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Five hundred twenty-five institut-
jonalized mentally retarded
individuals were screened to
estimate the severity of speech
and language deficits. Ninety-six
percent exhibited a deficiency in
one or more areas; 78% would

require improvement in communication

skills before they would be able to
adequately function outside of the
institution. Prevalence data was
delineated by type of disorder

and subjective priority ratings.
The effects of mental age and the
presence of multihandicapping
conditions are also discussed.

Cing cent vingt-cing déficients
mentaux placés en institution ont
&té sélectionnés pour évaluer la
sévérité de leurs défauts
d'&locution et de language. Dans
quatre-vingt-seize pour cent des
cas, il a pu &tre établi une
déficience dans au moins un
domaine; 78% nécessiteraient une
amélioration de leurs aptitudes
de communication avant de pouvoir
adéquatement fonctionner &
1'extérieur de 1'institution. Les
données relatives & la fréquence
ont &té représentées par type de
troubles et par classements
prioritaires subjectifs. Les
effets de 1'dge mental et la
présence de conditions d'handi-
caps multiples sont &galement
présentés.

Over the past several years a general change has arisen in public
attitude toward provision of educational, vocational and therapeutic

services to the mentally retarded population.

Many governmental

policies now state that mentally and physically handicapped individuals
are entitled to those services which may help them develop to their

fullest potential.

It has been well documented that developmentally delayed individ-
uals exhibit a broad range of speech and/or language problems
associated with sound production (Bangs, 1942; Schiefelbusch, 1963;
Wilson, 1966; Matthews, 1971), vocabulary development (Wolfensburger,
Mein & 0'Connor, 1963; Brier, Starkweather & Lambert, 1969; Lozar,

Wepman
Yoder,

(Hagen & McManis, 1972).

& Haas, 1972), syntactic structures (Mein, 1961; Miller &
1972; Baer & Guess, 1973; Evans, 1977) and naming and describing
Others have shown that it is possible to

improve the communication skills of severely retarded children and
adults (Greene, 1977; Matthews, 1971; Snyder, Lovitt & Smith, 1975;
Reckell & Beasley, 1976; Perkins, 1977; Clark, Miller, Thomas,

Kucherawy & Azen, 1978).

Individuals residing in institutions for the mentally retarded
may share in any or all of the above-mentioned communication defects.
Many must also learn to cope with additional problems created by

sensory, motor or emotional/behavioral handicaps.

Remediation of

these communication disorders is a time involved process, the average
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case being seen for approximately 600 sessions (ISHA, 1975). Which
individuals to select for therapy and how much time to devote to each
are often difficult questions to answer.

Conflicting data reported in the literature as to who gains more from
therapy compounds the difficulty. For example, there is some data to
support Lenneberg's critical period theory that speech or language
therapy with the retarded may be ineffective once they have reached
puberty (Lenneberg, 1967; Perkins, 1977); but others have found little
difference between the responses of retarded children and adults to
given forms of therapy (Reckell & Beasley, 1976). Other factors to
be considered are severity of impairment, stimulability to improved
production, mental! age, associated sensory and physical handicaps or
behavioral problems, degree of environmental support and personal
motivation.

Previous incidence estimates of communication disorders within
the institutionalized population have varied from 18 to 94% (Matthews,
1971). However, with the recent trend toward deinstitutionalization
the characteristics of the remaining institutionalized population
have changed. Programs must now deal with individuals who are
functioning at a lower level and who may exhibit a variety of multi-
handicapping conditions.

This article describes one aspect of a recent study designed to
aid the speech-language pathologists in selecting residents who would
most benefit from therapy. The prevalence of specific types of
communication disorders are examined and recommendations regarding
priority for therapy discussed.

METHOD

Subjects

Five hundred twenty-five residents (340 males and 185 females)
were screened to detect the presence and severity of speech and
language deficits. They represented 48% of the resident population
at a large provincial institution. The mean mental age of individuals
for whom such data was available (n=335) was 4.06 years, with a
standard deviation (SD) of 2.66 years. Chronologically, 4% of the
population was under 12 years of age, 39% was between 12 and 18 years,
28% between 19 and 24 vears, 23% between 25 and 44 years, 4% between
45 and 64 years and 1% over 65 years. The mean chronological age of
the sample was 23.57 years (SD=11.28). Many residents displayed one
or more additional handicapping conditions. Within the subject
population, 200 exhibited sensory deficits, 122 exhibited motor or
physical handicaps and 223 displayed behavioral problems. Only 17%
(n=90) did not demonstrate any of these additional complicating
factors.

Screening Instrument

Since most of the residents to be screened would not be communi-
cating at chronologically appropriate levels, the typical 5 to 10
minute quiz utilized for mass public screening would be of little aid
in selecting a caseload. To this end, a device sensitive enough to
indicate approximate level of communication skills without committing
the hours required for formal assessment of this population was
developed by Dunster and Dunster (1975) and revised by Brindie (1978).
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Tasks requiring the following skills were included: ability to follow
verbal and/or gestural commands; object and picture association skills;
sign language, imitation and retention, auditory discrimination;
vocabulary, receptive and expressive; receptive and imitative-
expressive syntax; Rebus and Bliss symbols, scanning and retention;
articulation; examination of the oral mechanism; and attending
behaviors. |Interscorer reliability was .97. Administration time
varied from 10 minutes to 1% hours, depending on the degree of deficit
and cooperation. The average time required for a cooperative, verbal
resident was 40 to 45 minutes. |t was not possible to give all sub-
tests to each resident, e.g. Blissymbol scanning was omitted for

blind residents and for those who did not respond to pictures.

Procedure

Screenings were administered by one speech-language pathologist
and four speech pathology students who had been uniformly trained in
its use. They were administered on the resident's cottage if a
relatively quiet location was available, otherwise the nearest speech
and hearing office was used. Background information was supplied from
the resident's file by the residential counsellor.

After each screening the examiners were asked to rate level of
communication skills on a one to seven scale, with one indicating
skills which would enable an individual to be completely functional
within the general community and seven indicating no evidence of any
receptive or expressive communication skills. (See Appendix for
further information about the scale.) In addition the examiners
subjectively priorized each resident’s current candidacy for speech
or language therapy. Six basic categories were used: high, medium
and low priority for therapy; no therapy due to the presence of
adequate communication skills; no therapy due to presence of signif-
icant interfering behaviors; and no therapy due to other reasons, such
as currently in therapy.

Data was transcribed for computer analysis. The ''Statistical
Package for the Social Sciences" from the University of Western
Ontario was utilized.

RESULTS

Table 1 shows the numbers and percentages of the institutionalized
mentally retarded residents who demonstrated language, articulation,
voice and stuttering disorders. Overall, 96% of the residents seen
exhibited a deficiency in one or more areas. Significant language
deficits were exhibited by 81.5% of the sample. Another 14.7% dis-
played language skills which, though obviously not normal, were
considered adequate to permit conversation with unfamiliar members of
the local community. Deviant or delayed articulation skills were
observed in 44% of the residents. Voice deviations were detected in
22.3% and stuttering in 4.4% of the population. One-third of the
sample could not be scored with respect to articulation, voice or
fluency because they were nonverbal.

The assigned communication skills rating are displayed in Table 2.
Only 9.7% of the sample was considered to demonstrate speech and
language skills which would enable them to be completely functional
within a community placement. Mild to moderate deviations which,
though readily apparent to unfamiliar listeners, would not prohibit
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communication were displayed by 12.2% of the residents. The remaining
78.1% would require some type of remediation before they could reliably
and accurately communicate outside of the institutional setting.

Table 1

Prevalence of speech and language disorders in institutionalized
mentally retarded individuals.

Type of Disorder Number Per cent
Language

- Not normal, but adequate 77 14.7

- Markedly deficient 428 81.5
Articulation 231 ki, 0
Voice 17 22.3
Stuttering 23 4.4
Nonverbal 174 33.1

Note - Each resident may be counted in more than one category (n=525).

Table 2

Level of communication skills in institutionalized mentally retarded
individuals.

Rating Number Per cent
1. Completely functional in local community. 51 9.7
2., Mild-to-moderate deviation, but under-

standable. 64 12.2
3. Good comprehension, but insuffient

expressive skills to function in community. 108 20.6
L, Some comprehension, with limited expressive

skills. 92 17.5
5. Emerging language with limited comprehension

and expression. 38 7.2

6. Minimal comprehension, but lacking preverbal
attending and imitation skills. 118 22.5

7. No discernible receptive or expressive
skills, 38 7.2

Note - Data were missing for 16 subjects (3% of sample).
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The percentage of residents assigned to each therapy priority
category, delineated by age groups, is shown in Table 3. The 36.2%
of the population recommended for therapy was roughly proportional to
the age distribution in the sample, with slightly more recommendations
noted in the 19 to 24 and 25 to 44 year age groups than would be
expected on the basis of an even distribution. 0f the 30.4% not
recommended for therapy due to severe interfering behaviors, 19.0%
fell into the under 12 and 12 to 18 year age groups.

Table 3

Assignment to therapy priority ratings, delineated by age therapy
priority rating.

Age (in High Medium Low Adequate Behavior Other Total
years) Skills Problem
N % N % N % N % N % N % N %

under 12 1 2002 4 .2 1 2 15 2.8 2 4 22 4.2
12 to 18 21 4.0 23 4.4 28 5.3 19 3.6 85 16.2 15 2.9 191 36.4
19 to 24 21 4,0 23 4.4 16 3.0 37 7.0 30 5.7 11 2.1 138 26.2
25 to 44 8 1.5 24 4.6 19 3.6 25 4.8 27 5.1 12 2.3 115 21.9
45 to 64 - - 1 .2 2 .4 13 2.5 2 .4 3 6 21 4.1
over 65 - - - - - - 4 .8 1 2001 .2 6 1.2
Total 51 9.7 73 14,0 66 12.5 99 18.9 160 30.4 44 8.5 493 94.0

Note - Data were missing for 32 subjects (6% of sample).

Analysis of variance of mental age broken down by type of
communication deficit (n=335) revealed that the mean mental age of
residents with adequate language skills was 6.07 years (SD=3.42),
compared to the mean 3.74 years (SD=2.45) demonstrated by those with a
significant language deficiency (F=15.94, 2/332 df, P ¢ .0001). Variance
of mental age and articulation skills (F=25.77, 2/332 df, p <.0001)
yielded a mean mental age of 4.77 years (SD=2.66) for those residents
with no articulation problem, 4.70 years (SD=2.39) for those with a
specified articulation deficit, and 2.63 years (SD=2.58) for those with
no speech. The mean mental age of residents who stuttered was 6.01
years ($D=2.99) compared with 3.96 years (SD=2.62) for those who did
not (F=8.68, 1/333 df, p €.0034). Those individuals who displayed
voice deviations exhibited a mean mental age of 4.54 years (SD=2.42)
compared with 3.88 years (SD=2.73) for those with normal voice

(F=h.15, 1/333 df, p <.0425).

A chi-square analysis was performed on the interaction between
area of communication deficit and presence of complicating factors
(n=522). Presence of interfering behaviors was highly significant
for both articulation (X2=74.21, 2 df, p {.0001) and language (X*=
26.05, 2 df, P (.0001) but not for voice or stuttering. Absence of
additional problems was also signficant for articulation (X2=30.81,
2 df, p £.0001) and language (X?=13.11, 2 df, p €.0014), but not for
voice or stuttering. Presence of sensory or motor disorders was not
found to be significant in this analysis.
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DISCUSSION

The prevalence of communication disorders observed in this
institutionalized mentally retarded population tended to be higher
than that published in earlier studies. Some type of speech and/or
language deficit was exhibited by 96% of the residents surveyed,

78% of whom would require improvement in communication skills before
they would be able to function outside of the structured institutional
setting. This may be due in part to the trend toward deinstitutional-
ization, which has already placed many of the more highly functioning
residents into smaller community facilities.

Language deficiencies were the most frequently observed type of
communication disorder, occurring in 96.2% of the population. Of
these, 14.7% demonstrated language skills which, though limited in
scope and complexity, would be adequate for basic communicative purposes.
Articulation deviations were the second most frequently observed
disorder, affecting 44.0% of the sample. Voice disorders were detected
in 22.3%, the majority of whom were cited for resonance or vocal
quality deviations. Stuttering was exhibited by L4.4% of the residents
seen. It is important to note that an additional 33.1% were nonverbal,
though some did utilize sign language or symbol boards.

Although the relatively large standard deviations limited the
significance of mental age comparisons, trends can be noted. As would
be expected, those individuals who demonstrated a marked language
deficiency and/or were nonverbal had a lower mental age than did the
sample as a whole. Since established mental ages were not available
for many residents who were difficult to formally test due to behavioral
problems or other complicating factors, it is possible that the
variations could be wider. Those who exhibited vocal deviations or
stuttered tended to have higher mental ages, suggesting that a given
level of verbal skills is necessary before such deficiencies become
apparent.

Due to the high resident-to-therapist ratio in most institutions
and the amount of time required to affect change in this population,
it is frequently necessary to estimate which individuals can most
effectlvely benefit from the services offered. For this reason the
screeners were asked to subjectively rate each resident's need and
ability to respond to speech and language therapy. Upon analysis it
was found that the presence of good attending skills and, conversely,
the presence of severe interfering behaviors such as self-abuse,
aggressiveness or lack of responsiveness, were the primary factors
influencing the assignment of a therapy priority rating. Chronological
age was not a major consideration.

One-third of the residents sampled were judged to require modi-
fications in behavior :before they would be able to benefit from
speech or language therapy. Further examination revealed that the
presence of these interfering behaviors significantly interacted
articulation and language disorders in that those individuals exhibiting
deficient language or articulation more frequently displayed a behavior
disturbance as well. Given such, it is not surprising that those who
exhibited no additional complicating factors less frequently demonstrated
language or articulation problems.

The characteristics of the institutionalized population are
changing with the trend toward deinstitutionalization. Those
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individuals remaining are more likely to be functioning at a lower
level and/or display a variety of multihandicapping conditions, as
indicated within this study sample. With a third of these residents
being nonverbal itis evident that we, as communication specialists,
must be familiar with the different nonverbal communication systems
available. We must be able to deal with the multifarious behavior
problems affecting these potential clients. Now that the most
capable have been skimmed from the institutionalized population,
therapists, teachers, vocational instructors, counsellors or others
employed in this setting require further specific training to enable
them to deal with these multiple sensory-motor-behavioral-cognitive
disabilities.
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APPENDI X

Communication Skills Scale

1. Completely functional within the local community. This describes
the individual who is using language structures at at least the §
year level. Minimal articulation or voice deviations which would
not be noticed by non-speech pathologists, such as an f/th sub-
stitution within conversation, may be included.

2. Mild deviation, but would be understood in the local community.
Obvious articulation errors, immature use of language and mild
voice or stuttering disorders which do not seriously impair
communication are included.

3. Good comprehension and sufficient expression to communicate needs
to immediate family or counselling staff, but inadequate for local
community. This level describes those with mild to moderate
articulation, language, voice and/or stuttering disorders.

4. Some comprehension, but has difficulty communicating with family
or staff. Moderate to severe articulation, voice and stuttering
disorders and/or language alt :the 2 to 3 word combination stage.

5. Emerging language, with limited receptive and expressive skills.
At this level beginning use of single words and/or severe artic-
ulation, or voice deviations could be noted.

6. Limited comprehension skills only. These individuals usually
lack the basic preverbal basic attending and imitation skills.

7. No functional communication skills. No evidence of any receptive
or expressive skills are observed.
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