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ABSTRACT 

Objective. To determine high school pupils' attitudes towards adolescents with special needs (for example: TS); to learn what 
they know about the symptomatology and the exceptional behavior of TS; and what they think about their social future. 

Methods. Ninety-nine pupils participated in the study. Their mean age was 16.7 • 0.8 years. Forty-eight point five percent were 
boys, and the rest girls. They completed a questionnaire concerning knowledge and attitudes towards adolescents with special 
needs (diagnosed as TS). They had participated in lessons and class talks about handicapped children with psycho behavioral 
symptoms. 

Results. The scores for their knowledge were at a level of 68.9%. Half of the pupils knew and responded correctly that TS was 
of genetic origin; but the most important: they expressed a comprehensive and tolerant attitude towards impaired behavior in 
TS at a level of 55.3%. The tolerant attitude increased with advancing age and with school grades. The attitudes were more 
comprehensive in families suffering form their own emotional or other psychiatric difficulties. Forty-three point four percent of 
pupils understand and consider TS to be an emotional, behavioral and psychiatric entity. Sixty-two point six percent of pupils 
understand as well and believe that the disruptive behavior and outbursts in TS are involuntary and not under the adolescent's 
control. On the other hand, a quarter of the pupils see justification for repeated punishment of TS adolescents for their impaired 
behavior. Fifty-six point six percent of regular pupils were ready to develop friendship with TS classmates in spite of their 
unexpect and unruly behaviour. Eight-three point eight percent of pupils believe it is better to inform teachers and classmates 
about the impaired behavior of these TS adolescents. Concerning the future of these disabled adolescents, pupils scored a 
level of 44% for their optimistic beliefs about success in future life; 52% believe that in spite of all difficulties TS adolescents 
would be able to live an ordinary life, to raise a family and to work. 

Conclusions. It is crucial to improve pupils' attitudes in schools (as well as their teachers') towards adolescents with special 
needs (including TS). The authors recommend that TS be considered as a neuro-behavioral and psychiatric disorder; it should 
be considered as a disability, which calls for comprehension, (not punishment). It would also be of value to speak in classes 
about the handicaps and neurobehaviorallimitations for example of these TS adolescents, as well as about other pupils in school 
with special needs, in order to behave socially correctly towards them. The final aim will be that pupils in school will learn to 
accept the different child and adolescent as they are. [Indian J Pediatr 2006; 73 (12) : 1099-1104] 
E-mail : brookuzi@post.tau.ac.il 
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To authors  knowledge  till now there are not regular  
lessons in school concerning the social attitude towards 
handicapped people; there are sporadic class talks dealing 
with disabled persons; it had not become an integral part 
of school lessons. Tourette had been chosen by authors as 
example of child who have special needs. Toure t te ' s  
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syndrome (TS) is a neuropsychia t ry  condition, 1 these 
adolescents have functional impainnent  in behavioral 
inhibition. TM Their self-esteem decreases, s their quality of 
life (QOL) as well as their family functioning is adversely 
affected. 6-7 Their QOL depend upon the severity of their 
symptoms and the existing comorbidity. 8-9 TS is expressed 
in many ways, and the clinical picture varies from one 
adolescent  to another .  The comorb id i t y  includes:  
obsessive-compulsive disorder (OCD),(up to 62.5% in 
TS) ~~ attention deficit and hyperactivity disorder (ADHD), 
(up to 70% of TS) 11 learning disabilities (LD), anxiety, 
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tension, excessive worry, immaturity, mood changes, - 
depress ion ,  execut ive  dys func t ion ,  sleep disorder ,  
nocturnal  enuresis  (even up to the age of 14 years),  
oppos i t iona l  def iant  d i sorder  (ODD) and conduc t  
disorder (CD)} 2-I~ The behavioral psychiatric disturbances 
are expressed in the 12-16 year age group; they include: 
rage attack, coprolalia, discipline problems, disturbed 
behavior,  conduct  disorders and self-injury, ls-17 The 
prevalence is worldwide and is between 0.05-0.1% in the 
general population. 12 In the 13-14 year age group, among 
school populations (in the UK), the prevalence is as much 
as 3%} s 

Adolescents diagnosed with TS have to face many 
difficulties during their years of school attendance, even 
though their IQ is generally normal or even higher. These 
difficulties are the result of the association of TS with 
ADHD; it also predict  poor  school per formance  and 
academic failure; 19 that association (of TS / ADHD / LD) 
increase as well the risk of peer relationship problems. 2~ 

According to parents, the most difficult problem is 
their short temper; they arguing about everything. 21 They 
will have difficulties at school, with peers and in their 
family dynamics. 22 Behavioral disturbances cause their 
social disintegration. 6 Their conduct disorder includes: 
lying, thievery, fights, vandalism, alcohol consumption, 
drug abuse and animal abuse} 3 These antisocial behaviors 
may lead them towards confrontations with the law. 

Special emphasis should be given to certain issues in 
TS: While he is angry the adolescents '  coprolalia may 
become a fequent  reaction; this represents an organic 
failure of prefrontal inhibition control. 24-2s Concerning 
rage, and explosive behavior-once the outbursts  had 
begun- it is almost impossible to stop them and may end 
with self-injury} 6 These handicapped adolescents need a 
pro longed  patience, forgiving and a comprehens ive  
attitude towards their unruly behavior; they should be 
eva lua ted  for the severi ty  of their  symptoms,  their  
weakness ,  peer  and family impa i red  relat ionship.  ~ 
AACAP (No. 55) recommends teaching the adolescent to 
control his anger (for example by cognitive behavioral 
treatment); to convince him to assume responsibility for 
his act ions,  while  at the same t ime to accept their  
consequences (punishments) of his disruptive behavior. 2; 
Special efforts should be made to prevent school failure 
and drop-out. 2s 

As for prognosis, TS lasts for a whole lifetime} 9 There 
is a stabilization of symptoms in adul thood,  with an 
increase in sever i ty  unde r  s t ressful  si tuations.  The 
outcome depends upon: presence of comorbidity, coping 
capacity, interpersonal relationships, impulse control, 
effect ive s y m p t o m  managemen t ,  family  and social 
support. 3~ 

The aims of the present  s tudy were as follows: to 
determine what  is the high school pupils '  knowledge 
about TS, as a model of adolescents with special needs; to 
determine what is the high school pupils' social attitude 
towards  TS, and their  d i s rup t ive  behavior ;  and to 

determine what high school pupils think if TS adolescents 
will be able to manage social regular life in their future. 

MATERIAL AND METHODS 

Ninety-nine high school pupils took part in the present 
study. They were studying in three classes which were 
chosen at random (among 24 classes)- in grades: 10, 11, 
and 12 in an academic high school in the city of Holon, 
which is the fourth largest city in Israel. Their families 
belong to a medium socio-economic level. Data of the 
pupils are shown in Table 1. 

TA~r~ 1. Data of Participants (n=99) 

Age (years) 16.7+ 0.8 
Sex (ratio): 

Boys: Girls(%) 48.5 + 51.5 
Grade: 

10 26.3% 
11 40.4% 
12 33.3% 

Marks (%) 77.8+14.8 
Parental age (years): 

Father 49.6_+5.5 
Mother 45.5_+4.1 

No of persons in the home 4.5+1.2 
No of rooms in file home 3.5_+1.4 
Years of study: 

Father 12.2+3.2 
Mother 12.1+2.7 

Parental professions (%): Father Mother 
Academic 22.2 15.2 
Teaching 3.0 21.2 
Technical 34.3 11.1 
Commercial 40.5 22.2 
Housekeeper 30.3 

Previous knowledge and recognition 58.6% 
of a person with ADHD/TS 
Previous knowledge and recognition 44.4% 
of a person with OCD 
Psychiatric problems in the family 12.1% 

For some months before the study, there were several 
talks and discussions in their classes about  disabled 
pupils, handicapped and children with special needs; 
these lectures were conducted by their teachers, school 
nurse and physician, and an educational advisor. The 
topics inc luded  ADHD, LD, TS, congeni ta l  
malformations,  genetic syndromes,  and handicapped 
individuals as a result of accidents, etc. Pupils in each 
class heard  at least two lectures  by the medical -  
educational staff A questionnaire created by the authors 
included 157 items in the initial version. After being 
tested for their judge validity by two pediatricians, two 
neurologists, a 'psychiatrist, two psychologists and two 
educa t iona l  advisors ,  86 i tems were  left  in the 
questionnaire. The following topics were included in the 
questionnaire: individual and demographic information - 
14 items; TS knowledge - 38 items; attitudes towards TS 
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35 i tems; the fu tu re  a n d  f o l l o w - u p  of TS a d o l e s c e n t s  -5 
items; Example  often ques t ions  t rom the ques t ionna i re  are 
p r e s e n t e d  in A p p e n d i x  A Th e  s ta t i s t ica l  a n a l y s i s  w a s  
done  by  the Ep idemio log i ca l  Uni t  of the med i ca l  cen te r  
and ut i l ized averages,  a t-test an d  correlat ions.  Statistical 
~ignificance was  set at p<0.05. 

RESULTS 

l-he scor ing of pupi l s '  k n o w l e d g e  about  TS is p resen ted  in 
Table 2. A h igher  score s ignif ies  bet ter  knowledge .  Pupi l s  
achieved a level of 68.9%. The scoring of pup i l s '  a t t i tudes  
t owards  TS is p r e s e n t e d  in  Table l  3a a n d  3b. A h i g h e r  
score s ignif ies  a m o r e  c o m p r e h e n s i v e  an d  m o r e  to le ran t  
a t t i tude .  Pup i l s  a ch i eved  a level  of 55.3%. A s i g n i f i c an t  
co r r e l a t i on  was  f o u n d  b e t w e e n  p o s i t i v e  a t t i t u d e s  a n d  
increas ing age (r=0.375; p=0.01). 

Yet th i r ty-one  percent  of pup i l s  bel ieve TS adolescen ts  
can  con t ro l  a n d  s top  the i r  tics or  d i s r u p t i v e  b e h a v i o r  
when  they wan t  (incorrect).  62.6'};, bel ieve that o u t b u r s t s  

"I ,~BI t 2. Pupils Knowledge  about TS 

l'u pils No. Score 

Grade: 
10 24 203 
I 1 34 19.7 4. 4.1 
12 26 20.8 _+ 4.2 

Total 84 20.2 -'- 3.9 
Boys 41 19.64.3.8 
Girls 43 20.9 • 3.9 

Pupils having problems in 216• 4.3 
Psychiatrics the family 

Statistics: N.S 

Responses to some questions: 
i 1) Prevalence of TS among adolescents: posit answere Response 

< 1% 32.3% Correct 
10% 55.6% Incorrect 
25% 6.1% Incorrect 

(2) Background ,)t IS J~ genetic 46.5~ Correct 
(3) TS can be completely cured 46.5~ Incorrect 

by Alternative Medicine 

of TS adolescen ts  are not  u n d e r  h i s / h e r  control (correct). 
43.4% of pup i l s  bel ieve TS is an emot iona l  and  psychiatr ic  
d isease  (correct). Pup i l s '  t hough t s  abou t  the  fu ture  of TS 
adolescents  are s u m m a r i z e d  in Table  4. Pup i l s  achieved a 
level  of 44% for the i r  be l ie fs  a b o u t  t he i r  f u t u r e  life. A 
h igher  score s ignif ies  posi t ive faith in their  future.  

TABLE 3^. Pupils  Attitudes Towards TS 

Score 
Pupils No of pupils (min:46/max: 226) 

Grade: 
10 24 1188 + 491 
11 34 1292 • 51.3 
12 26 127.3 4- 50.9 

Total 84 126.2 • 54.2 
Boys 41 196• 
Girls 43 133.2 _+ 53.8 

Pupils having psychiatric 
problems in the family 133.3• Statistics: N.S 

TAULs 3e. Pupils  Attitudes Towards TS (in certain questions) 

IQ in TS in comparison with normal peers is: Responding 
positively (%) 

33.3 
55.6 
l i d  

Low 
Medium 
High 

Self-esteem in TS m comparison with normal peers is: 
Low 650 
Medium 25.3 
High 9.] 

I'S adolescents are considered as having special needs 
People should: 

Empathize with TS adolescents regardless of 
their curses: 44 
Agree to sit near him in class 56.6 
Agree to develop friendships with TS adolescents 
and to invite him to h~s home 56.6 
All pupils in a class should be informed about TS 
adolescents' symptoms and behavior 838 

On the other hand: 
TS adolescents should be severely punished in 
order to currect their disruptive behavior. 27.3 
Each act of physical violence by TS adolescents 
should result in a police fiR" 24.2 

SIgmhcant correlat,uns were found between the following beliefs and statments: 

Supportive attitudes'and tolerance 
tuwards TS adolescents- with 
FS is a 'psychiatric disease-with 

IS adole~.ent~ are ~,hurt tempered- 

l S adolesLents can be creatiw" 

Fannly expense:-, m "['S are 
c'norrrlou s 
I'S adolescents argue about 
everything- 

Higher grades level 

TS adolescents can control their 
symptoms (including anger and 
outbursts) 
TS adolescents argue about 
everything and threaten others 
I S adolescents can be proficient 
with music, sport or cumputers 
Most families otTS adolescents are 
broken 
TS adolescents always reject 
responsibility, on others 

0.375 

02 

0375 

0.444 
0.4 

(I.505 

0.0I 

0 047 

0000 

0.00(1 
0.000 

0.0(1(i 
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I'Ai'.LE 4. Pupils Beliefs about FS Adolescents' Future 

Pupils No. Score 

Grade: 
10 24 2.6 _+ 1.7 
I 1 3 4  2 . 0  _ 1 .3  

12 26 2.0 4- 1.2 
Total 84 2.2 4- 1.5 

Boys 41 2.1 4- 1.5 
Girls 43 2.3 4- 1.3 

Responses to some questions: 

il) Think TS adolescents will drop out of school 
/2) Think TS adolelscents will be able to serve in 

the army 
~3) Think TS adolelscents will build a regular 

family life 

Statistics: N.S 
Responding 

positively (%) 
80.8 

DISCUSSION 

Concerning pupils' knowledge about TS, a score of 70% is 
considered quite good; this is probably a result of lectures, 
talks in class and discussions by medico-educational  
professionals. The topic of these sessions was adolescents  

with special needs, taking TS as a model. 
But the most important findings in the present study 

was: the score pupils  received for their  tolerant and 
~omprehens ive  a t t i tudes  toward  TS symptoms  and 
impaired behavior; it was at a level of 56%. Pupils who 
had psychiatric difficulties in their family received even 
higher scores (59%). Twenty-seven percent of pupils still 
believe that there is always a place to severely punish TS 
adolescents for their disruptive and unruly behavior. 
Fhey believe that punishment  will correct and change 
their violence and antisocial behavior. Pupils' attitude is 
influence by: the severity of their symptoms,  kind of 
relationship with TS adolescents, prevalence of quarrels 
with him; The authors should remember that TS suffer 
from a ma rke d  de lay  (of years)  in their  emot ional-  
behavioral and social maturity. ~ lJndback et al pointed out 
that more than half of TS children's experience serious 
problems with their emotional-behavioral functioning, 3~ 
Interacting withTS adolescents is not easy for their peers, 
nor for their family members. It is also difficult for their 
classmates, as well as for their teachers to accept their 
impudence, curses, impulsive and disruptive behavior. 32 
According to parents, the most difficult problems in TS 
are those associated with ADHD and LD. s3 Coming et al 

pointed out that TS pupils will have school problems with 
educational handicap. 34 Kurlan mention that 25% of TS 
pupils require special education. 3~ Most difficult of these 
symptoms to face is their uncontrollable outbursts of 
rage. 3~ The authors should consider TS as handicapped. 
Their d i s rupt ive  behavior  is t i resome and results in 
feeling of rejection by their peers.  37 In the s tudy of 
Friedrich et aI regular pupils scored TS adolescents less 
positively. 3~ Champion et al pointed out that in most cases 
those who  express  a more u n d e r s t a n d i n g  a t t i tude  

towards their impaired behavior are their close family 
members  (parent or sibling), a n d / o r  closed friends. ~9 
Car ter  et al poin ted  out  that  social and emot iona l  
adjustment in TS is influence by family functioning and 
parental  support .  TM Surpr is ingly in many  cases their 
antisocial behavior is directed towards members of their 
close family (again: parents or sibling); the whole family 
functioning becomes chaotic. Seventy-nine percent of 
pupils believe that TS should be considered as a real 
disability and apply to adolescents with special needs; 
this shows that these pupils understand that for example, 
the impaired behavior of TS is not the result of parental 
failure in their education, but a neuro-behavioral issue; 
yet Budman et al pointed out that their outbursts  and 
disruptive behavior express an organic dysfunction of 
their brain. 4~ Twenty-seven percent  of pupils  yet  are 
convinced that it is mandatory to repeatedly punish TS 
adolescents ,  in o rder  to change their  unaccep tab le  
behavior with violence. In school there is also a sever lack 
of knowledge about TS symptoms among their teachers. 41 
Lagiewka-Cook et al pointed out that it is crucial to inform 
their teachers about the neurobehavioral uncontrolled 
symptoms of TS. 32 One quarter of the pupils think that in 
case TS adolescents apply violence the police should be 
involved.  In their  op in ion  and as p r e v e n t i o n  TS 
adolescents should be firmly told beforehand that their 
impulsive and violent behavior would be of necessity 
punished. 

Wang et al mention that the most important thing for 
TS is: understanding and acceptance from their family, 
teachers and friends. 42 Fifty-seven percent  of pupils  
declared they are ready to develop a friendship with a TS 
classmate or sit next to h i m / h e r  in class in spite of his 
behavior; This is really a positive attitude. Eighty-three 
percent of pupils believe there is a risk of school dropout, 
as a result of their learning disabilities, being realistic and 
familiar with the association of TS and ADHD/LD.  In 
spite of difficulties, pupi ls  believe that adolescents  
d iagnosed  with TS can excel in music,  spor ts  or 
computers; they see the potential and positive character of 
TS adolescents. Fifty-two percent  of pupils  think TS 
adolescents will be able to serve in the army, despite their 
d isc ipl inary  and behaviora l  difficulties.  Thi r ty -one  
percent of pupils believe TS adolescents will be able to 
finally lead a normal family life; two thirds (66%) of the 
pupils are not sure about the future of TS life. 

CONCLUSION 

TS should be considered by medical and educational 
professionals as a group of adolescents with special 
needs. Teachers, as well as their classmates, should be 
in formed  and u p d a t e d  about  the n o n - v o l u n t a r y  
symptoms of TS. They should have a special learning 
program (with less theoretical and less academic lessons). 
Head teachers and educational advisors will build that 
program according to his educational disabilities. That 
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personal program Medical and educational professionals 
should  talk to pupi l s  in  their classes about  disabil i t ies,  
handicapped,  pupi ls  with chronic disorders and  special 
needs. That kind of social educat ion should be regularly 
introduced in class du r ing  all years of school attendance,  
s t a r t i n g  e v e n  f rom k i n d e r g a r t e n .  T o l e r a n t  a n d  
unqerstanding attitudes towards handicapped people will 
strengthen moral forces of their society. 

CLINICAL IMPLICATION 

Regular teaching and discussions should be unde r t aken  
in class about  disabled children, adolescents and adul ts  
with special needs.  Pupi l s  should  see them as pe r sons  
wi th  congen i t a l  or a c q u i r e d  d i sab i l i ty ,  wh ich  m e a n s  
adolescents with special needs. Educational committee in 
school will create a personal school program, according to 
their capacity. School nurses  and  physicians,  as well  as 
e d u c a t i o n a l  a d v i s o r s  s h o u l d  p a r t i c i p a t e  in  t hese  
educational lessons and social teaching. The Ministries of 
Education and  Health should  instruct  the teachers; they 
should receive upda ted  guidance concerning these topics; 
they shou ld  be a pos i t i ve  m o d e l  and  try to p e r s u a d e  
pupils  in their class to be more tolerant, to exhibit  more  
patience and if possible to encourage these hand icapped  
people. 

APPENDIX A: EXANRPLES OF TEN ITEMS FROM 
THE QUESTIONNAIRE ON TS 

Knowledge 
�9 The prevalence of TS among  sdlool pupils  is 1%, 10% 

or 35%? 
�9 The r eason  for TS d e v e l o p m e n t  is gene t ic  a nd  is 

transmitted from paren t  to child. 
�9 The outbursts  and uncontrol led  behavior  (in TS) are 

the result of drug abuse. 
�9 Most of these children suffer from ADHD and OCD. 
�9 Can these children in spite of their difficulties succeed 

in the f ie lds  of m u s i c ,  spo r t  and!  or c o m p u t e r  
technology? 

Attitudes 
�9 Do you believe an adolescent with TS can control and 

stop his outbursts  and disrupt ive behavior  when  he 
wants? 

�9 Is it a lways  correct to p u n i s h  these adolescents  in 
order to control their impaired behavior? 

�9 Would you agree to sit in class next to a TS pupil? 
�9 Would  you  agree to deve lop  a social r e l a t ionsh ip  

with a TS adolescent and invite him to your  home? 
�9 Is there a possibi l i ty  that  these adolescents  will be 

able to bui ld a regular family life? 
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