder should obtain significantly lower scores on only
those scales related to the domains affected by the specific disordem{zered to
controls), and (2) no significant differences should be observed between the scores
obtained by the two groups in the other domains. Their results met both conditions; all
the individuals with a specific disorder revealed a pattern of adaptive behavior
significantly different from that of the controls, and the scores they obtaiaee lower

only in the areas corresponding to their specific disorder. The findings sudggstate
discriminative ability of the Vineland.

DeBildt, Kraijer, Systema, and Minderaa (2005), examined the psychometric
properties of the Vineland in children and adolescents with mental retardati@utoha
sample. The study authors contend that the Vineland is well developed and wall studie
for measuring adaptive functioning in children and adolescents with mentdbteia.

The authors believed that increased insight into the psychometric properties would
contribute to more evidence-based use of the Vineland in this population. First, the
authors examined thatructureof the VABS, via factor analysis. Findings indicate one
central, underlying construct, with three recognizable subdomains in individalals wi
mild to moderate levels of functioning. This is identical to the structure delihegtine
authors of the Vineland. However, in the severe/profound levels of functioning, the
structure of the sub-domains did not hold up as well. When adaptive scores were
compared to intelligence scores, low correlations were found in individuals Wahani

moderate mental retardation. However, relatively high correlations &et@adaptive
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scores and intelligence scores were found in individuals with severe/profound mental

retardation. These findings provide support for the authors’ contention that 1Q and
adaptive behavior are most related in more severely disabled populations.
Adaptive Behavior and Learning Disabilities

The concept of adaptive behavior is not included in the definition of learning
disabilities, and adaptive behavior measures are not commonly used in the idiemntifica
of learning disabilities. However, it would be false to conclude that children with
learning disabilities do not have deficits within certain areas of adaptieadning.
They may, and such deficits are emerging as children with learning disalale being
included in the research on adaptive behavior. Although fewer studies of adaptive
behavior in learning disabled students exist (as compared to more severebddisabl
children), research in this population is becoming more prevalent. There is some
evidence that assessment of adaptive behavior may help identify lear@bijjtoss,
their subtypes, or may assist practitioners in differential diagnosis. ®sewchers
have suggested that adaptive behavior measures be used to identify appropriate
placement options for learning disabled students. For example, Bender and Golden
(1988) assert that the effectiveness and degree to which a child’s behaviothmeets
standards of a particular educational setting should be assessed pridetal (oisfter)
determining the appropriate placement for the child.

Strawser and Weller (1985), investigated whether subtypes and severity of
learning disabilities could be established when scores from intelligence/exokist and
language measures were used in conjunction with adaptive behavior measures. One

hundred twelve school-age students who were diagnosed with learning disalslitigs
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a discrepancy model composed the sample. The authors examined(apbezof

discrepancies displayed by each subject (the number of instances found in which the
achievement scores were significantly lower than the ability scores)pathedegree

of discrepancy displayed by each subject (the degree of discrepancy found across
ability/achievement comparisons). Based on these criteria, the samplevidad dito

three groups representing three levels of disability severity. The groupshsa

compared on the basis of their adaptive behavior scores to see if this criterion would
further differentiate the sub-types of learning disabilities. The seelithe study

reinforce that the learning disabled population is a heterogeneous one. The findags we
reported in terms of the characteristics of the three groups. The firstwasugescribed

as possessing average intellectual ability, mild to moderate levelautivee behavior,

and discrepancy only in academic skills. This subgroup was found to be consistent with
the description of mild learning disabilities. Performance deficits did naotargewith

their adaptive capabilities, no vast processing disorders were observed, anchthare

low correlation between academic performance and adaptive behavior skillsecéhd s
group was described as possessing average intellectual ability, modestere

adaptive behavior deficits, and a significantly greater number and degtiserepancy

in both academic and processing skills. This subgroup was found to be consistent with
the description of severely disabled students. A moderate correlation wasdbse
between academic skills and adaptive behavior skills in this group. The third greup wa
described as possessing borderline to low average intellectual abilifigveital no
discrepancies between ability and performance in either academic esgirarareas.

This subgroup might be considered a slow-learner (and possibly not learningdjisable
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group. Low correlations were found between adaptive behavior scores and the number

and degree of academic and processing discrepancies. The authors conclude that
identifying subgroups of learning disabilities can be appropriately dietednby adaptive
behavior assessments rather than relying on discrepancies in academic singoces
skills alone.

Leigh (1987), compared the adaptive behavior of school-age children diagnosed
with learning disabilities and mental retardation using children with nonteligence
as controls. In addition, the authors investigated how summary adaptive behavigr scores
as well as specific domain scores, differ between elementary level@nrtiaey level
LD students. The scores used as the basis for comparison were derived from the
Adaptive Behavior Inventory (ABI). The ABI contains four sub-scales:cse,
communication, social skills, academic skills, and occupational skills. Mean Aiissc
for the LD group were found to be significantly less than the mean for the normal
intelligence group, but were significantly higher than the mean for the MR group. When
the LD group was divided into subgroups by age, the elementary level subjects scored
significantly lower on the academic skills sub-scale compared to all athescales.
The highest mean scores for the elementary age subjects were on taeesalid social
skills sub-scales. At the secondary level, the lowest mean score wasabtaihe
communication skills scale. The highest mean scores were obtained on tageself-
skills and social skills sub-scales. The overall performance in adaptivadretialls
declined from the elementary to the secondary level. The most sizablasgeicre

performance between the two age levels occurred in the communication s#dls sc
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These findings imply a gradually increasing deficit in communication sislishildren

with learning disabilities grow older.

Bender and Golden (1988), defined adaptive behavior as the ability to use
language in classroom social situations, produce information in the classroom, and
socially cope with the demands of the environment. This definition deviates somewhat
from the AAMR definition, yet still emphasizes communication and social slalls
important aspects of adaptive behavior. The authors compared the adaptive behavior of
learning disabled and non-learning disabled students. Subjects were 54 leaablegidis
students in grades 3 through 6 who were matched with non-LD students of comparable
demographics. The results indicated that teachers rated the adaptivetbehavi
characteristics of learning disabled students much lower than their noredipaielrs.

When given self-reports, the learning disabled children did not accurategimetheir

own adaptive behavior in areas which involved social relationships. The authqrs state
“this is consistent with previous research which has demonstrated that LD rchitdre

less able to identify social cues and interact in social situations than nonitEzichi

(p.58). Given these findings, the authors suggest that measuring adaptive behavior as
part of an assessment may prove useful in identifying learning disabled students

In summary, most research findings have established a relationship between
intellectual functioning and adaptive behavior in children with disabilities. Memyve
some mixed results exist, which suggest that the two are not as closely aslate
popularly believed. This study aims to examine this relationship in children wigimaut
mental retardation, and specific learning disabilities. Most of the s¥seaamining the

structure and organization of adaptive behavior domains has established aatistinct
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between communication, socialization, and daily living. This study will reviemgths

and weaknesses in these domains among the three exceptionality groups. e@nly a f
studies have attempted to view adaptive functioning as it exists independently of
intellectual functioning, and the findings were mixed. This study aims to explor
whether adaptive behavior can explain differences between groups beyond what would
be explained by intelligencd=inally, studies have generally shown adaptive
characteristics to differentiate between disabled and non-disabled gibigaselieved

that there is some differential ability of adaptive scales to separgteodi&c groups as

well. This study aims to identify which adaptive characteristics aeetalaliscriminate

between autism, mental retardation, and learning disabilities.
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CHAPTER 3

METHOD

Subjects.Participants were chosen by reviewing special education rolls from
selected schools in a large urban school district. Students who met specific dtagnost
criteria were selected and then the author reviewed archive recosdcfostudent.
Subjects who also met specific assessment criteria (i.e., their filesrehtest scores
from chosen instruments) were ultimately included in the study.

The participating school district enrolls 188,547 students, from the following
ethnic backgrounds: 0.2% American Indian; 5.5% Asian; 64.9% Black; 15.5% Hispanic;
14.0% White. Twelve and six tenths percent of the district population are identified as
students with disabilities and enrolled in special education programs. A t@@&/éfl
students receive special education services in the district. Of this totalaB2%
diagnosed with autism, 13.9% are diagnosed with mental retardation, and 58.0% are
diagnosed with specific learning disabilities. The demographic makeup spebil
education population can be found in table 3-1.

Table 3-1

Ethnic Background for Special Education Students and District as a Whole

Spec. Ed. District
American Indian 0.3% 0.2%
Asian 1.7% 5.5%
Black 65.7% 64.9%
Hispanic 15.7% 15.5%

White 16.6% 14.0%
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Subjects selected for this study were in grades K-12 and had been identified as

having autism, mental retardation, or a specific learning disability basie doilowing
criteria outlined in the Individuals with Disabilities Education Act:
= “Autismmeans a developmental disability significantly affecting verbal
and nonverbal communication and social interaction, generally evident
before age 3, that adversely affects a child’s educational performance.
Other characteristics often associated with autism are engagement in
repetitive activities and stereotyped movement, resistance to
environmental change or change in daily routines, and unusual responses
to sensory experiences...”
= “Mental Retardatioomeans significantly subaverage general intellectual
functioning, existing concurrently with deficits in adaptive behavior and
manifested during the developmental period, that adversely affects a
child’s educational performance.”
= “Specific Learning Disability means a disorder in one or more of the
basic psychalogical processes involved in understanding or in using
language, spoken or written, which disorder may manifest itself in the
imperfect ability to listen, think, speak, read, write, spell, or do
mathematical calculations. The term includes such conditions as
perceptual disabilities, brain injury, minimal brain dysfunction, dysjexia

and developmental aphasia
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Subjects identified as having comorbid autism and mental retardation wereectecel

for inclusion in the study. Therefore, the autistic group consisted of studentsutisth a
andnot mental retardation; similarly the mental retardation group consisted oht&ude
with mental retardation anmbt autism. A review of records determined which students
were selected based on the types of assessments given as part oflegsanpiitrary
evaluation. Subjects were selected if their records include:
o A full scale IQ score from a Wechsler scale (WISC-I1ll, WISC-IV, R@®RI11I, or
WAIS-111); Stanford-Binet, Fifth edition (SB5); Stanford-Binet, Fourthtiesh
(SB4) or Reynolds Intellectual Assessment Scales (RIAS)
e A Vineland Adaptive Behavior Scale—Classroom edition (VABS, VABS-II); or
Adaptive Behavior Assessment System—Teacher form (ABAS, ABAS-II)
For the adaptive measures, teacher or classroom ratings were selecteldi$oyn. This
decision was based on: (1) the desirability of involving teachers in the asségsatess
since they ultimately will be relied upon to deliver programs for exceptionakehijland
(2) the convenience of obtaining teacher ratings as part of a school’s scyitidary
evaluation.
The complete sample consisted of 76 students. Descriptive charactefigties

disability groups and of the sample as a whole are presented in table 3-2.
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Table 3-2

Descriptive Characteristics of the Sample by Disability and as a Whole

AUT MR SLD Full Sample

N 22 33 21 76
% of Sample 29% 33% 21% 100%
Age

Mean 7.95 10.39 8.71 9.30

SD 3.69 2.78 1.93 3.02

Range 5-17 5-14 5-14 5-17
Gender

% Female 32% 27% 43% 33%

% Male 68% 73% 57% 67%
Ethnicity

% African-American 91% 100% 90% 95%

% Caucasian 9% 0% 10% 5%

Note.AUT= Autism; MR= Mental Retardation; SLD= Learning Disabled

Instrumentation

Intellectual ability. The full-scale score was used in the analysis because it represents the
most reliable indication of the student’s overall cognitive functioning and it is mos

readily available in student data records. Full scale scores from thel&/gShtasnford-

Binet, and Reynolds Intellectual Assessment Scales (RIAS) were iddbedause they

are comprised of both verbal and nonverbal (or performance) cognitive skills.thegdsts
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are administered nonverbally, or tests that primarily tap nonverbal intelégskills,

were not used because they do not always correlate highly with other trdditiona
verbally-administered measures of intelligence.
Statistical Properties of the Intellectual Measures

According to theStandardstreliability estimates above .80 are necessary and
those above .90 are highly desirable for tests used to make decisions about individuals
(AERA, APA, & NCME, 1999). For each measure selected, the authors purport to have
established satisfactory levels of the statistical properties abildly (consistency,
stability, interscorer agreement) and validity (content, structure, relatandernal
variables, and outcomes of testing). For each measure selected, thddudsca
composite score is converted to a normalized scale with a mean of 100 and a standard
deviation of 15 (with the exception of the Stanford-Binet, Fourth Edition which is
normalized with a mean of 100 and a standard deviation of 16).

The Wechsler scales (WISC-IIl, WISC-IV, WAIS-IIl, WPPSI-R, WP are
individually administered instruments for assessing the cognitive ebitfichildren,
adolescents, and adults. The Wechsler scales provide composite scoresabantepr
intellectual functioning in specified cognitive areas, as well as providoogrgosite
score that represents an individual's general intellectual ability. Tlobsée
assessments have a substantial history of acceptable standardalidityednd validity.

The Stanford-Binet, Fourth Edition and Fifth Edition are individually
administered instruments for assessing the cognitive abilities of chddibadults. The
Fifth Edition was published in 2003 and provides a Full Scale 1Q that is considered by the

authors to be the standard measure of global intellectual ability (Roid, 2003). ibesaut
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report that reliability coefficients for the Full Scale IQ scoresvextremely high and

consistent across age groups. The authors also report that acceptable standards f
content, criterion, and construct validity were established through various analyse
The Reynolds Intellectual Assessment Scales (RIAS) is an individually
administered test of intelligence with a supplemental measure of mefiugyRIAS
provides a Composite Intelligence Index (CIX) that is a summamyaistiof global
intelligence. According to the authors, reliability estimates of Ri#d&xes are of
sufficient magnitude to allow confidence in the consistency and stabiliégo$tores
over time (Reynolds & Kamphaus, 2003). The authors purport the RIAS to have
satisfactory estimates of validity based on a number of analyses, natdisbstg the
strongest interpretive support for the CIX (Reynolds & Kamphaus, 2003).

Table 3-3 provides intercorrelations among the composite scores of the cognitive

measures used in this study.
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Table 3-3

Intercorrelations for Full-Scale Scores on the Cognitive Assessment Measures

WISC-llIl  WISC-IV ~ WPPSI-R  WPPSI-IIl WAIS-IIIl SB4  SB5 RIAS

WISC-III

wisc-v .89

WPPSI-R .85  * _

WPPSIHII - * 89 .85 _

WAIS-II - * .89 * * _

SB4 s * * " B

SBS 84  x .83 * 82 9 __
RIAS 76 x * * 75 *

* Data not available

Adaptive behavior Adaptive behavior was measured using the Vineland Adaptive
Behavior Scales—Classroom edition (VABS, VABS-2) and the Adaptive Behavior
Assessment System—Teacher form (ABAS, ABAS-2).

The VABS (and VABS-2) assesses adaptive behavior through the administration
of the scales to an informant (typically a parent or teacher) who is askexttidehe
child’s everyday behavior in four domains: Communication, Daily Living, Saeitdin,
and Motor skills. Standard scores are calculated for each domain; these daresn sc
can be combined to yield an adaptive behavior composite score. The VABS was
standardized with national samples of handicapped and nonhandicapped individuals
representative of the population. The authors purport that both the Vineland and the

Vineland-2 meet satisfactory standards of reliability and validity.



49
The ABAS (and ABAS-2) provides a comprehensive, norm-referenced

assessment of adaptive skills, with opportunities for multiple respondents {peaeher
and self) in order to evaluate functioning across multiple settings. This approac
contributes to a complete assessment of the daily, functional skills of an individual.
Specific skill areas measured by the ABAS can be combined into threertzdkg
domains: Conceptual (communication and academic skills), Social (interpeasdnal
social competence skills) and Practical (independent living and daily likiltg).s The
ABAS (and ABAS-2) was standardized with national samples, including individutals w
typically developing skills and those identified as having disabilities. Trhplsa were
representative of the US population. The authors contend that the measures have good
psychometric properties and meet satisfactory standards for rejialpidtvalidity.
Table 3-4 shows the intercorrelations between composite scores on the Vineland and
ABAS.

Although the overall adaptive composite score was collected as data in order to
establish its relationship with general cognitive functioning, of particadarest in this
study is the examination of the subdomains corresponding to communication skills, daily

living skills, and socialization skills.



50
Table 3-4

Intercorrelations for AB Composite Scores Among the Assessment Measures

VABS VABS-2 ABAS ABAS-2
VABS —

VABS-2 .86-.87*

ABAS o ok o

ABAS-2 .82 52-.70* o

* depending on age group

** Data not available

Procedure Data were collected through a review of records according to Temple
University’'s policy on archival researcihs mentioned, subjects were selected based on
their diagnostic classification as well as archived test scoresithatled one of the
cognitive measures citethd one of the adaptive behavior measures cited. The author
and several volunteer colleagues reviewed student confidential files to aetevhich
records met criteria for inclusion in the study. From each student fillkneing data
were gathered: exceptionality (Autism, Mental Retardation, or Spe@écning

Disability); age; gender; ethnicity; full scale IQ, Adaptive Beha@omposite;
Socialization score; Communication score; Daily Living score. At no pointhveas t
student’s name recorded as part of the data collection. This was to ensure tialethte s
data remained anonymous and so individuals could not be identified by reviewing the

data set. The database was created and maintained through Excel.
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One of the difficulties the examiner encountered during subject selectiohatas t

there were few students classified as learning disabled who had adaptive behavior
assessments administered during their multidisciplinary evaluations. sThasause
administering adaptive behavior assessments is not common practicerfioigear
disability evaluations, unless an individual’'s IQ is low enough that adaptiveunesa
were needed to rule out mental retardation. Although it is more common to administ
adaptive behavior assessments to students with autism, again these werstouestts
with low IQs. This resulted in a sample where the students with mental tetarda
(N=33) outnumbered the students with both learning disabilities (N=21) and autistic

spectrum disorders (N= 22).
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CHAPTER 4

RESULTS

Data analysis consisted of four procedures: basic correlations, mutgvaria
analysis of variance (MANOVA), multivariate analysis of covariafM&NCOVA), and
discriminant function analysis (DISCRIM).

A Pearson correlation analysis was used to determine the relationshiprbetwee
intellectual functioning and adaptive behavior in the three diagnostic groupssoh auti
(AUT), mental retardation (MR) and specific learning disability (SLd3)well as in the
sample as a whole. The full-scale IQ score (FSIQ) was compared to phe@ada
behavior composite score (AB Comp) to generate the correlations found in Thable 4-
Table 4-1

Pearson Correlations Between FSIQ and AB Comp by Exceptionality Group

FSIQ

AUT MR SLD Full Sample

AB Comp S1* .23 .28 .62**

Note.FSIQ= Full Scale 1Q; AB Comp= Adaptive Behavior Composite; AUT= Autism
group; MR= Mental Retardation group; SLD=Learning Disabled group.
* p<.05. **p<.01.

In the full sample, the relationship between FSIQ and AB Comp was found to be
significant, with a moderate correlatiorlowever, the main focus of this study was to
examine the relationship between cognitive and adaptive functioning amongtitinet dis

diagnostic groups. In the autism group, the correlation between FSIQ and AB Cemp wa

also significant and moderate, as expected.
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Contrary to expectations, the correlation between FSIQ and AB Comp in the

mental retardation group was not significant and in fact was quite low. Synilzel
correlation between FSIQ and AB Comp in the learning disabled group was low.

To determine if the diagnostic groups differed in their performance on the sub-
areas of adaptive behavior, multiple analysis of variance (MANOVA)pgdsrmed.
The adaptive behavior domains of socialization (SOC), communication (COM) and daily
living skills (ADL) were the dependent variables placed into a MANOVA by
exceptionality group (the independent variable). Means for full-scale |Qdaipdize
behavior subdomains by exceptionality group are presented in Table 4-2.
Results of the analysis are presented in Table 4-3.
Table 4-2

Means for Full-Scale IQ and Adaptive Behavior Subdomains by Exceptionality

Autism Mental Retardation Learning Disabled
M SD M SD M SD
FSIQ 70.61 14.49 51.94 9.62 76.76 8.17
SOC 68.41 10.53 64.52 10.14 83.95 11.64
COM 70.59 13.01 58.33 7.69 74.48 12.29
ADL 74.82 14.46 61.33 9.11 83.71 1241

Note.FSIQ=Full-Scale 1Q; SOC= Socialization; COM= Communication;
ADL= Activities of Daily Living



54
Table 4-3

MANOVA Results of Adaptive Behavior Sub-Areas by Exceptionality

Effect Value F Sig  Partial Eta Squared

Exceptionality

Wilks’ Lambda 455 11.424 .000* .326

* p<.05.

The overall effect in the MANOVA was statistically signific&{6, 142)=
11.424; Wilks’ Lambda= .455; partial eta squared=.326. This finding indicates the three
exceptionality groups did, in fact, differ on their adaptive behavior domain perfoeman
Approximately 33% of the variance between groups is explained by theirmparfoe on
adaptive behavior sub-areas. When the results for the dependent variables were
considered separately in Post-Hoc analysis (Tukey HSD), the resulteseatpd in

Table 4-4.

Table 4-4

Results of MANOVA and Post-Hoc Test

AB Sub-Area F Sig. Partial Eta Squared Post-Hoc
SOC 22.169 .000* 378 MR=AUT < SLD
COM 16.828 .000* 316 MR < AUT=SLD
ADL 24.452 .000* 401 MR < AUT < SLD

Note.SOC= Socialization; COM= Communication; ADL= Activities of Dailiing
MR= Mental Retardation; AUT= Autistic; SLD= Specific Learnings&bility
* p<.05.
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All three groups significantly differed from each other in the followingavay

¢ In the socialization (SOC) domain, children with Mental Retardan64.52
SD=10.14) did not differ from children with AutisnME68.4Q SD=10.53), but
both performed significantly lower than children with Learning Disaesiti
(M=83.95 SD=11.64).

e In the communication (COM) domain, children with Mental Retardation
(M=58.33,SD=7.69) performed significantly lower than children with Autism
(M=70.59 SD=13.01) and children with Learning Disabilitidd£74.48
SD=12.29), who did not differ from each other.

e In the daily living skills (ADL) domain, all three groups differed. Childrerhwit
Mental RetardationM=61.33,SD=9.11) performed significantly lower than
children with Autism M=74.82 SD=14.46) who performed significantly lower
than children with Learning DisabilitieME83.71, SD=12.41).

One of the main questions in this study involved examining the adaptive behavior
domains of socialization, communication, and activities of daily living exclusitieeaf
relationship to general intellectual functioning. Using IQ as covanaiétiple analysis

of covariance (MANCOVA) was used to determine how the diagnostic groups fared in
the sub-areas of adaptive functioning when IQ was controlled. The dependent sariable
were the adaptive behavior domains of socialization (SOC), communication (CdM) a
daily living skills (ADL) and exceptionality group was the independent vaxjatith 1Q

as covariate. Unadjusted and adjusted means for the adaptive behavior sui-areas b

exceptionality group are presented in Table 4-5.
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Table 4-5

Unadjusted and Adjusted Means for Exceptionality by Adaptive Sub-Area

Communication

N Unadjusted Means Adjusted Means
Autism 22 70.59 67.44
Mental Retardation 33 58.33 63.48
Learning Disabled 21 74.48 69.69

Activities of Daily Living

N Unadjusted Means Adjusted Means
Autism 22 74.82 71.39
Mental Retardation 33 61.33 66.94
Learning Disabled 21 83.71 78.50

Socialization

N Unadjusted Means Adjusted Means
Autism 22 68.41 66.63
Mental Retardation 33 64.51 67.42
Learning Disabled 21 83.95 81.25

In examining the means for the communication domain, each group saw a change
in performance once general intelligence was controlled. The autism amddea
disabled groups had a decrease in scores, while the mental retardation group had an
increase. In the daily living skills domain, the autism and learning disabled giisops
had a decrease in scores while the mental retardation group had an incredlge.inFina

the socialization domain, again the autism and learning disabled groups had a decrease in
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scores while the mental retardation group had an increase. Table 4-6 shows the

MANCOVA results.
Table 4-6

MANCOVA Results with Adaptive Behavior Sub-Areas by Exceptionality

Effect Value F Sig  Partial Eta Squared

Exceptionality

Wilkes’ Lambda .690 4.749 .000* .169

* p<.05.
As expected, there were still significant differences betweernxtiepgonality
groups after covariance. However, only 17% of the variance between groupkigesk
by adaptive behavior performance now that IQ has been controlled for. Table 4-7 shows
the levels of significance when the dependent variables were consideredebtg@sa
well as the pattern of adaptive behavior domains in the disability groups without the
effects of 1Q.
Table 4-7

Differences between Disability Groups and Pattern of AB domains Exclusive of 1Q

AB Sub-Area F Sig. Partial Eta Squared Pattern
SOC 11.160 .000* 237 MR=AUT < SLD
COM 1.312 276 .035 MR=AUT=SLD
ADL 4.166 .019* .104 MR < AUT < SLD

Note.SOC= Socialization; COM= Communication; ADL= Activities of Dailiing
MR= Mental Retardation; AUT= Autistic; SLD= Specific Learnings&bility
* p<.05.
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After adjusting for 1Q, there were still significant differenbetween the three

groups in the adaptive domains of socializatief2[72)=11.16p=.000, partial eta
squared=.237] and daily living skill&(2,72)=4.17p=.019, partial eta squared=.104],
butnot communicationif(2,72)=1.31p=.276, partial eta squared= .035]. In other
words, after extracting 1Q, no more variance between the groups is explgined b
communication skills.

In order to examine the pattern of adaptive skills in the three populations, findings
from the MANOVA and MANCOVA are presented differently in Table 4-8.
Table 4-8

Pattern of Adaptive Domains by Exceptionality, Before and After IQ Covariance

Autism Mental Retardation Learning Disabled

Before  After Before After Before After
Strongest ADL ADL SOC SOC SOC SOC
Middle COM COM ADL ADL ADL ADL
Weakest SOC SOC COM COM COM COM

Note.SOC= Socialization; COM= Communication; ADL= Activities of Dailiing;
Before= Before Covariance; After=After Covariance
The results show that the patterns of adaptive domains remained the same for
each population, both before and after the analysis of covariance. The followingspatter
emerged:
¢ In the autistic group, the strongest skills were found to be in activities of daily
living. Communication skills fell in the middle, and the weakest skills were in the

socialization domain.
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e In the mentally retarded group, the strongest skills were found to be in

socialization. Daily living skills fell in the middle, and communication skills
were the weakest.

e In the learning disabled group, the pattern matched that of the mentally retarded
group, with stronger skills in socialization, daily living skills in the middle, and
weaker communication skills.

A visual representation of the adaptive domain pattern in each group is presented in

Figure 4-1.
Adaptive Domains by Exceptionality
90
85 3
80 //
75 v SLD
70 ——AUT
65 MR
/—
60 —
55
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COM ADL SOC
SLD 74.48 83.71 83.95
—— AUT 70.59 74.82 68.41
MR 58.33 61.33 64.51
Adaptive Behavior Domain
Figure 4-1

Adaptive Domain Performance for the Exceptionality Groups
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Finally, a discriminant function analysis was conducted to determine if

performance on the adaptive domains could differentiate between the diagramsgie. gr
Descriptive characteristics including age, ethnicity, and gender, veerénaluded in the
analysis to determine if these variables could differentiate betwegnaines.

Table 4-9 shows the number of factors that emerged from the analysis and Table 4-10
shows the significance of these functions.

Table 4-9

Summary of Canonical Discriminant Functions

Function Eigenvalue % of Variance Cumulative % Canonical
Correlation

1 1.560 79.3 79.3 781

2 407 20.7 100.0 538

These results indicate that two functions emerged, explaining 79.3% and 20.7% of
the variance, respectively.
Table 4-10

Test of the Significance of the Functions

Test of Function(s) Wilkes’ Lambda Chi-Square df Sig.
1 through 2 278 89.711 14 .000
2 711 23.918 6 .001

* p<.05.
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These results indicate that both of the functions are significant. Table 4-11

illustrates the variables that compose the functions and Table 4-12 shows thatatistri
of the groups according to functions 1 and 2.
Table 4-11

Assessment Variables that Define Function 1 and Function 2

Function 1 Function 2

FSIQ .853* -.153

ADL .649* 173

COM .544* -.023

Age -.252* 218
Ethnicity .166* -.063

SOC .525 .661*
Gender .099 .099*

Note.FSIQ= Full Scale 1Q; SOC= Socialization; COM= Communication; ADL
Activities of Daily Living

These results indicate that the variables composing Function 1 are: fell@cal
(FSIQ), activities of daily living (ADL), communication (COM), Age, aathnicity.

Function 2 is made up of the remaining variables, socialization (SOC) and Gender.
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Table 4-12

Distribution of Exceptionality Groups According to Functions

Excep Function 1 Function 2
AUT .687 -.915
MR -1.361 .160
SLD 1.419 .706

Note.AUT= autism group; MR= mental retardation group; SLD= learning disabled group

These results show that Function 1 is discriminating the MR group from the
autistic group and the learning disabled group. In other words, their performance on
measures of 1Q, daily living, and communication discriminates the MR grouptfieom
other two. Although age and ethnicity contributed to function 1, their effects emre v
little. Function 2 is discriminating the autism group from the MR group and the learning
disabled group. In other words, their performance on measures of socialization
discriminates the autism group from the other two. Gender also contributed torfubcti

but its effect was very little.



63
CHAPTER 5

DISCUSSION
Summary of Results

The findings of this study support previous findings that there is a moderate and
positive relationship between IQ and adaptive behavior among students with dgsabilit
However, contrary to expectations, this finding was not universal across the three
disability groups. In the autism group, the relationship between 1Q and adapiaxedoe
was positive and moderate, but the relationship between 1Q and adaptive behavior in the
mental retardation group and the learning disabled group was quite low. Possiblesre
for this finding will be discussed in thienitationssection.

Next, the study findings suggest that the groups did, in fact, differ in their
performance on the subdomains of adaptive behavior. One-third of the variance between
the diagnostic groups can be explained by their performance on the socialization,
communication, and daily living domains. However, the pattern of adaptive skills for
each diagnostic group is unique.

For children with autism, activities of daily living (ADL) could be considered a
relative strength, although this sample’s mean ADL score was still beknage.
Communication and socialization skills are weaknesses, with social skilts thei most
notable deficit. A problem of sampling could explain why the subdomain means in the
sample were so low. Certainly, there are children with autistic spectrondelis who
have average skills in daily living and communication, but were not included in the study

since they had either not been referred, or a multi-disciplinary evaluation did not
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complete adaptive behavior assessments as they were judged to be “highamihgtt

Since archival data were used, results were limited by what wdaldegai

Children with mental retardation were found to have the lowest levels of adaptive
functioning overall. However, socialization (SOC) skills could be considerddtwee
strength, even though this sample’s mean SOC score was still significalaty
average. Among children with cognitive skills that are extremely low, atpyaet who
finds an adaptive subdomain to be somewhat higher (usually described as “evidence of
higher functioning” in multidisciplinary evaluation reports), might not concluite av
diagnosis of mental retardation at all. This phenomenon of declassification (or
misclassification) based on a single score could disguise relativgthsen socialization
among the MR population, simply because children with relatively higher skitlsl s
might not ever be classified as having mental retardation. Practitiongiisenteesitant to
conclude with a diagnosis of mental retardation, when any one piece of data (igle a sin
subtest score or an adaptive behavior subdomain) telaglisly higher, despite all other
evidence suggesting the presence of intellectual disability. In gerteldten with
mental retardation probably have somewhat higher socialization skills teastudy
suggests.

The learning disabled population was found to have the highest overall adaptive
functioning, but showed significantly more deficits in their communication sKillss
finding supports that of previous research in both cognitive and adaptive behavior
assessment. It is well-established in the research on learning diseledlials that
there is a discrepancy between their nonverbal and verbal cognitive skiés. Thi

phenomenon may actually define the disorder and may be the cause of the deficit in
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communication skills found on adaptive assessments. The children with learning

disabilities in this study’s sample did have social and daily living skillswbe in the
normal range, however they were at the lower end of this range. This subjgetis
learning disabled sample in this study was relatively homogenous; they could be
considered lower-functioning than the majority of children with learning disabilivho
have 1Qs in the average range.

In addition to investigating the pattern of adaptive skills in the three populations,
the groups were also compared on the subdomains. In the socialization domain, the
autism and mental retardation groups did not differ in their performance, but they did
perform significantly lower than the learning disabled group. This meanshildgren
with autism and mental retardation are comparable in this domain. Even though children
with mental retardation do not have the characteristic social “oddness” sie@nisn
children with autism, their deficits are still remarkable when comparednalisabled
peers. lItis likely that these groups did not differ in this domain because adaptive
behavior assessments do not include questions specifically addressing the social
peculiarities inherent in autism. The children with learning disabilitiesedchighest in
socialization, in the normal range (although at the lower end). This findingsésidgigat
children with both mental retardation and autism will need explicit instruction and
practice to build socialization skills that most other children learn inatgnt

In the communication domain, the mental retardation group performed
significantly lower than the autism and learning disabled groups, who did not differ from
each other. Although initially unexpected, given that autistic children are known to

experience deficits in both socialization and communication, this finding suggedtsetha
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learning disabled group has a unique deficit in communication, and not that they were the

only group with concerns in this area. That the sample of learning disabled ahd autis
children in this study had comparable communication skills suggests tharthiade
disabled group could be characterized as lower-functioning (with lower IQsheAs t
sample size for the LD students was small (N=21), it is probably not re@esewf all
learning disabled children (as they typically do not have the severe comnmamicati
deficits more commonly seen in autism). Findings from the communication domain
suggest that all three groups will need some specialized instruction arraodations to
build communication skills to some degree. Even though the learning disabled group
outperformed the other groups, communication was still found to be a relative deficit.

Finally, in the daily living skills domain, children with mental retardatiod tiee
lowest skills (as expected). Children with learning disabilities had the higkibs,
falling in the normal range (although at the lower end). Children with autism thki
middle. This finding was commensurate with initial expectations based on exgeae
a practitioner. Most students with learning disabilities do not need spediattitst in
daily living skills, while most children with mental retardation and lower-fonatg
autism need a substantial amount of specialized instruction in activities oliviady
(including feeding, toileting, dressing, and functioning in the community).

The findings supported that IQ is related to adaptive behavior patterns. When
intellectual level was factored out, the pattern of adaptive functioning reinhi@esame
within each exceptionality group (e.g., COM remained a deficit for the SLD graup a
SOC remained a deficit for the AUT group). This means that the pattern ofvadapti

functioning in the disability groups is probably not explained solely by intelleaiigy
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since the pattern was not altered when 1Q was controlled for. Howeverwyehefle

difference between groups was altered. Specifically, the groups no thfigexd on
communication skills once 1Q was controlled. This is likely due to the facbitieés
verbal ability (as measured by traditional IQ tests) correlatesyhiglane’s full scale 1Q.
Communication ability does not explain any more variance between the groups once
intellectual ability has been considered.

Finally, the analyses confirmed that there are indeed intellectual andvadapti
characteristics that differentiate the three diagnostic groups. Thbeleardd full-scale
IQ, activities of daily living, and communication discriminate between tbepg such
that the children with mental retardation are most different from the ehildith autism
and learning disabilities on these characteristics. A pattern of exyrEemelQ, daily
living skills, and communication skills can help practitioners conclusively diagnos
mental retardation. As mentioned before, socialization seems to be a rétatigthsin
the MR group, even though the socialization scores were still lower than na@amati
samples. Findings from the discriminant analysis suggest that sodmb#iile do not
differentiate mental retardation from the other groups.

The variable of socialization differentiates the autism group from the MR and
SLD groups. This finding supports the diagnostic criteria and identifiedigatian
deficits of children with autism. This finding can be of use to practitionersibeca
simply knowing that an individual has weak socialization skills would not be enough to
provide support for suspected autism, but weak socialization skills—relative tdéne ot

areas of adaptive behavior—might.
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Another application of the findings from the discriminant analysis might be in the

area of early intervention. If the adaptive domains of communication and astifti
daily living are known to differentiate MR from the other disabilities, eatigrvention
programs for children with mental retardation might focus specifically on tivese t
domains. Similarly, early intervention programs for children with autisutd focus
primarily on improving socialization skills. If practitioners can identifyedences
between the diagnostic groups early, they can intervene on those specific skills and
possibly delay the onset of symptom presentation. At the very least, thebbe will
variables identified that can direct further research about these disgabili
Limitations of the Study

One of the major factors impacting the results of this study was a problem
restricted range. Restricted range means that the sample selagteditl not
adequately represent the entire spectrum of presentation among the yligadilis.
Even though “the autism spectrum” is a commonly-used term to describe the dssorder’
heterogeneity, it is important to recognize that learning disabilg@®sent an entire
spectrum of disorders as well. For example, both children with autism and d¢earnin
disabilities can have average 1Qs (or above), and both children with autism rantglea
disabilities can have low 1Qs. Mental retardation itself is a disordeswiated range,
being that it is defined by significantly subaverage intelligence and addptictioning.
In reviewing the sample collected for this study, most of the children eathihg
disabilities and autism tended to have low IQs; those considered “higher-fumgtioni

were not well represented. That the study sample had restricted rangedtpact
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comparisons made between 1Q and adaptive behavior, resulting in low corrdiations

the MR group and the learning disabled group.

The restricted range problem was not necessarily a function of poor sampling
procedures or of small sample size. Rather, the sample’s restrictedvastiee result
of the information that was available in student records. Since archival datasedre
the author was limited to the information available and could not obtain more
representative samples simply by reviewing more records. In order tcaleston
criteria for inclusion in this study, student records had to include both 1Q andvadapt
behavior scores. Administering adaptive behavior assessments is commoe practic
order to determine a diagnosis of mental retardation. Therefore, the majdhiéy of
sample consisted of students whose cognitive functioning was quite low—Ilow enough
where a diagnosis of mental retardation was considered, even if it waatelyimuled
out. It was rare to find students with autism and learning disabilities (who haal tigzs
normal range) to have adaptive assessments included in their records.

Another limitation of this study is the problem of comorbidity between autism and
mental retardation. Historically, estimates of the prevalence ofatretdérdation in the
population of individuals with autism have been in the range of 70% to 80% (National
Research Council, 2001). However, because the broad autism spectrum includes higher
functioning individuals (with 1Qs in the average range), these estimatesanay
considered to be too high. The author excluded children with autism and comorbid
mental retardation from the sample; however, many of the children with aubierwere
selected had 1Qs in the mental retardation range, though an official diagnsgistwa

made. The comorbidity problem may have impacted this study because there was
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probably some degree of overlap between the autism and mental retardation graups, eve

though sampling criteria attempted to prevent this from occurring. The digse
between the mental retardation group and the autism group may have been more
pronounced had a more heterogeneous sample of children with autism beemlgathere

A third limitation of the study was that adaptive behavior ratings from teache
were sought, while parent ratings (even when available) were not includectidhale
behind this decision involved the availability of teacher ratings as part of stedends,
and the unrestricted access to teachers enjoyed by school-based practitiovezser,
as discussed in the literature review, teacher and parent ratings arerchaimjeable.
While it is desirable to obtain adaptive ratings from both parents and teatrenmmt
necessary (and in some cases not possible) to obtain parent ratings to reamstidiag
conclusions. During the process of reviewing student records, the author found few
adaptive behavior scales completed by parents, while rating scales completadhers
were more plentiful. Had parent as well as teacher ratings been used in the stody
complete view of students’ adaptive behavior characteristics in both home and school
would have been possible.
Implications for Current Practice

Assessment practicess mentioned, adaptive behavior assessment is usually
conducted for the purpose of ruling out or establishing a diagnosis of mental retardati
Given that individuals with mental retardation represent a very small pegeenftthe
cases seen by school-based practitioners, administering adaptive beteagares tends
to be an infrequent practice. Adaptive behavior assessments can provide a rich

contribution to a comprehensive assessment by detailing specific sets ofgkitisa
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developmental context. The findings of this study support the use of adaptive measures

more broadly because many assessment referrals include questions about’a stude
communication, socialization, or daily living skills. Certainly, these are irapbtd
parents and are not addressed by traditional measures of cognitive ablilggamiemic
achievement. That students with learning disabilities and autism were found to have
adaptive weaknesses relative to their IQs supports the increased useiwé dutdqatvior
measures within these populations.

Differential diagnosis.Legislation (e.g., the Individuals with Disabilities
Education Improvement Act [IDEA, 2004]) states that deficits in adaptive behausstr
be substantiated before a student is given a diagnosis or classification aff ment
retardation. Although this is well-known to practitioners, the findings from tinely/s
suggest adaptive measures can help differentiate other disabilitieB.a$veepatterns
of adaptive strengths and weaknesses found among the diagnostic groups may assis
practitioners in differential diagnosis when data from other assessmemsanclusive.
Previous research using younger students suggests that these pattdsagouag in
children as early as two years of age. Therefore, relative weaknmesseslization may
be useful as an early marker in the identification of autism. Similargtjvel
weaknesses in communication may identify students who are at risk of developing
learning disabilities. This study found that examining full scale 1Q, &esvof daily
living, and communication skills could help practitioners distinguish mental rétarda
from other diagnostic groups. In addition, examining socialization skills ¢an he

differentiate autism from other disabilities.
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Program developmentlLegislation governing special education emphasizes the

development and implementation of individual educational and treatment programs.
Since adaptive behavior measures can be used from preschool to adulthood, assessment
results can be used to inform early intervention programming as well asovataind
transitional planning for older students. The development of a program reqciees a
description of a student’s strengths and weaknesses as they relate to ing@dignof
life activities. Teachers can increasingly rely on adaptive behawessments to drive
intervention goals and provide a developmental approach to building skills. For example,
teachers can identify which skills a student has already mastered, and killscdhs or
he needs to work on next, by periodically completing adaptive questionnaires. For
children with autism, teachers can specifically develop goals for satiatizand
communication based on needs identified on adaptive assessments. Among higher-
functioning individuals, such as those with mild learning disabilities, teachers can
identify program modifications, accommodations, and specially designed timstauc
needed to access the core curriculum.

Progress monitoringWith the passage of the federal No Child Left Behind Act of
2001 (2002), schools must demonstrate progress for all students. For students with
disabilities, determining what constitutes “adequate” progress and hovasuraet can
be challenging. Adaptive behavior measures, utilized in school settings, wigreedes
specifically to measure how a student functions in important school situationse The
measures can identify strengths and weaknesses in social and emotionahdkidsic
academic functioning as well as communication skills and school behaviors. Ult& res

of an adaptive assessment can be useful in monitoring progress on individualized
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education plans (IEPs) and alternative curriculum goals. That adaptive bebkavior

viewed as a highly malleable construct suggests a child’s scores should ingeove a
result of intervention. With an increased emphasis on accountability, schools and
practitioners would benefit from a standardized method of measuring and documenting
progress. Adaptive behavior measures can be used for this purpose. It can beyespeciall
beneficial to examine specific weaknesses in certain populations—for example
socialization in students with autism spectrum disorders and communication imstude
with learning disabilities—target these areas for intervention, and monitoepsogy
administering those subdomains at periodic re-evaluation schedules.
Implications for Future Research

Autism is widely recognized as a spectrum of disorders, with presentdtains t
can drastically vary. Future research in the area of cognitive and adaptitiening
might separate autism into its various spectrum disorders (Autistic disAsgaErger
Syndrome, and PDD/NOS) and study adaptive behavior patterns in those populations.
The same is suggested for future research into specific learning dessbilihat learning
disabilities can impact academic performance in different areas ofitheulum
suggests that they, too, are a heterogeneous group of disabilities. As momnatenti
focused on understanding Nonverbal Learning Disabilities (NLD), researcheaid
examine the relationship between intellectual and adaptive abilities poyugation. If
patterns of adaptive behavior among students with NLD are similar to that of student
with autism, this may support including NLD under the autism spectrum in future

editions of the DSM.
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Adaptive behavior is seen as malleable and highly susceptible to intervention, but

intelligence is viewed as static, innate, and fixed. However they aredredatevidenced
by moderate correlations between the two. It would be interesting to exaetiger
certain cognitive and achievement factors improve as a result of diregeimtien on
adaptive behavior skills. It seems logical that, as one’s communicatiorizstica, and
daily living skills improve, their overall “quality of life” will improve and thisay result
in higher estimates of cognitive functioning than previously assessed.phEmemenon
has not yet been studied.

In contrast, it is suspected that some students with disabilities may rplatbaa
in certain areas of adaptive functioning. It would be beneficial for teachensasents to
know the point at which intensive intervention results in diminished gains, sigraing t
need to move on to other areas for intervention. For example, in a child with autism,
some teachers wonder at what point social skills training becomes anexefatdity.
While social skills training might expand a child’s repertoire to include mor@ppate
behaviors, social skills training probably will not inspire a child to become al soci
butterfly. It may be that the child’s time is better spent working on develapimggue
skill or talent that the child can work on individually. An understanding of the plateaus
inherent in adaptive behavior can help teachers communicate with parents alsiid real
expectations for their children. Future research should examine the course iveadapt
behavior development in different disabilities, especially as it relatieseilectual
ability. Students with lower cognitive abilities should not be expected to acquire ne

skills at the same rate as more capable individuals.
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Finally, this study discussed children’s adaptive behavior in school. Although

there is a large body of behavioral research on the factors that promote or inhibit
generalization, less attention has been paid to 1Q as one of these factoref thest
behavioral literature downplays cognition entirely, but one’s intellectuatyaimust
certainly affect the ability to generalize behavior. It would beésteng to study the
degree to which children are able to generalize skills learned in school to other
environments (such as home, post-secondary activities, vocational situationasetc.)
function of their 1Q. It is suspected that those with higher 1Qs will be ablenerglize
more effectively and with less support than students with lower cognitiveyabilit
In conclusioniit is the author’s hope that this study will contribute to practitioners’
understanding and use of adaptive behavior measures in populations other than those with
intellectual disabilities. The findings have shown how measures of adapistehing
can help identify relative strengths and weaknesses in children with learsagjities
and autism as well. Even in higher-functioning children, an understanding of adaptive
characteristics can be an asset to practitioners in diagnosis and mtgalanaing. Along
with a comprehensive assessment of cognitive skills should be a thorough description of
those skills important to getting along in the world in a personally and soaifilyient
manner: adaptive behavior.
Reflection: Summary of Purpose

The construct of adaptive behavior became of interest to the author during the
early years of graduate school, when training focused on taking a critéctl st
development and construction. The author took interest in reading test reviews and the

construction and validation chapters of assessment tool manuals. This processlzame t
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viewed as enjoyable rather than one of the fundamentals to be suffered through on the

way to learning more interesting things such as test administration arptetagon.

During the author’s first few years of training, updated and revised editidQ@stests

were being published (such as the WISC-IV and Stanford-Binet, Fifth Edition), but mos
practitioners were still relying on a 15-year-old Vineland to assessialaphavior. It

was then that the author first considered investigating adaptive behavior messane
area of the field that was in desperate need of updating. Although newer maasire

as Harrison and Oakland’s ABAS were soon published, the author’s interest in the
measurement of adaptive behavior (including test construction and development)
remained.

A few years later as a practicing school psychologist, the author began to ga
more experience working with students with both high- and low-incidence diggbili
Reviewing students’ multi-disciplinary evaluations became a commongeadti
addition to reviewing the work of others, the evaluator had opportunities to discuss
common assessment practices with fellow practitioners. It became obhwabus t
practitioners largely viewed adaptive behavior assessment as a forrsityething that
is required—in order to conclude with (or rule out) a diagnosis of mental retardation.
Few gave the impression that they believed adaptive behavior measuresluadrkeva
assessment tools in their own right. In reviewing evaluations that did utbpgize
behavior measures, often the reports provided a composite score only, but no domain
scores were reported. Few evaluation reports discussed the results ekadapti
assessments in detail, whereas a cognitive assessment interpretdtmmrmight be

several pages long. How could practitioners overlook the importance of adapts/e skil
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and not directly link adaptive behavior assessment results to interventiops@ialtg in

a population such as MR where explicit instruction is needed for so may skills, many
recommendations for adaptive behavior interventions were very generalxafople,
“work on social skills"—if they were mentioned at all. This led to the reatizdtiat
adaptive behavior is an undervalued concept among practitioners, and that thesesneas
are drastically underused.

In the author’s own practice, administering adaptive behavior measuressbecam
more commonplace, even when mental retardation was not being considered as a
diagnosis. Admittedly, this was done in part to gather subjects for this study, but much
information was gleaned for students who might not ordinarily have adaptasures as
part of a comprehensive test battery. In fact, the author noticed how dineictiglual
items from the adaptive measures could link to intervention. For example, iharteac
reports that a child “never” uses utensils properly for eating, then acgoatdrvention
very simply could be written to address this. Moreover, if a parent reports thbd a c
“never” looks both ways before crossing the street, again this could be targeted for
intervention. Teachers reported that multi-disciplinary evaluations whepé\ea
behavior results were discussed in detail gave them richer, more usable figiorfiora
writing goals and objectives. Teachers and parents described skill weakiness®ae
areas that might not have been revealed on an IQ test, a classroom observation, or an
achievement test. An adaptive behavior assessment could elucidate these skill
weaknesses that are important to parents and teachers in programminggfor bet

outcomes.
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This author found, in periodic re-evaluations of students with moderate to severe

disabilities (such as autism and mental retardation), practitiairacst nevere-
administered adaptive behavior measures. It seemed as though once a diagnosis of
mental retardation was established, practitioners did not find it useful to laathdd’s
adaptive functioning ever again. In contrast to IQ, which is considered rilatiable
(though practitionerdo re-test 1Q every few years), adaptive behavior is much more
malleable and can document progress (hence showing program effectiveness$hdnett
an IQ test can. Yet practitioners, in eliminating adaptive measures frevaletions,
were missing many opportunities to examine growth, monitor progress, or recoimm
different interventions and programs.

In addition to becoming inspired by what other practitioners wetrdoing, some
students became inspirations for this project as well. One case in particutdoutedt
to the author’s idea to study adaptive behavior as it relates to 1Q in childhren w
disabilities. The student was a 17-year-old young man with high-functionilsgnautie
was performing very well in school but his parents were frustrated becauses he w
experiencing little success at home and in the community. It is the responsitiitie
school district to help prepare individuals with disabilities for post-secondaygdifif
this young man was unable to function independently in the community despite soaring
academically, the district had certainly failed him and his family.|Uati@ag his 1Q (well
above average) and his academic skills (well above average) provided ehealkit for
intervention, but evaluating his adaptive skills (well below average in sodatzatd
daily living skills) provided the IEP team with a clear delineation of hesslills needs,

none of which were being addressed in 10 years of previous IEPs. This caséteighlig
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the importance of considering one’s adaptive functioning exclusive of theleattsll

ability. Thus, the idea for this dissertation was conceived.

Specific research questions were developed in the process of reviewing the
literature. There was some comparison work on adaptive behavior in children with
mental retardation and other developmental disabilities. But there wasttlery li
information on children with specific learning disabilities. For practitiomesshools,
this is the population most often seen, diagnosed, and for whom programs need to be
developed. Moreover, there has been a drastic increase in the number of autistic
spectrum disorders school practitioners are expected to assess. These Iaghvedeat
with such unique strengths and weaknesses that they can be remarkably taleoneel i
areas yet experience debilitating deficits in others. Finally, individu#tsmental
retardation were included because this is the population with which adaptisehaki
been studied the most.

The purpose of this study was to investigate the adaptive and intellectual
functioning of children with autism, mental retardation, and specific learniagiliies.
The groups were studied to determine if there were differences in their leveltemd pa
of adaptive functioning, both with and without the influence of 1Q. Finally, thepgro
were studied to determine if they could be differentiated based on their adaptive
characteristics. Previous research has established the relationsteprbatiaptive and
intellectual functioning, but this study examined the adaptive performancddykahi

with disabilities when the effects of intellectual ability are cofecbl
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APPENDIX

DATA COLLECTION FORM
Subjects should be selected if they are LD, MR, or AUT. Must have a FSIQ (from any
Wechsler scale, Stanford-Binet 4 or 5, or RIAS) and an adaptive measur&(VAB
VABS-II classroom ed. Or ABAS, ABAS-II teacher rating form). Studevho have
comorbid AUT and MR should not be included.

Eth= Ethnicity (code B=Black, W=White, L=Latino, A=Asian, O=0ther)

Subject | Exceptionality| Age | Gender| Eth | FSIQ AB SOC| COM | ADL
Number (test) | composite
(test)

Example MR 12 F B 68 58 64 52 60
(WISC- | (Vineland)

10)

10




