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ABSTRACT

Reports from profescsionals suggest that
NMeurofibromatozis (N-) is associated with school
performance probtlems and leasrning disabilities. The S2
children studied, ages 6 to 15, uere participating in
the Bsylar NF Program and uwere representative of gender
and race of the general population. A follouw-up study
invelved & subset of 23 children. There were six

zignificant findings:? Ca) children with NF scored

significantly lower than expected on the Wechsler
Intelliga2nce Scale for Children- Revised (WISC-R) and
Wide Rarge Achievement Tests (WRATY, (b)) children with
MF have a higher incidence of learning disabilities than
the gernerzl ropultatior, (c) correlations using a
crocsz-sectional population suggests the IQ's of children
with MNF decreased with the age, (d) I0 was related to
sever ity average, Ce) parents and teachers rated child
behavior as significantly different on the Child
Behiavior Profile, and (f) disfigurement correlated with
parent behavior ratince and sttitudes on the Parental

Attitude Resezrch Instrument.
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Neurofibromatosis and Its Relationship
to School Performance Problems, Learning Disabilities,

Hyperactivity, and Intelligence

Neurofibromatosis (NF), an autosomal dominant
genetic disease, aftfects approximately one in every 3003
individuals. Although genetic, approximately one-hal¥f
of all index cases, that is cases which bring a family
to the physician's attention, have no family history of
NF. These sporadic cases are believed to be the result
of a new mutation. However, once present, NF may pass
from a parent of either sex to0o a child of either sex.
1f one parent has NF, a child has a 58 percent chance of
inheriting the condition (Fienman & YoKovac, 1879:
Riccardi, 1381b). NF is frequently said to be
associated with mental retardation and school
performance problems., which include learning
disabilities (Carey, Laub, & Hall, 1973; Fienman et al.,
1378; Holt, 1878),. Parents of children with NF often
mention that their children tend to be unruly and

norncompl iant (Riccardi, personal communication, Aug. 18,



1883)>. At the present time there is no literature
concerning these problems in the population of children
with NF, The purpose of this proposal is to examine the
occurrence and specific patterns of school performance
problems and hyperactivity in children with NF. In
order to explore these problems, three bodies of
literature will be examined. The areas of literature to
be examined include (a) symptoms and complications of
NF, (b)) hyéeractiuity and school performance problems,
and (c) the effects of chronic illness on & child and

his or her family.

NF is characterized by (a) cafe-au-lait spots, C(b>
iris Lisch nodules, and (c) cutaneous neurofibromas.
Fatients Wwith HF manifest one or all of these three to a
widely varying degree, Most individuals will have all
three characteristics. The neurofibromas increase in
number and size at puberty and with pregnancy.

The first characteristic is the cafe-au-lait spot
(CLS). CLS are birthmarks that are the color of
coffee-with-milk., CLS are usually present at birth or

within 12 months from birth. They are variable in size



and in number and may appear on any part of the body
except the scalp.

The second characteristic is the iris Lisch nodule.
Lisch nodules are small tumors shich appear on the iris
of the eve, but do not compromise the function of the
eve. Though Lisch nodules may be present at birth, they
occur most commonly after the age of six.

The third characteristic is the neurofibroma.
Neurofibromas are nonmalignant cutaneous or subcutaneous
tumors which may not appear until after puberty. 1€
these tumors are present at birth, they often indicate
the potential for serious complications. These
complications result from plexiform neurofibromas wmhich
may cause airway and/or cardiovascular compromise.
Flexiform neurofibromas with overlying diffuse
hyperpigmentation (darker s$Kin coloration)> may suggest
ttiat the tumor is more extensive within the chest or
abdomen. I1f hyperpigmentation crosses the midline of
the body, central nervous system involvement is 1iKely
with the attendant problems caused by neural damage.
Neurofibromas that are deeper than the sKin may cause

functional compromise of different organ systems



(Riccardi, 188@>.

In general, NF is characterized by variability.
Seven or more different forms of the disease have been
descr ibed. The most frequently occurring group is NF-I,
with 85 to 98 per cent of all NF patients falling in
this group. The varicus forms are?

Ca) NF-1 is characterized by the presence of CLS,
neurcfibroma, and Lisch nodules,

(b)) NF-I1 is recognized by a feuw CLS and a high
frequency of actoustic neurofibromas

Cc) NF-111I consists of a mixture of NF-1 and NF-11
symptoms ,

(d) NF-1Y is characterized by CLS and neurofibromas
diffusely present,

Ce) NF-V is limited to one single region of the
body ,

Cf) NF-V]I occurs when symptoms do not include
neurofibromas but may be limited to CLS

(9> NF-VII is the occurrence of symptoms later in
life than childhood, and

Ch) NF-NOS is any case which can be classified as

NF without falling into one of the above categories.



NF is not only variable betueen families, it is
3lso variable within a particular family. The various
forms of NF (NF-1 to NF-VII) do, however, breed true in
families. Furthermore, NF varies with respect to time.
The preszence of one symptom does not guarantee the
development of another symptom nor the lacK thereof
(Riccardi, 1882a». In this paper, NF will refer to
NF-1, which constitutes 85% of the NF cases reported.

Symptoms that may be present in NF-1 include
macrocephaly, short stature, delayed language
development, constipation, segmental hypertrophy,
premature or delayed puberty, pruritus, and
pheochromocytoma, among others. NF also carries an
increased risk of malignancies. Malignancies that may
te present include neurofibrosarcoma, neuroblastoma,
Wilms turmr, rhabdomyosarcoma, and leukemia.
Dizfigurement and handicaps may be the result of
Kyphoscoliosis C(curvature of the spine), pseudarthrosis
(which may result in surgical amputation of a limb), and
orbital neurofibroma (a grouwth around the eye wmhich can
result in blindness? (Riccardi, 1981la, 1881b, 1882b).

Central nervous system involvement is also present in



MNF. During the first decade of life, CNS tumors may
develofr. Tumors are suspected when a child complains of
seizures and/or headaches. Houwever, seizures and
headaches may both be present when no evidence of CNS
tumors can be found. Optic glioma, a tumor on the optic
nerve, may cause blindness, and auditory nerve tumors
may cause deafness.

Symptoms such as headaches, seizures, and
hyperactivity may suggest that CNS damage is present
even when ho other evidence of CNS damage can be found
us ing modern diagnostic techniques. This has led some
researchers to believe that the damagse may be at the
microscopic level (Croue, Schull & Neel, 1956)>. As
evidence for their belief, Crowe, et al., (1856) cite
1te high incidence of microscopic changes in the brains
of victims of NF. These researchers suggest that these
changes in the brain may result in mental retardation.
1t is unclear at the present time whether reported
school performance problems and hyperactivity (Carey, et
al., 18797 Fienman, et al., 18787 Holt, 1978) are
associated with microscopic CNS damage or are associated

with sociological factors Ce.g., rejection of the child



by a parent or society) or associated with both.
Furthermore, school performance problems, learning
disabilities, and hyperactivity are problems commonly
associated with NF, although at the present time, there
are no studies specifically relating these problems to
the disease., As & result, the extent to which these
problemz are present in the populations of individuals
with NF is unclear. Furthermore, it is unkKnown if NF is
associated with a specific type or subset of learning
disabilities, school performance problems, or
hyrperactivity.

H activit { sct | _Pers Prob]

Fublications discussing hyperactivity and its
diagnosis indicate that the condition is not clearly
defined, leaving research studies subject to personal
biases as to what types of individuals are to be
ihcluded (Barkley, 18817 Loney, 13981 Whalen, 1883),
Four Kinds of behavior appear to be related to the
conditions (a) activity, (b)) attention span, (c?
aggression, and (d) achievement in school (Loney, 1881).
It is still indefinite as to which types are antecedents

of the cendition, mhich areas are causing the observed



effects in other areas, and uwhich types, if any, are
necessary and sufficient.

Many people believe the basic problem with
hyperactive children is their excessive motion. In some
situations, by some measures, children uho are
hyperactive uwill be different in their activity level
from children who are normal. Other research suggests
that these tuwo groups of children, normal and
thyperactive, are not consistently distinguishable in
activity levels, BarkKley (1881) suggests that problems
with hyperactivity differ in expression, severity, and
frequency from one situation to another. Hyperactive
boys are more likely to display problems when they play
with other children, when their parents are on the
phone, and when they are in public places. They are
least likely to display problems when playing alone,
when taking a bath, and when their fathers are home.

The second characteristic of hyperactivity is
altered attention span. Children uwho are diagnosed as
hyperactive tend to be distractible’ they have problems
with sustained attention and with impuls iveness. They

also have a tendency to be sensation or stimulus



seekers. Many researchers believe that this aspect of
hyperactivity is the most important. This is reflected
in the labeling of the condition in the American
Peychiatric Association's Diagnostic and Statistical
Manual (DSM-111; APA, 1888)>. The DSM-I111 diagnosis
which replaces hyperactivity is "Attention Deficit, with
or without Hyperactivity®.

The third area associated with hyperactivity is
agaression. A high percentage of children uwho are
hyperactive also demonstrate conduct disorders’? houwever,
many researchers argue that hyperactivity uwith
aggression is a different syndrome from hyperactivity
without aggression, particularly in the area of
coricurrent behavior patterns and long-term cutcomes.

The fourth behavior associated with hyperactivity
iz poor achievement. Children with hyperactivity tend
to be "underachievers®; that is, they do not perform in
school at the level expected, given their IQ levels. A
high percentage of these children also have school
per formance problems and learning disabilities, In a
review of the literature, Whalen (1883) concludes that

learning disabilities and hyperactivity are different
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syndromes uwith similar behavior consequences. In
another review, BarkKley (1881) suggests that while each
child with hyperactivity may have a specitic deficit, no
specific deficit characterizes the whole group.

Some researchers argue that to maintain the
cohes iverness of the hyperactivity diagnosis, certain
subpopulations of children should not be diagnosed as
hyperactive. These subpopulations include the mentally
retarded, the psychotic, and children with CNS damage.
Some individuals also believe that children whose
hyperactivity is due to Knouwn antecedents, e.g9., a
parent losing their job, or their parents obtaining a
divorce, should not be included.

Factors uwhich are also related to hyperactivity
include the sex of the child, the parental
Sociv-economic Status (SES), and & family history of
hyperactivity and other psychological problems ¢(BarkKley,
1381 Loney, 1881). There is a higher frequency of
hyperactivity in males than in females. Some evidence
suggests that hyperactivity in females leads to symptoms
different from those seen in males. Girls appear +to

have more problems in mood, affect, and emotional
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liability. A second factor associated with
hyperactivity is familial SES. khalen (18S83) disagrees
with the assertion that there is a meaningful
relationship between low SES and hyperactivity, though
she does suggest that factors associated with low SES
may be important to the development of hyperactivity,
which is more common and tends to be more severe in the
lower SES. Another related factor of hyperactivity is
the presence of hyperactivity and other psychological
problems in family members of the hyperactive
individual. Female relatives of children diagnosed as
hyperactive have a higher incidence of hysteria,
hypochondriasis, and depression. Male relatives are
more likely to evidence conduct disorders., Siblings of
children with hyperactivity are also more likKely to be
diagnosed as hyperactive,.

At the present time it is unclear if children with
NF should receive the diaghosis of hyperactivity even if
their betavior appears to be similar to behavior of
children uho are considered to be hyperactive. For
example, one group of children which many researchers

believe stould be excluded is children with CNS damage.
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This presents a diagnostic dilemma for the placement of
children with NF. Some the children with NF have
demonstratable brain lesions, some have symptoms that
suggest some form of CNS damage but the damage cannot be
documented Ce.g.,seizures or headaches), and some have
orily soft signs which might suggest CNS damage.

This discuzsion has concentrated on hyperactivity.
Children with NF also have school performance problems.
In a discussion of school performance problems,
Kinsbourne and Caplan (13738, suggest that there are tuwo
basic types. One is a cognitive power disorder and the
other a cognitive style disorder. A cognitive power
disorder is basically a learning disability; i.e.,
*¢ither they are not performing up to their potential
funderachievement? or their potential for learning is
abriormally limited (cognitive disorder)>"” (Kinsbourne &
Caplan, 18739, p 45.2 Underachievement includes school
performarnce problems resulting from cultural
depr ivation, from general limited mental abilities
Ce.g., mental retardation), and from emotionally based
problems ¢e.g., anxiety, school phobia, and adverse

family situations). In contrast, a cognitive disorder
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as such usually refers to a specific cognitive function
(e.g., a problem with reading or a problem uWwith
mathematics?). However, a cognitive disorder may also
refer to the child's inability to perform up to his or
her intellectual potential when there is no discernible
reason for the child's poor performance. Often a
child's school performance problems are not the result
of a defect in a specific area of academic achievement,
but the result of the child's orientation to the world.
A child may be either underfocusing or overfocusing. A
child who underfocuses is often considered hyperactive.
Such children have a short attention span, have
generally widespread academic problems, often do not
complete assignments, display attention seeKing
behavior, and are frequently discipline problems. A
child who is cverfocused tends to be extremely slow at
shifting attention. As a result, they also show
widespread academic problems but, unlike the
underfocus ing child, they are not discipline problems.
They tend to turn in completed assignments and display
very feu attention seeking behaviors.

Populations of children with NF are reported to
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have school performance problems. Houwever, it is
uniclear what school performance problems these children
display and whether there is a specific pattern of
problems found among individuals with NF. For example,
cchool performance problems might be the result of a
specific deficit in math or reading, or the result of
anx iety caused by rejections of a child by his or her
tlassmates or the result of the child's inability to sit
still and finish his or her wuork.
Chromic Illness in Child

Individuals with NF must also deal with
psychological burdens that would accompany any chronic
illness. Since there are currently no published reports
dealing with NF specifically, problems uhich accompany
childhood chronic illness in general will be examined.

Chronic illness in children often promotes problems
in two areas. These areas are scholastic achievement
and social behavior (Eiser, 18982). Children uwith
chronic illnesses appear to have a disadvantage at
school when compared to their peers. For example,
Burton (1575) reported on a group of children with

cystic fibrosis who uere still behind in school
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although, as & group, they had an average 1Q of 184.
Mozt of the group uwere tuwelve or more months behind
school achievement expectations. Other examples of lou
sctholastic achievement in cases of chronic {llness in
children included reports of those with hemophilia
(Olch, 1874) and physical disability (Allen, 1874), In
a study on children with diabetes, Gath, Smith and Baum
(13882 reported that over one third of 76 subjects uwere
a year or more behind in school. In another study, one
fourth of 32 school age children with cystic fibrosis
had failed one grade. These academic problems did not
reflect cognitive-tased learning disabilities (Drotar,
1378). Louer scholastic achievement has also been
reported in children with epilepsy (Green & Hartlage,
1871, 1372 Rutter, Graham & Yule, 1878).

Frequently mentioned reasons for the delay in
acsdemic achievement included loss of time at school due
ta frequent and/or long hospital or bed stays, and
pt-oblems caused by parents being overly protective.
Ariother reazuan frequently cited for delayed scholastic
growih in children with chronic illness is medical

complicrations due to the disease, or to side effects of
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medication’ e.g., drousiness, exhaustion (Burton, 1975
Eiser, 18827 Pless & Roghmann, 1371).

Bur ton (1875) suggests that some children may have
problems with their school wWwork due to anxiety caused by
lack of acceptance by their peers.

NF appears to cause school performance problems
other than those associated with the emotional aspects
of coping With the disease. Many children are first
diagnosed with NF only after they have started school
and are already experiencing problems in school.
Frequently these children are placed in special
classrooms prior to diagnosis (Riccardi, personal
communication, August 1382).

The second area in which children with chronic
illness are believed to have problems is in social
behavior, However, several problems exist in many of
the relevant studies. The major problem is that
",..tost of the studies in the current literature uwere
based on assumptions, clinical impressions, subjective
evaluations or abbreviated projective techniques, [ and
thus 1 the findings should be considered tentative and

largely speculative” (Tavormina, Kastness, Slater and
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Watt, 1376, p. 101).

In recent years, there has been an attempt to
remedy the lackK of objective data on children uwith
chronic illness. Pless and Roghmann (1871) reported
that children with chronic illness tended to display
more behavior problems at school and more psychiatric
disturbances when compared to normal peers. Tavormina,
et al, (1876) studied a group of 144 chronically ill
children with either diabetes, asthma, cystic fibrosis,
or hearing impairment. In general, these children's
scores did not deviate significantly from the published
norins on measures of locus of control and personality.
On a measure of self-concept the mean score for the
chronically ill children uwas higher than reflected in
published norms; that is, the chronically ill children
had a higher self-concept than published norms. When
scores were examined in relationship to the chronic
disease entities, hearing-impaired children scored
significantly lower than published norms and lower than
the other chronically ill children. Boys were reported
to have more problems than girls. Also, younger

children tended to differ from the older children on
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responses to personality inventories. Younger children
(5-1@) were less stable and less conforming, while older
children ¢14-18) uere more alienated, less sociable and
made more socially desirable responses. In another
study, chronically ill children uho had a physical
handicap, diabetes or hemophilia were compared to a
control group of healthy children (Steinhausen, 1881).
The children with either hemophilia or diabetes did not
differ from the control group. Houwever, the children
with a3 physical handicap tended to be less extroverted
than the control group.

A child's ability to cope with chronic illness
obuviocusly depends on many factors (LipowskKi, 1978).
Disease-related factors which appear to be important in
a child's ability to cope with NF include the severity
of the disease, the visibility of the condition and the
child's age at diagnosis. Another factor uwhich is
important to the child's ability to ctope is parental
reaction to the child's condition.

The severity of the disease appears to affect a
child's adjustment in a curvilinear fashion (Eiser,

13325, A child who is more severely disabled appears
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more likely to accept his or her handicap and less
likely to compete in the ordinary world. This has been
demoristrated for patients uwith hemophilia (Bruhn,
Hampton & Chandler, 18713, and for children with
congenital heart tonditions (Garson, Benson, lvler &
Patton, 1878).

Another set of disease-related variables which
affect NF individuals includes the visibility of the
handicap, and the type of handicap. In a study of boys
with hemophilia, Steinhausen (13981) reported that
patients with hemophilia who suffer from limitations in
Joint mobility in more than one major joint uwere more
l1iKely to evidence personality problems than boys with
only minor loss of Joint mobility. In another study
(Richardson, Goodman, Hasdorf and Dornbusch, 1861),
children rated the acceptability of handicaps in the
following order: (a? & child with no visible handicap,
(b> a child with crutches and a leg brace, (c? a child
in a uwheelchair, (d) a child Wwith & missing hand, C(e) a
child with a facial disfigurement, and (f) an obese
child.

The children rated the handicaps by picKing from a
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set of standardized pictures the child they most wanted
as a friend. The child with the crutches wWwas the most
acceptable as a playmate while the obese child was least
acceptable. Girls tend to rank children Wwith cosmetic
handicaps louwer, while boys tend to rate children with
functional disabilities lower. This factor may play an
important role in the child's acceptance by society
since childrern with NF tend to exhibit a wide range of
physical disabilities including the loss of limbs or
facial disfigurement.

In a review ¢f physical appearance and its effect
ori development, Hildebrandt (1982) reports that children
older than Kindergarten tend to agree on rankings of
disabilities. It is suggested that as children grow
older, they prefer children with handicaps located
farther from the face.

Anh intrapersonal factor which may affect the
child's ability to cope is the age at diagnosis. Since
the only visible sign of NF in many children prior to
puberty is CLS, many individuals are not diagnosed as
having NF until at or beyond puberty. The child who is

diaghosed early in life might be expected to show more
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problems than those wmho are diagnosed later in life if
their parents' inability to cope uwith the disease uwas
caus ing hyperactivity and school performance problems.
However, a child with a family history of NF Ci.e., one
parent has the disease) may be diagnosed as having NF
with only CLS at birth. Therefore, these children are
expected to be diagnosed earlier in life than children
without a family history of NF., Children who do not
have a family history of NF and are diagnosed early in
life may have more severe problems since these problems
would tend to drau attention to the child's condition.
A child's ability to cope with the disease is
related to the parents' reaction to the child's
condition (Drotar, 18782 Friedrich, 1977, Garson et al.,
13787 Satteruwuhite, 1878). Parents of children who are
chronically ill are frequently described by the terms
guilty, denying, and rejecting. When a parent feels
guilty, he or she may be more likely to be
overprotaective and not allow the child full freedom to
grow and develop. Children Wwhose parents deny or are
unwilling to talk about the child's condition, often

exper ience excessive anxiety. These children may also
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have problems in complying with their medical regimes.
Emotional trauma freguently accompanies the rejection of
the child by a paren&. Fathers are reported to be more
likely to reject than mothers (Friedrich, 1977).
Si'ld)' ‘5 E!lEEQFe

The purpose of this study is to describe a
populatiorn of children with NF in terms of C(a?
intellectual strengths and weaknesses, (b) academic
achievement, (c? behavior at home and at school, (d?
rersonality factors, (e) the child's perception of
parental behavior, and (f> parental attitudes touward the
child. The relationship of these six factors to
demographic data (e.g., age, sex, SES, and race) and to
medical data (e.g., severity of condition, age at
diagnosis, presence of a family history of NF, specific
symptoms , and degree of disfigurement) will be explored.

The lack of research in this field gives no basis
for hypotheses concerning this study:; therefore,
hypotheszes for this study would be based soley on
conjecture. At the present time, there is not
sufficient scientific Knowledge in this area (school

performance problems and hyperactivity in individuals
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with NF> to even warrant stating hypotheses. This study
iz to serve as a foundation for further research in this
ares. The results of this study will also serve as a
screening device for future studies. In serving as a
screening device, it is hoped that the results of this
study will allow resexarchers to to target fruitful areas

of research with 3 minimal amount of time and effort.
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METHODS
Subiects

Subjects for this study uwere school age children,
ages B to 16, who had been diagnosed as having NF-1.
These children swere a part of the Baylor College of
Madicine's NF Program (BNFP)>. Subjects for BNFP were
referred by physicians and social agencies who suspect a
patient of having NF. By accepting referrals from many
specialties, BNFP attempted to have & representative
sample of patient's symptoms and background demographic
dats. In the first part of the study, S2 subjects met
the criteria for participation.

Criteria for the second or follow-up portion of
this study uere ac follows: having met criteria for part
one and with ages between 6 and 17 at the outset of the
second phase. There wWere 68 subjects who qualified for
part two. Eighteen of the subjects who did not qualify
ware too old, while three subjects had died due to
complications of NF., Three of the families were ocut of
the country and unavailable.

In the second part of the study, 28 subjects did

ot respond to the letter and were not available for
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teleptione contact. Efforts were made to discover the
new residence of many of the subjects who had moved.
These efforts included review of BNFF files of family
members, periodic review BNFP correspondence while the
study Waz in progress, and use of the telephone
information services. Two families refused to
participate. Both of these famil ies cited personal
problems as the reason for not particirpating. Ten
families, when contacted by telephone, stated that they
were interested in participating, but never returned the
consent forms. A total of 28 families returned the
consent forms. OFf these 28, 22 returned a portion of
the packet. Six of the families did not return the
pacKet. The reasons given for not returning the packet
included losing the packet and that the packat been
mxiled but not received by the investigator. Three
teachers did rnot return their portion of the study. I+
more than one teacher returned questionnaires on a
particular child then the results uwere averaged to give
one number per child.

Famili=zs who particirated in the follow-up portion

oFf the study where significantly different in several
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ways than those that did not participate. The families
who participated were better educated (x5¢1, N = 83) =
11,13, p>.801)>, had children who had higher Full Scale
I18s (1¢83)=-2.681, p>.81) and had children uwuhose NF uas
the result of a spontanous mutation <xEsx, N =82 > =
5.88, p>.82). Families were not different in terms of
age of diagnosis (1(84>=8.95, £7.349), severity average
(1¢(S82>=0.85, p>.40), race (KE(I, N =82) = 8.18, p>.68),
sex(XZ¢1, N = 82) = ©.28, p>.65), disfigurement ¢¥%1, N
= 83 ) = 0.8, p>.78), and maximum severity (8353, N =
s2) = 2.15, p>.54).
Measures

1. The Child Behavior Profile (CBP’ Achenbach,
1966, 18787 Achenbach & Edelbrock, 1873) assesses
parental perceptions of a child's behavior. The CBP
consists of two parts, social competence and a behavior
problem checklist. In the social competence section,
parents or parent surrogates provide information related
to social involvement, participation in organizations,
and contact with friends. The second part consists of a
behavioer problem checKlist to wmhich the parent ansuers

‘not true', ‘'somewuhat true', or 'very true' concerning
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behaviors of their child. MNorms are provided for three
39¢ groups, 4 to S, 8 to 12, and 12 to 16. Norms are
also provided for each sex within the three age groups.
Results yield first order factors which are similar for
each age group and each sex. Second order factors are
the same for each age group and sex. The second order
factors are Internalizing and Externalizing. Factors
are based on factor analytical studies. This test has
good reliability and validity.

2. A modified version of The Child's Report of
Farental Behavior Inventory (Schaefer, 13965) developed
by Burger and Armentrout (18971) provided information on
the child's perceptions of parental behavior (see
Arpendix C). The scale yields two major orthogonal
dimensions designated as love-hostility and
avwtonomy-control. The modified version consists of six
scales. These scales are acceptance, childcenterednes,
control through guilt, nonenforcement, lax discipline
and instilling persistent anxiety (see Appendix D for
item= on the scales). The modified questionnaire
consists of one 1B-item scale and five B-items scales.

Internal -consistency reliabilities for the original
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scale as measured by the Kuder-Richardson Formula 20
range from .84 to .66 for median reliabilities of the
four molar dimensions. Discriminative ability for the
original was demonstrated by the scales ability to
discriminate betueen & group of normal boys and a group
of delinquent boys. The modified version of the CRPBI
uses the tuo best scales for each of the three factors.
These scales were selected using regression.
Correlations of the modified scale score with the
original scale score ranges from .86 for factor 1 to .86
for factor 2.

3. A modified version of the Parental Attitude
Research Instrument (PARI; Schaefer & Bell, 1858)
developed by Emmerich (18639) was used to assess parental
attitudes concerning their child (see Appendix E).
Emmerich modified the PARI by choosing items which
loaded on three major factors in a study of mother's
attitudes (ZucKerman, Ribback, MonashKin & Norton, 1858)
and in a study of father's attitudes (Nichols, 1862).
The three factors for the mother's PARI were C(ad
Authoritarian Control, <b> Hostility-Rejection and (c)

Democratic Attitudes. A high score on Authoritarian
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Control reflects authoritarian, suppressive, punitive
and restricting attitudes (see Appendix F for items on
each scale)., Hostility-Rejection is described as
hostility toward children and husband and rejection of
the maternal role. Democratic Attitudes can be
described by the three scales which load on this factor.
These three scales are (a) Encouraging Verbalization,
(b)Y Equalitarianism and (c) Comradeship and Sharing.
Factors for the father's PARI are similar to factors for
the mother's FARI with the exception that factor 2 on
the father's seems to have little to do with attitudes
concerning child rearing. Instead, this factor seems to
reflect complaints and difficulties concerning the uife.
Acquiescence-response is controlled for in the modified
FARI. Test-retest reliability on the 23 original scales
of the PARI after six months varied from .44 for the
Encouraging VYerbalization Scale to .79 for the
Irritability Scale with the exception of the Autonomy of
the Child Scale which had a test-retest reliability of

. 18, Internal consistency as measured by the

Kuder -Richardson Formula 20 varied from .54 for the

Suppression of Aggression Scale to .84 for the



38

Intrusiveness Scale.

4, The Teacher's Report Version of the Child
Bethavior Profile is similar to the CBP (Edelbrock &
Rchenbach, 1984). The first part of the profile is
concerned with the child's scholastic performance. The
second part consist of a behavior checkKlist to which the
teacher answers 'not true', 'somewhat true', or ‘very
true’' concerning behaviors of the child.

S. Wechsler Intelligence Scale for Children-Revised
CWISC-R: Wechsler, 1874) is an intelligence test for
children ages 6-8 through 16-11 years. The test yields
results on ten subtests plus tuwo supplementary subtests.
The WISC-R provides three 10 scorest: a Verbal Scale 1@,
a Performance Scale IG and & Full Scale IQ. Reliability
and validity are excellent for this instrument.

€. Wide Range Achievement Test (Jastak & Jastak,
1978> is an individually administered achievement test
composed of three scales (Arithmetic, Reading and
Spelling) meazured at tuo levels. Split-half
reliabilities for the three scales vary from .84 to .98.
Test-retest reliabilities for tuo- to tuenty-tuwo week

intervals varies from .87 to .88. The median
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correlations betuween the WRAT and WISC-R Full scale IG
ahd the Verbal scale IR is approximately .B8. The
Ferformance Scale of the WISC-R correlates about .4@
with the WRAT.

All individuals referred to BNFP wmere initially
screened to determine the apparent presence or absence
of NF., An individual believed to have NF uwas encouraged
to participate in three days of medical tests at either
Texas Children's Hospital or The Methodist Hospital in
the Texas Medical Center. These tests were paid for by
a rezsearch grant or, when available, the patient's
private insurance.

All individuals who entered BNFP received a
thorough family history intervieu, a medical history
interview, and a medical examination. Rdditional
examination included cranial computerized axial
tomograrphy (CAT) scan, electroencephalography,
audiometry, radiographic skeletal survey, fasting blood
sugar, blood urea nitrogen, complete blood count,
routine urinalysis, and intelligence and psychological

testing. The intelligence and psychological testing Was
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performed by one testing center at Texas Children's
Hospital. MNo attempt was made to Keep the test
administrators blind as to the purpose of the testing.
Tre results from these procedures were combined to
form a severity profile. The severity profile is a
series of four numbters reflecting the number of vyears
spent at each of four severity levels. The severity
levels were determined by criteria given in Riccardi
{1882b7% with one minor change (see Appendix A for
criteria), Riccardi uses mental retardation, school
performance problems, and learning disabilities as
criteria. For our present purposes, individuals, placed
at a2 more severe level for these reasons only, uere
displaced to the next louwer level. If an individual was
placed at a severity level because of medical
complications per se, then the severity level remained
unchanged. One individual was placed at a lower
severity level as a result of this change in guidel ines.
Sevetr ity average iz determine by multiplying each
severity level by the number of years spent at that
level and then dividing by the total number of years.

Max imurm sever ity level is the highest obtained severity
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level at the time of testing.

Several variables uwere determined using information
gathered on the demographic sheet and from the child's
medical history. These variables were SES, degree of
disfigurement, and the child's age at diagnosis. To
determine SES, Hollingshead and Redlich's Two-factor
index of social position C(1957) was used.

Visibility of disfigurement wWwas determined by three
factors. These factors uwere the location of the
disfiguring lesions on the body, the size of the
disfigurement, and the specific disfigurement. For the
purposes of this study, the body uWas divided in to three
areas. According to Hildebrant (1882), disfiguring
m3rks located on the face were judged by children to be
lezs acceptable than disfiguring marks on other parts of
the body. ARAlso, head and facial disfiguring lesions
were judged by parents to be particular embarassing and
to be significant in terms of the child's future. The
other tuwo areas of the body are the limbs and the trunk.
Disfiguring marks may be concealed if they are on the
trunk. It is not as easy to conceal these marks if they

occur on the limbs, Neurofibromas and CLS uwere divided
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into three sizes?! small, medium and large. It was
assumaed that large neurofibroma had more visual impact
than small neurofibroma. The visibility of
disfigurement was determined using the follomwing rating
scale:

Cad) 1 was neurofibroma or CLS that are less than
B.5 cm in diameter and less than five in number on the
child's trunk,

(b> 2 was neurofibroma or CLS that are less than
8.5 cm in diameter and less than five in number on the
limbs,

{c) 3 was neurofibroma and CLS on the trunk that
are betueen 8.5 and 1.5 cm in diameter or five to ten in
humber ,

(d) 4 was neurofibroma and CLS on the limbs that
are betuween 8.5 and 1.5 cm in diameter or five to ten in
number ,

(e) 5 was neurofibroma or CLS on the face or neck
that are less than 8.5 cm diameter and less than five in
number ,

(f) 6 was neurofibroma on the trunk greater than

1.5 em in diameter or greater than ten in number,
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(g) 7 was neurofibroms on the limbs greater than
1.5 cm in diameter or greater than ten in number,

(h) 8 was neurofibroma and CLS on the face or neck
that are between 8.5 and 1.5 cm in diameter or five to
ten in number,

(i) 9 was & missing or seriously distorted limb or
Kyphoscoliosis that is visible to the naked eve, and

(j> 12 was neurofibroma on the face that are
greater than 1.5 cm in diameter or greater than ten in
number.

Disfigurement ratings were made by the BNFP nurse
whoe used medical records wmhich included photographs.
These medical records were part of the the three days of
examinations described previously.

The age of diagnosis was determined by one of tuo
methods. The first method tooK the age at which a
parent either Knew the child had NF or suspected that
something uwas different about the child because of
actions or appearance. The second method took the age
of diagnoesis to be the age at which the child uas
actuslly diagrnosed as having NF. The earliest of either

of these tuwo is used in the study.
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This study was comprised of tuo parts. The first
part, the medical examination and the intelligence
tecsting, was conducted over a five year period from 1978
through 18984, A total of S2 subjects between the ages
of 6 and 16 uere tested during this time. The second
part, which included the the CBP, the PARI, and the
CRPBI, was conducted by mail.

The parents of the 839 children who participated in
the second part of the study were sent an initial letter
informing them that someone from BMNFP would be
contacting them and requesting that they participate in
a study. Coricent forms for family members to sign were
included. These consent forms contained parental
consent forms allowing the child's teachers to release
information. Each family was then contacted by
telephone. If the family agreed to participate in the
study, a packet was sent to the family after the consent
farms were returned. This pacKet contained (a) tuo CBPs
(one for each parent), (b)) tuwo PARIs, and <(c) a CRPBI.
The parents were requested to return the information in
an envelope uwhich was addressed and stamped. At the

same time that the packet was sent to the family, a
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letter uwas sent to the teacher informing the teacher
that the student had been selected to particirate in &
study coricerning behavior at home versus behavior at
school. To protect the child, no mention of NF was made
in the letter.

If the packets or consent forms were not returned
within two months, the researcher contacted the families
to determine if further assistance was needed. If the
packets were not returned a reminder letter uwas sent

after another two months.
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RESULTS
10 _and Achijevement Data
In order to do a comparison of the NF Full Scale 1Q
(FS1Q) toc the general population FSIQ mean, the
normative group of the Wechsler Intelligence Scale for
Children-Revised (WISC-R) was used as a control group.
The normative group was chosen since this study did not
include a control group. Information on the normative
group was reported in the WISC-R manual as Sum of Scale
Scores rather than as FSIQ scores (Wechsler, 1974,
Since information on the population of children with NF
was reported as F5IQ scores, the mean and standard
deviation of the WISC-R scores in the NF group were
converted to the Sum of Scale Scores. This conversion
produced a mean Sum of Scale Scores of 85 with a
standard deviation of 23 for those individuals with NF.,
The normative grour had & mean Sum of Scale Scores of
120.4 with a standard deviation of 21.81. The Sum of
Sczle Scores for the children with NF was depressed by
atcut 273 of 1 standard deviation and uwas significantly
different from the normative group (31(2283) = 6.03,

p< .81,
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Information on the Performance 1Q (PIQ) and Verbal 1Q
(VI®> of the WISC-R and the subtests of the Wide Range
Achievement Test (WRAT) was reported in a form which did
not allouw for the normative group to be used as a
control group, therefore a direct comparison was not
possible. The thecretical population mean was 1990 and
the standard deviation was 15 for PIQ, VIG, and the
three subtests of the WRAT. As seen in Table 1, a
comparison of the means of these five test scores with
the ervpected theoretical means suggests that the mean
score of children with N was 2/3 to 1 standard
deviation below the theoretical mean for all five
scores, This was similar to the results reported above
for the FSID. @A comparision of the VIQ and PIG shous
that these means uwere not significantly different from
each other (3C(1688> = 8.91, p<.18).

A difference of greater than 15 between VIR and PIQ was
acssncisted with increased learning disabilities
(Kaufman, 13813, An examination of VIQ and PIQ reveals
that 11 children had PIQ 15 or more points greater than
V1A while 13 children had VIQ 1S or more points greater

than PIQ. This means that 24 children or 28% had one 10Q



Table 1

of the LISC-R® and the IEBIb
Scale Me an s N
WISC-R Full Scale 1Q 89.00 15.88 85
WISC-R Performance 1G 80.46 15.88 84
WISC-R Verbal 1Q 88.19 16.89 =1
Information 7.68 2.94 es
Similarities 8.94 3.37 85
Arithmetic 7.73 2.77 85
Vocabulary 8.24 2.99 85
Comprehension g.66 3.12 835
Picture Completion 8.34 3.08 86
Picture Arrangement 9.356 3.67 84
Block Design 7.97 3.a3 85
Object Assembly 7.68 2.938 85
Coding 8.19 3.95 82
WRAT Reading S1.84 15.88 75
WRAT Spelling 36.07 13.25 74
WRAT Arithmetic 88.49 15.83 75

3% Wechsler Intelligence Scale for Children-Revised

(WISC-R)
Wide Range Achievemant Test (LRAT)
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scale 15 or more points higher than the other. This was
not significantly different (2 = -.68, p{.286) from a
population of normal children in which 25% had one IG
scale score 15 or more points greater than the other 1Q
scale score.

Irn addition, a comparison of the means of the
cubteste of the WISC-R (shoun in Table 1) show that
children with NF score lower than the theoretical mean
of 12 on all tern subtests. These subtest means range
from 174 t¢ 374 of a standard deviation of three below
thke theoretical mearn of the normative group.

Ferformance on the WRAT may also be used to show
learning disabilities (Fletcher, 1883>. @Analysis of
WRAT profiles used criteria given in Fletcher (193857 see
Arperdix E for criteria) modified by use of an FSIQ of
8¢ rather than an FSIG of B88. Tuwo children (2%) of
those tested with the WRAT were reading and spelling
disabled, Seven children (8¥%)> were spelling and
ar ithmetins dis;bled while six children (BX) uere
ar ithmeztic disztled only. In addition, one child (1%
wz: azrithmetic, reading, and spelling disabled? that is,

tthe child scored akcve 88 on the FSIQ but scored below
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892 on all three subtezts and the child's average on the
WFAT suttes+s was below 91, 1f the requirement for FSIQ
iz lcwered to 82, then 22 more children uwere classified
a2z learning dissbled. All 20 of these children were

l13zzifizd a3z arithmetic, reading, and spelling

[ ]

disabtled. The overall incidenrce of learning
dizsabilities in this population using FSIQ of 88 was
43%,

Correlatior of 10 2nd Achijevement Data with A

The evistence of a correlation of the WISC-R ten

15

vhtect zenrees with the age at the time of the testing

o

snagested that, in thiec cross-zectional population,
there was a tendency for older children to perform less
well thar younger children. As seen from Table 2, this
correlation was significant for FSIQ and for VIQ, but
not for PI1Q. These correlatione were significant but
did not accourt for & large portion of the varitability.
The BPIITSC-R subtasts that uwere significantly correlated
with age were Similarities, Arithmetic, Vocabulary and
Object Assembly., In addition, all three subtests of the
WRAT were significantly correlated with age. Other

factore uere examined tc determine if the significant



Table 2

Eelation of Bae =+ Time of 10 Testing

With the LIISC-R?, the LRATY & Other Factors

Yariable

Correlation

WISC-R Full Scale 1Q

WISC-R Ferformance 1Q

WISC-R Verbal 1Q

Information

Similarities

Arithmetic

Yocabulary

Comgrehension

Picture Completion

Picture Arrangement

Block Design

Object Assembly

Coding

LIRAT-Reading

LIRAT-Spelling

WRAT-Arithmatic

Rare

-.23%
-.18
-.29%*
-.12

-.30%*

.2s5*

-.21

.39***

--53***

.43¥*x

43



SES -.07
Severity average .18
Max imum severity .83
Age of diagnosis .20
Family hiszstory -.82
Disfigurement .31%%
CNS tumors, seizures or blindness -.09

x p<.25. ¥fpc.@1. ¥*¥p<.001.
3 lechsler Intelligence Scale for Children-Revised
(N = 770

Wide Range Achievement Test (N = 72)

44
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correlations were caused by correlation with a third
variable. For example, age was not correlated with SES,
race, presence of CN3 tumors, seizures or blindness.

fige at the time of testing was also not associated with
sever ity average, maximum severity level, age of
diagnosis, or positive family history, but was
associated with disfigurement.

The relationshirprs of FSI@ to five disease factors
of HF (severity average, maximum severity,
dizsfigurement, age of diagnosis and family history) umere
analyzed using rearession. Regression Equation 1
coricidered aversge zewverity level, degree of
disfigurement, family history and age of diagnosis.
Thesze four factors taken together account for a
significant amount of variance in FSIQ@ scores as shouh
by tezting the significance of the equation
(EC4,74) = 4.41, p<.8B3). The equation was found to be:

FSIQ = 184.78 + (-3.81)SEVERITY AVERAGE 1

+ (.89)DISFIGUREMENT + (-.S4>AGE OF DIAGNOSIS
+ ( -2.23)>FAMILY HISTORY.

The coefficient for the severity average (see Table
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3> was significant. The coefficients for disfigurement,
age of diagnosis, and family history were not
significantly different from zero.

The second regression equation substituted maximum
achieved zeverity level for average severity level.
This equation did not account for a significant portion
of FSIQ variance (Ef4,74) = 1.11, p<.362. The equation
was found to be:

FSIG = Q97.75 + (-3.31)MAXIMUM SEVERITY 2)

+ (,192DISFIGUREMENT + (-.5@>AGE OF DIAGNOSIS
+ (-1.8968)FaMILY HISTORY.

The coefficiants for the Equation 2 were not
significantly different from zero (see Table 3.

Children who uwere Known to have had CNS tumors,
seizures and blindness which could lower IQG uwere removed
from the sample population and the analysis was redone.
A totz] of 10 subjects were deleted.

Equation 3 correspondz to Equation 1 but uses the
reduced sample pool. As in the larger sample pool,
theze four factors were able to predict & significant
amount of wvariance inm FSIQ (Ef4,64) = 3.13, p.02) in

the smalle» population. The equation was found to be?
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Table 3
< S i c
E tions Predicti ES1Q
Variable Beta Beta Lt Beta Beta 1
Eauation 1% Egquation 3°
Severity Auverage -g.81 -3.19*F -8.96  -3.19*%*
Disfigurement 2.89 8.84 ©.66 9.84
Age of Diagnosis -0.34 -1.45 -8.68 -1.45
Family History -2.28 -8.65 -2.23 -8.65
Equation 23 Equation 4P
Max imum Severity -3.31 -1.88 -3.97 -1.69
Disfigurement 9.139 8.46 2.39 8.46
Age of Diagnosis -8.58 -1.38 -8.61 -1.38
Family Hisztory ~-1.36 -0.54 c.01 -9.54

¥ p<.0s. Y¥ec.o1. ***pc.po1.

& Children with CNS tumors, seizures & blindness
(df = 74>

b Children without CNS tumors, seizures & blindness
(df = €4
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FS1Q = 183.838 + (-8.86)SEVERITY AVERAGE <3
+ (.66>DISFIGUREMENT + (-.B@>AGE OF DIAGNOSIS
+ ¢ -2.23)FAMILY HISTORY.

The ccefficient for severity average was again
sigrnificantly different from zero. The coefficients for
disfigurement, age: of diagnosis and family history uere
not significant; repezting results from the larger
sample group.

Equation 4 used the reduced sample pool as in
Equation 3. Maximum sever ity level replaced average
severity used in Equation 3. TakKen together maximum
zeverity level, disfigurement, age of diagnosis and
foamily history were not able to significantly predict
FSIQ (EC4,684) = 1.24, p.38>. Equation 4 uwas found to
be:

FSIOD = 98.68 + (-3.87)MAXIMUM SEVERITY 4)

+ ( ,38ODISFIGUREMENT + (-.61)AGE OF DIAGNOSIS
+ (-2.81>FAMILY HISTORY.

Individually the coefficients for maximum sever ity
level, disfigurement, age of diagnosis and family
hizstory uWere not significant (see Table 3). Thus the

reduced sample pocl (Table 3, column 2) produced similar
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recsulte to the larger sample pool (Table 3, column 12,
Furtter analyceics was conducted uzing stepwise
regression. Once csever ity average was entered into the

equaticon, the three variables: age of diagnosis,
disfigurement, and family history uere entered
individually to determine if each could account for a
z2ignificant amount of variance above that accounted for
severity aver age. Once severity average uwas entered
into the equationh, the other three varables uere
individually unable tc contribute a significant amount
of variance. In addition, the three variables taken
together were unable to account for a significant degree
of variance., Thiz was true for both the total
populationz of children with NF and for the population
vhich excluded thoze with CNS tumors, seizures, and
tlindrness (szee Table 4). Since the equations using
max imum sever ity did rot account for a significant
portion of variance, maximum severity was not included
in further analysis.

Results of an assessment of the relationship
between the five dicsezse factors using Fearson

correlation caouefficients may be found in Table S,



Increment
Yariable in RE Partial E
Childr ith CNS 4 . . A blind
Disfigurement .21 .21
Family History .01 .21
Age of Diagnosis .82 823

Disfigurement, Family History,

ard Age of Diagnosis .24 .B4b

Disfigurement .21 .B1c
Family History .81 .83€
fige of Diagnosis .83 z.34¢

Disfigurement, Family History,

and Aage of Diagnosis .25 3.619

Probability, p is not less than .85 for any of the
above correlations.

Note, IQ is Wechsler Intelligence Scale for
Children-Revised Full Scale 10

3partial E has df = 1,78
bpartial E has df = 1,74
Cpartisl E haz df = 1,76
dpartial E has df = 1,74
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Table S

Disf® AgenP Fam® s Auvgd M Seu®
Fsiaf -.23 .12 -.13 —.qi¥X¥X g4
Disf 1.00 -.e2 -.28 .37 .33%¥
AgeD 1.80 .05 -.88 -.94
Fam 1.20 -.23 -.12
S Avg 1.00 .74¥X*
¥

pc.25. ¥lpc.o1. *Ypc.eo1. T¥¥*:¢ .p001.

Nete. B = 85

A0 an ow

Disfiguremant

Age of Diagnosis

Family History

Aver age Severity

Max imum Severity

Wechzler Intelligence Scale for Children-Revised
Full Scale
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Relationships of the disease factors to FSIG are also
presented in this table. Three significant correlations
betuween disease factors uere observed. These three
correlztions were: (ad) maximum severity with severity
average, (b) disfigurement with maximum severity and (c)
dizfigurement with severity average. FSIQ uwas
significantly correlated to one factor, severity
average., The correlation of FSIQG to severity average
remained significant (p (73> = -.35, p.@B2) once
children with CNS tumors, seizures, and blindness uere
removed from the sampling population.
Parent and Teacher Beohavior Ratings

Table 6 contains means and standard deviations for
parent and teacher ratings of child behavior, parental
attitude measures, and ratings of the child's perception
of parental attitudes. In the NF sample, the mean of
the father's behavicr rating taken from Achenbach's
Child Behszsvior Profile (CBFY was above the critical
level; that is, the mean was above the 88th percentile
of the normative group's parental ratings of their
child's behavior problems. The mean of the mothers

rztings was very close to this critical level though not



Table ©

2 d St i
Behavioral Ratinas, PARIY and the CRPEIP
Scale Mean sh N Possible
Range
Mother? 63.68 11.77 19 2-99
Father?® 70.77 8.86 13 -89
Teacher? 50.893 13.02 18 ®-99
Extent of Acceptance® 74.75 8.87 13 25-125%
AutonomyP 34.32 4.90 13 15-69
Firmmess of Controll 29.47 5.33 19 15-60
Extent of Acceptance® 73.20 5.83 1S 25-125
Autonomy®© 36.27 6.71 15 15-60
Firmness of Control® 30.67 q4.37 15  15-68
Authoritarian Controld 29.73 5.76 15 24-72
Hostility & Rejectiond 35.53 6.25 15  16-48
Democratic Attitudesd 36.40 9.48 15  16-48
Authoritarian Control® 34.50 8.95 14 e4-72
Hostility & Rejection® 37.29 6.82 14 16-48
Democratic Attitudes® 36.43 7.77 14 16-48

s QanoTw

Achenbach Behavioral Ratings Child Behavior Profile
Child's Report of Parental
Child's Report of Parental
Parerntal Attitude Research
Parental Attitude Research

Attitude-Mother (CRPBI1>
Attitude-Father (CRPBI1)
Instrument-Mother (PARI)
Instrument-Father (FPARI)
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above. On the other hand, the mean of teacher behavior
ratings of the NF sample waz below the 58th percentile
for teacher ratings of behavior problems. Fossible
ranages are given for each scale so the reader can
cbserve where the means arnd standard deviations fall on
the lezser Knoun scales,

Table 7 cortainz a3 graphic display of the number of
children who, 32 a result of mother, father, or teacher
betavicr ratings on the CBF, had clinical scales above
the criticzl lewvel. Ezch table value represegts the
nuttbher nf motherz, fathaers, or teachers rating behavior
abrue the defired critical lewvel on X clinical scales of
tthe CEP uwhere x is given by the columh headings in the
tzble.

The relationthips between mother, father, and
teacher ratings of the child's behavior uWwere examined
vz ing the CBP., Parentes rated their child's behavior as
significantly worse than the teachers' ratings of the
child's behavior (1(27) = 3.68, p(.821), Mathers and
fathers tended to agree on the severity of their child's
behavior as evidenced by the lacK of significant

difference between the tuc means (249 = -,88, p(.82).
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Table 7

“3 El"ﬁ[ Qf Ct‘iii:‘] Scales as BEIEd t:f mgitEES Ea:bﬁ[s
ahd Teagcherz on the Auchenbach Behavior Ratinge

Number of critical scales per child

2 1 2 3 4 s
Mother? 4 3 2 4 4 2
Father? e q 4 2 1 1
Teacher? 14 2 2 ] e ]

% Achenbach Behavioral Ratinge Child Behavior Profile
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Teachers' and fathers' behavior ratings uere
significantly different (1C12> = 4.590, p{.281)> as shoun
by the means of 58.83 and 79.77, rezpectively, Fathers®
and teachers' behavior ratings were not significantly
correlated (p(8) = .64, pl.12). Mothers' and teachers'
behavior ratings repeated a similar pattern. Mother's
and teacher 's ratings uere significantly different
Ctc2@> = -2.93, pf.01) and were not significantly
correlated (pci12) = -,18, p{.61). Mothers' and fathers'
behavior ratings correlate significantly (pC13) = ,87,
ps.81.) It appeared that the behavior of children uwith
MNF was neither internalizing (M = 59.%58) or
externalizing (M = 53.73) as evidenced by the fact that
the means of these two scaled wetre not significant
(2¢(8S> = ~-.87, p(.84). Internalizing behavior was
defined ac behavior uwhich was fearful, inhibited, and
overcontrcoclled, while externalizing behavior was defined
as behavior which was aggressive, antisocial, and
undercontrolled.

Analysis of correlations of disease factors and
tehavicr ratings C(see Table 8> show that mothers rate

the it children az a behavior problem in proportion to
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the child's disfigurement, but inversely related to the
child's severity average. Mothers are more 1likKely to
rate & disfigured child as a behavior problem and are
lezs liKely to rate a child with seriocus medical
prcblem: ac a behavior problem. In contrast, teacher's
behavior ratings were unrelated to disfigurement and
sever ity average while being significantly related to
the child’'s age of diagnosis. Fathers' ratings did not
cignificantly correlate with any of the five disease
factors studied.

Farent asrnd tescher behavior ratings did not
correlate with parental atitudes of either parent (see
Table B) rnor with the child's perseption of parental
attitudes fsee Table 10).

Parentsl Attitudes and Child's Perception of Parental

Tzbkle 11 contains correlations of the three factors

for both mother and father on the PARI. Mothers' and

fazthers' attitudes significantly correlated on the PAR!

faztor entitled Authoritarian Control and tended to

agree on the Hostility and Rejection factor.

Table 12 shouws the correlation of the child's
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Table ©

S 1 s - i

Disf? ﬁgeDb Fam® S ﬁugd M Seuv®

Mother®t  .=53% .28 .10 -.50% -.31
Father® .18 -.10 -.48 .36 .36
Teachert .@2 -.67** -.44 .25 .40
¥ pc.os5.  ¥*pc,o1. ¥tp< @01,
% pDisfigurement
b fige of Diagnosis
€ Family History
d Aver age Severity
i Max imum Severity

Acheribach Behavioral RatingsChild

Behavior Profile
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Table 8
= 1 = etk i 2 1
PM12  pm2D PM3C pF1d PFa® praf

Mother® -.45 .18 -.21 -.18 -.25 -.24

Father® -.,12 18 -.20 .10 -.49 -.28

Teacher® -.04 .55 ze .13 .48 .00

Protability,  ic not lezss tharn .85 for any of the

above corelations.

n given in the following order Mother, Father, and

Tezacher,

8 PM1 - FParental Attitude Research Instrument
(PRAFIY-Mother 's Authoritarian Control
(u=13,11,18)

t PMZ - PARI-Mother 's Hostility & Rejection <(p=13,11,19)

€ PM3 - PARI-Mother's Democratic Attitudes (p=13,11,19)

d PF1 - PARI-Father's Authoritarian Control (n=13,9,15)

€ prFr2 - PAR1-Father's Hostility & Rejection (n=13,9,1%)

f PF3 - PARI-Father 's Democratic Attitudes (n=13,9,15)

g

Achenbach Behavioral Ratings
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Table 18

mo1? mczb Mc3C Fc19 Fca® Fecaf
Mother® .@2 .92 -.25 .12 .29 -.39
Father? .24 -.13 -.36 .34 -.32 -.53
Teacherd .27 -.37 .51 .49 -.21 .52

Probability, p is mot Jless than .85 for any of the

above corelations.

p given in the following order Mother, Father, and

Teacher.

2 MC1 - Cchild's Report of Parental Behaviors Inventory
(CRPB1l)-Mother's Extent of Acceptance
(n=11, 18.,14)

b mcz - CRPEBI-Mother 's Autonomy (n=11, 10, 14>

€ MC3 ~ CRPBI-Mother's Firmness of Control (n=11, 1@,

14>

d FC1 - CRPBI-Father's Extent of Acceptance
(pn=10,9,13>

€ Fc2 - CRPBI-Father's Autonomy (p=18, 9, 13)

f FC2 - CRPBI-Father's Firmness of Control (np=1@, 9, 13)

8 Aachenbach Behavioral Ratings
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11

PM12 pmab PM3© PF19 PFa® peaf
PM1 1.00 -.12 -.24 .54% .84 -.87
PM2 1.90 .82 -. 12 .45 ~-.31
M3 1.88 .16 .18 .37
PF1 1.80 -.28 -.18
PFe 1.00 .03
* p¢.85. **pc.e1. ¥ .01,
For mothers n=19. For fathers p= 15.
2 PM1 - Parental Attitude Research Instrument

(PARI>-Mother's Authoritarian Control

b PM2 - PARI-Mother's Hostility & Rejection
€ PM3 - PARI-Mother's Democratic Attitudes
d PF1 - PARI-Father's Authoritarian Control
€ pPFr2 - PARI-Father's Hostility & Rejection
f PF3 - PARI-Father's Democratic Attitudes



Table 12
Fa tal Attitud s i :t CRPEI

MC12 mcab M3 Fc1d Fcae Fcaf
MC § 1.20 -.00 -.11 .53% -.29 .19
Mc2 1.0 .41 -.88 .67** .30
MC3 1.80 -.28 .49 .g1¥3*
FC1 1.0 .85 -.23
FCcz 1.8 .37
¥ pc.es. ¥¥pc.o1. ¥Hpc @01,
For mothers n=195. For fathers n= 14.
& MC1 - Child's Report of Parental Behaviors Inventory

CCRPB1Y-Mother 's Extent of Acceptance
b mcz - CRPBI-Mother 's Autonomy
€ MC3 - CRFBI-Mother's Firmness of Control
d FC1 - CRPBI-Father 's Extent of Acceptance
€ Fcz - CRPBIl-Father's Autonomy
f FC3 ~- CRPBI-Father's Firmness of Control
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Table 13
Relat £ P tal Attitudes | 1}
Child's Per 3 f p t2l Attitud
MC12 mcab Mc3C Fc1d Fca® rcaf
PM19 -.25 .27 .38 -.48 -.17 .53
pmzh -.44 -.07 .38 -.33 .18 .31
pM3 1 11 -.e4 L1 -.28 -.12 .84
PF1d -.37 -.23 -.99 -.085 -.368 -.17
prak -.39 .17 7a¥* - Lee .38 L73*¥
PF3! .06  -.82 .22 -.19 -.28 .28
¥ p<.25. ¥*pc.o1. ***p¢ . 001.
For mothers n=14. For fathers p= 12. For mother &
fathers n=13.
® Mc1 ~ Child's Report of Parental Behaviors Inventory
CCRPBI>-Mother 's Extent of Acceptance
b mcz - CrRPBI-Mother's Autonomy
€ MC3 - CRPBI-Mother's Firmness of Control
d Fc1 - CRPBI-Father's Extent of Acceptance
€ FCc2 - CRPEBI-Father's Autonomy
f FC3 - CRFEI-Father's Firmness of Control
2 FPM1 - Parental Attitude Research Instrument
{PAR1)-Mother's Authoritarian Control
P PM2 - PARI-Mother's Hostility & Rejection
f FM3 - FARI-Mother 's Democratic Attitudes
3 PF1 - PARI-Father's Authoritarian Control
K PFz - PAFRI-Father's Hostility & Rejection
1 PF3 - PARI-Father 's Democcratic Attitudes
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percertion of their parents attitudes as measured on the
CEFEI. The correlation of the child's perception of
their parenis’' attitudes with each of the three CRPBI
fectors was significant.

The correlations of the parerts' attitudes and the
chiid's rerception of the parent's attitudes was found
in Table 13. The child's perception of the Firmness of
Control factor for both mother and father correlated
sigrnificantiy with fathers' scorez on the Hostility and
Rejection factor. HNo other correlations were
sigmificant,

The correlations of the five disease factors with
F=rental attitudes sre presented in Table 14. As a
child's score in disfigurement increased, their mothers
signiftizcantly scored higher on the Authoritarian Control
factor uwhile their 4sthers exhibited significantly
dec-asz=d scorez on the Demccratic Attitudes factor. In
additicr.; fetherz' zcores on the Democratic Attitudes
toctor vz cigrificantly relsted to & positive family
hisiory; ., The child's perception of their parents’
attitudes did nct appear to be related to the five

dizesiw factor:s (3ee Table 150,



Table 13

Ezleticr cf

85

Dis? Agel Fam® sAuvgd Mseu®
pM1f .55% -.18 -.04 .85 -.e8
FM28 -.06 -.32 .29 -.83 .88
pmzh -.01 -.22 .18 .18 .27
pr1i .17 -.30 -.18 -.82 -.01
prad -.08 .®3 .41 -.17 .82
Pr 3K -.58¥ -.23 .es¥¥ -.30 -.48
* pc.es. ¥fpc.@1. ¥¥ipc po1.

n given for mother and father.
3 picfigurement ¢n = 17, 14)

b Age of Diaghosiz (p = 16, 13)
€C Family History (o = 18, 15

d Average Severity (o = 19, 15)
i Masx imum Severity (o = 139, 15

R G e T W

PM1 - Parental Attitude Research Instrument
(PAR!)>~-Mother 's Authoritarian Control
PM2 - PARI-Mother's Hostility & Rejection
PM2 - PARI-Mother 's Democratic Attitudes
PF1 - PARI-Father's Authoritarian Control
FF2 - PARI-Father's Hostility & Rejection
PF3 - PARI-Father's Democratic Attitudes
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Dis?® Agel Fam® sAvgd MSeu®
mc1f .82 -.35 -.52%* .06 .14
mMca® .80 .22 .31 -.11 -.11
mc3h -.12 -.43 .19 -.17 -.06
Fcil -.24 -.32 -.48 -.e2 -.es
Fcad -.29 .21 .10 -.49 -.33
Fc3X .15 -.50 .28 -.20 -.15
¥ pr.os.  ¥pc.e1. *¥¥o¢ . po1.
o given for mother's and father.
2 Disfigurement (p = 13, 12
b age of Diagnosis C(p = 12, 11)
€ Family History (n = 15, 14>
d Average Severity (o = 15, 14)
€ Maximum Severity (o = 1S5, 14)
f MCt - Child's Report of Parental Behaviors Inventory

(CRPEBl)-Mother's Extent of Acceptance
3 Mcz - CRPBI-Mother's Autonomy
h MC3 - CRPBI-Mother's Firmness of Control
? FC1 - CRPEI-Father's Extent of Acceptance
J FCca - CRPEI-Father's Autonomy
K

FC3 - CRPEI-Father's Firmness of Control



67

DISCUSSION

Children with MNF scored significantly lower than
expected on the Wechsler Intelligence Scale for
Children-Reviszed in compariszon with the general
population., These louered scores Were seen in both
verbal and visual-spatial areas. Achievement test
score: uwere also belouw average.

In this sample of children with NF, learning
dizabilitiesz (LD> cccurred more often than found in the
general porpulaticon. Although the 23 of children with
HF whe were found to exhibit a difference of greater
than 1S points betuween FIQ and VIG was not significantly
different from the 25X that Kaufman (1881) found in the
general populatiori, the percentuge of children who
displayved LD baced on performance on the Wide Range
fechievemant Tezt (WRAT) appeared to be higher than
expected (48X versus 18-1570, The lack of a control
group limited direct comparisons. Children with NF may
have problems a2t schonl 3s the result of a louer than
sversage 10 or they may have a lower than average IQ as

trte rezult of LD,
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Children with NF and LD showed evidence of several
different ability patterns. The largest group of
children with LD uere the arithmetic, reading and
spelling disabled. A large percentage of children with
NF aleo displayed arithmetic disabilities. This in part
supports Eliazon (1886) findings. Eliason found that =a
high percentage of children with NF had some form of
visual -perceptual disabilities while very feu
demonstrated verbal disabilities. Houwever, Eliason also
found that the mesn VIQ was 18 points higher than the
mean FIQ, The results of this study were not in accord
with the previos study on this finding. An almost equal
rnumber of children had PIQ 15 or more points greater
then YIA as had vIG's 1S or more points greater than
FIlQ's. In addition, mean FIG and mean VIR were not
cignificantly different.

1t wae important to note that the Eliason study and
this study'difiered orh selection criteria. Eliason's
Fopnlatinn uazs selected from children who were referred
because of behavicor problems or LD. The primary
criteriz for inclucion in the study herein documented

w23 the presence of MF-I,
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Childrern who have LD and NF appear to be no

different from children who have only LD. Both groups

tave similar soft neurological signs and have an

increased incidence oFf minor physical anomalies. It is

tzw to conclude that both populations of children with

T

1.0 are the same. Houever, some differences do exist,
Childrer uith MF did not respond as well to medication
Cie., Ritalin; Riccardi, personal communication?. In
addition, the normal association of pre- and perinatal
coemplicationz with LD is not present in children with
NF. There is an increazed riskK among children with NF
for development of CN5 tumcrs. This risk is not present
in the generxl porulation of children with NF., As a
result of the above factors, it ie unclear whether
tvpulogies of LD that are identified for children
without NF will apply tc children with NF. For example,
treatment and prognosis of certain typologies may not be
142 same for the two groups.

Correlatior of I0 znd Achjevent Data with Age

Older children with MF have lower FSIOs scores than
their vyounger counterparts. The correlations were

significart for FSIC and VIQ, The lower FZI10's appeared
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t2 be the result of lowered VIR's. PIQ's did not
dzcreacse in the older population. An increase in the
child'z z2ge did not relate to any diseaze factors except
to disfigurement. 6HAs 3 result, louwer IG scorecs were not
accounted for by the older children havins more severe
svmptomz generslly Cmaximum severity? or specifically
(presence of CMZ tumorsz, seizures, or blindnezs?). The
zignificant relationship betueen age and FSIQ still
remained once children with CNS tumors, seizures and
blindness were remaved from the sampling population. In
addition, older chkild-en did not appear to have had more
severe zymptoms for longer periods of time as seen by a
rionsignificsrt correlation uwith severity average.
Furtherrinre, this reduction in IQ does not appear to be
the result of a skewuing of parent's SES or child's race.
Ar. increasse in disfigurement in older children was not
uhexpected since the arpearance of neurofibroma
increases with the onzet of puberty.

A lancitudinal study of children with NF and a
rontrol group would confirm if the decrement in FSIQ
with age were a true finding and {f adults with MNF tend

410 score closer to the population mean than children.
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In addition, since MF disease characteristics escalate
with puterty, follow up ztudies have the potential to
trackK the relztionship between the increased symptoms
arnd decreased IR. These studies may also demonstrate if
bath FI1Q and VIG decresse with age or only VIR as
suggested bty the cross sectional population.

Belationchisr of IC zrd Dizeace Factors

Szver ity averzge, disfigurement, age of diagnosis,
and family history taKen in combination were significant
praedictors of FSIG, while maximum severity,
di:figurement, age of diagnosis, and family hicstory
taker in comtinaticn did not predict FSIQ. Further

demoncetrates that sever ity average was the only

(G

analysi
dizeace factor to correlate significantly with FSIQ.
Sever ity average was related to IQ after subjects with
CN3 tumors, seizures and blindness were removed from the
equation. This was an important finding ruling out the
hypothez iz that this correlation was the reszult of older
children having more severe ctonditions which influenced
12. This hypothesis would have been further supported
if a2 significant relationship betueen age and higher

severity sverases uwere found. However , FSIQ was not
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cotrrelated with age. Furthermore, maximum severity uwas
rr~t reltates to 103,

R second hypothecsis was the relationship of IQ and
severity average could alsoc be accounted for by the use
of mental retardatiorn and school performance problems as
criteria for placement at the different severity levels.
Although manry children in this study were given a
sever ity profile bazed in part upon mental retardation
and schcol performance problems, every child was placed
st 2 zeve~ity level for medical reasons other than the
aforementioned. In addition, if the relationship
betuween sewverity averace and IQ uere the result of
celection criteriz, one would expect to observe results
similar tc thoze found with disfigurement.
Dicsfigurement, ut ich was also used as criteria for
plarement a2t a zeverity levels, correlated with both
mzs imum severity level and severity average.

In light of the above facts, one may concludg that
the relaticnstip betueen the extent that NF had asffected
3 child’'s life and IQG may be accounted for by either one
of two tyres of mechanisms. Either (a3 a child's

disease sever ity early in life wsz the cause of factors
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which in turn influenced 10 (e.g., decreased parental
interaction or increaced parental rejection) or (b)
those factorszs uwhich cause or contribute to the disease
sever ity 3lso cause or contribute toc a lowered Q. The
lack of a relationship betueen FSIO and either
disfigurement or 3ge of diagnosis suggested that neither
of these twc factors play a role.
z and 2 i 3

Behavior ratings, parental attitudes, and the
child'z perception of attitudes uwere part of a follow-up
study. The population of children and their parents uwho
participated in this study uwas significantly different
from the larger population of children and parentz with
NF. Parentz of the children in the follouw-up study uere
better educated as incdicated by their higher SES, while
the children uwere more intelligent. In addition, the
children were less ]likKely to have a positive family
history of MF; that iz, their NF tended to be the rezult
of & spontarecus mutation. As a result, it is unlikely
that these findings apply to the general population of
children with NF., Furthermore, this difference in

porpulations rsises questions concerning the extent to
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which behavior problems are a function of parental

expectatione amasng children with NF. Parents who are

better educated may have higher expectations for their

children,

The behsvior of children with NF cannot be

chiacterized az hyperactive. Children with NF display

both internslizirg and externalizing behavior problems,

that is, their problem behaviors uwere both attention

seelling snd nonattention seeking. Ouing to the limited

nhumber of returned betavior ratings, it was not pozsible

to determine if children's behavior varied according to

age ard. or gender of the child.

The findings concerning behavior ratings raise

further questions about the roles of parental

expectations. FParents and teacher:s differ dramatically

in their discriptions of the child's behavior. Parents

and teachers observed the child in different situations.

Thizs coulcd easily account for some difference in the

ratinzs, Houwever, i1 is difficult to believe that &

child's behavior could vary as much as these ratings

suzgzct., The results of teachers' ratings suggested the

children irn this ztudy tended to fall belcuw the mean in
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behavicr problems, while parents’' ratings suggested that
tteir children were extreme behavior problems. The lack
of a control group in studies causes some degree of
uncertsinity in these suggested conclusions.

The effect of MF on the child appears to be similar
to effects found in other conditiomns. Children who were
disfigured uere rated as behavior problems by their
mothers while children who had more severe disease
complications through most of their life were rated as

less of a behavior problem. These relationships were

T3]

observed only with the mothers' ratings and not observed
with either the teachercs' or fathers' ratings. Possible
e'planations include (a) the child's condition resulted
irr adijustment problems, (b)) the mothers' perceptions
were biased, or €c) a combination of the tuo factors

occurred.

Children's perception of their parents attitudes
indicated that children see their parents as agreeing
amrngst themselves, In addition, examination of

parental attitudes by parental survey suggested that
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parents' attitudes actually do tend to agree. Houever,
it appears that child perception vf the parents
attitudes was not related to the parents attitudes with
the one exception that the fathers' attitude toward
hostility and rejection was perceived as firmness of
control for both mother and father.

Disease factors generally did not relate to either
the child's perception of parental attitudes or parental
attitudes. The exceptions observed uwere an increase in
disfigurement was associated with an increase in the
mother 's attitude toward authoritarian control and a
decrease in the father 's democratic attitudes.

The lack of significant rezults with parental
attitudes and child perception of parental attitudes may
ke sccounted for in rart by the small sample size.
finother factor that might account for the lack of any
relationzhip involwing the child's perception of
patrental azttitude: mzy be the age of the chidren
invelved., The children ranged from 8 to 16 years in
age. Children's perception of the their parents change

az the child matures.
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In surmary, six findings were significant. These
2ix findings uere: <(a) children uWwith NF scored
sigrificantly lower than expected on intelligence and
achievement tests, (b)) children with NF have a higher
incidence of LD than the general population, (c?
correlations using a cross-sectional population
suggested that FSIQ's of children with NF appeared to
decrease with age, (d) FSIQ was related to severity
average, (e) parents and teachers rated the child’'s
behavior as significantly different, and (£
disfigurement appeared to have some effect on parent and
teacher behavior ratings. Further research is warranted
in the following areas! (a) longitudinal studies of the
development of intelligence in children with NF using a
contrcl group, (b)) exploration of LD in children umwith NF
through performance on various tasks, (c?
recons ideration of the use of mental retardation, school
performance problems, and LD in the severity profile in
term: of treatment and prognosis, (d) further
investigation of child behavior using a more

reprezentative sample, and (e) further exploration of



the role of disfigurement

and child behavior.

78

in shaping parental attitudes
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Appendix A
CRITERIA FOR ASSIGNMENT TO SEVERITY

LEVELS OF NEUROFIBROMATOSIS

Lo Mirima:
1. Unobtrusive cafe-au-lait spots (CLS)

2. Up to several inconspicuous cutaneous neurofibromas
3. Lisch nodules

4. bMazcrocephaly

1. Mild

1. CLS with mild cosmetic impact

2. Cutaneouz neurofibromas with mild cosmetic impact
3. Cutareous neurofibromas with mild functional impact
4., Mild pruritus

S. tild short ztature (3 tc 10 percentiles)

8. Mild school performance problem: without mental
retardation

T. Mild psychosacial burden

fievmptomztic EEG abnormalities

17)

n

. Mild headaches

18. Mild hearing loss

11, Mild constifpation
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iZ. Miid =scolivsis

17, Other

1. "Whole person” (rmultiple, widespread mild problems)>
2. CLS with moderate cosmetic impact

3. Cutaneous neurofibromas with moderate cosmetic impact
4, Cutanecus neurcfibromas uwith moderate functional
impact

5. Moderate pruritus

6. Moderate short stature (3rd percentiled

7. Moderate schoocl performance problems, with or without
"typaractivity,"” and/or minor deficiencies in IQ scores
Cte &¢ low &= 88D

€. Muderate psychosocial burden, with or without therapy
3. Speech impediment

10, Seizures controlled with medication

11. Moderate headaches

1E. Moderate hearing los: (with or wmithout hearing aid?
13. Moderate constipaticn

13. Moderate scolicsis, with or without surgical
correctiorn

19, Fereudarthrozis with limited consequences
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16. Other skeletal involvement

17. Asymptomatic paraspinal tumor

13. Azymptomatic intracrbital optic glioma
13. Viseral neurcofibromas

2%, Benign pheochromocytoma

1. Renovascular hypertension

m

. Precozious puberty

o~
=

)

. Ber ious asggravation with pregnancy

n
0)

£4. Other

c:l. "Whole perzon” (multiple, widespread moderate

Frobiemsz)

1)

. Cutaneousz neurofibromss with severe cosmetic impact
3., Cutaneous nheurofibromas with severe functional impact
4, Severe pruritus

5. Frank mental retardation

6., Zevere psychosocial burden

~

. Seizurez not controlled with medication

Z. Severe hzzarirg lces (not correctable?

n

3. Szvere scoliosi

1Y

1€, Fseudasrthreoszis with severe consequences (eg,

aivputation?



11, Symptomatic (ie. invasive paraspinal tumor(s))

-

12, Intracranial, spinal neoplasm

1Z. Symptematic optical glioma

14, Unilateral or bilateral blindness

15. Malignant necplasia (neurofibrosarcoma,
etc?

16. Intractable pain

17, Cerebrovascular inveolvement

13, COther

From Riccardi, 1882

leukemia,
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Arpendix B

CRITERIA FOR DIFFERENT LEARNING DISABILITIES

Pattern: based on performance on the Wide Range

Achievemzrt Test (WRAT? Jastak & Jastak, 1878)

1. Full Scale WISC-R 1Q@'S greater than 80

2. WFEAT reading and spelling percentile scores belouw 31

3. fAArithmetic percentile score above 30

4, Arithmetiic score one-half standard deviation above

resding scCores

Ezzdirm=z-csprelling-airithme+ic disabled

1. Full Scale LISC-R IG'5 greater than 80

2. Feading, szpelling, and arithmetic percentile scores

below 31

Z. Fercentile scores asverage on the three subtests below

6

Spelling-arithmetic dizabled

1. Full Sczle WITT-F IQ'S greater than 88

2. Speliing ard arithmetic percentile scores belouw 31

3. Reading scores above 33th percentile

4, Spelling and ar ithmetic scores at least one standard

devizticn below reading score:z



grithnetic diszbled

1. Full Zcale WISC-R 10'S greater thar 80

£. Fezding and spelling scores above 33

2. Arithmetic scores belouw 31

4. Ar ithmetic score:s one standard deviation below

reading score

g1
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Appendix C
FParent Behavior Inventory

ke 3re interested in learning more about the
different experiences poeple have had in their families.
Wz therefore are asKing & number of peorle to report
their exfperiences during childhood.

If you are under sixteen and have lived at home up
to this time, ansuer the questions as they describe what
happen:z there. 1f you did not grouw up Wwith your real
mether or father, but somecne took the place of that
parent irn your life, please dezcribe that person.

Fead ezch item on the following pages and circle
that answar that most closely describes the way each of
vyour parents acts towsrd you. BE SURE TO MARK EACH ITEM
FOR EACH FARENT.

1¥f yuu think the item is LIKE your parent, circle

I1¥f you thinKk the item is SOMELIHAT LIKE your parent,
circle 2L
If veu think the iterm is HNOT LIKE your parent,

circle UL..



10,

11.

FORM FOR MOTHER

Mates me feel better after talKing
over my uorries uith her.

Likes to talkK to me and be with me
much of the time.

Isn't very patient with me.

Is easy with me.

Seems toc see my good points more
than my faults.

Doesrn't let me go places becauce
something might haprpen to me.
Feelz hurt when I dorn't follow
advice.

Usuzlly doesn't find out sbout my
misbehavior.

Vicrries about how 1 will turn out,
because she takes anything bad 1 do
seriously.

Almeost always speaks to me with a
warm and friendly voice.

I¢ alwaye thinking of things that

St

SL

SL

SL

SL

su

SL

=1

SL

NUL

NL

NL

L.

L

NL

NL

tE
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n

n}

n

ny
(4]

4.

m

(7))

piY

will please me.

Say's I'm a big problem.

Let's me off easy when I do
something wrong.

Uriderstarnds my problemz and my
worries.

Forgets to help me when 1 need it.
Thirks 1'm not grateful when I don't
ohey.

Doesr't pav much attention to my
mizbehavior.,

1§ 1 tiresk & promise, doesn't trust
me ag=-in for a long time.

Enjoys talkirg things over with me.

Givez me a lot of care and attention.

Sometimes wicthes ehe didn't have

any children.

Car't say no to anything I want.

Enjoyse going on drives, trips,

or vicgits with me.

Forgets to get me things I need.

Fezels hurt by the thinss I do.

sL

sL

SL

SuL

SL

sL

SL

SL

SL

SL

SL

SL

sL

suL

L

NL

A

L

NL

L

34



0)
un

)

\l

o)
0)

Doesn't inzist that I do my

homeuwork,

Czys comedasy 1'11 be punished for

m bad behavior.

Srmiles at me often.,

Often givesz up something to get

something for me.

Ic always getting after me.

Excuses my bad conduct.

1s able to makKe me feel better when

1 am upset.

Almost always complains about what

1 do.

Tells me how much she has suffered

for me.

Doesn't check up to see whether I

have done uhzat she told me.

Thinks and talks about my

mizbehaviocr long after it's cocver.

Enjoys doing things with me.

MzKes me feel 1iKe the moszt

imzortsnt person in her life.

SL

Su

sL

st

SL

SL

sSL

SL

SuL

SL

SL

SL

sSL

NL

NL

L

NL

NL

NL

NL
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41.

42.

D
o)

a4,

S1.

Get:z cross and angry about little
things 1 do.

Let's me stay up late if 1 Keerp
asKing.

Enjoys worv¥ing with me in the house
or vyard.

Often blouws her top when I bother
her

Savs if 1 loved her, 1'd do what
she wants me to do.

Seldom incizts that 1 do anything.
Says that some day I1'l]l be sorry
that I wasn’'t better as a child.
Comforts me when I'm afraid.
Enjovys staving at tome with me more
thar goina cut with friends.
Doesti 't work with me.

Does not insizt 1 obey if 1
complain or protest.

Cheers mae up when 1 am sad.
Coesrn't get me things unless I ask

gver and over agzin.

sL

SL

SL

sSL

=1

=19

SL

SL

SL

SL

SL

SL

HNL

NL

L

Se



Sz.

wm
0)

4]
w

SE.

Sa.

S8.

£0.

B1.

Tellz me of all the things she has
ha:z done for me.

Does not bother to enforce rules.
Thinks that my misbehavior is very
serious and will have future
consegquences.

Often speakKs of the good things 1
do.

Makes her wmhole life center about
her children.

Doecsn't seem to Kriow what 1 want or
need.

I can talk her out of an order, if I
complain.

Has a good time at home with me.
Acts as though I'm in the way.

Says if I really cared for her, I
would not do thinags that causze her
to worry,

t.ets me get awar uwithout doing uork
1 had beern given to do.

Says thst sooner or later we always

SL

SL

sL

SL

SL

=19

sL

sL

su

sL

SL

SL

NL

NL

N

NL

ML
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BS.

EBB.

71,

pay for bad behavior.

Seems proud of the things I do.
Spends almozt all of her free time
with her children.

Tellse me to quit "hanging around
the house” and go someuhere.

Can be talked into thirgs easily.
Isn't interested in changing me,
but liKkes me as 1 am.

Makes me feel I'm hot loved.

ten 1 don't do as she wants, says
I'm not grateful for all she has
done for me.

Lets me get auway with a lot of
tthings.

Will talkK to me again and again

about anything bad 1l do.

SL

sL

SL

SL

sSL

SL

NL

NL

L

NL

83
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19,

11,

FORM FOR FATHER

Makes me feel better after talking
over my worries with him.

Likes to talk to me and be with me
much of the time.

Isrn't very patient with me ,

Iz easy with me,

Seemz to see my good Points more
tharn my faults.

Duesr't let me go Places because
something might happen to me .

Feels hurt when 1 don't follow

Usually doesn't find out about my
misbehavior,

Werriee shout how 1 will turn out,
becauze he takes anything bad I do
sericously,

Rlmost always speaks to me with a
warm and frierdly uoice.

Ie alwanvs thinking of things that

SL

SL

SL

sSL

SL

sSL

SL

SL

SL

SL

SL

NL

L

NL

NL

S3
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19,

0]
Qa

will p

Say's

Let's

someth

Unders

worrie

lease me.

I'm a big problem.

me off easzy when 1

ing wrong.

tands vy problems

s.

do

and rmy

Forgets to help me when 1 need

Thinks

obey.

Doesn’

misbah

If 1 ¢b

e aga

I'm not arateful when I don't

1 pav much attenti
avior.
rezk & promise, doesn’'t trust

irnn for a long time

it.

e to my

Enjovys talking things over uwith

Gives me a lot of care and

Scmeti

childr

mes wishes he didn

en.

't have any

Can't s3y no to anything I want

Ernjowvs

going on drives,

vigits with me.,

Forget

Fecls

trips,

me .,

attention.

or

2z to get me things 1 nreed.

tiurt by the things

I do.

Su

sL

Su

SL

SL

suL

SL

SL

sL

sL

sL

su

SL

SL

NL

ML

N

NL

NL

108
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34.

0)

36.

o)

0)

3.

a

'l

0)

Doesn't inzist that 1 do my

homewnrk.

)

bszd behavior.

Smiles at me often.

Often gives up something to get

something for me.

Is alwavye getting after me.

Excuzes my bad conduct.

I: able toc maKe me feel better when

1 am upset.

Almost alwayvye complains about what

1 do.

Telle me how much she has suffered

for me.

Doeshn't check up to see whether 1

have done what he told me.

Thinks and talws about my

misbehavior long after it's over.

Enjoys doing things with me.

Makes me feel l1iKe the most

important person in his life.

ave scmeday 1'll be punished for my

SL

SL

SL

sL

st

SL

SL

sL

sL

sSL

sL

SL

SL

MNL

NL

NL

NL

NL

NL

181
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41.

42.

a4,

45.

Getz cross and angry about little
things I do.

Let's me stay urp late if I Keep
askKing.

Enjoyes workKing with me in the house
or vard.

Ofter blows his top when I bother
him.

Says if 1 loved him, 1'd do what he
wants me to do.

Seldom insists that I do anything.
Says that some day 1'll be sorry
tthal ! wasn't btetter as 3 child.
Comforts me when I'm afraid.

Enjovs staying at home with me more
tharn goirng cut with friends.
Doesn't work with me.

boes not insizt I obey if I complain
or protest.

Cheers me up when I am sad.

Doesh't get me things unless 1 ask

over and over again.,

sL

SL

sL

SL

SL

SL

sL

SL

<19

=1

sSL

SL

NL

ML

129

L

NL

NL

NL

192
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rn

a
(03]

t
a

SE.

57.

53.

S3.

=10

E1.

E3.

Tells me of all the things he has

dotre for me.

Doe: not bother

to enforce rules.

Thinks that my misbehavior is very

cer ious and will have future

consequences.

Often speaks of the good things 1

do.

Makes his whole life center about

hie children.

Doesn't seem to Know what I want or

heed.

1 can talkK him out of an order, if

complain

Haz a good time at home with me.

Acts a3 thousah I'm in the way.

Says if 1 really czred for him, 1

would not do things that cause him

to worry.

Lets me get auway

1 had beern given

Savs that soonetr

without doing work

to do.

or

later we aluavs

SL

sSL

sL

sSL

sSL

SL

SL

st

SL

sL

SL

SL

ML

NL

NL

¢

NL

103



g4.

BS.

BE.

67.

68.

E3.

79.

71,

pay for bad behavior.

Seems proud of the things 1 do.

Spends almost all of his free time

with hie children.

Tells me to quit "hanging arocund the

house" and go someuwhere.

Car be talkKed into things easily.

1snn't interested in changing me, but

likes ne as I am.

MakKes me feel 1'm not loved.

lthen I don't do as he wants, says

I'm not grateful for 31l he has

done for me.

Lets me get away wWwith a lot of

things.

Will ta3l¥ to me again and again

about anything bad 1 do.

SL

SL

SL

SL

sL

sL

SL

SL

SL

184
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Appendix D

SCALES AND ITEMS OF THE CHILD'S REPORT OF

PARENTAL BEHAVIOR INVEMNTORY

Factor 1- Extent of Rcceptance

af‘! gEian! e

1.

Makes me feel better after talkKing over my uWworries

with her.

5. Seems to see my good points more than my faults,
18. Almost aluways speaks to me with a warm and friendly
voice.

14. Uriderstands m» problems and my worries,

139. Enjoys talkKing things over with me.

23. Enjoys going on drives, trips, or visits with me.
23. Smilez at me often.

32. ls 3ble tc make me feel better when I am upset.
37. Enjoys doing things with me.

41. Enjuys working with me in the house or yard.

385. Comforts me when I'm afraid.

50, CTheersz me up when 1 am sad.

55. Often speaks of the good things 1 do.

53. Hs: & good time at home with me.

634, Seem:z proud of the things 1 do.
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6. Isr't interested in charnging me, but likes me as I

Childcenterednes

= LiKes to talkK to me and be with me much of the time.

11. 1s alwayse thinKing of things that will please me.

20. Gives me alot of care and attention.

£3. Often gives up something to get something for me.

38. Mates me feel likKe the most important person in her

life.

47. Enjoye staving at home with me more than going out

with friend:.

S6. Makes her whole life center about her children.

65. Spends almost all of her free time with her

children,

Factor Z2-Autcnomy

Coptriol Throuagh Guilt

7. Feels hurt when I don't follow advice.

16. ThirkKke I'ti not grateful when I don't obey.
S. Feel:z hurt by the things 1 do.

34, Tells me how ruch she has suffered for me.

43, Says if I loved her, 1'd do what she wants me to do.
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5 me of all the things she has done for me.

o«
n)
—4
1]

1

-

£1, Szve if 1 really cared for her, I uculd not do
thingsz thzt cauze her to worry.
780. When 1 don't do as she wants, says 1'm not grateful

for all zhe has done for me.

4. I+ ¢35y with me,

13, Let's me off easy when I do something wrong.

m
m

Can't say no to anything I want.

31. Excuses my bad conduct.,

a4, Let's me stay up late if 1 Keep asKing.

242, DbOoes rnot insist T obey if I complain or protest.
S6. 1 can 131k her out of an order, if Icomplain.
B87. Can be talkKed intc things easily.

Factor 3- Firmness of Control

8., Usually doesn’t find out about my misbehavior.

17. Doesn't peay much attention to my misbehavior.

£, Doursn’t insist that 1 do my homework.

5. Doesn't check up to see whether I have done what she
1old me.

43, Seidim insists that I do anything.
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S2. Does not bother to enforce rules.

B82. Lets me get away without doing workK I had been given
to du.

71. Lets me get away with & lot of things.

Iztilling Percizstent Ansiets

3. lUorrigs about how ! will turn out, because she takes
arivthing bad 1 do seriously.

13. If I breakK a promise, doesn't trust me again for a
toeng time.

€7. Says someday 1'11 be punished for my bad behavior.
38. Thinks and taslks about my misbehavior long after
it's over,

45, Says that some day I1'11 be sorry that I wasn't

wn

better sz & child.

54, Thinks that my misbehavior is very serious and will
have future consequences.

B3. Szys that sooner or later we always pay for bad
behsvior.

7. Will taik to rme 3g3in and agsin about anything bad I

Rejection
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3. Iern't very patient with me.

€. Doesn't let me go places because something might
harpen to ne.

12. Sx»'s 1'm a big problem.

15. Forget:z to help me wuhern I need it.

21, Sometimes wishes she didn't have any children.
£4. Forget: to 3¢t me things I need.

30, ¥s always getting after me.

. Almost always complains about what 1 do.

. Getz cross and angry about little things I do.
42. Often blouws her top when I bother her.

43. Dogsn't work with me.

S1. Doesn't get me things unless 1 askK over and over
again.

57. Doesri't seem to Know what I want or need.

BS. Acts 3= though I'm in the uay.

B5. Tell: me to quit "hanging around the house” and go
someuwhere.

85, MaKesz e fee! I'm not loved.



Appendix E

INVENTORY OF ATTITUDES ON FAMILY LIFE

AND CHILDREN--MOTHER'S FORM

Read each of the statements below and rate them as

follows:

A a d D
strongly mildly mildly strongly
agree agree disagree disagree

Indiczte you» cpinion by drawing a circle around the "A"
if you strongly agree, around the "a”" if you mildly
sgt-ee, arcund the "d" if vyou mildly dicagree, and around
the "O" if you =trongly disasree.
There are to right or wrong answers, so ansuer according
to you: owti opiniorn, It is very important to the study
1that 2311 queszticns be answered. Many of the statements
will seem 3liKe but all &are necessary to show slight
differences of opinion.
1. A good mother should shelter her A adbD

ctiild from life's little

difficulties,

Children should be taught about AR adbD

ny

sex as soon as possible.
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11,

Feople uto think they can get alonsg
in marriage without arguments just
don't Knouw the facts.

Parents should not have to earn the
respect of their children by the
way they act.

The women who want lots of parties
seldom makKe good mothers.

Most mothers are content to be with
children all the time.

A child has & right to his oun
puint of view and ought to be
allowed to express it.

1¥ a parent is uwrong she should
admit it to her child.

A child should be taught to avoid
fighting no matter what happens.
Mczt mothers can spend all day with
tte children and remzin calm and
even-tempered.

Parent’'s who are intgrested in

hearing about their children's



-
D]

)

14,

parties, dates, and fun help them

grow up right.

A child should learn that he has to

be disappointed sometimes.

I+ is very importasnt that young

boys and girls not be allowed to

see each other completely undressed.

If a couple treslly loves each other

there are very feuw argumente in

their marr ied life,

Parerts should adjuzt to the

children rather than aluways

expecting the children to adjust

1o the parents.

A goad mother should develop

interests outside the home.

Orne of the uworst things about

takKing care of a home is a woman

feelz that ste can't get ocut.

Children should not be allowed to

dicsagree with their parents, even

if they feel their own ideas are
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better.

It's best for the child if he never

gets ctarted wonder ing whether his

mother 's views are right.

A child should be taught to fight

their own battles.

Children will get on any women's

rnerves if she has to be with

thery all davy.,

Childrern would be happier and

better behaved if parents would

show lecs interest in their affairs.

A ckild should be protected from

jobte which might be too tiring or

too hard for him.

Sex play is & normal thing in

children.

Sometimes it's necessary for a wmife

to tell off ter husband in order to

get her rights.

Children should learn to compromise

and adjust to the demands of their
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parents.

Tao many women forget that &

mother's place is in the home.

Most young mothers don't mind

spending most of their time at home.

A child's ideas should be seriously

cons idered in makKing family

decisions.

A child should be ericouraged to

lcok $or ansuwers to his questions

froam other pecple even if the

answers corntradict his parents.

Children should not be encouraged

tc box or wrestle because it often

leadse to trouble or injury.

Raisinhg children is an easy Jjob.

1¥f parents would fun with their

childrern, the children would be

more apt to take their advice.

Children have to face difficult

situations on their oun.

Sex it one of the greatest problems
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t0 be contended with in children.

ARlmcst any problem

by quietly talKing

There is no reason

have their ouwn uway

any more than that

have their ounh way

can be settled

it ocver.

parents should

all the time,

children should

all the time.

A mother can Keep a nice home and

still have plenty of time left over

to visit with neighbors and friends.

One of the bad things about raising

children is that you aren’'t free

enough of the time

you liKe.

Children should be discouraged from

telling their parents about it when

tu do Jjust as

they feel family rules are

unreaconable.

The child should not question the

thinking of his parents.

It's quite natural

hit ore another.

for children to
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Mathers very often feel that they

can't etand their children a

moment longer.

Laughing at children's jokKes and

telling children jokes usually fail

10 makKe things go more smoothly.

Children should be Kept away from

311 hard jobs which might be

discouraging.

Children are normally curious about

say.

It'z natural to have quarrels uwhen

tuwo pecple who both have minds of

their own get married,.

1t is rarely possible to treat a

child as 3 equal.

A good mother will find ernough

social life within the family.

Maxz+ sounz mothers are pretty

content with home life.

hen & child is in trouble he ought

to Know he won't be punished for

[ U
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talking asbout it with his parents.

A good mather can tolerate critiem

of herself, even with the children

are argund.

Mzt parents prefer a quiet child

to a "scrappy " one.

& mother should Keep control of her

temper even when children are

demandirng.

e you do things together,

children feel cloze to you and can

talk.
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INVENTORY OF ATTITUDES ON FAMILY LIFE AND

CHILDREN--FATHER'S FORM

Read each of the statements belouw and rate them as

follous:?

A a d D
strongly mildly mildly strongly
agree agree disagree disagree

Indicate your opinion by drawing & circle arocund
the "A" if you strongly agree, around the "a" if you
mildly agree, around the "d" if you mildly disagree, and
around the "DB" if you strorngcly disagree.

There are no tright or wrong ansuers, so anhsuer
according to your ouwn opinion. It is very important to
the =tudy thzt all questions be ansuwered. Many of the
statement: will seem &likKe but all are necessary to show
3light differences of opinion.

1. A guod father should shelter his A adD

child from life's little
difficulties.

2. Children should be taught about sex A a d D

as soohn az possible.

3. Feople uwho think they can get along A a d D

irn marriage without arguments just
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don't Knouw the facts.

Farents should not have to earn the

rezpect of their children by the

way they act.

A man can't do a father's job and

have an active social life too.

Moet fathers are content to be with

childrer in their spare time.

A child has & right to his oun

pcint of view and ought to be

allouwed to express it,

I¥f a parent is uwrong he should

admit it to his child.

A thild should be taught to avoid

fighting nc matter what happens.

Mozt fathers could spend all day

With the children and remain calm

and even-tempered.

Farent's who are interested in

hear ing about their children's

parties, dstes, and fun help them

arouw up right.
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A child stould learn that he has to

be dicappointed sometimes.

1t ic very important that young

boys and girls not be allowed to

see each other completely undressed.

1§ a courle reaslly loves each other

there are wvery feuw arguments in

their married life.

Farents should adjust to the

childrern rather than always

¢specting the children to adjust

te. the parents.

A oocd father should develop

jriterests outside the job and home.

Settling down to family life is

hard for a man because it means

givirg up so many other things.

Childrer chould not be allouwed to

dizsgree with their parents, even

if thes feel their ouwn ideas are

better.

1t':s best far the child if he never
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cets started uwondering whether his
father 's vieus are right.

A child should be taught to fight
their own battles.

It's no wonder men reach the
bailing point when they come home
and run immediatly into family
problems.

Children would be happier and
better behaved if parents would
stow less interezt in their affairs.
A child should be protected from
jobs which might be too tiring or
too hard for him.

Sex play is & normal thing in
children.

Sometimes it's necessary for a
husband to tell off hisc wife in
order to get his rights.

Children stould learn to compromise
and sdjust to the demands of their

parents.,

121
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Too manhy men forget that a father's

place is in the home.

Mozt fathers don't mind spending

most of their time at home.

B child's ideas should be seriously

cons idered in makKing family

decisions.

A child should be encouraged to

lock for ansuers to his questions

from other people even if the

ansuers contradict his parents.

Children should not be encouraged

tc box or wrestle because it often

lead:z to trouble or injury.

Faizing children is an easy Jjob.

1§ parent:s would fun with their

children, the chidren would be more

apt to take their advice.

Children have to face difficult

situations on their oun.

Sex iz one of the greatest problems

to be contended with in children,

[ 1]
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Almcst any problem can be settled
by quietly talkKking it over.

There is ho reason parents should
have their own uway all the time, any
more thar that children should have
their own way all the time.

A father can be & family man and
still have plenty of time left over
to vigit with neighbors and friends.
One of the bad things about raising
children it that you aren't free
enough of the time to do just as
you 1liKe.

Children should be discouraged from
telling their parents about it when
they feel family rules are
unreasonable.

The child should not question the
thinking of his parents.

It's quite natural for children to
hit one another.

There are times uwhen a father feels

123
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that he can't stand his family a

moment longer.

Laughing at children's jokes and

tellinzg children joKes usually fail

te msve thing:s go more smoothly.,

Childrern should be Kept away from

all hard jobs which might be

dizcouraging.

Children are normally curious about

sex.

1+'s rnatural to have quarrels when

two people who both have minds of

their ouwn get married.

1t is rarely possible to treat a

child as a equal,

A good father will find enocugh

social life within the family.

Moet young fathers are pretty

content with home life.

Lhen a child is in trouble he ought

to Know he umon't be punished for

talking about it with his parents.

1249
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A good father can tolerate critism

of himself, even with the children

are around.

Moet parente prefer a quiet child

to a "scrappy" one.

A father should Keep control of his

temper even when children are

demanding.

tthen you do things together,

children feel close to you and can

talk easier,

125



Aprpendix F
SCALES OF MODIFIED PRRENTAL ATTITUDE
RESEARCH INSTRUMENT

FACTOR 1- Authoritarian Control

<4 1. A good mother should shelter her child from
life's little difficulties.

(- 12, A child should learn that he has to be
disappointed sometimes.

(+) 23. A child should be protected from Jjobs wmhich
might be too tiring or too hard for him.

(- 34, Children have to0 face difficult situations
on their ocun.

(+) 45, Children ghould be Kept away from all hard

jJobs which might be discouraging.

(- #. Children should be taught about sex as soon
a¢ possible.

£4+)Y 12, It ie very important that youna boys and
girls not be allouwed to see each other
completely undressed.

C-) 24. Se- fplay is o normal thing in children.

126
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{+) 35, Zex is one of the greaztest problems to be

contended with in children.

-3 4, Children are normally curicuszs about sex.

Secluzjor of tte Mother

T+ S. The women whs want lote of parties seldom

mave 9cod mothers.

P
I
~
[y
[0}

A good mother should develop intereczts

cutside the home.

C+) 27, Too many women forget that a mother 's
place is in the home.

(-2 32. A mether can Keep & nice home and £till have
Flenty of time left over to viszit with
rneighbecre and friends.

{+2 48, A good mother will find enough social life
within the family,

(=2 3. If & parent iz wrong he should admit it to
hiz child.

4> 13, It's best for the child if he never gets

started wondering whether his mother's vieuws

are right.

-3 368, A child should be encouraged to look for



ansuwers to hies queztions from other people

evern if the ancswers tontradict his

parents.,

{+) 41. The child stould not question the thinkKing

of hitc parents.

=) S2. A gcod mother can tolerate critism

tercelf, even Wwith the children ar

Suterezzjon of Aaorezcsion

T+ 9. A child stould be taught to avoid

fighting no matter what haprenc,

(- 20. A child should be taught to fight

oun battlesz.

(+) 31. CThildren should not be encouraged

ot wreztle because it often leads

trouble or injury,

¢C->» 4. It's quite natural for children to

orie another .

¢+) 53, Most parents prefer a quiet child

"sCcrappy " ohe,

Fzctor II1- Hostility & Rejecti

Merjtal Conflict

(+) 3, Feopie who think they can get along

without arguments just don't Kknow the facts.

of

e around.,

their

to box

to

hit

to0 a

on

12

in marriage
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¢-> 14. If a couple really loves each other there are
very few argumente in their married 1life.

C+> 25, Soumetimes it's necessary for a wife to tell
off her husband in order to get her rights.

£-) 35, Almo:zt 2n> problem can be settled by quietly
talving it over.

v+ 47, It's natural toc have quarrels when tuwo people
who both have minds of their own get married.

Reiectic £ nemaic i

(-> 6. Most mothe~s are content to be with children
all the time.

C+) 17, One of the worst things about taking care of a
tome iz a woman feels that she can't get out.

(-) 28, Most young mothers don't mind spending most of
their time at home.

(+) 33. One of the bad things about raising children
iz that vou aren't free encugh of the time to
do just &s you like,

{-) 52, Most young mothers are pretty content with

herme life,

(-5 1¢., Most mothers can spend all day uwith the
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children and remain calm and even-tempered.
C+) 21. Children will get on any women's nerves
if she has to be with them all day.
C~) 32. Raising children is and easy Jjob.
C+) 43. Mothers very often feel that they can’'t
stand their children a moment longer.
¢-> 54. A mother should Keep control of her
temper even when children are demanding.

Factor 111- Democratic Attitudes

- 4., Parerits should not have to earn the respect
of their children by the way they act.

C+4) 15, Parerts zhould adjust to the children rather
than always expecting the children to adjust
toc the parents.

¢(-) 26. Children should learn to compromise and adjust
to the demands of their parents.

C4)

~-J

. There ic no reason parents should have their

o)

ouhn W3y &1l the time, any more than that

childrern should have their own way all the time.

t-% 43, It is rarely poscible to treat a child as a

equxl,



C+) 7.

C+) 28.

C-> 44,

{4 51.

131

A child has a right to hisz oun point of vieu

and ought to be allowed to express it.

Children should not be alloued to disagree

with their parents, even if they feel their

owunh ideaszs are better.

A child's ideas should be seriously

considered in making family decisions.

Children should be discouraged from telling

their parentz about it when they feel family

rules are unrezsorable.

Lien a child is in trouble he ought to Know he

won't be punished for talking about it with

hic parents.

Coms-adechtic and Sharing

(4> 11,

(=) eec.

C+) 32,

Farent's who are interested in hearing about

their children's parties, dates, and fun help

them grow up right.

Children uwould be happier and better behaved

if parents would show less interest in

their affairs.

I¥f rarents would fun with their children, the
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children would be more arpt to taxe their advice.
(-3 43, Lavshing st children's jocKes and telling
children joKes usually fail to make things go
more smoothly.
C+) 85, bhern you do things together, children
feel close to you and can talk.
ticte, Flus signe and minus signs indicate direction that

itemr iz scored.



