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IapBODUCTION 

In recent years the importance of the disabled and/or ._ 

handicapped person's family has been emphasized in rehabili- 

tation literature. 

the writer's personal interest in rehabilitation, Prompted 

this study. 

are observable differences and whether such differences, if 

any, are significant in eleven items - of descriptive, social, 

and clinical information of thirty-four adult physically 

disabled and/or handicapped patients - who live with some mem- 

ber of their family and thirty-six adult physically disabled 

and/or handicapped patients who live alone. 

patients were either receiving treatment or had received 

treatment from the Rehabilitation Center for Crippled Children -- 
and Adults in Miami, Rtorida during the fiscal year of Sep- 

tember 1, 1959 through August 31, 1960. 

This emphasis on the family together with 

The purpose is to determine whether or not there 

Both groups of 

BS!l?&? 

Because of the large number of people who have con- 

genital and/or acquired physical defects, and the increasing 

awareness of the need for rehabilitation of these individuals, 

It is most important that additional research be done which 



will help point out specific differences between these in- 

dividuals and their a x e a s  of need. Research in rehabilita- 

tion in recent years, has moved from one of almost pure 

medical research to one of measuring the total psycho-social 

aspects of rehabilitation. 

and/or handicappea person it I s  necessary to consider all 

aspects of social functioning if realistic goals are to be 

reached in the rehabilitation process.' From a perusal of 

the literature, it is evident that the family can either be 

a helpful or detrimental factor in successful rehabilitation. 

It is recognized that if the family can give interest and 

suppopt to that member of the family who is disabled and/or 

handicapped, and agrees to participate in rehabilitation 

planning that the effect will be helpful. 

a dual problem, one of which is the acceptance by the dis- 

abled and/or handicapped person of his o m  handicap anti limi- 

tations--the second being the acceptance by others of the 

handicapped individual as a person with equal rights and 

responsibilities. As Jessie Bernard states: 

In working with the disabled 

This brings about 

In both worker ami family roles the psychological 
and social aspects of the handicapped may far out- 
Weigh the physical ones in rehabilitation. Cbun- 
seling of the handicapped and their families is 
coming to be viewed therefore as coordinates in im- 
portance with physical therapy and medical treatment. 2 

'Kenneth E. Pohlman, wSocial Research in Physical Dis- 
ability," Journal of Rehabilitation, Mcv, No. 6 (November- 
December, 19591, 7-10. 

2Jessie Bernard, Social Problems at Midcentury (New 
York: The Dryden Press, Inc., 1957) P- 213. 
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The Rehabilitation Center for Crippled ChilaFen and 

Adults is an agency which provides certain rehabilitation 

services, through the team approach, to individuals who axe 

referred by their private physicians in the community. 

This rehabilitation facility is utilized by those individuals 

who can benefit from an out-patient program which includes 
physical, occupational, and speech therapies and pre-vocation- 

a1 exploration services. In addition, there is clinical 

testing by the psychological service and casework services 

offered by the social service department. There is also 

close contact maintained with other agencies in the community 

in an effort to help patients gain more adequate social func- 

tioning. This is especially true with the Division of Voca- 

t iona l  Rehabilitation. 

The writer wa.6 a social work student assigned to the 

Rehabilitation Center for Crippled Children and Adults, 

Miami, Florida, for a second year field work placement. 
Through discussions with the writer’s immediate field in- 

structor and other members of the staff and members of the 
Florida State University, the scope and focus was narrowed 
down to the study content. It was believed that if signifi- 

cant differences were found, it muld point out the need for 

more complete and exhaustive research in this 8x68. 

dichotomy of this study sample is made between those patients 

living alone and those patients living with some member of 

their family. 

The 

The null hypothesis of this study is that there are 
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no differences between the observed and expected frequencies 

on eleven items of descriptive, social, and clinical infor- 

mation as revealed in the distribution of data for thirty- 

four  adult 

who live with some member of their family and thirty-six 

adult physically disabled and/or handicapped patients who 

live alone, which could not occur by chance. 

3 physically disabled and/or handicapped patients 

The basic questions in relation to the study which 

will be considered are: 

(1) Does the literature reveal any difference be- 

tween those patients receiving rehabilitation care of some 

type for their physical disability and/or handicap who are 

living with some member of their family and those patients 

who are living alone? 

( 2 )  Do the five descriptive items (Age, Sex, Marital 

Status, Education Achieved, and Cause of Disability) differ- 

entiate the thirty-four physically disabled a d o r  handi- 

capped patients who live with some member of their family 

from the thirty-six physically disabled and./or handicapped 

patients who live alone? 

(3) Do the differences, if any, on the six 

clinical and social items between the sub-samples depend 

on chance? 

(4) 

on the eleven items support or reject the null hypothesis? 

To what extent does the analysis of the data 

3The term patients throughout the remainder of this 
stu&y will refer to the adult patients in the sample. 
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Method And Procedure 

The subjects who are being examined in this studg 

were patients treated at the Rehabilitation Center for 

Crippled Children and Adults, Miami, Florida during the 

fiscal year of September 1, 1959 through August 31, 1960. 

The sample was chosen by non-random selection and the 

dichotomy was between one group of patients who were living 

in the home of some member of their family and a group of 

patients who were living alone. 

A schedule was drawn up,4 which contained five 

descriptive items and six clinical and social items and 

these were applied to a non-random sample of the cases in 

the Rehabilitation Center. It should be mentioned that one 

weakness of this study is the limited amount of data that 

was available in the records of the patients. The miter 

hoped to measure the social functioning of the patients in 

the study sample but the case files in the Rehabilitation 

Center did not contain enough information to make this pos- 

sible. 

measuring possible differences of the sub-samples. 

limitation of data is a common pitfall to reseasch in the 

Therefore, the scope had to be limited to one of 

This 

social work field today. According to Elizabeth Herzog: 

Adequate criteria must also be practical for  
research. A chronic heartbreak for the evaluator 
is the frequency with which significant criteria 

‘See a copy of schedule in appendix. 
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must be abandoned either because they do not lend 
themselves to convincing verification or because 
the inform tion necessary to apply them is not available. 9 

Personal interviews with the patients was considered 

by the writer but found to be impractical. because of the 

transitory nature of the population in this community. 

other factor was that most patients had been dischaxged 

from the Rehabilitation Center. Although most of the treat- 

ment in the Center ranged from a period of one week to three 

months, it is difiacult to maintain constant contact with 

the patients over a prolonged period of time. 

patients were referred to the Rehabilitation Center by pri- 

vate physicians in the community, final discharge was pres- 

cribed by them. 

An- 

Since all 

The unit of analysis is the difference found between 

the adult patients as shown in the dichotomy of the study 

sample. 

use of 2x2, 2X3, 2x4, and 2x5 tables. 
The data has been distributed in tabular form by the 

The term disabled will be used in this study with the 

following meaning: 

An individual with a condition of physical, mental or 
emotional impairment which can be quantitatively and 
qualitativelg evaluated in medical or other objective 
terminology. 

SElizabeth Herzog, Some Guide Lines for Evaluative 
R m  (Washington, D.C.: U .S. DepaFtment of Health Educa- 
tion, and Welfare; Childrens Bureau, 19591, pp. 1-27. 

6Bruce Thomason and Albert M. Barrett, 
Process in Vocational Rehabilitation Counsel 
tfon Service Series, No. Washington: U.S. Office of 
Vocational Rehabilitation~~e~tember , 19601, p. 4. 
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The term handicapped will be used with the following 

meaning: 

An individual with a condition of physical, mental, 
or emotional impairment in which the emphasis is on 
the cumulative results which the disability has 
interposed betwee the individual and his maximum 
functional level. 't 

Reference will also be made in this study to the case file 

which is a folder of pertinent medical, social, and psycho- 

logical data on each patient treated in the Rehabilitation 

Center. 

living apart from their families. 

the home of immediate relatives are those classified as 

living with some member of their family. 

Adult patients classified as living alone are those 

Adult patients living in 

The findings and interpretations of this study per- 

tain only to the study sample. 

random sample of patients was used in the study sample, this 

does not necessarily detract from its worth. In the litera- 

ture it has been indicated that it is sometimes necessary to 

work with available information and this does not always 

allow for the use of a random number selection. 

Though only a small non- 

8 

Chapter I1 contains a survey of the literature re- 

lated to the rehabilitation of physically disabled and/or 

handicapped individuals and the history and structure of the 

Rehabilitation Center for Crippled Children and Adults, 

M i a m i ,  Florida. The study sample is also described. A n  

%enton J. Underwood, et al., Elernentars Statistics 
(New Pork: Appleton-Century-Crofts, Ino., 19541, p. 172. 
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analysis of the data is presented in Chapter I11 which 

includes the descriptive, socia1, and clinical data. 

Chapter IV comprises the findings and implications of 

this study. 



CHAPTER I1 

BACKGROUND INFORHATION 

The content of this chapter consists of a survey of 

the literature, a history of the Rehabilitation Center for 

Crippled Children and Adults, its present structure, and a 

description of the subjects in the study sample. 

Survey of Literature 

In a survey of the literature, the writer was unable 

to find any studies which were directly related to dif- 

ferences between adult patients living with some member of 

their family and those adult patients living alone. 

ever, literature was found which could be related to the 

rehabilitation of patients with congenital and/or acquired 

defects. This literature generally supported the writer's 

theory of the importance the family can play in the rehabil- 
itation process. 

Pohlman, he points out the need for more definitive research 

on social aspects of physical di~ability.~ He states other 

fields such as medicine, vocational placement, and psychol- 

ogy have already made a foothold in the rehabilitation field 

HOW- 

In an article written by Kenneth E. 

9Kenneth E. Pahlman, 'Social Research In Physical Dis- 
ability,* Journal of Rehabilitation, XXV, No. 6 (November- 
December, 1959 I ,  7-10. 

9 
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and their research has been looked upon as being more valid 

than that of the field of social work. However, Frederick 

Whitehouse indicated the trend in recent years has been 

progressively moving from studying only the individual to 

one of considering the total psycho-social aspects of each 

Patient being rehabilitated. lo 

it turns attention toward the family and total environment 

in which the disabled and/or handicapped person must learn 

to function. The family is an important part of any indi- 

vidual's life since contact with this institution starts 

with birth and its effects are inherent io. tihe growth and 

development. Nathan W. Ackemnan states: 

None of us lives his life alone. 
are foredoomed; they disintegrate as human beings. 
Some aspects of life experience are, to be sure, 
more individual than social, others being more social 
than individual; but life is nonetheless a shared and 
shaxing experience. In the early years this sharing 
occurs almost exclusively with members of our family. 
The family is the basic unit of growth and experi- 
ence, fulfillment or failurff 
unit of illness and health. 

The importance here is that 

Those who try 

It is also the basic 

Further he said there are specific social purposes served by 

the modern family which include: 

the provision of food, shelter, and other material 
necessities to sustain life . . . the provision of 
social togetherness . . . the opportunity to evolve 
a personal identity . . . the patterning of sexual 
roles . . . the training toward integration into 
loFrederick Whitehouse. "Basic Concents in Cormrehen- A -  - 

sive Rehabilitation," - Jour& of Rehahili'tatian. m- No. ? 
(May-June, 19591, 4-7. 

llNathan W. Ackerman, The P s y c h o d m  ics of Famils Life 
(New York: Basic Books, Inc., 1958), p. 15. 
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social roles and acceptance of social responsi-12 
bility . . . the cultivation of learning. - . . 

The family as described by Ackermanl3 plays an im- 

portant part in the life of all persons whether or not they 

are disabled and/or handicapped. 

a disabling and/or handicapping condition can create problems 

in the social functioning of the individual. In an article 

written by James Breedlove he discussed the change which 

occurs in the personality of an individual who is suddenly 

forced to change his pattern of life because of a disabling 

and/or handicapping situation. There is a "natural reaction" 

in feeling which takes place when an individual is confronted 

with this type of problem. He states: 

In many instances however, 

Since the patient's feelings about illness, feaxs, 
anxieties, loss of self-esteem, changing self - 
concept, loneliness, and dependency are integral 
parts of the meaning of illness to him and affect 
outcome more surely than the actual extent of dis- 
ability or disfigurement of illness, an understand- 
ing of the way the patient and his family s?$ his 
illness is essential to any help given him. 

(Tames Breedlove a lso  discussed the importance of 

motivation in rehabilitation as follows: 

Motivation, or lack of it, grows out of the 
patient's and his family's feelings about the dis- 
abling condition. These feelings must be under- 
stood, recognized, respected, and worke with to 
insure effectiveness in total planning. $5 

1 2 m . ,  p. 19. 

14James Breedlove, "Casework In Rehabilitation, " Socia4 - Work, 11, No. 4 (October, 19571, 36. 
l5=., p. 32. 
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It will be noted that the author pointed out the 

importance of not only how the patient perceives himself, 

but also how the family perceives him. This writer would 

also carry this one step further and include not only the 

awareness by the family, but how the patient is viewed by 

all individuals nith whom he has contact in his total en- 

vironment. This point was brought out in a study made by 

E. Louise Ware in which she considered the need for the 

disabled and/or handicapped person to accept his own 

limitations and at the same time be accepted by others as 

an individual with equal rights. She stated the disabled 

and/or handicapped person's values and goals are identified 

with those of his non-handicapped fellow workmen. 16 

The improvement of the social functioning of the 

patient becomes a goal of the rehabilitation team in help- 

ing the patient. It is important to be aware of the 

factors which influence the attitudes o f  the disabled an&/ 

or handicapped patient so that they can be better a e r -  

stood in relation to helping the patient overcome obstacles 

in his or her personal and social adjustment. 

to the fulfillment of the more satisfging role relationships, 

Jessie Bernard States: 

With regasd 

16E. Louise Ware, "Work and the Social Life of the 
Handicapped," Behabilitation Literature, XX (October, 19591, 
291. 
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For most handicapped persons it is not simply 
enough to be kept alive, even on a generous level. 
They want to perform dignified roles; they want to 
maintain as nearly normal as relationships as pos- 
sible. . . . Morale . . . is by :fv the most im- 
portant factor in rehabilitation 

In promoting and sustaining the morale of the patient, the 
rehabilitative team can help the patient as well aa his 

family to gain better insight into the problems which he 

faces. 

contributing member to the team effort of helping the patient 

attain rehabilitative goals. 

The family can therefore become a very important and 

John A. P. Millet, pointed out the importance of the 

patient's concept of himself as well as the family's concept 

of the patient. 

he writes: 

Regarding the patient's concept of himself 

Many hurdles must be taken if the goal of maximum 
rehabilitation is to be reached. The first and most 
important is the overcoming or lessening of the 
patient's own negative reactions of his disability, 
his feaxs, his diminished self confidence and self 
esteem, and the substitution of positive attitudes 
based on a realistic evaluation of his own person- 
ality and thf8degree of rehabilitation that can be 
anticipated. 

This indicates the need for the rehabilitative team to 

understand the capacity and ability of the patient to cope 

with his own disability and/or handicap. However, the 

patient's self-concept is not the only criteria on which 

rehabilitative goals can be based since his inter-action 

'7Jessie Bernard, Social Problems at Midcenturx (New 
York: The Dryden Press, Inc., 1957) , P. 204. 

18John A. P. Millet, "Understanding the Rnotional As- 
pects of Disability," Social Work, 11, No. 4 (October, 19571, 
18. 
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wibh those in his environment have an important effect on 

his adjustment. 

vironment then becomes an important factor when Consider- 

ing the psycho-social aspects of the individual patient. 

The family can either act as a detrimental or helpful factor 
according to John A. P. Millet. Quoting again from his 

article: 

The family as an integral part of the en- 

The next hurdle is the family. The more they 
can be helped to adjust to their changed expecta- 
tions, the less likely they @e to get in the way 
of the rehabilitative plans. 

This indicates the need of working with the patient and those 

in his or her environment. It is in this area where social 

workers can play an important role in helping those involved 

in the situation gain better insight into the problem and 

thereby become more helpful and less detrimental in the re- 

habilitation process. 

Abrams and Bess S. Dam, they indicate the role the social 

worker plays in rehabilitation as follows: 

In an article written by Ruth D. 

. . . social workers in rehabilitation view the 
person with a physical and mental handicap in 
terms of the psycho-social forces that have helped 
to shape him, in terms of the potential that he 
possesses, with his resources of past and present, 
for a meaningful life. This view of the handi- 
capped person places emphasis not only upon know- 
ing the individual patient but upon full knowledge 
of the resources of family, friends, and over-all 
community as they have affected and will continu$o 
to affect the outcome of rehabilitation efforts. 

19=., p. 19. 

20Ruth D. Abrams and Bess S. Danna. .Social Work in the 
Process of Rehabilitation," Social Work; 11, No. 4 (October, 
1957)s 10. 
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Although disabled and/or handicapped persons still continue 

to perform roles in their environment, these roles axe de- 

pendent on interaction with other individuals in society. 

Jessie Bernard, in his discussion of roles, states: 

One cannot perform a role by himself. 
perform a role adequately when others are pesprm- 
ing the complementary roles adequately also. 

One can only 

In summation of the literature reviewed by this 

writer, a paper prepared by George St. J. Perrott more clear- 

ly indicates our continued need to be concerned with the 

disabled and/or handicapped person in our society. 

author indicated that in past years chronic illness was con- 

sidered to be limited mainly to the aged population, but 

recent Crends show this is not the case. Chronic disease 

can an8 does appear at any age and the number of those 

people being afflicteU is increasing. The purpose of the 

author's paper was to appraise the magnitude of the problem 

(disability) in terms of various statistical indices and to 

discuss briefly the need for considering the problem of dis- 

ability as it relates to future needs and planning. Chronic 

illness has become one of the major causes of disabilities 

and/or handicaps and this necessitates the need for this 

concern. 

and/or handicapped person tends to have increased difficulty 
in marital, occupational, and social adjustment. Also, that 

services need to be developed which w i l l  best meet the needs 

The 

He concluded his paper by indicating the disabled 

21Bernard, p. 211. 
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of these iMividuals in helping them become contributing 

and productive members to society. 22 

Auency Settinq 

The setting of this study was the Rehabilitation 

Center for Crippled Children and Adults, Miami, Florida. 

The agency first known as the Crippled Chifdrens Society, 

was organized fifteen years ago as an out-patient center, 

under the auspices of the National Crippled Childrens 

Society. 

school and the staff consisted of the director and one other 

individual. The agency was established to meet the need for 

rehabilitative services for children in the surrounding com- 

munity. The need of the community for these services was 

so great that immediate increase of staff uas necessary. 

After a few years the agency was able to purchase a lasger 

building with the financial assistance of the National 

The original location was in one room of a local 

Crippled Childrens Society. 

services were needed to provide more types of treatment for 

the individual. Therefore, the staff and departments were 

increased to include Physical Therapy, Occupational Therapy, 

Pre-vocational training, Speech Therapy, and Social Service. 

A Board of Directors acted as the governing body. The Board 

was composed of citizens in the community and they were 

responsible for making all decisions regarding agency policy 

In this new location specialized 

22George St. J. Perrott, *The Problem of Chronic 
Disease," Psychosomatic Medicine, V I 1  (19451, 21-27. 
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and expansion. 

The agency remained in the above setting until 1955 

when a new building was constructed which had been designed 

for the purpose of rehabilitation. Equipment was installed 

for use by the above mentioned departments. 

move forward was taken by the Center when adult patients were 

accepteti for rehabilitation treatment. There was some doubt 

and apprehension about its use by the physicians and whether 

the community could support the expansion of staff and cost 

of operation. 

the Rehabilitation Center for Crippled Children and Adults. 

In its first year the statistics Showed an almost equal 

number of disabled and/or handicapped children and adults 

having received treatment. 

In 1957 a great 

At this time the agency's name was changed to 

Each year since its beginning there has been a 

never ending need for expansion of services. 

1959 a medical director was employed. The medical director 

was responsible for all patients who were in need of re- 

habilitation services but who mere unable to afford the cost 

of a private physician. The medical director, a physiatrist, 

is a specialist in rehabilitative medicine. In addition to 

handling patients who were unable to pay for private physi- 

cians, he also had private cases whom he referred directly 
to other departments within the Center for rehabilitative 

treatment. 

In February, 

The original agency director retired in September of 

1960 and the new director was appointed at that time. At the 
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time of the study the staff consisted of five physical 

therapists, one occupational therapist, one speech therapist 

and one speech pathologist, one pre-vocational worker, a 

part time clinical psychologist, an untrained social worker, 

one trained social worker, the medical director, and five 

members of the secretarial staff. In addition to this there 

was wide P B X ~ ~  of volunteer services. Volunteers were under 

the guidance of a full time staff member who was also in 

charge of the yearly fund raising campaign of the National 

Society for Crippled Children and Adults in the area. 

The agency was supported financially through two 

sources. The main source of support was the annual fund 

raising campaign within the community which was related to 

the national fund raising campaign of the National Society 

for Crippled Children and Adults. 

Center's budget is met through funds collected during this 

campaign by the sale of Faster Seals. Additional monies, 

over and above the operational expenditures, were sent to 

the National Society. 

on a sliding fee scale paid by the patient for which $6.00 

per treatment was the maximum. 

who could not afford payment. 

could be paid and the amount was determined in the initial 

interview with the patient and/or family. No investigation 

was made in regard to monetary income of the patient and/or 

family. 

The major portion of the 

The other means of support was based 

Services were given to patiants 

The decision of whether fees 

All referrals for treatment came from private 
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physicians in the community and type and amount of treat- 

ment had to be prescribed by these physicians except for 

those patients under the care of the medical director of 

the Center. Contact was maintained with the referring 

physician by the Social Service Department regarding any 

change in the patients treatment. 

In addition to the services mentioned earlier, there 

were also a number of clinics which were held for evaluative 

purposes. These included the following: Brace-Amputee 

Clinic, held weekly under the leadership of the medical di- 

rector; General Clinic, held weekly by the medical director 

for further evaluation and recommendations in treatment. 

(All recommendations of the medical director must have been 

approved by the referring physician before prescribed therapy 

could be changed.) 

clinic for patients whose treatment had been discontinued but 

who needed check-ups periodically. 

The latter clinic was also a follow-up 

~ 

Patients with problems, who were not responding to 

prescribed therapy, were referred for evaluation and recom- 

mendations to the Nedical Consultation Team which met once 

per month. This team included physicians from the various 

medical specialties in the community. The Speech and Hear- 

ing Consultation Team, which began in November, 1960, 
functioned similarly. 

This Center used the team approach in working with 

the total individual in the rehabilitative process. Weekly 

staff meetings were held for discussion of new patients and 
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discussion of goals for patients in treatment. The patient's 

individual doctor however was not usually present at these 

meetings. 

the establishment of goals for the individual patients. 

* 

Each discipline within the agency contributed to 

The Studs SamDle 

The study sample consisted of a non-random selection 

of all patients who had received treatment in the Behabilita- 

tion Center for Crippled Children and Adults, Miami, Florida 

during the fiscal year of September 1, 1959 through August 

31, 1960. The writer chose this particular yeax for the 

study sample because of the neaxness in time to the actual 

study. The writer secured the listing of all patients treated 

during this fiscal y e w  from a patient register in the agency. 

It was discovered that a total of 315 adult patients had re- 
ceived treatment during this time. Of this number, some had 

received full clinic benefit and their cases had been closed 

while others were still receiving treatment - both were used 
in the selection of the study sample. The writer examined 

the cases of all 315 patients and found there were 240 pa- 
tients living with some member of their family and 76 who 
were living alone, as indicated by the inlormation of the 

face sheet of each case file. To select the study Sample, 
every seventh case record of those patients living with some 

member of their family was chosen and every other case record 

of those patients living alone warn chosen. 

was used by the writer so that a pre-determined decision of 

This selection 
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having a total sample between sixty to seventy patients 

could be used in the study. 

total of '70 patients were chosen to complete the sample; 36 
were classified as living alone and 34 as living with some 
member of their family.23 

By this method of selection a 

It was the writer's wish to measure social function- 

ing of the patients in the study sample but this was impos- 

sible due to the insufficient amount of information contained 

in the case files. Case files were examined by the original 

schedule and items had to be deleted due to lack of informa- 

tion in the case files. This led to a revision of the origi- 

nal schedule to include only eleven items. The lack of in- 

formation in the case files was recognized by the agency as 

the writer was compiling the data and plans were begun to 

obtain more detailed information for further research 

purposes. 

In Chapter I1 pertinent literature in the field of 

rehabilitation was reviewed as it related to this study. 

The agency where the study took place was also described. 

Chapter I11 will include the analysis of the data and the 

statistical tool used in the process is described. The des- 

criptive items are analyzed for possible differences in the 

sub-samples and the social and clinical items are tested for 

differences. 

23See flow chart in Appendix for graphic breakdown of 
study sample selection. 



CHAPTER I11 

ANALYSIS OF THE DATA 

This chapter contains a description of the statisti- 

cal tool used in analyzing the data and also the tabular 

distribution of the data in the schedule items dealing with 
the descriptive, social, and clinical information. 

The statistical tool was the chi square (X2) test for 
24 significant differences. The formula used will be: 

2 iwa2 
E x =  

With regard to this test Sidney Siegel writes: 

When the data of research con9ist of frequencies 
in discrete categories, the X test may be used 
to determine the significance f differences be- 
tween two independent groups. 29 

Even though an adequate number (70) was used in the study 

sample, it will be noted that many cells did not lend them- 

selves to chi square testing. "If the expected frequency is 

under five in twenty per-cent of the cells, the chi square 

test can not be used on those cells below five. a26 

in some of the tabular distribution of data, the chi square 

Therefore, 

24sidney Siegel NonDarametric Statistics for the 
Behavioral Sciences tNew York: PlcGraw Hill B ook Co., Inc., 
19561, P. 104. 

2 5 m .  

261bid -* t pp. 109-110. 

22 
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was used only on those cells which were over five in the ex- 

pected frequency. Rathe= than rob the data of their meaning 

by combining categories and eliminating observable factors, 

the data was presented in the tables as originally collected 

except in some instance where the observable factors were so 

low in number that they had no meaning. 

tion consisted of all values of X which were so large that 

the probability associated with their occurrence was equal to 

or less than .05. 

The region of rejec- 
2 

27 

DescriDtive Characteristics 

LivinK Arrawement and Arre 

The first item examined was that of Age at the time 

the patient was referred to the Rehabilitation Center. 

inspection of the data in Table 1, it was noted that the 

sub-samples were qui$e evenly distributed in all age cate- 

gories. However, the first category of age twenty-one through 

forty was indicative of the few individnals under the age of 

forty receiving treatment as revealed by the sample. In the 

collection of data it was found that only three patients 

could be placed in a category of under thirty and the writer 

enlarged the first category at this time to include those 

patients of the ages twenty-one through forty. 

By 

Over one-half of the patients in the study sample 

were found in the age range of those forty-one and older. 

27J&&, p. 108. 
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One-third (29) were in the age range of over sixty-one which 

indicated that the sizabPb proportion of patients were in the 

older aQe group. 

alone there were twenty-seven of the thirty-six patients over 

fifty-one years of age whereas in the sub-sample of those 

patients living with some member of their family there were 

nineteen of thirty-four patients. 

In the sub-sample of those patients liviW5 

TABLE 1.--Seventy patients by living arrangement and age 

Patients living Patients living 
alone with families 

ase Total 

Number Number 

21 - 40 
41 - 50 

51 - 60 
61 & over 

5 
4 

9 
18 

~ 

9 
6 

11 

11 

14 

10 

17 

29 

Total 36 34 70 

X 2 L  3.197 for 3 d.f., .50zPr.30 
~ ~ -~ ~~ ~ _ _ _  - 

The statistical test of the distribution of data in 

Table 1, did not reveal a significant difference since distri- 
bution was due to chance between 50 out of 100 times and 30 

out of 100 times. Therefore, the null hypothesis is sustained. 
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Livim Arranaement and Sex 

It was noted that the distribution of the stuw 

sample by living arrangement and sex was quite evenly dis- 

tributed in the sub-samples. There seems to be a fairly 

even distribution of males and females in the sub-samples 

also. 

Table 2, was subject to chance between 50 out of 100 times 

and 30 out of 100 times. 
sustained. 

The probability table27 showed that the data in 

The null hypothesis was again 

TABLE 2.--Seventy patients by living arrangement and sex 

Patients living Patients living 
a lone with families 

Sex Total 

Number Number 

Eale 

Female 

14 

22 

18 32 
16 38 

Livinrr Arrangement and Marital Status 

Table 3, showed in the distribution of data that there 
were no married patients living alone but that the greater 

27Results of chi square testing must be applied to a 
probability table in order to secure the degree of chance in 
the distribution of data. 
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number (27) of those patients living with some member of 

their family were married. One reason for this difference 

in the category of those patients living alone, may be at- 

tributed to the combined category of "separated and divorced." 

Some of those patients living alone were sepaxated from their 

spouse, although they were in the minority. The greater 

number of those patients living alone were either separated, 

divorced, or widowed. 

TABLE 3.--Seventy patients by living arrangement and marital 
status 

Patients living Patients living 
Marital alone with families 
Status Total 

Number Number 

Single 

Married 

6 
0 

Separated & 
Divorced 14 

Widowed 16 

4 

27 

1 

2 

10 

27 

15 
18 

Total 36 34 70 

These data appeared to be significant and when tested by chi 

square, they were found to be very significant with the 

probability of chance being less than 1 out of' 1,000 times. 

However, it should be noted that the significant difference 

might have been expected by reason of the dichotomy of the 
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study sample. 

Living Arrangement and Education Achieved 

In Table 4, there was almost equal distribution of 
both groups in the dichotomy by living arrangement and edu- 

cation achieved. However, it was interesting to note there 

was a slightly higher number (11) of those patients living 

alone who had had one year of college or over. 

TABU &.--Seventy patients by living arrangement and education 
achieved 

Patients living Patients living 
Education alone with families 
Achieved Total 

Number Number 

8th Grade 
or less 12 11 23 
9th - 12th 13 15 28 

1 year of 
college or 
over 11 8 19 

Total 36 34 70 

X2 & .6032 for 2 d.f., .80>P>.70 
~-~ ~ - ~ -  

When the chi square was applied to these data it showed the 
distribution of data was due to chance between 80 out of 100 

times and 70 out of 100 times. This indicated there was no 

difference of any significance between the sub-samples and 

the null hypothesis is therefore sustained. 
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Liviw Arrannement and Cause of Disabilitg 

It was noted in Table 5 ,  that all but one patient 
had a disability and/or handicap which was directly related 

to either an accident or illness. There was a greater 

number (50) due to illness than accident in the sub-samples. 

Also, the distribution between the sub-samples was almost 

equal in all items. The writer questioned a possible cor- 

relation between the higher degree of illness as a cause of 

disability and/or handicap to the greater number of patients 

in the sub-samples being over forty years of age, as revea3ed 

in the distribution of data in Table 1. Chronic illness and 
28 its trends as revealed in the article by George J. Perrott 

would seem to indicate a positive correlation of this type. 

The chi square test for significance of differences 

was applied to the first two items in Table 5 ,  because the 

expected frequency was below . O 5  in the item on congenital 

causes. In these two categories there was almost equal 

distribution between the sub-samples and the chi square 

indicated the distribution of data was due to chance. "he 

probability table showed chance could occur between 7;O and 

50 times out of 100 therefore, the null hypothesis was 

sustained. 

28See page16 of Chapter 11. 



TABLE 5.--Seventy patients by living axrangement and cause 
of disability 

Patdents living Patients living 
Cause of alone with families 
Disability Total 

Number Number 

Accident 10 

Illness 26 
Congenital 0 

9 
24 

1 

19 

50 

1 

X2 2 .6906 for 1 d.f., .7O,Ps.50 

Social and Clinical Items 

Living Arranaement and TyDe of Disabilite 

A limitation in Table 6, is in the small number of 
categories for type of disability. Because of the number in 

the sample, and the varied diagnosis of the patients, it was 

necessary to group them in rather broad categories in order 

to have cells large enough for the possibility of testing 

for significant differences between the sub-samples. Table 

6, showed an almost equal distribution in all categories of 
the sub-samples. 

When the chi square test was applied to the data, it 

showed there was no significant difference between the sub- 

samples which could not be attributed to chance. The 
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distribution of data, as shown by the probability table, 

was due to chance between 70 out of 100 times and 50 out of 

100 times. 

hypothesis. 

This data distribution sustained the null 

TABLE 6.--Seventy patients by living arrangement and type of 
disability 

Type of 
Disability" 

Patients living Patients living 
alone with families 

Total 

Number Number 

Cardio Va.scular 10 13 23 
Bones, Joints 
and MusclesC 19 14 33 
T'fiscellaneousd 7 7 14 

Total 36 34 70 

X 2 2  1.1504 for 2 d.f., .70%P s.50 

aCategorization was taken from: 

(Mew York: 

Institute for the 
Crippled and Disabled, Rehabilitation Trends: Midcenturs tQ 

Institute for the Crippled and Disabled), 
P. 37. 

bIncludes cardio vascular accident, cerebral arterio- 
sclerosis, and traumatic thrombophlebitis. 

bursitis, cervical laminectomy, knee injury, fractures, 
herniated cervical disc, rheumatoid spondylitis, post acci- 
dent skeletal, lumbo sacral spasm, herniated intravertabal 
disc, perthes disease, cervical strain, transverse mylitis, 
arthrodesis. 

'Includes vocal chord polyps, parkinsons disease, can- 
cer, stab wound, multiple sclerosis, mutism, psycho neurotic 
(back), spinal meningitis, and paraplegic. 

Includes arthritis, rheumatoid arthritis, osteoporosis, C 



Liviru Arramement and Vocational Handicae 

The writer recognized a significant limitation in 

Table 7, because of the use of judgement in categorizing 
the patients in the items of the table. 

detailed information in the case files of the patients, it 

was necessary to judge the amount of handicap present by 

available information in the files. The item "none" was 

selected for patients who were still employed in the same 

position that they held prior to the illness or injury. 

item "partial" was used for those patients who showed 821 

ability to return to work as indicated in the therapist's 

progress notes, the patient's diagnosis and amount of dis- 

ability related to former work, and whether or not they were 

holding a part time job. The item "temporary" included those 

patients who were receiving compensation or insurance bene- 
fits and who would return to their former job at the time 

treatment ended. The item "total" was used for those in- 

dividuals over sixty-five who were unemployed prior to ill- 

ness or injury, and who were unable to return to work be- 

cause of age and the nature of their disability. 

Since there was no 

The 

As indicated by Table 7, the greater number (67) of 

the total sample had some amount of vocational handicap. 
Only three of the total sample were classified as having no 

handicap vocationally and these were in the sub-sample of 

those patients living with some member of their family. One 

factor related to this was age, over sixty-five (see Table 1, 
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page 24). 

maining categories. 

square was only applied to the items of partial, tenIpOrEWY, 

and total vocational handicap because the item of "none' 

was below .05 in the expected frequency. The chi square 

test showed that the distribution of data was not significant 

as shown by the probability of this data which indicated a 

chance selection between 30 and 20 times out of 100, there- 

fore the null hypothesis was sustained. 

There was almost equal distribution in the re- 

It should be mentioned that the chi 

TABLE 7.--Seventy patients by living arrangement and 
vocational handicap 

Patients living Patients living 
Vocational alone with families 
Handicap Total 

Number Number 

None 0 

Bart ial 10 

Temporary 5 
Total 21 

3 
14 

5 
12 

3 
24 

10 

33 
~ 

Tot a.1 36 
~. 

34 70 

X 2 i :  2.5559 for 3 d.f., .30*P>.20 

Livina Arrawement and Worker Role 

The items under worker role also showed some similar- 

ity in the sub-samples. 

frequencies were in the retired group for those patients 

As revealed by Table 8, the highest 
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living alone and in the long term unemployment group and 

employed group for those patients living with some member of 

their family. 

in the sample were unemployed at the time of referral to the 

Rehabilitation Center. Jessie Bernard stated that an essential 

part of rehabilitation is satisfying role relationships and 

that the worker role was a main influence to increased morale. 

Bernard indicated it is not merely enough to supply monies 

to disabled and/or handicapped individuals but it is important 

to create satisfying role relationships. 

It was also noted that fifty-three patients 

29 

TABLE 8.--Seventy patients by living arraagenent and worker 
role 

Patients living Patients living 
Worker alone with families 
Role Total 

Number Number 

Presently 
Employed 6 
Short Term 
Unemployment 9 
Long Term 
Unemployment 7 

11 17 

4 13 

11 18 
Retired 14 8 22 

Total 36 34 70 

2 X 2 5.8641 for 3 d.f., . 2 0 s P z . l 0  

Although the chi square test did not reveal a signifi- 

cant difference between the groups in the sample, the writer 

29Jessie Bernard, Social Problems at Midcentury (New 
York: The Dryden Press, Inc., 1957), P. 203. 
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suspected that a larger number of patients and a random 

sampling might indicate a difference. The reason for this 

was because of the near significance in the distribution of 

data when applied to the probability table. Chance was indi- 

cated to be present between 20 and 10 times out of 100. 

the level of significance is at or below 5 times out of 100 

the writer felt a larger and better sample might show a sig- 

nificance in the sample. 

Liviw Arruement and Income Per Month 

Since 

Table 9, showed that the greater number (53) of the 
study sample were living on an income of under $251 per month. 

In the sub-sample of those patients living alone, eighteen of 

the patients were living on an income of $100 per month or 

less. 

over per month was represented mainly in the group of patients 

living with some member of their family. 

showed that only seventeen of the seventy patients in the 

sample were employed, it would seem to indicate the greater 

number were receiving income from some other means than 

employment. 

It was also noted that the larger income of $351 and 

Since Table 8, 

30 

The need for adequate income is an essential factor 

in adequate social functioning. According to Jessie Bernard: 

No matter how many benefits the physically handi- 
capped receive, so long as these benefits are less 
than the amount of income the unhandicapped receiv 
we shall probably consider the disabled a problem. 91 

3oSee Table 10 for breakdown of source of income. 
3IJessie Bernard, Social Problems at Midcenturx (New 

York: The Dryden Press, Inc., 19571, p. 204. 
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In the paper prepared by George St. J. Perrott, he also in- 
dicated the need for community care of the disabled and/or 

handicapped through some means of financial assistance either 

on a temporary or permanent basis, depending on their abil- 

ity to become gainfully employed again. 

TABLE 9.--Seventy patients by living arrangement and income 
per month 

32 

Patients living Patients living 
Income Per alone with families 
Nonth Total 

Number Number 

$100 or less 18 7 25 

$251 thru $350 3 2 5 
$351 and over 2 10 12 

$101 thru $250 13 15 28 

Total 36 34 70 

X 2 1  7.8147 for 2 d.f., .05>P>.O2 

When the chi square test was applied to the bta in 

Table 9 ,  items three and four were combined because the ex- 

pected frequency was below five in the category of $251 

through $350. 
the writer combined the two items. The chi square showed a 

significant difference between the sub-samples which allowed 

for rejection of the null hypothesis. 

Rather than eliminate this item from the table, 

Livixw Arranrrement and Source of Income 
Table 10, showed that the greatest number (24) of 

32George St. J. Perrott, "The Problem of Chronic 
Disease," Psychosomatic Medicine, VI1 (19451, 21-27. 



36 
patients were receiving retirement, and public employees' 

benefits. Eighteen were receiving either workmen's compen- 

sation o r  financial assistance from a welfare agency. Only 

seventeen patients were earning wages at the time of refer- 

ral to the Center which corresponds with the information in 

Table 8, which showed the same number of patients employed at 

time of referral. In Table 8, there were twenty-two listed 

as retired while in Table 10, there were twenty-four patients 

receiving retirement benefits. The reason for this differ- 

ence was due to the fact that two patients had been receiviq 

retirement benefits and working up to the time of illness. 

Therefore they were placed in the 'short term unemploymentn 

category in Table 8. 

TABLE 10.-Seventy patients by living arrangement and source 
of income 

Patients living Patients living 
Source of alone with families 
Income Total 

Number Number 

Wages 
Family 

6 
5 

Social Agency I€ 
Betir ement 
Benefits 13 
Workmen' s 
Compensation 1 

11 17 
6 11 
3 14 

11 24 

3 4 

Total 36 34 70 

X2 2 5.3747 for 3 d.f., . l O > P >  .05 

It should be noted that the sub-samples of Table 10 
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were almost equal in distribution with the greatest differ- 

ence being in the category of "social agency" where eleven 

of those patients living alone were placed while only three 

of those patients living with some member of their family fit 

into this category. 

When Table 10, was tested for significance of differ- 

ences, the probability wasbetween.10 and .O5 which means it 

was very close to being significant since this writer isusing 

.05 as the level of significance Therefore, the data of this 

table are in a zone of doubtfulness since a better and larger 

sample may indicate a significant difference. However, the 

null hypothesis is sustained according to chi square results. 

Living Arramement and Patient's Role 

The last iteinexaminedin this study was that of Patient's 

Role, which was believed to be one of the nost important fac- 

tors by the writer. The importance of the family was substan- 

tiated by the literature as reviewed in Chapter 11. The posi- 

tive and/or negative effects the family can have on the patient 

being rehabilitated was also reviewed in Chapter 11. 

In Table 11, the writer considered the first cate- 
gory of "parent and/or spouse" to be a weakness in the 

collection of data since these are two different roles. The 

information for the item of Patient's Role was secured from 

the listing in the case file of "nearest relative." 

information was insufficient to determine all the family 

roles a patient might have. Although only one role is listed 

for each patient in the case file, the writer is awaxe of the 

This 
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fact that individuals may play several roles within the 

family. Another limitation was the fact that the writer 

was unable to determine whether the patient was actually 

fulfilling this role or how adequately it was being 

performed. 

TABLE 11.--Seventy patients by living arrangement and 
patient's role 

Patients living Patients living 
Patient l s alone with families 
Role Total 

Number Number 

Parent and/or 
Spouse 15 
Sibling 4 
Son 0 

Daughter 

Other 

2 

15 

29 44 
2 6 

2 2 

1 3 
0 15 

Total 36 34 70 
~ ~ ~- ~~ 

X2 L 19.5217 for 2 d.f., P-.001 

It will be noted that the greater number (44) of the 
study sample were in the first category which indicated the 

need for a more stringent breakdown in the data. By the 

nature of the case file however, this was found to be impos- 

sible. 

in the "other" category where there were fifteen of the 
patients living alone and none of the patients in those 

The greatest differentiation in the sub-samples was 
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liiving with families. 

aunts, uncles, grandparents, and friends. Another laxge 

difference was noted in the “parent and/or spouse” category 

which showed a difference of fourteen between the sub- 

samples. 

This category included the roles of 

For testing purposes the categories of sibling, son, 

and daughter were combined because each of their expected 

frequencies was below five. The chi square showed a very 

significant difference in the dichotomy of patients in 

Table 11. The distribution was due to chance less than 1 

time out of 1,000 times. 

fejected. Since there was such a significant difference 

between the sub-samples, the writer feels this indicates the 

need for a finer breakdown for classification in order to 

eliminate some of the limitations previously discussed. 

The null hypothesis was therefore 

SURllll&l-Y 

Table 12 is a recapitulation table of the results of 

the chi square testing and the probability of each table 

presented in this chapter as it relates to chance in the 

selection and distribution of the data. It will be noted 

that Tables 3, 9 ,  and 11 were significant in the differences 

between the sub-samples, allowing for rejection of the null 

hypothesis. Tables 8 and 10, were in the “zone of doubtful- 
ness” because of their near significance. The writer feels 

a more adequate and larger selection may show a significant 

difference for these two tables. The remaining tables were 
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due to chance in their distribution of data as revealed by 

chi square testing. 

TABLE 12.--The difference between 36 patients living alone 
and 34 patients living with some member of their family as 
defined by eleven items of descriptive, s o p l ,  and 

clinical items tested by X 

Items X2 Probability 

Age. ................... 
Sex.................... 

Marital Status......... 

Education Achieved..... 

Cause of Disability.... 

Type of Handicap....... 

Vocational Handicap.... 

Worker Bole............ 

Income Per Month....... 

Source of Income....... 

Patient's Role......... 

3 - 197 
-4703 

49.543 
.6032 

.6909 

1.1504 

2.5559 
5.8641 
7.8147 

5.3747 
19.5217 

.507 P* .3OC 

.50 * P> .30a 
P 7 .O0lc 

b .a07 P 7 . 7 0  

.70> P r .SOa 

.70* P* .50b 

.307 PI .2OC 

.20r P7 .1oc 

.05> ~7.02 b 

. l o 7  P7.05' 
Pa .OOlb 

~ . 

aOne degree of freedom. 

b~wo degrees of freedom. 

'Three degrees of freedom. 

In Chapter I11 the statistical tool used in the dis- 

tribution of data was described and then the tabular distri- 

bution of data was presented for  the eleven items in the 

schedule. Interpretations of chi square testing were given 

for significant differences between the sub-samples and 
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finally a reoapitulation table was presented on all tables 

analyzed. 

Chapter N will contain the findings and implica- 
tions ab the analysis of data as presented in  Chapter 111 

along with questions which the writer feels are appli- 

cable to further research in this area. 



CHAPTER IV 

FINDINGS AND INTERPRETATIOMS 

The purpose of this study was to determine whether 

or not there were observable differences and whether such 

differences, if any, were significant in eleven items of 
descriptive, social, and clinical information of thirty- 

four adult physically disabled and/or handicapped patients 

who live with some member of their family and thirty-six 

adult physically disabled and/or handicapped patients who 

live alone. The study sample was chosen from the adult 

patients treated in the Rehabilitation Center for Crippled 

Children and Adults, Miami, Florida during the fiscal year 

of September 1, 1959 through August 31, 1960. It was pro- 

posed that the groups would not differ significantly in the 

eleven items of descriptive, social, and clinical information. 

Four basic questions were asked in relation to the 

hypothesis. The first question was: 

Does the literature indicate any difference be- 
tween those adult patients receiving rehabilitation 
care of some type for their physical disability and/ 
or handioap who are living with some member of their 
family and those patients who are livirg alone? 

The survey of the literature did not reveal any infomation 

which could be directly related to differences between 

those patients living with some member of their family with 

42 
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those living alone but it did reveal the importance of family 

interaction. The literature was reviewed in order to offer 

a brief description of the family in our society in relation 

to what it provides and expects from its members; the dis- 

abled and/or handicapped individuals position in the family 

unit as it related to self perception and motivation, and the 

importance of satisf'ying role relationships for the disabled 

and/or handicapped person. The family was shown to be either 

a helpful or detrimental factor to the disabled and/or handi- 

capped person, depending on their understanding and acceptance 

of the problem and their willingness to participate in the 

rehabilitation planning for the patient. 

In addition to this the importance of the rehabili- 

tative team was shown as it functions in helping the patient 

attain goals within his ability and capacity. 

the social worker was also portrayed in relation to helping 

the patient and the family adjust to and work with the 

problem. "he importance of society's recognition of the in- 
creasing numbers of individuals becoming disabled and/or 

handicapped and of the need for increasing facilities to care 

for those persons was reviewed from a paper presented by 
33 Geroge St. J. Perrott. 

The role of 

The second basic question was directed toward the 

testing of the null hypothesis: 

33George S t .  J. Perrott, "The Problem of Chronic 
Disease," Psychosomatic Medicine, VI1 (19451, 21-27. 
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Do the five descriptive items (Age, Sex, Marital 
Status, Education Achieved, and Cause of Disability) 
differentiate the thirty-four physically disabled 
and/or handicapped patients who live with some mem- 
ber of their family from the thirty-six physically 
disabled and/or handicapped patients who live alone? 

The data for these five items indicated the probability 

being due to chance in all but the one item of Marital 

Status which showed a significant difference in the sub- 

samples. This difference was anticipated by the writer 

by reason of the dichotomy of the study sample. 

knowing there is a significaat difference between the sub- 

samples is only one part of the real meaning for this dif- 

ference; the other being the reason for this difference. 

The writer felt one weakness of this table was the need 

for further breakdown in the category of "divorced and 

separated." The items of Age, Sex, Education Achieved, 

and Cause of Disability showed an almost equal distribution 

between the sub-samples and when tested by means of the chi 

square, there was no significant difference which could not 

be attrfbuted to chance. The null hypothesis was therefore 

sustained in these items. 

However, 

It must be remembered that this study was undertaken 

on a small scale and certain limitations were involved. Some 

of these limitations were: 
(1) 

( 2 )  

(3) Inability to break down data into finer cate- 

The small number in the study sample. 

The use of non-random selection of the study 
sample instead of a random selection. 

gories for more valid testing purposes. 
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(4) 

of the patients. 

( 5 )  The use of judgement, which is always subject 
to question, in the categorization of data. 

(6) The necessity to combine categories for test- 
ing purposes which eliminated possible categories where a 
significant difference may exist. 

Lack of needed information in the case files 

The third basic question was also related to the 

testing: of the null hypothesis: 

Do the differences, if any, on the six social 
and clinical items between the sub-samples depend 
on chance? 

When these items were tested by means of the chi square, 

the results showed no significant difference between the 

sub-samples on the items of Type of Disability, Vocational 

Handicap, Worker Role, and Source of Income. However the 

writer pointed out a severe limitiation in Table 7, (Voca- 
tional Handicap) by reason of the use of judgement in 

categorization of the patients in the sub-samples. Also in 

Table 8, (Worker Role) and Table 10, (Source of Income) it 

was felt that a more adequate selection of the study sample 

may have indicated a significant difference. 

showed the data for these two tables to be one step higher 

than the level of .Oj, which had been chosen by this writer 

as the level of significance for these data. 

The probability 

The chi square test did reveal a significant dif- 

ference on the items of Income Per Month and Patient's 

Role which allowed for the rejection of the null hypothesis. 

Both tables showed the distributim to be free of chance in 

the data less than five times out of one-hundred. According 
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to S. Siegel this indicates the significance of the differ- 

ences between the sub-samples being tested. '' 
of Income Fer Month, the writer felt the need for further 

research in answer to the question of the reason for this 

difference. Since the writer feels there may be a close 

correlation between the items of Income Per Month and Source 

of Income, it seems necessary to look into underlying reasons 

for the significant difference as found in this study. In 

connection with these two items is the item of Worker Role 

which indicates the ability of the disabled and/or handi- 

capped individual to perform a work role. Jessie Bernard 

estimated that in 1955 two million handicapped persons were 

employed and at least another two million were capable of 

being employed. 35 This means the two million capable of 

employment use and must depend on other means of support in 

order to meet their basic needs of life. Bernard indicated 

a role is a reciprocal relationship and it is not merely 

enough for the disabled person's ability to perform the duties 

of a job; the employer might be able to adapt jobs for the 

disabled and/or handicapped and then be able to hire them. 

In the item 

36 

In Table 11 (Patient's Role) a very significant dif- 

ference was found in the sub-samples. Chance was indicated to 

34Sidney Siegel, NonDarametric Statistics for the Be- 
havioral Sciences (New York: McGraw Hill Book Go., Inc., 
19561, p. 104. 

35Bernard, pp. 205-209. 

361bid -* 9 pp. 205-209. 
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be responsible for the data distribution less than one time 

in one-thousand times. The writer feels this difference 

implicates the importance of family recognition as it re- 

lates to the functioning of the disabled and/or handicapped 

individual. Since the dichotomy of this sample was be- 

tween those patients living alone and those living with some 

member of their family, the difference may be indicative of 

the need for close relationships in life. English and 

Pearson indicate the importance of close relationships. 

state: 

They 

Nearly everyone needs friends. Those who prefer 
solitude and the constant company of their own 
thoughts are exceptional. 
dependent upon friends for love, approval, comfort, 
inspire tion, 
times, criticism. 

The average person is 

agement, entertainment, and at enco!#? 

These relationships are outside the immediate family unit 

but English and Pearson indicate the need for close family 

unity, especially between husband and wife, to lead to the 

development of friendships outside the family unit. 

Another factor in the significant difference in 

Table 11 may be attributed to the fact that many of the 

patients in the category of those living alone were without 

any immediate family. This brings in again the need for 

close friends. 

living alone were in the older age group. Bernard, in his 

discussion of problems associated with the later years states: 

3 7 ~ .  Spurgeon English and Gerald H. J. Pearson, Emotional 

Also the greater number of those patients 

Problems of Liviq (New York: W. W. Norton and Co., Pnc., 
1955)) PP. 421-425- 
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As in the case of persons in other age 
brackets, role and status problems are major 
hazards for older persons. Family role problems 
center about widowhood and about the relation- 
ships between adults and their parents; worker 
role problems center about retirement or status 
degrading. Status problems also have to do with 
dependency. All are intimately related, and all 
pervadgt by ill health or the constant threat 
of it. 

A limitation in Table 11 was related to the lack of 

available information in the case files of the patients. 

This lack of information did not allow for a finer break- 

down in the categorization of the patients in the sub- 

samples. This necessitated grouping together various roles 

the patient played. Another limitation was the inability to 

measure the amount of role fulfillment the patient was per- 

forming and whether each individual was performing more than 

the one role specified in the table. 

The fourth basic question of the study has been 

answered by reason of the results of the chi square tests: 

To what extent does the analysis of the data on 
the eleven items support or reject the null hypothesis? 

As indicated there were three items which rejected the null 

hypothesis. These included the items of Marital Status, 

Income per Month, and Patient's Role. The remaining eight 

items supported the null hypothesis but the writer felt a 

larger and more adequate sampling, random, may have shown a 

significant difference in the items of Worker Role and Source 

of Income. The reason for this implication was in relation 

38Bernard, p. $52. 
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to the significant difference found in the item of Income 

Per Month which has a definite correlation with the Worker 

Role and Source of Income. 

One of the inherent limitations of this study was 

in connection with the lack of available information in the 

d&se files of the Rehabilitation Center. 

field placement, steps were taken by the agency to improve 

this condition by turning attention to needed information 

for further research. The findings of this study, even 

though limited to measuring for possible differances be- 

tween the sub-samples, seem to indicate the need for farther 

research which would show the reasons for the significant 

differences. 

During the writer's 

It is the writer's hope that the findings of this 

study will evoke questions which will lead to more thorough, 

comprehensive, and scientifically controlled research pro- 

jects relating to the social aspects of rehabilitation. It 

is hoped that future research will provide useful insight 

into the dynamics of the social factors in the rehabilita- 

tion of the handicapped person. 

Some questions which the writer feels are important 

to consider for future research are: 

How can the social functioning of the individual 
be more adequately measured in terms of the person's fulfill- 
ment of roles both within the family and total environment? 

What can be done to improve social work services 
to the disabled person and his family in helping them to at- 
tain a better level of social functioning? 

(1) 

(2) 
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( 3 )  What is the role of the social worker in inter- 
preting the need of the handicapped person to work, which 
would f i l l  the person's need to become a contributing and 
self supporting member of society? 

adequate research methods in this type of research. Some of 
these needs may be met through such things as; direct inter- 
views with the patients in the study sample for more complete 
information on role fulfillment; the use of a random selection 
of cases to be studied; a larger study sample; and some 
method of evaluating role performance. 

(4) The writer feels there is a need for more 

There is an ever increasing need to become aware of 

the feelings, values, and goals and needs of the disabled 

and/or handicapped individuals in our society. This problem 

is not one which can be cured but one which will remain with 

us and continue to increase as long as illness, accidents, 

and congenital defects as causes of disabling conditions are 

present. 

Inherent in the process of rehabilitation is the role 

of the social worker as an integral part of the team. Re- 

search which deals with the role and function of the social 

worker in rehabilitation has been limited and the need for 

continued research in this area is needed. Since social 

work is primarily interested in the social functioning of 

the patient, it would seem more adequate and scientifically 

controlled research is called for. This would lead to 

better ways of dealing with the problems of the disabled 

and/or bandicapped individuals in our society. 



APPENDIX A 

SCHEDULE 

DescriDtive Items 

1. Age 
a. 21 thru 40 
b. 41 thru 50 
c. 5lthru 60 
d. 60 and over 

a. male 
b, female 

3. Marital Status 
a. single 
b. married 
c. separated and divorced 
d. widowed 

2. Sex 

Social and Clinical Items 

6. Type of Disability 

muscles 

7. Vocational Handicap 

a. cardio vascular 
b. bones, joints & 

c. miscellaneous 

a. none 
b. partial 
c. temporary 
d. total 

a. presently employed 
b. short term employment 
c. long term employment 
d. retired 

8. Worker Role 

4. Education Achieved 
a. 8th grade or less 
b. grade 9 thru 12 
c. 1 year college 

and over 

5. Cause of Disability 
a. accident 
b. illness 
c. congenital 

9. Income Per Month 
100 or less 

351 and over 
10. Source of' Income 

a. wages 
b. family 
c. social agency 
d. retirement benefits 
e. workmen's compensation 

a. parent and/or spouse 
b. sibling 
c. son 
d. daughter 
e. other 

11. Patient's Role 
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FLOW CHART 

5 Patients Referred for Treatmen 
ring Fiscal Year of September 1, 
19 59 Throuph Aumst 31. 1960 

40 P atients Were Livi 

Their Family 
With Some Member of Alone 

Chosen to Complete the 
Sub-sample of 34 Sub-sample of 36 

Patients Patients 
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