
An-Najah National University  

Faculty of Graduate Studies 

 

 

 

 

Validation of the Vineland Adaptive Behavior Scale in Arabic 

Language within a Palestinian Context 

 

 

By  

Ciwar Abd El Qadir 

 

 

 

 

Supervisors 

Dr. Denise Ziya Berte 

Co-Supervisors 

Dr. Ali Barakat 

 

 

This Thesis is Submitted in Partial Fulfilment of the Requirements for the 

Degree of Master of Clinical Psychology, Faculty of Graduate Studies, An-

Najah National University, Nablus- Palestine. 

2019 



ii 

 

 

 

 

 

 

 

Validation of the Vineland Adaptive Behavior Scale in Arabic 

Language within a Palestinian Context 

By 

Ciwar Abd El Qadir 

 

 
This Thesis was defended successfully on 16/6/2019 and approved by: 

 

 

Defense Committee Members Signature 

1- Dr. Denise Berte / Supervisor ……………………… 

2- Dr. Ali Barakat / Co-Supervisor ……………………… 

3- Dr. Linah Albanna / External Examiner   ……………………… 

4- Dr. Zaher Nazzal / Internal Examiner ……………………… 

 

 



iii 

 الشكر والتقدير

 الحمد لله رب العالمين 

 .الله تعالى على فضله حيث أتاح لي إنجاز هذا العمل بفضله، فله الحمد أولاً وآخراً أشكر 

وأسمى أيات الشكر والعرفان أقدمها إلى كل الأساتذة الأفاضل, على عطائهم الدائم الذي لا ينضب, دعمهم 

 ي بركات.ومساندتهم لي في بحثي, وأخص بالذكر الدكتورة الفاضلة دينيز بيرت, والدكتور الفاضل عل

 كما وأتوجه بالشكر والامتنان لمعهد النجاح للطفولة والقائمين عليه على دعمهم لانجاز هذا البحث.

بالاضافة أتقدم بخالص شكري وتقديري للمدرسة الامريكية وللأطفال وذويهم الذين شاركوني بكل حب وعطاء لإتمام 

 هذا البحث.

التي لم تتوان أبداً في الوقوف بجانبي, وتقديم الدعم والنصيحة, فلا ولن وأخيراً كل الشكر والتقدير لعائلتي الغالية 

 اوفيهم حقهم على ما بذلوه من أجلي 
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رقراالإ  

 أنا الموقع أدناه مقدم الرسالة التي تحمل العنوان:

Validation of the Vineland Adaptive Behavior Scale in Arabic 

Language within a Palestinian Context 

 

اقر بأن ما اشتملت عليه هذه الرسالة إنما هي نتاج جهدي الخاص, باستثناء ما تمت  الإشارة إليه 
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 علمي أو بحثي لدى أية مؤسسة تعليمية أو بحثية أخرى.
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Abstract 

Today there is an emerging need for psychological assessment instruments 

which can be used within and across cultures and countries. The purpose of 

this investigation was to determine whether an Arabic version of the 

Vineland Adaptive Behavior Scale–II (VABS-II) can be employed to 

measure adaptive behaviors of children in the Palestinian context. This was 

a non-experimental study design with a convenient sample looking at the 

correlation of the scores on the two tests domains; VABS-II and Portage 

scale domains. Two samples of participants were analyzed; a convenient 

sample was compiled with a total of 56 male and female children (ages 2-9) 

including a group of high-risk children who were referred to a local multi-

service center for neuro-developmental concerns (N = 26). The control 

group consisted of children attending a local private elementary school in 

northern West Bank territories (N = 30). Results showed that in the five 

developmental domains tested (Cognition, Communication, Socialization, 

Motor Skills, and Independent Living Skills) there were significant 

differences in some domains among the control group. Slight differences 



x 

were noted in the areas of cognition and motor skills for some sub-groups 

possibly related to differences in the scope of tasks utilized in each test. 

However, there were no significant differences among the high-risk group. 

The implication of these findings is that the Arabic version of VABS-II is 

an appropriate scale for assessing adaptive and maladaptive behaviors in a 

Palestinian context as it meets the standard of previously validated 

measures while adding scales of interest not available in the Portage, 

including an overall Adaptive Behavior Scale, a Maladaptive Behavior 

Scale, standardized T-Scores, and comprehensive full age standardized 

scales for ages birth to 90.  Further investigation needs to be explored to 

assess the VABS-II efficiency in older and younger populations not 

included in this study. 
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Chapter 1 

 Introduction 

1. Introduction 

Envision your daily life activities, for example, caring for basic 

independent living needs (e.g., cleaning, eating, dressing and toileting), 

communicating with people, making choices, caring for your health, 

sustaining meaningful relationships and having friends. Those activities are 

combined under the concept of adaptive behaviors and skills. In this 

context, adaptive behavior is defined as the collection of conceptual, social, 

and practical skills that have been learned by people to enable them to 

function in their everyday lives in a specific environment or culture 

(Schalock et al., 2010). That is to say, adaptive behavior is the performance 

of daily activities required for personal and social self-sufficiency across a 

variety of life situations, including self-care, community mobility, home 

maintenance, establishing and maintaining relationships, and 

communicating needs and feelings (Sparrow, Cicchetti, & Balla, 2005).   

Over the years, the assessment of adaptive behavior has received 

much interest from researchers, related to clinical use for differently abled 

populations and the critical task of understanding and measuring functional 

life skills with strength based/ standardized perspective in the diagnostic 

field (National Research Council, 2002). Adaptive behavior has been an 

integral, although sometimes unstated, part of the long history of 

examining intellectual deficits and clarifying their definition. During the 

20th century, understanding adaptive behavior assessment became 

http://www.oxfordhandbooks.com/view/10.1093/oxfordhb/9780195398786.001.0001/oxfordhb-9780195398786-e-001#oxfordhb-9780195398786-bibItem-545
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increasingly important when diagnosing intellectual deficit and developing 

interventions for persons with cognitive delays (Oakland & Harrison, 

2011). The role of defining and categorizing adaptive behaviors has 

expanded, given the increased recognition that adaptive behavior describes 

vital aspects of functioning for all persons and may constitute the ultimate 

developmental outcome in psychology (Oakland & Harrison, 2011).  

1.1 Background and Significance   

There are a number of templates to assess the level, quality, and 

pattern of adaptive functioning, each with its own strengths and 

weaknesses. For example, the Adaptive Behavior Assessment System-2nd 

Edition (ABAS-II) is an assessment of an individual's daily living skills for 

children and adults. The ABAS-II includes 10 skill areas including, 

communication, community use, functional academics, health and safety, 

home or school living, leisure, self-care, self-direction, social, and work 

(Harrison & Oakland, 2003). The ABAS-II assists professionals in making 

diagnoses and classifications, identifying a person's strengths and 

limitations, planning and monitoring intervention programs, and in their 

research and evaluation activities (Harrison & Oakland, 2003). However, 

although evidence is provided regarding internal consistency, no 

information is provided in the manual or the technical report (Harrison & 

Oakland, 2003b) regarding subtest specificity for the 10 skill areas or the 

domain scores. In addition, ABAS-II provides no factor analytic support 

for the skill areas utilized (Rust & Wallace, 2004).  
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Another method is the Portage Evaluation, which is part of a holistic 

intervention system, in which children are assessed on five developmental 

scales: motor, language, self-help, socialization, and cognition (Sbordone 

& Long, 1996). This scale can be used both for an initial assessment and to 

provide the information necessary to select appropriate future teaching 

objectives for the child (Cameron, 1997).  Still, the Portage evaluation 

method is limited for very young children (from birth to 9 years old) and is 

highly dependent on linguistic capacities. Many of Portage items are 

unsuitable for older youth and adults and no standardized scales are 

available after age 9 (Sbordone & Long, 1996).  

The Vineland Adaptive Behavior Scale-II (VABS-II) is among the 

most widely used scale in psychological evaluation, practice and research 

(Balboni, Pedrabissi, Molteni, & Villa, 2001). The VABS-II assesses an 

individual’s development of personal independence and social 

responsibility by gathering information about day-to-day activities 

necessary to take care of one-self and to get along with others (Sparrow, 

2011).  

The VABS–II is applicable whenever an assessment of an 

individual's daily functioning is required. The scales have been used in a 

variety of clinical, educational, and research settings (Sparrow, Cicchetti & 

Balla, 2005). In addition, VABS–II Survey forms are well suited for 

evaluation and diagnosis of Intellectual Deficit. The system is also 

designed to aid in the clinical diagnosis of a variety of disorders and 
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disabilities, including autism spectrum disorders, various genetic disorders, 

developmental delays, emotional and behavioral disturbances, and a wide 

range of other mental, physical, and injury-related conditions (Sparrow, 

Cicchetti & Balla, 2005). The VABS–II may also be used in many types of 

research projects in which the development and functioning of individuals 

with and without disabilities are investigated. Because it does not require 

the presence or ability to cooperate of the individual being assessed, the 

VABS-II is useful for research about mental and physical disabilities, 

infant development, and parent-child relationships. Moreover, VABS-II 

helps in determining eligibility or qualification for special services, 

planning rehabilitation or intervention programs and tracking and reporting 

progress (Sparrow, Cicchetti & Balla, 2005). 

It is necessary for researchers and clinicians to have access to valid 

measures of concepts of interest in their own cultures and languages to 

conduct cross-cultural research and/or provide quality client care (Sousa & 

Rojjanasrirat, 2011) because of cultural variations the norms on 

standardized instruments may differ across countries. When conducting an 

assessment it is important to understand that cultural context is a crucial 

aspect of explaining thoughts, feelings, and behaviors (Groth-Marnat, 

2009).  According to AAMR (1992), cultural, linguistic, communication 

and behavioral factors are important components of an individual's adaptive 

skills. Whether an instrument is appropriate is based on a number of 

considerations, including the individual's or group's level of acculturation, 

language preference, language proficiency, availability of translation of the 
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instrument, whether the construct is the same for the individual's or group's 

culture, availability of norms, and availability of possibly more appropriate 

alternatives specific to the individual's or group's culture (Groth-Marnat, 

2009). For example, in Fombonne and Archard (1993) a study that was 

conducted in France, it was found that average scores on the Vineland 

Scale in their sample were comparable to the test norms developed in the 

United States. However, a study conducted to examine the applicability of 

Vineland norms to a sample of second grade children in Norway, had 

differing results. The Norwegian children obtained mean scores on the 

Vineland Adaptive Behavior Scales – survey form that were lower than 

means for the normative sample in the United States (Smith, Eikeseth & 

Lande, 2006). This investigation provides preliminary support for the idea 

that norms on the Vineland may differ across countries. These differences 

may be as a result of cultural factors that are unique to a particular 

population.   

1.2 Aim of the study  

The aim of this investigation was to determine whether the VABS–II 

could be employed to measure adaptive behaviors of children in the 

Palestinian context equally to other previously validated scales. In other 

words, to validate a translated version of the VABS–II (VABS-II - Arabic 

Version) and to insure that the measure is culturally relevant, predictive 

and equivalent to the results of both clinical observation and a previously 

validates second measure of development, Portage Arabic Version, on 
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children.  In addition to determine if the VABS -II, due to its additional 

data points (such as a Maladaptive Behavior Scale standardized T-Scores) 

and its comprehensive age range (birth to 90 years of age) will add 

utilization benefits for the Palestinian community to which it is applied.   

1.3 Problem statements  

This investigation was conducted in order to determine if the VABS–

II, in its Arabic version, is equal to or better than the comparison scales of 

the Portage Scale in measuring adaptive behaviors of children in the 

Palestinian context. 

1.4 Research Questions  

Based on the above background, the current investigation focused on 

the following three research questions.   

 Research Question 1: Does the Vineland Adaptive Behavior Scale -II 

record similar results and population patterns as the Portage I when 

applied to a sample of high risk and control group of children in the 

West Bank territories of Palestine?  

 Research Question 2: Are there age, gender or risk category 

differences noted in the application of the Vineland Adaptive 

Behavior Scale II? 

 Research Question 3: Does the sample of Vineland Adaptive 

Behavior Scale-II scores fall into a normal curve pattern such as the 

original validation data reveals? 
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 Research Question 4: Does the Vineland Adaptive Behavior Scale-II 

add relevant information for professionals working with school aged 

children and beyond?  

 Research Question 5: Are the parents satisfied with the Vineland 

Adaptive Behavior Scale – II process? 

1.5 Significance of the study  

This study has increased the number and variety of internationally 

standardized validated scales and the knowledge of general development in 

understanding the process of early childhood development, identifying 

individual and community needs and providing a structure for appropriate 

diagnosis of both children and adults in Palestine. In addition, it provides 

critical information on the utilizability of the VABS-II in a Palestinian 

context.  
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Chapter 2 

Theoretical background and Literature Review 

2.1 Adaptive behavior  

2.1.1 Adaptive behavior definition  

Adaptive behavior refers to the ways that individuals meet their 

personal needs as well as manage the natural and social demands in their 

environments (Nihira, Leland & Lambert, 1993). It is defined as the 

collection of conceptual, social, and practical skills that have been learned 

by people to enable them to function in their everyday lives in a specific 

environment or culture (Schalock et al., 2010). Necessary skills for 

functioning daily include the ability to care for one's self, communication 

skills, and social skills (Baroff & Olley, 1999).  

Adaptive behavior” refers to the functioning of an individual in his or her 

environment. As such, adaptive behavior draws together a person’s 

cognitive and personality characteristics. Assessments of adaptive behavior 

typically focus on do- mains such as communication, self-care skills, and 

interpersonal relationships. 

In other words, "adaptive behavior" refers to the functioning of an 

individual in his or her environment. As such, adaptive behavior draws 

together a person’s cognitive functioning, daily life skills, motivation, and 

personality characteristics. Usually, adaptive behavior assessments focus 

http://www.oxfordhandbooks.com/view/10.1093/oxfordhb/9780195398786.001.0001/oxfordhb-9780195398786-e-001#oxfordhb-9780195398786-bibItem-545
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on domains such as communication, self-care skills, and interpersonal 

relationships (Mervis & Klein‐Tasman, 2000). 

According to the Diagnostic and Statistical Manual of Mental 

Disorders, Fifth Edition (DSM-5) published by the American Psychiatric 

Association (2013), adaptive functioning refers to how effectively 

individuals meet developmental and sociocultural standards for personal 

independence and social responsibility. The construct of adaptive behavior 

was primarily developed within the field of intellectual and developmental 

disabilities and thus has its roots firmly planted in the area of understanding 

norms regarding disabilities, specifically, intellectual disability. Thus, 

adaptive behavior assessment first became important when diagnosing 

intellectual deficit and developing interventions for persons with 

intellectual deficits (Oakland & Harrison, 2011). In this context, adaptive 

behavior is a required diagnostic criterion of all systems defining 

intellectual and developmental disabilities (Schalock et al., 2010; World 

Health Organization, 1992). Adaptive skills are also the core component of 

the functional legal definition of "developmental disabilities" (Public Law 

106-402: Developmental Disabilities Assistance and Bill of Rights Act, 

2000) and are as such in need of a critical standardized methodology in 

determining levels of functioning.  

However, several writers have clarified that adaptive behaviors refer 

to behaviors typically expected in one's community which make it a unique 

challenge to create globally accepted measures (Brodsky & Galloway, 
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2003; Stevens & Price, 2006; Bonnie & Gustafson, 2007; Schalock et al., 

2007) 

2.1.2 The development of Adaptive Behavior  

Adaptive skills are developmental, which means that an individual 

acquires these skills differentially over age and experience. These 

behaviors typically become more complex as children age, and more is 

expected of them (Horn, 1996). 

Adaptive behavior is a broad domain of development that refers to a 

child’s ability to function independently in his or her environment. It has 

been defined as the degree to which individuals meet standards of personal 

independence and social responsibility appropriate for their chronological 

age and cultural sub-group (Grossman, 1983). That is to say, age related 

expectations and cultural context are central to the concept of adaptive 

behavior (Grossman, 1983; Reschly, 1982). Therefore, the assessment or 

measurement of adaptive skills is defined by the expectations or standards 

of other people. There are general developmental guidelines, but typically 

adaptive skills are culturally specific and determined by what a society 

agrees that children should be capable of by a certain age (Horn, 1996). 

The increase in diversity of the population worldwide and the need 

for cross-cultural and multinational research suggests a great need for 

cross-culturally reliable and validated research instruments or scales 

(Beaton, Bombardier, Guillemin & Ferraz, 2000; 2002; Sousa, 

Zauszniewski, Mendes & Zanetti, 2005). If a measurement is not 
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appropriate for the population it is applied to, it may result in a measure 

that is incorrect and may even exhibit bias against the group or individual it 

is evaluating. Bias in testing refers to the presence of systematic error in the 

measurement of certain factors among certain individuals or groups 

unrelated to the factor of study (Groth-Marnat, 2009).  

In this context, according to Eckensberger (1972), cross-cultural 

research in psychology is the explicit, systematic comparison of 

psychological variables under different cultural conditions in order to 

specify the antecedents and processes that mediate the emergence of 

behavior differences. Thus, the most crucial issue in test construction when 

addressing the question of multi-cultural use, is validity. Validity assesses 

that the test is accurate for a specific context and that it is continues to 

measure the same psychological characteristics across populations. A test 

that is valid for clinical assessment should measure what it is intended to 

measure and should also produce information useful to clinicians (Groth-

Marnat, 2009). 

2.1.3 Adaptive Behavior assessment  

Adaptive behavior assessment scales play an important role in 

helping practitioners diagnose, plan treatment or rehabilitative supports, 

and/or determine an individual's level of independence (Dixon, 2007). This 

assessment of adaptive functioning which is usually based on caregiver 

report is intended to determine how well the individual manages in 

everyday life situations in terms of functional communication skills, getting 
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along with people, self-help/ daily life skills, and independence (Perry, 

Flanagan, Geier & Freeman, 2009).  

Moreover, adaptive behavior assessment has been important in a 

data-based, decision-making model of psychological, educational, social, 

and rehabilitative services (Oakland & Harrison, 2011) and it has been 

applied widely in the field of intellectual deficit (Harrison & Boney, 2008).  

Tassé et al. (2012) have provided a thorough explanation on the use of the 

adaptive behavior construct and its contribution to a broader understanding 

of intellectual disability. Over the years, adaptive behavior assessment use 

saw an increased emphasis in order to plan and implement interventions for 

individuals with intellectual deficit (Harrison & Boney, 2008). This type of 

assessment should be an integral part of school psychologists' data 

collection about individual's skills in multiple environments. 

Comprehensive assessment of adaptive behavior by school psychologists is 

an important process to identify person's strengths and needs and to focus 

on important goals for intervention programs. In other words, data gathered 

from this assessment should be used, along with data from other sources 

and about other behavior domains, to design, implement and monitor 

interventions (Harrison & Boney, 2008). Furthermore, this type of 

assessment assists in transition planning and may help ensure the 

individual/student has the necessary skills to be productive when he or she 

has left the school environment. Therefore, the use of a formal adaptive 

behavior measure allows the assessment team to determine the student’s 
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level of functioning in daily tasks required to be successful in the home, 

community, and workplace.  

A number of assessment scales have been constructed for the 

purpose of measure adaptive behaviors. However, while scales abound, 

research using adaptive assessment scales have primarily been limited to 

three primary tools: the Vineland Adaptive Behavior Scales, the AAMR 

Adaptive Behavior Scales, and the Scales of Independent Behavior. These 

scales have been through multiple revisions and have been the topic of 

considerable amounts of research (Dixon, 2007). 

2.1.3.1 The Vineland Adaptive Behavior Scales (VABS)    

There are a number of available instruments that measure the 

adaptive performance of children (Kamphaus, 1987; Keller, 1988) in the 

U.S. and other western countries. One of the most popular measures, which 

include the full spectrum of human development from infancy to adulthood 

range, is the Vineland Adaptive Behavior Scales (VABS) (Sparrow, Balla, 

& Cicchetti, 1984; Sparrow, Balla, & Cicchetti, 2005). The VABS 

(Sparrow et al., 1984) is a well validated measure of developmentally 

significant behaviors in persons with severe and profound intellectual 

deficit. The VABS-II Survey forms represent a substantial revision of the 

VABS (Sparrow et al., 1984). The VABS-II were designed to address 

adaptive behavior, or the personal and social skills necessary for everyday 

independent living across the life span (birth-90 years) (Cicchetti, Carter & 

Gray, 2013). It has demonstrated adequate psychometric properties across 
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the 4 domains, 11 subdomains, and the adaptive behavior composite 

contained in the scale across a variety of populations. 

The purpose of the VABS-II is to measure adaptive and maladaptive 

behavior and to assess personal and social sufficiency of individuals from 

birth to adulthood (Sparrow, Balla & Cicchetti, 2005). This form, VABS- 

II, helps in clarifying diagnosis of intellectual and developmental 

disabilities of youth through a semi-structured interview with a primary 

caregiver (Sparrow, Balla & Cicchetti, 1984). The scale measures personal 

and social skills used for everyday living. Thus, psychologists and other 

professionals use it to identify individuals who have intellectual deficit, 

developmental delays, brain injuries and other impairments (sparrow, Balla 

& Cicchetti, 2005) and to determine appropriate educational settings, 

residential venues, and specialized services as well as specific treatment 

goals and discharge criteria.  

The VABS consists of four forms: (1) Survey Interview – 

administered to a parent or caregiver in a semistructured interview format. 

(2) Parent/Caregiver Rating Form – covers the same content as the Survey 

Interview in a rating scale format. (3) Expanded Interview – administered 

in a semistructured interview format; designed to provide a more 

comprehensive assessment. (4) Teacher Rating Form (Sparrow, Cicchetti & 

Balla, 2006).  

There are 4 domains (and 11 sub-domains) of adaptive behavior 

assessed by the VABS: (1) communication (receptive, expressive, written), 
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(2) daily living skills (personal, domestic, community), (3) socialization 

(interpersonal relationships, play and leisure time, coping skills), and (4) 

motor skills (gross and fine). A composite score is provided by scores 

obtained in the 4 domains (and 11 sub-domains) known as the Adaptive 

Behavior Index. Maladaptive behaviors are also assessed via a checklist of 

problematic or diagnostically relevant behaviors. A standard score, age 

equivalent, and qualitative label are obtained for the adaptive behavior 

composite and for each adaptive domain. The scales were revised in 1984 

and 2005 to provide updated valid and reliable norm-referenced data 

(Sparrow et al., 1984, 2005).  

The VABS are useful for diagnosis, qualification for special 

programs, progress reporting, program and treatment planning, and 

research (Sparrow et al., 1984, 2005). The VABS have been successfully 

applied for use in a variety of diverse populations over the past three 

decades, including their role as a gold standard for validating other scales 

(Middleton Keene & Brown, 1990) and in international studies for 

extending their use from the US to other cultures and contexts (Fombonne 

and Achard, 1993). The VABS is dependent on a caretaker interview and 

includes developmental milestones from birth, which makes it ideal for use 

with very young children (Irwin, Carter & Briggs-Gowan, 2002; Raggio 

and Massingale, 1993; Stone, Ousley, Hepburn, Hogan & Brown, 1999), 

making it a popular scale for use with developmentally impaired infants 

and preschoolers. It has also been extensively used with youth diagnosed 

with autism spectrum disorders (Venter, Lord & Schopler, 1992) and in 
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establishing baseline functioning measurements for individuals with 

suspected genetic disorders (Szatmari et al., 2002). As a whole, measuring 

adaptive behaviors plays an important role in both research and practice 

related to Autism Spectrum Disorder. The VABS-II (Sparrow, Cicchetti, 

Balla, 2005) is one of the best known measures of adaptive behavior 

available to clinicians and researchers working with children and youth 

with an ASD as the evaluation is not dependent on the cooperation of the 

participant in clinic-based environments. 

2.2 Portage Program  

2.2.1 Portage Program description  

The American Portage Project began in Portage, Wisconsin, in 1969 

by David E. Shearer. The Portage Project was initially developed to 

provide services to young children identified with disabilities within a rural 

community (Shearer and Shearer, 1972). Portage was designed to be a 

home-based intervention program for families with children from 0 to 6 

years of age with special educational needs (Bluma, Shearer, Frohman, & 

Hilliard, 1976; Cameron, 1997). The aim of the Portage Program is to 

stimulate the development of children with a developmental age between 0 

and 6, change the behavior of the child, and provide support for the parents 

(Bluma et al., 1976).  

In the early 70’s, the Portage Project offered home-based services 

that supported parents as their children’s first, most valuable and influential 

teacher. Over the years and by way of documented experiences of best 
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practices with children, parents, new legislation, and continued research, 

the Portage Project model has consistently evolved resulting in an increase 

of quality programming and enhanced services within the field of early 

childhood education and more specifically, early intervention programs 

(CESA 5, 2003).  

Portage is an internationally used early intervention program which 

includes a guide with an assessment scale and a method of working in a 

team (Shearer & Shearer 1972; Bluma et al. 1976; Blunden 1982; Cameron 

1982). 

2.2.2 Portage Program Assessment 

Portage is one of the most successful models of assessment and 

intervention for young children. Originally developed in rural areas of the 

USA, it is now used and adapted in many developed and developing 

countries. The essence of the Portage program lies in its involvement of the 

family both in assessment, decision making and day to day teaching of the 

child in the home setting (Bluma et al., 1976).  

One form of assessment for the Portage program is the 

Developmental Profile (Alpern et al., 1980) which is used for the sharing of 

information with parents, to pass on information to the child’s next 

educator, group assessments and for curriculum planning. The Portage 

assessment scale provides a detailed description of developmental 

achievements. The Portage assessment scale is not a standardized test. 

However, the scale can be used to provide a measure of developmental 
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level, which can be a single measure of a person's development (Bluma et al., 

1976). 

The Developmental Profile (Alpern & Shearer, 1980) was used to 

assess the development of children prior to their entrance into the program 

and twice yearly thereafter in the following areas: motor; self help; social; 

cognitive; and language. The Developmental Profile's items correspond to 

and sample the developmentally sequenced activities found in the five 

areas emphasized in the Portage Program. Thus, the developmental profile 

can be considered a criterion-references measure to the Portage Program. In 

addition, inasmuch as the profile also provides age equivalents for the 

items, the measure also may be used informally as a norm-referenced 

measure.  

2.3 Comparison VABS-II with the Portage Assessment Scale   

Although the Portage assessment scales evaluate similar 

developmental domains as the VABS-II, the VABS-II offer more 

advantages than the Portage in measuring adaptive behavior skills. Firstly, 

the VABS-II assesses individuals across the life span while the Portage 

assessment is limited to evaluate children from birth to 9 years old only. 

Secondly, VABS-II provides more information; it provides a profile of 

adaptive behaviors and maladaptive behaviors. However, the Portage is 

limited to measuring developmental adaptive skills only and it is a 

screening tool. Thirdly, the VABS-II has more questions and is more 

specific. In addition, VABS–II forms well suited for evaluation and 
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diagnosis of children with various disorders and disabilities. Finally, the 

VABS-II evaluate individual what an individual actually does, rather than 

what he or she is able to do in a specific condition or session.  

2.4 Validation study  

2.4.1 Validity definition 

The term "validity" in psychology, is often discussed in terms of its 

application to psychometrics, or the study of psychological measurement. 

Validity refers to the extent to which a concept or measurement accurately 

corresponds to the “real world” representation of symptoms or functioning 

level (Offit, 2013). Validity in research refers to how accurately an 

investigation answers the study question or the strength of the assumed 

conclusions. For outcome measures such as surveys or tests, validity refers 

to the accuracy of measurement (Sullivan, 2011).  That is to say that 

validity describes how well one can legitimately trust the results of a test as 

interpreted for a specific purpose (Cook & Beckman, 2006). For example, 

in West (1985) an investigation examining an Arabic validation of the Beck 

Depression Inventory was conducted to assess how well the Arabic-BDI 

measured the depression variable in an Arab context. 

The approach of the current study is to determine the validity of the 

VABS-II after it was translated in Arabic and applied in the Palestinian 

context. In this study, validity refers to how well the VABS-II tool actually 

measures the underlying factors of interest as compared to measures 

previously validated and presently utilized. 
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2.4.2 Cross cultural validation 

Cross-cultural research has been present for years in the social 

sciences and its importance has gained recognition in the health sciences, 

especially with the growing role of health-related quality-of-life research. 

Cultural issues have been examined in several studies (epidemiologic 

studies; health-related beliefs, attitudes, and behaviors studies; health 

administration; and health economics) (Sperber, 2004). 

The adaptation of assessment instruments for new target populations 

is required when the new target population differs appreciably from the 

original population with which the assessment device was derived and is 

used in terms of culture or cultural background, country, experience and 

language. Most cross-cultural adaptations of assessment instruments 

involve the translation of an instrument from one language into another 

(Geisinger, 1994). Translation is the most common and basic method of 

preparing instruments for cross-cultural research (Sperber, 2004). The 

process of translation is a critical task in cross cultural research. Several 

methods have been proposed when validating translated psychometric 

instruments. As described in the study of Kojima et al. (2002), a Japanese 

version of the BDI-II was created and examined for its psychometric 

properties. In the study they used back translation techniques, which 

consist of an initial translation to the target language, followed by a 

translation from the resulting document back into the target language to 

insure linguistic integrity.  This method is utilized to insure and preserve 
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equivalence in cross-cultural adaptation of the instrument. Another 

example is a study that was conducted by Kempen et al. (2007) in which 

they carried out a cross-cultural validation of the Falls Efficacy Scale 

International (FES-I). A German and Dutch versions of the FES-I were 

created to test their psychometric properties and to compare its results with 

the English version of FES-I. A previous study was conducted by Almadi 

et al. (2012), in which an Arabic version of the Perceived Stress Scale was 

developed and its validity and reliability were evaluated. A translation 

process with cross-cultural considerations was employed to produce an 

Arabic version of the Perceived Stress Scale. They adopted the repeated 

forward–backward translation procedure (Meadows et al., 1997) for the 

translation of the PSS into Arabic.  

In the current study, a variety of techniques were utilized including 

native speaker translation, bilingual expert review, and back translation. 

The VABS-II items will be translated from English to Arabic and back 

translated to English as well as will be reviewed by field experts. 

2.4.3 Determining validity of an assessment instrument 

To investigate a validity of an assessment tool there are different 

sources of evidence to build the case that the instrument measures what it is 

supposed to measure in the community in question (Kane, 2002). Evidence 

can be found in content, response process, relationships to other variables, 

and predicted outcomes (Sullivan, 2011).  
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In the present study, evidence will be evaluated by relationships to 

other variables. Relationship to other variables includes correlation of the 

new assessment instrument results with other performance outcomes that 

have been previously validated and are utilized in the target population. In 

other words, the new measure is compared to the currently accepted 

measurement in the population of interest; the instrument results are 

compared to the subject/sample’s performance on the accepted "gold 

standard" (Sullivan, 2011). In this context, this research will investigate 

whether the VABS-II, in its Arabic version, can be employed to measure 

adaptive behaviors of children in the Palestinian context by comparison of 

the adapted version of the instrument with the currently utilized and 

previously validated measure that assesses similar factors and the only 

available measurement standard, which in this case is the Portage 

Assessment Scale. 

2.5 Review of the literature  

Today there is an emerging need for psychological assessment 

instruments which can be used within and across cultures and countries. In 

the Middle Eastern countries, this need is accentuated as so few measures 

exist and even fewer have been properly validated with any scientific 

investigation.  

Anytime a psychometric instrument is used with a population that 

differs qualitatively from the one for which it was originally developed, it 
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is necessary to determine its continued validity and usefulness in the new 

population, even if the test itself remains unchanged (Geisinger, 1994).  

In this regard, previous studies were conducted in order to 

investigate whether an instrument is appropriate to the cultural group of the 

respondents. Memari and others (2013), for example, conducted a study to 

translate and adapt the Autism Treatment Evaluation Checklist (ATEC) 

into the Persian language and to investigate its reliability and validity in an 

Iranian autistic sample. Their study sample was 134 children with autism 

spectrum disorders. They used the ADI-R instrument as a comparison to 

the ATEC. Each subscale of ATEC was examined with its equivalent from 

ADI-R in order to evaluate the construct quality and validity. The results 

showed good content validity and internal consistency. In relation to 

construct validity, there was significant correlation between ATEC 

subscales and raw data obtained from Autism Diagnostic Interview-

Revised (ADI-R). The Intraclass Correlation Coefficient for the test–retest 

reliability was excellent for all the subscales and also for total scores. 

Concluded, that cross-cultural adaptation of ATEC was successful. The 

psychometric properties were verified and indicated that the adapted 

questionnaire is valid and reliable to use in Iranian culture. 

Fava (1983) conducted a study to examine the validity of the CES-D 

self-rating scale for depression in northern Italy. The scale was used with 

40 individuals diagnosed with depression and 40 control subjects that were 

matched. In this study, the Hamilton Rating Scale for Depression (HRSD) 
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(Hamilton, 1960) was used as an additional test of concurrent validity. The 

scale was given in its Italian translation prepared by the author. The Italian 

translation had been given to 10 bilingual American residents in Bologna, 

who retranslated it into English, without knowing the original, to confirm 

its accuracy (Fava, 1983). The results show that the CES-D is a valid 

measure in that it sensitively discriminates between depressed patients and 

normals and presents satisfactory correlations with the observer rating scale 

(HRSD) in both groups. The scale in its Italian translation is likely to be 

helpful in the assessment of depression of Italian immigrants in North 

America and Australia; especially in who's English is poor. Another 

example is a previous study of Montazeri et al. (2003). Their research 

aimed to test the validity of the Iranian version of the Hospital Anxiety and 

Depression Scale (HADS). HADS is a widely used instrument to measure 

anxiety and depression in cancer patients. In this study the scale was 

translated from the English language version into Persian (in an Iranian 

context). The aim of this study was to translate, validate and use the 

questionnaire in studies of the quality of life in cancer patients in Iran. The 

'forward-backward' procedure was applied to translate the HADS from 

English into Persian (Iranian language). In addition, the validity of the 

HADS was examined using the known groups' comparison and convergent 

analysis. In general the Iranian version of the HADS was found to be 

acceptable to almost all patients (99%). Validity as performed using known 

groups' comparison analysis showed satisfactory results. Both anxiety and 

depression subscales discriminated well between sub-groups of patients 
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differing in clinical status as defined by their disease stage. This 

preliminary validation study of the Iranian version of the HADS proved 

that it is an acceptable, a reliable and valid measure of psychological 

distress among cancer patients. 

VABS data are based on observable behaviors, which make it by 

definition appropriate for assessment with various cultural populations 

(Pearson Education, Inc., n.d.).  However, cultural context is still a crucial 

dimension of adaptive behavior and any measure thereof (Reschly, 1982). 

According to Thompson et al. (1999), what is adaptive behavior must be 

understood in the context of the individual's relevant daily and social life, 

which is determined by age, culture and context.  

Culturally competent assessment practices require the consideration 

of the developmental norms and impact of cultural practices or language 

differences among examiners, examinees, and informants that may affect 

the validity of the clinical information collected and interpreted (Reschly, 

Myers, Hartel & National Research Council, 2002). Thus, the question 

arises is whether the construct of adaptive behavior in a non-western 

culture can be effectively measured by western instruments regarding 

multiple differences among cultures; In other words, whether the questions 

and standardized scores are relevant and appropriate to the cultural group 

of the respondents and the way they are raised up. For example, learning 

how to ride a bicycle may be different among different communities/places. 

In the place where there is a space for riding and driving the bikes provide 
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an opportunity to acquire this skill. Another example, visiting and meeting 

friends is also cultural depending and family perspective. These skills relate 

to the "fit" of the child within and across multiple settings. The acquisition 

of adaptive behavior may also appear to have a more immediate, concrete 

impact, particularly from the family's perspective (Horn, 1993). Adaptive 

behavior should include skills that reflect chronologically-age appropriate 

skills that meet the demands of children's multiple and unique 

environments (Horn, 1993). 

In regard to utilize the VABS-II in a non-western culture and to 

examine whether the VABS-II could be successfully adapted to measure 

adaptive behaviors in various cultures previous studies were conducted 

using multiple procedures (Goldberg, Dill, Shin, & Nhan, 2009; Zhang, 

Wheeler & Richey, 2006; Tombokan-Runtukahu and Nitko, 1991). 

Previous study of the utilizability of the VABS in the context of 

Indonesia was investigated by Tombokan-Runtukahu and Nitko (1991). In 

their study it was examined if the construct of adaptive behavior, which has 

been developed and operationalized in western countries, could be 

successfully operationalized/adapted in a nonwestern country, in particular 

in the Indonesian context. The VABS was translated into the Indonesian 

language. Forty-three children with mental retardation were matched on the 

basis of age, gender, and SES with 43 children of normal intelligence. 

Parents and teachers of all children were interviewed by the senior author 

using the IVABS. The senior author administered the Raven Progressive 
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Matrices Test (CPM) (Raven, 1962) individually to the children during 

school hours by removing them from their classrooms. To study the 

stability of parents’ ratings, each parent participating in the study was 

interviewed a second time, two weeks after the first interview. The second 

interview focused only on the IVABS. The correlations were evaluated. 

They concluded that the domain of adaptive behavior can be successfully 

applied and operationalized in an Indonesian setting. 

Another previous study of cultural validity in VABS (interview 

edition) was conducted by Zhang et al. (2006). In their study, they 

examined the qualities of cultural validity in four assessment instruments 

designed for young children with autism from a Chinese cultural 

perspective. The VABS was one of these four assessment instruments. 

Some of the VABS items do not work well as screening indicators of 

children with autism. Some of the questions cannot be performed because 

of the way most Chinese children are raised up. With the examination item 

by item, the authors find out several items from the assessment scales are 

not suitable for the children and families from the traditional Chinese 

culture, and may need to be adapted before using.  

As described in the study of Goldberg et al. (2009), a Vietnamese 

version of the VABS and its psychometric properties were examined in 

Vietnamese population. In this study, the scale was administered to 120 

Vietnamese mothers of non-disabled preschool-age children enrolled in 

kindergarten programs. Information on the performance of the Vietnamese 
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version of VABS was also obtained from 31 mothers of preschool-age 

children with intellectual disabilities who were enrolled in an early 

intervention program in Hue City. These children were identified as having 

intellectual disability/delays by teachers in kindergarten programs the 

children were attending or by records of community health clinics. In order 

to investigate the construct validity, inter-correlations between sub-

domains for non-disabled Vietnamese sample on the VABS – Vietnamese 

version. In addition, to address the capabilities of this version of the 

VVABS to discriminate between differing groups of Vietnamese children, 

the Non-Disabled Vietnamese (NDV) children group and Disabled 

Vietnamese (DV) children group, comparisons were undertaken. The 11-

sub-domain scales, the 4 domain scales, and the adaptive behavior scales 

were compared for the NDV and DV groups. The results showed that the 

Vietnamese version of VABS has psychometric properties comparable to 

that of the VABS standardization sample (Sparrow et al., 1984, 2005). 

In this regard, the Portage Program has also been translated and 

validated across several countries or cultures (Brue and Oakland, 2001; 

Cameron, 1997; Oakland, 1997; Sturmey et al, 1992). The Portage Program 

seemingly has had universal appeal. It has been translated into 

approximately 30 languages and used in more than 60 countries (Bijou, 

1991). 
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2.6 Summary and research questions  

In conclusion, based on the background and the literature review, 

exploration of VABS would be beneficial. Therefore, this research will 

investigate whether the VABS-II, in its Arabic version, can be employed to 

measure adaptive behaviors of children in the Palestinian context by 

comparison of the adapted version of the instrument with similar test that 

assess similar factors, which is the Portage assessment scale. 
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Chapter 3 

Methods 

3.1 Translation  

Most cross-cultural studies use instruments that have been developed 

in one language and translated into another. The traditional method of 

translation includes initial translation, expert review and back translation.  

Any one method alone is not sufficient to ensure equivalence (Bontempo, 

1993).  

After stressing the need for qualified translators, Hambleton and 

Patsula (1998) suggested that a rigorous instrument adaptation process 

would involve at least three steps: (a) translating the test from a source to 

target language, (b) translating the test back into the source language (back 

translation), and (c) using independent teams of qualified translators to 

review the original, back-translated, and target language versions of the 

instrument to examine equivalence and resolve discrepancies.  

The VABS-II was translated from it is origin language, English, into 

Arabic by English expert as well as mental health professional. The 

translated version was reviewed by field experts including mental health 

and educational practitioners. The Arabic version was tested for months 

with children at a local multi-service center for neuro-developmental 

concerns, the An-Najah Child Institute (ACI). Lastly, after clinical testing 

and several changes by the staff in the ACI, the scale in Arabic version was 
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back translated and approved. Statistical validation of the VABS-II Arabic 

Version is the goal of this investigation.  

3.2 Overview of design  

This study design is a non-experimental with a convenient sample 

looking at the correlation of the scores on the two tests domains.   

3.3 Study population and sampling  

This study included a convenient sample total of 56 (N= 56) 

Palestinian children, within the ages 2-9 (M= 5.808, SD= 1.515). Of the 56 

participants 31 were male and 25 were female (see Table 1). All 

participants participated on a voluntary basis.  

The sample included a group of 26 high-risk children who were 

referred to a local multi-service center for neuro-developmental concerns. 

The second group consisted of 30 children who are attending a local private 

elementary school in Nablus (see table 2). 

As the test itself will determine the diagnostic standing of the groups, 

it is not a control group per say, but instead one group with differential risk 

for developmental delay, which insure that a full range of children are 

included. After diagnosis the groups (high scoring and low scoring) were 

separated to see if there were significant differences in the way the scale 

predicts development scores on the second scale.  However this grouping 

cannot be done preemptively as diagnosis is based on the scale itself.  In 

addition each child will serve as a control for themselves as each will 
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receive all measures. Children whose age is within the age of 2 to 9 were 

solicited for participation in the study. Non-referred children were selected 

from class lists in a local private elementary school with kindergarten and 

nursery. Parents whose children fit the research criteria have been given 

information about the study including an approved Consent for 

Participation Form. Those who agree to participate were included in the 

study. Arabic was the first language of all participants and all gave 

informed consent.  

Data on referred children, meeting the criteria of the study, age and 

availability, were selected from the archival files of a local treatment center 

and included after testing was completed. 

A  Parent Information Letter (Appendix B) describing the study was 

distributed to parents of children within the required age range. Interested 

parents were given an Informed Consent Form (Appendix C).  

All participants were assured that their educational status or services 

would not be affected in any manner due to their participation with this 

program. 

3.4 Selection criteria  

Age 2 – 9 (see table 3). 

Available and willing caretaker. 
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3.5 Design for sampling  

Convenience sampling that is a specific type of non-probability 

sampling method that relies on data collection from population members 

who are conveniently available to participate in study.  This method is the 

only ethical model for the current study as forced participation is not 

possible. 

3.6 Instruments  

Research participants completed a guided interview using both, the 

Arabic versions of the VABS-II and Portage Assessment Scale. Both the 

targeted child and a selected parent or caretaker participated in the session. 

1- Vineland Adaptive Behavior Scale – Second Edition (Sparrow, Balla & 

Cicchetti, 2005).  

The VABS-II is designed to measure adaptive behavior of 

individuals from birth to age 90. Because adaptive behavior refers to an 

individual's typical performance of the day-to-day activities required for 

personal and social sufficiency, these scales assess what a person actually 

does, rather than what he or she is able to do. The VABS-II assesses 

adaptive behavior in four domains: Communication, Daily Living Skills, 

Socialization, and Motor Skills. It also provides a composite score that 

summarizes the individual's performance across all four domains. It 

provides standard scores in each of the domains and an overall Adaptive 

Behavior Composite. Maladaptive behaviors are also assessed via a 

https://research-methodology.net/sampling/non-probability-sampling/
https://research-methodology.net/sampling/non-probability-sampling/
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checklist of behaviors marked as present or absent (sparrow, Balla & 

Cicchetti, 2006). The VABS-II Survey Interview Form items are scored 

according to whether the activity described by the item; usually or 

habitually performed without physical helps or reminders (score 2), 

performed sometimes or partially without physical help or reminders (score 

1) and never or very seldom performed or never performed without help or 

reminders (score 0). A score of N/O for no opportunity is assigned when 

the activity is not performed because of limiting circumstances. A score of 

DK for don't know is assigned when the respondent has no knowledge of 

whether the individual performs the activity. On a subdomain, a basal is 

established when the individual usually or habitually performs all the 

activities described in four consecutive items (that is, the individual 

receives a score of 2 on four consecutive items). The basal item is the 

highest item in the highest set of four consecutive items receiving a score 

of 2. Similarly, a subdomain ceiling is established when four consecutive 

items are scored 0, and the ceiling item is the lowest item in the lowest 

such set of four consecutive items with scores of 0 (Sparrow, Balla & 

Cicchetti, 2005).  

Reliability coefficients for the origin version of VABS were obtained 

from test-retest and inter-rater reliability studies conducted during the 

national standardization period. Results indicate excellent reliability for 

subdomains, domains, and the Adaptive Behavior Composite, as well as 

good to excellent reliability for 95% of individual items and moderate 

reliability for the remaining 5% (e.g., the criteria of Cicchetti & Sparrow, 
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1981, and Fleiss, 1981). Studies investigating construct, concurrent, 

factorial, differential, and predictive validity of the VABS were also 

successfully conducted (Sparrow et al., 1984a, 1984b, 1985).  

In this study, a translated version of the VABS-II from English into 

Arabic (Appendix D) was used. 

2- Developmental Profile (Alpern & Shearer, 1980) of the Portage Program 

(Bluma, Shearer, Frohman & Hilliard, 1976) 

Portage is an internationally used early intervention program which 

includes a guide with an assessment scale and a method of working in a 

team (Shearer & Shearer, 1972; Bluma, Shearer, Frohman & Hilliard, 1976; 

Blunden, 1982; Cameron, 1982; Tiilikka & Hautamaki, 1989). One form of 

assessment for the Portage Project is the Developmental Profile which is 

used for the sharing of information with parents, to pass on information to 

the child’s next educator, group assessments and for curriculum planning.  

The Developmental Profile (Alpern & Shearer, 1980) was used to 

assess the development of children prior to their entrance into the program 

and twice yearly thereafter in the following areas: motor; self help; social; 

cognitive; and language.  

The Portage scale can be used to evaluate the developmental level, 

and its reliability and validity have proved to be good in studies of 

intellectually impaired populations (Arvio, Hautamäki and Tiilikka, 1993). 

In the assessment stage items on each checklist are completed through 
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observation or through eliciting the behavior. For example, the first item on 

the cognitive scale is "cloth on face". A cloth is put on the child's face and 

if he or she removes it by any means, the item is passed (Sbordone & Long, 

1996). The assessment can be made by any trained professional, not only 

by psychologists.  

In this study, the Portage scale in Arabic Version (Appendix E) was 

used as a comparison tool to the VABS–II Arabic Version. This program 

was designed in the United States in 1969 and translated into several 

languages, including Arabic.  

This scale is used all over Palestine and in the Arab community. The 

Portage has been used in some Arab countries for more than 25 years (Al 

Khateeb & Hadidi, 2010). It was introduced to the Arab world in 1984 in 

the Gaza strip, Palestine. The Portage materials were translated into Arabic 

and hundreds of home visitors were trained. Starting in the early 1990s, 

many other Arab countries (e.g. Egypt, Yemen, Saudi Arabia, Lebanon, 

Jordan, United Arab Emirates, Oman, Qatar, Bahrain, Morocco, & Kuwait) 

began to implement this Project (United Nations Educational, Scientific & 

Cultural Organization, 2007).  

The Portage project of the Early Intervention Program has proved 

effective in developing countries for children with disabilities and 

providing them with the basic skills and expertise that have a significant 

impact on educational and developmental aspects. When translated into 

Arabic, few modifications were necessary to meet cultural differences. 
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Portage home‐based model of early education intervention for 

parents of developmentally delayed children, Arabic version, is appropriate 

for children from birth to 9 years old. Assessment of Child Developmental 

Profile is written and codified by Alpern-Boll (Alpern & Boll, 1972). The 

baseline credit is obtained from the blocks or the box whose items have 

been completed and passed which is considered higher value than any other 

box. The additional credit is consist of the total number of months which 

are separated of the items that the child passed it successfully and between 

the blocks of failure and success. The child age in each domain is the sum 

of the baseline credit and the additional credit.      

3. Parents Satisfaction Survey . 

The parents satisfaction survey (Appendix F) included 5 questions 

on a scale from 1 to 5 (1 Very Helpful; 2 Moderately Helpful; 3 Neutral; 4 

Moderately Problematic; 5 Problematic). In addition, three opened question 

were asked.  

This survey was completed in the last session with receiving and 

explaining the results for the parents. 

3.7 Procedure  

A meeting with the director of the selected school was conducted to 

obtain an agreement for organizing this study. Children from class lists 

were selected to participate in the research and a parent information letter 

(Appendix B) was given to the selected children. The participant families 
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were provided with information that enabled them to make an informed 

decision as to whether they wanted to participate in the research study. 

They were provided with a description of the scale and the purpose of the 

research. Also, they were informed that they have the right to withdraw any 

time and that the data will be collected for the purpose of the research only 

with insuring confidentiality. In addition, the participants were informed 

with information about the time that they would take for completion the 

study. 

Children and parents that agreed to be included in the study were 

provided with an informed consent form (Appendix C). They then 

participated in one interview session including both the Portage 1 and the 

VABS–II Arabic Version interview. At least one caretaker and the 

identified child attended. The interview session was scheduled through 

school counselor contact with the participating families. Each evaluation 

lasted no more than two hours (mean time for completion was 1 hour). The 

evaluation sessions and the test scoring were conducted by the primary 

investigator, who is a master level clinical psychology student under the 

supervision of a doctoral level licensed clinical psychologist. A report of 

the VABS-II results was prepared for each child and reviewed by PhD in 

clinical psychology. 

Upon completion, each parent received one session with clinical staff 

explaining the results and any service recommendations with appropriate 
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referral. Moreover, the parents were asked to complete a parent's 

satisfaction survey.   

The high-risk group included information and scores of children who 

were referred to a local multi-service center for neuro-developmental 

concerns. Children who fit with the study criteria were selected to use their 

archival data and files.  

3.8 Statistical Analysis  

The VABS-II results in six scaled scores including a composite score 

for the areas of: Communication, Independent Living Skills, Socialization, 

and Motor Skills as well as a total score of adaptive behavior and 

maladaptive behavior. A variety of statistical tests related to the 

examination of prediction of the concurrent scores on the Portage 

Assessment tool was completed to examine the relationship between the 

tests on the two scales by comparing Portage domains results and VABS-II 

domains results among all participants. In addition, in this study it was 

examined whether the VABS-II record similar results as the Portage scale 

over two different groups of children; high risk group and control group. 

Moreover, age (two groups of age; first group of children aged from 2 – 5 

years and 11 months and the second group is of children aged 6 – 9 years) 

and gender (male and female) differences were examined among all 

participants and over each group of children separately; high-risk group 

and control group.  
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The data was analyzed using the SPSS main frame program. The 

scores of both tests among the control group were compared using the age 

equivalent score compared on a paired samples t-test as used in the study of 

Nahcivan (2004). The paired samples t-test is a statistical test that 

compares the means of two related groups to determine whether there is a 

statistically significant difference between these means. However, the 

scores of both tests among the high-risk group will be compared using the 

age equivalent score compared on a Wilcoxon signed-rank test. The 

Wilcoxon signed-rank test is the nonparametric test equivalent to the 

dependent t-test. As the Wilcoxon signed-rank test does not assume 

normality in the data, it can be used when this assumption has been 

violated and the use of the dependent t-test is inappropriate. It is used to 

compare two sets of scores that come from the same participants.   

Moreover, this study examined whether the sample of VABS-II 

scores fall into a normal curve pattern such as the original validation data 

reveals. This research question was examined also using the SPSS main 

frame program. The standard scores of VABS-II of all domains and 

subdomains were tested by a test of normality of Shapiro-Wilk (1965). This 

test was developed by Shapiro and Wilk (1965) and has been found to be 

the most powerful test in most situations. It is the ratio of two estimates of 

the variance of a normal distribution based on a random sample of 

observations. In addition, the data were presented by Histogram with 

Normal Curve among the whole population and over the two groups' 

separately; control group and high-risk group.  
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3.9 Ethical Considerations  

Ethical approval was obtained from the Institutional Review Board 

(IRB) of An-Najah National University (see appendix A). Children 

attending a local private elementary school in Nablus were solicited for 

participation in the study and high-risk children who had been referred to a 

local multi-service center for neuro-developmental concerns were included 

via their archival data in the study. Parents whose children fit the research 

criteria were given information about the study including an approved 

Consent for Participation Form. The participant families were provided 

with information that enabled them to make an informed decision as to 

whether they wanted to participate in the research study. They were 

provided with description of the scale and the purpose of the research with 

an informed consent. Also, they were informed that they had the right to 

withdraw any time without penalty and that the data collected would be 

used for the purpose of the research only with insuring confidentiality. In 

addition, the participants were informed about the time that will take for 

completion the study. All participants were assured that their educational 

status or services will not be affected in any manner due to their 

participation with this program. 

Permission to perform the study was obtained from the local school 

where the study was conducted (The American Academy School – local 

private elementary school in Nablus-Palestine) and from An-Najah Child 

Institute – Department of Clinical Psychology, Nablus-Palestine.  
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The evaluation sessions and the test scoring of children from the 

local school were conducted by the primary investigator, who is a master 

level clinical psychology student under the supervision of a doctoral level 

licensed clinical psychologist. These sessions were conducted in the school. 

Upon completion, the parents were invited to last session and provided 

with report describing both results of the VABS and Portage assessments 

by a master level clinical psychology student under the supervision of a 

doctoral level licensed clinical psychologist. A report of the results was 

prepared for each child and reviewed by PhD in clinical psychology. 

The evaluation sessions of children who were referred to a local 

multi-service center for neuro-developmental concerns were conducted in 

the center by employees/staff from the field and their reports were 

reviewed by PhD in clinical psychology. 

Table 1: Frequency of participants by gender (n=56). 

 Frequency Percent Valid 

Percent 

Cumulative 

Percent 

Valid Male 31 55.4 55.4 55.4 

Female 25 44.6 44.6 100.0 

Total 56 100.0 100.0  
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Chapter 4 

Results 

56 children were tested and included in this study, ranging in age 

from 2 to 9 years old, male and female. The sample included a group of 26 

high risk children who were referred to a local multi-service center for 

neuro-developmental concerns. The second group consisted of 30 children 

who are attending a local private elementary school in Nablus. 

 Table 2: Frequency of participants in control and high-risk groups by 

gender. 

Table 3: Descriptive data of participants age. 

    In the current study a number of research questions were 

examined. As the Portage assessment scale provides the developmental 

level on five developmental scores: motor, language, self-help, 

socialization and cognition, also the VABS assess adaptive behavior in four 

board domains of communication, daily living skills, socialization and 

motor skills and provide a full adaptive behaviors score. The Portage 

assessment scale provides a child age score in each domain. However, the 

 Control Group High Risk Group 

 Frequency Percent Frequency Percent 

Valid Male 15 50.0 16 61.5 

Female 15 50.0 10 38.5 

Total 30 100.0 26 100.0 

 
 

N Minimum Maximum Mean Std. 

Deviation 
Chronological Age 56 2.250 8.667 5.80804 1.514742 
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VABS provide standard scores for each domain and subdomains and 

among the adaptive behavior composite. In addition, the VABS provide 

child age in each subdomain.  

In the present study each domain age of the VABS was scored by 

accounting the average of the subdomains. For example, the 

communication domain score is an average of 3 subdomains; receptive, 

expressive and written. However, children who aged less than 3 years old, 

written subdomain is not applicable for them, thus their communication 

domain score is an average of 2 subdomains; receptive and expressive. The 

other domains included the whole subdomains for calculating the average 

score.  

The cognitive ability age in the VABS was assessed by accounting 

an average score of the 4 domains scores; communication, daily living 

skills, socialization, and motor skills. Still children who aged more than 7 

years old, their cognitive score is about the average of three subdomains; 

communication, daily living skills and socialization. The motor/physical 

ability domain of VABS is for two age ranges: individuals' birth through 6 

years, and individuals 50 through 90 years, thus children who are aged 7 

years old or above were not included in the analysis of physical domain.  

In order to examine the first question, whether the VABS–II record 

similar domains results as the Portage scale, the paired samples/dependent 

t-test was used. Firstly, it was explored among all participants. 



45 

A paired samples t-test was conducted to compare Portage domains 

results and VABS domains results among all participants. There was a 

significant difference in the results for Portage Cognitive (M= 5.079, 

SD=1.918) and VABS Cognitive (M= 5.409, SD= 2.303); t (55) = -2.000, 

p=.050. In addition, there was a significant difference in the results for 

Portage Physical (M=5.163, SD=2.013) and VABS Motor (M=4.314, 

SD=2.037); t (43) = 3.522, p=.001. However, there was no significant 

difference in the results for other Portage and VABS domains; self-help, 

communication and social domains (see table 4; table 5). 

 Table 4: Means and Standard Deviations of Portage and VABS 

domains among all participants. 

 

 Mean N Std. 

Deviation 

Std. 

Error 

Mean 

Pair 1 Portage Cognitive 5.07888 56 1.917915 .256292 

VABS Cognitive 5.40863 56 2.302774 .307721 

Pair 2 Portage Self-help 

skills 

5.49993 56 2.027834 .270981 

VABS Daily 

living skills 

5.78574 56 2.352721 .314396 

Pair 3 Portage Physical 5.16289 44 2.012659 .303420 

VABS Motor 4.31447 44 2.037257 .307128 

Pair 4 Portage 

Communication 

5.46423 56 2.218548 .296466 

VABS 

Communication 

5.19616 56 2.392074 .319654 

Pair 5 Portage Social 5.34820 56 1.955397 .261301 

VABS Social 5.70785 56 2.634178 .352007 
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Table 5: Paired samples t - test within the Portage and the VABS 

Domains among all participants (n=56). 

p<.01**, p<.05* 

In addition, in this study it was examined whether the VABS-II 

record produced similar results as the Portage scale over two different 

groups of children; high risk group and control group. 

In the control group, there was a significant difference in the results 

for Portage Cognitive (M= 5.839, SD=1.065) and VABS Cognitive (M= 

6.309, SD= 1.706); t (29) = -2.382, p=.024. In addition, there was a 

significant difference in the results for Portage Physical (M=6.253, 

 

 

Pairs 

(Raw 

scores) 

Paired Differences 

Mean Std. 

Deviation 

Std. 

Error 

Mean 

T df Sig.  

(2-tailed) 

Pair 1 

Portage 

Cognitive  

 VABS 

Cognitive 

-.329752 1.233736 .164865 -2.000 55 .050* 

Pair 2 

Portage Self- 

help skills 

VABS Daily 

living skills 

-.285810 1.625299 .217190 -1.316 55 .194 

Pair 3 

Portage 

Physical  

 VABS Motor 

.848420 1.597997 .240907 3.522 43 .001** 

Pair 4 

Portage 

Communicati

on  

VABS 

Communicati

on 

.268074 1.288618 .172199 1.557 55 .125 

Pair 5 

Portage Social  

VABS Social 

-.359649 1.587563 .212147 -1.695 55 .096 
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SD=.871) and VABS Motor (M=5.075, SD=1.854); t (24) = 3.530, p=.002 

for the population whole. Another significant difference was recorded in 

the results of Portage social (M=6.167, SD=1.003) and VABS social 

(M=6.917, SD=1.719); t (29) = -3.368, p=.002 

However, there was no significant difference in other domains 

results over the control group (see table 6; table 7). 

Table 6: Means and Standard Deviations of Portage and VABS 

domains among control group (n=30). 

 

 Mean N Std. 

Deviation 

Std. Error 

Mean 

Pair 

1 

Portage Cognitive 5.83890 30 1.064514 .194353 

VABS Cognitive 6.30915 30 1.705850 .311444 

Pair 

2 

Portage Self-help skills 6.27770 30 .958292 .174959 

VABS Daily living 

skills 

6.44632 30 1.657560 .302628 

Pair 

3 

Portage Physical 6.25336 25 .871474 .174295 

VABS Motor 5.07508 25 1.854343 .370869 

Pair 

4 

Portage Communication 6.52773 30 1.054126 .192456 

VABS Communication 6.14721 30 2.104913 .384303 

Pair 

5 

Portage Social 6.16663 30 1.002864 .183097 

VABS Social 6.91667 30 1.719174 .313877 
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Table 7: Paired samples t - test within the Portage and the VABS 

Domains among control group (n=30). 

p<.01**, p<.05* 
 

Table 8: Means and Standard Deviations of Portage and VABS 

domains among high-risk group (n=26). 

 

Pairs 

(Raw scores) 

Paired Differences  

Mean Std. 

Deviation 

Std. Error 

Mean 

t df Sig.  

(2-tailed) 

Pair 1 

Portage 

Cognitive  

 VABS 

Cognitive 

-.470250 1.081193 .197398 -2.382 29 .024* 

Pair 2 

Portage Self- 

help skills 

VABS Daily 

living skills 

-.168622 1.207796 .220512 -.765 29 .451 

Pair 3 

Portage 

Physical  

 VABS Motor 

1.178280 1.668761 .333752 3.530 24 .002** 

Pair 4 

Portage 

Communicati

on VABS 

Communicati

on 

.380522 1.417356 .258773 1.470 29 .152 

Pair 5 

Portage 

Social  

VABS Social 

-.750033 1.219853 .222714 -3.368 29 .002** 

 N Mean Std. Deviation 

Portage Cognitive 26 4.20192 2.298913 

Portage Self-help skills 26 4.60250 2.533353 

Portage Physical 26 4.39742 2.520092 

Portage Communication 26 4.23712 2.572167 

Portage Social 26 4.40385 2.348179 

VABS Cognitive 26 4.36956 2.488896 

VABS Daily living skills 26 5.02353 2.804050 

VABS Motor 19 3.31366 1.862610 

VABS Communication 26 4.09879 2.260770 

VABS Social 26 4.31305 2.839076 
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Table 9: Wilcoxon Signed Ranks Test within the Portage and the 

VABS Domains among high-risk group (n=26). 

In the results among the high-risk group there was no significant 

difference over all of the domains of functioning (see table 8; table 9).  

Another question was tested, whether the VABS-II predict equally as 

the Portage scale in female and male among the whole participants and 

over each group of children separately; high-risk group and control group. 

A paired samples t-test was also conducted to compare Portage 

domains results and VABS domains results among control group and a 

Wilcoxon test conducted among high-risk group of gender separately; male 

and female participants.  

The results over the male group demonstrate a significant difference 

in the result for Portage Cognitive (M=5.164, SD=2.138) and VABS 

Cognitive (M=5.706, SD=2.472); t (30) = -2.429, p=.021. In addition, there 

was a significant difference in the results for Portage Physical (M=4.833, 

SD=2.035) and VABS Motor (M=3.849, SD=1.725); t (20) =3.158, p=.005. 

Another significant difference was recorded in the results of Portage social 

 

VABS 

Cognitive – 

Portage 

Cognitive 

VABS Daily 

living skills – 

Portage Self-

help skills 

VABS Motor 

– Portage 

Physical 

VABS 

Communication 

– Portage 

Communication 

VABS 

Social – 

Portage 

Social 

Z -.749c -1.588c -1.871d -.851d -.013d 

Asymp. Sig. 

(2-tailed) 

.454 .112 .061 .395 .990 

p<.01**, p<.05* 

c. Based on negative ranks. 

d. Based on positive ranks. 
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(M=5.355, SD=2.074) and VABS social (M=5.923, SD=2.481); t (30) = -

2.870, p=.007 (see table 10; table 11).  

However, there was no significant difference in other domains 

results over the male group (see table 11). 

In the female group, the results showed a significant difference only 

in the communication domain. The results for Portage communication 

(M=5.353, SD=1.983) and VABS communication (M=4.699, SD=1.886); t 

(24) =4.534, p=.000 (see table 12; table 13) 

There was no significant difference in the other results of Portage 

and VABS domains among the female group (see table 13). 

Table 10: Means and Standard Deviations of Portage and VABS 

domains among male participants (n=31).  

 

 

 Mean N Std. 

Deviation 

Std. 

Error 

Mean 

Pair 1 Portage Cognitive 5.16397 31 2.138283 .384047 

VABS Cognitive 5.70633 31 2.472260 .444031 

Pair 2 Portage Self-help skills 5.47839 31 2.178434 .391258 

VABS Daily living 

skills 

6.03498 31 2.649994 .475953 

Pair 3 Portage Physical 4.83338 21 2.035072 .444089 

VABS Motor 3.84924 21 1.724528 .376323 

Pair 4 Portage Communication 5.55371 31 2.420737 .434777 

VABS Communication 5.59673 31 2.696799 .484359 

Pair 5 Portage Social 5.35477 31 2.074012 .372504 

VABS Social 5.92297 31 2.481496 .445690 
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Table 11: Paired samples t-test within the Portage and the VABS 

Domains among male participants (n=31). 

p<.01**, p<.05* 

 

Table 12: Means and Standard Deviations of Portage and VABS 

domains among female participants (n=25). 

 

 

Pairs 

(Raw scores) 

Paired Differences 

Mean Std. 

Deviation 

Std. 

Error 

Mean 

T Df Sig. 
 (2-

tailed) 

Pair 1 

Portage Cognitive  

 VABS Cognitive 

-.542367 1.242961 .223242 -2.429 30 .021* 

Pair 2 

Portage Self- help 

skills – VABS 

Daily living skills 

-.556591 1.582636 .284250 -1.958 30 .060 

Pair 3 

Portage Physical  

 VABS Motor 

.984143 1.428213 .311662 3.158 20 .005** 

Pair 4 

Portage 

Communication  

VABS 

Communication 

-.043022 1.550584 .278493 -.154 30 .878 

Pair 5 

Portage Social  

VABS Social 

-.568194 1.102137 .197950 -2.870 30 .007** 

 Mean N Std. 

Deviation 

Std. Error 

Mean 

Pair 1 Portage Cognitive 4.97336 25 1.641157 .328231 

VABS Cognitive 5.03947 25 2.062924 .412585 

Pair 2 Portage Self-help skills 5.52664 25 1.868226 .373645 

VABS Daily living skills 5.47668 25 1.930604 .386121 

Pair 3 Portage Physical 5.46374 23 1.988512 .414633 

VABS Motor 4.73924 23 2.239042 .466873 

Pair 4 Portage Communication 5.35328 25 1.982765 .396553 

VABS Communication 4.69945 25 1.886210 .377242 

Pair 5 Portage Social 5.34004 25 1.839929 .367986 

VABS Social 5.44109 25 2.840855 .568171 
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Table 13: Paired samples t-test within the Portage and the VABS 

Domains among female participants (n=25). 

p<.01**, p<.05* 

Among the male participants of control group, there was a 

significant difference in the scores for Portage physical (M=6.217, 

SD=0.850) and VABS motor (M=4.670, SD=0.716); t (9) = 5.832, p=.000 

and there was a significant difference in the scores for Portage social 

(M=6.089, SD=1.253) and VABS social (M=6.976, SD=1.834); t (14) = -

3.496, p=.004  

 

Pairs 

(Raw scores) 

Paired Differences 

Mean Std. 

Deviation 

Std. 

Error 

Mean 

t Df Sig.  

(2-tailed) 

Pair 1 

Portage 

Cognitive  

VABS 

Cognitive 

-.066110 1.194226 .238845 -.277 24 .784 

Pair 2 

Portage Self- 

help skills 

VABS Daily 

living skills 

.049960 1.646387 .329277 .152 24 .881 

Pair 3 

Portage 

Physical  

 VABS Motor 

.724500 1.761569 .367313 1.972 22 .061 

Pair 4 

Portage 

Communicati

on VABS 

Communicati

on 

.653833 .721100 .144220 4.534 24 .000** 

Pair 5 

Portage 

Social  

VABS Social 

-.101053 2.032635 .406527 -.249 24 .806 
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However, there was no significant difference in the other domains of 

Portage and VABS among males of control group (see table 14). 

Table 14: Paired samples t-test within the Portage and the VABS 

Domains among male participants of control group. 

p<.01**, p<.05* 

Among the female participants of control group, there was a 

significant difference in the scores for Portage communication (M=6.267, 

SD=0.818) and VABS communication (M=5.394, SD=0.951); t (14) = 

7.713, p=.000. 

 

Pairs 

(Raw scores) 

Paired Differences 

Mean Std. 

Deviation 

Std. 

Error 

Mean 

t Df Sig. 

 (2-tailed) 

Pair 1 

Portage 

Cognitive  

VABS 

Cognitive 

-.583111 1.197336 .309151 -1.886 14 .080 

Pair 2 

Portage Self- 

help skills 

VABS Daily 

living skills 

-.348289 1.555052 .401513 -.867 14 .400 

Pair 3 

Portage 

Physical  

 VABS Motor 

1.545900 .838208 .265065 5.832 9 .000** 

Pair 4 

Portage 

Communicati

on VABS 

Communicati

on 

-.111089 1.857859 .479697 -.232 14 .820 

Pair 5 

Portage 

Social VABS 

Social 

-.887133 .982908 .253786 -3.496 14 .004** 
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There were no significant differences in the other scores for Portage 

and VABS domains (see table 15).  

Table 15: Paired samples t-test within the Portage and the VABS 

Domains among female participants of control group. 

p<.01**, p<.05* 

Among the male participants of high-risk group, there were no 

significant difference results for Portage and VABS domains (see table 16). 

In addition, among the female participants of high-risk group, there 

were no significant difference results for Portage and VABS domains (see 

table 17). 

 

 

Pairs 

(Raw scores) 

Paired Differences 

Mean Std. 

Deviation 

Std. 

Error 

Mean 

t Df Sig.  

(2-tailed) 

Pair 1 

Portage 

Cognitive  

VABS Cognitive 

-.357389 .980075 .253054 -1.412 14 .180 

Pair 2 

Portage Self- 

help skills  

VABS Daily 

living skills 

.011044 .731014 .188747 .059 14 .954 

Pair 3 

Portage Physical  

 VABS Motor 

.933200 2.039933 .526708 1.772 14 .098 

Pair 4 

Portage 

Communication  

VABS 

Communication 

.872133 .437904 .113066 7.713 14 .000** 

Pair 5 

Portage Social  

VABS Social 

-.612933 1.440828 .372020 -1.648 14 .122 
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Table 16: Wilcoxon Signed Ranks Test within the Portage and the 

VABS Domains among male participants of  high-risk group. 

 

VABS 

Cognitive – 

Portage 

Cognitive 

VABS Daily 

living skills – 

Portage Self-

help skills 

VABS Motor 

– Portage 

Physical 

VABS 

Communicati

on – Portage 

Communicati

on 

VABS 

Social – 

Portage 

Social 

Z -1.293c -1.836c -1.600d -.259d -.672c 

Asymp. Sig. 

 (2-tailed) 

.196 .066 .110 .796 .501 

p<.01**, p<.05* 

c. Based on negative ranks. 

d. Based on positive ranks. 

 

Table 17: Wilcoxon Signed Ranks Test within the Portage and the 

VABS Domains among female participants of  high-risk group. 

 

VABS 

Cognitive – 

Portage 

Cognitive 

VABS Daily 

living skills – 

Portage Self-

help skills 

VABS Motor 

– Portage 

Physical 

VABS 

Communicati

on – Portage 

Communicati

on 

VABS 

Social – 

Portage 

Social 

Z -.357c -.714d -.771c -1.172c -.866c 

Asymp. Sig. 

(2-tailed) 

.721 .475 .441 .241 .386 

p<.01**, p<.05* 

c. Based on positive ranks. 

d. Based on negative ranks. 

The current study also dealt with examining differences among two 

groups of age; first group of children aged from 2 – 5 years and 11 months 

and the second group is of children aged 6 – 9 years (see table 18). The 

study examined age differences among the whole participants and over 

each group of children separately; high-risk group and control group. In 

other words, this study tested whether the VABS-II predict equally scores 

as the Portage scale in two groups of age over the whole population and 

over the high-risk group and the control group. 
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Table 18: Descriptive data of two groups of age. 

 

Frequency Percent Valid 

Percent 

Min Max Mean Std. 

Deviation 

Valid Group 

1:Age  

 2 – 5 

years 

and 11 

months 

28 50.0 50.0 2.250 5.917 4.58632 .991618 

Group 

2:Age 

 6 – 9 

years 

28 50.0 50.0 6.000 8.667 7.02975 .771252 

Total 56 100.0 100.0     

In the first group of age, there was a significant difference in the 

scores for Portage physical (M=4.679, SD=2.120) and VABS motor 

(M=3.772, SD=1.569); t (27) = 3.598, p=.001. In addition, there was a 

significant difference in the scores for Portage communication (M=4.536, 

SD=2.092) and VABS communication (M=4.010, SD=1.653); t (27) = 

2.962, p=.006 (see table 19; table 20) 

However, there was no significant difference in the scores for other 

Portage and VABS domains (see table 20). 
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Table 19: Means and Standard Deviations of Portage and VABS 

domains among first group of age (2 to 5 years and 11 months) of all 

participants. 

 
 Mean N Std. 

Deviation 

Std. Error 

Mean 

Pair 1 Portage 

Cognitive 

4.02082 28 1.702840 .321806 

VABS 

Cognitive 

4.32719 28 1.668505 .315318 

Pair 2 Portage 

Self-help 

skills 

4.60711 28 2.124314 .401458 

VABS 

Daily living 

skills 

4.74111 28 1.784600 .337258 

Pair 3 Portage 

Physical 

4.67861 28 2.120226 .400685 

VABS 

Motor 

3.77236 28 1.569284 .296567 

Pair 4 Portage 

Communica

tion 

4.53564 28 2.092236 .395395 

VABS 

Communica

tion 

4.01043 28 1.652086 .312215 

Pair 5 Portage 

Social 

4.54164 28 1.890333 .357239 

VABS 

Social 

4.78474 28 2.123585 .401320 
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Table 20: Paired samples t-test within the Portage and the VABS 

Domains among first group of age (2 to 5 years and 11 months) of all 

participants. 

p<.01**, p<.05* 

In the second group of age (6 – 9 years), there was no significant 

difference in the scores for Portage and VABS domains (see table 21; table 

22). 

 

 

Pairs 

(Raw scores) 

Paired Differences 

Mean Std. 

Deviation 

Std. 

Error 

Mean 

t Df Sig.  

(2-tailed) 

Pair 1 

Portage 

Cognitive  

 VABS 

Cognitive 

-.306365 .852934 .161189 -1.901 27 .068 

Pair 2 

Portage 

Self- help 

skills VABS 

Daily living 

skills 

-.134000 1.335213 .252332 -.531 27 .600 

Pair 3 

Portage 

Physical  

VABS 

Motor 

.906250 1.332741 .251864 3.598 27 .001** 

Pair 4 

Portage 

Communica

tion  

VABS 

Communica

tion 

.525208 .938219 .177307 2.962 27 .006** 

Pair 5 

Portage 

Social  

VABS 

Social 

-.243095 .784623 .148280 -1.639 27 .113 
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Table 21: Means and Standard Deviations of Portage and VABS 

domains among second group of age (6 – 9 years) of all participants. 

 

 Mean N Std. 

Deviation 

Std. Error 

Mean 

Pair 

1 

Portage 

Cognitive 

6.13693 28 1.507146 .284824 

VABS Cognitive 6.49007 28 2.364818 .446909 

Pair 

2 

Portage Self-

help skills 

6.39275 28 1.486776 .280974 

VABS Daily 

living skills 

6.83037 28 2.414015 .456206 

Pair 

3 

Portage Physical 6.01038 16 1.522081 .380520 

VABS Motor 5.26316 16 2.440592 .610148 

Pair 

4 

Portage 

Communication 

6.39282 28 1.964771 .371307 

VABS 

Communication 

6.38188 28 2.451642 .463317 

Pair 

5 

Portage Social 6.15475 28 1.692977 .319942 

VABS Social 6.63095 28 2.803177 .529751 
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Table 22: Paired samples t-test within the Portage and the VABS 

Domains among second group of age (6 – 9 years) of all participants. 

p<.01**, p<.05* 

Additionally, to testing age differences among all of the participants, 

this study also examined age differences over each group of children 

separately; control group and high-risk group. 

In the first group of age of control group, there was a significant 

difference in the scores for Portage Self- help skills (M=5.804, SD=.838) 

and VABS Daily living skills (M=5.368, SD=.837); t (16) = 2.482, p=.025. 

In addition, there was a significant difference in the scores for Portage 

 

Pairs 

(Raw scores) 

Paired Differences 

Mean Std. 

Deviation 

Std. 

Error 

Mean 

T Df Sig. 

(2-tailed) 

Pair 1 

Portage 

Cognitive  

 VABS 

Cognitive 

-.353140 1.540115 .291054 -1.213 27 .236 

Pair 2 

Portage Self- 

help skills 

VABS Daily 

living skills 

-.437619 1.884260 .356092 -1.229 27 .230 

Pair 3 

Portage 

Physical  

 VABS Motor 

.747219 2.026323 .506581 1.475 15 .161 

Pair 4 

Portage 

Communicati

on VABS 

Communicati

on 

.010940 1.537916 .290639 .038 27 .970 

Pair 5 

Portage Social  

VABS Social 

-.476202 2.119022 .400457 -1.189 27 .245 
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physical (M=5.902, SD=. 791) and VABS motor (M=4.466, SD=.493); t 

(16) = 7.620; p=.000. Moreover, there was a significant difference in the 

scores for Portage communication (M=5.873, SD=.718) and VABS 

communication (M=4.840, SD=.631); t (16) = 8.368, p=.000 

However, there was no significant difference in the other scores for 

Portage and VABS domains (see table 23). 

Table 23: Paired samples t-test within the Portage and the VABS 

Domains among first group of age (2 – 5 years and 11 months) 

participants of control group. 

p<.01**, p<.05* 

In the second group of age (6 – 9 years) of control group, there was a 

significant difference in the scores for Portage cognitive (M=6.808, 

 

Pairs 

(Raw scores) 

Paired Differences 

Mean Std. 

Deviation 

Std. 

Error 

Mean 

t df Sig.  

(2-tailed) 

Pair 1 

Portage 

Cognitive  

 VABS 

Cognitive 

-.059252 .611691 .148357 -.399 16 .695 

Pair 2 

Portage Self- 

help skills 

VABS Daily 

living skills 

.436137 .724548 .175729 2.482 16 .025* 

Pair 3 

Portage Physical  

 VABS Motor 

1.436265 .777173 .188492 7.620 16 .000** 

Pair 4 

Portage 

Communication  

VABS 

Communication 

1.032647 .508782 .123398 8.368 16 .000** 

Pair 5 

Portage Social –  

VABS Social 

-.289235 .835446 .202625 -1.427 16 .173 
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SD=.687) and VABS cognitive (M=7.815, SD=1.472); t (12) = -2.728, 

p=.018. In addition, there was a significant difference in the scores of 

Portage Self- help skills (M=6.897, SD=.741) and VABS Daily living skills 

(M=7.857, SD=1.379); t (12) = -2.710, p=.019. Also, there was a 

significant difference in the scores for Portage social (M=6.820, SD=.832) 

and VABS social (M=8.173, SD=1.493); t (12) = -3.474, p=.005 

There was no significant differences in the scores of the other 

Portage and VABS domains (see table 24). 

Table 24: Paired samples t-test within the Portage and the VABS 

Domains among second group of age (6 – 9) participants of control 

group. 

 p<.01**, p<.05* 

 

Pairs 

(Raw scores) 

Paired Differences 

Mean Std. 

Deviation 

Std. Error 

Mean 

t Df Sig.  

(2-

tailed) 

Pair 1 

Portage 

Cognitive  

VABS Cognitive 

-1.007708 1.331882 .369397 -2.728 12 .018* 

Pair 2 

Portage Self- 

help skills 

VABS Daily 

living skills 

-.959462 1.276610 .354068 -2.710 12 .019* 

Pair 3 

Portage Physical  

 VABS Motor 

.630062 2.768046 .978652 .644 7 .540 

Pair 4 

Portage 

Communication 

VABS 

Communication 

-.472256 1.766181 .489850 -.964 12 .354 

Pair 5 

Portage Social –  

VABS Social 

-1.352615 1.404030 .389408 -3.474 12 .005** 
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In the first group of age (2 – 5 years and 11 months) of high-risk 

group, there was no significant differences in the scores of all Portage and 

VABS domains (see table 25). 

Table 25: Wilcoxon Signed Ranks Test within the Portage and the 

VABS Domains among first group of age (2 to 5 years and 11 months) 

participants of  high-risk group. 

 

VABS 

Cognitive – 

Portage 

Cognitive 

VABS Daily 

living skills – 

Portage Self-

help skills 

VABS 

Motor – 

Portage 

Physical 

VABS 

Communication 

– Portage 

Communication 

VABS Social 

– Portage 

Social 

Z -1.867c -1.867c -.800d -1.245c -.445c 

Asymp. 

Sig. 

 (2-tailed) 

.062 .062 .424 .213 .657 

p<.01**, p<.05* 

c. Based on negative ranks. 

d. Based on positive ranks. 

In the second group of age (6 – 9 years) of high-risk group, there was 

no significant differences in the scores of all Portage and VABS domains 

(see table 26). 

Table 26: Wilcoxon Signed Ranks Test within the Portage and the 

VABS Domains among second group of age (6 – 9 years) participants 

of  high-risk group. 

 

VABS 

Cognitive – 

Portage 

Cognitive 

VABS Daily 

living skills – 

Portage Self-

help skills 

VABS Motor 

– Portage 

Physical 

VABS 

Communicati

on – Portage 

Communicati

on 

VABS Social 

– Portage 

Social 

Z -.341c -.540d -1.820c -1.704c -.170c 

Asymp. 

Sig.  

(2-tailed) 

.733 .589 .069 .088 .865 

p<.01**, p<.05* 

c. Based on positive ranks. 

d. Based on negative ranks. 
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Moreover, this research investigated a final question; whether the 

sample of VABS-II Arabic Version fall into a normal curve pattern in 

Palestine as it does in the validation samples previously utilized. In order to 

examine this question a test of curve normality, the Shapiro-Wilk test was 

used. In addition, the results were represented by Histogram graphs. The 

histogram is a traditional way of displaying the shape of a group of data. 

The p-value obtained by the Shapiro-Wilk checked the normality 

assumption of the VABS-II – Arabic Version domains and Adaptive 

Behavior Composite among all participants were less than 0.05 (p<0.05) 

among all probabilities. This means that this data are significantly different 

from normal. 

Test of Normality and Histograms of the VABS-II domains 

(Communication, Daily-Living Skills, Socialization and Motor Skills) and 

Adaptive Behavior Composite Scores with Normal Curve among all 

participants.  

Table 27: Test of Normality of the Vineland Adaptive Behavior Scale 

domains and Adaptive Behavior Composite Scores with Normal Curve 

among all participants. 

 

Shapiro-Wilk 

Statistic Df Sig. Skewness 

Statistic 

Adaptive Behavior Composite  .916 56 .001 -.853 

Communication Domain .941 56 .009 -.824 

Daily-Living Skills Domain .944 56 .011 -.705 

Socialization Domain .924 56 .002 -.919 

Motor Skills Domain .946 44 .040 -.797 

     p>0.05* 
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Graph 1: 
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Graph 3: 
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Graph 5: 

 

 

 

 

 

 

 

In addition, test of normality was used among control group. The p-

value obtained by the Shapiro-Wilks checking normality assumption of the 

VABS-II domains and Adaptive Behavior Composite Scores among 

control group were more than 0.05 (p>0.05) among all probabilities. This 

means that these data are not different from normal. 

Test of Normality and Histograms of the VABS-II domains 

(Communication, Daily-Living Skills, Socialization and Motor Skills) and 

Adaptive Behavior Composite Scores with Normal Curve among control 

group.  
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Table 28: Test of Normality of the Vineland Adaptive Behavior Scale 

domains and Adaptive Behavior Composite Scores with Normal Curve 

among control group. 

 

Shapiro-Wilk 

Statistic Df Sig. Skewness 

Statistic 

Adaptive Behavior 

Composite 

.980 30 .836* .318 

Communication 

Domain 

.978 30 .760* .077 

Daily-Living Skills 

Domain 

.952 30 .192* .262 

Socialization 

Domain 

.966 30 .432* .391 

Motor Skills 

Domain 

.968 25 .606* .205 

           p>0.05* 
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Graph 7: 
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Graph 9: 
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Graph 11: 
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Graph 13: 
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Graph 15: 

 

 

 

 

 

 

 

 

 

The same among the high-risk group, test of normality was used. In 

contrast to what we expected, the p-value by the Shapiro-Wilk 

demonstrated more than 0.05 of all probabilities. In other words, these data 

are not different from normal. 

Test of Normality and Histograms of the VABS-II domains 

(Communication, Daily-Living Skills, Socialization and Motor Skills) and 

Adaptive Behavior Composite Scores with Normal Curve among high-

risk group. 
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Table 29: Test of Normality of the Vineland Adaptive Behavior Scale 

domains and Adaptive Behavior Composite Scores with Normal Curve 

among high-risk group. 

 

Shapiro-Wilk  

Statistic Df Sig. 

Skewness 

Statistic 

Adaptive Behavior Composite .957 26 .329* -.018 

Communication Domain .976 26 .783* -.119 

Daily-Living Skills Domain .970 26 .628* .171 

Socialization Domain .934 26 .096* -.373 

Motor Skills Domain .967 19 .725* -.348 

   p>0.05 

Graph 16: 
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Graph 17: 
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Graph 19: 
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Graph 21: 
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Graph 23: 
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Graph 25: 

 

 

 

 

 

 

 

 

 

Moreover, test of normality results of the VABS subdomains among 

all participants showed that in the receptive, written, personal, domestic, 

community and coping skills subdomains the p-values were more than 

0.05. So these data are not different from normal. However, the results of 

the other subdomains; expressive, interpersonal relationships, play, gross 

and fine motor subdomains, the p-values were less than 0.05. This means 

that these data are significantly different from normal.  

Test of Normality and Histograms of the VABS-II subdomains among all 

participants.  
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Table 30: Test of Normality and Histograms of the Vineland Adaptive 

Behavior Scale subdomains among all participants. 

          

  p>0.05* 

Graph 26: 

 

 

 

 

 

 

 

 

 

Shapiro-Wilk 

Statistic df Sig. Skewness 

Statistic 

Receptive Subdomain .970 56 .177* -.446 

Expressive Subdomain .926 56 .002 -.690 

Written Subdomains .959 54 .063* -.320 

Personal Subdomain .973 56 .241* -.509 

Domestic Subdomain .971 56 .206* -.100 

Community Subdomain .964 56 .091* -.508 

Interpersonal Relationships 

Subdomain 

.955 56 .036 -.777 

Play and Leisure Subdomain .886 56 .000 -1.287 

Coping Skills Subdomain .961 56 .070* -.341 

Gross Motor Subdomain .942 44 .028 -.371 

Fine Motor Subdomain .901 44 .001 -1.054 
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Graph 27: 
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Graph 29: 
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Graph 31: 
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Graph 33: 
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Graph 35: 

 

 

 

 

 

 

Graph 36: 

 

 

 

 

 

 

 

 



86 

In addition, test of normality results of the VABS subdomains 

among control group showed different p-values among different 

subdomains. Data of receptive, written, personal, domestic, community, 

interpersonal relationships, coping skills, gross and fine motor subdomains 

are not different from normal (p>0.05). However, the other subdomains 

data are significantly different from normal (p<0.05).    

Test of Normality and Histograms of the VABS-II subdomains among 

control group. 

Table 31: Test of Normality and Histograms of the Vineland Adaptive 

Behavior Scale subdomains among control group. 

 

Shapiro-Wilk 

Statistic df Sig. Skewness 

Statistic 

Receptive Subdomain .948 30 .149* .308 

Expressive Subdomain .867 30 .001 1.191 

Written Subdomains .943 30 .113* -.186 

Personal Subdomain .961 30 .330* .012 

Domestic Subdomain .960 30 .302* -.401 

Community Subdomain .967 30 .469* .318 

Interpersonal Relationships 

Subdomain 

.951 30 .180* .293 

Play and Leisure 

Subdomain 

.886 30 .004 1.073 

Coping Skills Subdomain .958 30 .279* -.343 

Gross Motor Subdomain .934 25 .108* .172 

Fine Motor Subdomain .940 25 .146* .199 

   p>0.05* 
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Graph 37: 
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Graph 39: 
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Graph 41: 
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Graph 43: 
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Graph 45: 
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Graph 47: 

 

 

 

 

 

 

Test of normality results of the VABS subdomains was also used 

among high-risk group. In contrast to what we expected all of subdomains 

data are not different from normal (p>0.05).   

Test of Normality and Histograms of the VABS-II subdomains among 

high-risk group. 
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Table 32: Test of Normality and Histograms of the Vineland Adaptive 

Behavior Scale subdomains among high-risk group. 

 

Shapiro-Wilk 

Statistic df Sig. Skewness 

Statistic 

Receptive Subdomain .974 26 .729* .039 

Expressive Subdomain .943 26 .161* -.224 

Written Subdomains .946 24 .216* .389 

Personal Subdomain .974 26 .726* .386 

Domestic Subdomain .948 26 .214* .464 

Community Subdomain .964 26 .468* .126 

Interpersonal 

Relationships Subdomain 

.985 26 .962* -.019 

Play and Leisure 

Subdomain 

.935 26 .100* -.693 

Coping Skills Subdomain .961 26 .411* .161 

Gross Motor Subdomain .911 19 .078* .238 

Fine Motor Subdomain .922 19 .124* -.506 

    p>0.05* 
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Graph 49: 
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Graph 51: 
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Graph 53: 
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Graph 55: 

 

 

 

 

 

 

 

 

 

 

 

 

 

Graph 56: 
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Graph 57: 
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Moreover, this study examined whether the VABS-II adds relevant 

information for professionals working with children. As the Portage 

assessment scale provides the developmental level on five developmental 

scales: motor, language, self-help, socialization and cognition, also the 

VABS-II assess adaptive behavior in four board domains of 

communication, daily living skills, socialization, motor skills and adaptive 

behavior composite. However, by comparison with the Portage assessment 

scale, the VABS-II provide a comprehensive profile of each domain by 

dividing it to several subdomains. VABS-II allow for better understanding 

of an individual's strengths and weaknesses. Also, it produces an overall 

composite score which is utilizable as an estimation of intellectual ability. 

Moreover, it provides a maladaptive behavior domain scores that assess 

problem behaviors. The maladaptive behavior index groups maladaptive 

behaviors into internalizing, externalizing and other problem behaviors. 

These categories are helpful in making clinical diagnosis. For example, a 

number of children in the current study were scored in the age range in the 

developmental domains. However, they demonstrate elevated or clinically 

significant scores on the maladaptive behavior index and on internalizing 

and externalizing behaviors. The VABS-II provides information of 

undesirable behavior that may interfere with the individual's adaptive 

functioning and maladaptive behavior critical items provides clinically 

important information.  

 Furthermore, this study investigated the satisfaction of the parents 

with the VABS-II process. In order to explore this research question a 
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parent satisfaction surveys were completed by the parents. The survey 

results showed that 90% of the parents indicated that their general 

experience during the interview was very helpful. 70% of the parents 

pointed that the content of the questions was also very helpful, 30% pointed 

that it was moderately helpful. In addition, 100% of the parents were very 

satisfied with the way of presenting the findings (written). About the 

information that included in the findings, 90% of the parents indicated that 

are very helpful. 80% of the parents pointed that the length of the interview 

was very suitable (see table 33). 

Table 33: Results of  Parents Satisfaction Survey. 

 (1) 

Very 

Helpful 

 

(2) 

Moderately 

Helpful 

(3) 

Neutral 

(4) 

Moderately 

Problematic 

(5) 

Problematic 

 

1. General 

experience 

during the 

interview 

90% 10% 0% 0% 0% 

2. The content of 

the questions 

70% 30% 0% 0% 0% 

3. The way of 

presenting the 

findings (written) 

100% 0% 0% 0% 0% 

4. The 

information that 

included in the 

findings 

90% 10% 0% 0% 0% 

5. The length of 

the interview 

80% 10% 10% 0% 0% 
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Chapter 5 

Discussion 

5. Discussion 

The validation of constructs and measures is critical to the 

development of scholarly disciplines and allows for greater empirical 

testing of theory. Over the last few decades, an attention to the importance 

of considering cultural and ethnic minority aspects in any psychosocial 

interventions was called by psychologists and other health professionals. It 

has been advanced that cultural and social processes must be considered in 

treatment, prevention, and mental health service delivery (Bernal, Trimble, 

Burlew, & Leong, 2003; Marín & Marín, 1991; Rogler, 1989, Sue & Zane, 

1987). 

Whether an instrument is appropriate is based on a number of 

considerations, including the individual's or group's level of acculturation, 

language preference, language proficiency, availability of translation of the 

instrument, whether the construct is the same for the individual's or group's 

culture, availability of norms, and availability of possibly more appropriate 

alternatives specific to the individual's or group's culture (Groth-Marnat, 

2009). 

The present study examined several research questions. First, this 

study focused on examining whether the VABS–II record similar results as 

the Portage assessment scale when applied to a sample of high risk and 

control group children in Palestine. Second, this study examined gender 
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and age differences in the application of the VABS-II. Moreover, it was 

asked if the sample of VABS-II scores fall into a normal curve pattern such 

as the original validation data reveals. Finally, it was examined whether the 

VABS-II add additional information for professionals working with 

children and the parent satisfaction with the VABS-II.  

In regard the first research question of this study, differences were 

emerged in the cognitive and physical domains among the whole sample 

testing. However, in self-help, communication and social domains were no 

differences between the two assessment scales among the whole sample. In 

the results among the control group, differences between the two scales 

were found in three domains; cognitive, physical and social domains. 

While, there were no differences in self-help and communication domains. 

However, a look at the results for the high-risk group, there are no 

differences demonstrated in all of the developmental domains; no 

differences in cognitive, self-help, physical, communication, social and 

motor domains.   

In addition, gender differences were examined amongst the whole 

participants, control group and high-risk group in this study. Among all 

male participants, there were differences in the cognitive, physical and 

social domains. In the male participants of control group, there were 

differences in the physical and social domains. However, among male 

participants of high-risk group there were no differences in all domains. In 

the results amongst all female participants there was a difference in the 
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communication domain. The same among female of control group, it was 

found a difference in the communication domain. Nevertheless, among 

female of the high-risk group there were no differences in all domains.  

Age differences were also examined amongst the whole participants, 

control group and high-risk group. The participants were divided into two 

groups of age; first group 2 – 5 years and 11 months and second group 6 – 

9 years old.  In the first group of age of all participants, differences were 

founded in physical and communication domains. In first group of age 

participants of control group, there were differences in self-help, physical 

and communication domains. However, in first group of age of high-risk 

there were no differences. In the second group of age of all participants 

there were no differences between scores of two scales domains. In second 

group of age participants of control group, differences in cognitive, self-

help and social domains were appeared. While in this group of age among 

high-risk group there were no differences in all domains.       

Therefore, the results of this study indicated that the differences 

between the Portage scale domains scores and VABS-II domains scores 

rise from participants of the control group. The t test results yielded some 

significant differences (p<0.05) among the control group. However, the 

Wilcoxon test results among the high-risk group participants showed that 

there were no significant differences.  

There are several possible explanations for this finding. The Portage 

assessment stage items are completed through observation or through 
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eliciting the behavior by the children themselves (Bluma, Shearer, Frohman 

& Hilliard, 1976). However, in the VABS-II, the information regarding 

children adaptive behaviors is provided by the parents (Sparrow, Balla & 

Cicchetti, 2005). These findings can be explained by the possibility that 

children of the high-risk group are less cooperative in the testing setting 

which causes the parents to provide information for both of the scales; 

Portage and VABS-II. In other words, it is possible that in the high-risk 

group, the Portage and the VABS-II items information are based on the 

same interviewed parent whereas children of the control group, the Portage 

was completed by the children while the VABS-II by the parent. 

In addition, the control group contains various and different children. 

They are different in all kinds of fields and they have no unified and 

specific profile, they may have strengths in some areas while have a 

weaknesses in the other. This may make it more difficult to predict equal 

scores among two different scales. In addition, in contrast to control group, 

high risk group is a group of children who were referred for neuro-

developmental concerns. For those children the possibility to have specific 

profile is higher. Moreover, these assessment tools were designed to use 

with children who have some difficulties or may be diagnosed with 

disorder related to developmental issues. This may explain the findings that 

all of the differences between two scales scores are come from the control 

group.   
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Overall, the results demonstrated some significant differences among 

some developmental domains. Most of the Portage domains assessments 

are completed by observation or through eliciting the behavior by the 

children themselves at the setting time while VABS assess what a person 

actually does, rather than what he or she is able to do (Sparrow, Balla & 

Cicchetti, 2005). This also may be an explanation of the differences scores 

between the Portage and the VABS-II as an assessment tool.  

In addition, all of the differences that were signed in the results 

between Portage scale and VABS-II among different domains may be due 

to the variant content, specify and the number of the items of the two 

assessment scales domains. 

Results over the whole participants indicated differences among two 

domains; cognitive ability and physical ability domains. However, there 

were no differences in self-help skills, communication and social domains. 

A possible explanation for these differences may be due to the variant 

content, specify and the number of the items of the two assessment scales 

domains. In this case, a possible explanation for differences in the cognitive 

age domain is that the cognitive ability of the portage is based on academic 

abilities while in the VABS-II it is more based on the life skills. Portage 

cognitive domain determined by measuring the special abilities of pre-

school children in terms of cognitive education and other arithmetic such as 

the child's ability to draw a vertical line or to recognize the concept of 

numbers 3 and 6 or to indicate colors or draw a plus, triangle or square. 
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However, VABS-II cognitive domain is based on a survey of behavioral 

milestones across four major life functioning areas (communication, daily 

living skills, socialization, and motor skills) and produces an overall 

composite score which is utilizable as an estimation of cognitive ability. 

In addition, in the results it is appeared that among most of the 

examinations the Portage cognitive ability age mean is less than the VABS-

II cognitive ability age, which may also be related to that the Portage refer 

cognitive age more to academic tasks.   

The other difference in the results among the whole participants was 

within the physical ability domain. This difference in the physical domain 

was appeared also in the control, male and first group of age groups testing. 

These differences may be also due to the difference of the questions 

content and number. In the VABS-II there are more questions and more 

specific by comparison to the Portage assessment tool. While both of the 

scales assess physical age, Portage assess it by measuring growth, physical 

development, muscle strength and the ability to perform a range of motor 

skills such as jumping on one foot or two feet or using a scissors or 

throwing a ball, still the VABS-II assess it more specific. Physical ability 

of the VABS-II include two specific subdomains separately; fine muscles 

which measures the individual's skills in the use of arms, legs and motor 

synergies (including sitting, walking, running and play activities), and 

gross muscles that measures the skills of the individual in the use of hands 

and fingers (control of objects, drawing, and the use of scissors).  
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Among the control group, the results showed differences within 

cognitive, physical and social domains. While, there were no differences in 

self-help skills and communication domains. In addition to the explanation 

for differences of cognitive and physical domains across Portage and 

VABS-II, in the Portage, social age is defined and determined by the child's 

ability to establish social relations with other relatives and friendship with 

adults as well as good behavior in the social attitudes faced by the child. 

However, in the VABS-II, socialization domain separated by three 

subdomains; interpersonal relationships that measures how the individual 

interacts with others (responding to others, imitation, expressing emotions, 

social communication), play and leisure time which measures the 

individual's skills in play situations and leisure time (play, share, cooperate 

with others, habits) and coping skills that measures the individual's ability 

to show responsibility and sensitivity to others (sensory habits, following 

instructions, apologies, keeping secrets, controlling feelings and taking 

responsibility).    

Therefore, a possible explanation of the social skills domain 

differences may also come from the content, specify and the number of the 

items of the two assessment scales. The Portage includes general questions 

whereas the VABS-II refer to more dimensions of the socialization 

development age. 

 In regard the second research question of gender differences, the 

results among all participants showed differences in different domains. 
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While in the male group the findings indicated differences in three 

domains; cognitive, physical and social and no differences in self-help 

skills and communication domains, in the female group there was only 

differences in one other domain which is the communication whereas no 

differences in cognitive, self-help skills, physical and social domains.  

Besides the several domains differences among Portage and VABS-

II, the VABS-II communication age refer to three subdomains; receptive 

language which measures what an individual can understand from the 

spoken language (understanding, listening, focusing and following 

instructions), expressive language measure what an individual can express 

in spoken language (facial expressions, beginning of speech, interactive 

speech, specific concepts, speech skills) and written subdomain that 

measures what an individual can read or write (reading, reading skills, 

writing skills). However, the communication age of the Portage scale is 

determined by measuring the skills of an expressive or receptive language, 

whether by reference or by delusions, not verbal, and may be verbal or 

written. The communication domain of the Portage does not refer to the 

writing skills as the VABS-II. This may explain the difference appeared in 

the communication domain. 

In addition, in the male participants of control group, there were 

differences in the physical and social domains while there were no 

differences in cognitive, self-help skills and communication domains. 

Among female of control group, it was found a difference in the 
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communication domain. The same as other differences explanation, these 

differences may also be explained by the variant content, specify and the 

number of the items of the two assessment scales domains. However, 

among male and female participants of high-risk group there were no 

differences in all domains. 

The current study also dealt with examining differences among two 

groups of age; first group of children aged from 2 – 5 years and 11 months 

and the second group is of children aged 6 – 9 years. The results of this 

examination among the whole participants of first group age showed 

differences in two domains; physical and communication and no 

differences in cognitive, self-help skills and social domains. However, in 

the second group of age there were no differences in all developmental 

domains scores.  

Among the control group, findings of first group of age showed 

differences in three domains; self-help skills, physical and communication. 

However, there were no differences in cognitive and social domains. In 

addition, findings of the second group of age showed differences in three 

domains; cognitive, self-help skills and social. While in physical and 

communication domains there were no differences.  Nevertheless, amongst 

these two groups of age of high-risk group of participants, there were no 

differences between all domains scores.  
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These differences that indicated in the findings may also come from 

the different definition of each domain across each assessment scale; 

Portage and VABS-II.  

Whereas in the VABS-II it is defined as daily living skills, it is 

defined in the Portage as self-help skills. VABS-II domain of daily living 

skills is referring to three subdomains: personal skills that measure the 

child's skills in eating, drinking, using bathroom and dressing, bathing, self-

care, and personal hygiene, domestic activities that measure the 

performance of domestic tasks and community activities that measure the 

individual's ability to use time, money, telephone, behavior skills, and 

professional skills. Portage self-help skills are determined by measuring the 

child's ability to take responsibility and self-reliance in food and clothing 

and to meet his own needs. The Portage does not refer a major worth in this 

developmental domain for domestic activities.  

It should also be noted, that among the control group of children 

within the age 6 to 9, in most of the developmental areas the means of the 

VABS-II were higher than in the Portage. These findings may be due to the 

fact that the Portage scale is assesses children till the age 9 and the items of 

the scale are adjusted till this limited age. However, the VABS-II designed 

to measure adaptive behaviors of individuals till the age 90. That is to 

mean, that children of this group of age in the VABS-II testing have more 

possibility to reach questions of activities that target older age than nine 

years old. While, this possibility not present when those children were 
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tested by the Portage. This may also explain the differences in the several 

domains of this group of age in the control group.  

Regarding the research question whether the sample of VABS-II 

scores fall into a normal curve pattern such as the original validation data 

reveals, test of normality and histograms with normal curve were used 

among all participants and among each group separately; control and high-

risk group.  

The data of the test of normality for adaptive behavior composite and 

domains of the VABS-II showed that when both samples are included hen 

the resulting data curve is significantly different from normal. This may be 

due to the pre-selected grouping which mad 50% of participants as part of a 

high-risk group, fundamentally changing the normal curve.  However, the 

data for subdomains of the VABS showed different p-values among 

different subdomains. For example within each sample group the 

assumption of the normality of the curve was upheld.  To say the data of 

both the control and sample group formed a normal curve within their own 

populations 

Among the control group and high-risk group, data of the adaptive 

behavior composite and domains of VABS-II, demonstrated that all 

probabilities are not different from normal. However, test of normality 

results of the VABS-II subdomains among control group showed different 

p-values among different subdomains. As expected, results indicated that 

the data of the domains among the control group were not different from 
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normal. In addition, most of the data of the subdomains are also were not 

different from normal.   These differences may be related to parents 

purposefully inflating data or differential cultural expectations such as self-

help scores (which tended to be lower as children are less independent). 

However, in contrast to what expected, the data resulted from the test 

of normality among high-risk group are not different from normal. A 

possible explanation is that the parents may be overcompensating for their 

high-risk children. In addition, children of high-risk group were tested by 

several professionals who are used to see variety children who are with 

different delays. These professionals with their scoring perspective may be 

an explanation for these results. 

In conclusion however, the VABS-II – Arabic form was found to 

mimic the normal curve well enough to be utilized as a viable measure for 

adaptive behavior in Palestine and potentially other Arabic speaking 

cultures with similar cultures and custom. 

  Moreover, according to the results, the VABS-II add more and 

relevant information to the child developmental profile. Finally, it was 

showed by the results that the parents were mostly satisfied with the 

VABS-II. 

Limitations of the study  

This study was not without its own set of limitations. This research 

has a number of limitations.  
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This study was limited based on the sample profile; the control group 

sample was a group of specific children who are attending to a local private 

elementary school in Nablus. In addition, the high-risk group of children 

who were referred to a local multi-service center for neuro-developmental 

concerns. This sample may not be a represent of Palestinian children 

diversity. Thus data collection maybe should include more diverse children. 

Another limitation was the sample size is a few in relation to the 

Palestinian population. Another possible limitation was data collection 

process; some interview evaluation sessions lasted two hours which make 

some of the parents' impatient and less cooperative. Also, the interview 

sessions of children of the control group were done in the school, with less 

privacy and some distractions. The final limitation of this study, there are 

no many previous validation studies and adaptive behaviors and social 

skills in the Arab context generally and Palestinian context in particular. 

These issues, as well as some other related points of interest, are then used 

as the foundation for setting forth recommendations for future research. 
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Chapter 6 

Conclusion and Recommendations 

6.1 Conclusion 

Based on the findings of this investigation, it can be concluded that 

the VABS-II – Arabic Version is an appropriate scale for assessing 

adaptive and maladaptive behaviors in a Palestinian context. In the most 

parts of the developmental domains there were no significant differences 

especially among the high-risk group of children which are the group of 

children that we want to use it with. The creation of the Arabic version of 

the VABS-II offers the Palestinian population an additional appropriate 

method for assessing children with neuro-developmental concerns. The 

findings showed that the Arabic version of the VABS-II can be used to 

identify young children with disabilities and to provide guidelines in 

offering services appropriate to these children. This finding consists with 

the research of Goldberg et al. (2009) in their Vietnamese VABS.  

The VABS-II can be identified as having several strengths over the 

Portage scale in measuring behavioral milestones across major life 

functioning areas in persons. The VABS-II add specificity in item 

complexity. It is based on a larger number of adaptive behaviors and 

functioning skills with specific questions as opposed to the Portage, which 

is a more global rating of adaptive functioning across a smaller number of 

developmental and adaptive areas. In addition, the VABS-II provides more 

information; it supplies a profile of adaptive behaviors and maladaptive 
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behaviors while the Portage is limited to measuring developmental adaptive 

skills only and it is a screening tool for academic abilities. This adding 

information is important and useful for professionals to recognize an 

individual’s positive and negative behaviors for diagnosis, qualification for 

special programs, progress reporting, program and treatment planning.  

In conclusion, the VABS-II provides a general assessment of 

adaptive behavior as well as more specific information useful in further 

exploration of individual strengths and weaknesses. The VABS-II is 

applicable whenever an assessment of an individual's daily functioning is 

required. The scales are used in a variety of clinical, educational, and 

research settings (Sparrow, Balla & Cicchetti, 2005). In addition, VABS-II 

assess what a person actually does, rather than what he or she is able to do 

and it assess adaptive behaviors across the life span and covers more age 

range; birth to 90 years old. Because of their expanded age range, the 

VABS-II survey forms can be used to identify strengths and weaknesses 

and age-related declines in the adaptive functioning of older individuals. 

VABS-II results can help determine the need for supportive programs to 

aid in maintaining independent living (Sparrow, Balla & Cicchetti, 2005). 

Moreover, the fact that the VABS-II is a parent or caregiver structured 

interview, an opportunity arises to use this scale for evaluation adaptive 

behaviors among variety individuals. VABS-II Survey forms well suited 

for evaluation and diagnosis of Intellectual Deficit, they are also designed 

to aid in the clinical diagnosis of a variety of disorders and disabilities, 

including autism spectrum disorders, various genetic disorders, 
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developmental delays, emotional and behavioral disturbances and a wide 

range of other mental, physical and injury related conditions (Sparrow, 

Balla & Cicchetti, 2005). 

6.2 Recommendations 

Overall, this research provides a several results and creates a new 

research field that deals with the adaptive behaviors in the Palestinian 

context. Although attempts have been made in this study to document 

information about the adaptation of the VABS-II in its Arabic version, 

additional research on the following topics will help to shape and enhance 

the future use of the VABS-II. Further exploration of this method of 

adaptation would be beneficial.  

To advance understanding of adaptive behavior in the Palestinian 

context, future research is needed to shed light on its assessment and on 

what distinguish Palestinian culture. For research forward, future research 

could investigate VABS-II adaptation comparing to different assessment of 

adaptive behaviors as a golden standard than the Portage. Thus, the sample 

may include older individuals and will not be limited by age. In addition, 

future research could take into account more and various territories in 

Palestine.  
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IRB office use only: Date received in IRB office (stamp) 

_________________ 

If this is a revision in response to an IRB Report of Action (ROA)-
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Dissertation ______ (PLEASE NOTE:  IRB review of dissertation 

research requires prior successful proposal defense.) 

  PhD Defense Date: _______________  

XX Master’s Thesis 

Class project ______ 

all other projects x (ACI sponsored research project) 

** If the primary investigator is a student, check here to indicate that your 

faculty sponsor has read the entire application, including cover letters, 

informed consents, and data collection instruments, and asserts that this 

application is accurate and complete. 

Dates Human Subjects Portion of Research Scheduled:  from: 

01/02/2017 to 01/06/2017. 

Site(s) of Human Subject Data Collection: An Najah Child Institute. 

(NOTE: If sites are administratively separate from the University, please 

submit approval letters, or indicate when they will be forthcoming.) 

Funding Agency (if applicable): None at present 
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I. NATURE OF THE RESEARCH 

In the judgment of the Principal Investigator, this research qualifies 

for which of the following types of review: 

Review Type: ________ exempt (category)        x_ expedited (category) 

_____ full Board1 

II. PURPOSE OF RESEARCH 

Briefly describe the objective(s) of the research (please keep description 

jargon free and use 100 words or less; the IRB will file this information 

in our descriptions of approved projects). 

The objectives of this study are to validate a translated version of the 

Vineland Adaptive Behavior Scale (VABS-Arabic Version) and insure that 

questions are culturally relevant, predictive and equivalent to the results of 

both clinical observation and a second measure of development (Portage 

Version 1) on children between the ages of 4 to 12 years of age. 

Participants will be a mixed group of children referred to services related to 

developmental concerns and a normalized group of children of a similar 

age not pre-selected for developmental concerns. 

 

                                                           
1 All research that is either externally funded or greater than minimal risk must be reviewed by the full 

Board 
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III. METHODS 

Approximate number of subjects: 60 

Subjects will be (check only if applicable): 

  X   minors (under 18) 

       involuntarily institutionalized 

    _ mentally handicapped 

Describe in detail how the subjects will be selected and recruited: 

Children presenting at the ACI, whose age is within the age of 4 to 12 will 

be solicited to use their archival data in the study. Parents whose children 

fit the research criteria will be given information about the study including 

an approved Consent for Participation Form.  Those agreeing will be 

included in the study.  

All participants will be assured that the services with the ACI will not be 

affected in any manner due to their participation with this program. The 

first 15 female and 15 male participants will form the first group. 

Further participants will be recruited a specific private local elementary 

school who has volunteered to partner with the ACI on this project.  A 

letter describing the study will be distributed to parents of children 

randomly selected within the required age range.  Interested parents will 

call the ACI and be given an Informed Consent Form. The first 15 female 

and 15 male volunteers will form the school based group. 
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Describe exactly what will be done to subjects once they have agreed to 

participate in the project: 

All children and parents that agree to be included in the study will then 

participate in two evaluation sessions (one completing the Portage 1 

interview and the other completing the VABS Arabic Version). At least 

one caretaker and the identified child will attend.  Each session will last no 

more than two hours (mean time for completion is 1 hour).  

Upon completion each parent will receive one session explaining the 

results and any service recommendations with appropriate referral. 

What incentives will be offered, if any? The Portage 1 and VABS 

(Arabic Version) will be given to all 30 children free of charge a value of 

approximately 300 shekels 

IV. RISKS/BENEFITS TO PARTICIPANTS 

Identify possible risks to subjects: 

(NOTE: These may be of a physical, psychological, social or legal nature. 

If subjects are vulnerable populations, or if risks are more than minimal, 

please describe what additional safeguards will be taken.) 

There are few risks to the participants in the study.   

There will be mental health professionals available for each session.  
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If emotional reactions to the questionnaires or interviews are noted or 

further individual support requested participants will be given immediate 

support and then referred to an appropriate mental health provider as the 

ACI does not provide services to adults. 

What are the benefits and how will they be optimized? 

The potential benefits to the children and families are significant. Early 

identification of developmental concerns is crucial in obtaining appropriate 

services   

For the children presenting with developmental concerns the VABS Arabic 

Version offers an expanded diagnostic process that is internationally 

standardized and accepted leading to a deeper understanding of their 

individual functioning and challenges.   

For children with no initial developmental concerns the VABS Arabic 

Version will offer an in-depth screening of developmental milestones and 

may indicate areas of both need and strength.  

Do benefits outweigh risks in your opinion?  Yes    X          NO 

Are there potential legal risks to the Principal Investigator or 

University?  Yes   No X 

V. INFORMED CONSENT 

Describe how participants will be informed about the research before they 

give their consent. Be sure to submit with this protocol a copy of the 



138 

informed consent/assent letter(s) you will use. Please prepare your 

informed consent letter at the 8th grade reading level or lower as dictated 

by the needs of the subjects. (See IRB website for required elements of an 

informed consent.) 

Parents will receive written information and if requested a verbal 

explanation of the VABS Arabic Version.   

Participants will receive information verbally about the benefits and 

potential risks to their participation. 

Lastly before participating in the evaluation sessions parents will sign a 

written consent form that will be verbally reviewed by the evaluator. 

VI. PRIVACY/CONFIDENTIALITY 

Please describe whether the research would involve observation or 

intrusion in situations where subjects have a reasonable expectation of 

privacy. If existing records are to be examined, has appropriate permission 

been sought; i.e. from institutions, subjects, physicians? What specific 

provisions have been made to protect the confidentiality of sensitive 

information about individuals? 

Each participant will be given a numeric code, held by the principle 

investigator in a locked file throughout the research. All data collected will 

be coded and any identifying information removed. 
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No information will be given to any outside entity without the written 

consent of the parent.     
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Appendix B 

Parent Information Letter 

 ،الاهالي الاعزاء

اختبار جديد يتعلق في /معهد النجاح للطفولة يعمل في الوقت الحالي على التأكد من صلاحية مقياس

 النمو عند الطفل لاستخدامه في فلسطين.

( هو اختبار موحد على الصعيد الدولي والذي تم استخدامه VABSمقياس فاينلاند للسلوك التكيفي )

. مقياس فاينلاند للسلوك التكيفي متوفر بعدة ٥٨٨٢صدار في عام ا سنة مع احدث ٠٨لاكثر من 

تم منح معهد النجاح  حتى جيل مئة عام.  لغات ويسُتخدم لقياس التطور الذاتي من سن الولادة

العربية  في اللغة  VABSلإنتاج الاصدار الرسمي الاول ل   VABSللطفولة إذن من مبتكر

  (.VABSAوللتحقق من صحته )

رت المشاركة في هذا الاختبار، سوف تشارك انت وطفلك في جلستين باستخدام مقياسين اذا اخت

يطُلب منك الاجابة عن اسئلة تتعلق بسلوكيات طفلك  سوف  النمو. /موحدين دولياً حول التطور

 الملائمة لجيله. وماضيه. وقد يطُلب من طفلك تنفيذ بعض المهام

اخصائيين نفسيين، يعملون في معهد النجاح للطفولة، بعد جلستي الاختبار، يحق لك بجلسة مع 

  لعرض ومراجعة نتائج الاختبارات بالاضافة الى الاستماع لتوصيات التي قد تتبع النتائج.

 المدرسة  إدارةاذا كنت ترغب في المشاركة في هذه الدراسة يرُجى التواصل مع 

 شكرا جزيلا على اهتمامكم
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Appendix C 

Informed Consent Form 

VABS Arabic Version 

 

 _____________________ة   /انا______________________________،والد

 -انا اتطوع للتسجيل كجزء من دراسة تهدف للتحقق من صحة مقياس فاينلاند للسلوك التكيفي

 (. VABSAالنسخه العربيه )

 انا على علم بما يلي: 

وليا حول النمو لدى الاطفال، تمت ترجمتهما للغة تشمل هذه الدراسه تقييمين موحديين د .1

العربية ويستخدمان لقياس المستوى التكيفي لدى الطفل حسب العمر البيولوجي. تعد هذه 

( عباره عن اداه مساعده في البيئة VABSAالدراسه لتحديد ما اذا كان هذا المقياس )

 الفلسطينية.    

ر على الخدمات التي يتلقاها طفلي من معهد مشاركتي هي من اختياري )تطوعية( ولن تؤث .2

 النجاح للطفوله بأي شكل من الأشكال. 

سأشارك في جلستين للتقييم مع طفلي )لا تزيد عن ساعتين كل جلسة( وسيتم استدعائي  .3

، يعمل لدى النفسيةلحضور جلسة للحصول ولطرح النتائج على يد اخصائي في الصحه 

 معهد النجاح للطفولة. 

 ( مجانا.VABSAالنسخه العربية ) –ياس فاينلاند للسلوك التكيفي سأتلقى مق .4

قد يطُلب خلال الجلسات سيطلب مني الاجابة على اسئلة حول سلوك طفلي وسجل نموه.  .5

 من طفلي تنفيذ بعض المهام التطوريه البسيطه الملائمة لجيله.
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معلومات حولي،  جميع المواد المكتوبة والمنشورة ستنظر في النتائج ككل ولن تقدم اي .6

 حول طفلي، او حول عائلتي كفرد. 

جميع الاستبيانات سوف يتم تشفيرها بالارقام ولن يتم ادراج اسمي، اسم طفلي واسم  .7

 عائلتي.

جميع المواد ستكون في منطقة امنة وموثوقة وسيتم فحصها فقط من قبل اعضاء الهيئة  .8

 الخاصة بالمشروع.

 يلي: الفوائد المتوقعه من مشاركتي هي ما

 زيادة المعلومات حول النمو في مرحلة الطفولة. .1

 زيادة المعرفة حول مستوى النمو لدى طفلي. .2

 معلومات حول الاحالة اذا لوحظ شيء مقلق بأي مجال من مجالات النمو لدى طفلي. .3

 لا توجد  نتائج سلبية متوقعه من المشاركة في هذه الدراسة.

بالتزامه بالمشاركة سيتم اخراجه من الدراسة  اذا قرر اي شخص انه لا يمكنه الاستمرار .1

 بدون عواقب. 

اذا شعر اي شخص بعدم الارتياح او اصبح منزعج بسبب المشاركة سيقدم له الدعم  .2

الفوري من اخصائيين الصحه النفسية وتوصيات لاستمرار خدمات الصحة النفسية 

 المجتمعية بالشكل المناسب. 

. يمكنني VABSAا اوافق بشكل تطوعي على المشاركة في دراسة انا على علم بالنقاط السابقة وان

 سحب موافقتي في أي وقت. 

 الاسم: ___________________________________      

 رقم الهاتف:_______________________________ 

 التوقيع: _________________________________

 __التاريخ: ________________________________
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Appendix D 

Parents Satisfaction Survey 

 الأهالي لدى االرض درجة لقياس إستبيان

  رأيك مع تتوافق التي الإجابة بدائرة أحط

 :عيقاتمأي مشاكل أو 

____________________________________________________________ 

 :المقياس في ملاحظتها تمت قوة طانق أي

____________________________________________________________ 

 :والتغيير للتحسين قتراحاتإ أو ملاحظات أي

____________________________________________________________ 

 

 شكراً جزيلاً لتعاونكم 

 

كيف كانت تجربتك 

  العامة خلال المقابلة 

 غير مفيد بتاتاً  غير مفيد محايد مفيد  نوعاً ما مفيد  جداً 

 محتوى الأسئلة

 

 غير مفيد بتاتاً  غير مفيد محايد مفيد  نوعاً ما مفيد  جداً 

طريقة تقديم النتائج 

 )مكتوبة(

 غير مفيد بتاتاً  غير مفيد محايد مفيد  نوعاً ما مفيد  جداً 

المعلومات الواردة في 

 النتائج

 غير مفيد بتاتاً  غير مفيد محايد مفيد  نوعاً ما مفيد  جداً 

غير مناسب  غير مناسب محايد مناسب نوعاً ما مناسب  جداً  المقابلة  مدة

 بتاتاً 
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Appendix E: 

Developmental Profile of the Portage Program  
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Appendix F 

Parents Satisfaction Survey 
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 جامعة النجاح الوطنية 

 كلية الدراسات العليا

 

التحقق من صحة مقياس فاينلاند للسلوك التكيفي في اللغة العربية ضمن السياق 

 الفلسطيني

 

 إعداد

 سوار سعاده عبد الستار عبد القادر

 

 

 إشراف

 د. دينيز بيرت

 د. علي بركات

 

 
 

لماجستير في علم النفس الاكلينيكي بكلية قدمت هذه الأطروحة استكمالًا لمتطلبات درجة ا
 فلسطين -الدراسات العليا في جامعة النجاح الوطنية في نابلس
9102 



 ب

 التحقق من صحة مقياس فاينلاند للسلوك التكيفي في اللغة العربية ضمن السياق الفلسطيني
 إعداد

 سوار سعاده عبد الستار عبد القادر
 إشراف

 د. دينيز بيرت
 د. علي بركات

 الملخص

اليوم هناك حاجة ناشئة لأدوات التقييم النفسي التي يمكن استخدامها داخل وعبر الثقافات 
ستخدام نسخة عربية من إوالدول. كان الهدف من هذا البحث هو تحديد ما إذا كان من الممكن 

سياق طفال في الدى الألقياس السلوك التكيفي ل II (II-VABS) –مقياس فاينلاند للسلوك التكيفي 
الفلسطيني. هذه الدراسة كانت دراسة غير تجريبية مع عينة ملائمة تبحث العلاقة بين نتائج الأبعاد 

تم  ;تم تحليل عينتين من المشاركين .Portageومقياس  VABS-IIنتائج  ;في كلا الاختبارين
نتاج عينة  أعمارهم بين من الذكور والإناث من الأطفال )الذين تتراوح  65مجموعها  ملائمةجمع وا 

( بما في ذلك مجموعة من الأطفال ذوي خطورة عالية الذين أحيلوا إلى مركز محلي متعدد 2-9
(. المجموعة الضابطة تألفت من أطفال 25الخدمات للاضطرابات التطورية العصبية )العدد = 

نتائج أنه (. أظهرت ال03ملتحقين بمدرسة ابتدائية خاصة محلية في شمال الضفة الغربية )العدد = 
في المجالات التطورية الخمسة التي تم اختبارها )الادراكي, الاتصالي, الاجتماعي, المهارات 

كانت اختلافات ملحوظة ذات دلالة احصائية في بعض  الحركية, ومهارات الحياة اليومية(
لوحظت اختلافات طفيفة في المجال الادراكي والمهارات المجالات لدى المجموعة الضابطة. 

الحركية لدى بعض المجموعات الفرعية التي قد تكون لها صلة بالاختلافات في نطاق المهام 
لم تكن هناك اختلافات ملحوظة لدى مجموعة الاطفال ذوي  ,بينما المستخدمة في كل اختبار.

هي  VABS-II من خطورة عالية. الدلالات المترتبة على هذه النتائج هي أن النسخة العربية
ب لتقييم السلوك التكيفي وغير التكيفي في السياق فلسطيني حيث أنه يفي بمعيار مقياس مناس

البورتج  اختبار المقاييس التي تم التحقق من صحتها سابقاً مع إضافة الفائدة غير المتوفرة في
(Portage بما في ذلك مقياس السلوك التكيفي الشامل, مقياس السلوك غير التكيفي, نتائج ,)- 



 ج

T ضافية إبحاث أ. 93, ومقاييس موحدة للعمر الشامل والكامل من سن الولادة حتى جيل الموحدة
في الفئات العمرية الأكبر سناً  VABS-IIستكشاف المزيد من التحقيقات لتقييم كفاءة لاتلزم 

 والأصغر سناً غير المدرجة في هذه الدراسة.



 أ

 

 


