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Abstract

Rearing a severe mentally retarded child by the family in the
urban areas of Bangladesh appears to be very complex. The
families are faced with many peculiar problems in such
situations that include management, finance, lack of rest,
lower leisure periods of the parents. Some families may cope
very well and remain cohesive and creative units in which
other children may grow up normally and happily. The
presence of a mentally retarded child may overstrain some
families. Though many of the parents possess potentials, are
not being able to contribute significantly at home and in
community as they mostly keep themselves confined at home
with their mentally retarded children. If they can accept the
reality, interact properly with others, they could lead a
different life. In Bangladesh, the concerned professionals and
counselors do not possess enough information and data in
the related field. Sometimes they ignore many problem areas
that should be given enough importance.

The main objective of this study entitled “Psychosocial
problems of the parents of the mentally retarded and non-
retarded children in Rajshahi city’ is to find out the number,
nature and seriousness of the psychosocial problems of the
parents of the mentally retarded children living in the city.
And to compare their problems with the problems of the
parents of the non- retarded children.

In this study, one Case Study form to assess the mentally
retarded children, an Information Blank for the parents, Adult
form of the Mooney Problem Check List, and an attitude
measuring scale were used as instruments. Purposively
selected 60 parents (30 mothers and 30 fathers) of the
mentally retarded children and 60 parents of a counter group
non-retarded children responded the questionnaire and other
instruments.

On the basis of primary data, secondary data, free discussion
with the parents and his personal observation the researcher
concludes that the parents of the mentally retarded children
face more psychosocial problems compared to the parents of
the non-retarded children, mothers of the mentally retarded



children possess more psychosocial problems compared to the
fathers of the mentally retarded children, parents of the
mentally retarded children of lower middle class
socioeconomic group possess more psychosocial problems
compared to the middle class and poor socioeconomic groups,
and large majority of the parents of the mentally retarded
children do not possess scientific knowledge related to the
factors of mental retardation in Rajshahi city. In addition the
researcher found that large majority of the lower middle class
severely retarded children are being given psychotropic drugs
which are creating more problems to the children and their
parents.

Considering his observation, the researcher strongly
recommends the health wing of the City Corporation to
undertake an appropriate measure to identify the mentally
retarded children living in all the 30 wards of the city.
Secondly, he recommends establishment of at least one
Special Education School or Day Care Center in all the wards
where these mentally retarded children should spend some
time of the day. He thinks that during absence of these
children from home in such schools or Day Centers, the
mothers can at least take a break. The researcher also
recommends both institutional and home based counseling
programs for the parents to help them realize the exact
condition of their handicapped children and plan what to do
for them.

From discussion with the parents, the researcher understood
that some social welfare benefit or monthly pension from the
Government for the mentally retarded persons would increase
the social status of the mentally retarded persons and their
parents.

Finally the researcher strongly feels that a National Policy for
the Mentally Retarded persons is urgently needed in
Bangladesh that the NGOs can not do trials and errors with
them and their parents

vi
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CHAPTER - 1
INTRODUCTION

The birth of a mentally retarded child is always some additional problem to
the parents and the family. If the degree of retardation is severe and the
child needs help of others in toilet, eating and clothing, the degree of
problem to the family increases more. In Bangladesh, until very recently the
severe and profound handicapped persons were dying mostly in their early
ages due to faulty treatment and many other drawbacks. Nowadays such
persons are experiencing relatively longer life because of EPI program,
better medical facilities and awareness development in the country. But
whether the life span of the mentally retarded person is short or long, the
family members of the severe mentally retarded children face many
problems that are not faced by the family members of the non-retarded
children.

The number, nature and seriousness of the problems are different in
different families and for individual subjects. Education, economic
condition, social status, profession, quality of living places, surroundings,
neighbors, relatives, values and perception of the families are important
factors which determine the nature and seriousness of the problems. For a
particular family the medical care facilitiecs may be the most important
problem. For another family the neighbors and relatives may become
important problems.

It 1s observed that the rural mentally retarded persons and their family
members enjoy relatively a better social environment compared to the urban
mentally retarded persons in Bangladesh (Sufi, Yamashita, Nazneen, 1996).
Therefore, it i1s assumed that the number, nature and seriousness of the
psychosocial problems of the parents and family members of the rural
mentally retarded persons are lesser compared to the urban parents and
family members. In large cities, where the living patterns are more
mechanized and formal, the mentally retarded children mostly remain
confined inside their houses. They do not get the opportunity of enjoying
nature and the warmth of the community. If the housing pattern is

apartment type, the life of the mentally retarded children become more
complicated.

The researcher observed many parents of the severe mentally retarded
children in Rajshahi City who never plan to go outside their home together.
Either the mother or the father remains at home to attend the mentally
retarded child. In rural areas the picture is different. There are many
relatives or neighbors who help the parents to look after the handicapped
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children. Secondly, in the rural areas, large majorities of the families are yet
joint families and the parents remain relatively more tension free.

This study 1s an attempt to investigate the psychosocial problems faced by
the parents of the mentally retarded children in Rajshahi City and to
compare the problems with the parents of the non-retarded children. This is
not a complete study of all the parents of all the mentally retarded children
living in Rajshaht City. This study was done with a small purposively
selected sample of parents whose children are severe mentally retarded and
need help in toilets, eating and clothing. But before entering into the study it
1s pertinent here to describe mental retardation and matters related to mental
retardation.



I Chapter Page- 3

Mental Retardation

We do not find any nation that can claim itself to be free from the problems
of mental retardation. Of four billion inhabitants on our planet, about 1 to 3
percent are Mentally retarded (WHO, 1968). Mental retardation is a serious
problem that is viewed from different angles by people of different
disciplines. The medical people consider mental retardation from the
viewpoint of disease and treatment. Educationists consider the mentally
retarded persons as a slow learner. Psychologists view it as sub-normal
intellectual capacity and psychosocial immaturity that lead to maladaptive
behavior. However, all of them are interested to understand the nature and
causes of mental retardation from a scientific point of view (Sufi, 1992).

Ancient and modern views

Ancient views: People were aware of the problem of mental retardation
from ancient time and the ancient people also tried to understand and
explain mental retardation with their limited knowledge. A brief review of
the ancient views here may be interesting as well as enlightening with
regard to some aspects of mental retardation.

Description of mentally retarded children is found to a significant extent in
Sanskrit  literature.  Terms  such as  Jada,  Buddhimandyam,
Manasmmandhyam, Mudha Budhi, Manasikadurblyam, etc. are used to
explain Mental Retardation (Kapila, 1964).

According to old Sanskrit texts, diseases and health are explained on the
basis of Tridosha - the theory of three humors. Deficiency or excess in any
one or all the three humors (supporting elements) of Personality (Prakriti)
results in the discordance which is called Roga or disease. Similarly
anything that afflicts the body or cell self (living personality) or both is
called a disease. Mental Retardation, which is a deficiency (Mandata) in
cognitive plane (Manasika), 1s therefore a disease according to the ancient
Sanskrit Literature. According to these literatures a Jada or Mentally
Retarded child is born due to the Morbid humours that are provoked by the
deficits of Spermoplasm (Vijatmkadosh), the condition of the Uterus
(Ashaya), Season (Kala) and the defects of the Mother's diet and behaviour
(Maturahara viharcdoshaith) during gestation. It was postulated that a child
is born out of some of the following factore:

Prenatal seeds (Matraja & Pitraja),
Spirit (Atmaja),

Nourishment (Rasaja), and

Mind (Sattvaupapadaka).

2 b —
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The Sperm cells (Vija) of the parents contain minute elements derived form
each of its organs and tissues. Questions were raised as to why the Jada,
Kubja (hunch backed), Muka (Mute), Vyanga (Deformed) and Unmatta
(Insane) are unlike their parents. The answer is that a child is not developed
according to the organs of the parents with their idiosyncrasies or acquired
characters (Charka, 1949).

Rather 1t can be said that derangement in the Vata (wind) humour of

pregnant mother is mainly responsible for the birth of Mentally Retarded
children (Shastry, 1938).

Balodhi (1985) mentions that according to these ancient texts the factors
that are considered important in Mental retardation are:

(1) Hereditary,

(2) Defective fetus,

(3) Inappropriate child rearing,

(4) Malnutrition, and

5) Divine influence.

Except divine influence all the four other factors bear similarities with the
modern outlooks.

From above discussion of the Sanskrit literature it becomes evident that
existence of Mentally retarded persons are not new in this part of the world.

In Greece and Rome, the retarded persons were viewed with horror and
exposed so that he or she might perish. The word idiot comes form the
Greek and 1t means a person who can not take part in public life and can not
take part in conversation. The term imbecile had its origin in Bacillum
meaning a short stick, for an imbecile was a person who could not stand
unsupported. In sparta all children at a state of their life were viewed by
civic fathers and the handicapped children including the mentally retarded
children were condemned to death. In ancient times even in India, an officer
was appointed to single out the handicapped children and they were put to
death. Marcus Valerius, a first century poet describing children with mental
handicap writes acute capit et auribus longibus, quae is moventur ut
assellorum, (with narrow heads and long ears they move in the manner of
assess). During the Roman Empire, deformed idiots were kept in many
household for amusements. Unfortunately even today persons with mental
handicap often become sources of amusements for people (Sufi, 1992).

The Jewish Talmud stresses that mental Retardation is a mental disease, not
connected in any way with diabolical possession and that physician and not
the priest should be consulted for its treatment. It classifies epileptics and
retarded persons under the same headings. It also stated that persons
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suffering form Mental illness were not held responsible for their actions and
therefore should not be punished (Sufi & Yamashita, 1996).

The Holy Quran however has showed a much more reasonable attitude -
“Give not unto those who are weak of understanding the substance which
Allah has appointed you to preserve for them but maintain them therewith
and clothe them and speak kindly to them”. In the Holy Quran, there are
descriptions of the mentally retarded persons in Sura Nesa, Sura Mariam
and in many other places. These Ayats clearly described the conditions and

the responsibility of the society towards the mentally retarded persons
(Afsaruddin, 1988).

Today, the words like fool, imbecile, or idiot are no longer in use. Rather
the term Mental Retardation is used to describe various forms of mental
deficiency.

The civilization started in Bangladesh approximately 5000 years ago and
the Mentally retarded people were present form the very beginning. In the
old literatures we find many references to these dull people. The characters
were shown sometimes as a laughing stock, sometimes as a helpless one. In
many novels the characters were shown as burden and source of anxiety to

the family. In Bengali language they were termed as Boka, Gadha, Adha
Pagla, etc (Solaiman, 2003).

Modern scientific views:

The terms mental Retardation or Mental deficiency or Hypophrenia or
Oligophrenia are often synonymously used and it is sometimes hard to
define these separately. The scientists concentrated their attention to the
concept of mental retardation mainly during the decade of sixties. They
understood that Mental Retardation refers to sub-average general
intellectual functioning which originate during the developmental period of
a child and is associated with impairment in adaptive behaviour.

The subaverage general intellectual functioning group includes all
individuals whose performance on suitable objective tests of general
intellectual ability is more than one standard deviation below the population
mean. The upper limit of the developmental period is considered to be at
approximately sixteen years.

Adaptive behaviour is manifested in three principal manners: (1)
maturation, (2) learning, and (3) social adjustment. Each of these three
factors assumes primary importance during a certain stage of developmental
period. Thus maturation, which refers to the rate of development of the
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sensory motor skills such as sitting, walking, talking, is the important
criterion of adaptive behaviour during the pre-school years. Learning
defined as ability to acquire academic skills is important during the school-
age years. Social adjustment assumes primary importance at the adult level.
The principal indicators of social adjustment at the adult level are:

the degree to which the individual is able to maintain himself
independently in the community and in gainful employment as well
as his ability to meet and to conform to other personal and social
responsibilities and standards set by the community (Heber, 1959).

The quality of interpersonal relationship is an important manifestation of
adaptive behaviour during the preschool and school periods. However,
social adjustment is considered the primary criterion of adaptive behaviour
only at the adult level.

In recent years the American association of Mental deficiency (AAMD) has
defined mental retardation as:

Significantly subaverage general intellectual functioning existing
concurrently with deficits in adaptive behaviour, and manifested
during the developmental period (AAMD, 1973).

Mental retardation is thus defined in terms of level of behaviourial
performance; the definition says nothing about casual factors - which may

be primarily biological, psychological or sociocultural, or a combination of
these.

The American Psychiatric Association has adopted the same definitional
approach for its latest classification (DSM-III) listing mental retardation as
a disorder beginning before the age of 18. By definition any functional
disorder equivalent to mental retardation that has its onset after age 18 must
be considered dementia rather than Mental retardation. The distinction 1s an
important one because, as has been pointed out, the psychological situation
of the individual who acquires a pronounced impairment of intellectual
functioning after attaining maturity is vastly different form that of the
individual whose intellectual resources were subnormal throughout all or
most of this early development.
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Kolb (1962), writing the preface to Mental Retardation has the following
pertinent comment to make.

"We are concerned here with a consideration of those conditions
given innately through genetic determinants or as they occur in the
early developmental process of the growing foetus or infant which
lead to arrest or limitation of cerebral development so as to preclude
the successful evolution of an intellectual capacity adequate for an
independent social existence".

Such a broadly based statement will not only include conditions that
produce chemical and anatomical disturbances of the nervous systems
which limit the capacity of the brain to respond to environmental stimuli
and to integrate such stimuli, but also those conditions resulting from
environmental deprivations that impair the full functioning of the otherwise
well developed and intact central nervous system.

With the change of attitude towards the mentally retarded persons
throughout the world, the definition of mental retardation also has changed
a lot. We find the most recent definition, given in the 7th World Congress
of the International Association for the Scientific Study on Mental
Deficiency, as follows:

Mental Retardation is not a disease or single entity, rather a term
applied to a condition of retarded mental development present at
birth or in early childhood and is characterized mainly by limited
intelligence combined with difficulty in adaptation. Hence mental
retardation is impaired mental ability. A retarded child learns more
slowly and at maturity his capacity to understand will be less than
normal. He finds difficulty in learning, social adjustment and
economic productivity (Sen and Dutta, 1985).
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Tvpes of Mental Retardation

APA (1968) classifies mental retardation into the following five categories
according to the degree of retardation:

Borderline: 1Q 68 through 83 (i.e., between | and 2 standard deviations
below the mean), Corresponding to a maximum adult mental age of about
11 to 13 years. This category numbers roughly 15 percent (almost 1 in
every 6 persons) of the general population. All other degrees of mental
retardation, with IQ less than 68, number roughly 3% of the total
population.

Mild: 1Q 52 through 67 (between 2 and 3 standard deviations below the
mean), corresponding to a maximum adult mental age of about & to 11
years. Mild retardation is about eight times as frequent as all three more
severe degrees of retardation combined. These children usually look
normal, and show no signs of congenital malformations or physical
handicaps. Such factors combine to make it unlikely that mild retardation
will be recognised until after the child starts school and is identified as a
slow learner. The absence of brain pathology has led mild retardation being
described in such terms as physiological, clinical, residual, primary,
endogenous and cultural- familial.

During age 0 to 5 years they can acquire, to a certain extent, social and
communication skills, and they are rarely distinguished from the normal
intelligent people until later age. They can learn academic skills to
approximately 6th grade level by late teens. Mildly retarded children are
also educable and at the age of 18 years and over, the are capable of social
and vocational adequacy with proper education and training. But they
frequently need supervision and guidance under serious social or economic
stress.

Moderate: 1Q 36 through 51 (between 3 and 4 standard deviation below the
mean), corresponding to a maximum adult mental age of about 7 years. In
adult life, individuals classified as moderately retarded attain intellectual
levels similar to that of the average 7 year old child. With early
intervention, special education and proper training they can learn the self-
help activities and the social adaptive behaviour. Under sheltered
workshops they can become semi-skilled workers.

Severe: 1Q 20 through 35 (Between 4 and 5 standard deviations below the
mean), corresponding to a maximum adult mental age of about 3 to 5 years.
Usually their motor and speech developments are severely retarded, sensory
defects and motor handicaps are common among them. They can develop
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very limited skills for maintaining personal hygiene and self help.
Throughout their whole lives they will be dependent on others for care.

Profound: 1Q under 20 (more than 5 standard deviations below the mean),
corresponding to an adult mental age no greater than that of the average
3year old child. The profoundly retarded are totally dependent. They
number only in a thousand of the general population, and represent only 3%
of all mentally retarded persons, but roughly 30% of the institutionalized
retarded. During 0 to 5 years, they have gross retardation; minimal capacity
for functioning in sensori motor areas; and they need extensive nursing
care. During age 6 to 18 years, some motor developments occur; they can
not profit from training in self help. Thus they remain totally incapable of
self-maintenance and need complete care and supervision.

Clinical Types

Apart from these five categories of mental retardation in general, we find
some specific clinical types of mental retardation. Each of these clinical
types, discussed below, has its own distinctive symptomatic and etiological
patterns.

Down's Syndrome: Langdon Down in 1866 first described this type of
clinical condition associated with moderate and severe mental retardation.
The term Mongolism is often used in referring to this syndrome. Afflicted
persons frequently have almond shaped eyes (Golden & Davis, 1974).

In addition to almond shaped eyes, the skin of the eyelids tends to be
abnormally thick; the face and the nose are often flat and broad, as is the
back of the head; and tongue, which seems too large for the mouth, may
show deep fissures. The iris of the eye is frequently speckled. The neck 1s
often short and broad, as are the hands, which tend to have creases across
the palms. The fingers are stubby and the little finger is often more
noticeably curved than ate other fingers. Well over 50% of these persons
have cataracts, which are not congenital but tend to make their appearance
when the child is about 7 or 8 (Falls, 1970).

Majority of the Down’s Syndrome cases have trisomy of chromosome 21 in
group G, which results in a total of 47 chromosomes. A small proportion of
cases have been attributed to mosaicism or to translocation. Down's
Syndrome is the only common form of mental retardation due to autosomal
abnormality (Gregory and Smeltzer, 1977).

Cranial Anomalies: Mental Retardation is associated with a number of
conditions in which there are relatively gross alteration in head size and
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shape, and for which the casual factors have not been definitely established
(Wortis, 1973).

In 'macrocephaly’ for example there is an increase in the size and weight of
the brain, an enlargement of the skull, and visual impairment, convulsions
and other neurological symptoms resulting from the abnormal growth of
glia cell that form the supporting structure for brain tissues. Other cranial
anomalies include 'Microcephaly' and 'Hydrocephalus'.

The term "Microcephaly” means small heatedness. It refers to a type of
Mental Retardation resulting from impaired development of the brain and a
consequent failure of the crantum to attain normal size. In an early study of
the post mortem examinations of brains of microcephalic individuals,
(Greenfield and Wolfson, 1935) reported that practically all cases examined
showed development to have been arrested at the fourth or fifth month of
fetal life. Fortunately, this condition is extremely rare. The circumference of
the head of the microcephalic child rarely exceeds 17 inches, as compared
with the normal size of approximately 22 inches, Penrose (1963) also
described microcephalic youngsters as being invariably short in structure
but having relatively normal musculature and sex organs.

Microcephaly may result from a wide range of factors that impair the brain
development, including intrauterine infections and pelvic irradiation of the
mother during the early months of pregnancy (Koch, 1967).

Miller (1970) noted a number of microcephaly in Hiroshima and Nagasaki
that apparently resulted from atomic bomb explosions during World War II.
The role of genetic factors is not as yet clear. Treatment is ineffective once
faulty development has occurred, and, at present, preventive measures focus
on the avoidance of infection and radiation during pregnancy.

"Hydrocephalus" is a relatively rare condition in which the accumulation of
an abnormal amount of Cerebrospinal Fluid (CSF) within the cranium
causes damage to the brain tissues and enlargement of the cranium. In
congenital cases of hydrocephalus, the head is either already enlarged at
birth or begins to enlarge soon thereafter, presumably as a result of
disturbance in the formation, absorption, or circulation of the cerebrospinal
fluid (Wortis, 1973).

The disorder can also develop in infancy or early childhood following the
development of a bramn tumor, subdural haematoma, meningitis, or other
such conditions. Hence the condition appears to result from a blockage of
the cerebrospinal pathways and an accumulation of fluid in certain brain
areas.



1" Chapter Page- 11

The clinical picture in hydrocephalus depends on the extent of neural
damage, which in turn, depends on the age of onset and the duration and
severity of the disorder. While the expansion of the skull helps minimize
destructive pressure on the brain, serious brain damage occurs nonetheless,
leading to intellectual impairment and such other effects as convulsions and
impairment or loss of sight and hearing. The degree of intellectual
impairment varies, being severe or profound in advanced cases. A good deal
of attention has been directed to the surgical treatment of hydrocephalus,
and with early diagnosis and treatment, this condition can usually be

arrested before severe brain damage has occurred (Geisz & Stemhausen,
1974).

Cretinism: Cretinism provides a dramatic illustration of mental retardation
resulting from endocrine imbalance. In this condition, the thyroid either has
failed to develop properly or has undergone degeneration or injury; in either
case, the infant suffers from a deficiency in thyroid secretion. Brain damage
resulting from this insufficiency is most marked when the deficiency occurs
during the prenatal and early postnatal periods of rapid growth.

In severe cases of cretinism the individual has a dwarf like, thickest body
and short, stubby extremities. Height is usually just a little over 3 feet, the
shortness is accentuated by slightly bent legs and a curvature of the spine.
The individual walks with a shuffling gait that is easily recognizable and
has a large head; thick eyelids give the person a sleepy appearance. Other
pronounced physical symptoms include a broad, flat nose, large and flappy
ears, a protruding abdomen, and failure to mature sexually. Most
individuals with cretinism fall within the moderate and severe categories of
mental retardation. Early treatment of cretinism with thyroid gland extract
is considered essential; infants not treated until after the first year of life
may have permanently impaired intelligence.

As a result of public health measures on both national and international
levels with respect to the use of iodized salt and the early detection and
correction of thyroid deficiency, severe cases of cretinism has become
practically nonexistent in the USA and in most of the developed countries.
But such is not the case in other countries including Bangladesh.

Phenylketonuria (PKU): Phenylketonuria is a rare metabolic disorder,
occurring in about 1 in 20,000 births retarded individuals n institutions who
suffer from PKU number about 1 in 100 (Holmes, 1972; Schild, 1972). In
PKU the baby appears normal at birth but lacks an enzyme needed to break
down phenylalanine, an amino acid found in many foods. The genetic error
manifests itself in pathology only when this condition, not being detected,
Rajshabi University Library
Documentation Section
Document NO.D“‘QQQA‘
Date.£4.:.(0:94......c0n0 o0
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lead to the accumulation of phenylalanine in the blood that eventually
produces brain damage. The disorder usually becomes apparent between 6
and 12 months after birth, although such symptoms as vomiting, a peculiar
odour, infantile eczema, and seizures may occur during the early weeks of
life. Often the first symptoms noticed are signs of mental retardation, which
may be moderate to severe depending on the degree to which the disease
has progressed. Motor incoordination and other neurological manifestations
relating to the severity of brain damage are also common, and often the
eyes, skin, and hair of untreated PKU patients become very pale.

Most older PKU patients show severe to profound Mental Retardation, with
the median 1Q of untreated adult phenylketonurics being about 20. Perry
(1970) has reported the cases of two untreated PKU patients with superior
intelligence. These findings have made PKU something of an enigma. It
results from a liver enzyme deficiency involving one or more recessive
genes (Burns, 1972). For a baby to inherit PKU, it appears that both parents
must carry recessive genes.

Cultural - familial Mental Retardation: Children who fall under this
category are usually mildly retarded. They make up the majority of persons
labelled as mentally retarded. These children show no identifiable brain
pathology and are usually not diagnosed as mentally retarded until they
enter school and have serious difficulties in their studies. As a number of
investigators have pointed out, however, most of these children come from
poverty stricken, unstable, and often disrupted family backgrounds
characterised by a lack of intellectual stimulation, an inferior quality of
interaction with others, and general environmental deprivation (Bims &
Bridger, 1977; Braginsky & Braginsky, 1974; Feurstein, 1977; Heber,
[970).

They are raised in homes with absent fathers and physically or emotionally
unavailable mothers. During infancy they are not exposed to the same
quality and quantity of tactile and kinaesthetic stimulation as are found in
case of other children. Often they are left unattended in a crib or on the
floor of the dwelling. Although there are noises, odours, and colours in the
environment, the stimuli are not as organised as those found in the middle-
class and upper-class environments. For example the number of words they
hear 1s limited, with sentences brief and most commands caring a negative
connotation (Tarjan & Eisenberg, 1972).

Causes of Mental Retardation

Scientists have found that mental Retardation may be caused by various
factors. These factors may broadly be classified into the following
categories.
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Biological Causes

Genetic-Chromosomal Factors: Mental Retardation tend to run in
families. This 1s particularly true of Mild retardation. However, poverty and
socio-cultural deprivation also tend to run in families. So it is difficult to
discern accurately the role exactly played by hereditary factors in causing
such mild mental retardation.

Genetic and chromosomal factors play a much clearer role in the etiology of
relatively rare types of mental retardation such as Down's Syndrome.
Specific chromosomal defects are responsible for metabolic alternations
that adversely affect development of the brain. Genetic defects leading to
metabolic alternations may, of course, involve many other developmental
anomalies besides mental retardation. In general, the mental retardation
most often associated with known genetic-chromosomal defects are
moderate to severe in degree.

Extraordinary technical developments in recent years have permitted an
accurate and detailed study of the individual chromosomes of man. In 1956
it was demonstrated that a normal human being possesses 46 chromosomes.
But individuals affected with Down's Syndrome have 47 chromosomes, the
extra member being one of the small chromosomes of the G group. This
trisomy condition is the consequence of meiotic nondisjunction, or failure
of proper separation of a pair of homologus chromosomes during the
maturation divisions of the egg. Down's Syndrome appears with
increasingly higher frequencies among children of mothers of advancing
age; the oocyte of older women are apparently prone to the abnormal
process of nondisjunction. In rare instances, Down's Syndrome is not
caused by non disjunction, but by another chromosomal aberration,
translocation.

Researcher have long believed that the 'extra’ chromosome in Down's
Syndrome is in some way contributed by the mother. But in 1973 it was
learned that in certain instances it is in fact contributed by the father (Sasaki
& Hara, 1973; Uchida, 1973).

It has been known for many years that the incidence of Down's Syndrome
increases in regular fashion with the age of the mother. A woman in her 20
s has about | chance in 2000 of having a Down's Syndrome baby, whereas
the risk for a woman in her 40 s is 1 in 50 (Holvey & Talbot; 1972).
Evidence of this type led normally to the speculation that the capacity of the
older woman to produce a chromosomally normal fetus was somehow
impaired by the aging process.



1" Chapier Page- 14

Quite recent research, however, Strongly suggests that age of the fathers at
conception is also implicated, particularly at the higher ranges of parental
age. In one study involving 1,279 cases of Downs Syndrome in Japan,
Matsunaga and associates (1978) demonstrated an overall increases in
incidence of the syndrome with advancing paternal age when maternal age
was controlled. The risk for the fathers aged 55 years and over was more
than twice that for fathers in their early 20s. thus it seems that advancing
age in either parent increases the risk of the trisomy 21 anomaly. As yet we
do not understand how aging produces this effect, a reasonable guess 1s that
aging is related to cumulative exposure to varied environmental hazards,
such as radiation, that might have adverse effects on the process involved in
zygote formation or development.

But whatever the causes of the chromosomal anomaly, the end result is the
distortion in the growth process characteristic of this clinical syndrome.
There 1s no known effective treatment. When parents have had a child with
Down's Syndrome, they are usually quite concerned about having further
children. In such cases genetic counselling may provide some indication of
the risk of abnormality. In recent years, the technique known as
'amniocentesis’ has made it possible to diagnose most cases of Down's
Syndrome 'in utero', thus permitting parents to make a rational choice
concerning termination of pregnancy if the fetus is abnormal.

Delation: Sometimes a piece of chromosome breaks off resulting in a
deletion of genetic materials. The effects of the loss of a portion of
chromosome depend on the particular genes lost. A large delation, with the
loss of many genes, is incompatible with life.

Dr. Jerme Lejeue and his colleagues, at the University of Paris, described in
1963 the peculiar effects in an infant of the loss of a portion of the number 5
chromosome of group B. Affected infants have a rounded, moonlike face
and utter feeble, plaintive cries described as similar to the mewing of a cat.
In fact, the disorder has been named cri du chat or 'cat cry' syndrome. Such
unfortunate infants are mentally and physically retarded. Although
originally thought to be exceedingly rare, at least 70 cases of this disorder
have been reported since the initial discovery. The 'cri du chat' syndrome,
are traceable to a loss, or delation, of a portion of a chromosome. A type of
cancer (chronic myeloid leukaemia) has been associated with a specific
aberrant chromosome (Philadelphia chromosome). A large proportion, as
many as 25 percent, of early aborted human fetuses have been found to
possess abnormal chromosome complements (Volpe, 1980).

Infection and toxic agents: Mental Retardation may be associated with a
wide range of conditions due to infection. If a pregnant woman has syphilis
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or is afflicted with German Measles, her child may suffer brain damage.
Brain damage may also result from infection occurring after birth, such as
viral encephalitis.

A number of toxic agents, such as carbon monoxide and lead, may cause
brain damage during fetal development or after birth. Immunological
agents, such as antitetanus serum or typhoid vaccine, taken by mother, may
lead to brain damage of the fetus. Similarly, certain drugs taken by the
mother during pregnancy may lead to congenital mal formations; an
overdose of drugs administered to the infant may result in toxicity and brain
damage. In rare cases brain damage results from in compatibility in blood
types between mother and fetus-conditions known as Rh, or ABO, system
incompatibility. Fortunately, early diagnosis and blood transfusions can
now minimize the effects of such incompatibility.

Prematurity and trauma: Follow-up studies of children born prematurely
and weighing less than about 5 pound at birth have revealed a high
incidence of neurological disorders and often mental retardation. In fact,
very small premature babies are many times more likely to be mentally
retarded than normal infants (Mc Donald, 1964; Rothschild, 1967). Physical
mjury at birth can also result in retardation. Isaacson (1970) has estimated
that 1 birth out of 1000 there is brain damage that will prevent the child
from reaching the intelligence level of a 12-year-old. Although normally the
fetus is well protected by its fluid-filled bag during gestation, and its skull
appears designed to resist delivery stressors, accidents do happen during
delivery as well as after birth. Difficulties in labour due to malposition of
the fetus or other complications may irreparably damage the infant's brain.
Bleeding within the brain is probably the most common results of such birth
trauma. Use of forceps during delivery may cause brain damage that may
lead to mental retardation. Anoxia - or lack of sufficient oxygen to the brain
stemming from delayed breathing or other causes is another type of birth
trauma that may damage the brain. Anoxia may also occur after birth as a
result of cardiac arrest associated with operations, heart attacks, near
drowning or severe electric shocks.

Tonizing radiation: In recent years a good deal of scientific attention has
been focused on the damaging effects of ionizing radiation on sex cells and
other bodily cells and tissues. Radiation may act directly on the fertilized
ovum or may produce gene mutations in the sex cells of Cilhcr‘ or both
parents, which in turn, may lead to defective fospring. Sources of harmful
radiation were once \imited primarily 1o high energy X-rays used for
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physical and mental damage protein deficiencies in the mother's diet during
pregnancy, as well as in the baby's diet after birth, have pmpointed as
particularly potent causes of lowered intelligence.

A limited number of cases of mental retardation are also associated with
other biological agents, such as brain tumors that either damage the brain
tissue directly or lead to increased cranial pressure and concomitant brain
damage. In some instances of mental retardation particularly of the severe
and profound types the causes are uncertain or unknown, although
extensive brain pathology is evident.

Unknown Prenatal Influence:

Cerebral Malformations: Anencephaly and hemianencephaly are among
the most common congenital ‘brain malférmations, invariably resulting in
death at birth or shortly thereafter due to absence of one or both cerebral
hemispheres or even greater portions of the central nervous system.
Malformation of gyri include argryia, macrogyria , and microgyria. The
latter is a relatively common pathological condition found in the severely
mentally retarded. Congenital porencephaly is characterized by large funnel
shaped cavities occurring anywhere in the cerebral hemispheres.

Craniofacial anomalies: Primary microcephaly is transmitted by a single
pair of autosonoal-recessive genes, and invariably associated with moderate
to severe retardation. Microcephaly may also be secondary to exogenous
lesions, resulting from infections, trauma, or asphyxia. This term is reserved
for adults with a head circumference of 17 inches or less; or children with a
head circumference of less than 13 inches at 6 months, 14 inches at 1 year,
or 15 inches at 2 years.

According to the Psychiatrists, Severe, and Profound retardation are
associated with brain disease, and often with congenital malformation and
physical handicaps. The more severe the retardation, the more obvious it
will be to nonprofessional observers, and greater the probability of
associated physical disabilities. Hence medical advice is likely to be sought
earlier than in the case of mild retardation. Such disorders as Down's
Syndrome, microcephaly, and hydrocephaly may be easy to identify early,
but it is extremely important to recognize disorders that may not be so
grossly obvious but are treatable, such as cretinism, phenylketonuria,
gatactosacmia, and hypoglycemosis, in order to obtain the best possible
results. Prompt recognition and appropriate intervention are important
conditions for better adjustment and rchabilitation of mentally retarded
persons.
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Mental Retardation in Bangladesh

It is mentioned earlier that no nation can claim to be free from the problems
of mental retardation. In Sweden, 00.45% of the total population are
mentally retarded (Walujo, 1987). In India it is estimated that the number of
mentally retarded persons could be anywhere between 18 and 20 million, to
which about 0.4 million are being added every year (Sen, 1985).

Bangladesh is a country with a population of about 130 million. Tt is not
exactly known how many people in this country are mentally retarded. The
Bangladesh Bureau of Statistics in their census of non-farm economic
activities and disabled persons in 1986 reported that 10.8 million people of
this country are handicapped. The figure mentioned by the Bureau of
Statistics also included the Mentally ill persons of the country. Thus it is
difficult to give an exact estimate of the mentally retarded persons in
Bangladesh. But considering the similarities of the culture, economy and
health conditions of Bangladesh with the Indians and WHO's report it may
be assumed that approximately 1.00% of the total population are mentally
retarded in Bangladesh.

If the urban population of Bangladesh is 20% of the total population, and
1.00% are mentally retarded, approximately 2,60,000 mentally retarded
persons live in the urban areas of the country. From the psychological
viewpoint, the mentally retarded persons of upper and middle class families
of the urban areas live generally in unfavorable conditions than the rural
mentally retarded persons. As there are restrictions in their movements and
social contacts, they remain confined in their residences and can not move
freely. Those who attend special education classes (negligible percentage)
can come out of their residence during school hours and get little
opportunity to make social contact with other persons. The lives of the adult
female mentally retarded persons in the urban areas are far more miserable.

There is a general tendency to hide their mentally retarded children from
others in the higher socioeconomic group. They usually try to appoint
private nurses or servant to attend their mentally retarded child. These
mentally retarded persons in the towns get the least opportunity of social
and interpersonal interactions.

The middle class people also possess similar attitudes towards their
mentally retarded children like the upper class socioeconomic groups. But
they can not always afford private attendants for their children. Whether
mild or moderately retarded these children are sent to the normal schools at
the beginning. And in most cases they become dropouts. On being dropouts
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these mentally retarded children either loiter around their neighborhoods or
remain confined inside own houses.

The mental retardates of lower socioeconomic groups enjoy more freedom
in loitering during day hours. Many mentally retarded children of the urban
slums beg in the roads, loiter aimlessly or work casually as a day labor.
Many of these children may become involved with delinquency.

Rural mentally retarded persons get enough opportunity of free movements.
Since the risk of road accidents are lesser in rural areas, the mentally
retarded persons get enough opportunity of free movements. The mentally
retarded children of both sexes get enough opportunities of loitering in the
agricultural fields and the village markets. They get opportunity of being
day labourers in the agricultural works and in cattle mending. The female
mentally retarded persons get many job opportunities for houschold
activities. In the villages, if the degree of retardation is of mild nature and
the person is male, he gets an opportunity to look after the parental
properties, business, household matters, etc.

At present there is no special education school in the rural areas. If the
mentally retarded child is capable of speaking and hearing, they usually
attend the beginning classes of the normal schools. However, ultimately
they drop out of the schools. If they become adult, they get married in many
cases. Arrangement of such marriage is not a serious problem. In the long
run they become absorbed in household works. But for the mentally
retarded females, the marriage may not last long. On separation from their
husbands these female retarded persons come back to their parental houses.

In the rural areas, most of the profoundly retarded children die in their
infancy period, owing to diseases, faulty handling, wrong diagnosis,
ignorance, etc. Those who survive infancy period also die in their childhood
age after a lot of sufferings. In the rural areas, only the mild and some of the
moderately retarded persons can expect a longer life span, provided they
learn to communicate and acquire some basic skills. Fortunately in the rural
areas the mental retardates get relatively better scope for socialization and
enjoy more social acceptance in comparison with urban mental retardades.

The life and daily routine works of the villagers differ from that of the
people of the town. Marked differences are also seen among the different
classes of population. Life style of the urban rich people differs widely from
that of the poor. In urban areas, the slum dwellers live differently from of
other sections of people. These differences in the living conditions
determine the outlook and attitude of the different section of population
towards mental retardation. These things must be kept in view while
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devising any programme to uplift and rehabilitate mental retardates
Bangladesh.

Marriage of the mentally retarded children is less common among educated
group and apparently high among illiterate families. The frequency of
marriage is higher among the rural people. Parents usually give a good
portion of parental assets to their mentally retarded children. There are
many evidences that the parents, usually of the mentally retarded females,
offer dowry to the persons who marry their children. Such offers work as a

good, incentive to the poor persons to marry the rich mentally retarded
females.

In Bangladesh, the mentally retarded persons live with their families. There
is no institution, like the institutions found in Europe and many other
neighboring countries. They live with their parents when the parents are
alive and with some other relation after the death of the parents.

Many mental retardates of the low economic group both in rural and urban
arcas mostly live in the streets or other people's houses, and for their
livelihood they mostly depend on the mercy of others.

Although Bangladesh is mainly a Muslim country people of various cast
and creed live in this country. The family laws are different for the Muslims
and Hindus in the court of justice. The laws are quite old and these were
introduced during British rule of India.

Muslim law preserves equal rights of the mentélly retarded persons on the
parental property. But there are many drawbacks in the laws that finally fail

to protect underhand transfers of the properties of the mentally retarded
persons.

The culture and customs under Muslim laws and conventions emphasize
provision for food and shelter for the mentally retarded persons and the
responsibility for care taking is laid on the shoulders of the elder brothers or
sister or other near relatives in the absence of the parents.

Hindu law does not recognize any right of the mentally retarded persons on
the parental properties. Under this law only those can inherit the parental
properties who are allowed by religious rules to put fire on the dead body of
the father. Usually a profound or severely retarded Hindu person is not
allowed by rule to put fire on dead father and thus he is deprived of the
parental properties. After the death of parents, they live on the mercy of
their siblings. In India, the Hindu Disposition of property Act 1954 was
amended which how reserves equal rights of the mentally retarded persons
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like their other siblings. The same act in Bangladesh was not amended and
therefore, the Hindu mental retardates are still deprived of their parental
property in Bangladesh.The special education classes and day care centers
available in Bangladesh do not differentiate the caste or class and mentally

retarded persons of all caste receive equal rights in the schools here (Roy,
1987).

There is no special law for the mental retardates of the Christians, the
Buddhists and the tribal people. The matters related to the rights and
privileges of the Christians and Buddhists mentally retarded person in the
court of law are sometimes reported to be dealt with lunatic act. The
Lunatic Act introduced by the British Government in India is still in
existence in this country. This law allowed interested parties to deprive
many mentally retarded persons from their rights on properties (Sufi,1992).

However, in this country the mentally retarded persons are voters, tax
payers and posses other rights equally as citizen of this country. But they
are not provided with any special quotas for entering into job situations or
other competitive situations (Sufi, Yamashita & Nazneen,1996).

The parents try to provide some treatment for their retarded children at the
beginning but after some time give up all attempts. Religious healing,
Ayurvedic and homeopathic treatments are very common practices bath in
the rural and urban areas, In the urban areas the parents try some psychiatric
treatments if they get opportunity in the hospitals, parents are not aware of
either the importance or the existence of special education and training
programmes for the mentally retarded children. Their faulty attitude and
misconceptions about mental retardation further worsens the situation.
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Services for the Mentally Retarded persons in Bangladesh

In recent years, increased attention has been given to the needs of the
handicapped, children throughout the world. The United Nations designated
1981 as International year of Disabled person (IYDP). This event focused
attention on the fact large number of disabled children reside in the
developing countries. The United Nations Children's Fund (UNICEF)
estimated that by the year 2000 there will be over 150 million disabled
children under 15 years of age in developing countries. In Bangladesh their
problem 1s more acute as little attention is being paid to the needs of these
handicapped children.

Till 1977, practically nothing was done about the mentally retarded persons
in Bangladesh. In 1977, Dr. Sultana Zaman. Professor of Psychology of
Dhaka University first established an NGO (Society for the Care and
Education of the Mentally Retarded Children) in Bangladesh for the
mentally retarded persons. Mainly a parent's organisation, this NGO
mitially started with integrated special education classes for the retarded
children 1n side wills little flower school Dhaka city. In 1982, this NGO in
Collaboration with the Norwegian Association for the Mentally Retarded
(NFPU) introduced a vocational education centre and Sheltered Workshop
for the adults. This centre has come to be known as the Bangladesh Institute
for the Mentally Retarded (BIMR). This centre has now become an Institute
run by the professionals for staff training, research, publication, and model
centre for the Mentally Retarded persons of all ages. BIMR continues the
sheltered workshop and other model special classes. Bangladesh
Government has recently recognised this institute and provided grants for
its development. The NGO that established this Institute established more
than 22 branches at different places of the country, which provide day care
to about 2000 Mentally Retarded persons at present.

In May 1984, Dr. Sultana Zaman promoted another NGO known as the
Bangladesh Protibandhi Foundation (BPF). The new NGO started
functioning for the developmentally disabled children. This NGO also run
one model institute with multidisciplinary professionals in Dhaka city
known as Kalyani. The protibandhi Foundation has model centres both in
the urban and rural areas of the country. This organisation has published
several important books, journals, health education guides, etc.

The Government, through the Department of Social Services, runs the
National Center for Special Education (NCSE) at Mirpur in Dhaka. Here
few children with mental retardation, hearing and visual impairments have
facilities of special education and residential care. The center now
introduced special teacher training and staffs training programs, too. the
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graduation program of special education teachers of this centre is affiliated
by the National University.

The Sreepur Shisu Palli, near Gazipur, is one of the largest village for the
homeless children in this country. This village has a residential programme
for the mentally retarded children, too. The inhabitants are mainly severe
and profoundly retarded children.

In 1992, The SIVUS Institute, a Voluntary Social Welfare Agency started
functioning under the leadership of Dr. Anwarul Hasan Sufi of Rajshahi
University mainly in the northwestern part of Bangladesh. This organisation
provides home based counselling to approximately 700 mentally
handicapped persons in approximately sixty villages through the
Volunteers, mainly the students of Rajshahi University and Rajshahi
Medical College. The main objective of the organisation is to promote
awareness among the rural people to integrate the handicapped persons in
the community and in easy works.

In Bangladesh, yet the major services to the mental retardates center around
special education and some vocational training. Little has been done about
their integration. Nothing has been dome for the rural mentally retarded
persons. Yet all the NGOs together could not bring even 1 percent of the
total mentally retarded population under any of their programs. And the
large majority of the Mentally Retarded persons of the country still remain
deprived from the facilities of special education, training and other services.

Yet Bangladesh Government could not announce any policy program for
the mentally retarded persons. Therefore, the NGOs are getting
opportunities to do many trials and errors with the mentally retarded
persons. A National Policy for the mentally retarded persons including their
health, education, employment, housing and social security is needed in
Bangladesh.
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Psycho-Social Problem

The term psychosocial is employed with reference to social relations
dependent on mental factors and functions (Drever, 1968). Psycho-social
problems are those having conditions underlying the development of social
groups, the mental life, so far as it of behavior of the individual in relation
to his social environment or society. In fact all problems have both an
individual and social aspect.

When the researcher explored the Dictionaries available in internet he found
four definitions of psychosocial problems. These are:

e Problems involving both psychological and social aspects or relating

social condition to mental health.
www.effexor.com/resources/glossary.jhtml

e Problems faced by human beings in social situations which involve
both psychological and social aspects, or relating social condition to
mental health.

www.yestolife.com.awblue site/8/8a.htm

e Problems pertainnig to the psychological and social aspects of human
functioning.
www.aascipsw.org/StandardsPSW/V1.htm

e The problems which are of relating to the relationship between social

factors and individual thought and behaviour.
www.peel-hepc.ca/glossary/medical.htm

From the above definitions it is clear that psycho-social problems are those
problems of human interpersonal relationships which include both
psychological and social aspects.

When sociologists consider social problems they make basic assumptions
about why things happen the way they do. These assumptions or premises
are starting points for studying some very complicated problems. The
following are some of the basic premises of sociologists who study social
problems (Julian & Kornblum, 1974).

1. Social problems are, to some extent, a result of indirect and unexpected
effects of acceptable patterns of behavior. |

2. A certain social structure and culture induce most people to conform
but can cause some to deviate.

3. Every social structure, or society, is composed of different categories of
people who are similar in income, education ethnic background, and



1" Chapter Page- 24

occupation; these various groups constitute "Strata" or layers of society.
People in different strata experience the same problems differently and
therefore are likely to understand them differently.

Psychologists also agree that the above mentioned aspects of life are factors
of many psycological problems. These psychological problems may be mild
or severe in the life of human beings. These factors are again related to
intelligence, personality, motivation, memory, aptitude, attitude,
socialization and many other psychological phenomenons. It can be said
that all these inert psychological phenomenons lead a person to perceive a
particular problem of social life differently from another person.

The behaviour pattern of a neighbour or a colleague may constantly irritate
a person which may be totally ignored by others of the same community or
workplace. The behaviour of a member or members when create
psychological problems in the social interaction of another member may be
termed as psycho-social problem. ‘

In Bangladeshi urban life, the parents of severe mentally retarded children
face some unexpected social interactions which create lot of stress to some
parents and siblings of the mentally retarded children. These situations
directly atfect their coping pattern.

Every human being has to learn to cope with various situations from time to
time in order to survive. However how well one copes will vary from one
individual to another, depending on the internal strengths and external
resources. Having a child with mental retardation in the family demands a
lot of adjustments and coping on the part of parents. The impact of this on
each parent may be quite individualized, and it can affect their personal,
family and social lives in varying degrees. The adjustment in families with
a mentally retarded child has been investigated in the wider content of the
child, specially the family and resources available within the social
environment. The ability of the individual to cope with this situation
depends on his internal resources such as faith, energy, self determination
and perception of the situation. Also the external resources, such as support
from family members, relatives, friends, neighbors, professionals,
community, government, policies and programs. Families who are
successful in coping with having a mentally retarded child are able to
effectively mobilize their internal and external resources to deal with the
special needs of their child.

Most of the factors of effective coping, have been derived from the research
on facilitators to effective coping. For example, better marital satisfaction,
support from the spouse, are important facilitators to effective coping by
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mothers and fathers. Conversely, a less satisfactory marriage and less
support from the spouse would be inhibitors to effective coping. Social
scientists also identified some inhibitors to effective coping, namely,
additional financial hardships, stigma, extraordinary demands on time,
difficulties in care given tasks like feeding, diminished time for sleeping,
social 1solation, less time for recreational pursuits and difficulties in
managing behaviour problems, :

While we may pity them and feel some sympathy for their plight, most of
us tend to view the disabled and handicapped as deviants. People who are
blind, lame, deaf, or otherwise physically disabled or handicapped make
most of us uncomfortable, self-conscious, or angry. We stigmatize them as
freaks, losers, partial persons, and the like. It is assumed, for example, that
they are childlike and innately incapable, and they are discriminated against
at every turn.

In the past the handicapped were literally a forgotten people. They were
excluded from work, school, and society both by active discrimination and
by barriers imposed by a world, school, and society both by active
discrimination and by barriers imposed by a world designed for the able-
bodied. Steps, curbs, narrow doorways and aisles- impassable obstacles to
many of the disabled- are but a few of the aspects of everyday life that still
impede the physically handicapped (Julian & Kornblum, 1974).

The purpose of social organization whether in society as a whole or in a
small group like the family, is collective action to achieve mutual goals.
Since the most clearly necessary function of the family by how well it
appears to be performing this task. Only recently have the emotional health
and happiness of the adult members of a family come to be regarded as
perhaps equal in importance to the welfare of the children. Even now, if the
two appear to be 1n conflict, society usually takes the children’s side. There
1s good reason for this, since children, especially young children, need care
and protection if they are to survive in a world in which death by starvation,
exposure, disease, or physical abuse is quite possible. They also need proper
education if they are to be assets to society and not liabilities. Because
adults have more strength, knowledge, and experience, they are expected to
be better able to defend for themselves and adjust to unfavorable
circumstances (Julian & Kornblum, 1974).

Psychosocial problems include many important aspects of Psychology and
Sociology. Psycho-social problems can be viewed from different angles.
Psycho-social problems are different for different persons. The psycho-
social problems of a community or a person may not be a problem at all in
another community or person. The psycho-social problems of a father or
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mother of a mentally retarded child may not be a problem to the parents of
another mentally retarded child. But there can be many common problems
if these problems are related to their social interactions and related to their
overt & covered behaviour, then those problems are their psycho-social
problems.

There can be numerous psycho-social problems of the parents of the
mentally retarded children. In Bangaladeshi urban areas the mentally
retarded children, especially the severe and profoundly retarded children
remain confined inside their houses. Such confinements of the handicapped
children inside the houses create some stress to the parents. The stress is a
psychological problem. When the parents are criticized by the neighbours
that they are not trying best treatments for their handicapped children then i1t
becomes a psycho-social problem, as all parents do their best. When the
marriage prospect of a sibling of a severely retarded child is disturbed, the
parents face psycho-social problems.

When a close relative invite the whole family of a severely handicapped
child to a family party and when guests start to show sympathy to the
parents, the sympathy turns to a psycho-social problem to the parents.

If the children of the nieghbourhood disturbs or humiliate a severely
handicapped child, the parents feel some special feelings within themselves
which are psycho-social problems.

In this way thousands of social stimulus create thousands of psycho-social
problems to the parents of the mentally retarded children. It is really very
difficult to generalize these psycho-social problems. But obviously such
problems are related to home, health, economy, personality and self
improvement of the parents.
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Review of Literature

Many scientific investigations on mental retardation are being carried out
throughout the world. These investigations are concerned mainly with the
prevalence and assessment of mental retardation, the etiology and treatment
of mental retardation, and rehabilitational programs for the mentally
retarded persons. :

The most recent work on the etiology of mental retardation was done by
Pornswan Wasant at the Faculty of Medicine. Siriraj Medical School,
Mahidol University of Thailand. Wasant (1989) found that the etiologies of
mental retardation can be divided into genetic and non genetic categories.
The genetic causes are chromosomal. Nongenetic etiologies are those that
occur in prenatal, perinatal and postnatal period. The clinical evaluation of a
child with mental retardation include detailed pregnancy history,
developmental and family history and the clinical examination of the child.
Thus the multidisciplinary approach is often necessary. The outstanding
recent advances in the field of molecular biology, biochemistry and
molecular genetics (gene mapping, recombinant DNA technology) and
prenatal diagnosis of chromosomal and biochemical genetic disorders give
much hope in the prevention and treatment of mental retardation.

Marfo, Walker and Charles, (1986) have concluded that children n
developing countries are extremely vulnerable to many adverse biological
and environmental factors which cause handicapping conditions. The
principal causes of childhood disability in these countries are related to such
factors as malnutrition, poor medical care and preventive measure that
adversely affect children and pregnant mothers.

Assessment of people with mental retardation is one of the big problem for
the persons engaged in the services for the mentally retarded persons form
the very beginning. Different authors have given Lot of recommendations
and proposals. Hogg and Raynes (1987) have mentioned that four broad
classes of approach to assessing people with mental handicap can be
suggested : (i) norm referenced ; (ii) assessment of adaptive behaviour ; (111)
criterion referenced ; (iv) techniques of behavioral observation.

Oura, T. (1989) of the Osaka city rehabilitation centre of Japan in his study
entitled Early diagnosis and treatment said that Chorionic villi sampling
offers several advantages over amniocentesis in terms of early diagnosis at
9 gestational weeks in comparison to 16 weeks in amniocentesis,
chromosome analysis without culture, sufficient amount of samples for
DNA analysis. Indication of prenatal diagnosis still is a centre of hot
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debates, because positive result leads to artificial termination of pregnancy
In most case.

Social factors of Mental Retardation attracted interest of many researchers
in the western countries. Baratz and Baratz (1970), Herzog and Lewis
(1970), and Hurley (1969) have investigated the relationship between
poverty and Mental Retardation. The American Presidents committee on
Mental Retardation (1970) pointed out the existence of a large number of
Mentally Retarded children who live in the slums of USA. Eisenberg (1969)

observed the effects of poor environment, lack of stimulation, etc. on
Mental Retardation.

Recently some research studies on mental retardation have been carried out
in Bangladesh. Synopses of some important studies are cited below.

Zaman & Afroze (1979) studied the risk factors related to Mental
Retardation among children in Bangladesh. The research was a pilot study
to find out pre-natal and post-natal physical and socio cultural causes of
mental retardation among a small sample of children in Bangladesh. A total
of 30 cases of mental retardates were examined. Analysis of the data
revealed that 56% of the subjects were moderately retarded. Genetic factors
and prolonged labour were found as the main causes of retardation among
the subjects. The higher educational level and higher socio-economic status
of parents of the sample indicated that the study used a biased sample. It
was concluded that survey studies need to be done with larger

representative samples of children to find out the prevalence of mental
retardation in Bangladesh.

Zaman and Ferial, (1985) studied the Etiological factors of Mental
Retardation in a rural area of Bangladesh. In this study 978 children and
their mothers were interviewed belonging to 8 villages of Dhamrai Union of
Dhaka district (24 miles from Dhaka City). Total number of household
visited were 590. The study revealed that a number of disabilities and
diseases such as night blindness, hearing problems, seizures, etc, were
associated with mental retardation and there was a significant relation
between levels of intelligence and nutritional status of the children in the
rural areas of Bangladesh.

Zaman and Munir (1988) mentioned that birth asphyxia causes multiple
disabilities among a large number of children in Bangladesh.

In another study Development of early intervention programme for the
handicapped in Bangladesh, Zaman and Munir (1987) concluded that early
intervention is, in fact, effective. The authors also recommended for the
developments of clinic for early diagnosis, early intervention programmes,
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portage guide to early education, WHO training manual for the disabled,
self help group in rural area, distance training package for the outreach, etc.
in Bangladesh.

Zaman and Akhtar (1984) in their study entitled Effects of early and late
intervention among retarded children: Bangladesh experience mentioned
that a handicapped child is still considered as a stigma in the family.
Majority of the parents due to prevailing attitude, superstition and ignorance
tend to either hide their retarded child or continue to have higher
expectation and pressurize the child to behave normally and finally become
frustrated when their children fail to meet their demands. In such a situation
the need to discuss and evaluate the effects of early and late intervention 1s
especially significant in Bangladesh.

Zaman and Akhtar (1990) in their study entitled A comparative study of
attitudes of mothers of MR children who have been working as special
education teachers and those who have not been working found that the
mothers who were involved in teaching, taking care and mangement of
retarded children in specical education classes had more positive attitude
towards their own child by being more caring, loving, accepting and.
adhering to discipline etc. as compared to mothers who were not teachers.
This study reveals a significant fact that mother's of retarded children if
involved in the management of other retarded children understand mental
retardation better and this help them in accepting their own child as well.
This study also revealed that the teachers who were not mothers were
slightly better in taking care, following curriculum, adhering to discipline
and acquiring knowledge on mental retardation thus displaying more
positive attitude as compared to teachers who were mothers. This study thus
proves that counselling of the parents of mentally retarded children will be
more effective, if the parents become involved in the management of other
retarded children.

Zaman and Rahman (1982) in their study entitled A comparative study of
attitudes and personality traits of mothers of mentally retarded children with
and without intervention programmes revealed that the mothers of the
mentally retarded with intervention have more liberal attitude even when
compared to mothers of normals. It was also found that the mothers of
Mentally  Retarded  Children  without intervention  significantly
overestimated the ability of the children as compared to mothers of retarded
children with intervention.

Zaman, Banu, Huq and Ilyas (1987) in their study Attitudes towards Mental
Retardation in Bangladesh investigated the opinion of general people
towards mental retardation. Results of the study indicated that the three
categories or subjects (general public, specialists and parents of the
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Mentally Retarded) differed significantly in their attitude towards, and
knowledge about the mentally retarded persons. Persons of specialist group
were found to have their most scientific attitude. It was interesting to note
that the parents of Mentally Retarded were more scientific in their
knowledge and ideas than the general public, Furthermore, the results
revealed that the general public and parents of the MR from Urban areas
had more positive attitude and awareness than that of the rural subjects.

Zaman and Ara (1989) in their study comparison of main streaming and
special school system for mentally retarded children compared
improvement of social behaviour of two matched groups of mentally
retarded children attending a special school and a normal school.
Gunzberg's Progress Assessment chart was administered to assess the social
behaviour of both group before attending the school and after attending the
school. The results indicated improvement in social behaviour of both the
groups and no significant difference was found between the two groups.

Zaman (1990) carried out an investigation in five sites of Bangladesh with a
view to validate the Ten Questions (TQ) with probes as a tool for screening
childhood disabilities in communities where formal resources for disabled
children are scarce, if available at all. The types of disability covered by the

TQ are blindness, deafness, mental retardation, speech problems, epilepsy
and movement disorders.

Play behaviour attracted attention of the professionals working in
Bangladesh. Rumizuddin (1990) observed the play behaviour of the
mentally retarded children for several years. He has mentioned two special
sides of the games of the mentally retarded children. First, the mentally
retarded children can not cope with the same age group and like to play
with the younger children, Secondly, the mentally retarded children require
help from others in constructive games they lack in innovative capacity.

Games and sports for the mentally retarded children and adults attracted
interests of the parents. Professionals and the volunteers from the very
beginning of the services for the mentally retarded in all the countries. The
most challenging job of Special Olympics international was done by the
United State’s parents. Games and sports have special implications for
Mentally Retarded children. The mentally retarded children obtain more
benefit from games and sports than from special education classes. In
games and sports the rate of concentration of the mentally retarded persons
are much higher compared to the rate of concentration in special education.

The rate is relatively higher in out door games compared to indoor games
(Sufi, 1990).
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The child’s interaction and experiences with his mother, fathers and siblings
provide the beginnings of the life-long process of socialization. However,
father, siblings and other persons generally have not been given the credit
mothers have for influencing the child’s cognitive, emotional, social, and
personality development. Psychologists agree that parent’s attitude towards
child rearing or perception of her abilities for raising children is the first
criteria for a child’s success in life (Banu and Ara, 1990).

Like any other human being, the retarded child does not live in a vacuum.
He needs, as do all persons, close emotional relationships with others and
these relationships must be satisfying and strss reducing if he has to achieve
maximum potentialities. The relationships between the retarded child and
parents are of great importance. If the parents manifest negative feelings
towards child's deficient abilities, then it becomes more difficult for healthy
relationships. The greater the negative feelings of the parents, the less likely
that the child will achieve the desired level of maturity he is capable of
attaining. Negative reactions of the parents, thus, can adversely affect the
full maturational development of the mentally retarded child. Studies have
shown that parent's perception of abilities for setting child rearing goals are
largely determined by the social norms (Banu & Ara, 1990). Bell (1961)
pointed out that parent's attitudes, perceptions and beliefs about child
rearing variables were greatly influenced by the attitudes and values of their
parents. In addition to this some parents evaluate his/her child’s behaviour
in terms of standard followed by other parents of the social group to which
he or she belongs. But it has also been found that some families disagree

with this common viewpoint and follow different standards (Strom, et.al,
1981).

However, these families were found to be small in number and parents, in
general, are in favour of accepting the collective viewpoint for making any
decision or perceiving their abilities in raising children. Studies on parental
attitudes toward child rearing almost always involve families consisting of
normal, healthy children for identifying strength and weaknesses inherent in
perceived parental duties and responsibilities. Psychologists have become
concerned to the damaging effects of the traditional child rearing
expectations mentally retarded child's attempt to master various skills as
those expectations are based on normal young population. The absence of
knowledge about the ineffectiveness of such expectations for a retarded
child makes the parent socially isolated (Banu & Ara, 1990).

Many studies have shown that when a child behaves according to the
demands made by the parents, both of them enjoy mutual relationships and
develop self-confidence. Conversely, if the child fails to meet unrealistic
parental demands, the likely result is' mutual frustration and insecurity
(Goldman, 1968; Goldman and Goldman, 1982 as quoted by Strom, R.D.,
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1984). In a family where all the children are normal the affectionate
relationships between mother and child, mutual trust, confidence and
security remain undisturbed. Sometimes balance between parent’s demands
and child’s behavior may be disturbed but soon they are resolved and both
become happy and satisfied. But the birth of a handicapped child disrupt
such a bond between parent and child. Due to lack of understanding of
special need of a mentally handicapped child the parent expects similar
behavior usually shown by normal children to occur. But due to deficient
capacities the child fails to meet parental expectations (Webster, 1970).

Some studies found that parents of handicapped children in Australia and
America expressed essentially same child rearing expectations (Strom,
Rees, Slaughter, and Wurster, 1981), (Strom, Rees, and Wurster, 1983). But
the studies did not reveal as to how parents of mentally retarded children
differ from parents of non-handicapped children. Rees’s (1982) findings as
quoted by Strom (1984) also did not suggest any significant difference in
expectations of parents of mentally retarded children with brain damage or
Down’s Syndrome. Results of another study, however, showed difference in
child rearing expectations regarding control of behavior among parents of
handicapped children in Germany, Italy, and Turkey (Daniels 1982).

The researcher did not find any study which investigated the specific
psychological and social problems faced by the parents of the mentally
retarded children. The researcher also did not find any report which
compared the psycho-social problems of the parents of the mentally
retarded and non-retarded children. However, Sufi (1992) reported that the
rural mentally retarded people in Bangladesh enjoy more freedom to loiter
in the community and possess better socialization compared to the urban
mentally retarded person. From this report it is assumed that the parents of
the rural mentally retarded persons are lesser worried about their children
compared to the urban parents. Naturally it is expected that the urban
parents of the mentally retarded children possess more psychosocial
problems than the parents of the rural mentally children. Again the question
comes whether the parents of the mentally retarded children of urban areas
possess more psychosocial problems compared to the parents of the non-
retarded children? And what is the magnitude of such problems? To find
suitable answers of these questions, this study is designed.
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Objectives of the study

The main objective of the study is to find out the number, nature and
seriousness of the psycho- social problems of the parents of the mentally
retarded children living in Rajshahi city.

The Specific objectives are to -

1)
2)
3)

4)

5)
0)
7)
8)
9)
10)
11)

12)

Identify the psycho-social problems faced by the parents of the
mentally retarded children. _

Compare the psycho-social problems of the parents of the mentally
retarded children with the parents of the non- retarded children.

Find out the most important psycho-social problems of the parents
of the mentally retarded children.

Compare the psycho-social problems of the mothers and fathers of
the mentally retarded children with the problems of the mothers and
fathers of the non-retarded children

Identify the Health problems of the parents of the mentally retarded
and non-retarded children.

Identify the Economic Security problems of the parents of the
mentally retarded and non-retarded children.

Identify the Self Improvement problems of the parents of the
mentally retarded and non-retarded children.

Identify the Personality problems. of the parents of the mentally
retarded and non-retarded children.

Identify the Home-Family problems of the parents of the mentally
retarded and non-retarded children.

Compare the general and severe psycho-social problems of the
mothers of the mentally retarded and non-retarded children.

Compare the general and severe psycho-social problems of the
fathers of the of the mentally retarded and non-retarded children.
Suggest ways and means to alleviate the psycho-social problems of
the parents of the mentally retarded children.
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Significance of the Stu'd\y

The effect of rearing a Mentally Retarded child by the family appear to be
complex. Many studies and personal observation agree that the families are
faced with many peculiar problems in such situations which include
management, finance, lack of rest, lower leisure periods,etc. of the parents.
Some families may cope very well and remain cohesive and creative units
in which other children may grow up normally and happily. But some
families may get overstrained by the presence of a Mentally Retarded child
and eventually disintegrate.

It is seen that though many of them possess potentials, the parents of the
mentally retarded children are not being able to contribute significantly at
home and community as they keep themselves confined at home with their
mentally retarded children. If they can accept the reality and interact
properly, they could lead a different life. In Bangladesh. counselors do not
possess enough information and data in the related ficld. Sometimes they
ignore many important problem areas which should be given importance.

The findings of this study will help the counselors and concerned

professionals to provide better counseling to the parents of the mentally
retarded children.

It is assumed that the findings will help the Social Welfare Department of
the Government to decide whether residential homes for the severe mentally
retarded children are necessary or not in the urban areas of the country.

Yet Bangladesh Government could not announce any Policy Program for
the mentally retarded persons. The findings of this study will help the
concerned Government officials to draft the proposed policy.



CHAPTER II
METHOD AND PROCEDURE

This research was designed to identify the psychosocial problems ol the
parents of the mentally retarded children and to compare these with the
psychosocial problems of the parents of the non-retarded children of
Rajshahi City. Following is the description of the sample, instrument used
and procedure.

The subjects and their selection

The subjects of this study are purposively selected groups of parents of the
mentally retarded children and the non-retarded children living in Rajshahi
City. First of all, the researcher visited two Day Centers for the mentally
retarded children of Rajshahi City. These Day Centers are run by The
Society for the Welfare of the Intellectually Disabled (SWID) and The
SIVUS Institute. The researcher spent several days in each Day Center and
observed the children. He had discussion with the special teachers and he
read the case history files of the children. He purposively selected 30
mentally retarded children from about 150 mentally retarded children
affiliated with these two organizations. The selection criteria were as
follows.

e All the 30 were severely retarded. They need help of others in
Toilets, Eating and Clothing.

e Out of these 30 children, 10 are of middle class, 10 of lower middle
class and 10 of poor families.

e Both parents are alive, live together in Rajshahi City.

e Mothers are housewives. Not engaged in any other profession.

e The age range of these mentally retarded children is between 6 and
16 years.

With the permission of the concerned organizations. the researcher
established contact with the families of these children. He met the parents
and requested whether they will answer some of his questions. Some
families agreed with interest. Some families did not agree. did not show
enough interest or one of the parents were out of station, etc. Therefore, the
researcher had to consult the relevant organizations again and to change the
children. Finally he succeeded to get 30 mentally retarded children who
suited the selection criteria. The mothers and fathers of all these 30 children
are considered as the respondents from the mentally retarded group.
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Then the researcher purposively found out 30 non-retarded children of
Rajshahi City who are students of different schools. All these children are
of such intelligence that they can cope well with their curriculum and in all
social interactions. These children are practically a well-matched counter
group of the 30 mentally retarded children in respects of the following:

e Age and sex.

e Both parents are alive and live together in Rajshahi City.

e Mothers are housewives. Not engaged in any other profession.

e Possess same number of siblings, sex and the rank of the

children are same as the mentally retarded child counterpart.

Age of the parents

Education of the parents.

Profession of the parents.

Total number of family members.

e Of same socioeconomic background of the counterpart
mentally retarded child. Out of these 30 children, 10 are of
middle class, 10 of lower middle class and 10 of poor
families.

e Similar standard and facilities of the residential houses.

e o o

The researcher established contact with the families of these non-retarded
children and had primary discussion with the parents of these children
whether they will answer his detail questions. Similarly some of the
families agreed and some families did not show enough interest. However.
finally the researcher could succeed to select the 30 children and their
parents. All the 60 parents are the respondents of this study who are
described as parents of the non-retarded children.

Criteria of social class

To classify the families in Middle Class, Lower Middle Class and Poor
Class families, the researcher first calculated the total income of all the
family members from all sources, per month. Then divided the family
income by the total number of family members. If it was more than Tk.
1250 per family member, the family was considered as Middle Class. Tk.
750 to Tk. 1250 per family member was considered as Lower Middle Class.
If the amount is below Tk. 750 per family member, the families ware
considered as Poor.

The above income — expenditure pattern and criteria of classification of the
respondents in three different groups were done after consulting two
teachers of Rajshahi University Economics Department. They considered
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different Economic Indicators and facilities available in the city for
classification of the families as Middle Class, Lower Middle Class and
Poor.

Instrument used

In this study the following instruments were used.

A Case study form to assess the mentally retarded children.
Information Blank for the parents.

Mooney Problem Check List Form A

An attitude measuring scale.

E S I S A

Case study form to assess the mentally retarded children

The Case study form to assess the mentally retarded children, used during
this research work is a part of the case study form which was originally
developed by the research supervisor for his own doctoral research during
1988. The original form was used to study about 800 mentally retarded
children and adults during 1988- 1992 at different places of the country. A
panel of experts made little amendment of the original form for this study.
The panel of experts comprised

. The research supervisor

2. One Teacher of Rajshahi Medical College with long experience on

mental retardation
3. Two teachers of Rajshahi University Psychology Department.
4. One special teacher of a day center.

There are many items in the contents of this form. The researcher read each
item of the form and the guardians gave their opinion. In the present study
the guardians responded on the basis of their own observation and rated the
mentally retarded person’s functional levels. The items included were
mainly related to sensory levels, eating, dressing, walking, playing. social
interactions, aggression, emotion, memory, personality, motivation, etc. of
the children.

Though it is a short case study form but the form helps quick assessment of
a case. The background basis of amendment and editing of the form by the
researcher and the panel of experts were observation of the behavioral
aspects of the mentally retarded children at home and special education
schools; informal interviews with several parents of mentally retarded
children in Rajshahi City; discussion with some special education teachers.
counselors, welfare staff, etc. who worked with the mentally retarded
persons.
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Information Blank for the parents

The information blank for the parents that was used in this study contained
several sections. The sections included items like name. address. age.
educational level, income, source of income, ownership of residence.
number of children, education level of the children, expenditure pattern, etc.

Parents of both mentally retarded and non-retarded children filled-up this
information blank. Both the mothers and fathers filled-up individual
information blank. However, they were given options that they may not
write their names and addresses in the information blank. Secondly they
were assured that the researcher will keep all given information as secret
and maintain their privacy.

Mooney Problem Check List Form A

Psycho-social problems of the parents of the mentally retarded and non-
retarded children of Rajshahi city were measured by the Bengali version of
“The Mooney Problem CheckList, form-A’ translated by Assistant
Professor Md. Mozibul Haq Azad Khan and Professor Monzur Ahmed of
Rajshahi University Psychology Department.

The purpose of the Mooney Problem CheckList is to help individuals
express their personal problems. The usefulness of the CheckList approach
lies in its economy in bringing the problems of the individual into the open
and in appraising the major concerns of the group. The Problem Check
Lists are used as aid in counseling, in surveys and research (Gordon and
Mooney, 1950). A review of psychological literature reveals a lack of
reliable tools in Bangladesh for identifying personal problems. Although a
number of checklist are available form western countries, yet they are
unlikely to be appropriate in Bengali culture, which is obviously different
form the culture in which the checklists were developed. Therefore, there is
a dire need to develop appropriate checklist for identifying personal
problems of Bengali speaking people, specially in Bangladesh (Khan and
Ahmed, 1996).

Although the Mooney Problem CheckLists were developed in the USA.
Many researchers have used the problem CheckList for identifying personal
problems and for collecting data form individuals of both developed and
developing countries (Pflieger, 1947; Hibler and Larsen, 1944; Hasan,
1985; Khan ct al, 1995-96). But the CheckList are in English and some of
the items are culturally inappropriate. Hence the authors of the Bengali
version of the Mooney Problem Checklist feel that there is a need for
translating and adapting this widely-used CheckList to make it suitable for
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identifying personal problems of the people of Bangladesh (Khan and
Ahmed, 1996).

The original Mooney Problem Checklist was developed during the early
1940s in the USA by Leonard V. Gordon and Ross L.. Mooney at Ohio State
University. There are six forms of the CheckList. e.g. the Adult Form, The
College Form, the High School Form. The Junior High School Form. the
Nursing School Form and the Rural Youth Form.

The Adult Form of the Mooney Problem CheckList was developed for use
with the late adolescents and adults who are mainly of non-student status.
The purpose of the CheckList is to help individuals express their personal
problems. But the responses do not yield scores on traits or permit any
direct statements about he adjustment status of the respondents, Rather, the
problem CheckList is a form of simple communication between researchers.
counselors and the respondents to accelerate the process of identifying their
real problems.

Adult form of the Mooney Problem CheckList consists of 288 problems
concerning personal lives of the adolescents and adults. These problems are
divided into nine problem areas. The areas of the problems and total
number of problems in each area are as follows;

Health (36)

Economic Security (36)
Self-improvement (36)
Personality (72)

Home and family (36)
Courtship (18)

Sex (18)

Religion (18), and
Occupation (18).

The problem CheckList is self-administering and all the needed instructions
are given on the cover page of the booklet. The procedure of answering is
simple. Respondents read through the CheckList and underline the
problems which are of concern to them, circle the ones which are of most
concern, and finally write a summary in their own words.

Scoring of the CheckList is very simple. Responses are computed in two
ways. First the total number of marked and encircled (underlined and
encircled) problems in each area are counted independently. Second. the
total number of encircled problems of a particular problem are of the
CheckList are counted. The marked or underlined problems are treated as
simple problems which are of concern to the respondents. The encircled
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problems are treated as severe problems which bother the respondents very
much.

Rationale of selecting Mooney Problem ChecklList From A

Other than the Mooney Problem CheckList Form-A there is no other
Problem CheckList with which the psychosocial problems of the adults can
be quickly assessed. Though this CheckList is developed in USA and in
English language, it is being used in many countries.

The researcher used the Bengali translated and adapted version of the
Mooney Problem Checklist. Many researchers in Bangaldesh used the
Bengali version since 1980. Secondly, the answering and scoring system of
the CheckList is relatively simple and easy. Literate respondents can casily
read the instruction and can answer by themselves. Secondly. the Mooney
Problem CheckList contains such items as problems which really projects
the psychosocial problems face by the adults, specially the parents of
children in Bangladesh. Mainly for all these reasons the Mooney Problem
CheckList Form -A was selected for this research work.

Thou there are nine problem areas in Checklist only the problems of
Health, Economic Security, Self-improvement, Personality, and Home
Family areas were considered as psychosocial problems of the parents of
the children in Bangladesh. The selection was done by the same panel of
experts who reviewed the short case study form as mentioned earlier in this
chapter. The panel of experts also considered that the problems of
Courtship, Sex, Religion and Occupation areas are not suitable for
Bangladeshi culture and for this research. Therefore, the researcher finally
selected the 216 problems of five specific areas out of all the 288 problems
contained in the CheckList.

Attitude measuring scale

The researcher used and attitude measuring scale in this study. Both the
parents of the mentally retarded and the non-retarded children were given
the same scale. There are 25 question in this scale and each question had

highly satisfactory condition in relation to psychosocial problems. Score 25
means very unsatisfactory condition in relation to psychosocial problems.

The scale was designed by the researcher himself. The panel of experts
mentioned earlier in this chapter finalized these 25 items from a draft of
about 100 items.
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The scale was finalized in Likert scale format. The items were selected
considering the problems of the Mooney Problem Check List. personal
observation of the researcher, discussion with the parents, opinion of the
experts, etc.

This attitude measuring scale is not a standardized scale. This is purposively
designed to meet the needs of the present research work only.

Methods used

The researcher mainly followed Interview method in this study. In addition,
observation and free discussions were extensively done during the case
studies. In order to have reliable information, interview technique
associated with observation was used. He also had free and informal
discussions with the parents in relation to problems and prospects of their
children. Field notes were maintained, too.

Procedure

The researcher made contact with the parents of the mentally retarded and
non-retarded children at their home through personal visits. Before formal
interviewing of the parents of the mentally retarded children, he first
observed the mentally retarded children. He allowed the parents to express
their own feelings about their children. All the information given by the
parents in the case-study forms were checked by the researcher through
questioning them. Besides some additional information were also gathered
where necessary.

The questionnaire and the Mooney Problem ChecklList were administered
to each of the parents in individual session at their home. Literate parents
were asked to follow the standard instructions printed on the top of the
Questionnaire and Mooney Problem Check List. In case of problems faced
by the respondents, the researcher offered necessary explanations. Parents
were also assured that the information given by them would be kept secret.

[t was mentioned earlier that in addition to Interview Method the researcher
had to follow some other sub methods, such as,

e Observation,

e Question and answer, and

e Free Discussion.
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As in all other sciences, the bedrock., of psychological knowledge is
observation, and what psychologists observe is the behaviour of organisms.
The focus of such observation is variable and includes the overt actions of
an organism, certain of its measurable internal behaviours (e.g.. its
physiological processes), and at the human level verbal reports about inner
processes or events. It is by far the most troublesome and yet often the most
interesting and potentially useful. Of course, all of us observe our own overt
behaviour and certain of our inner events, such as thoughts and feelings.
But self- observation of one’s inner processes has distinct limits as a
database for psychological science, in part because much important mental
activity is carried on automatically, so to speak, outside of the range of a
person’s awareness (Nisbett & Wilson, 1977)." In addition, mental events
are in their fundamental nature private events, forever inaccessible to
confirmation by anyone else. Science normally demands such confirmation
(inter-subjective reliability) by others as a means of assuring accuracy in the
observations made. This constraint has been a source of considerable
difficulty for the discipline of psychology throughout its history.

Scientific observational methods employ systematic techniques by which
observers are trained to watch and record behaviour without bias. Such
methods have helped to ensure the scientific integrity of observational
research, but obstacles still remain.’

Direct behavioural observations should be considered a primary method of
evaluating particular critical responses in the mentally retarded child’s
repertoire. It is generally believed by behaviour therapists that nothing
substitutes for behavioural observations because they can be used to
pinpoint target behaviours and to identify antecedent and consequent events
that may influence the occurrence or non-occurrence of specific responses
(Matson & Beck, 1981)°

The major strength of behavioural observations is that they entail direct
observation and recording of responses as they occur naturally in everyday
settings. Moreover, direct observations are often continuous over a period
of time and, thus, can provide a larger sample of behaviour than
assessments that occur during limited and perhaps contrived therapy
sessions or environmental contexts. For example, if a child’s interaction
with peers on the playground is a problem area, then that child can be
observed directly in that setting for several days. Responses that can be

"R.E., Nisbett & T. D. Wilson, “Telling more than we can know: Verbal reports on
mental processes”, Psychol. Rev., 84, 1977, 231-59.

R, Carson, J. N. Butcher, and S. Mineka, Abnormal Psychology and Modern Life,
10" ed., (N. Y.: Harper Collins, 1996), p. 19

*J. L. Matson and S. Beck, “Assessment of Children in inpatient settings™, In M. Hersen
& A.S. Bellack (Eds.), Behavioural assessment, (New York: Pergamon Press), 1981.
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recorded include the duration of time the child can successfully interact
with others, the number and characteristics of peers, teacher reactions to
responses, the specific activities engaged in, and the frequency and intensity
of undesired behaviour such as physical outbursts. Gottlieb (1978)" stresses
the interactive nature of behaviour in the examination of the mentally
retarded child’s social adaptation to school; hence, the child’s observable
behaviour is expressed within a context of peer and teacher characteristics
and responses. An unanswered question is the degree to which the mentally
retarded child’s behaviour is similar across settings and in the responses 1t
elicits from other persons (Gottlieb, 1978)°.

Comprehensive behavioural observations in school include attention to
academic responding. For example, the frequency, accuracy. and duration
of oral and written responses in the various content areas can be measured
in order to gain an understanding of the child’s daily academic functioning.
Knowledge of a child’s actual performance in the curriculum used in his/
her school is likely to be more revealing than a score on a standardized
achievement test. For instance, an observational analysis of a child’s math
skills may show a greater proficiency in math facts when the response mode
is oral than it is written or when certain reinforcement contingencies are in
effect. This type of information is especially helpful to the classroom
teacher, as it carries programmatic implications. In the case of the math
example, then, the child who has difficulty writing numbers can more
efficiently memorize math facts through the use of flashcards. Instruction in
writing skills can proceed in a way that does not confound with other skills
(Bormnstein and Kazdin, 1995).°

In this research observation method was used mainly to study the
behavioural aspects of the mentally retarded cases. The parents. guardians
and the family members reported the behavioural aspects to the researcher
on the basis of their observation. The researcher himself studied the
behaviour of the mentally retarded children mainly at day centres, too. The
researcher also visited most of the houses of the mentally retarded persons
to observe them while they are engaged in different activities. He also
observed how the parents handle them, nurse them in Daily Living
Activities at home.

The researcher’s main interest was to compare the problems of the parents
of the mentally retarded children with the problems of the non-retarded

1 J. Gottlieb, “Observing Social Adaptation in School”, In G. P. Sackett (Ed.), Observing
behaviour, Vol I, Theory and Applications in mental retardation, (Baltimore: University Perk
Press), 1978.

 Ibid.

® Philip H. Bornstein and Alan E. Kazdin ed., Handbook of Clinical Behavior Therapy
with Children, (Homewood, Illinois: The Dorsey Press, 1985): pp. 134 - 35.
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children. The main focus was to find out the psychosocial problems faced
by the parents of the mentally retarded children. The researcher also
observed the behaviour of the parents related to the items of questionnaire
and the CheckList. He tried to observe the emotion, stress, conflicts and
confusions present among the parents.
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Data Collection and analysis

The researcher visited the day centres at first. The staff members, teachers
introduced him to the mentally retarded subjects. The researcher observed
some of the activities of the subjects at the day centres. He was given an
opportunity to read their personal files and detail case histories. He obtained
the home addresses of the subjects from the Day centres, too. Then he
established contact with the guardians of the subjects and wanted them to
answer his questions.

The researcher mainly interviewed the parents at their own home. The
researcher tried to establish some rapport before starting the interview. He
had free discussion with the respondents to know their family problems and
prospects. The mothers usually spend more time than the fathers during
Interview sessions. In most of the cases he did not open the questionnaire or
CheckList during the first visit. The researcher used to talk as informally as
possible. The respondents were given the opportunity to talk more. The
researcher used to keep note in his diary. The parents of the mentally
retarded children told him about the birth, illnesses, treatment patterns.
behavioural aspect, problems and prospects of the children. Then in the next
visits the researcher obtained answers of the questionnaire and the problem
CheckList. First, the parents had an impression that case studies of their
mentally retarded children are being done. But later they understood that
their own problems and feelings are being studied. This created lot of
interest among them. They were someway happy to see that their problems
are being given importance, too which were ignored by others.

The researcher used to record all his observation in his notebook as
descriptively as possible. Finally. the researcher compiled the information
from questionnaire, CheckList, case history and observation in the
tabulation sheets in numerical figures.

Important findings from the questionnaire and the problem Checklist are
shown i different tables in Chapter III of this dissertation. Some of the

observations, which were recorded in the notebook, are discussed in chapter
IV of this thesis.

In this study, the researcher plotted data from the responses of the
questionnaire and CheckList. The researcher both analyzed the data
manually and through SPSS. The researcher then coded the responses of the
questionnaire and CheckList. The researcher opened a file in SPSS
(Statistical Package for Social Sciences) 7.5 version. The researcher then
defined all the variables in SPSS. Then he completed data entry in SPSS.
After completion of data entry the researcher obtained selected statistical
analysis. For analyzing the data. t-test was used.



CHAPTER - III
RESULTS

[t was mentioned earlier in the preceding chapter that the researcher used
the Bengali translation of Form—A of the Mooney Problem Checklist and a
Questionnaire in this study in addition to the Information Blank. The
parents identified the problems of the Checklist, which bother them. The
average number of problems identified by them are shown in Tables 3.2 to
Table 3.16 in the following pages. Some of these problems are their general
problems and some of the problems are their severe problems.

Then in Tables 3.18 to Table 3.20, including some sub-tables. the
researcher tried to show the average score of the respondents to the 25
questions asked to them. If any respondent score 125, it means he or she
possess highly satisfactory condition in relation to Psychosocial conditions.
If the respondent score only 25, it means he or she is in serious
psychosocial problems.

While plotting data in tables, the researcher tried to compare the responses
given by different groups of parents. The groups and sub-groups include
parents of mentally retarded and non-retarded children, different
socioeconomic status and mother-father sub-groups, etc. However, the
following tables are self explanatory with table headings, column headings
and row headings.
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Problems identified from the Mooney Problem Checklist

The researcher gave the Bengali translation of Adult Form of the
Mooney Problem Check List to all the parents and requested them to
identify the problems which bother them. They were also asked to
circle the problems which are of most concern to them. These
problems are of Personality, Self-improvement, Health, Economic
Security, and Home — family problem areas of the checklist.

Table 3.1
Mean and standard deviation of average problems identified by the
parents of different groups and sub-groups.

P Problem areas Parents of mentally Parents of non- ‘ ‘

E retarded children retarded children i

H |

g ot

E Mean | Standard | Mean | Standard ‘
Deviation Deviation

Health 09 4.54 09 2.57 | 0
A Economic Security 06 6.98 06 3.05 0.572 ‘
E Self Improvement 10 4.13 08 3.39 1.63 J
= Personality 19 11.66 15 7.003 1.28 ‘

Home and Family 08 4.23 07 3.89 0.758 \,

Health 12 3.5 08 2:59 4.04 ** ‘
5 = | Economic Security 10 4.12 10 2.73 0 __!
c3> 2 | Self Improvement 11 2.40 12 3.90 .13
= 2 [Personality 23 5.61 8 6.62 237 **

Home and Family 09 3279 06 3:37 1.75%

Health 11 3.97 08 2.35 2,15 %% |
= Economic Security 14 8.35 13 3. 11 0.37 '
3 Self Improvement 10 5.02 08 328 | 1106 |
a Personality 22 6.21 17 4.63 2714 ¥*

Home and Family 08 2.77 08 2.48 0 |

Significant at level 0.01
it Significant at level 0.05

It is seen in the table above that on the average the middle class
parents of both the mentally retarded and non-retarded children
identified more or less similar member of problems in all the five
problem areas. Standard deviations of all the Mean was calculated and
t-test was done. It was found that there is no significant difference in
any problem area.

Similarly t-test was done for the findings of the problems identified by
the parents of the lower middle class families. It was found that
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significant difference exist in Health, Personality and Home-Family
areas between the parents of the mentally retarded and the non-
retarded children.

t-test was also done for the findings of the poor parents. It was found
that there are significant differences in Health and Personality
problems of the poor parents of the mentally retarded and non-retarded
children.
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Average number of problems identified by different categories of
subjects are shown in the following tables. In the following tables the
first column shows the problem areas of the checklist. The second
column shows the total number of problems of the Check List in that
particular problem area. The third and fourth columns show the
average number and percentage of problems identified by the parents
of the mentally retarded children. The fifth & six columns show the
average number and percentage of problem identified by the parents of
the non-retarded children. The tables are self-explanatory with
headings indicating the comparison groups of parents.

Table No. 3.2
Number and percentage of General problems identified by the parents

of the mentally retarded and non-retarded children in selected areas of
the Mooney Problem Check List

Area wise Parents of Parents of Non - |

Problem areas total Mentally Retarded Children |
problems Retarded [

in Check Children |

List N % N %

Personality 12 21 29.1.7 171 23.61 |
Self improvement 36 10 27.78 9 1\7 25.00 |
Health 36 11 30.55 8| 2222]
Economic Security 36 10 27.78 9  25.00 |
Home and family 36 8 22.22 7 | 19.44 |
Total 216 60 | 27.78 50 2315

In the table above it is seen that the parents of the mentally retarded
children identified more problems in all the five problem areas
compared to the parents of the non-retarded children. Considering the
percentage, the parents of the mentally retarded children identified
more problems in the Health area. It is also seen that the parents of the
mentally retarded children identified 60 problems (27.78%) and the
parents of the non-mentally retarded children identified 50 problems
(23.15%) out of 216 selected problems as their General problems
which bother them.
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Graph No. 3.2.1 —Average number of problems identified by the
parents of the mentally retarded and non- retarded children

Parents of
the
Mentally
Retarded
Children

OParents of
yhe Non -
Retarded
Children

Total Problems

Personality Self- Health Economic Home and
improvement Security family
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Table No. 3.3

Number and percentage of Severe problems identified by the parents of
the mentally retarded and non-retarded children in selected areas of
the Mooney Problem Check List

Area wise Parents of Parents of Non -

Problem areas total Mentally Retarded Children
problems Retarded »

in Check Children e B

List N % N [ %
Personality 12 5 6.94 3 4.16 |
Self improvement - 36 3 8:33 R 72.77’_!
Health 36 4 11.11 3| 833
| Economic Security 36 3| 8.33 4 11.11 |
Home and family 36 3 833 2 §.53 |
Total 216 18 8.33 13 6.01 |

In the table above the Number and Percentage of Severe problems
identified by the parents of the mentally retarded and non-retarded
children in five problem areas of the Mooney Problem Check List are
shown. If the percentages are considered it is seen that the differences
in Self Improvement area of the mentally retarded and the Economic
Security of the non-retarded group come into consideration. The
parents of the mentally retarded children possess more severe
problems in Self Improvement area compared to the parents of the
non-retarded children. On the other hand the parents of the non-
retarded children possess more severe problems in Economic Security
area compared to the parents of the mentally retarded children.

It is also seen that out of 216 selected problems, the parents of the
mentally retarded children identified 18 (8.33%) problems as their
severe problems. On the other hand the parents of the non-retarded
children identified 13 (6.01%) problems as their severe problems. It is
believed that existence of only one severe problem in life sometimes
jeopardizes the family, work and all other situations.
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Table No. 3.4
Number and Percentage of General Problems identified by the parents
of different socioeconomic groups of the mentally retarded children.

Problem areas Area wise Total Socioeconomic Groups |

problems in Middle Lower Middle |  Poor 7_7‘!

checklist | N % N | % N | % |

Personality 2 19 | 2638 | 23 | 3194 [ 22 | 30.55 |

Self Improvement 36 10 | 2777 | 11 | 3055 | 10 | 2777 |
Health 36 09 25.00 12 33.33 11 30.55
Home & Family 36 08 22.22 09 25.00 08 2222

Economic Security 36 06 16.66 10 27.77 14 38.88 |

Total 216 52 24.07 65 30.09 65 30.09 }

In the table above Number and Percentage of general problems
identified by the parents of the mentally retarded children of different
socio-economic group in all the five problem areas are shown.
Considering the percentage, the parents of the mentally retarded
children of the lower middle class group identified more problems in
the Health area. It is also seen that the parents of the mentally retarded
children of both the lower middle class and poor groups identified 65
problems (30.09%) out of 216 selected problems.

Table No. 3.5
Number and Percentage of General Problems identified by the parents
of different socioeconomic groups of the non- retarded children.

Problem areas Area wise total Socioeconomic Groups )
problems in Middle Lower Middle Poor
checklist N %% N % N %
Personality 72 15 20.83 18 25.00 17 23.01
Self Improvement 36 08 2222 12 33.33 | 08 22,22
Health 36 09 25.00 08 22.22 08 L_zzﬁ.ﬂzz
Home & Family 36 1 07 1944 | 06 | 16.66 | 08 | 22.22
Economic Security 36 06 | 1666 | 10 [27.77 | 13 | 3611
Total 216 45 | 2083 | 54 | 25.00 | 54 | 25.00 |

In the table above Number and Percentage of general problems
identified by the parents of the non- retarded children of different
socio-economic groups in all the five problem areas are shown.
Considering the percentage, the parents of the non- retarded children
of the lower middle class group identified more problems in the Self
Improvement area. It is also seen that the parents of the non- retarded
children of both the lower middle class and poor groups identified 54
problems (25%) out of 216 selected problems.
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Table No. 3.6
Number and Percentage of Severe Problems identified by the parents
of different socioeconomic groups of the mentally retarded children.

(Problem areas Area wise total Socioeconomic Groups j
problems in Middle Lower Middle Poor
checklist N A N % N %
Personality 72 04 | 5.55 | 07 9.72 03 4.16
Self Improvement 36 02 | 555 | 04 1111 02 3.55
Health 36 03 | 833 | 05 13.88 03 8.33
Home & Family 36 02 | 555 | 04 11.11 03 8.33
Economic Security 36 02 | 555 | 04 [1.11 03 g8 |
Total | 216 13 601 |24 ] 1011 14 | 648

In the table above Number and Percentage of Severe problems
identified by the parents of the mentally retarded children of different
socio-economic groups in all the five problem areas are shown.
Considering the percentage, the parents of the lower middle class
group identified more problems in the Health problem area. It is also
seen that the parents of the lower middle class identified 24 severe
problems (11.11%) out of 216 selected problems.

Table No. 3.7
Number and Percentage of Severe Problems identified by the parents
of different socioeconomic groups of the non-retarded children.

[ Problem areas Area wise total Socioeconomic Groups ﬂ‘
problems in Middle Lower Poor
checklist Middle
Yo N Yo N Yo

Personality 72 03 | 04.16 03 4.16 03 4.16
Self Improvement 36 02 5.55 02 5.55 0l 2.97
Health 36 02 5.55 01 2.77 03 8.33
Home & Family 36 01 2.7 01 297 02 S5
Economic Security 36 02 5:55 03 833 04 .11 |
Total 216 10 4.63 10 4.63 13 6.01

In the table above it is seen that the parents of the poor group
identified more severe problems in the Economic Security area. It is
also seen that the parents of the poor group identified 13 severe
problems (6.01%) out of 216 selected problems.
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Table No. 3.8
Total Problems identified by the mothers & fathers of the mentally
retarded children

Problem Areas Area wise total Mother Father i
problems in
checklist N % N %
Personality 72 25 34.72 7 2361 |
Self Improvement 36 12 33.33 08 2222 |
Health 36 14 38.88 08 [ 2222 |
Home & Family 36 13 36.11 07 L1944 |
Economic Security 36 09 25.00 07 19.44 i
Total 216 EE 33.79 47 T _2t35 |

In the table above it is seen that the mothers of the mentally retarded
children identified more problems in all the five problem areas
compared to the fathers of the mentally retarded children. Considering
the percentage, the mothers of the mentally retarded children
identified more problems in the Health area. It is also seen that the
mothers of the mentally retarded children identified 73 problems
(33.798%) and the fathers of the mentally retarded children identified
47 problems (21.75%) out of 216 selected problems as their General
problems which bother them.

Table No. 3.9
Total Problems identified by the mothers & fathers of the non-retarded
children

Problem Areas Area wise total Mother J Father ‘:
problems in -
checklist N | % | N %
Personality 72 19 26.38 ] 15 20.83
Self Improvement 36 10 2177 08 22.22 ‘
Health 36 09 25.00 07 1944 |
Home & Family 36 10 287 08 22,22 |
Economic Security 36 08 2222 06 16.66
Total 216 56 25.92 44 2037 |

In the table above it is seen that the mothers of the non-retarded
children identified more problems in all the five problem areas
compared to the fathers of the non-retarded children. Considering the
percentage, the mothers of the non-retarded children identified more
problems in the ‘Self Improvement’ and ‘Home-Family’ areas. It is
also seen that the mothers identified 56 problems (25.92%) and the
fathers identified 44 problems (20.37%) out of 216 selected problems
as their General problems which bother them.
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Table No. 3.10
Severe Problems identified by the mothers & fathers of the mentally
retarded children

Problem Areas Area wise total Mother Father ‘
problems in
checklist N o N o
Personality 72 06 8.33 04 5.55
Self Improvement 36 04 11t [ 02 ] 5.55
Health 36 05 13.88 03 833 |
Home & Family 36 03 8.33 03 833 |
Economic Security 36 04 11.11 02 5,35
Total 216 i 10.18 14 648 \

In the table above it is seen that the mothers of the mentally retarded
children identified more severe problems in all the five problem areas
compared to the fathers of the mentally retarded children. Considering
the percentage, the mothers identified more problems in the Health
area. It is also seen that the mothers identified 22 severe problems
(10.18%) and the fathers identified 14 severe problems (6.48%) out of
216 selected problems.

Table No. 3.11
Severe Problems identified by the mothers & fathers of the non-
retarded children

Problem Areas Area wise total Mother Father .
problems in |

checklist N 0 N 0, |

Personality 72 04 5155 02 2.77 |
Self Improvement 36 02 535 02 5.55 =
Health 36 04 111 02 555 |
Home & Family 36 04 .11 04 |
Economic Security 36 01 297 01 277 |
Total 216 15 6.94 1 509 |

In the table above it is seen that the mothers of the non-retarded
children identified more severe problems in all the five problem areas
compared to the fathers of the non-retarded children. Considering the
percentage, the mothers identified more problems in the ‘Health’ and
‘Home-Family’ areas. It is also seen that the mothers identified 15
severe problems (6.94%) and the fathers identified 11 severe problems
(5.09%) out of 216 selected problems.
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Table No. 3.12
Total problems identified by the mothers of the mentally retarded and non-
retarded children.

Problem Areas Area wise total Mothers of mentally Mothers of non-
problems in retarded children retarded children
checklist N % N %

Personality 12 25 34.72 19 26.38

Self Improvement 36 12 33.33 10 27.77

Health 36 14 38.33 09 25.00
Home & Family 36 13 36.11 b 20

Economic Security 36 09 25.00 08 2222
Total 216 73 33,79 56 2592 |

In the table above it is seen that the mothers of the mentally retarded
children identified more problems in all the five problem areas
compared to themothers of the non-retarded children. Considering the
percentage, the mothers of the mentally retarded children identified
more problems in the Health area. It is also seen that the mothers of
the mentally retarded children identified 73 problems (33.79%) and
the mothers of the non-retarded children identified 56 problems
(25.92%) out of 216 selected problems as their General problems
which bother them.

Table No. 3.13
Total problems identified by the fathers of the mentally retarded and non-
retarded children.

Problem Areas Area wise Total Fathers of Fathers of non-retarded
problems in mentally retarded children
checklist children
N Yo N Yo
Personality 72 17 23.61 15 09
Self Improvement 36 08 22:22 08 2892
Health 36 08 22.22 07 1944 |
Home & Family 36 07 19.44 08 22422
Economic Security 36 07 16.44 06 16.66
Total 216 47 AL 7a 44 20.37

In the table above it is seen that the fathers of the mentally retarded
children identified more problems compared to the fathers of the non-
retarded children. Considering the percentage, the fathers of the
mentally retarded children identified more problems in the Personality
area. Tt is also seen that the fathers of the mentally retarded children
identified 47 problems (21.75%) and the fathers of the non-retarded
children identified 44 problems (20.37%) out of 216 selected problems
as their General problems which bother them. It is also seen that the
number of problems identified by the fathers of the non-retarded
children are slightly more than the father of the mentally retarded
children in home family problem area.



3" Chapter Page- 57

Table No. 3.14
Severe problems identified by the mothers of the mentally retarded and non-
retarded children.

Problem Areas Area wise total | Mothers of mentally | Mothers of non-retarded E
problems in retarded children children
checklist N o N o

Personality 72 06 8.33 04 5.55
Self Improvement 36 04 11.11 02 5.55
Health 36 05 13.88 04 11.11
Home & Family 36 03 8.33 04 11.11
Economic Security 36 04 1111 01 2.77
Total 216 22 10.18 15 694 |

In the table above it is seen that the mothers of the mentally retarded
children identified more severe problems in four problem areas
compared to the mothers of the non- retarded children. Considering
the percentage, the mothers of the mentally retarded children
identified more severe problems in the Health area. On the other hand
the mothers of non-retarded children identified more severe problems
in Home & Family and Health area compared to the mother of the
mentally retarded children. It is also seen that the mothers of the
mentally retarded children identified 22 severe problems (10.18%) and
the mothers of the non-retarded children identified 15 severe problems
(6.94%) out of 216 selected problems.

Table No. 3.15
Severe problems identified by the fathers of the mentally retarded and non-
retarded children.

Problem Areas Area wise total Fathers of mentally Fathers of non-retarded T
problems in retarded children children
checklist N % N A
Personality 72 04 5.55 02 2.77
Self Improvement 36 0z 5.55 02 5:85
Health 36 03 8.33 02 5.55
Home & Family 36 03 8.33 04 11.11
Economic Security 36 02 5.55 01 279
Total 216 14 6.48 11 5.09

In the table above it is seen that the fathers of the mentally retarded
children identified more severe problems in four problem areas
compared to the fathers of the non- retarded children. Considering the
percentage, the fathers of the mentally retarded children identified
more severe problems in the Health and Home & family area. On the
other hand severe problems of the fathers of non-retarded children are
more in home-family area. It is also seen that the fathers of the
mentally retarded children identified 14 severe problems (6.48%) and
the fathers of the non-retarded children identified 11 severe problems
(5.09%) out of 216 selected problems.
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Table 3.16
Fifty percent or more parents of the Mentally Retarded Children
identified the following problems.

SL. Problem areas & Problem N ( % of
NO. Number respondents
area number
1 HF 35 Worried about a member of my family 100
2 HF 32 Member of my family in poor health 90 |
3 SI 15 Wanting worthwhile discussions with people 72
4 P 165 Disliking certain persons 72
5 P 24 Taking things too seriously 70
6 SI 13 Wanting to develop a hobby 68 |
@ 3 72 Not doing anything well |66
8 P 216 Feelings too easily hurt 66
9 P 78 Not really having any friends 58
10 P 212 Constantly Worrying 58
11 SI 255 Missing my former social life 58
12 H | Feeling tired much of the time | 56
13 ES 58 Having too many financial dependents 54
14 H 100 Allergies(asthma, hay fever, hives, etc.) 54 |
15 SI 209 Wanting very much to travel 54
16 ES 108 Having too many financial problems | 54
17 SI 61 Having a poor memory 54
18 SI 113 Forgetting the things I learned in school | 54
19 P 213 Too easily moved to tears 54
20 P 74 Avoiding someone I don't like 3
21 P 121 Being disliked by someone 2
22 ES 154 Unsure of future financial support 52
23 p 168 Trying to forget an unpleasant experience 52
24 ES 200 Not having a systematic savings plan 52
25 HF 223 Mother or father not living 52
26 P 261 Bothered by thoughts running through my head 52
217 H 3 Too much underweight or overweight 50
238 H 54 Feet hurt or tire easily 50
29 H 193 Having considerable trouble with my teeth 50
30 Iy 211 Mind constantly wandering 50
31 S1 64 Too few opportunities for meeting people 50
32 H 198 Not getting enough rest or sleep 50
33 P 172 People finding fault with me 50
34 HF 131 Wanting love and affection 50
HF Home and Family
P = Personality
SI = Self Improvement
ES = Economic Security
H Health
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Table 3.17

Fifty percent or more parents of the Non-Retarded Children identified

the following problems.

SL. | Problem areas and Problem % of
NO. Number respondents
Area Number P
| P 24 Taking things too seriously 066
2 ES 154 Unsure of future financial support 58
3 H 50 Stomach trouble (indigestion, ulcers, ctc) 56
4 SI 162 Wanting to read worthwhile books more 54
5 P 214 Too nervous or high strung 54
6 SI 63 Not using my leisure time well 52
7 Sl 113 Forgetting the things I learned in school B 52 |
8 ES 106 Not having enough money for necessities 50
9 S1 109 Wanting to improve my mind 50
10 SI 209 Wanting very much to travel 50 |
11 P 74 Avoiding someone | don't like 50
Table 3.17.1
Problems common to both groups of parents
Problem Problem % of respondents
areas and Parents of the Parents of
Number mentally the
retarded Non-retarded |
children children
P 24 Taking things too seriously 70% 66%
S1209 Wanting very much to travel 54% 50%
ST 113 Forgetting the thing I learned in 54% 52%
school
P 74 Avoiding someone [ don’t like | 52% 50% '
ES 154 Unsure of future financial support i 52% 58% '
HF = Home and Family
E = Personality
SI = Self Improvement
ES = Economic Security
H Health
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Table No. 3.18

Mean and Standard Deviation of attitude score of the parents of the
mentally retarded and non-retarded children

Group N X SD t , J
Parents of mentally 60 85.8 9.95 ‘
retarded children 1.81
Parents of non- 60 82.06 10.22 not significant ‘
retarded children B j

The findings shown in the above table indicate that the two groups of
parents do not differ significantly in relation to their psychosocial
problems, attitude and expectations. However, the parents of the
mentally retarded children scored little better compared to the parents
of the non-retarded children.
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Mean and Standard Deviation of attitude score of the parents of the
mentally retarded and non-retarded children for each item of the
questionnaire. For each question 5 is the highest & positive score and
1 is the lowest score.

Table 3.18.1.
How do you evaluate your present family life?

Group N X SD t ) :1
‘
|
|
|

Parents of 60 3.68 0.81
mentally retarded 0.35
children not
Parents of non- | 60 3.76 1.38 Significant
retarded
children

Table 3.18.2.
How do you evaluate the relationship with your spouse?
Group N X ~_SD t

10 R R S—
|
|
|
|

Parents of 60 3.92 1.18
mentally retarded 0.85
children not
Parents of non- 60 3.96 1.07 Significant
retarded
children

Table 3.18.3.

What is your evaluation about your relationship with all your
children?

Group N X SD % —l
Parents of 60 4.56 .87 '
mentally retarded 1.76
children not
Parents of non- 60 4.26 1.07 Significant |
retarded |
children ; |
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Table 3.18.4.

How do you evaluate your relationship with your friends?

Group

N

X

SD

t

Parents of
mentally retarded
children

60

3.60

0.89

Parents of non-

retarded
children

60

3.76

120

0.74

not
Significant

L — 1 |

Table 3.18.5.

How much can you concentrate to your work?

Group

N

X

SD

Parents of
mentally retarded
children

60

3.94

0.53

Parents of non-
retarded
children

60

3.68

1.21

1.19 ‘
not '
Significant
|

Table 3.18.6.

How do you feel about your present life compared to previous life?

Group

N

X

SD

t

Parents of
mentally retarded
children

60

3.60

0.80

Parents of non-
retarded
children

60

3.52

112

|

0.41 ‘
not ‘
Significant \

Table 3.18.7.

How do you feel about your life compared to others?

Group

N

X

SD

Parents of
mentally retarded
children

60

3.42

0.92

Parents of non-
retarded
children

60

3.50

1.20

.37
not
Significant i
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Table 3.18.8.
Do you think that most of the members of your family is very close
to each other?

Group N X SD 't
Parents of 60 | 4.00 | 0.77 |
mentally retarded 1.81 |
children not
Parents of non- 60 3.68 0.97 Significant
retarded
children | R

Table 3.18.9.
Do you feel that your family members will look after you when
you will be sick?

Group N X [ sD | ot |
Parents of 60 4.18 0.95 |
mentally retarded 1.47 ‘
children b not ;
Parents of non- 60 3.92 0.79 Significant
retarded
children . -
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Table 3.18.10.

Do you think that your family will take responsibility of any member
of your family if she/he is in critical condition (for example, if anyone
becomes handicapped)?

~ Group N X SD t
Parents of 60 3.08 0.96
mentally retarded 1.26
children not
Parents of non- 60 3.38 1.3 Significant
retarded
children

Table 3.18.11.

Do you sometimes feel worried by thinking that none will take
responsibility of your family if you become handicapped?

Group

N

X

SD

t

Parents of
mentally retarded
children

60

3.48

1.08

Parents of non-
retarded
children

60

2.76

L

3.02

Significant

Table 3.18.12.

Are you worried about your about future?

Group

N

X

SD

tf.

Parents of
mentally retarded
children

60

2.90

1.18

Parents of non-
retarded
children

60

2.60

1.27

not
Significant
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Table 3.18.13.

Do you think that your life is useless?

Group

N

X

SD

Parents of
mentally retarded
children

60

2.24

1.56

Parents of non-
retarded
children

60

2.16

0.43

not
Significant

Table 3.18.14.

Do you believe that your friends and relatives will come forward

to help you when you will be in real problem ?

Group

N

X

SD

t

Parents of
mentally retarded
children

60

3.28

1.00

Parents of non-
retarded
children

60

2.88

082 |

2.17

Significant

-
|

|
J

Table 3.18.15.

Do you think that your life is monotonous or joyless?

Group

N

X

SD

Parents of
mentally retarded
children

60

2.82

1.24

Parents of non-
retarded
children

60

2.54

0.96

1.24

not
Significant
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Table 3.18.16.

Can you accomplish what you want to do?

Group

N

X

SD

Parents of
mentally retarded
children

60

3.86

0.87

Parents of non-
retarded

children

60

3.36

Table 3.18.17.

0.81

17.03

Significant

ot |
|
|

How much opportunity do you get to participate in different social

activities?

| Group

N

X

SD

|

Parents of

mentally retarded
children

60

3.20

1.06

Parents of non-
retarded
children

60

2.86

0.93

1.69
not

Significant

Table 3.18.18.
How much do you

expect from al of your children ?

Group

N

X

SD

t

Parents of
mentally retarded
children

60

4.08

0.93

Parents of non-
retarded

children

60

4.02

119

0.28
not

Significant
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Table 3.18.19.
Do you think that you are performing enough responsibilities to of
all your children ?

Group N X SD ot
Parents of 60 3.90 0.83 |
mentally retarded 0.91 |
children not 1
Parents of non- 60 3.70 1.30 Significant
retarded
children B ]

Table 3.18.20.
What is the possibility of fulfillment of your expectations?

Group N X SD t 4
Parents of 60 3.58 0.91 |
mentally retarded 0.00
children not ‘
Parents of non- 60 3.58 0.86 Significant
retarded |
children |

Table 3.18.21.
Do you feel that you are alone?

Group N X SD . |
Parents of 60 262 l.d3
mentally retarded 18.15
children Significant
Parents of non- 60 2.00 0.63 ‘
retarded | |
children [
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Table 3.18.22.

Can you spend your leisure satisfactorily?

Group N X SD t |
Parents of 60 3.04 1.11 |
mentally retarded 0.36 |
children not |
Parents of non- 60 3. 12 1.07 Significant |
retarded |
children - |

Table 3.18.23.

Do you think that it will be better if one of your children is send to

Day-Care Centre?

Group

N

X

SD

t

Parents of
mentally retarded
children

60

2.68

1.74

Parents of non-
retarded
children

60

2.42

0.87

not
Significant

Table 3.18.24.

Do you feel that now you are successful enough?

Group

N

X

|

SD

Parents of
mentally retarded
children

60

3.02

0.70

Parents of non-
retarded
children

60

3.52

1.00

1629
Significant
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Table 3.18.25.
Considering your whole life pattern do think that this is the life
that you wanted to lead?

Group N X SD t T
Parents of 60 5.2 0.80 |
mentally retarded 0.17 |
children | not |
Parents of non- | 60 3.14 1.04 Significant :
retarded |
children ]
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Table 3.19

[t was found that out of 25 questions, in 5 questions the parents of the
mentally retarded and non-retarded children possess significant
differences in attitude. The following 5 tables show the detail of the
findings.

Table 3.19.1.
Do you believe that your friends and relatives will come forward
to help you when you will be in real problem?

Response Parents of mentally Parents of Non- L
retarded children retarded children |
N % N Yo

Very much 10 16.67 2 333 |
Much 12 20.00 10 1667
Moderate 24 40.00 32 5333
Not so 14 2333 10 1667 |

Not at all 00 00.00 6 10.00
Total 60 100 60 100 ,

It is seen that 40% parents of mentally retarded children moderately
believe that their friends and relatives will help them when they will
be in trouble. On the other hand 53.33% parents of non-retarded
children believe so. It is also seen that 23.33% parents of mentally
retarded children and 16.67% parents of non- retarded children are
doubtful. However, 16.67% parents of the mentally retarded children
very much expect that their friends and relatives will come forward to
help them. Whereas only 3.33% of the parents of the non-retarded
children believe so.
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Table 3.19.2
Do you sometimes feel worried by thinking that none will take
responsibility of your family if you become handicapped?

Response Parents of mentally retarded Parents of Non- |
children | retarded children
N % N | %
Very much 14 23,33 B 1 1335
Much 10 16.67 10 16.67 |
| Moderate 30 50.00 10 16.67
' Not enough 2 3.33 24 40.00
Not at all 4 6.67 8 13.33
Total 60 100 60 100

From the findings shown in the table above it is seen that 40% parents
of the non-retarded children believe that none will take responsibility
of their family if they become handicapped. Whereas, only 3.33%
parents of the mentally retarded children have similar belief.

Again 50% parents of the mentally retarded children moderately
believe that friends and relatives will take responsibility of their
families.

From the above findings it is assumed that the parents of the mentally
retarded children are more optimistic compared to the parents of the
non-retarded children.
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Table 3.19.3.
Do you feel that you are alone?
Response Parents of mentally Parents of Non-retarded
retarded children children

N % N % ﬂ
Very much 6 10 0 0 __J
Much 7 11.67 0 0 \
Fair 11 18.33 12 20 |
Not so 30 50.00 36 60 B
Not at all 6 10.00 12 20
Total 60 100 60 100

[t is seen that nearly 22% of the mentally retarded children feel that
they are alone. Whereas, none of the parents of the non-retarded
children feel so. There are differences in all five levels of answers to
this question of the two groups of parents.
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Table 3.19.4.

Can you accomplish what you want to do?
Response Parents of mentally Parents of Non-retarded |
retarded children children l
N % N %
Very much 16 26.67 10 16.66 |
Much 24 40.00 24 40.00 |
Sometimes 17 28.33 12 2000 |
Not always 3 5.00 07 11.67 1
Not at all 0 0.00 07 | 1167 |
Total 60 100.00 60 100.00 |

[t is seen that 26.67% parents of the mentally retarded children
answered very much compared to 16.66% parents of non-mentally
retarded children. On the other hand none of the parents of the
mentally retarded children answered ‘No’. About 12% parents of non-
mentally retarded children answered that they ‘Not at all” can
accomplish what they want.
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Table 3.19.5.
Do you feel that now you are successful enough?
Response Parents of mentally Parents of Non-retarded |
retarded children children ‘
N % N %
Very much | 0| 0.00 | 12 2(_).()Oj
Much 16 32.00 14 23.33 |
Moderate 30 53.33 30 50.00 |
Not much 10 16.67 0 0.00 |
Not at all 2 4.00 4 6.67 |
Total 60 100.00 60 100.00 |

74

All the parents were asked how they rate themselves as successful or
not in life. It was found that none of the parents of the mentally
retarded children answered that they are very much successful. In
other ratings of ‘Much’, ‘Moderate’, ‘Not much’ and ‘Not at all’, there
are differences in the level of answers of the two groups of parent.
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Table 3.20.1

Comparison on overall attitude of fathers and mothers of mentally

retarded children.

Group N Mean SD t
Score
Fathers of the 30 82.9 9.61
mentally retarded 2.20
children
Mothers of the 30 88.7 10.28 Significant

mentally-retarded at 0.05

| children Level
Table 3.20.2

Comparison on overall
retarded children.

attitude of fathers and mothers of non-

Group N Mean SD t }
Score
Fathers of the 30 | 80.36 | 10.00 1.26 ]
non- retarded children Not Significant
Mothers of the 30 | 83.76 | 1043 |
non-retarded children O

Table 3.20.3

Comparison on overall attitude

and non-retarded children.

of mothers of mentally retarded

Group N Mean SD t
score
Mothers of the 30 88.7 10.28 1.82
mentally retarded Not
children Significant
Mothers of the 30 83.76 10.43
non-retarded children

Table 3.20.4.

Comparison on overall attitude of fathers of mentally retarded
and non-retarded children.

Group N | Mean SD t ]
Score |
Fathers of the 30 | 8290 | 9.61 0.98 |
mentally retarded children Not
Fathers of the 30 80.36 10.00 significant
non-retarded children



CHAPTER - IV
DISCUSSION

The main objectives of the present study were to study the number nature
and seriousness of the psychosocial problems faced by the parents of the
mentally retarded children and to compare the problems with the parents of
the non-retarded children of Rajshahi City.

It is not exactly known how many mentally retarded children are there in
Rajshahi City. The population of Rajshahi City is approximately 600,000
and if WHO (1968) report (3% of total population) is considered there
should be 18,000 mentally retarded persons. But it is sure that now 3% of
Bangladeshi population are not mentally retarded. Dr Quamruzzaman,
former Head of Psychiatry of Dhaka Medical College conducted a sample
survey in Nangolkot of Comilla in 1988 and found 0.68% of the population
is mentally retarded. Dr Anwarul Sufi of Rajshahi University Psychology
Department studied all the households in a village known Bandaikhara of
Naogaon District in 1995 and found only 19 mentally retarded persons out
of 4436 villagers. Dr Sufi estimated 0.43% of the population are mentally
retarded. Mr Saiful Islam Khan, Lecturer of Psychology of Hatgangopara
Degree College of Bagmara Rajshahi studied all the houscholds of
Auchpara Union in 2002 and found 117 (0.48%) mentally retarded persons
out of 24,201 total population. A team of some students and teachers of
Rajshahi University Psychology Department is conducting door to door
survey in all the 30 wards' of Rajshahi' City since 2001 and until very
recently identified 739 mentally retarded persons. Though the present
findings indicate that only 0.12% of Rajshahi City’s population are
mentally retarded, the team members assume that about 0.25% of the total
population of Rajshahi City are mentally retarded and the total number will
be around 1500 persons.

Whatever the number and percentage is in Rajshahi City, the birth of a
mentally retarded child in a family jeopardize the social life of the parents,
specially the mothers. If the degree of retardation is severe or profound, the
problem increases for all the family members. While the researcher was an
undergraduate student of Rajshahi University Psychology Department and
was a SIVUS Volunteer, he personally visited some families of severely
retarded children. In these families he observed that not only the mentally
retarded child, the parents, specially the mothers, lead a miserable life. The
families sometimes face stigma of the society, either of the parents are
always at home to attend the child, marriage prospects of the siblings face
difficulties, extra financial burden occurs, and above all, the parents suffer
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some psychological stress and complex which are absent in the families
without mentally retarded children.

During close interviews, the parents mentioned to the researcher that if the
Government could establish some Residential Institutions for the mentally
retarded children, they could leave their children there for short periods in
emergency situations to go outside the city. As a SIVUS Volunteer the
researcher observed the situation is not so severe in the rural areas around
Rajshahi. In the rural areas, no doubt the families have a different feeling
but the parents are not under so much stress, complex and anxiety like the
urban parents. Comparing the urban and rural situations, the researcher
understood that more the life is mechanized, more psychosocial problems
occur for the parents of the mentally retarded children.

As SIVUS Volunteer, the researcher attended some conferences on Mental
Retardation and listened speeches of some foreign delegates. In 1998, the
Japanese delegates mentioned that before the Second World War, the
quality of life of the Japanese mentally retarded persons were similar like
the Bangladeshi mentally retarded persons. In 1999, the Swedish delegates
mentioned that in the decade of fifties of the last century when Sweden had
massive industrialization in the country, the mothers of the severe mentally
retarded persons faced the problem how to maintain their severe or
profound mentally retarded children. Then Swedish Government
established large-scale residential institutions for such handicapped persons.
It was found that such establishments were of great help to the parents of
the handicapped children. They were left behind in such institutions under
the care of the medical and nursing people. Gradually the frequency of
visits of the parents and siblings started reducing to such institutions.
Ultimately, the handicapped children became adults and old persons in such
institutions without the warmth of the family members. Now, in the
Scandinavian countries, the Governments are closing such residential
institutions and providing community based support. In Britain, the
government policy now is to provide extra pension or social welfare grants

to the family members, if they take care of the handicapped persons inside
the family.

The experiences of the developed countries indicate that families are the
best places of living of the mentally retarded persons. In Bangladesh all the
mentally retarded persons live in their families, not at residential
nstitutions. But we do not know the real psychological problems and the
social problems faced by the parents and the siblings of such persons.

Psychosocial problems cover a wide range of problems. The interaction
among the parents themselves, among the family members and members
outside the family are strong variables of the nature, number and
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seriousness of the psychosocial problems. Again the nature, number and
seriousness varies in individual cases. The socioeconomic status of the
families, education of the family members, profession of the parents, living
places, community, etc. play important role in the nature, number and
seriousness of the psychosocial problems. Knowledge about mental
retardation, perception of the global situation, availability of health care
facilities, support from inside and outside the family, etc. are important
factors, too.

The researcher understands from casual interviews and discussions with the
parents of the mentally retarded children that interaction with family
members, community members, colleagues, ectc. are included 1n
psychosocial problems. The number, nature and seriousness of the
psychosocial problems of a mother or a father varies in different degrees. A
particular problem may be very simple problem to a person, whereas the
same problem may become a very serious problem to another person. There
can be thousands of psychosocial problems related to thousands of
variables. In the preceding chapter the important psychosocial problems
which bother 50% or more of the respondents are shown in two different
tables. But these are not all, there can be many more problems.

Here, in this chapter, the researcher attempts to discuss the psychosocial
problems in five broad areas. These are:

a Personality

Self improvement

Health

Economic Security, and

Home & Family.

Oo0DD

The discussion in the following sections of this chapter is an attempt of the
researcher to analyze the findings shown in the preceding chapter and an
attempt to evaluate the findings on the basis of obtained data, secondary
data, discussion and observation.
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Personality Problems

Personality is relatively a wide concept in Psychology. The personality
pattern of a mother or a father before and after the birth of a mentally
retarded child may become different. What changes take places depend on
many variables. Yet there is no study report, which indicate what changes
take place. The major concern of this research was not to study the changes
of personality pattern of the parents. The major concern was to get hints
about the personality problems of the parents.

The researcher found Mooney Problem Check List Adult Form as an
excellent tool to identify the personality problems of the parents. There are
72 specific problems. All these problems bother adult people all over the
world in all culture. The researcher asked the parents to identify those
problems which bother them. It was found that different persons gave
emphasis to different specific problems. Each case was found as an unique
case. Therefore, the researcher tried to generalize the cases and the nature of
personality problems.

It was found that out of 72 problems, the Middle Class parents of the
mentally retarded children identified 19 personality problems on the
average. The lower middle class parents identified 23 personality problems
on the average. The poor parents identified 22 personality problems. The
findings show that lower middle class parents of the mentally retarded
children of Rajshahi City possess the highest number of personality
problems.

When compared with the personality problems of a matched group of
parents of non-retarded children, it was found that the middle class parents
have 15 personality problems on the average. This average number is
significantly lower than the middle class parents of the mentally retarded
children. Similarly the lower middle class and poor parents of the mentally
retarded children possess significantly more personality problems compared
to lower middle class and poor parents of the mentally retarded children of
Rajshahi City.

The researcher segregated the personality problems, which were identified
by 50% or more parents of the mentally retarded children. It was found that
72% parents ‘Dislike Certain Persons’. On the other hand about 48%
parents of non-retarded children reported that it is a problem for them. Why
they dislike certain persons? Whom they dislike? During close interview
large majority of them told the researcher that their own relatives, friends
and neighbors who are not sympathetic to their children and them are the
persons they dislike.
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‘Taking things too seriously’ was identified as a problem by 70% parents of
the mentally retarded children. During interview the parents mentioned that
before birth of their handicapped children this was not a serious problem.
Now they feel that they are taking things too seriously. They also
mentioned that this feeling is leading them to new psychosocial problems.
On the other hand, 66% parents of the non-retarded children also identified
this problem as one of their personality problems.

‘Not doing anything well” is a personality problem identified by 66%
parents of the mentally retarded children. The researcher observed that the
parents can do things pretty well. It is sure that they have or had certain
expectations which were not fulfilled or can not be fulfilled in the way they
expected because of the birth of the handicapped children. So, they now feel
that they are not doing anything well.

‘Feelings too casily hurt” was also identified by 66% parents of the mentally
retarded children. Many of them informed that this particular problem has
developed in them after the birth of their handicapped children. Many of
them also informed that with the gradual aging of their handicapped
children they are gradually overcoming this particular problem. But they
feel shocked and hurt when close relatives and neighbors can’t perceive the
handicapped condition of their children. Some of them also blame their fate.
During interview the researcher understood that economic condition of the
family is not related to the feeling of this problem by the parents. Rather
education and knowledge of the parents are important factors behind
feelings of this particular personality problem.

‘Not really having any friends’ and ‘constantly worrying’ were identified by
58% parents of the mentally retarded children. ‘Too easily moved to tears’
was 1dentified by 54% parents. The problems, ‘Avoiding someone | don’t
like’, ‘Being disliked by someone’, ‘Trying to forget an unpleasant
experience’ and ‘Bothered by thoughts running through my head’ were
identified by 52% parents of the mentally retarded children.

‘Mind constantly wandering’ and ‘Péople finding fault with me’ were
identified by 50% parents of the mentally retarded children.

During close interview the researcher understood that all these problems
center around their handicapped children. In Bangladesh, yet people have
many misconceptions about mental retardation, its causes, problems and
prospects. The misconceptions are prevailing more among the uneducated
and the poor. For all these misconception or faulty ideas sometimes the
parents are blamed by their relatives, friends and neighbors. When the
parents listen to such false blames they suffer stress, conflict and many
other psychological problems.
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It was found that 50% or more of the parents of the mentally retarded
children identified 13 problems of the Personality area of the Adult Form of
the Mooney Problem Check List. These problems and the percentage of
respondents are shown in Table 3.16 of the preceding chapter. These
problems are:

Disliking certain persons,

Taking things too seriously,

Not really having any friends,

Not doing anything well,

Feelings too easily hurt,

Constantly worrying,

Too easily moved to tears,

Bothered by thoughts running through my head,
Trying to forget and unpleasant experience,
Avoiding someone i don't like,

Being disliked by some one,

People finding fault with me, and

Mind constantly wandering.

o o Y o R Y Ay Iy 5y

It was mentioned earlier that there are 72 problems in the personality area of
the Mooney Problem Check List. The above mentioned problems were
identified by 50% or more of the parents of the mentally retarded children.
But the following specific personality problems were also identified by a
large number of parents of the mentally retarded children.

Lacking self-confidence

Being timid or shy

Feeling ill at ease with other people

Not getting along well with people

Being rude or tactless

Sometimes acting childish or immature
Being treated unfairly by others

Having feelings of extreme loneliness

Not knowing the kind of person I want to be
Confused as to what I really want

I'eeling no one cares for me

Having difficulty in making decisions
Sometimes afraid of going insane
Sometimes feeling forced to perform certain acts
Having a troubled or guilty conscience
Sometimes being dishonest

S o Y o o Y N N O 0y o Sy

Detdil of the findings shown in page 103-104 in Appendix - I
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Problems related to Self-improvement

Self-improvement problems are social problems. There are 36 problems
related to self-improvement in the Mooney Problem Checklist Adult Form.
The researcher requested the respondents to identify the problems that
bother them and circle the problems that are of most concern to them.

The parents of the mentally retarded children identified 10 and the parents
of the non-retarded children identified 9 problems on the average from the
self-improvement area, which are of concern to them. The parents of the
mentally retarded children identified 4 problems on the average as their
serious problems and the parents of the non-retarded children identified 3
problems as serious problems.

The middle class, lower middle class and poor parents of the mentally
retarded children respectively identified 10, 11 and 10 problems out of 36
problems on the average. On the other hand the middle class, lower middle
class and poor parents of the non-retarded children respectively identified 8,
12 and 8 problems out of 36 problems on the average. It was found that the
middle class and poor parents of the non-retarded children have lesser
problems compared to their counterpart parents of the mentally retarded
children. Surprisingly the lower middle class parents of the non-retarded
children identified highest number of self-improvement problems.

When the same parents were requested to rethink and identify the problems
which are of serious nature to them in self improvement area, the middle
class, lower middle class and poor parents of the mentally retarded children
respectively identified only 2, 4 and 2 problems on the average as serious
problems. On the other hand the middle class, lower middle class and poor
parents of the non-retarded children respectively identified only 2, 2 and 1
problems. This finding indicates that self-improvement problems are not
necessarily related to the birth and care of the mentally retarded children. It
also indicates that the parents of lower middle class socioeconomic group
possess more self-improvement problems compared to the other socio-
€conomic groups.

It was found that mothers of the mentally retarded children possess 12 and
the fathers possess 8 problems on the average in self-improvement arca.
Whereas the mothers of the non-mentally retarded children possess 10 and
the fathers possess 8 problems on the average in self-improvement area.
When asked to identify the severe problems in self-improvement area the
mothers of the mentally retarded children identified only 4 and the fathers
identified 2 problems on the average as serious problems. Both the mothers
and fathers of the non- retarded children identified only 2 problems on the
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average as serious problems. This finding indicates that there is no
difference in the possession of self-improvement problems among the
fathers of the mentally retarded and non-retarded children.

‘Wanting worthwhile discussions with people’ was identified by 72% parents of
the mentally retarded children. This problem was not identified by majority of the
parents of the non-retarded children. This finding clearly indicates that the parents
of the mentally retarded children in Rajshahi City are in urgent need of counseling
and guidance.

‘Wanting to develop a hobby’ was identified by 68% parents of the mentally
retarded children which again was not identified by majority of the parents of the
non-retarded children. This created interest to the researcher and he during close
discussion understood that this is some sort of Defense Mechanism, the parents of
the mentally retarded children want to adopt.

‘Missing my former social life’ was identified by 58% parents of the mentally
retarded children which again was not identified by majority of the parents of the
non-retarded children. This finding indicate that the parents of the mentally
retarded children are either pré-occupied with their handicapped children or are
withdrawing themselves from social interactions.

‘“Wanting very much to travel” was identified by 54% parents of the mentally
retarded children and 50% of the parents of the non-retarded children. This is a
common self-improvement problem to majority of the parents of both categories.

‘Having a poor memory’ was identified by 54% parents of the mentally retarded
children which was not identified by majority of the parents of the non-retarded
children.

‘Forgetting the things I learned in school” was identified by 54% parents of the
mentally retarded children and 52% of the parents of the non-retarded children.

This is a common self-improvement problem to majority of the parents of both
categories. oAy :

‘Too few opportunities for meeting people’ as a self-improvement problem
was identified by 50% parents of the mentally retarded children which was not
identified by majority of the parents of the non-retarded children.

Among other self-improvement problems ‘Wanting to improve myself
culturally’, ‘Not being as efficient as I would like’, “Trouble keeping up a
conversation’, ‘Wanting to improve my mind’, ‘“Wanting to improve my
manners or etiquette’, “Wanting more personal freedom’, ‘“Wanting more
chance for self- expression’, ‘Not having enough time for recreation’,
‘Needing a vacation’, ‘Not having enough social life’, ‘Being alone too
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much’, “Spending too many evenings at home’, ‘Not living a well-rounded
life’, etc are the problems which bother the parents of the mentally retarded
children in Rajshahi City relatively more compared to the parents of the
non-retarded children. To some parents one or two of these problems are
their serious problems.
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Health Problems

According to WHO (World Health Organization) health includes complete
physical, mental and social wellbeing, and not merely the physical
condition. The Adult Form of the Mooney Problem Checklist was so
developed that include such items which projects not only the physical
health problems but also the relationship to psychosocial conditions.

The respondents of this research, the parents of the mentally retarded and
the non-retarded children of Rajshahi City, were asked to identify the health
problems which bother them, from 36 selected problems of the checklist.
They 1dentified which problems are general problems to them and then
segregated the problems which are of'severe nature and are of most concern
to them.

It was found that on the average the parents of the mentally retarded
children identified 11 problems and the parents of the non-retarded children

identified 8 problems. Respectively they also identified 4 and 3 problems
are of severe concern to them.

Middle class parents of both mentally retarded and non-retarded children
identified 9 problems. Lower Middle Class parents of the mentally retarded
children identified 12 and the parents of the non-retarded children identified
8 problems. The Poor parents of the mentally retarded children 1dentified 11
and the parents of the non-retarded children identified 8 health problems on
the average.

The Mean differences of health proB]e’{’né identified by the parents of the
mentally retarded and the non-retarded children were found highly
significant. The results are shown in Table 3.1 of the preceding chapter.

The mothers of the mentally retarded children on the average possess 14
health problems and the fathers possess 8 problems. Among these 14 and 8
problems, 5 and 3 problems respectively are of severe nature. On the other
hand the mothers of the non-retarded children possess 9 and the fathers
possess 7 health problems on the average. And among these 9 and 7
problems of the parents of the non-retarded 4 and 2 problems are
respectively of severe nature. The findings clearly indicate that the parents
of the mentally retarded children are having more general and severe health
problems compared to the parents of the non-retarded children.

‘Feeling tired much of the time™ and ‘Allergies’ as health problems were
identified by 54% parents of the mentally retarded children. These two
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problems were not identified by majority of the parents of the non-retarded
children.

‘Too much underweight or overweight’, ‘Feet hurt or tire easily’, ‘Having
considerable trouble with my teeth” and ‘Not getting enough rests or sleeps’
are four of the health problems which were identified by 50% of the parents
of the mentally retarded children. Majority of the parents of the non-
retarded children did not identify these as their problems. It was also found
that the health problems of the parents of the mentally retarded and the non-
retarded children are not of common nature. And all the six specific
problems mentioned above are someway related to the psychosocial
condition of the parents. Some of these problems are indicators of
psychosomatic diseases, too.

‘Sleeping poorly’, ‘Poor appetite’, ‘Having a permanent illness or
disability’, ‘Troubled by headaches’, ‘Glandular disorders’, ‘Muscular
aches and pains’, ‘High blood pressure’, ‘Occasionally feeling faint or
dizzy’, ‘Troubled by swelling of the ankles’, ‘Occasional pressure or pain in
my head’, ‘Bothered by shortness of breath’, ‘Having heart trouble’, and
‘Needing another climate for my health’, are some of the problems which
were identified by a large number of parents of the mentally retarded
children.

If a mother or a father can’t get enough sleep, he or she can’t interact well
in social situations. Poor appetite is a clear symptom of some
psychosomatic illnesses. If headaches or an experience of occasional
pressure or pain in head troubles someone, he or she should get immediate
medical attention. Bothered by shortness of breath means something
serious. If someone feels the need of another climate for health, at least
should be given some relieve from his or her monotonous work loads.
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Economic Security Problems

Economy and economic security are important aspects of adult life. To the
parents, the economic security is a serious matter to run the family
smoothly. In Bangladesh, yet there is no well-developed social security
system. Also health insurance and other pension schemes are inadequate or
practically nil. People of fixed income groups, specially the fathers, always
remain worried about financial matters: If there 1s an emergency and not
enough fund in hand people sometimes face extensive psychological stress.

Economic security problems can be considered as social problems that
ultimately may lead to many psychological problems, too. There are 36
problems in the Mooney Problem Checklist Adult Form related to economic
security. The researcher requested the two groups of respondents, who are
the parents of the mentally retarded and the non-retarded children, to mark
the Economic Security problems, which bother them. They identified the
specific problems as of simple and of severe nature.

It was found that the parents of the mentally retarded children identified 10
problems of simple nature and 3 problems of severe nature, on the average
from the list of 36 selected problems related to Economic Security. On the
other hand the parents of the non- retarded children identified 9 problems of

simple nature and 4 problems of severe nature in economic security
problem area.

The middle class parents of the mentally retarded children identified 6
problems as simple and 2 problems as severe problems. The Lower Middle
Class parents identified 10 simple and 4 severe problems. The Poor parents
identified 14 simple and 3 severe problems, on the average.

On the other hand the Middle class parents of non-retarded children
identified 6 simple and 2 severe problems in the economic security area.
The Lower Middle Class parents of the non-retarded children identified 10
simple and 3 severe problems. The Poor parents of the non-retarded
children identified 13 simple and 4 severe problems in the economic
security area, on the average.

The mothers of the mentally retarded children identified 9 simple and 4
severe problems. The fathers of the mentally retarded children identified 7
and simple 2 severe problems. On the other hand, the mothers of the non-
retarded children identified 8 simple and 1 severe problems. On the average,
the fathers of the non-retarded children identified 6 simple and 1 severe
problems, in economic security problem area.
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It was also found that 50% or more parents of the mentally retarded
children identified four specific problems in the economic security area.
Following are the four problems.

Having too many financial dependents (54%)
Having too many financial problems (54%)
Unsure of future financial support (52%)
Not having a systematic savings plan (52%)

0Oo0oo

The problem ‘Unsure of future financial support’ was also identified by
52% parents of the non-retarded children.

Among other problems of economic security arela-, the following 11
problems were identified by more than 35% parents of the mentally retarded
and the non-retarded children.

Living in an undesirable location
Lacking privacy in my living quarters
Unfair landlord or landlady

Disliking financial dependence on others
Getting into debt

Needing financial assistance

Not having enough money for necessities
Too little money for recreation

Not budgeting my money

Having to spend all my savings

Worried about security in old age

0Oo0oEgooodaoo

O 0D

Though there are Mean Differences of the problems identified by different
groups and sub-groups of parents, these differences were not found
statistically significant. Therefore, it is concluded that economic security
problems of the parents are not related to the mentally retarded condition of
their children.
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Home & Family Problems

The effects of rearing a handicapped child on the family appear to be
complex. Many studies and personal observations agree that the families are
faced with many problems including those of management, finance,
deprivation of rest and leisure to the parents. Some families may cope very
well and remain cohesive and creative units in which other children may
grow up normally and happily. But some families may get over strained by
the presence of a handicapped child and eventually disintegrate.

Home and family problems are basically social problems but having some
psychological impacts. There are 36 problems in the checklist related to
home and family.

It was found that the parents of the mentally retarded children identified 8
problems of simple nature and 3 problems of severe nature, on the average
from the list of 36 selected problems related to Home-Family area. On the
other hand the parents of the non- retarded children identified 7 problems of

simple nature and 2 problems of severe nature in Home-Family problem
area.

Middle class parents of mentally retarded children identified 8 simple and 2
severe problems in the Home-Family area. The Lower Middle Class parents
of the mentally retarded children identified 9 simple and 4 severe problems.
The Poor parents of the mentally retarded children identified 8 simple and 3
severe problems in the Home-Family area, on the average.

On the other hand the middle class parents of the non-retarded children
identified 7 problems as simple and 1 problem as severe problems. The
Lower Middle Class parents identified 6 simple and 1 severe problems. The
Poor parents identified 8 simple and 2 severe problems, on the average, in
Home-Family problem area.

The mothers of the mentally retarded children identified 13 simple 3 severe
problems in Home-Family problem area. The fathers of the mentally
retarded children identified 7 simple 3 severe problems in Home-Family
problem area. On the other hand, the mothers of the non-retarded children
identified 10 simple 4 severe problems. The fathers of the non-retarded
children identified 8 simple 4 severe problems, on the average, in Home-
Family problem area.

It was also found that 50% or more parents of the mentally retarded
children identified four specific problems in the Home-Family area.
Following are the four problems.
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Worried about a member of my family (100%)
Member of my family in poor health (90%)
Mother or father not living (52%)

Wanting love and affection (50%)

(EE I

None of these four problems was identified by majority of the parents of the
non-retarded children. g ) '

Among other problems of Home-Family area, the following eight problems
were identified by more than 40% parents of both the mentally retarded and
the non-retarded children.

Members of my family working too hard
Home untidy and 1ll kept

Too much nagging and complaining at home
Not really having a home

Not being understood by my family

Too much interference by relatives

Unable to discuss certain problems at home
Needing advice about raising children

[ Y O B N [y

Though there are Mean Differences of the problems identified by different
groups and sub-groups of parents, the differences of the middle class and
poor parents were not found statistically significant. Only the Mean
Differences of different sub-groups of the Lower Middle Class are
statistically significant.

The problem, ‘worried about a member of my family’ was identified by
100% of the parents of mentally retarded children.

The problem, ‘member of my family in poor health’ has been identified by
90% of the parents of the Mentally Retarded children, (94% Lower middle
class, 100% Poor economy and 80% middle class). During interview most
of the parents reported that their Mentally retarded children is in poor
health.
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Conclusions

Though this research was designed mainly to study the number, nature and
seriousness of the psychosocial problems of the parents of the mentally
retarded children of Rajshahi City and to compare their problems with the
problems of the parents of non-retarded children, the researcher concludes
the following on the basis of primary data, secondary sources, free
discussion with the parents and his personal observation.

8

The parents of the mentally retarded children face more psychosocial
problems compared to the parents of the non-retarded children.

. Mothers of the mentally retarded children possess more psychosocial

problems compared to the fathers of the mentally retarded children.

. Parents of the mentally retarded children of lower middle class

socioeconomic group possess more psychosocial problems compared to
the middle class and poor socioeconomic groups.

Large majority of the parents of the mentally retarded children, specially
the mothers, do not possess scientific knowledge related to the factors of

mental retardation, prospects of special education and other therapies in
Rajshahi city.

Large majority of the lower middle class severely retarded children are
being given psychotropic drugs which are creating more problems to the
children and their parents.
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Recommendations

On the basis of his observation, the researcher strongly recommends the
following to alleviate the psychosocial problems faced by the parents of the
mentally retarded children in Rajshahi city.

1.

The health wing of the City Corporation must undertake an appropriate
measure to identify the mentally retarded children living in all the 30
wards of the city.

At least one Special Education School or Day Care Center are needed in
all the 30 wards of Rajshahi city where these mentally retarded children
should spend some time of the day. During absence of these children
from home in such schools or Day Centers, the mothers can take a
break.

. Both institutional and home based counseling programs are urgently

needed for the parents to help them realize the exact condition of their
handicapped children and plan what to do for them.

Some social welfare benefit or monthly pension from the Government
for the mentally retarded persons will increase the social status of the
mentally retarded persons and their parents.

. A National Policy for the Mentally Retarded persons is urgently needed

in Bangladesh that the NGOs can not do trials and errors with them and
their families.
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Appendix - I

The following 6 pages show the percentage of respondents in all the 216 problems in
the areas of Mooney problem checklist. These are the findings of the main study

Percentage of réspondenté in the Health (H) area

Problem. Parents of mentally retarded Parents of Non-retarded child
children
Number. Socio economic group Socio economic group
TOTAL TAL
Middle hﬁ?(‘ﬁﬁg Poor | Middle | O | Poor =
1 235, 61 100 56 30 16 42 28
2 20 33 83 44 70 39 25 48
3 20 72 67 50 30 33 8 26
4 15 61 0 28 15 17 0 12
5 0 33 0 18 20 17 8 16
6 15 61 67 58 25 44 25 32
49 L5 33 25 24 15 22 42 24
50 30 L/ 16 22 60 61 42 56
5l 15 33 0 18 45 11 8 24
52 25 33 42 32 0. 15 17 25 18
53 50 33 0 32 & 5 & 11 0 6
54 50 56 42 50 35 33 0 26
97 30 27 67 38 15 11 8 12
98 15 15 0 12 20 17 42 24
99 25 44 25 32 30 11 8 18
100 50 56 58 54 20 66 83 44
101 40 56 25 42 25 11 25 24
102 0 44 25 22 10 6 8 8
145 30 28 0 22 10 22 83 32
146 15 0 0 6 10 6 25 12
147 15 33 0 18 15 17 8 14
148 15 0 41 16 0 22 8 10
149 30 44 0 28 45 6 16 24
150 50 33 0 32 25 22 25 24
193 40 42 33 50 30 22 25 26
194 0 0 16 4 5 6 3 6 i
195 0 17 0o - 6 | 20 0 16 12
196 55 19 0 28 30 | 50 44 46
197 25 33 75 40 45 29 16 32
198 55 44 50 50 45 50 25 42
241 25 61 16 36 15 33 8 20
242 15 17 41 18 15 0 25 12
243 15 1.7 0 22 15 11 25 16
244 15 28 0 16 15 17 0 12
245 15 17 0 12 30 55 25 38
246 0 0 0 0 5 6 3 6
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Percentage of respondents in the Economic Security(ES) area.

Problem. | Parents of mentally retarded children Parents of Non-retarded child
" Socio economic group Socio economic group
Number.
Middle nger Poor S Middle nger Poor WSS
Middle Middle

7 15 44 0 22 5 22 42 20

8 0 28 0 10 8 44 16 34
B 5 44 75 40 20 33 25 26
10 25 17 25 22 15 33 25 24
11 0 33 o 18 15 6 0 8
12 0 28 25 16 20 38 8 24
55 15 33 42 28 15 17 39 26
56 0 44 0 16 15 28 8 18
57 15 44 42 32 20 28 16 22
58 45 50 75 54 20 50 66 42
59 25 33 91 44 33 22 58 36
60 15 33 41 28 15 55 25 32
103 30 33 58 38 10 22 42 4%
104 30 33 66 40 D 33 16 18
105 0 17 66 22 5 1l 33 14
106 25 61 25 38 5 o, 83 50
107 0 0 23 6 5 22 25 16
108 30 61 83 54 10 55 83 44
151 25 44 58 40 15 11 3 12
152 15 27 41 26 10 22 25 18
153 0 i 25 12 15 11 8 12
154 30 56 83 52 45 66 66 58
155 13 28 83 36 15 22 16 18
156 15 0 23 12 10 6 16 10
199 30 33 41 34 15 33 44 34
200 25 12 66 50 15 28 50 28
201 1'5 17 41 22 15 il 60 26
202 30 0 0 12 10 11 38 22
203 15 0 41 16 10 39 16 22
204 40 0 41 26 20 11 25 18
247 15 44 0 22 10 6 8 8
248 15 33 66 34 15 22 25 20
249 0 0 25 6 10 22 66 28
250 0 0 0 0 10 22 8 14
251 0 0 25 6 10 55 50 36
252 40 17 41 32 30 44 50 40
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Percentage of respondents in the Self Improvement (SI) area.

Problem | Parents of mentally retarded children Parents of Non-retarded child
Number Socio economic group Socio economic group
TOTAL TOTAL
Middle | “O%* | Poor 0 Middie | 0% | Poor
13 40 89 83 68 40 44 41 38
14 40 61 25 44 20 28 8 20
15 65 61 100 72 20 28 41 28
16 15 33 50 30 10 17 8 12
17 40 17 25 28 5 33 0 24
18 15 44 25 28 15 33 33 24
61 30 T 66 54 20 28 25 24
62 40 33 0 28, 20. 50 25 32
63 25 33 25 28 35 72 50 52
64 15 56 100 50 15 38 0 20
65 25 50 25 34 10 28 0 14
66 15 44 50 34 15 28 16 20
109 40 17 41 22 35 55 66 50
110 30 28 0 12 15 33 8 20
111 15 0 25 12 20 6l 58 44
112 0 28 0 10 10 44 8 24
113 60 44 58 54 05 44 41 52
114 30 17 25 24 15 17 8 14
157 40 28 0 26 30 17 16 22
158 40 28 25 32 20 39 41 32
159 30 28 0 22 10 44 41 30
160 0 0 25 6 ! 28 8 18
161 30 17 25 18 15 39 41 30
162 25 44 41 36 65 50 41 54
205 15 17 0 12 15 11 0 0
2006 0 17 25 12 20 6 8 1.2
207 0 17 41 16 20 44 41 34
208 25 17 0 16 10 11 8 10
240 40 78 41 54 30 66 58 50
210 i 17 16 20 50 38 25 40
253 0 17 58 20 15 44 0 22
254 0 17 16 10 10 11 0 8
255 65 89 0 58 20 28 s, 24
256 15 17 0 12 10 ¥ 16 14
257 25 17 25 22 20 17 8 16
258 40 i3 16 32 10 6 25 12




Appendix

Percentage of respondents in the Personality (P) area.

Page- 103

Problem. Parents of mentally retarded - Parents of Non-retarded child
Number. children
Socio economic group TOTAL Socio economic group
OTAL
Middle | WS | Poor Middie | VOVE | Poor !

19 15 44 25 28 25 39 41 34
20 15 61 16 32 30 11 92 38
21 30 78 25 46 20 50 8 28
22 15 33 41 28 10 39 8 20
23 25 61 50 38 10 17 16 14
24 75 72 58 70 80 67 41 66
25 30 28 25 28 35 17 & 22
26 25 33 75 40 20 28 41 28
27 0 56 66 36 10 28 33 22
28 25 44 0 26 10 6 0 6
29 40 44 0 32 15 6 0 3
30 0 28 0 10 10 "2 8 14
67 30 72 0 38 35 33 8 28
68 15 23 25 22 10 6 25 12
69 15 28 0 16 5 39 66 32
70 25 28 25 26 15 28 25 22
71 25 33 0 22 15 28 25 22
72 60 72 66 66 25 67 4] 44
73 0 33 4] 22 10 11 25 14
74 65 44 4] 52 75 39 25 50
7 15 44 50 34 10 22 8 14
70 40 33 50 40 15 17 41 22
77 155 33 41 28 15 11 25 16
78 25 78 83 58 10 17 25 16
|15 15 28 25 22 5 50 16 24
116 15 0 0 6 10 11 8 10
117 40 33 58 42 50 22 66 44
118 25 28 41 30 45 0l 25 46
119 15 17 0 12 15 17 8 14
120 25 0 25 16 15 33 17 22
121 50 61 41 52 10 39 41 28
122 40 28 0 26 5 11 8 &
123 15 0 25 12 15 6 8 10
124 50 17 25 32 10 44 25 26
F25 0 0 0 0 10 17 8 12
126 25 17 25 22 15 6 17 12
163 15 0 50 18 15 11 17 12
164 15 17 41 22 15 17 16 16
165 65 88 58 72 50 61 25 48
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Percentage of respondents in the Personality (P) area.

Problem. Parents of mentally retarded Parents of Non-retarded child
Number. children
Socio economic group Socio economic group
. TAL TOTAL
Middle | . J\[;[?(\iiﬁi ‘Poor 1o .| Middle I\L/’I?;?i; Poor 0

166 30 28 0 22 b5 22 25 20
167 40 33 0 28 20 17 25 20
168 30 33 91 52 35 33 17 30
169 15 0 0 6 10 17 8 12
170 25 0 0 10 10 17 8 12
171 25 0 0 10 15 22 8 16
| 72 50 39 66 50 15 17 8 14
.73 15 39 25 26 15 6 33 16
174 30 28 25 28 15 22 8 16
211 25 72 58 50 25 33 17 26
212 65 61 41 58 20 28 8 20
213 65 44 50 54 40 28 25 32
214 25 33 41 32 5 28 58 54
215 15 28 50 28 15 6 8 _ 8
216 40 78 91 66 135 50 83 44 |
217 15 0 () 6, 20 28 25 24
218 25 0 25 16 25 28 8 22
219 25 28 41 30 45 44 4] 44
220 40 28 25 32 35 11 23 24
221 25 33 41 32 20 28 8 20
220 40 56 25 42 20 33 8 22
259 15 39 58 34 15 11 16 14
260 15 0 28 12 15 17 25 18
261 40 55 66 52 35 28 50 36
262 15 17 25 18 20 17 8 16
263 0 0 0 0 20 17 25 20
264 25 17 4] 26 60 44 8 42
265 15 50 0 24 15 33 17 22
2606 15 0 0 6 15 11 25 16
267 25 0 25 16 20 11 25 18
268 15 0 0 6 15 11 8 12
269 1.5 0 , 25 92 5 6 25 10
270 0 17 0 6 20 22 50 28
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Percentage of respondents in the Home & Family (HF) area.

Problem. Parents of mentally retarded Parents of Non-retarded child
Number. children
Socio economic group Socio economic group
TOTAL TOTAL
Middie | | Poor : Middle | O | Poor
31 25 28 25 26 50 6 & 24
32 80 94 100 90 10 157 25 16
33 15 72 0 32 20 33 41 30
34 30 56 50 44 20 17 33 26
35 100 100 100 100 - BS' 6 8 18
36 0 17 0 6 20 22 25 22
79 15 28 0 16 20 35 & 22
80 25 61 50 44 35 11 33 26
81 0 33 0 12 25 28 25 26
82 25 33 25 28 10 6 8 8
83 25 44 25 32 10 17 25 16
84 0 17 25 6 15 28 41 26
127 35 33 0 34 15 22 25 20
128 40 17 0 22 15 6 17 12
129 25 0 0 10 15 6 17 12
130 75 17 0 16 = 17 25 14
131 25 50 91 50 15 50 25 30
132 25 0 0 0 15 11 25 16
L 78 25 28 25 26 5 17 8 10
176 0 0 0 0 15 28 0 16
177 15 28 66 32 . 25 i 1] 25 20
178 30 17 0 18 35 17 25 26
179 25 44 50 38 15 28 25 22
180 15 0 25 12 15 11 8 12
223 50 50 58 52 15 39 75 38
224 15 17 0 12 20 11 8 14
225 15 0 0 6 15 39 8 22
226 30 0 0 12 10 28 25 20
227 0 0 0 0 20 11 25 18
228 25 17 0 16 10 6 25 12
271 0 0 0 0 15 6 8 10
292 30 17 0 18 10 11 8 10
273 0 0 0 0 25 22 25 24
274 25 17 0 16 15 11 8 12
275 0 0 4] 10 15 11 50 22
276 0 0 25 6 10 177 8 12
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Appendix- 11

MOONEY PROBLEM CHECK LIST, FORM - A
(1950 revised edition)
Leonard V. Gordon and Ross L.. Mooney

Bureau of Educational Research
Ohio State University

INSTRUCTIONS

"This contains a list of problems frequently faced by people concerning their
health, work, family, temperament, etc. Please go through the list and select the
statement which refers to your problems.

Remember, it 1s not a Psychological test and there is nothing right or wrong
here. This questionnaire is applied for the purpose of research and for getting
information about general problems of human existence. If you mark the list
honestly and sincerely, then we may get a valid sample list of human problems.
[f a statement of this booklet seems to be related to your problem, then
underline the serial number of that statement in the answer sheet.

You may be assured that, the confidentiality of the answer given by you
will be maintained by all means.

Here you will have to work in three steps:-

First step: Read the list slowly and underline in the answer sheet, the serial
number of each problem that troubled you. Suppose the first statement of the
list, "1. feeling tired much of the time",.isa problem for you, then underline the
serial No. | in the answer sheet like this '1".

Second step: After you have gone through the entire list, look once again the
problems that you have underlined. This time encircle the serial numbers of
those problems which appear to you to be of most concerned to you. Suppose
the first statement of the list, i.e., "1. Feeling tired much of the time," is of most
concerned to you, then encircle the serial No.@ in this way 'l ' in the answer
sheet.

Third step: Answer to the summarizing statements on the opposite page of the
answer sheet. "Thank you'
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First Step: Read the list slowly, and as you come to a problem which troubles you,
underline it.

N B L2

. Feeling tired much of the time

. Sleeping poorly

. Too much underweight or overweight
. Gradually losing weight

. Frequently bothered by a sore throat
. Catching a good many colds

7. Living in an undesirable location
8. Transportation or commuting problem
9. Lacking modern conveniences in my home

10.

L
=

13,
14.
I5.
16.

17.
18.

1'%
20.

2]

Lacking privacy in my living quarters
Unfair landlord or landlady
Poor living conditions

Wanting to develop a hobby
Wanting to improve myself culturally

Wanting worthwhile discussions with people

Wanting to learn how to dance
Lacking skill in sports or games
Not knowing how to entertain

Lacking leadership ability
Lacking self-confidence

. Not really being smart enough
22.
23
24,

Being timid or shy
Lacking courage
Taking things too seriously

. Wanting a more pleasing personality
. Awkward in meeting people

. Daydreaming

. Being too tall or too short

. Being physically unattractive

. Wishing I were the other sex
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31. Being away from home too much

32. Member of my family in poor health
33. Death in my family

34. Member of my family working too hard
35. Worried about a member of my family
36. Drinking by a member of my family

49. Poor appetite

50. Stomach trouble (indigestion, ulcers, etc.)
51. Intestinal trouble

52. Poor complexion or skin trouble

53. Poor posture

54. Feet hurt or tire easily

55. Needing a job

56. Needing part-time work

57. Disliking financial dependence on others
58. Having too many financial dependents

59. Getting into debt

60. Fearing future unemployment

61. Having a poor memory

62. Not being as efficient as [ would like

63. Not using my leisure time well

64. Too few opportunities for meeting people
65. Trouble keeping up a conversation

66. Not mixing well with the opposite sex

67. Being lazy

68. Lacking ambition

69. Being influenced too easily by others
70. Being untidy

71. Being too careless

72. Not doing anything well
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73. Feeling 1l at ease with other people
74. Avoiding someone I don't like

75. Finding it hard to talk before a group
76. Worrying how I impress people

77. Not getting along well with people
78. Not really having any friends

79. Having to live with relatives

80. Irritated by habits of member of my family
81. Home untidy and ill kept

82. Too much quarreling at home

83. Too much nagging and complaining at home
84. Not really having a home - i

97. Having a permanent illness or disability
98. Frequent nose or sinus trouble

99. Having trouble with my ears or hearing
100. Allergies (asthma, hayfever, hives, etc.)
101. Having trouble with my eyes

102. Having a serious illness or disease

103. Needing financial assistance

104. Can't seem to make ends meet

105. Not getting a satisfactory diet

106. Not having enough money for necessities
107. Never being able to own a home of my own
108. Having too many financial problems

109. Wanting to improve my mind

1 10. Wanting to improve my appearance

[ 11. Wanting to improve my manners or etiquette
112. Having trouble with my speech

113. Forgetting the things I learned in school

114. Having trouble understanding what I read
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I'15. Speaking or acting without thinking
116. Being rude or tactless

[17. Being stubborn or obstinate _
118. Sometimes acting childish or immature
119. Being envious or jealous

120. Tending to exaggerate too much

[21. Being disliked by someone

[22. Being left out of things

123, Being made fun of or teased

124. Being treated unfairly by others

125. Suffer form racial or religious prejudice
126. Having feelings of extreme loneliness

127. Not being understood by my family
128. Not being trusted by my family
129. Feeling rejected by my family

130. Having an unhappy home life

131. Wanting love and affection

132. Being an only child

145. Troubled by headaches

146. Glandular disorders (thyroid, lymph, etc.)
147. Menstrual or female disorders

148. Kidney or bladder trouble

149. Muscular aches and pains

150. High blood pressure

151. Not enough money for medical expenses
152. Too little money for recreation

153. Needing money for education or training
154. Unsure of future financial support

155. No steady income

156. Work too irregular or unsteady
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157. Needing more exercise

158. Needing more outdoor air and sunshine

159. Wanting more personal freedom

160. Wondering if further education is worth while
161. Wishing I had a better educational background
162. Wanting to read worthwhile books more

163. Too self-centered

164, Getting into arguments or fights

165. Disliking certain persons

166. Sometimes lying without meaning to

167. Feeling blue and moody

168. Trying to forget an unpleasant experience

169. Not knowing the kind of person I want to be
170. Confused as to what I really want

171. Feeling I am too different

172. People finding fault with me

173. Feeling no one cares for me

['74. Sometimes feeling life is hardly worth while

175. Too much interference by relatives

176. Having too many decision made for me .
177. Unable to discuss certain problems at home
178. Not getting along with a member of my family
179. Educational level different form my family's
180. Wishing I had a different family background

193. Having considerable trouble with my teeth
194, Occasionally feeling faint or dizzy

195. Troubled by swelling of the ankles

196. Trouble with my scalp

197. Occasional pressure or pain in my head
198. Not getting enough rests or sleeps
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199. Not budgeting my money

200. Not having a systematic savings plan
201. Buying too much on the installment plan
202. Being too extravagant and wasteful

203. Living far beyond my means

204. Having to spend all my savings

205. Wanting more chance for self- expression
206. Little chance to enjoy art or music

207. Little opportunity to enjoy nature

208. Not having enough time for recreation -
209. Wanting very much to travel

210. Needing a vacation

211. Mind constantly wandering
212. Constantly worrying

213. Too easily moved to tears
214. Too nervous or high strung
215. Having a bad temper

216. Feelings too easily hurt

217. Unable to express myself well in words
218. Feeling inferior

219. Not reaching the goal I've set for myself
220. Having difficulty in making decisions
221. Feeling I am a failure

222. Wanting to be more popular

223. Mother or father not living

224, Parents separated or divorced

225. Having clashes or opinion with my parents
226. Parents sacrificing too much for me

227. Parents having a hard time of it

228. Not seeing parents often enough
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241.
242,
243,
244.
245.
246.

247.
248.
249.
250.
281,
252,

253.
254.
255
256.
237
258.

259.
260.
261.
262,
263.
264.

263
200.
267.
268.
269.
270.

Bothered by shortness of breath

Having heart trouble

Having a persistent cough

Needing an operation or medical treatment
Needing another climate for my health
"Change of life" (menopause)

Needing legal advice

Needing to make a will

Needing an insurance program
Needing advice about investments
Wanting to have a business of my own
Worried about security in old age

Not having enough social life

Being alone too much

Missing my former social life

Not entertaining often enough
Spending too many evenings at home
Not living a well-rounded life

Unhappy too much of the time

Sometimes feeling things are not real

Bothered by thoughts running through my head
Sometimes afraid of going nsane

Bothered by thoughts of suicide

Sometimes feeling forced to perform certain acts

Having a troubled or guilty conscience
Afraid of being found out
Sometimes being dishonest

Having a certain bad habit

Wanting to break a bad habit
Giving in to temptation

Page-

15
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271. Worrying whether my marriage will succeed
272. Having different interests form husband or wife
273. Marriage breaking apart

274, Needing advice about a marriage problem

275. Needing advice about raising children

276. Wanting to have a child

Second Step: Look back over the items you have underlined and circle the
numbers in front of the problems which are troubling you most.

d
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SI. Number of the problems

[=x BV RO

=B |

10
11
12

13
14
15
16
17
18

19
20
21
22
23
24

25
26
27
28
29
30

31
32
33
34
35
36

49
50
51
52
53
54

55
56
57
58
59
60

61
62
63
64
65
66

67
68
69
70
71
72

73
74
75
76
77
78

79
80
81
82
83
84

MOONEY PROBLEM CHECK LIST, Form-A
(1950 revised edition)
97 145 153 241 :
98 146 154 242 Cir | Tot
99 147 155 243 H
100 148 156 244
101 149 157 245
102 150 198 246
103 151 199 247
104 152 200 248 Es
105 153 201 249
106 154 202 250
107 155 203 251
108 156 204 252
109 157 205 253 SI
110 158 206 254
11 159 207 255
112 160 208 256
113 161 209 257
114 162 210 258
P
115 163 211 259
116 164 212 260
117 165 213 261
118 166 214 262
119 167 215 263
120 168 216 264 HF
121 169 217 265
122 170 218 266
123 171 219 267
124 172 220 268
125 173 221 269
126 174 222 270
127 175 223 271
128 176 224 272
129 177 225 273
130 178 226 274
131 179 227 275 i Tot.
132 180 228 276

TOTAL...
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Third step : Reply to the following .
SUMMARY

I. Use the space below to add any additional problems that you may have .

2. Write a brief summary of what you to be your chief problems.

3. Would you like to talk to someone about some of your problems ? (yes/no)
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MOONEY PROBLEM CHECK LIST, FORM — A

(Bengali version of 1950 revised edition)

), FIG-F%, AR, - To5i G039 Ta 192 @ AWTIER YR 27,
w3 UF SIferdl QAT Freg | Sl Siferifl forde «ae @ IEHETE! SR TS
a0, (TetE e 90 |

A A, @' @ Teifge S8 Ta W9 g Al e I @2 5% @73
MCEE QIEF QAR AT STEIeE] o0 O] AR 8 ACEEdd Srwiei3 @ g=uieiic

ST 41 7' (H | A I ol 8 SefiEer AN @ Sifet bfee staw, st wges

TPTER @S q2e T Sfers! “fleq R | Sifem Jfde @ IeqerEE A Si7@E

FIT TGS A0 T T, TG AT CISTAR TS STH0ad 106 6 7o) o |

i @ g S AFTS NEE @, AR @We TEEd (NURTS] AEreSd
T T A |
Gt Toafb 1T S St (" F0o 209 -

AN s qa-fEmeiE oifeasil wgq gz wieFices Sjfad wree aue afef
FAIAR CF(@ TG 7I(@ TF GG T9ad A6 Wi 0w | g, sifera 99w et “adie s,

@et AT FIREI FE” TR T AT ZE - @D AE GRS a9d Y 9 A D
«@’5irg wis e

RS qolg Aral OIfer® @It G ol (I T T6d o (7 SIS THALE

6 7ot Meaces, CIete SNtEaaala o S | @' @ TRATSTE SR FIE wFod T
A, (12 TS TRAGTERE BHE-210 @B (o1l o o | «=pa, wifereim e et widie, .

@AY FIREIY FE AT G 9FGd AT 2EA- TGIANE IS0 TS THE
Si1e T #TE TS 779 Y @@éﬁm QIGAPEREEE



Appendix Page- 118

PO qi7ls T #ad W SRl Afe franet So siefEee fafs fim |
g «1ols  FE-fgmera ol g Q3 SRS T (AR G TR G
Tea ot @S TR A A e

. @I sle Ty Fife Qg F

2. Seie 9w ‘

o, IR 9 SrESifE T q1 (@A

8. *EITAA ST WU FIT AN

¢. g3 TR 9 e % Sged F4
Y. AR A i

q. g HAfaEet 99 sl
b, oifaaRe 9 oS T Ste
qreITe SNy Frai-gade e
So. SIREM FCE (NANTOR TS
S, MM Traa SIHH-TIZE SCTSATIETS
3. THEIERE «fa FEaeE

>0,  @FBI AL (hobby) -9F 24 OIS B2

8. FfesTs T (20 9w o 51T

S¢.  WIEER MR eged Ka Sl e 512
Sb,  qB-H f44re 513

39, TIEI-¢FIE WEFS] T8

Sy, TSIt T TEaEs Fa0s 7 Sifae

Sh. TTOQUI CFITeld Sre|

Yo. Sg-fREitE Srei

3. WA G5 (smart) T2

23, SIF @ AGS FO(4d

0. ARG Tfeld

38, 74 fogrs wfelis gy Sl i



Appendix

3¢,
Y,
24,
b,
2D,

0o,

DY
O
09,
8.
¢,

oY,

8%,

@>.

(S
@0,

@8.

Q.

@A.
b,
@>.
Lo,

L,
L.
O,
L8,
it
W,

S4S TMEEGS NS o

S AN CTET-TIR Siggs 91 safes @iy i
foraree] (R (FEaRItEy 99 3[)

BT (A TR Al G

el 2

sl afn sjea/afeen 2o

Sfgesies TG AE! (ATF [ AFCS
AR QTG B

AR AFGF (07 Bfag

AT FCr TS

FIT]

ATFZA SFO! (ITIEH, ST 2971n)
S (STEAA) SES!

N 92 S 92 2] BT L&

OS2 A1 UOITe SIS AR 9 Fifw iy FF

FIe (GIF) 512

LTI FE BIZ

SRATSE AR S B2 fSaiiers! Sicel &7iscz =l
SfafeS BIA SR TR SRS, fToa@ie]

A

TS (ARG T ©'S

Fifeers ware! sec a7

SR AR AL 2R Al

ST (- TR S
S[e19-BIfe T S (qld Fi
“fFaa/AiEIad I TRee e A =

Page- 119



Appendix Page- 120

LA,
b,
Y,
q0.
.
.

Q,
a8.
ac.
U,
qq.

b,

as.
bro,
b,
b,
b0,

b8,

9.
b,

e,

N
yob,
S0R,

SR AN

THIEERIE Srold

BRI GISICE R ER ST
AfaA5! AT #fifa =

SfsT@y SeTed

& 552 O S Fare “AEfe 9

a7 AL s fags (s%8) (@ig sf4

OFEGACE AW F(d 1, ©F afecy vefg

SR #TF G SIS TGrae AN Bl 9] Fio

SINTE SRR S (P {IRel TATRe S8 O e Stesl (19 Sl
SICATE A T berrs Aifg =1

SR R-FECe Al 9 <09 20ba

TG TS Spae e @iy FR

T9-I1e SI+{fpRg 8 SATRITE

qITITS T8 (! AT

BT OTF S0 (AT (el ¢ SfSraiel SR 2<eTs! AT
AP ATF (T A (713

S{TETHIs3 AT S A RAT Gl

B =PI ql FAEe Sppfayl St

«=NifE (A, e, sErs Tepiv) wite
O S T’

AT (I SIES! A S



Appendix Page- [2]

soo.  wfdE TR vase

>08. W XDR, I A6 FEACS ARG 1
So¢.  CATE 9 YAd Selg

Sob, TG (BIAIE & ~Hie Sdd Srelq,
Soq.  TTerT 98K wifers zam s (73
Sov.  Heifay St e e

0. E Tgfe OIS bi3/Mbegfen e 1Bs 513
ddo. W’\’_@ﬂ?

3oy, BB wIRrg S90S 51F

3. PU-GETE ANHAT A"

Sd0. el wfers R gra @itz

338, A G ot fomars gfam

3¢, | (SR B A [ FG FF T

S, Y SWifEs ¢ @l

53, oI ceml A1 @S

S, IR RIesETe Sivae 1 F16] e 0 Tl
SSp.  EEIYEE 4 AN wred

0. wfsfas A To7 s st

32D, I (F3 (R (A SINF 25w FCa
323, TF T5gres SN wel e @il a0
SO, NI TR @ e 5y

S8, SR W effS WA .
¢, G <1 4T A1 FATH0Rg
Y, O O (Y FE



Appendix

oRA.
o2,
B,
oo,
293,

202,

>8¢.
S8,
2819,
>8b,
8%,
S¢o,

@,
SER.
2&9.
5@8.
GG,
Y,

oA,
@b,
5S¢,
2bo,
555,
oL,

ARG ST ST (e =1

AT Syl S o <vca =1
feres Afafarea aerirs 9t W 27
HIERIEEAICACE i

THE ST 513

e g weE

Tl iy ghife ‘ .
afg (A2aeEe, fonre Tonf) Fwie spgret
Ao 9 Fios@e 71 =i

TFe w=E@t @ syge

Tt A T@elt g2 e

Tt qE617

oot o=y eareEty wde e[
fxret <1 @frerer oy Sede Srem
sy weftafes fmiste o s
wfrfirs a1 FE $R0E FieE Foifere

P Y& S-S LTS
SICdl (@4 s ATl 517
S P alze dieEms 79 5 9 ey

SR SPFloTe (ieiTe] A SIeFIFs ST zrel

T T BAIN 93 7[GCS 513

Page- 122



Appendix

S,
>90,
29s.
541,
399,

>48.

>9¢.
29U,
399,
>9b,
245,

Shro,

229,
OB8,
OB,
S,
>®Aq.

2ol

ST SATRIFAP

7 GGl <G

T FICS-FICCE Toew Bl
TR Swefs fran afa

T ¢ faag @y 5

QT SERETY Sfetee! WA (58] B

ity 5 2re 12 wifee

SiTee ifS f6 B2 o7 an=iica v 9/@el @3
fces Twe faom T 22

ST AR (T 40 @S

SATANSF THC GTJ B Al 9051 A 2
TRI-SR T 7Y GIRER 4 GF6! 567 (73

MR AR G- 6 (@91 TECFA IR

SR o e Frate bific oazl 2ose

g fog o7 St (et 03 I8ITS SITEs=l Fats 211fF
AR (FF 4T FAATI AL TG (72 |

AR TV (A0F AR s q@ere fog

I =7 2 Faaa Sare™ St 30l

SfsTi@n wites AE e
(- T S TR S 23
TSI (IR (ATE FB {13

T GF @ Hretd T3] 9ite
SCAI-SCR WA TET 6 Blof g™ TW
22 faml e fam facs =ifa =i

Page- 123



Appendix Page- 124

Sob.  SIE-FE (I AfEH (713

200, AT FAwq AfgTEdl @3

205, 4ITd (A @0 5

0%, TARTE 46 @9 ©A5Y FA -
209, SR IR A4t T e wifew g
08, IE ALY AGb FICS T

20¢.  AMG-AFIE LS JEnaq oo

200, HEF 8 WHI© TATST el Y7
209.  PReTH ST TG T Y 47 T
xov.  [4AMEE e 2{g Aweas srele

Job.  ¥q @ (TS 513, 7 Aif

%0, WY SEEH e

5. AOI eifefre wfEgg

2. dfsfEs Ty

v, wlie TFE2 F HiE

238, wfexy ‘N ¢ Trefers
¢, INIEEG!

Y, SIS ARG T TS AR

9. Bl - AT FEs g Fare o9
Wy, rEE Sy w27

e, TS &0 (Tgrs afe

o, FE gere sk @y s

33y, ferEs wel qeE W =m

2. Fod wEY are 513



Appendix Page- 125

220, W 6=l AR @6 (3

228, AN - AT T A 41 S Qg foven 2
23¢.  qE-TE AN e TRy 9

2. Q- AR G ARE O REE FE

WA, WI-FEIF YT NI ABR

23y, A T-FE (S (ATS A3

285, W IR 08 ol

SERNE IS ()

8o, WY R FifTS wiife

388, A=l Al fofeeoTd e

28C. WY THE G Y AREEA FA W=

Y, G GHIK RS (AOIRF T TiTe A AOAR 9% TF (10T)

289,  SBFTS ALNCAA LACIGH
38y, TIH T WEFIE

385, <IN Bl AESIE

0. fafieE cwE e s
ey, e offeres a6 qren i
@R Jr WAET RIS G by

2@, NG G I s
2¢8. UG TN GF

ee.  rEE AN S zEife
Y. (O FISIFE SR el
2eq. AL SE ANE ANY 0371 77
¢y, GHCTR AR A |



Appendix

@D,
Yo,
LY,
QLR
QY.
Q8.

QUE.

LY,
L9,
Qb
L3,
Q90.

9.
293,
290,
248,
24¢.

29,

S4PIee TAEE 47 A WA =

SR ST WA 27 (652 @ ey 77

T (@ 9K 5D IR (@R GTGTE SACE AG] (7
A - T WA = A =0 T

TN SgReyi B (A e

T FUg 53 fFg F& 71 Fa s ~Afd 71

frecs SomIE T 27 ¢ faEtes wes (@ie 34

SRR GRS IS O]

TICR- 10 SPTIY N6 4,

@ @B frere T Srere St
OFG] I eI BFi5 FACS b1
STATG! Tl LTETSR PIm Giecd #Afe

fara wids g = A1 @1 giol wiee
B W04 SRR 1< e

wie) Gl (S0 qAIHR

TIo[s] IR - A0 LTS
feie =fercaa feary Sora= 51

DI B2

Page- 126



Appendix

ANSWER SHEET :
MOONEY PROBLEM CHECK LIST, Form-A
(Bengali Version of 1950 revised edition)
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Appendix- ITI

Attitude Measuring Scale

People live in different environments. Besides this, there is a gulf of difference
among them. So the feelings about life and own field is not the same to all. It needed
to know what they think about the daily matters that are related to health, family,
work etc. It is essential to gather knowledge about it to develop / to modify / to
enhance the life style / living pattern of the people.

This questionnaire is prepared to know about what you think about some particular
aspects of life and the life as a whole. Read every question attentively and mark ()
to the relevant answer among the given answers that you consider as your own.
Sometimes you may think that none of the given answers is matching perfectly to
your feelings, in that case, mark the answer that you think the closest to your answer.

You need not to mention your name, address, etc. on the answer sheet. Privacy of
your information will be strictly maintained and it will be used for research only. So
answer honestly and frankly to accomplish our effort.

QUESTIONS

1. How do you evaluate your present family life?
a)Very good b) Good c¢) Moderate d) Bad e) Very bad .
2. How do you evaluate the relationship with your spouse?
a)Very good b) Good c¢)Moderate d) Bad e) Very bad.
3. What is your evaluation about your relationship with all of your
children?
a) Very good b) Good c¢) Moderate d) Bad e) Very bad.
4. How do you evaluate your relationship with your friends?
a) Very good b) Good ¢) Moderate d) Bad e) Very bad.
5. How much can you concentrate to your work?
a) Very well b) Well ¢) Moderate d) Bad e) Not at all.
6. How do you feel about your present life compared to previous life?
a) Very happy b) Happy c) Fair d) Not so happy e) Unhappy
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I3.

14.

19,

20,

22,

How do you feel about your life compared to others ?

a) Very happy b) Happy ¢) Fair d) Not so happy e) Unhappy .

Do you think that most of the members of your family is very close
to each other ?

a) Very much b) Much c¢) Moderate d) Not enough ¢) Not at all.
Do you feel that your family members will look after you when you
will be sick ?

a) Certainly b) Yes c) Notsure d) No e) Not at all
Do you think that your family will take responsibility of any member
of your family if she/he is in critical condition ( for example, if any
one becomes handicapped )?

a) Very much b) Much c¢) Moderate d) Doubtful ) Not at all.

. Do you sometimes feel worried by thinking that none will take responsibility

of your family if you become handicapped?
a)Very much b) Much ¢) Moderate d) Not enough e) Not at all
Are you worried about your future?
a) Very much b) Much c¢) Moderate d) Not so e) Not at all.
Do you think that your life is useless ?
a) Very much b) Much c¢) Moderate d) Not so e) Not at all.
Do you believe that your friends and relatives will come forward to
help you when you will be in real problem ?
a) Very much b) Much c¢) Moderate d) Not so e) Not at all .
Do you think that your life is monotonous or joyless?
a)Very much b) Much ¢) Moderate d) Notso e) Not at all.
Can you accomplish what you want to do ?
a) Very much b) Much c¢) Sometimes d) Not always ¢) Not at all .
How much opportunity do you get to participate in different social
activities?
a) Very much b) Much c¢)fair d) Notso'e) Not at all. -
How much do you expect from all of your children ?
a) Very much b) Much c¢) Fair d) Not so e) Not at all.
Do you think that you are performing enough responsibilities to of
all your children?
a) Very much b) Much c)Moderate d) Not ¢) Not at all.
What is the possibility of fulfillment of your expectation?
a) Huge b) Enough c¢) Fair d) Not enough ¢) Not at all.

. Do you feel that you are alone ?

a) Very much b) Much c) Fair d) Notso e) Not at all.
Can you spend your leisure satisfactorily?
a)Very much b) Much ¢) Sometimes d) Not always e)Not at all
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23,

24,

25.

Do you think that it will be better if one of your children is sent to
Day-Care Centre ?

a) Certainly yes b) Yes ¢) Moderate d) No ¢) Not at all.
Do you feel that now you are successful enough ?

a) Very much b) Much ¢) Moderate d) Not much ¢) Not at all.
Considering your whole life pattern do you think that this is the life

that you wanted to lead ?
a) Certainly yes b) Yes ¢) Not sure d) No e) Not at all.
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Attitude Measuring Scale Bengali Version
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Appendix- IV

Case study Form

¢ Name and address of the organization with which the mentally retarded children is
affiliated: : o |

Educational qualification:

...........................................................................

Profession:

Educational qualification:

Profession:

Special identity of the mentally retarded children
Date of birth:

.......................................

.......................................

Place 0 BIrthi ....oovvivemenvesmmesssmsmmses

Birth process: Normal / Caesarean / Others
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Assessment of Teacher / Counsellor / Researcher about the following:

Behavioural ASpects

4

3

0

Remarks

Toilet training

Clothing

Self eating

Gesture

| Speech

Hearing

Vision

Smell

Taste

Skin sensations

Follow instructions

Physical development

Intelligence

Memory

| Activity

General knowledge

Behaviour at school

Behaviour at home

| Social behaviour

Play behaviour

Behaviour with music

Behaviour in roads

Behaviour when guests come

Behaviour at other’s house

Behaviour in market

Behaviour with teachers

Behaviour with parents

Behaviour with siblings

Behaviour with known people

. Behaviour with unknown people

_Behaviour with same age group

ﬁCleanliness

Behaviour with counsellor

4: Very good, 3: Good, 2: Avérﬁge, 1: Poor, 0: Very poor
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Descriptioh of special problems of the mentally
retarded (to be filled-upby the Teacher /Counsellor /
Researcher)

a) Psychological problems: (i.e.intelligence, memory,
learning, activity, etc)

b) Physiological prolems and diseases:

¢) Social problems: (i.e. behaviour with friends, in
road, play ground, etc.)
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Appendix- V
INFORMATION BLANK FOR THE PARENTS

Educational qualifications e snemmmammecams s rsommmsmesassossisasoss

Pralfiemiom: .o commmsmeisnnm s s sz

¢ Residential Address:

¢ Source of income: service/business/agriculture/ day labourer /others

¢ Ownership of residence: own /rent

¢ Category of residence: paka/ semi paka / kacha

@ NUMDET OF CIIAT O I ettt ettt e e e e s e eas s rn e en e e ananeeia e

¢ Age and Education level of children:

| Birth order | Age Sex Education level
¢ Age at the birth of first child: FRther. ..o Mothet s
¢ Mentally retarded person in family?- yes/no

a) Number of mentally retarded children:

b) Birth order of the mentally retarded children:
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INFORMATION BLANK FOR THE PARENTS BENGALI
VERSION

.....................................................................................................

.............................................................................................
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LOCATION MAP OF
RAJSHAHI DISTRICT
IN BANGLADESH
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