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CHAPTER I

mrRODUCTION

Minnesota, as the majority of other states in the nation,

has committed itself to a contemporary social process termed

"deinstitutionalization." In the context of providing residential

services to its mentally retarded citizens, deinstitutionalization

represents an attempt to reintegrate mentally retarded persons into

the community (Minnesota Department of Public Wel.f'are, 1974). This

process involves moving persons out of the state hospitals

(institutions) into smaller residential facilities located within

communities.

Minnesota has also identified a related need to improve

current practices of providing residential and program services

within an institutional setting under the topic of "community

Alternatives and Institutional Reform" (Minnesota state Planning

Agency, 1975). This procedure involves "refonning" the current

practices and programs conducted in the state hospitals to better

facilitate the reintegration of mentally retarded persons into the

community.

These two processes affecting mentally retarded persons

represent a major shift from the traditional approach of institu­

tionalizing persons in large, public operated, residential

institutions. The fact that this trend has developed recently was

1



2

pointed out by O'Connor and Justice (1973) who found that over 75

percent of 300 community residential facilities (eRF's) sampled had

opened in the last five years.

LocalJ.yJ the Center for Urban and Regional Affairs (CURA)

at the university of Minnesota has identified 241 cOIIIIlunity-based

residential treatment facilities in the Twin Cities area alone which

serve several disability groups. It reported that a majority had.

been developed in the l.as t three years (Citizens League J 1976).

Several. factors have contributed to this major shift in the

philosophy and practices of treatment of mentally retarded persons.

White and Wol..f'epsberger (1969) have traced the changing philosophies

back to the early 17th century and attribute current practices to a

broader understanding and acceptance of the mentally retarded by

society. Tizard (1970) offered empirical evidence of the

programmat ic and humane advantages of group homes located in the

community over institutional residence as an approach to the care

and training of the mentally retarded.

The courts have also played a major role in causing a shift

to community progra.m.s. Several class action suits brought against

institution personnel and their governmental counterparts have

directed institutional reforms and placements out of institutions

into community alternatives (PARe vs Pennsylvania, 1971; Welsch vs

Likins, 1974; Wyatt VB Stickney, 1971).

The national trend toward reintegration of mentally

retarded persons into the conmunity is clearly evident. Despite

this fact, little has been written about the organization and
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management of a community-based service delivery system. While the

extent of the movement is well documented and a number of' manuals

and rules for the process are available, there is little which

reflects e. management process based upon empirical matching of

resources to individual needs. Both the empirical match and the

management process are rare in the movement J but the management

process appears to be most crucial in its absent effect. This

study represents an effort to analyze one state's experience with

the deinstitutionalization movement and to develop a process for

the needed empirical match.

Background

The Minnesota Department of Public Welfare, under M.S. 245.70,

has been designated the authority "to administer a state-wide plan

for the constructi0n, equipment, maintenance and operati~n of any

facilities for the care, treatment, diagnosis, or rehabilitation of

the mentally retarded." Additionally, "the commissioner of public

welfare is authorized and directed to receive, administer and expend

any fUnds that may be available under any federal law or from a:ny

other source, public or private, for such purposes •• . ."
These two authorities combine to create a unique responsi-

bility for the department to direct and control fiscal incentives

and prescribe policies as they affect:

1. Transferring mentally retarded persons from the state
hospitals;
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2. Developing new community based residential facilitiesj

3. Assuring congruence between developing program
characteristics and identified needs of clients; and

4. Communicating system status data to the I~innesota

Legislature.

These four functions can only be accomplished ~th compre-

hensive and updated information on both the clients to be affected

and the service system which provides for them.

In the absence of an information base upon vrnich could be

built en adequate management system, the l~innesota Department of

Public welfare is faced with a serious administrative problem in

meeting its statutory responsibility.

Purpose of the study

The purpose of this study was to develop an information

base and recommend policies for administering the process which

moves mentally retarded residents from Minnesota state institutions

to community facilities. Key variables considered in this study

were the present numbers of residents and placement needs, deter-

mination of the fUnctional behavioral criteria for entry into and

exit from various types and levels of residential placements, the

rate of client movements and facility development, and determination

of differences among facilities based on size. An adaptive behavior

scal.e was used as the common instrument for individual client status

and progress and for description of program criteria and purpose.

Recommendations ~re to be offered for public policies, to be
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expressed in law, policy and procedures, to administer more

adequately the de institutionalization process in Minnesota.

Statement of the Problem

This study was designed to ans.....er the following eight

research questions:

1. What are the characteristics of existing community
residential facilities (CRF's) in Minnesota with
regard to location, size, extent of usage, population
characteristics and rate of growth?

2. What criteria are used for admission and discharge
decisiQns by CRF's in Minnesota and do these criteria
vary with size of the facility;

3. Do the services being provided by the CRF's match the
program needs of Minnesota's institutionalized
mentally retarded populat ion?

~. What are the specific training programs needed in the
state hospitals to prepare residents for transfer into
community residential programs?

5. ?rom ...mere are residents in CRF's admitted and to what
level of care are they discharged and at what rate?

6. Do CRF's experience problems with residents admitted
from state hospitals different from those admitted from
other sources?

7. How many residents currently residing in state
hospitals meet the existing criteria for community
placement?

8. What behavioral deficits most contribute to
ineligibility for community placement?

In addition to using descriptive data in answering the

above questions, the following two null hypotheses were to be

tested:
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1. There are no significant differences in admission
criteria of eRF'S in Minnesota based on size of
facility as measured on the 18 domains in the
:aehavioral scales ot the Minnesota Develop:nental
Programming System.

2. There are no significant differences in discharge
criteria of em" s in Minnesota based on size of
facility as measured on the 18 domains in the
Behavioral Scales of the Minnesota Developmental
Programming System.

Since it was kn~~ that more smaller facilities were under

development than larger ones, these t~~ hypotheses were tested to

determine if size of facility contributed to program emphasis and

level of disability served.

Definitions of Te~

Apartment Training Program. Serves adults attending

community vocational training programs, sheltered employment,

supervised or independent employment.

Community Residential Facility (CRF). A non-public pro-

gram providing residential services for more than four mentally

retarded persons and located within a community setting.

Continuum of Residential Programs. See APpendix D for a

complete listing of' the "continuum. of Residential Programs" as

offered in the CAIR (1975) Report, pages 51-54.

Deinstitutionalization. "Deinstitutionaliza.tion encom-

passes three inter-related processes: (a) Prevention of admission

by finding and developing alternative community methods of care

and training, (b) Return to the cOI!lIIl\U'l.ity of all. residents who
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have been prepared through programs for habilitation and training

to function adequately in appropriate local settings, and

(c) Establishment and maintenance of a responsive residential

environment which protects human and civil rights and which contri­

butes to the expeditious return of the individual to normal com­

munity living, whenever possible [Scheerenberger, 1974]."

Foster Homes. Serves individuals having a wide range of

developmental handicaps, exclusive of severe or chronic medical

problems.

Independent Living. Unsupervised residence in the community

without structured program services provided by the residence owner.

Institution. A public operated (state funded), residential,

24-hour care facility providing a total array of health and program

support services to its mentally retarded residents.

Intermediate Care Facility - General (ICF/G). A

residential program serving persons requiring a level of care above

board and lodging but lower than skilled nurs ing care.

Intermediate Care Facility - Mentally Retarded (ICF/~rn).

A residential program. serving persons who are mentally retarded or

who have a related disability who require an active treatment and

habilitative plan but who do not require skilled nursing care.

These programs in Minnesota are fUnded under Title XIX of the 1974

amendments of the Social Security Act.

Mental Retardation. 1t ••• refers to significantly sub­

average general intellectual functioning existing concurrently
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with deficits in adaptive behavior and manifested during the

developmental period [Grossman, 1973]."

Natural Home. Residence at wnicb a mental..1y retarded

person lives with his biological or legally adoptive parents or

blood relatives.

Resident. A mentally retarded person residing in a com­

munity residential facility or institution.

Skilled NUrsing Facility (SNF). A residential program

that provides for those persons requiring 24-hour per day skilled

nursing care and treatment. This category represents the highest

level of residential care in I'linnesota.

state Hospital. A Minnesota state hospital operated ...-i.th

public funds and operated by the Residential Services Bureau of the

Minnesota Department of' Public Welfare (same as institution).

Importance of the study

Several serious consequences could result if appropriate

controls are not designed to manage the rate of program develop­

ment in the community. Additiona.lJ.y, unless consideration is given

to the specific program needs of the clients served in terms more

meaningful than classification by age and level of general intel­

ligence, serious gaps in the service continuum are likely to

develop. Both the Minnesota House of Representatives and the

Senate have assigned staff to evaluate Minnesota's efforts,

specifically those of the Department of PUblic welfare, with
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de institutionalization. Without the information base developed in

this study, DPW will not be in a position to formulate informed

estimates and projections for the Legislature. The audience

interested in the results of this study is large, and the action

policies expected to result are of considerable importance.

Limitations of the study

The following limitations apply to this study:

1. Four persons collected the data for this study.

Despite the common data collection format, instructions,

and training, some differences in interpretations of

information collected at the interviews are likely.

2. The record-keeping practices of CRF! 5 in Minnes ota

ranged from complete to non-existent. The data used in

this study were for some comcunity residential

facilities far more detailed than had ever before been

rec;.uested.

3. The service system under study is cyclical and, as a

result, is constantly changing. The data for this

study were collected over a two·month time span.

During that time period changes may have occurred.

4. providers in CRF's had never been asked for admission

and discharge criteria in such detail before, nor was

it possible to compare their detailed responses to

their actual practices.
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5. Ifo statistical estimates 'Were possible on the validity

or reliability of the questionnaire and interview.

6. No inferences as to the representativeness of Minnesota

to the nation is made. This study reports on the

conditions of one state, Minnesota, only.

•



CHAPrER II

REVIEW OF LITERATURE

National Overview

An overview of the literature revealed that, in spite of

nationwide acceptance of the deinstitutionalization process

(Kennedy, 1963), little information existed that delineated

specific management strategies to control that process.

Over the past two decades a movement to deinstitutionalize

citizens in facilities of the mentally retarded has arisen in this

cOW1try (Joint Commission on Mental Illness and Health, 1961).

Recognition of the value of famUy living for those who are

mentally retarded has led to a broad shift from custodial care in

state institutions to placement in the community, under the premise

that the community residential facilities (CRF's) permit the

maintenance or development of behaviors that are as culturally

nonnative as possible (Brown, Windle and stewart, 1959; Wolf'ens­

berger, 1972).

Between 1960 and 1969 the United states of America

experienced a population shift of 30,000 retarded persons from

institutions to CRF's (Office of Mental Retardation Coordination,

1972 ) •

The value of providing a normalized environment was

described by Nirje (19'69) who stated that, "AS I see it, the

II

•
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normalization principle means making available to the mentally

retarded patterns and conditions of everyday life which are as

close as possible to nonns and patterns of the mainstream of

society [p. 181-]."

When describing the deinstitutionalization trend, Budde

(1972) reported that institutions have been expected to adopt pro-

grwms based on the normalization principle. However, he stated

that this task, expecting that institutionalized persons will

f'unction normally in society, seems to attack the very premise of

institutional tradition.

In 1974 Sheerenberger defined the concept of deinstitution-

alization as encompassing three interrelated processes. They

include:

a) Prevention of admission by finding and developing
alternative methods of care and training, b) Return to
the community of all res idents who have been prepared
through programs for habilitation and training to
function adequately in appropriate local settings, and
c) Establishment and maintenance of a responsive resi­
dential environment which protects human and civil
rights and which contributes to the expeditious return
of' the individual to a normal comrnuni ty living whenever
possible [I'. 3].

At a conference in Maine, comprised of professionals in

the field of mental retardation, the definition of the deinstitu-

tionalization concept was expanded. Definitional statements were

WTitten that inclUded:

1. the dynamic process of assisting individuals to live
in the least restrictive environment possible,
promoting optimal growth and development •

•
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2. the development of a comprehensive community-based
continuum of services founded on individua .. needs.
The focus should be upon preventing society's
dependency on the institution as the only provider of
services.

3. the dynamic process of development of the individual
(adult and child) and the cOIllllI\U1ity resources and
attitudes to the point where the individual. can devE lop
to his or her optimum potential.

4. the development of options in the provision of servi :es
to a developmentally disabled person in an environmelt
that recognizes his individual needs so that he may
achieve his fullest potential.

5. a strategic process involving:

a) determination of individuals Yilo are appropriately
and inappropriately placed in the institution,

b) determination of what is needed by those inappro­
priately placed,

c) assistance of community resources in providing f)r
those who have been inappropriately placed,

d) improvement of programming for clients who are
appropriately placed,

e) development of in-home and community services thl.t
would enable parents and other caretakers to mai 1.­

tain the client in non-institutional settings, ald

f) establishment of rigorous screening mechanisms tJ
assure that inappropriate institutional placemen;s
are avoided.

It may be noted that this conference, while attempting to

define the process of deinstitutionalization, offered no manage-

ment model to operationalize the process.

Additionally, it was found that within the definition of

deinstitutionalization, assessment and accountability were implied

if not directly stated. Perhaps as an indication of the aroount of

•
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energy required to implement the theory of deinstitut1onalization,

the word "dynamic" is often used to describe the process (Bureau of

t-~entaJ. Retardation, State of Maine, 1974).

Although those authors stated that deinstitutionalization

is a desirable goal for persons who are mentally retarded, Scheeren-

berger (1974) has definitively stated that in order to achieve

deinstitutionalizatlon "much remains to be accomplished (po 1)."

The literature reveals that many states are experiencing

difficulty developing and implementing a process to operationalize

deinstitutionalization (Barten, 1975; Cbu and Trotter, 1974;

Jacobson, 1973; Schumach, 1974; Sills J 1975). Program excursions

into rapid, massive discharges as in California, New York and

r.~assachusettsJ have met \d.th less than unqua.1.ified approval (Barten,

1975; Sills, 1975).

In attempting to deinstitutionalize its hospitalized

population, California experienced a "storm of protest" over the

closure and threatened closure of state hospitals. It was charged

that little foresight was sho'WIl in determining the impact which

changes wouJ.d have on stafT, the residents, the community and local

administration. That state has also witnessed introduction of

legislation aimed at preventing the closure of additional state

hospitals (Barten, 1975).

Massachusetts has experienced organizational difficulties
•

in initiating a process for deinstitutionalization. Although their

program was viewed as a phase-down of the state hospitals with a

•
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concomitant build-up of community residential facilities, planning

was not detailed beyond that point. Severe problems continue to

be felt in the areas of' staff deployment and cost effectiveness

(Sills, 1975). On reporting the status of the deinstitutional­

ization process in Massachusetts Sills wrote, "The need for

evaluation is apparent immediately [p. 579]."

In the past several. years there has been evidence of a

growing demand for formal evaluation of hU!llB.n service programs

(Briar, 1973). Budde (1976) reported that there must be a major

shift to evaluate the service delivery system in terms of both pro­

ducts and process. This evaluation can be used to measure the

degree to which objectives and targets of deinstitutionalization

are fuJ..filled and the quality of the results obtained. It measures

how much output or cost effectiveness is achieved. It is evaluation

that makes possible the reallocation of priorities and of resources

on the basis of changing needs (Horld Health Organization, 1967).

The Stanford Research Institute (1974) conducted a con­

ference on the closing of state hospitals and determined that, if

the state hospital became a part of an integrated human services

delivery system rather than an exclusive provider of services to

the retarded, a systematic approach is required toward evaluation

of community care and the development of cost data. The growing

need and expectation for accountability through evaluation in com­

munity residential facilities has also been projected by Sitkei

(1976). He wrote that as the numbers of community residential

•
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facilities for developmentally disabled persons increase in the

next few years J several things will occur to those community

residential facilities. The expectations that he listed included:

1) the private community residential facility will be increasingly

dependent upon public funds, even though that may be an indirect

dependency J 2) to gain public support, government expectations for

accountability will have to be met, and 3) accountability will

require some standard reporting procedures) but will depend on out­

come evaluation to determine effectiveness (Sitkei, 1976). In

other 'WOr~ the expectation for evaluation research is to provide

a basis for both the monitoring and accountability of human services

programs (Rut~J 1973). V.eile (1974) hypothesized that the next

step in the development of monitoring and evaluation is the per­

ception of the community of local services as being either "good"

or "poor" as deinstitutionalization occurs.

In discussing new approaches to decision making in human

services, Wolfensberger (1969) proposed the advent of a cost­

benefit policy as a part of the management process. This policy

implied that the approach is to attain, within certain limits of

criteria, a goal of the least cost--the most favorable cost-benefit

ratio. Such an approach would distinguish between effectiveness and

efficiency, realizing that not all efficient approaches are

effective. This methodology for management would necessitate that

evaluation become an integral part of the human services delivery

system. To date research has been a luxury ",1.th services rarely

•
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being created on an empirical base, and rarely evaluated empirically

(Holfensberger, 1969).

It is apparent that decision-mB-~ing procedures need to be

altered from a "seat-of-the-pants" orientation to one ""here every

alternative is carefully considered and final selection of a plan

is based on clear and objective evidence (Sitke~J 1976). Sarason

(1971) presumed that one of the most frequent characteristics of

the process of deinstitutionalization and developing community

residential facilities is the failure or inability to list and

examine alternatives that are available. If alternatives are not

considered, there are two related consequences. Such failure

reinforces the weight of tradition, and it increases the level of

anxiety and conflict ~nich stems from considering and implementing

a departure from tradition. He further stated that in order to

avoid this situation, data must be available for administrative

decision making. Lozanoff (1976) also echoed the concern that

management and planning have been circumscribed with an historically

based and traditionally maintained political system which has

developed with minimal cognizance of the needs of clients and

instead has had maximal concern for perpetuating the established

system.

This concern was ~urther emphasized by Bolton (1973) who

believed that often evaluation efforts assess performance by

relying on "process indicators" such as caseloads and staff quali­

fications. He felt that an attempt should be made to define and

•
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measure human services outcomes directly. Subsequently, when known

outcomes can be associated with specific process indicators, appro­

priate conclusions may then be drawn concerning how desirable

results are to be achieved. According to McGee (1975) measurement

or evaluation of these outcomes to bring about social change must

deal with the marriage of both technology and humanization.

Rutman (1973) explained that evaluation research which is

used in hwnan services can meet two major goals: 1) To identify

the manner in which programs are carried out, particularly to

determine whether they were actually implemented in the manner

intended, and 2) To assess the importance of these programs on the

consumers of human services. Additionally, the decland for evalu­

ation will be necessary in areas of funding, accountability of the

program effectiveness, testing and improving practices within these

programs, as well as to aid in program development and policy

making. BUdde (1976) very simply stated that the principle of

formative management means that an organization has behavior and

this behavior can be identified, modified and shaped through

evaluation.

Attempts have been made to create a management system for

the process for de institutionalization (Datel, 1975; Kugel and

Wolfensberger, 1969; sit~ei, 1976). ~bile precise and comparable

techniques for program evaluation are not yet in general use, a

number of states have indicated that they are developing some of

the essential elements, such as a client-tracking system,

•
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formulated standards, cost-benefit accounting and quality assurance

methodology. Rutman (1973) believed that the specification and

measurement of the impact of a program's components were particularly

important since experts in the field of evaluation research

generally agree that evaluation of entire programs is often beyond

the capabilities of existing methodology.

Datel (1975) reported on the experiences of Virginia in

attempting a management system for deinstitutionalization. He

indicated that the Commonwealth of Virginia recognized that a

policy \o'ithout an implementing procedure is like ltfaith without

works.!! In concept, he said, the procedure is applicable to any

institutionalized citizen in any state. The model consists of five

main structural co~onents, each performing a service-integrating

function. A key activity is the individual case management infor­

mation or program evaluation system. In discussing specific

approaches to developing a management model, the Stanford Research

Institute (1974) also stressed the need for a client-tracking system.

from point of entry through the point of exit from the human ser­

vices delivery system. They stressed that some means of evaluation

must be the future for all mental health services.

Soforenko and stevens (1968) explained the "diffusion"

process of retarded people returning to the community as being a

five-step process including: 1) the awareness stage J 2) the

interest stage, 3) the evaluation stage, 4) the trial stage, and

5) the adoption stage.

•
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The monitoring and evaluation procedures require a great

deal of ilata that must not be allowed to endanger confidentiality

or overburden service providers with collection tasits (Horizon

House Institute for Research and Development, 1975).

Tizard (1970) reported that, in order to plan effectively

for different kinds or types of con~ity residential facilities for

the mentally retarded, data must be available on the nUJ:lbers of

clients needing services and their functional level in order to

define appropriate program types. These progra.::ls must then be sub­

jected to a variety of empirical evaluation models.

1·1ichigan developed the Program Development-Program "':anage­

ment System (?D-?~~) that, as a system, provided for a comprehensive

structure for program develop~ent and evaluation with data collected

with the 'lrnost efficient and effective methods" available. This

system requires that: 1) progr~ objectives be clearly defined,

2) appropriate evaluation measures be specified, and 3) a well

defined plan be developed for implementation, ~th the added warning

that many management tools, particularly those for industry and

agriculture settings, are quite rigid and uncompromising when applied

to human services (Sitkei, 1976).

Another warning was given by the Horizon iiouse Institute

for Research and Development (1975) in stating that, in the case

of continuity of care, establishing acequate procedures for the

monitoring and evaluation of programs can be made more difficult by

a decentralization system which relies upon the provision of ser­

vices through a network of local providers.
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This difficulty was also reported by Meile (1974) who took

the position that central control of programs serving the retarded

increases the likelihood of clear standards of evaluation.

Sitkei (1976) and Scheerenberger (1974) also delineated

models for deinstitutionalization, but starkly missing were

evaluation or management mechanisms as model components.

Copenhagen, Denmark, has developed and implemented a data

management system for the population of the mentally retarded in

that country. Client trackj,ng is achieved with information on

birthdate, address, the form of the services rendered and family

information. All admissions, changes in service measures, movement

and discharges are registered and entered into computer storage at

regional and central locations. All mentally retarded persons

receiving some kind of help are registered and given an identifi­

cation number as are all citizens of Denmark. By means of electronic

processing, the information provides on-going, up-to-date information

on all clients while collecting material for statistics and research

activities in the area of treatment, planning, administration and

client training. Bank-Mikkelson (1969) indicated belief that the

data would be of great value for comparative studies on an inter-

nat ional level.

Only two articles were found which delineated attempts to

record data on existing community residential facilities to show

current status and trends. Scheerenberger (1976) concluded that

communities are experiencing difficulty in providing the required

•
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integrated network of services and programs. He did not offer a

solution to the problem.

O'Connor and Sitkei (1975) attempted a nationwide survey

of community residential facilities to delineate problems

experienced by the administrators of programs for the retarded.

Studying a total number of 611 community residential facilities,

they were able to identify such issues of primary concern as

funding, training staff and individualized program planning. Again,

however, they did not offer solutions to the problems they

identified.

Ultimately, the problems experienced by both state and

local administrators must have available soundly conducted evalu­

ation research that will contribute toward the more effective and

efficient development of human service programs (Rutman, 1973). To

reiterate, some means of evaluation, goal setting and performance

standards must be part of the future for all human services

(Stanford Research Institute) 1974).

Minnesota Policy on Deinstitutionalization

Minnesota has made a commitment to the process of deinsti­

tutionalization (Anderson, 1975). This state's goals and procedures

for realizing them were delineated in the Department of Public

Welfare Comprehensive Plan (1974) which listed the Mental Retar­

dation Program Division as the designated authority responsible to

assure that these goals were met. several direct efforts by that

office were made.
•
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In 1974 the Mental Retardation Program Division applied ~or

a federal grant through the Social and Rehabilitative Services

Office of the Department of Health, Education and Welfare to

initiate a Technical Assistance Project Whose objective was to pro-

vide consultation and technical assistance to facility operators,

program directors, and administrators in public and private

facilities for the purpose of assisting them in meeting state and

federal regulations.

A major outcome of this project was the creation of the

Handbook for Developing Community Alternatives (Reagan, et al.,

1975). It represented an attempt by the Mental Retardation Pro-

gram Division to make the process of creating a eRF an easier task

for developers in the community. Over 1,200 requests for copies

of the Handbook by state, nationa~and international agencies and

persons were received in a 12-month period suggesting a high level

of interest in the development of community residential programs.

In recognizing the growth of CRF's in Minnesota, the Mental

Retardation Program Division initiated the drafting and ultimate

enact ion into law of DPW Rule 34 in 1972. This rule is comprised

of programmatic standards that state the rights of and the care

standards for retarded persons served in public or community-based

residential facilities. The primary standard underscored is the

requirement that each client have an individualized program plan

of treatment and habilitation. The rule states:

Facility staff shall participate with an interdisciplinary
team in the fonnulation of an individualized program and

•



treatment plan
be responsible

for each resident.
for implementation

Facility staff shall
of the plan [po 19J.
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Additionally, it was recognized by the Mental. Retardation

Program Divis ion that a sound f'unding base \18.5 requis ite to the

development and maintenance of CRF's. It was decided that

Minnesota would use funding under Title XIX of the Social Security

Act. Although no other states were using Title XIX funding for

programs for Itenta.l.ly retarded persons other than for state

haspitals J the process ....'as begun. f.1innesota inttially fUnded

approximately 30 facilities using these fUnds. To date 121

facilities are using Title XIX dollars.

Realizing this state's commitment to deinstitutionalizatlon

and concurrent community growth of residential programs, in

January of 1975 ao final report was released by the Minnesota State

Planning Agency. The report, Community Alternatives and Insti-

tutional Reform (CArR), delineated a process model for achieving

deinstitutionalization. The model addressed areas of concern

ranging from determining the needs of developmentally disabled

individuals to research, development and demonstration projects

that affect the mentally retarded population.

The initial recommendation of the CAIR Report was to

formulate a system for the determination of needs of the retarded

population; this was acted on by the Mental Retardation program

Division. Policy Bulletin #5 was distributed to all Mental. Health/

14ental Retardation Area Boards, those agencies within the community

•
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responsible for mental retardation, mental health and chemical

dependency programs in January, 1975. This policy stated that a

legal responsibility of the local t~/MR area board is to conduct a

comprehensive needs assessment of all mentally retarded persons in

each specific geographic location. Results of that assessment were

to be reported to the Mental Retardation Program Division with a

corresponding plan delineating the steps necessary to meet the

identified needs.

During the time period the area boards were completing the

needs assessment and area plans, the Department of Public Welfare

drafted Rule 185. This rule delegates the responsibility and

authority to the VtH!I>m Boards to plan, coordinate, and assure the

availability of services to all mentally retarded persons.

Results of' the initial data ef'fort of the area boards were

summarized in a report by the Mental Retardation Program Division.

The Division recommended that an electronic data management system

be instituted that would record program characteristics of all

CRF's and behavioral characteristics of all mentally retarded

clients. It was fUrther recommended that these data be accessible

to decision makers at all levels of service management.

The CAIR Report also included a recommendation about

the necessity for establishing a system for evaluating client

services and client progress. This system must ensure con­

f'identiality of the data that is necessary to develop a regional

and state-wide information storage and client referral system

•
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through which client needs can be identified and then matched with

specific programs selected to meet those needs. CAIR stated that

these data should be computerized to insure rapid access by

decision makers.

In the absence of a state management information model for

planning the deinstitutionalization process, a study was commis­

sioned to develop a report to the 1976 Minnesota Legislature out­

lining a method for the closing of the Hastings state Hospital.

The report included several options for managing the deinstitu­

tionalization of this state hospital population. In conclusion, it

stated, "There is agreement that state facilities should not be

phased-down unless there has been adequate individual case

planning .•• as well as adequate patient transfer plans [p. 6)."

Additionally, it was recommended that the state develop a system

for evaluation of the residents transferred and the CRF'S serving

them. The Legislature failed to act on that closure.

The Occupational Training Center (1976), a nonprofit cor­

poration, conducted a study of the effects of de institutionalization

in Minnesota. The Center staff concluded that the major difficulty

with the "deinstitutionalization movement is that the sudden and

dramatic influx of persons with special. residential needs to urban

areas of our state has been met by unplanned, non-responsive

service [po 69)."

To reiterate the concerns addressed throughout in this

section, there is clearly a need for a comprehensive system to



monitor and to evaluate the process of deinstitutionalization as

it occurs in Minnesota.
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CHAPl'ER III

METOODOLOGY AND PROCEDURES

Research Design

The primary instrument used to collect data for this study

was a structured questionnaire which was used in en intervie.... with

each conmrunity residential facility (eM') owner/operator. In

February of 1976 a questionnaire was constructed that sought data

on eRr' s that w,-ere necessary to address each of the research

questions listed in Chapter t. This questionnaire ....as pilot

tested with six eRF's around the state by members of the Technical.

Assistance Project (TAP) staff of the Minnesota Department of

Public Welfare, Mental Retardation ?rogram Division. The results

of that administration were analyzed and SUbsequent revisions were

made in the questionnaire. A copy of the final fonn may be fOW1d

in Appendix A.

In early March of 1976 each of the four TAP staff mailed a

memorandum (Appendix B) to each CRF in that persons catchment area

in Minnesota. This memo was followed up with a telephone call

scheduling an on-site visit to collect the data. In one case, the

metro area, the questionnaire was mailed to the CRF prior to the

site visit.

Site visits to collect data on the questionnaire were con­

ducted on 121 CRFls during the months of March and April of 1976.

28
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May 1, 1976, was the cutoff' date picked so that all data reported

in this document were current on that date. Once all. data had

been assembled, severa). "face edits" were completed with follow-up

telephone conferences or revisits to the facility to verify the

information recorded on the questionnaires.

All data were key punched and entered into the uec CDC

Cyber 74 Computer and analyzed. The University's Statistical

Package for the Social Services (SPSS) (Nie, et al., 1975) was

employed to produce the results reported in Chapter IV.

Data Collection - Community

The data items sought from the CRF's in Minnesota are

detailed in the questionnaire in Appendix A. The general cate-

gories of information requested included:

1. Identifying and historical ini'ormation on the CRF and
number of res idents served and a categorization of
each of the facilities according to the Continuum of
Residential Programs (CAlR, 1975) as defined in
Appendix D of this report;

2. Admission and discharge rates year by year since 1972;

3. Physical characteristics of the population served
according to the descriptive categories listed in the
CAIR report (CAIR, 1975);

4. Admission and discharge criteria of the CRF according
to the Behavioral Scales of the Minnesota Developmental
Programming Syst~m (MDPS) (Bock, et al., 1975).

Additionally, two general questions asked facility staff

1) to note any significant differences between residents admitted

from state hospitals and other sources, and 2) to list the kinds
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of assistance they perceived would be helpful in improving their

facility's efforts to meet their residents' needs.

Data Collection - State Hospitals

The Office of Research and Statistics of the Minnesota

Department of Public Weliare ","S.s consulted for the number of

admissions and discharges from the state hospital system for the

years 1970 through November, 1976.

loIDPS Behavioral Scales performance data on 2,414 residents

in Minnesota state hospitals collected between January 1, 1975, a'1d

Nay 1, 1976, were obtaLrled from the computer files of the Outreach

Training Program of the University of Minnesota.

Instruments, Instructions, Correspondence

The Questionnaire

The questionnaire used in this study was constructed, pilot

tested, and revised as described in the Research Design section of

this chapter. The instrument comprises Appendix A of this report.

CAIR Report

The Community Alternatives and Institutional Reform (CArR)

Report represents the outcome of an 18-month project of the Office

of Developmental Disabilities, ~linnesota State Planning Agency.

Those sections of that report used in this study were reproduced

and incorporated into the questionnaire in Appendix A and in

Appendix D.
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HDPS Behavioral Scales

The Behavioral Scales of the Minnesota Developmental Pro­

gramming System represent a behavioral assessment instrument which

has undergone extensive research and testing. The MDPS Technical

Hanual, published by the Outreach Training Program, University of

Minnesota, describes this instrument and reports its reliability

and validity coefficients.

The ~IDPS Behavioral Scales consist of 20 behavior state­

ments in each of 18 behavior domains. The items are descriptive

statements of behaviors such as "Listens to a story for 3 minutes"

(representing the domain of receptive language) and "Arises and

leaves from residence so as to reach work or activity on time"

(representing the vocational domain). The items are scored in

terms of whether the individual can or cannot perform the behavior

described in each item.

The 18 behavior domains are categorized functionally, with

each domain representing a broad class of activity as indicated by

the domain scale titles given below.

Scale 1: Gross Motor Development. This domain comprises

activities that have to do with gross bodily movement and mobility.

The range is from "holds head erect when in sitting or standing

position (body may be supported by person or prop)" to "rides a

bicycle (without tra.ining wheels) for 30 seconds." The range is

from simple movement to coordinated movement.
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Scale 2: Fine Motor Development. This domain is concerned

with more :precise and manual manipulation. The range is from

"Closes hand around an object placed in hand" to "Threads a medlum­

sized sewing needle within two tries."

Scale 3: Eating. The eating behavioral domain is concerned

with independence and proficiency in the manipulation and ingestion

of food and drink and with the social appropriateness of eating

behavior. The range is from "Swallows soft foods that do not

require chewing" to "Orders and eats in a public dining facility."

Scale 4: Dressing. This domain is concerned with the

individual's dependency and independence in putting (or having

put) on clothing and in the selection and acquisition of dress.

The behavioral. range is from "Offers little or no resistance while

being dressed and undressed" to "Selects correct sizes and styles

in a store."

Scale 5: Grooming. This domain is comprised of behaviors

relating to maintaining bodily cleanliness and appearance. The

observed behaviors range from "Offers little or no resistance while

being washed (representing service consumption through dependency)"

through "Turns head and extends hands while being washed" to the

complex behavior of "Cleans and clips finger nails ..lith a nail

clipper."

Scale 6: Toileting. The domain of toileting includes

behaviors of bowel and bladder control, appropriate elimination

of body wastes and use of related sanitary and social facilities.
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The range is from "Stay dry for two hours" to "Chooses the correct

restrooms in a public place."

Scale 7: Receptive Language. The behaviors comprising

this domain are those of receiving, attending to, and indicating

the decoding of verbal messages of increasing complexity. A cer­

tain amou.'1t of expressive language is incorporated into the evidence

of decoding in the more complex types of message. The range is

:from "Turns head toward the source of a sound" to llSwnmarizes a TV

program in own "lOrds."

Scale 8: E~ressive Language. This domain is concerned

with the production and vocalizations ranging from the simple

indiscriminate sounds to utterances that are increasingly complex

and abstract. The higher order of expressive behaviors are con­

tingent upon a degree of competency in receptive language. The

behaviors range from "t'lakes voice sounds" to the abstract and

modulated verbal behavior of "Tells jokes."

Scale 9: Social Interaction. This domain contains

oehaviors of response and reciprocal action with other persons,

individually and in group. The behaviors include simple, nearly

unilateral actions, and molar actions that are modified by societal

constraints and mores. The behaviors range from "Responds when

touched by reaching toward or moving away" to "Receives and makes

local phone calls without assistance."

Scale 10: Readiness and Reading. This domain includes

behaviors that are prerequisite to reading as well as those which
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indicate the acquisition of both concrete and abstract information

from written and printed material. Approxilnately the first half of

this scaJ.e is devoted to activities that are considered "prereading."

The behaviors in this domain range from "Sits quietly at a table

for two minutes" to "Reads a simple story silently and. states its

main idea. II

Scale 11: Writing. The writing behavioraJ. domain includes

a number of behaviors that are precursor or foundational to the

completed behavior of writing and printing. It includes basic

motor activities and the production of basic meaningful syribols as

well as the writing of words. The behaviors range from "Grasps

chalk, pencil or crayon" to "Prints or writes letters for mailing

using legible handw-iting in an informal letter style."

Scale 12: Numbers. NUJ:leration, quantification, and serial

relations are the subjects of behaviors in this danain. The items

range from "Separates one object from a group upon the request,

'Give me one block, I etc." to "Multiplies and divides single and

double-digit numbers up to 20. II

Scale 13: Time. The behaviors in this domain indicate

discrimination of the passage of time, placement in time, and the

uses of clocks, as well as the integration of person activities

with the passage of time. The behaviors range from "Associates

the time of the day with activities such as meals or bed time" to

"Arrives on time for an appointment made one week in advance."
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Scale 14: 1-1oney. The domain dealing with money includes

behaviors of coin identification, the counting up and cOWlting out

of monetary sums, making change, making purchases, and the use of

financial instrtunents. The behaviors range from "Sorts coins from

other small metal objects" to "Uses a checking account. It

Scale 15: Domestic Behavior. This domain is comprised

predominantly of housekeeping behaviors, but meal preparation and

laundry behaviors are included. The items range from "Picks up

household trash or litter and places it in a waste basket upon

request" to "Prepares and serves a meal including one hot dish."

Scale 16: Community Orientation. This domain is concerned

with mobility, safety and the avoidance of social/legal difficulty

in the open community. The behavioral items range in complexity

from "Finds way from place to place within a familiar building" to

"Holds a valid driver's license."

Scale 17: Recreation, Leisure Time Activities. This

dacain is concerned with independence in activities that are

usually considered to be satisfying and self-fUlfilling. As to

content, some of the behaviors show overlap with Social and

Vocational domains. The behaviors range from "Engages in a leisure

time activity for five minutes when materials are set up" to "Plays

8. musical instrument."

Scale 18: Vocational. Behaviors in this domain are those

that relate to productive activity at various levels of proficiency,

independence, and complexity. The behaviors range from "Assumes a



body position at task or at play such that both hands are available

for use" to "Operates po'l-"er hand tools such as drill or food mixer

without a supervisor present."

It will have been noted that most of the domains deal with

natural activities each in some area of daily life. Evident

exceptions to this are Scale 1, Gross Motor Development and Scale 2,

Fine Motor Development. The less difficult items on those two

scales are elemental and undifferentiated as to activity arena.

The more complex behaviors in these two scales are necessarily

exemplified by complex and purposeful activities that migi'lt well

overlap one or more of the other behavior domains.

The 20 behavior items in each domain are intended to

exemplify behaviors falling within that domain. They represent

the very large and per~ps infinite number of behaviors that could

be classified into the uo~in.

The Scales were employed in this study to ascertain

admission and discharge criteria of the eRF's for the reasons

given above. Each facility owner/operator/manager was asked to

indicate the lo~~st behavior (item) on each sub-scale she/he .~uld

expect performance on by a potential client being referred. Second,

that same individual was then asked to check the highest behavior

on each sub-scale which she/he felt would constitute an acceptable

performance level in that domain in consideration for placement of

the client out of that part icular eRF into a "higher level" program

or setting. The Behavioral Scales are reproduced in Appendix E.
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Instructions

SUbsequent to the pilot testing of the questionnaire and

prior to the actual on-site data collection, a standard set of

instructions was developed for the four TAP staff who completed

the data collection.

These instructions were presented in a four-hour training

session conducted by the investigator. All questions arising from

the staff's pilot experience and the document itself were addressed

and clarified at this session. Consensus was sought until uniform

interpretations of all items and procedures of the data collection

process were achieved. These instructions comprise Appendix C.

Correspondence

Written correspondence was limited to the one mailing by

each of the TAP staff. Numerous telephone calls were made to

schedule on-site visits and conduct follow-up clarification of

data.

?ilot Testing

A description of the pilot testing of the questionnaire

was described above. Extensive pilot testing of the ~IDPS

Behavioral Scales is reported in the !'IDPS Technical Hanual.

Validity and reliability checks were conducted on a random sample

of the CRF's.



In several instances the TAP staff follo~~d up on the on­

site visit ~~th telephone calls to seek clarification of responses.

In a few cases, either the investigetor or a TAP staff person

other than the original one would contact the facility for a re­

check of responses on the questionnaire. No statistical estimate5

of the reliability or validity of the instrument were possible

since all participation in this effort of the CRF's was voluntary.

Data Analysis

Several ~~yses ~ere performed to produce the results in

Chapter IV. AD. descriptive data were treated by the SPSS program

which produced frequencies ~~d percentages reported in Tables 4.1

through 4.22. The client projections on COIJmunity facilities and

state hospital residents reported in Tables 4.23 and 4.24 ~~re

obtained by three separate equations which are described in detail

on pages 66, 67 and 70.

To test the null hypotheses, admission and discharge

criteria of CRr's were grouped by size of facility. Means were

computed and compared with the F test for analysis of variance

(YOWlg and Veldman, 1972). The resultant F va.lues yielded signi­

ficance of differences for the three sizes of facilities on each

of the 18 domains in the ~!DPS Behavioral Sca.les.

A final analysis attempted to compare actual client scores

of the state hospital population to the admission and discharge

criteria of CRF's. The first step of this analysis consisted of
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developing a file of records that were representa.tive of the state

hospital population. The tape obtained from the Outreach Training

Program at the University of Minnesota contained 4,647 records.

Since these records included both state hospital and community­

based population records, the tape was scanned to delete all those

records that did not come from Minnesota's state hospital units.

Certain records did not contain the age or sex of the individual

aud these were also d~leted. This scan resulted in 2,414 usable

records which 'Were considered to be representative of the populati'Jn

under 5tuuy•

MDPS data on hospital residents were collected in one of

two ways at the s~ate hospitals. A state hospital either decided

to aruninister the Scales to th~ entire population over a short

period of tL~e or it elected to admini$ter the Scales on the date

of eacn resident' s annual progran revi~'~·. In those instances ~lhere

only putial data were available for a ~iven hospital's population,

the investigator ascertained that the group of residents represented

in the data file was selected for administration by same arbitrary

criteria, such as birthday, that would not bias the representative­

ness of that sample of the total population. In no instance was

there found a decision to select out a particular group for

administration that was based upon resident characteristics.

The Office of Research and Statistics of the Minnesota

Department of Public Welfare was consulted to obtain the actual in­

residence population at the time of the analysis. These figures
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were then matched to the records contained on the corrected file

on the MOPS tape. Table 3.1 shows how these two sets of figures

looked.

Table 3.1

MDPS Behavioral Scale Performance Data
on State Hospital Populations

state Hospital "Target" NUInber on
Number Number MDPS Tane.

012 291 63
014 144 129
016 0 1
018 183 39
021 41 90
022 617 234
023 1,004 1,004
025 265 126
026 164 155
027 57 0
028 ~ -lli.

3,295 2,414

This file of 2,414 records was then processed by a program

which either duplicated or deleted records randomly until the

"target" number was produced for each facility, a total adding up

to 3,295.

Each record obtained indicated the person1 s sex, age and

score on each of the 18 ~~PS Scales. The score on each scale was

cO!!Iputed by COW1ting the number of consecutive "can do" indications

on each of the 20 items starting with item one at the bottom of

each scale. For example, if it .....ere indicated on Scale 1 that a

subject could perform the first four items, could not perfonn item

five, could perform item six, but could not perform any higher
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items, the person was t~len given a score of four on that scale.

This permitted a comparison to be made with the admission and

discharge criteria reported by the CRF's.

A second file was produced containing a record for each of

the 121 CRF' s which indicated the number of beds for males, females

and total beds, the lowest age eligible for admission, the highest

age eligible for admizsion, and admission and discharge scores on

each of the 18 Scales. The admission scores were interpreted as

being the lowest behavior required before a person could be admitted

to the facility. For example, the criterion of four on a given

scale meant that a person mU3t be able to perform Itens 1 through 4

before he could be considered for admission.

The discharge criterion was interpreted as being the total

score at Hhich a person would be eligible for dismissal or

~raduation on a particular scale. The total capacity for each CRF,

regardless of the male-female mixture indicated, was defined as

the lesser of two values: one, the actual reported capacity, or

two , the number of admissions during 1976. The number of admissions

during 1976 was obtained by extracting the number reported for the

first four months and multiplying it by three. This was done to

arrive at a capacity figure that night be representative of what

the CRr could accept during a given year. The total capacity couJ.d

not be used since it would have been unrealistic for a CRr to

exhibit a 100 percent turnover during a year.
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Arter these two files 'Were randomized by the computer, the

program then proceeded to take each of the 3,295 state hospital

clients and "place" them in a em'. Each client, before he could be

placed in a CRF, had to have no Scale scores lower than the eRF

admission criterion, and, could. have no more than 17 scores above

the CRF discharge criterion. In other words, each client had to be

within the CRF's indicated "treatment" range on at least one of the

18 Scales. In addition, each person also had to satisfy the age

range J the limitations on total capacity (as collated above) and

each CRr's distribution of residents by sex. Three computer runs

were made. For the final run, the 3,295 records y,'ere split into

two groups: those leaving the state hospital (412) and. those

remaining in (2,883). These t ....,o groups were then subjected to a

statistical analysis Which indicated the differences between those

who were eligible to leave and those who were to remain inside the

state hospitals. The results of that analysis are reported in

Chapter TV.



CHAPTER IV

RESULTS OF DATA ANALYSIS

This chapter reports in narrative and tabular fonn the

results of this study. In every case, the data reported are based

on an N of 121 eRF's open and operating as of' Hay 1, 1976. Many

of the results are reported on an annual basis. Since the data for

1976 cover only the first four months of that year, annual totals

are projections obtaired by multiplying the actual figures by a

value of three.

Unique situations affecting data analysis results are

described in the interpretative narrative.

·The results are reported under the following headings:

1) identifying and historical information on CRF's and residents,

2) admission and discharge rates by source category, 3) a&nission

and discharge criteria of eRF's, 4) differences in admissions

from state hospitals and other sources, 5) problem behavior

constraints, 6) assistance needs of CRr's, and 7) hospita~

population and community program comparisons.

Ide::1tifying and nistorical Information on CRF' s and Residents

To.ble 4.1 r;hov.'E: the distribution of CRF' E: by the Li£'e

Safety Code (LSC). Eighty CRY's, or 66.~ percent of al~ CRF's in

Minnesota, meet the residential category of LSC and subsequently

serve 15 or fewer clients each.
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Table 4.1

Life Safety Code Distribution

Code Number Percent

Institutional. (> 16) 38 31.4
Residential. (~ 15) 80 66.1
Apartment Training ~ 2.5

Totals 121 100.0

By contrast, ~~ analysis of the number of ~acilities by

size and actual capacity indicate that only 28.5 percent of total

bed space is provided by CRF's of 15 residents or less. Table 4.2

depicts the number of facilities by three categories of size and

reports licensed capacity and percent of state-wide capacity by eRF

size. The largest facilities of 33 beds or more serve 57.0 percent

of the mental retardation population in ~~nnesotals community

residential facilities.

Table 4.2

Licensed Capacity by Size of CRr

Licensed
Size Humber Percent Capacity Percent

0-15 80 66.1 818 28.5
16-32 17 14.0 416 14.5
33+ 24 19.8 1,639 57.0

Totals 121 99.9 2,873 100.0

The CAIR Report (CAIR, 1975) offered eight descriptions of

residential facilities that were considered by the CArR Task Force

to represent an optimal Continuum of Residential Programs. In



order to determine the extent to which the 121 Cm" s in Minnesota

constituted a continuum, each CRF was asked to pick ~ descriptor

that most closely described that facility. Table 4.3 indicates tlnt

five of the eight categories were selected with 88.5 percent of all

CRF's falling into two of the categories, Family Living and Social

Vocational, despite the fact that both call for ten or fewer

residents per facility. It ~~s reported that several facilities

overlapped in the descriptors, which suggests either the inadequacy

of that particular model to describe CRF's in 1-1innesota or that

J.1innesota does not have a true Continuum of Residential Programs.

The complete descriptors are included in Appendix D.

Table 4.3

CRE' Type by CArR Descriptors

Facility Type Number Percent

Developmental/Medical 5 4.1
Ffu~ly Living Developmental 73 60.4

Five Day Board and Lodging 0 0.0

Developmental Foster 0 0.0

Social Vocational Training 34 28.1

Supervised Apartment Training 6 5.0

Apartment Training 3 2.5

Behavior Training Developmental 0 0.0

Totals 121 100.0

An attempt was made to determine the extent to which

maximum utilization was being made of CRF' s by seeking information

on both occupancy rates and the existence of waiting lists at each
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facility. Table 4.4 shows summary statistics of the responses to

the question on number of vacancies per month for the previous

calendar year.

Table 4.4

Rate of Occupancy - AD. Facilities

Range = 60 to 100 percent

Mean = 95.6 percent

Standard Deviation = 7.7 percent

Median = 99.6 percent

l-1ode = 100.0 percent

Percent of occupancy was computed by dividing the average number of

residents by the licensed capacity. The mean rate of occupancy was

95.6 percent; however, the I!ledian and mode suggest that most eRFls

in ~iiJUlesota are 'being used to capacity, with substantial numbers

of vacancies in only a few facilities.

Table 4.5 indicates that 50 of the 121 eRr's had no waiting

list.

Table 4.5

Status of Waiting Lists of CRr's

Number Percent

No list 50 41.3
List Increasing 45 37.2
List Decreasing 0 0.0

List Stable 26 21.5
Totals 121 100.0
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Forty-five CRF's reported an increasing waiting list with 26

indicating that their 'Waiting list was stable over the past three

years. No CRF's reported a decreasing waiting list. In each case

these data were collected by direct interview with the CRF manager.

The questionnaire also asked for the average number of

clients on each waiting list per month. Table 4.6 shows the size

of waiting lists by number of facilities.

Table 4.6

Size of Waiting List by Number of CRF's

Number of Clients Number Percent

0 50 41.3
1- 4 31 25.7
5- 9 19 15.6

10-19 17 14.0
20+ 4 3·3

Totals 121 100.0

In order to determine if certain types of facilities were

experiencing larger demands for services and the relationship

betveen waiti.ng lists and vacancies, cross tabulations were run by

CAIR descriptors. Table 4.7 shows the number and percent distri-

bution by CAIR category. The two categories of Family Living and

Social Vocational reported the largest number of persons on

waiting lists and the largest number of vacancies. These data are

not considered inordinate due to the fact that normal mobility in

and out of facilities would probably account f'or the reported

number of' vacancies. l-lost note",orthy is the discrepancy between
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those on waiting lists and the number of vacancies, 601 to 106, a

difference of 495 potential cl.ients as of f.tay 1, 1976.

Table 4.7

Hun:ber of Clients on Waiting List and
NUllber of Vacancies by eRF Type

Humber on
Waiting

Fac i11ty TYpe List Percent Vacancies Percent

DevelopmentaJ../r.1edical. 59 9.8 10 9.4
Fami1y L1ving 359 59.7 58 54.7
Social Vocational 138 23.0 21 19.8
Supervised Apartment Living 22 3.7 10 9. 4
Apartment Training ...D. 3.8 --.J.. 6.6

Totals 601 100.0 106 99.9

To determine the relative stability of eRF I s in Minnesota,

each surveyor was asked to estimate the probability that each CRF

would meet the March 1, 1977, ICF/~ffi federal regulations as speci­

fied l.U'lder the Title XIX program. Table 4.8 shows that three eRE" s

will probably close, and one has only a 25 percent chance of meeting

the f4arch 1, 1977, compliance deadline.

Table 4.8

Probability of CRF's Heeting I-l.arch 1, 1977 ICF/HR ReguJ.ations

HtXnber of
Probability ('f, ) Facilities Percent

0 3 2.5
25 1 .8

100 117 96.7
Totals 12l- 100.0



One hundred and seventeen, or 96.7 percent J were estimated as

having a 100 percent chance of remaining open.

Two data elements in the survey dealt with geographic

factors. The first sought to determine the density of CRF' s by

county. Table 4.9 shows facility density as of Hay 1, 1977. Note-

worthy is the fact that 49 counties, or 56.3 percent of all counties,

did not have a CRF. Conversely, 18.2 percent of all CRF's are

located in one county, and three counties account for 42.2 percent

of all CRF's in Hirmesota. Those three counties with the highest

number of CRF's respectively include Hennepin, Ramsey and St. Louis,

the three most populous counties in Minnesota. From these data,

one can infer that there does appear to be program distribution

proportional to state population density.

Table 4.9

Distribution of CRF' s by County

Facilities
Number Percent

Counties
Humber Percent

0 0.0 49 56.3
1 17.4 21 24.1
2 6.6 4 4.6
3 12.4 5 5.7
4 6.6 2 2.3
5 4.1 1 l.2
6 5.0 l L2
7 5.8 l l.2

l4 1l.6 l L2
l5 12.4 1 l.2
22 l8.2 l L2--

Totals 121 lOO.l 87 lOO.2
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The second question that dealt with geographic variables

sought to determine the extent to which eRF' s served clients from

their own receiving area. Areas were interpreted to mean that

I:l.ental health/mental retardation area board receiving district, of

which Minnesota has 25. Table 4.10 shows the distribution of

facilities whose percentage of population came from their primary

receiving area.

Table 4.10

Percentage of ·Clients frO!ll. PriI!lary Receiving Area of eN'

Percentage of Clients
Facilities

Number Percent

0-25
26-50
51-75
76-100

Totals

9
40
2l
51

121

7.4
33.1
17.4
42.1--

100.0

Of critical importance to the investigation was the deter-

mination of the rate at which CRF's have been developing since

1972. Table 4.11 demonstrates a clear trend in facility develop-

ment since 1972. The trend is upward and clearly favors those

eRF's of 15 or less.

or the 121 CRF's open and operating on May 1, 1976, 79 or

65.3 percent had opened in the preceding 4k years, and 61 of that

number ,.,ere for 15 residents or less. It seems apparent that the

philosophy of small home-like CRF's is being implemented in

Mirmesota.
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Table 4.11

Number of eRF's Developed by Size by Year

Facility Size
Year 5-6 7-15 16-32 33+ Total Percent

Prior 1972 0 19 8 15 42 34.7
1972 0 5 3 3 11 9.1
1973 2 7 4 3 16 13.2
1974 3 13 0 2 18 14.9
1975 6 15 2 1 24 19.8
1976a. 4 6 0 0 10 3.3

Totals 15 65 17 24 121 100.0

Percent 12.4 53.7 14.1 19.8 100.0

aAs of Nay 1, 1976

A~~ssion and Discharge Rates by Source Category

-The next major section of the survey dealt with population

mobility into and Qut of CRF's in Minnesota. Each CRF was asked to

report the actual numbers of admiss ions and discharges of the

facility by year by source category. The source categories were

defined in Cr.apter I. The data should be considered with some

caution since some of the facilities did not keep complete records.

Additionally, a total of 16 CRF's closed between 1974 and Hay 1,

1976. These facilities accounted for a net loss of 160 spaces.

The records on these facilities were not available for analysis.

The data reported below are from the 121 eRF' s open and operating

as of' Hay 1, 1976. It is believed that the trends the data suggest

are representative of' the actual situation.
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Figure 1 depicts the change in admissions year by year

since 1972 by source category. The 1976 data are projections

based upon the first four months of that year. Actual data for

those four months were multiplied by a factor of three which yielded

the listed products reported in Figures 1, 2, and 3. It was not

known if seasonal factors influenced actual admission and discharge

rates which may qualify the projected results.

Among the categories were state hospitals, natural horne,

"unknown/other," and rcr/HR facilities. I-l.ost noteworthy is the

fact that in 1975 the 121 CRF' 5 under study received nearly equal

numbers of ad..ni.ssions from state hospitals and natural homes. If

the first four months of 1976 are seen as indicative of the balance

of the year, it could De inferred that a major trend. reversal

occurred that year. The trend line fUrther suggests that one

reasonable inference that can be drawn about the "UILlmown/other"

category is that the record keeping procedures in CRF's does not

appear to be improving but may in fact be gett ing worse. The

ICF/HR category suggests a rather constant rate of inter-facility

client mobility which, when contrasted to the increased number of

beds per year, may suggest a proportionately lower rate of

mobility.

Figure 2 illustrates the frequency of discharges from CRF's

to the nine categories of placement. As in the case with

admissions, the 1976 data are projections based on actual figures

from the first four months of that year. Category "unknown/other"
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shows a decrease of 31 percent suggesting somewhat improved record

keeping on discharged location. From 1972 to 1915, eRF's reported

a 61 percent increase in the number of clients discharged into

independent living. Data reported for the first quarter of 1976,

however, show a decline of 32 percent fr~~ 1975 to 1976. The data

also show a decline in the number of discharges to natural homes

beginning in 1974. Discharges to ICF/MR facilities, which steadily

increased from 1972 to 1975, dropped drastically (48 percent)

during the first Quarter of 1976. These data support the inference

drawn from Figure 1 that inter-CRF mobility may be decreasing.

Discharges to apartment training programs, considered to

be a less restrictive alternative than other categories except

independent living, appear to have increased steadily since 1972.

Additionally, discharges to ICF/G facilities in 1976 are projected

to resume their upward trend which was reversed in 1975. The number

of discharges to state hospitals, relatively constant from 1972

through 1975, is projected to decline in 1976. A constant number

of discharges from an ever-increasing total number in CRF's would

indicate a lowering rate of discharges to state hospitals from

CRF's. The 1976 data suggest an accelerated lowering of this rate.

Several inferences can be drawn from these date.. State hospital

admission criteria are tightening, or CRF's are more reluctant to

discharge their "failures" to state hospitals, or eRF's are doing

a better job at habilitating their clients.
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Despite the fact the 1976 projections on discharges appear

to be dropping as depicted in Figure 2, a net gain of 312 residents

was projected over 1975. Net gains and losses are reported in

Figure 3 which shows the relationship bet-.reen numbers of admissions

to discharges year-by-year since 1972. Most significent of these

data is the net gain of CRF's of admissions from state hospitals

over discharges to state hospitals (a net gain of 264 residents to

eRF's ",-as projected for 1976). Admissions from natural hOI:les over

discharges shaw a slight decrease for 1976. Hm.tever J a net gain

of 78 makes it the second highest source category of admissions to

CRF's. ICF/G facilities, skilled nursing facilities, apartment

training and independent livi.ng, all receive more residents from

eRF's than they discharge. The category uun.lcrlown/other" remains a

sizeable source category of residents. The projections for 1976

suggest a sharp increase over 1975 when there was an equal number

of admissions and discharges of the category "urLlmown/other."

Table 4.12 lists actual admissions and discharge figures

reported by the 121 CHF's under study in the category "urw1Owo/

other." This category is seen as disproportionately nigh. Since

CRr's record keeping procedures precluded totally complete data,

this category ~~s used to correct for obvious discrepancies. For

example, if a facility opened in 1973, had a total of 20 admissions

from various sources for al..1 years and a total nu.'lloer of 10

dischaxges with a balance population of 15 residents, five ,,:as

added to "unknown/ot~1er" to balance the equation. This category
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Table 4.12

I;u.ober of Admiss ions from and Discharges to
Category "Unknown/Other"

by eRF Size by Year

Admissions Discharges
Size of CRF ~ize of eRF

Year 5-15 16-32 33+ Total 5-15 16-32 33· Total

1972 8 7 23 38 1 5 91 97
1973 < 30 15 50 0 16 68 84-1~71, 14 8 45 67 7 7 67 81
1975 53 10 12 75 II 20 46 77
1976a 2 4 36 42 4 .2. 10 --.!2
Totals 82 59 131 272 23 53 282 358

aAs of :'.2:y 1, 1976

also included deaths, runa.,offiYs \-lna did not return, and a small

nunber who transferred into private hospitals or out of state. In

~ost of these insta..'1ces, the CRF's si1'nply could not accou.'1t for a

S~~ portion of their residents. The figures show proportional

distribution across facili~y size inaicating record keeping problems

regardless of the size of the eRr.

Table 4.13 indicates a movement of residents from CRF's to

a higher level of care, skilled nursing facilities (SNF). Fewer

people were admitted from SI{P's than were discharged to SNF's for

each reporting yes..r. In four of the five reporting periods, the

ratio was one admitted to two or more discharged.

Table 4.14 indicates movement in and out of Intermediate

Care Facilities - General for the past five years. Since 1972,

the date of the inception of DPW Rule 34, it has been illegal. for

rCF/G's to house more than four mentally retarded residents.
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.."UnDer of Admissions from and Disc~ges to
Skilled .i{ursing Facilities (SNF)

by eRF Size by Year
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Admissions Disc:;'..arges
Size of CRF Size of CRF

'Year 5-15 16-32 33+ 'I'otel 5-15 16-32 33+ Total

1972 1 1 2 " 0 0 S 8
1973 0 3 6 9 1 0 10 11
1974 3 2 12 22 4 2 43 49
1975 1 4 4 9

,
1 11 180

1976a 1 2 0 -.1 1 1 12 14
Totals 11 12 0' 47 12 4 " 100-" .0"
aAs of I·!ay 1, 10 -;::"_ rv

Table 4.14

.nr:110er of ;'dm:issions fro:n a.T'ld Discharges to
Intermediate Care Facilities General (reF/G)

by C~ Size by Year

Admiss :'ons Discharges
Size of CRF Size of eRE'

Year 5-15 16-32 33+ Total 5-15 16-32 33+ Total

1972 1 1 • 6 0 a 11 11"1973 4 3 16 23 0 2 22 24
1974 5 a 0 13 2 2 28 32
1975 9 5 40 54 5 0

,
110

1976a 1 0 0 1 1 2 7 10
Totals 20 17 60 97 8 6 74 88

aA:3 of i..;ay 1, 1976
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l~evertheless, 88 persons were transferred into such facilities with

10 occurring in the first foux oonths of 1976. The large number of

admissions from reF/G's in 1975 coincided with a mailing fran the

Licensing Division of the Department of Public Welfare to all

ICF/G' s pointing out the illegality of housing more than four

mentally retarded residents.

A central concern of this study was the proportionate IIU!llber

of residents in CRF's from state hospitals. Table 4.15 sho-..'S

actual. numbers reported by CRFI s since 1.972.

Table 4.15

I~er of Admissions from and Discharges to
State Hospitals

by eRF Size by Year

Adinissions Discharges
Size of CRF Size of eRF

Year 5-15 16-32 33+ Total 5-15 16-32 33+ Total

1972 46 32 133 211 10 15 32 57
1973 65 39 156 260 9 16 24 49
1974 133 21 87 241 17 12 22 5J.
1975 120 27 81 228 20 15 20 55
1976a 75 16 .......2. 100 .2 2 _5 12

Totals 439 135 466 1040 61 60 103 214

CRF's of 15 or less have received the majority of all state

hospital discharges since 1974. Data from the first four months of

1976 suggest that the smaller eRr's not only continue to accept

discharges froIn state hospitals but their proportionate share is

increasing. Discharges to state hospitals from the smallest and

the largest CRY's are near4r equal. despite the fact that the
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larger CRF' s account for approximately twice the population than the

under 16 size do.

Table 4.16, llhich reports admissions and discharges from

and to Intermediate Care Facilities for ~~ntally Retarded (ICF/~m)

and which comprise all the eRF's under study, yields confusing data.

Table 4.16

Number of Admissions from and Discharges to
Intermediate Care Facilities for !.ientally Retarded (reF/I.m)

by eRF Size by Year

Admissions Discharges
Size of CRE' Size of CRF

Year 5-15 16-32 33+ Total 5-15 16-32 33+ Total

1972 6 46 12 64 1 14 18 33
1973 15 42 32 89 9 9 13 31
1974 28 33 43 104 18 6 53 77
1975 54 20 28 102 30 20 37 87
1976a ....?2 4 --1. S6 ...2 ..J. --1. 15
Totals 128 145 122 395 63 51 123 243

The number of admissions exceeds the number of discharges when, in

fact, the opposite should be the case. One possible explanation

for this discrepancy would be to count the 160 beds lost when the

16 CRF's closed. A sUbstantial portion of' that population very

likely was admitted to other reFjr.m eRF 's. Another explanation

might help account for the large number discharged to the "unknown/

other" category since those residents discharged wouJ.d probably

have ,gone into some kind of facility. It seems unlikely that the

majority would have gone into independent living situations.
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In viewing the data presented in Table 4.17, it can be seen

that movement from and to foster homes was about equal. Approxi-

mately the same number of clients 'Were discharged to fOster homes

as were admitted hom them.

Table 1~.17

Number of Admissions from and Discharges to
Foster Homes

by eRF Size by Year

Admissions Discharges
Size of eRF Size of CP.F

Year 5-15 16-32 33+ Total 5-15 16-32 33+ Total

1972 7 5 22 34 6 4 21 31
1973 7 16 14 37 8 3 14 25
1974 14 7 8 29 10 6 15 31
1975 24 4 II 39 13 14 17 44
1976a ..L 2 4 II ..J. ..L 6 14-
Totals 57 34 59 150 40 32 73 145

aAs of May 1, 1976

Table 4.18 reports the numbers of admissions and discharges

from and to natural homes. The extent to which the "woodwork

phenomenon" was occurring in community programs has been long

pondered in Minnesota. That is, as eRF's have become available to

mentally retarded persons, what proportion of previously unidenti-

fied retarded people were earning "out of the woodwork" from natural

homes as compared to state hospitals. The date. in Table 4.18 show

that a rather substantial number of persons in CRF' s did come from

their natural. homes. However, 342 persons were placed in natuxal

homes from CRF's for all years studied. This figure compares

favorably with other kinds of placement since the natural home is
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Table 4.18

Number of Admissions from and Discharges to
Natural Homes

by eRF Size by Year

Admissions Discharges
Size of' eRF Size of eRF

Year 5-15 16-32 33+ Total 5-15 16-32 33+ Total

1972 30 19 98 137 10 5 34 49
1973 52 68 109 229 14 13 40 67
1974 82 31 105 218 34 17 53 104
1975 87 29 95 211 31 20 47 98
1976a 26 6 18 50 6 -l 15 24

Totals 277 153 415 845 95 58 189 342

aAs of i-1ay 1, 1976

considered an alternative of less restriction. With regard to

admissions, the smaller facilities again appear to be a recent

leader a;s compared to the medium and larger size facilities.

Table 4.19 displays the relative success CRF' 5 have had in

"graduating" residents into apartment training programs.

Table 4.19

Number of Admissions from and Discharges to
Apartment Training Programs Category

by eRF Size by Year

Admissions Discharges
Size of CRF Size of eRF

Year 5-15 16-32 33+ Total 5-15 16-32 33+ Total

1972 0 0 1 1 1 2 21 24
1973 0 0 0 0 3 0 14 17
1974 0 0 0 0 4 4 22 30
1975 1 0 2 3 9 2 26 37
1976a 1 1 2 4 6 ..l 8 17
Totals 2 1 5 8 23 11 91 125

aAs of l-1ay 1, 1976
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Size of facility does not appear to be a contributing variable with

regard to proportionate number of placements. The 1976 data

suggest an increase in numbers placed. Hov,ever, this is probably

a function of availability of such programs since more have

developed recently.

In an attempt to determine if success in placement in

apartment training programs was a function of geographic location,

a cross tabulation was run for all eRr's for all years. Table 4.20

shows that only seven counties have CRY's who discharged residents

to apartment training programs with three accounting for 120

placements or 96 percent of all discharges from CRF' s to apartment

training programs.

Table 4.20

Number of Discharges to Apartment Training by County

County Code County Number Percent

936 Ramsey 52 41.6
901 i-Iermepin 42 33.6
943 St. Louis 26 20.8
881 Blue Earth 2 1.6
905 Itasca 1 .8
940 Rice 1 .8
948 Steele 1 .8

N = 7 125 100.0

Table 4.21 reports the number of admissions and discharges

from and to independent living, the highest category of placement.

Again, size of facility was examined as a possible function and in this

case, the 16-32 size CRF appeared to have a disproportionately



65

Table 4.21

Number of Admissions from and Discharges to
Independent Living
by CRF Size by Year

Admissions Discharges
Size of eRF Size of eRF

Year 5-15 16-32 33+ Total 5-15 16-32 33+ Total

1972 1 1 5 7 8 4 22 34
1973 6 1 2 9 15 33 39 87
1974 3 0 1 4 16 33 37 86
1975 3 -1 0 4 25 34 27 86
1976R 0 0 0 0 6 8 4 18
Totals 13 3 8 24 70 112 129 311

aAs of Hay 1, 1976

higher Ilsuccess rate" than the other two. Very few admissions from

independent living are reportedj hovrever, it may be that a propor-

tion of the "Unknown/Other" category could be represented here.

As in the case of apartment training programs, a cross

tabuJ.ation was run to identify those cO'lmties which had CRF's that

placed residents into independent living. Table 4.22 shows by

county the 311 discharges for all years by all eRF's. Again, the

overwhelming majority of placements appear to have occurred in two

counties with only 14 having reported any placements.

Admissions from and discharges to some categories open and

operating as of Nay 1, 1976, were then tabulated for the calendar

years 1972 through 1976. Actual data for the first 'four months of

1976 were multiplied by three to estimate the total admissions and

discharges for the entire year.
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Table 4.22

~umber of Discharges to Independent Living by County

County Code County ilumber Percent

901 Hennepin 130 41.8
943 St. Louis 88 28.3
924 l·!o·,.;er 28 ,.0
936 Ramsey 22 7.1
908 Kandiyohi 16 5.1
931 Pennington 10 3.2
905 ;:tasca 6 1.9
961 Yellow ;'iedicine 3 1.0
878 Beltram. 2 .6
948 Steele 2 .6
387 Chisago 1 .3
395 Douglas 1 .3
916 Lyon 1 .3
927 Nobles 1 ~

N = 14 311 99.8

Admissions/discharges ~ere tabulated by source/recipient

u.."1Jer categories "unY.nown," "state haspitall" ":1atural horne J" and

"other." This resulted in eight separate variables and five time

points. For each variable J three e~uations were calculated to fit

the five time points.

These \.;ere:

1. Linear (straig.~t line)

2. ~xpone:1tial (curve)

3. quadratic (curve)

y = ao + bX

Y = aebx

y = "0+ alX + ¥2
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,..here Y = frequency for a variable,

X = year (coded 1972 through 1976),

e = base for Naperian logarithm system.

"best

For each of the eight variables, the equation producing the

2
fit" as determined by the largest r "ras selected. This

matches the actual values for each year.

equation was then used to calculate predicted values for the time

points 1972 through 1981. Time points 19?1 through 1976 can be

compared with actual frequencies to determine how well the equation

2
The r summarizes the

"match" or "fit" over all five time points. The time points 1977

through 1981 are projections of admissions and discharges based on

the selected equation. These projections are reported in Table 4.23

and are valid under two assumptions:

1. The equation selected represents the actual relation­
ship, and

2. The relationship will continue as the same into the
future.

Finally, the eight separate projections were summed to

yield the total admissions and discharges, from which net gains

(admissions/discharges) were projected for years 1977 through 1981.

It must be noted that the equations used 1) ignore potential changes

in size, nature and current cond:i:tions of each source category and

2) assume that interaction between client demand and source require-

rnents will continue as in the past.

One obvious impact of policy intervention wculd be a.

drastic reduction in frequencies in the category, "unknown."



Table 4.23

Five Year Projections on Atlmissions and Discharges by Source Category

Admissions 1972 1973 1971, 1975 1276 1977 1978 1979 1980 1981

Unknown Expon Actual 38 50 " 75 12600

Predicted 37 49 65 86 114 151 200 265 351 464

state Hospital Quad Actual 211 253 240 228 300
Predicted 225 227 238 257 286 323 369 423 486 558

Natura.l Home ~XPOti Actual 135 217 217 211 190
Predicted 176 179 182 186 189 193 196 200 203 207

Other Expon Actual 116 162 170 211 165
Predicted ....:IJJ. 147 162 178 III 217 ..3l2. 263 229- ..J!2.

Total Actual 500 682 693 725 741
Predicted 571 602 647 707 786 884 1004 1151 1330 1548

Discharges

Unknown Linear Actual 97 84 81 77 97
Predicted 96 37 79 70 61 53 44 35 27 18

State Hospital Expon Actual 57 49 50 55 36
Predicted 57 53 49 45 42 38 35 33 30 28

Natural Home Expon Actual 1'9 67 103 98 72
Predicted 60 67 75 84 94 106 119 133 150 168

Other Expon Actual 141 195 303 283 264
Predicted 165 ..l2!'. 228 ..3§2 ...:2&. ....m. 438 515 606 713

Total Actual 341, 395 537 513 429
Predicted 378 401 431 468 513 ~ ~ 716 813 ~

Net Gain/Year Actual 156 287 156 212 312
Predicted 193 201 216 239 273 315 368 435 517 621 '"co



Record keeping policies that structure the categories of data on

admissions and discharges into and out of facilities should reduce

this category to nil, thereby distributing those clients throughout

the other categories.

The values reported in Table 4.23 should not be construed

as actual client figures, but the variances between categories and

the trends they suggest do represent probable conditions. State

hospitals will continue to be the largest supplier of clients to

em" s with the natural home category remaining relatively constant.

Conversely, discharges to state hospitals vTill reduce dramatically

with discharges occurring more frequently to "other," which includes

the apartment training and independent living categories. Some

increase in discharges to natural homes can be expected. Net gains

in CRF population will be realized at a rate of increase from

approximately 14 percent in 1976 to 18 percent in 1981. These

projections assume, however, that current conditions remain the

same. Policy interventions can drastically alter, or even reverse,

these projections.

One major impact the development of CRF's in Minnesota will

have on the service delivery system is the reduction of the state

hospital population. Typically, estimates of this population are

projected on historical in-residence figures which do not account

for external variables such as the rate of Cm' development or

source of clients entering CRF's. The data reported here have

suggested major trend shifts which could have significant impact on

the rate of hospital population reductions.
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To contrast two methods of estL~tion, a regression analysis

was performed on the hospital population in-residence from 1970

through November 1, 1976. As with the previous analysis reported

on the CRF's admissions and discharges, three equations vrere used

in an attempt to arrive at the "best fit."

Table 4.24 reports the results of the three tests with the

2
resultant r for each test. The quadratic equation yielded the

highest r 2 of the three and subsequently can be considered the

llbest projection" based upon fit.

The data suggest a much slower reduction of that population

than one might infer from the estimations on CRF growth. Quite

obviously, these latter projections will have to be adjusted if

the trends suggested by the CRF analysis continue.

The point is made that a study of one segment of the

service deliver'J system in Hinnesota should be conducted with at

least informed cognizance of those other segments and variables

that bear on the outcomes.

One objective of this study was to determine the extent of

physical disabilities of the populations in CRF's in Minnesota.

Since no standard classification Systclll was in current use, it was

deten:lined that the ";':odel for Functional Description of ?hys ical

Limitation," offered in the CAIR (1975) Report, represented the

"best available." Each CRF was asked to select that category among

the four offered (see Appendix A) into Hhich the majority of their

residents would fall. Each surveyor for this study reported back



Table 4.24

Five Year Projections on J.1innesota State HOSl)ita1 Population

1970 1971 1972 1973 1974 1975 1976 1977 1:;7D 1')79 1980 1981

Actual In-Residence
Population

Projected by:

Linear

r
2 = .9842

Exponential

r 2 = .ge96

Quadratic
2

r ::; .9962

4127 3950 373" 3546 336', 3211 3151

40~5 3924 3754 35~3 3413 3242 3071 2901 2730 2560 2389 2218

4113 3922 3740 350'7 3"02 3244 3094 2951 2014 2683 2550 2441

4149 3925 3722 3540 3300 321.2 3126 3031 295Ll 290G 2376 28613

Linear: Y::; a + b.\

Quadratic:

bxY ::; Ile
".•L

Y""11 + a I.. + 8.,).:.
ole

y -
X =
(;: =

l"YCI]UeIlCY for a vari&~le

Year (coded 1)70 throllGh 1976)
Base for Nuperian logarithm system
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that most CRF managers could not select one or even two categories

that best described their population. It was found, instead, that

the eRF' s had such heterogeneous groups that virtually all

categories included descriptors tl~t fit the population. It was

concluded that the taxonomy of physical limitat ions listed in the

CArR Report did not constitute a viable model and subsequently,

this section of the study was abandoned.

Admission and Discharge Criteria of eRF's

This section reports the results of that portion of the

study w~ich sought admission and discharge criteria on the ~mFS

Behavi~ral Scales (Bock, et al., 1975) from each of the 121 CP~IS

in Minnesota. The purpose of this section ~~s three-fold: 1) to

collect data on admission and discharge criteria by discrete

behavioral descriptors, 2) to determine if there existed any

differences in these criteria based upon CRF size, and 3) to

provide a behavioral framework with which the hospital population

could be compared.

The procedures employed to complete the analysis ,rere

described in Chapter III. The analysis produced means, medians,

standard deviations, modes and ranges on both admission and dis­

charge criteria of the 121 CRF's in Minnesata.

Tables F.l through F.18 (see Appendix F) report the summary

statistics listed above for each of the 18 domains of the MDPS

Behavioral Scales. Additionally, the F values and degree of
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significance of differences bet~~en CRr's of different sizes are

reported. Appendix E consists of each of the behavioral items by

domain.

Tests of i',ull Hypotheses

To test the null hypotheses, means were compared on the

reported admission and discharge criteria by each size group of

CRF'G. The size groups ~ere 5-15 residents, 16-32 residents and

33 residents or mOl'e. The analysis was done on each of the 18

dO!M.ins 01' the :·~PS Behavioral Sca~es using a one-vray analysis of

variance statistical treatment.

:-I;t-pot~nesis Ho. 1: There are no significant dif'ferences in
ailinission criteria of CRF's in Minnesota b~sed on size of
facility as measured on the 18 donains in the Behavioral
Gcties of the !>~innesota Developmental Programming System.

~able 4.25 reports t3e means, F scores ~~d statistically

sif.Ylificant differences in adrn.iss~,on criteria on each domain by

C:8,F size. As lClaY be seen in this table, there are significant

differ~nces (.05 level) in 10 of the 18 dru~ins based upon size of

the CRE' IS. -tli.thout exception, the differences are all in the same

direction--the smaller the facility, the higher the admission

criteria. Those domains ,:",hieh ",ere perceived as more important to

the smaller eRF's generally deal 'Hitn "self help" s:r<:.ills. "Com-

munity orientation" and "vocatL:mal" domains emerged as signifi-

cantly dir;erent. However, the means of the smaller eRF's did not

exceed item 3 on these two 20-item scales. It can be concluded
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Leans and 2' Scores of :\eported Admission Criteria
by Dorr..ain by CRF' Size
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;·:D:'G DOn'.ain

1. ::;ross j,iotor :Cevelopment

2. Fine :·I0t0r Jevelopment

J' :Sating

4. Dressing

5. :~roor.1ing

6. Toi1eting

7. Receptive Language

8. sxpressive Langu£ge

~. Social Interaction

10. Readi~ess and Reading

11. i-iriting

12. T:;wnbers

13. Time

14. Money

15. Domestic Behavior

16. Community Orientation

17. Recreation, Leisure Time
Activities

18. Vocational

* Significant at the .05 level.

;·;ean
0f eRF
5-15

11.65

7.61

8.Go

3.40

10.89

5.64

6.70

2.83

3.06

2.60

:·~ecm

of CRF
16-32

6.12

6.12

8.32

6.47

5.18

4.35

1.88

2.12

1.18

1.59

3.06

:·lean
of eRE'

33+

4.17

5.04

4.42

3.75

7.88

4.71

1.17

1.83

1.83

.63

.67

1.13

1.46

1.08

F
Score

4.88*

7.71*

7.60*

10.29*

3.33*

2.12

7.60*

.70

2.47

.005

2.06

2.06

2.47

2.06

4.27*
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that Domairo 1 through 7 alld Domain 9 represent high priority

behavioral domains for training in the state hospitals if the goal

is placement into smaD. group homes.

The first hypothesis was rejected for the 10 domains marked

with asterisks in Table 4.25 but was retained for the other eight.

mD?othesi::; No.2: There are no significant differences in
discharge criteria of CRFl s in I~innesota based on size of
facility as measured on the 10 domains in the Behavioral
Sctlies of the Hinnesota Developmental Programming System.

The owner/operators of the 121 CRF's in Minnesota have

different criteria for discharges from their facilities in II of

the 18 domains on the l®PS Behavioral Scales. Table 4.26 reports

those differences by size of CRF by domains. As in the case of

admission criteria, differences in discharge criteria are all in

the same direction--the smaller the CRF, the higher the discharge

criteria. The domains in which differences exist, however, are

somewhat different from those for admission. In the first three

domains of the Scales, lTGross and Fine Hator" and IIEating," there

were no differences in expectations of all CRF's based on size.

"Social Interaction," a skill arena long considered to be most

fostered by small, home-like CRF's, showed significant differences

in both admission and discharge criteria. Scales 13 through 18,

which deal primarily with social-domestic-vocational skills, al.l

had higher expectations listed by the smaller CRF's than those

faci~ities servL'"lg more than 15 residents. It can be inferred from

these results that the smaller CRF's perceive their primary role
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Table 4.26

;·\eans and F Scores o~ Reported Discharge Criteria
by Domain by CRF Size

Hean fiIean i·lean
of CRF of CRF' of eRF F

J'.lDPS Domain 5-15 16-32 33+ Score

1. Gross I,iatar Develol-ment 15.50 14.24 14.08 1.17

2. Fine l-lotor Develo,rment 16.44 14.0 15.33 2.14

3. Eating 18.06 15.82 16.83 2.26

4. Dressing 18.75 15.65 16.75 5.69*

5. Grooming 18.90 14.77 17.08 8.63*

6. Toileting 19.35 15.24 17.6'1 8.95*

7. Receptive Language 17 .53 14.29 15.33 5.96*

8. Expressive Language 15.04 13.24 14.50 .77

9. Social Interaction 17.93 15.65 15.46 4.66*

10. Readiness and J.eading 10.75 10.18 10.08 .15

11- ~~riting 10.53 8.94 9.96 .56

12. :Tu.>nbers 10.54 11.12 11.96 .46

13. Time 15.70 13.07 12.79 2.98*

14. l'!Oney 15.19 13.24 ll.63 3.08*

15. Domestic Behavior 18.31 13.94 13.08 ll.98*

16. Community Orientation 15.96 13.12 13.58 3.34*

17. Recreat ion, Leisuxe T'iJ:r..e 14.26 10.82 11.29 4.79*Activities

18. Vocational 15.96 12.41 12.58 5.47*

* Significant at the .05 level.
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as preparing residents ror independent or semi-independent living

and that the larger facilities see their role as more in the area

of self-help skill develop~ent.

'fhe second null hypothesis Has rejected in the eleven

do~ins marked with an asterisk.

Appendix E contains the 13 Behavioral Scales of the Minnesota

Developmental ?rogramming System.

Differences in Admissions from State Hospitals and Other Sources

:0 determine if CRr's were experiencin6 problems with state

hospital '" gradu",tes" that differed from residents received from

other sources, the Question Has askeci:

~';:lat sig:1ificant differences (problems, characteristics,
etc.) have you noted bet~een residents coming from state
hospitals as opposed to other sources? List in order o£
~Y~portance/sicnificance.

7he responses t'J this question ",.Jere analyzed and clustered

into ten" categories." The order in which each difference was

listed ,,;as 'Heighted as follo1<ls:

First listing = 4

Second listing = 3
Third listing = 2

Fourth or fifth listing = 1

Weighted values for each difference listed were then

multiplied by the frequency with which it occurred to produce its

lIiroportance" value.

in Table 4.27.

The results of this analysis are reported
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Table 4.27

Categories of Differences between Residents Coming
from State ;'lospitals and Other Sources as Perceived

by CRF Owner/Operators

Differences
"Importance

Frequency Value"

aegative:

1. Troublesome behavior, hoarding,
violence, inappropriate social
behaviors, self-stimulation

2. Poor self-help skills, eating,
dressing, toileting

3. Emotional problems, fearful, over
dependent, no compassion/affection,
low frustration tolerance

4. Lack of community orientation and
socialization skills

41

30

23

121

89

88

Totals

8. Less active families

20 52

11 33
11 26

6 -..U.
, _0

487J..jG

needs
"set in

5. ~otivational problems, rigid
structure, less cooperative,
ways"

6. ?oorer physical condition, over
medicated, less healthy

7. Poorer academic/vocational skills

Positive:

9. Regimented behavior and structure
orientation

"Other" positive differences

Totals

22

~

58

70

102

172

No Difference:

10. No differences

Totals
..2.

5

20

20
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The frequency of responses and their weighted values

represent the sUbjective jUdgments of eRF owner/operators in

Nirmesota. Those differences that were reported appeared with

sufficient frequency and consistency, however, that it can be con­

cluded that differences do exist between clients coming from state

hospitals and other sources. Generally those differences suggest

the state hospital client to be more difficult and possessing more

"problems. "

Problem Behavior Constraints

t~ntally retarded persons often possess maladaptive or

"problem" behaviors which interfere with skill development and

social adjustment in the comrmmity. To determine w'hether there

existed specific types of behaviors that might prevent placement

in a eRF, each owner/operator was asked to indicate wh~t problems/

behaviors might preclude admission of an individual who otherwise

met all admission criteria of their facility. Table 4.28

sUL~izes the answers to that question. Again, these results

represent sUbjective jUdgments but do provide a cause and effect

list of the kinds of problem behaviors that prevent clients from

entering the cO~JrnWnity sy3tem.

Assistance Needs of cr~'s

A final open-ended question asked each respondent to

indicate the kinds of assistance that would be of most value to
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Table 4.28

froblem Behavior Constraints

?roblem

Fhysi~al Abuse (sel£ or others)

?l~sical Problems (e.g., non-ambulatory, seizures,
medical needs)

S ett ing Fires

Emotionally Disturbed

Unable/Un~~llingParticipation

Sexual Problems

Toilet Training

?sychiatric ?robleffiE

Property ~estruction

Low Skill Level

Srr.oking

Einnesota Learning Center Residents

Fre'1.uency

50

30

24
l3
ll.

10·

7

5
5
4

3

3
l

l

the L~provement of their programs. Table 4.29 s~izes those

six categories of responses and the frequency with which they

occurred.

Table 4.29

Assistance Needs of eRF's

Area of Need

Involvement from Community and Support Agencies
Staff Training
Financial ~~agement

Administration
Community Education regarding the Mentally Retarded
Parent Counseling

Frequency

52
34
26
14
7
6
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The results suggest the greatest need of CRF's in Minnesota

could be met with better integration of their programs into the

community and more coordination with other human service agencies.

This outcome ~as not considered surprising in view of the fact that

the development of community programs is a relatively recent one.

Acceptance of mentally retarded citizens and programs for tpem by

the public should help alleviate this problem.

nOS pital Population and Community Program Co~parisons

A major effort of this study was to match empirically the

in-residence population of Minnesota's state hospitals to the com­

munity residential facilities with a uniform set of measures. The

purpose of this match was: 1) to determine the number of

institutionalized persons who currently meet the community's

criteria for admission, 2) to identify the behavioral gaps betw~en

the hospital population's performance level and the CRF's behavioral

admission criteria, and 3) to identify those behavioral domains

that contributed the greatest to community placement ineligibility.

The rationale for this investigation was the need for pro­

gram recommendations to both the state hospital system and the

community-based system. The procedures employed to complete this

match are described in Chapter III. The findings reported below

are the results of those procedures.

Four computer runs that matched 3,295 institutionalized

persons with the 121 eRF's in Minnesota suggested that approximately
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420 persons o~ that gr~up met the admission criteria of the com­

munity facilities as measured by the tt.DPS Behavioral Scales. In

the first computer run, which attempted a "complete fit," i.e.,

the client exceeded the a~~ission criteria but not the discharge

criteria, 87 clients were placed. The criteria for placement vrere

then changed to allow for a client to exceed the discharge level in

17 scales. Three successive runs resulted in the placement of 422

clients, 423 clients, and 412 clients into eRF' s. Since all three

runs processed all 3,295 records on the state hospital files, it

can be stated that the limitations on placement were due to the

reported criteria of the 121 eRF's. Because eRF capacity was also

considered, it is possible that more than 420 could have been

"placed. "

To determine if there existed specific factors that most

contributed to the limitation on placement, the total group of

3,295 records was split into "Ins," those remaining in the state

hospitals, and "Outs, 11 those meeting CRF criteria for cormnunity

placement. Each group was then compared to CRY admission and dis­

charge criteria.

Table 4.30 lists the mean performance scores on the f.IDPS

of both groups and contrasts them to mean admission and discharge

criteria of the CRF's. Several noteworthy findings emerge.

On 7 of 18 Scales the means of the 2,833 hospitalized

population or "Ins" fell below the means of the CRF admission

criteria. The greatest difference was in Scale 6, Toileting, and



Table 4.30

Comparison of I-leans and StandaJ-d Deviations of 2883 Hospitalized "Ins" and 412 Hospitalized "Outs"
to Mean CEF A&nission &ld Discharge Criteria by MDPS Behavioral Scale Domain

2883 "Ins" CRF Admissions 412 "Outs" CRF Discharges
MDPS Scale Viean 3D Hean SD I.-lean 3D Mean SD

1. Gross Motor Development 10.4 6.7 10.9 3.8 16.9 3.9 15.0 4.6
2. Fine Motor Development 7.2 5.6 6.7 4.4 15.3 5.2 15.9 4.7
3. Eating 7.7 5.3 6.7 3.7 15.5 5.0 17.5 4.4
4. Dressing 7.6 6.3 7.7 5.1 15.9· 4.7 17.9 4.1
5. Grooming 6.1 5.9 7.1 5.0 14.6 5.3 18.0 4.1

6. Toi1eting 8.5 6.8 10.0 5.4 16.9 4.6 18.4 4.0
7. Receptive Language 6.6 5.9 7.0 5.3 15.5 5.2 16.6 4.2
8. Expressive Language 5.6 5.3 5.1 4.9 14.3 6.0 14.7 5.5
9. Social Interaction 6.1 5.2 5.8 3.7 13.3 5.1 17.1 4.2

10. Readiness and Reading 3.7 4.3 2.8 3.4 10.8 6.0 10.5 6.0

11. Writing 3.8 4.8 2.6 3.7 11.9 6.1 10.2 5.9
12. Numbers 2.1 4.3 1.9 2.4 9.7 7.1 10.9 6.4
13. Time 2.0 3.8 2.6 2.6 8.5 6.7 14.8 6.1
14. Money 1.4 3.2 1.2 1.7 6.9 6.2 14.2 6.5
15. Domestic Behavior 2.4 4.1 1.9 3.1 9.3 6.7 16.7 5.7

16. Community Orientation 2.3 3.2 2.4 2.3 7.8 5.7 15.1 5.3
17. Recreation, Leisure Time Activities 2.6 3.5 2.2 2.8 8.0 5.4 13.2 5.5
18. Vocational 3.0 4.3 2.6 2.9 10.2 6.2 14.8 5.6

co
w
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that difference was 1.5 points or items. The two items on that

Scale which accounted for the discrepancy read, "Replaces clothing

before leaving bathroom" and "Has bowel and bladder control." The

other six domains in order of degree of discrepancy were: Dressing,

Grooming, Time, Gross Motor Development and Community Orientation.

The last, Conununity Orientation, only differed by a tenth of a

point. The means of the hospitalized popuJ.ation exceeded the means

of CRF a~mission criteria in all other domains.

The mean performance of the 420 "Outs" greatly exceeded

mean admission criteria in all 18 domains. In fact, the mean per­

formance of those 412 state hospital residents exceeded the mean

discharge criteria in three of the 18 domains. These findings sug­

gest that a substantial nu.'":lber of persons currently residing in

Minnesota's state hospitals currently meet or nearly cteet the mean

adrniss ion criteria of the CRE" s in lJ[innesota as measured by the

~rops Behavioral Scales. It must be remembered that these data

reflect means, and, as a result, do not accour,t for individual

residents failing to meet all criteria. For example, if a state

hospital resident met the admission criteria in 17 scales but failed

in one, that person remained as an "In."

In an effort to determine whether certain Scales, each

representing a behavioral domain, contributed substantially more

to ineligibility, performance data on the 2,883 were compared to

the mean admission criteria of the 121 CRF's by individual scale.

The results of that comparison are reported in Table 4.31 which
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Table 4.31

Percentage of 2883 Hospitalized "Ins"
Falling Below CRF Mean Admission Criteria and

Percentage of Residents Scoring Above Mean C:RF Discharge Criteria

I·jean Percent Hean Percent
t1DPS Scale Admission Below Discharge Above

1. Gross Motor Development 10.9 53.1 15.0 32.8

2. Fine Hator Development 6.7 55.4 15.9 9.2

3. Eating 6.7 46.6 17.5 6.2

4. Dressing 7.7 54.7 17.9 7.5

5. Grooming 7.1 65.3 18.0 3.6

6. Toileting 10.0 57.3 18.4 8.2

7. Receptive Language 7.0 67.8 16.6 5.7

8. Expressive Language 5.1 69.4 14.7 11.1

9. Social Interaction 5.8 59.6 17.1 2.9

10. ?eadiness and Reading 2.8 59.1 10.5 5.3

ll. vlriting 2.6 64.5 10.2 lO.l

l2. Numbers 1.9 72.9 lO.9 6.2

l3. Time 2.6 72.7 l4.8 2.9

l4. Money 1.2 76.4 14.2 l.3

l5. Domestic Behavior 1.9 6l.8 16.7 2.0

l6. Community Orientation 2.4 65.2 l5.l l.l

17. Recreation, Leisure Time 2.2 62.7 13.2 1.0Activities

18. Vocational 2.6 61.4 l4.8 3.l
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lists the percentages of the 2,883 "Ins" who scored below the mean

admission criteria on each scale. The percentages range from

46.6 percent on Scale 3 to 76.4 percent on Scale 14. While these

data may at first appear confusing since the "Ins" mean performance

exceeded the mean admission criteria, an analysis of the frequency

data showed a bimodal distribution when the group was split on the

admission criteria of 1.9_ It can be inferred that those Scales

with very low criteria do not discriminate well with a low

f'unctioning population such as the one under stu~. The percentage

figures for the majority of the Scales are generally what one might

expect. Major discrepancies did not appear which suggest single

domains as primary contributors to ineligibility.

Since "non-placement" in the computer run couJ.d also.have

occurred if a resident exceeded the discharge criteria o~ the eRF's

on all 18 Scales, residents who exceeded those criteria by Scale

were examined. Table 4.31 shows that 32.8 percent of the 2,883

state hospital residents exceeded the discharge criteria on Scale 1,

Gross J4otor Development. The range of percentages for the

remaining 17 Scales was from 11.1 percent to 1.0 percent, suggesting

that ~ew "ineligibles" occurred due to residents exceeding

discharge criteria of the 121 CRF's.

In summary, the analyses show that, on the average, the

community residential facilities do not have a&nission criteria

substantially above the average performance of the hospitalized

mentally retarded population residing in Minnesota's state
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hospitals. Current eRE' capacity may well represent the major

contributor to limitations on community placement. Finally, if a

given state hospital. unit decided to "improve" its programs to

better facilitate the reintegration of its residents into the com­

m\ll1ity, a comparison of the mean perf'ormance of its residents to

the mean admission criteria of ePE's should yield data which would

enable them to I:lake the necessary progra.."'U changes to prepare their

residents for community placement.



CHAPTER V

SUI~'lARY, CONCLUSIONS AND RECOMMENDATIONS

This chapter presents a summary of the study, the con­

clusions dra1m from the findings end reconunendations to the

Minnesota Department of Public Welfare.

Surnmary

Deinstitutionalization, the process of moving mentally

retarded persons out of institutions and returning them to com­

munities, has grown into a national trend. Detailed information

about the process has been scarce; a.'1d as a result little has been

~rritten that details procedures for managing the process. T~e

purpose of this study 'Has to investigate the conmnmity residential

facilities (eRr) in h~innesota in an attempt to develop an infor­

nation base which might aid policy ~ers in designing a management

system for that state. Several key variables were investigated.

Among these were: 1) size, location, rate of growth and usage

characteristics of CP~'s, 2) admission and discharge criteria of

eRr's, 3) degree of program congruence with Minnesota's institu­

tionalized population, 4) degree of differences in admission and

discharge criteria of eRF's based on size of facility, and

5) historical data on admissions and discharges from and to

different source categories.
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A structured interview, conducted on-site with the owner!

operators of each of the 121 CRF's in l\llinnesota, was the primary

data collection technique used. Data obtained from an adaptive

behavior scale, the HilUlesota Developmental Programming System

:3ehavior Scales, 'Here used to compare Minnesota's institutionaJ.ized

population to the admission criteria of the CRF's. This comparison

was accomplished by developing computer programs that "placed"

hospital residents into CRF's based on resident behavioral per­

formance and CRr admission and capacity criteria.

The results of the data analysis were presented in narrative

and tabular form. Briefly, those results are as follows:

1. As of l~ay 1, 1976, CRF's in Minnesota had a total

capacity of 2,873 beds. Fifty-seven percent of that capacity were

facilities housing 33 or more residents; 28.5 percent of that number

were eRr's of 15 beds or less; and the r~~aining 14.5 percent were

facilities serving 16 to 32 residents.

2. The average occupancy rate of CRF's in Hirmesota is

95.6 percent. At the time of the study a majority of the 121 CRF's

reported their waiting lists had been increasing over the last

three years.

3. Geographical distribution of CRFts coincides with

population as 42.2 percent of all CRF's in Minnesota are located in

three cOW1ties: Hennepin, Ramsey and st. Louis, the three most

populous counties in the state. Forty-nine cOlUlties, or 57.3

percent did not have a eRF.



90

4. Seventy-two of the 121 CRF' s reported that over half

of their residents were from their mental health/mental retardation

receiving area. Fifty-one facilities indicated that over 75 p-er­

cent of their residents were from the area in which the CRF's were

located.

5. Of the 121 CRF's open and operating on ~ 1, 1976,

65.3 percent had opened in the preceding 4~ years. In the first

four months of 1976, ten CRF" s had opened and all were for 15 or

fewer residents each.

6. In the years from 1973 through 1975, nearly equal munbers

of persons were admitted to CBF's from state hospitals and natural

homes; ho,-iever, the first four months of 1976 sho,,,ed a change with

the state hospitals accounting for twice as many admissions to

CRF's as natural homes.

7. Discharges from CRF's to apartment training programs

have steadily increased since 1972 while discharges to state

hospitals have steadily decreased. The 1976 data show even fewer

residents of CRF's in MiIUlesota will be returning to state hospitals.

Three counties accounted for 96 percent of all placements into

apartment training programs.

8. CRF's serving 15 or fewer clients have significantly

higher admission criteria in "self-help" skills than those

facilities serving more than 15 residents. Conversely, they also

have significantly higher "graduationll criteria in selected

behavioral domains than the larger facilities.
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9. CBF owner/operators perceive their residents who come

from state hospitals as presenting more social, emotional and

behavioral problems than admissions from other sources. Physical

abuse of self or others is the problem behavior which most contri­

butes to ineligibility for placement in Minnesota's CEF's.

Physical problems such as being non-ambulatory, over-medicated or

in need of medical attention, and fire setting represent two other

categories of problem behavior which ,",ouJ.d disqualify a person from

admission to approximately one-third of the eRF's in r,1innesota.

10. The eRF o~mer/operators perceive their greatest

assistance need in the area of community involvement and agency

support of their programs. Staff training and assist~~ce in

financial management are also areas in which CRF's need assistance.

11. Approximately 420 persons currently residing in

~i~esota's state hospitals meet ~mps admission criteria of the

121 CRF I s in Minnesota, and "tere "placed" by computer simulation

'",hich also considered CRF capacities.

12. Toileting skills represent the behavioral domain in

which the largest differences exist between the hospital population's

performance level and the CRF admission criteria. In general, how­

ever, mean performance by the hospitalized population does not

differ substantially from the mean admission criteria of the CRF's

in adaptive behavior as measured on the ~IDPS Behavioral Scales.
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Conclusions

Based on the findings of this investigation of the process

of deinstitutionalization in ~linnesota, the following conclusions

have been drawn:

1. The informed judgments of the four surveyors indicate

that nearly 97 percent of the 121 eRF's studied will meet the

March 1, 1977, deadline for meeting the Federal ICF/MR regulations

of the Title XIX program of the Social Security Act.

2. Standard record keeping procedures and adequate data

collection methods do not exist for the community-based residential

program in Minnesota. Given the exponential growth of this segment

of the human service system, confusion and uncertainty about the

status of and need f'or CRF's in Minnesota will likel;y increase.

3. The "woodwork phenomenonTl accounted for a substantial

number of residents in CRF's in Hinnesota. The 1976 data suggest

a trend reversal, hOvlever, with fewer clients coming from natural

homes and sUbstantially more being admitted from state hospitals.

In fact, state hospitals are projected to be the largest sources

of residents of CRF's, and are projected to increase their pro­

portionate share over the next five years.

4. A substantial number of clients could not be accounted

for in this study. It is not known if these clients were "lost"

in the system or if their placements were appropriate to their

needs.



93

5. If CRF growth follows the same trend it has since ~972,

net gains in population will increase at the rate of approximately

14 percent in 1976 to 18 percent in 1981. These projections are

based on the assumption that current conditions remain the ,same.

Policy interventions would drastically alter, or even reverse,

these projections.

6. SmaJ.ler CRF' s, especially those serving 15 or fewer

clients perceive their primary role. as preparing residents for

independent or semi-independent living, whereas, the larger

facilities see their role more in the area of self-help skill

development. In this sense, a degree of "continuum of care"

probably exists based on size of facility; h<Th'ever, Mirmesota does

not have an adequate continuUlli of residential. programs as described

in the CAIR (1975) Report. Of the 121 CRFts studied, 38.5 percent

were described as falling into two of the eight categories listed

in that report. Additionally, these two categories accounted for

82.7 percent of the total state capacity.

7. The plri.losophy of the smaD., home-like CRF is being

implemented in Minnesota in that growth of CRF's serving 15 or

fewer clients is by far the greatest. AJ.l facilities developed in

the first four months of 1976 were for 15 or fewer residents.

8. The f'act that only three c':>unties account f'or 96 per­

cent of aJ.J. placements into apartment training programs, there is

likely a broad-based need for this type of residential program in

Minnesota.
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9. A comparison of the state hospitals' populations I mean

perfonnance on the !·iDPS Behavioral Scales with the mean admission

criteria of the eRF's suggest that approximately 420 residents are

either inappropriately placed or, they remain in the hospitals for

reasons other than their adaptive behavior level.

10. Given the small differences between the mean performance

of the total state hospital population and the mean admission

criteria of CRF's, it is concluded that continued institutional-

ization of that population will oe Que primarily to CRY capacity

:U.mitations.

Becommendat ions

Based on the findings of this study, the following single

recommendation is made to the :-:irmes:>ta Department of Public

"iJelfare:

THE !iIIHNESOTA DEPART:1ENT OF FUBLIC lJELFARE SHOULD ))iMEDIATELY
ADOFT OR DEVELOP A CQ[{PREHEnSIVE HAHAGEJ-!iENT Ilr.FORMATION SYSTEl4
THA.T INCORPORATES Al'iNUALLY UPDATED BEHAVIORAL DATA ON EACH
CLIENT 3ERVED In THE STATE. THESE DATA SHOULD BE COLLECTED
WITH A UNIFORM SET OF HEASURES AND PROCEDURES BY ALL SEGHENTS
OF THE SERVICE DELI\TERY SYSTEi<i.

This recommendat ion is supported by the following

rationale which was derived from both the results and conclusions

of the study.

1. If programs planned for disabled persons are to be

responsive to the needs of those served, accurate and updated infor-

mation on those clients is necessary. Programs are being designed
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and developed in Minnesota in the absence or complete information

on state-wide needs. It is likely that program gaps ,-rill continue

to occur in the continuum of care unless uniform data on clients

and their needs are available.

2. If the Department wants assurance that no clients are

"lost" or inappropriately placed in the service delivery system,

it must have a client tracking capability that permits follow-along

monitoring of individuals and the programs in which they are pIa-ced.

An additional benefit of this capability would be accurate, updated

data on perfonlance and movement of the entire target population in

the state. The outcomes of such program utilization would permit

the kinds of trend analysis that is presently not possible.

3. The adoption of a Wliform set of measures by all

segments of the service delivery system will permit the kinds of

evaluation research necessary for program improvement. This

assertion is grounded in the belief that valid progralll. evaluation

must use the actual recipient of service as the primary unit of

analysis. Like populations could be compared in alternative pro­

grams for the purposes of determining cost/impact benefit.

4. The empirical matching of client needs with planned

program services will help assure congruence of planning with the

program needs of the target population. Such matching will also

provide the information base necessary for program reform in both

the state hospitals and the community sectors.



5. A single unifonn system of data reporting shouJ.d

eliminate the current duplication of efforts by various sectors of

the present service delivery system. Data could be grouped by

counties, areas, regions or any other configuration of program or

governmental organization, thereby meeting the growing information

needs of policy makers at all levels of goverrunent.

6. Finally, the management information system recommended

here will enable the Department to communicate system status and

need data to the Legislature in a consistent and accurate manner.'
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Date eonect!:d ---------- TAP _

Addrr::ss __

Dpenirg Date _

Probability of Continued Operation After I-'arch 1, 1977 _

LicenseJ CapJcity No. Female No. Male __

Both

A.
B.
C.
D.
E.

Nam~ -----'--------------

R _

(Consider ld5t

'--LSC:Age rtangc to _

Vacancy k"te (:-!onto-Iy)*

Averi:,~;e Numt,e~' On Haiting List pE:r ~lonth

12 calendar months) ---

Is this list Incre~sing Decreasing Stable !
(Cot15id(~r last three years)-- --

I. Percentage of clients from Primary Receiving Area %

Average number of vLlcancies per month for last 12 months.

F.
G.
H.

*
II.

alternative each year (1972 -

List the number of re$ici~nts

mitted or discharged to e~ch

1976) .

ADNISSIONS DISCHARGES

Prior'

'72 ~174 173 72 72 73 ' 74 75 I76 h -

~----- -Lj . ----- -----

SNF_.- ' - -r--+ _ iCF/GEN
-

tate Hospital

--F-+- --,crI fIR-- -
Foster Hom0-- -- ---L _, Natural H~r:e

f--
~+J__ __ IApt. Trill ni tlrj

I =t: .l2ndep . Livinq ---- --~--- -- ~-------- ~ ---.
JH____Fk~~"nIOth2r __l
i TOTALS L

l=: 1-c - __- -f- n_ _ ..

• ** As of ~1il)' i, 1976



Physical Charact~r;stics of Served Populatioll:III.

-2-

level (s) of func:tioninq acc~pt~d in
with the attached ClUH De~cr"ipt()rs.

104

Indicate \'Jith a
check (X) the

the facility. Match them

•

A. No Significant Disabili,y
B. Leve1 1
C. Level 2
D. Level 3
E. Level 4

LEVEL 1 -- Funct-ional Descriyti0l},

Seizures occur infre:=tuently.
Oaes not drive any vehicle.
Does not work in high places or close to heavy moving mnchinery

that may b:-: i;-,jur;otls to Sp.1f Ot' others.
Does not swim \o'rithout supervision.
Uses public transportation independently.
Can be educuted or trained for any type of job provided above

restrictions are observed.
Can be self-sup;JOrting.
Can live indep-2ndently.
Can take and self-dispense medication I'Jithout SUpEl·v;s;on.
~·1?;)' need cou!1sGiing and/or social services.

LEVEL 2 ~- Functional Description

Limited control of seizures achieved through medication.
Seizures interfere with ?-ctivities.
Does net ddve any vehicle_
Does not work in high places, near open fires or close to heavy

machinery that may be injurious tt' self or others.
Us~s public trans~ortation independently.
Can be traiflE'd for leJ','/-risk jobs.
Can benefit from occupational training center programs and

rehabilitation programs.
M3Y need individualized attention in school.
Can be partially self-supporting.
Can pal~ticipate in gym, shop, s\"rimming, etc., with super-

vision. '
May not be capable of taking medication independently.

LEVEL 3 -- Functiotl?_l Description

Poor control of seizures with medications.
Requires specialized hE:C\lth care.
Activities greatly curtailed, e.g., st&ir clinming, bike riding.
Doc$ not drive any vehicle.
Docs not \'lOrk in h-lgh pl?lces. close to heavy machinery, near

fires or heated objects .
May need ~'upervi ~i nn in otr!f'r rotrnti a11y danger!'lllS condit ions.,

e.g .. bathtubs, sharp nbiects.
Does lKlt use ['ublic transpm"totion independently.
Cannot attend school reqularly.
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Cannot be co~petitively employed (probably).
May be able to contribute to self-support.
Cannot live independently.
Is unable to take medications independently.
Is restricted from household" chol'es such as cooking over

open fire, ironing, burning trash.

l05

LEVEL 4 c- Functional Description

Uncontrollable seizures.
Se; zures of g}'eat sever; ty and froequency.
Activities greatly restricted.
Requires superv1sion in potentially dangerous conditions,

e.g., bathtubs, sha"p objects.
Dependent for support and care.
Cannot tr~n;pJrt self ;nrlc~endently.

Requ; res prot';:ctcci envi l'onr:~ent.

Cannot take o~n medications.
Requires frequent hospitalization or nursing care.
Unable to perform most household chores.

IV. Continuum of Resident i 'ul Proarams: .Indicate with a check (X) the
one category that most closely describes the facility. Use the
space bela\!" for exceptio!"'ls and comments. (See tiescriptors Attached)

A.

B.

C.

D.

E.

F.

G.

H.

___ DevelopmentallMedical Program

_________ Family-Living Developmental Program

_________ Five-Day Board and Lodging Program

_________ Developmental Foster Program

_____ Social - Vocational Training Program

_____ Supervised Apartment Training Program

___ mnimally Supervised Apartment Program

_____ Behavior Trainin~ Developmental Program

•

EXCEPTIONS - CONt1EIHS:

-_._---



V. Gp.nerill :
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A. Hhat ~.i~-1rtificQnt di'~f(;r('nces (prGi.:lfr'"!s~ characteristics, etc.)
have you noted bct'i,'C'2n residcni:s cominq from state hO:·pitllls as
oppo~ed to othel' sources? Li!',t in order of importance/si9nificance.

--------------_._-

------_._----------
--_.._---
--_._------

-----_..__ ._--_.-._--

-- ._------_.
B. What kinds of assistc:nce \'/Duld be most helpful 'it! -im[)Y'cv-ing yout

facilit,':(s effort~, &'[; rr~eting YO:Jr res;'::ent5 needs?

.._----~--

-----_._--------- --_._---_ ..__..-

---------------- ---------_.
._-_.._ .._--_._---------

----------------_._-
"'-'-- ..._-_._-

USE t\fThCHED ~mps 8EHN/1GU,L PROFILE

VII. ProblE'rn f,r:'lHlv;ors (S~e Instructions):
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STATE OF MINNI:S0TA

Office Memorandum

TO

FROM

SCRJI:.(;"f:

All Ru1e 3<i Fad 1ity Operators

Technical Ass'istancc Project

Need for Jnforrlat-ion

DATF.;March 2, 1976

PH.Q;.Jr~~, _

I would liL02 to as~. 'your assistance in providing m02 ~Jith information
about you" facility thut \~ill aid b0th the Depal·tm,mt of Pt:blic
Welfare and your 'Iocal al'ea board in plann'irlg corrmunity-based
facilities for the montally retarded in your are~.

I will !'!';ake an ?pp(dnt~C'ni with you to c0l1ert tlte nec.essary in­
fOllT,ation. Basically, that- ~iill include:

A. Ge:ner<.l facility chariicteri.stics.

B. Admissions and discha'"'"ge ir,formation (when, hCM many,
where from and to !>ince 1972.) .

C. Physicul tharar:1,:ristics of your residents,

1 fOY'ese0 th(:.t the 1nfo,rnJtion will be readily available and \"fill
take \~ry 1ittil:? time to co:r'!Jile. I will contact you within the
next two weeks to make an appointment. Thank you for your coopera­
ti.on.

nUbeg
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INSTRUCTION SHEET
for

DATA COLLECTJOfi

Instructions for Completing Data Collection on Rule 34
Facility Research

TO:

FROH:

SUBJECT :

TAP Consultants

Warren H. Bock

DATE: Harch 10, 1976

Please follcl\'! the ~n.:;tn'etior5 listed belo\'I as closely as possible in
the conduct of your; ntervi ews.

•

1. Facilitv n~scriptl0n:
---~---------

Ente\~ the date on which you completed the interview and your name
in spaces pl'ovided at the tor of the page.

A. Enter the licensed name of the f?cility and the TAP 10 COd2
number.

n. Ente.r strer::t. city address and county.

C. Record the date the facility officially openod its doors. If
it has expanded to serve more than its ori9inal cc::.pacity,
record that date and the number of additior.al clients served,
or, if the facility lies reduced its licensed capacity, record
date and nurr.ber reduction.

D. Based upon Rule 34 provisions, ICF/f.lR (77) deficiencies, or
any other variables that may affect the facility. make a
probabi"lity detenl1inl'ltion on thot facilay's continued
operation after tilarch 1,1977. Try to arrive at a "wea~her­

manls prediction l'. e.g .• 30% chance, 905~ chance, etc.

E. Licensed capacity should be recorded from their current Rule
34 license. If gender distinction is made, record that. If
application to increase/decrease that number within the next
12 months is planned. record those plans.

F. Enter the age range served (Rule 3 f, '-icense) and check (X)
whether the facility is certified ae. inst; tutional or
residential under Life Safety Code.

G. Determine vacancy rate either from Rule 52 records or by
questioning thenl on average number of empty beds per month
ov~r the past 1S months .
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H. If a waiting list exists, determine the average number per
month over the last 12 months. Also determine if this list
has been increasing, decreas.ing Ot' staying the same over the
last three years.

T. Under receiving area, consider the MHjMR Area Board boundaries
as primary, and. outside those boundaries as secondary. Enter
percentage of current residents served in primary receiving
area. If they expect these percentages to change, (e.g., if
they expect the~r clients to be coming in differently
than was the case in the past) indicate change anticipated.

II. Admiss;cn/Oisch:.rge History:

Enter t.ll actual adMissions and dischar9€S for each of the years
listed on the form by cate~~ory. If arlY current res"iden'ts were
admitted prior to 1972, list the actual numoers in the far left
hand col umn.

III. Directions on for;n are self-explanatory. If a facil'ity wi"
accept more than one level, indicate the preferred (primary)
level and the others which are permissible (secondary).

IV. Continuum of Residential Pl~ogram~:

Check that facility category that most rese;nbles this facility.
If there i s sori~e uni que excepti on ,----crescri be in Comments-Exce\-iti Dns
section.

V. General:

A. This question seeks to determine if the facility operator
has discerned significant differences in the characteristics
or problems of the two groups of clierlts. i.e., from state
hospitals and other sources. Try and list the differences
in order of importance/significance.

B. This question is broad and the interviewee should be given
wide latitude in responding. Again, list in order of
importance.

VI. Behavioral Profile:

This activity is most important! We are trying to determine what
behavioral (by ~lDPS) criterii'l constitutes prer2quisite behaviors
for both admission and dische.rge. The result should be t\'10

profiles on one sheet. It is important that the specific be­
haviors c:re viewed as indicators of a developmental level versus
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vievling actual behaviors fnr their o\lm merit. It may be h,-:lrful
to b~gin with high valid-ity dC:Trains, e.g .• eating, toiletit'9,
etc., to ge;l~rate the appropriate viel'l for subsequent domiJins.
The resultC'nt t1band" of behaviors, those falling betv/een admission
and discha'"ge levels, should constitute that facility's "specialty"
when cons; der; n9 program emphasis.

VII. Problem Behavior:

Aftet" all of the above ~as been completed, determine through ques­
tioning if ih2r2 are f'ny sredfie problems or maladaptive be­
haviors that \'ould prevent a potential client's adi-,-;ssion despite
their mesting all other criteria. Please try to be ~pecific in
recording their pt'obiems.

USE: rr:::rgi ns, bac:( of pc.ges, etc. l in recordi ng any and ali uni que
ti rcwn::t:l~Kl:S ellcsunt~r::?d. 1t i s bE.tt:~l' to o,:(,:,r reee' .... ::: tbzr.
under record. ~Ihht Vie are looking for is the most comprehensive
picture of the facility possible.
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Continuum of Residential Programs

DEVELOPMENTAUMEDICAL
PROGRAM

FAMILY-LIVING DEVELOPMENTAL
PROGRAM

16+
l,d~1t d"y <l~t:v'+·.. (,:,·,'C·\

Work {ldivity c€".tcr,

16 -+
Adult day ,)ch'i,)' Cente .. ;
VI/C'" il~l;·.:;y Cd'~ers

Sf.t"!tc'.;'~ "'O,;~h7~"

ComL>r~~e~,\:ve re"",b:.·
leoti"" f,,~i::tj:\

Competitive ..'o .. k
t'a;nin:; prQgra~.s

Con~ulhn~

ik~l,r. pe~'Jn~d

Oc:up~lic~.s] :i'~,~~;;,

fi,y&ic~! jhC"~(~!

P&'iCh,,:ogj~j

Public hea:'h n,J'-~1":

5,=,,,i1>1 worlcr
Speci~1 educ~j ;(",~I,',;Id

deyclopme"l tr~:ning

$~:ecielist
Speech p~lhol:;::;'st

Rules 80 ~d/cr 34: MDH;

Pf"q'l!r:".1
Plesch·,,-:;i FJJr~,.,,~

Speci,,: schooi f" .:.gl """;
Speci~1 d~;\ pro::)rams

Communili Suppotf Services:
Mdic"l- p"br, or p';\'",'o h,. ~p:t,,1 focili!:es
Tr"",pur1 ... jio"~ Pr,v"'~' ilnd Furo!ic sy,te"';
Recreation - Si'Licture.:J prog''''~'s

Ueon~ing St"ndardl: DP"",/,
b,,,di,,o C"r~ crSU:j3

Certiiic,,:i~n: Fecie,,'-ICF-S-or ICr.:·tv.R
Edl.lc6tional Suppcrt Servkes:

0·21
lnftlnl ~timul"t,on

Definitio:l: Sorv,,~ ind:vid~~)~ ".. iihcoJt severe. chronic
meoic~1 p'oble,r., but ge ..,er"iiy with mo;(: severe devel.
opmenti'l! h<'lnd,~aps ihan ;110;v;dUlli~ in dcv",:::>prr,101110]
foster r'ogr"n1S. While th", prjr,,,,y source, 01 edue,,­
tio,. <'lno tra;n;~') ~'(.,,:J eli,: cut~:do II,e re,;dence. (l

forr""i ·r~,,·,(,g F~s'r":,, b ~c~",I,,·C1·(; dev~!oprel1t d
adapli.-c h,·~..... ',-,,!; '~'G~;d ce pr,:,v:ced.

location: r~",-,~ s:h:.d, :~. C<:-:'''''''1ii,e, of "Myirg size,
hav;r,S lhe r~c~:red ~"'"I':l'+ ,e"';c~s.

Popt,latlon ChMac:(),h!,cs: tl-;,r"'1cbil", to a~.-,bule;iJry·

n1<ly not h<l'~e sre"·c-,re ".i:;
P,og(am Cha,a~tcri.t;c" ~,':""C:~' :c.n <'ld;y,:j,,,

1,'Tl~~!-:'! ,cn C.c rr,C :,:': I f sF;!s
Pe~;c.r.I:!.h)'g:c,e If.,:;

["lir'9 ~~:j:,

D"ming sf.tli,
Comr,lunieat,on s;ill;
5oci~I·;nle'aClicn,1 ills
F-amLly.livi~g I~jll~

Si-le: 6· [l indiv;du~l>
Dur<'lticn: Shod ;errn to 1""9 :epr
Staff; Primuy

Traj:led hou,ep~rc<,j,

sr.!'!: Le" ifill" 25
DUTafi~n: lnlerr,edi~te to long tern
StaH: Primary Con~ult..nt

PedL"ir;~ N,'rse Dentist
(/,ge 0·;6) D:ek,~n

Re'J;~;fc,-c;~ r,;uTSe OC;:"J:c';cn",1 ;\LA'~r,i~j

(A9~ 16 +) ":,,-':Ci;;; the':l;';':,~
P~r1>p,oi(mior,o!ll Phy,;c,,", {;mm(·d;~!t,

shIH o!lvClilobi:ity)
Public he~lth nu'S",
50c;0! VlQ'~E"

Spec.ial educat'on/ch'ld
devel')pmenl sp~c'~lisl

Sreach pathologist
Licensing St.:rlldMds: DP\'I; Rd",s eo and/cr )~; tvlDH:

Nu(si"g f'c,ne or Hos:;itel
Cetfification: f,'cer",I-Si:illed Nursing Home or H::;.pi~~1

Education<l! Support Service.:
O· 21

Infilnl sti,,,u:oli,=,~

p'C~"'1rr,s

Pre'chool proq~arlS
Speci1>1 schoo! DrcoCj'oms
Spec,ol dos~ p'':''Jr~''n"

Commu,.,ity Sup~'(H1 S"rvic~s;
Mcdi~.i'l! - P"b:i: or priv~te hO~f='il<'l1 facilitie\
Tr<'lnsportatio~ - P"ve~e \y~tcm

. Recr,,~tion -Individu{lktmtcrcd recre~tion<'llprog'<'l,,",

Definitkn: F',ogfllm rur irdivi:JJa!. h,,~ing severe, ehron;.;
he/llJh problem, requiring ~ life s"ppcrj pr(:gr~m ,~ con­
junction wilh lr"ining in Ild,,;::.liyc b:h,wiors,

Loe",tion: In L:lrC1~f comm~~i~ ;,,\ h~v:ng c(;·rr.p,ekr.~i,'c ho:.­
pit~l> /l~d rn~o:c~_' pn.c"~e!.

Popul,stion Cht"..eteriltks: N:jn"mb~latory individU/l!'
11"";"9 se-,ere chrur,ic heo~th rrd:;.i~""s in ccn;"n~tion

willl ~ue'c d",\'eloFme~li!: L~nj·,;:~p: jndi,-;,!~~:, who
require med;~~1 care IT:CJre th;:,; "r,,/ aiher IFec,fic ser·
vke.

P,ogfollm Ch"rad~."iltk:~: LIe .",';;'0': ser,-i~es

Conv":C>~·'·"j core
Eq/F,-,enf t,,,:";~,,;; f~" il"'\OU-

bti:,r, ~~ 'nobil:!,
Self_Cllre skiils
Physicol deve]o?m~nt
Ambulotion
Comm.miCiltion skill,
Sociol.in~er~d'cn skills
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52 Commu"ity Alternetive;

F-1VE-DAY BOARD AND
LODGING PROGRAM

DEVELOPMENTAL FOSTER
PROGRAM

ConsLlI~"nf

DevlC'bprr.en'b! p.ycho!-
ogd

He.:.i'h r~r~::l~n.e! .
OCCl'Pll'"O~~' lnC'-.:I~'_;;i

Phys:,,) ih""~;~',t

Pub!:c hHItr. nc"!"
Sod.:.! worle'
Spe~;/ll cci:;(o~ :,'r.' .:+i! ~

cl~_,'(;'I"vn~." ~'o:""'':;
Sf-ecl:.!',,!

Speech p<li~(j:og;,>!

IH
Add+ Jo\, ect:vi,y

cen'er,
"",lork a~t:,,;ty c,,~!er~

She:!e,!:::1 w,'r"sr,cp;
(omprenen,ivr, reh.:.b:'i-

tbti,,~ f.:.cil'f,c,>
CornpeHfv., wOll

tra;n;nt;l progr.:."1S
Corr.mullity Supperl Sllrvke~:

ME'ckal- P"b!;c cr pr;,,:,lc hcso~!al facilLi:es
Tr"nI~o,lo'ion·- p';"" Ie end p~bl,c lys;erl,
Recre~,j:o,- S!rueturtc:i rrog',,,,",,s

UClln,ing Stem:!ud: R"oe I
EduClltion",1 Support Ser~;~lls:

0·21
Infant slimul~;;on

programs
Pre!ch"ol progr/l'l1S
Speciolschool progr/lrr.s
Special clo<s Fogrl'm$

Dlllinitio~: Sfl;V(!~ individuals h"v,ng e wide renge of de­
ve:opmentol hOnOic<lp e.dLo.iv(l 01 ~e~ere or chro~ic
meo;c-ol p,,,b:ern,.

Location: In commurit;es of '.'erying ~:7['S.

Popul/l,fion Ch"lactcri,tic\: Ambul~lory or r.;obde:; milY
nOf have self·care sl::I,.

Progrtm Clla.rtdcfhtics: Stimul::ticn ~et;,:t;~~

Ambularic1 or rr':ll,i:dr sfills
P"rs;)n~l.h)-,9ier.e ~Hil

E"'1ing ~kil!o
Dressirg !~.'I:s

Communice~jCln~l:lls

Sociol·interac !,c'n s>i!!;
~lImily,liv:ng sliil,

Sile: I· J IDepende"t on thc "umber of na~urol chik),,,n
in ihe I",.,.,::y.)

O\trlltion: Shorf term 10 101'g term
Staff: Primary

Licen~",d. trll;'~ed

fO$~er p.:.rton!s

1·6+
Work "etivity centers
Comprehen,ive rehabili·

falio'l fadilies
Corrpetiiiv0 ",ork
Shel+ered wc,hhops
Competitive worl

tr~,;r\t!\g progra,...,~

Community Support ser\,rces:
Mcd~cal _ rubloc cr priv"le h;;,,==,i1~' lociliti;'$
Transp,.dMi0n __ Private "'lor.! ".ub';c ~y,te""

Recreotion - Str;.odured prog,,,,,-s

lkIlM;r,~ StMe'UCS:
SLF/A

Cerin,cdb,,: Fed')Jal-lcr I} ,r
Educillior.al Support Serviee.:

0·-21
Spod,,1 ~cho~' prol)r"m~

Sp"~;al c:"s$ ~'v:;lr"m!

Site: 6.15
Ou,..r.f;on: Shod 1Nm i? ;r.ielm'xb~c

Staff: Pr;m~ry Consult"n'
TrClined housepllrenl. HeCllth personnel

Occupetion~" thurilpist
Ph)'sicollherapist
Psych:::loght
Public health nurse
Social worker
Special cducllt;on/child

development haining
spedo!ist

Speech pJtholoS:st
N-W: Ru'es 80 and/or 34; MDH:

Definition: Serves ir,("Iividuel, hom sr_llnely populated
oreos oH<ondil,g cummun,iy Ir/lin,r,g prOgrllmS end elect.
in9 to return io ~ hon;,; b/lSO on weekends.

Lo~tion: In corr,rnundjt:o. I.eving ihe reqeircd educotion/
tr/lining ~"pporl SlH',ices.

Popul"tion Chllrlldorislics; Ambuilltory or mob,I,,' over
3 yoMs of lIge.

p,ogr"m Ch"ra,tN;stics: Stim"I..,!ior lIc!ivities
Ambulllt;cn or mobiii!y ski:~s

Pt:;($onbl.hygier,e r;~i!ls

Ebling sf_iii.
Dressir,g skills
Coml1lun;cot:on skil!s
Social·interaction s\:iii.
hmily_living skill!

-
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SOCIAl·VOCt,TIONAl TRAINING
PROGRAI.I,

SUPERVISED APARTMEI'r
TRAINING PROGRAM

SilO: JO
Dunticn:
Sh.ff:

,,+
'Worledi,:!)' cen'ors
Sheltered ",'C r~,hops

Aree vocalia.,,,,1 lechni:el
Khoo!s (large c',t:cs o~\!j

Comp,c.hensive reh"bili.
tMion hc,f:!ies

Compot;j,ve woe.'
trl'linir,g proq'ems

Compelitive wor'
Corr.mur.ity Supp:-rl Serv:ces:

Medicel- Puc.~'c or pri'"Jte hospiJill fe6l,tie~
Tren,porlat'e', _ Pub!;" end pri',ale s'{stern5
Recreatioll _ PI"nntd edol"'scet:t;'adult r~creatiollo'!l

programs

CQ/m,ltllnt
He ... lth !d"c~!or

P,y:hd<Jg,s!
Soc; ...1wor~er
Spec,,,1 CG\.'clllet

Li<;.l1>fll;ng Sillrdt;·r;i:: enr.lral !U~crv:sr.r~ a,:''',c)' I,,,,,n\in?
es conlr,,\i',d to iiccnsing of 'nO:viduai ,mih. MDH­
SlF/A

Cerliticatiton: Fed""lIl- ICF/MR
Ed\l~lItionatSupport $ervkl>s:

0·21
Speciel schoo: progro'lms
Spe.:,'el cle,s p;ogr ... ms

Defi:lit:on: Serves IIdulis ettend,ng communily vocetiona!
trein,ng p,ogr ... ms, sheltered employmenl. supe",i,ed Ot

indepe;'<';ent en\ployrn&r,~.

LO~fltiN': In e"i~l;ng "'pMiment cor)P!e~e, dese to shop
ping, tr ...nv,o,l~'ion, t.nd vocIIJicctl OPP?rjun'l;es.

Population Ch~rllderistic.s: Ambu1lltory or J'Tlobile. over
III \-,ee'~ d CO" h~vic'9 mllsiercd ~cH,cllro sk,lIs end
tho,,, S'.i'ls reo~:red k,r ~emi.indeponcl'"n!li"'''9.

S;a: Les, 111.,n 10 "roi:,: rr,,,.imum of ~ pC:50ns/ unit
Cur6fion: Shot! torM to foro<;llerm
Stllff: PriMII')'

live·in co~nl.elor

Short term to Intermed,,,le
Prim~ry CO"l.ult~nt

Tr~;ned hou,epJrents Psychulr...g:st
Soci,,! v/orlcr
Spec:a! oducekr
VocetioMI CC<l~se!or

DI'VI: Rule, H end/or 8D: MDH:

16+
Worl "r.ti,'ily centers
Shelle'O"d v,orbhc'p5
Compreh,-,r.,;"e reh6bil'.

tation faci~it;el.

Competitive "crt
trllini"9 progra"',

Competitive w':lrk
Commu"ity Support Senices:

Medical- P"b!ir or pri.'ate hospite ' f"cil,f('>
Tr~nsporl~t'to~ - P~i:,lic C!nd r;,r,ville l.yst£lr\S
kecre~t:en - PI~nned "do'sscerot/~du't recreiltien<'ll

progrbrr"

Licensing Sl.ndard~:

SLF/A
Certi!icafon; FedercllCF/MR
Educ...t;on~1 SCPI'e-rl SC!r-..;"el.~

(1- 21
Sp'!lci~1 ,chool Fr0',lrMrs
Spec;el da;, pJogr~tn,

Definition; Servos jndi,,;du~15 who hllY", ""1uirod tile bosic
self·cCl'eo skill, b,,! ,"c<uo:e bas" lr"ining in inde;:>'lnd€lr,t.
li"iog skills ,rod "OC;;.tiCI,)1 skills in e 9a,uF' en"rc.nn'er,L

LoeetiO:'ll In communi,y so:.ltings clo.a to scheol., shcp­
pir.')_ i'M.porleiion, V<;;cllfix"i opportun;tj~$ should ha
present or arrangod wiil,in t'l/C COl',m"nily.

Popllitlion Ch,t.e'.!PI ht;<;~: Me-bile or orr.ndafor'l: individ·
uI;Ils wh,- hove acqu;a'd th., b<lsic 5elf-c~re ~,iJi~, bd
whose p,-eser,t skiil, prc.c'ud" ;~d!,pHdenj li';;rg: '':103 14
or over.

Pr(>gl~m Chllr,derist;c~: [.'ileded towo"d 24.hour self.
~ulliciency in II,a ere", of:

Cornmunicetior. skil".
Sodal.inlere:':on ~,;:!>

Bo,ie i~d~penO:;tlnt-l:ving skill,
B"s'c vo<.·~t;c.~.,~ ,~:;I,
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Co,,~~lt.mt

Ph)',;",ar,
So~i~t v'<)-o'H

\I\'crJ: ",,!i\-'7r "er"€"1
Sh",jfercd ,.,.(jr~;~.cp$

54 Community A!~ernl'ltivl\~

MINIMALI.Y SUPERVISED
APARTMENT PROGRAM

Definition: Serve~ pcrson~ 'v.ho need lilil", ouiside sup!-'od
to ~~~ume independen' roles;1\ cGrr:r~unitt seTti~:;I~.;.e..
the individu~1 c~n ir.cerende.~l:ydeol wiTh lik sitJolionl
with occesionol "isih hy '" C0Un"~:or.

Location: In e,.i.li~9 oparlll'ent comple"e, close 10 shop.
ping, lrcll\sport"tion. "o'-l\tion/ll opportun:ties. bonking
'"cilii;es_

Pcpu!ation Characferi,tkli: Mobil" or ",mt.uletoft: 18
y6/IJ!- or older.

Program Cho!lfaeter;di~~: $':LJ~tioMI cou~seling for mll;n
1enar,ce of indep~nci~',1 ,:i,..

S1;oo: In&.:dwClI or f,,~\:t! :: t .4)
Dur~!i:>lI: Ir.ierrr.edi~,,:::>~;"l'~.ter'1'.

~f~ff: Con.ul1r.nt
So<;:",: ,·,,,d,.,,r
SF'ec'~1 "d~c ..l'~'·
Vocalic"'5: C;',;C," I~r

licensing Sttlnd.,rd.: C",',:r .,1 (,ur,er,,",orv (lge~cy I,censin;:
til c-o"tr<lslcd tL> liccr.,ir,,; of ;nd'"idud u~::~,

Educational Support Se, viees:
16+

Work acti"it)' cenl",r.
Sh"ltr,'ed ....olks~ops
Comp-e-hcnsi',e l',hJb,l:t",·jon roc:i;l;es
CQ;.-,pe~it:'Je welk tr"i"ic,S rro3,a,""s
Compet:':v~ work

Cemmu"ity S~p,,<;,rl Services:
M"dic"i _ )-~o!" c·,. """,te kspitd f",:;Ii'i~s

Tri>nso,;,rletion _ r,.ibF.: s1'sl(;[1'$
Rbcrea'lion - Verie-ty d od:.iclce,nt/i1dulJ re:,eaiton

a"",illlb\e in the tomrT'~.~;ty
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BEHAVIOR TRAINII~G

DEVELOPMENTAL PROGRAM
Ddin:iion: :;~,~~s person5 (>n tI short-term billi. to t>":ni·

lIate te,ic\;> mei"'cl~p!ivc behe'~,o:~ "'l'd 10 imp'c,,"c
Ild~r-'1i ..e bei,~'"crs t" ",1"",1 oppr.~?ricte for F!~:O"'-,u,,'

ill Dev(>!ol-,("t~: F(;:;~er Hom('~. F,;.t:ill;~:ng De"t:icp­
rnent~1 I\.es:ci~f:e:. or !O,"e,da'i E';>/lrcii~g Homes.

Location: t~ srr.~;' 0' t"'ge co",m~n'ly centers on '" 'c­
gion,,1 b~si~.

Population Ch"",c!e;';stic,: Amb"l"to'y/...-,ob-'",. Per~C""

wh"sa bc!,~~,- ",r,-!lc, ~CC;ilt ':;.nc.l~:1 I'.'::I,:r<:. C h;')hl)'
~tr~dureLi. rel~·c,r"e-con:ir(;"nc. anel res"i:<ve cn",i:cn·
ment, i.e_. ",·1,05:0 L~,h~"ivr CI:~;,O: be ch~,.,g'!d 'n the
prelent ",r,v:rc.,.."'e~t_ Gene,~;''f. the pc",,:~l;on v.")u'd
includo ind',,:d'.'/l:. who llre i(,\nli$tf'~·tl' de;tructi"e t:>
1herr..clNI, eth~, ir,d;,-id~ei:, cr properly, or who, b!!­
CtI~.c c/ l-c"J."-:"'; d'_',~:,o':--':c>, ",,~ '~i'_d~:i h· ir..
c\':d~'~i\ ir, '''0>-,,,,.;'3 1t,-_d L'-"s·t"n ,:itc'c~"""S. T~,;, ir
di"idu"i rr,u_~ '" lCoC""''"Y focalec; if' ~ ;~c:it'.c. C,"-g"'~:;J
res:der"'~i P·:·:;:'~'" er::l l!1er. for'l'~t1)' de,-;;it:ed "",-it
fjg1-:l$ c: re,;e,,- pr'~r to FtcC",c:'E:·nt il"> ~he p-CS'M:-'I,

Progfllm Ch",a:.t~ristic~: I~te';,;,~ hc>h~·{i~, "'lc::l,{:,~i>~n

prog-,,';,. bn;~ scc:~1 ski::;, ('"c"'m,,',;c~T'on >~;t;s, s"lf
eN", $k,r;.

SilG: lfl" th~r. to
Duration: Sho"1·~',,:n

St/lff: Pl:'''~ry

Psy~holo?:\' ("Jr Speci<ll
ldue,,';>r w:I~, 'f,e·
c-ii,c tlC"nins in
bch""iu "'cd;f;·
cation

licensing S'llndard,:
EducIl1io"",1 S,-,ppcrt Se,vic()~:

O· ;'1
Spec;~1 schod p-C'~'e"',;_

Spe~;al cia,; pC'O'«"-";
Communi,'y S"P?:,rt Serv:ces:

Medicat _ P~b:;c a~d pri,-ete h~,~t::t~: f~di!;es

TfMspor!,)";( n - Pri",,~c ad :;;,;b:ic s'/st<1ms
KecrNllion - Sh",ctUf(;-d and ~on·s'r~~1urodprOgf~m&
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GROSS MOTOR DEVELOPMENT

fOLLOW THESE INSTRUCTIONS CAREfUllY

-,

MARK tETTERS"''''CE IA) 11 ~ Ei
• lithe person can ",,,rio,,,, the bell•• ;o,.
• If no .6d'Hon~1 "'IOn"'? tS reQuOfedln pe,lo,n, \he

b",av,of.
• II the behavi", is 10," .,mple and conseooenlly inap"r,,­

pt'.'e.

"''''RI( LETTEASP"'CE tV) I~ I ~ I
• lillie penon cIOn not perlo,,.. Itle beh•• ior.
• If "ld,toonai lra;n,n~ 's requited 10 p",to,,,, 1M be".'''CIf
• If Ihe p"'$On ,,,,,no! perlorm Ihe b"h...o' due 10 phY""al

"Mojicap 0' at>s.olutoly no op»o'lun'ly.

• Ol>~e,,,e Ihe bennio, <li'"elly, '" cons~ltw,lh $Om""n.
Who t.•s.

• Do not rea~ tlcl"'",," the line.
• 00 Mt Qiv., •••"lance un'es. 5" stale<l.

• II "ecuury.• imulate """,lilion. "" In,. l"al".-

SCl<lE 1
G"OSS
IO<>'OA

1

2

3

•
• ,

•
7

•
•

10

11

12

"
1C

"
16

17

16

"
"

t. Walks liv.:' feel (may ;.Jse braces 01 crutches) "-_

7. Crawls

G. Pulls sell to standing position usmg something to hold onlo

YOUR /lARK SHOULD LOOK LIKE THIS I

•. Sits _

15. Changes from Iymg on Slorr,ach to a silling position

19, Stands on tlplN~ tor len seconds

15. Runs _

18. SQuat~ •

13. PushC>$ 01 p'Jlls a wagQfHype object while w<:lkin\jlen reel

r 1. Holds head up for Ii.e seccnds when !ying on slomt.ch '-_

2. Rolls over on flat surface 'rom back 10 stomach or stomach 10 back L_

•
____-0 0 -'- _

L
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fiNE MOTOR DEVELOPMENT

fOllOW TIlES£ IIiSTRUCTlONS CAREFUllV

MARK lHTERSP4CE ( ... , 11 ~ ~ \
• IIll>e pe'loOn can p.rlo,,,, Il>e beha.lo•.
• II nO .d~'1;onallra""n9 'S ''''I''''''d 10 perlo'm Ule

1>&I>~y'o"

• II thc I>cha,,,o' I. 100 simpl. and consequenlly lnapp'o,
1l',lele

MARK l£TT£RSP4C£ Ie) I~ I ~ I
• II Ihe ""'loOn unnol p""om> Ih" b"h.vio"
• 11 • .,."loonal I,ain,ng 'S ,equ,re<! 10 perrorm lh. behaYlor.
• II Ul& "o,"on cannot perform lhe behavlo' aue 10 pny.,cal

han~'cap0' ab'ol"'ely nO 0pporlun"y,

• ObJ<lr...-e Ine beha.lor d"eclly. 0' conSull..-iltJ SomeOne
whoha.,

• Do nol 'ead be'ween 1M hnes.
• Do nol p'Y~ usoslanre "nleM,O .talfd.
• tllM'Cusory ,Imulale con~lllonsOn 11>1, ,ule_

YOUR MARK SjjOULD LO;)K lll'E THIS e
SCALE 2

"HE
MOTOR

1'. Closes hand arOlJnd an objtct placed in hand _ ,
2. Reaches lor and grasps objects -','--

3

7

•
•

,

,

11

12

--------------_.

_______________13

-----------------------"

3. Uses both hands at the same time when needed to handle an objecl

•• Picks up sma'i objects using lhumb and lingers on'Y

,. Turns a doorknob and opons Ule door

I. Carries a paper cup Without crushing

7. Uses a sp.?on to stir food or drink

t. Makes a slack 01 lhree wooden blockS or cans

•• Strings three one-inch beacs or spools onto a string

10. Unscrews a ja, or bottle lid

11. POUIS liquid from a pitch,H

12. Places a key in a lock and opens the lock

13. Cuts a straight line drawn on paper. using sCissors

14. TC~fs of! a piece of Scolch tape in a dispenser ..
". Cuts oul a circle

16. Handles jive playing cards at the same lime while playing a game -""'......

17. Folds a letter. puts it in an envelope, seals it. and puts on tl stamp '!7'--

18. Uses a screwdriver __ "
19. Strikes a m.1tch ',.'-

20. Thr('ads a neeole
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EATING

FOLLOW THESE INSTRUCTIONS CAREFULLY

MARK lETTERSPACE (AI II ~ :s I
• lllh~ 1''''.'''' ~.n pe'Im'" It.. ht...,,,r
• It n" eddlhonJI Ha,o,ng'~ '~<lu"ed 10 p",I".", \l\e

beha.,o,-
• II Ihe be".vio... 100 .'mpl" ."d ~Dn.equenlly inappro·

pr;.'"

MARK LETTER$P""CE (Ill 1~ J sI
• til"" pe,s"n urmo' p".to"" the be".vinf.

n -'ddihonaJ I'.''''"g I. 'e<l"""" fo pe,lon" lhe PeMVL"!
• II lhe person cannol perform ft." beney,o, ~u" 10 P"Y"081

h.<><licap or al.>.ol"tel~ nO opponu",ty

• OtI.......e III. bell.,i"r C;reclly. C" eo"S,,'l ',,,Ih ""meone
_Ito has,

a De> nol rcael ~et... een 1M I;M$

• 0<> not iliv. au"tance ""Ie•• so slatell
• Do nol $im"roh- "Dud,hons On It. .. >cale.

YOUR MARK SHOU~D LOOK LIKE THIS &

1. Swallows soli '000'S thaI do n01 require chewing

SCALE 3
IATlNO

,
2. DrinkS Irom a glass or cup with assistance --'''--

3. Picks up food With fingers and puts lood in mouth ~3'__

c. Chews l>Olid food ~--.

S. Picks up a glass and drinks from it J'c--

Ii. Uses a spoon to pick up and eat lood ,'-_

7. Ea!s a complete meal with little or no spilling (may use only fingers and spoon) "'!-

t. Drinks from a drinkmg lountain with hand or loo! control -"c--

i. Uses a lork 10 piCK up and eal lood -',_

10. Waits in line and carnes a tray in a dining lacilily --'10"---

11. Spreads butter with a table knl1e 'c'!-

11. Eals a complete meal WIth lillie or no spilling. using all normal dishes and utensils 12

'3. Eats. supervised. in public without calling allentlon to eating behaVIor 'c3~_

,e. Serves sell in a famIly. style setting ,.!!!._
15. Culs food with a knite and a lork ~'E''--

16. Takes proper portions when lood is offered --'"._

t7. Displays table manners --""''-

1e. Selecls and reQuesls lood Such as a htlmburgcr and a Coke from a limited range of take-out roods 'e''__

19. Takes 8 proper and complclc meal whcn variety is ofler(."d __ "

•

____--'2~OC·~O~'d~'::"~'~o~d~'c'~t:'C'~o~."_'p~'~b~r~":..'d~,~o~"~'g~r~.~cc'r~,t~y~-:..::====c:c:====================::::'cO=.=
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DRESSING

fOllOW tHESE INSTRUCTIONS CAREFULLY

..AnI( lETTElI$PACE lA' II ~ S!
• trllle per,on un 1'''''0'''' ltoP b""~",O'_

• II nc> ""'d,lion"IIf"'nW" •• ,eq"lfed 10 perform the
behe"io,_

• II tho be"",,;.. , is 100 >omp'" an" co""",quenlly inepp'o­
p,lalc.

.ARI( L[TTERSPACE CD) I~ I ~ I
• lithe pe,oon un",,' ""rlorm the ~eha.i<>._

• II .<:I(I.bo"al lra'nonQ i$ ,ellU""" 10 ,,"dorm lM tah""'Or
• If 1J'IP pe,son ~annot pe,I(,'m ,I>e o"r," .. ,o' "',," 10 pnys'ca'

""nd'eap or aosol,,'e'r ,no opp"'lun.'y

• Obse",,, the bel1"..,o' d"oe1ly. or CO"$ul\ w,ltI 50m~n•
..hotlu

• Do not rcad belwHn the I'MS
.00 no' gi•• a.s'~tanc.unlU. 50 Sl.'"d,

• Do fK>1 aimulale con"'lion. On ihi. ocale.

SCA,LE "
oAES$'~"

, ,
I,
I3

• J,
• I,

• I
I

, I
• I
•
"
"
"
13

,.

"
16

17

"
19~_

.?O

YOVA MARK SHOULD LOOK LIKE THIS D

9. Dresses sel! completely cltcepl lor fastenings such as bultons, zippers. lies. or hooks --''--_

7. Puis on coal or jacket (need (\01 fasten) .'-_

6. Puts on underpants. slip-over shltl Of dress, outer panls, and socks '-_

5. Undresses sell completely lmay need help with b€ll or bra) ~'___

4. Removes slip-over shill

1. Ollcrs lil1!e or no reS(SlanCe whjle be'ng dressed and undressed

17. Pills on and takes oil lies. scarves. bells. watches. Of jewclrr . _

18. Changes dirty clothing wi\hQul remmder _

16. Tics a bow knot in shoelaces __

10. Puts on and takes of! ouler clothing. inclUding C031, hal, gloves and boots • ~~_

13. S!arts and closes a front zipper. as on a jackel _

11. PuIs shoes on correcl lecl

I
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GROOMING

FOLLOW THESE I"lSTRUCTlONS e""EFULl-Y

"ARK LETlEIl.SP,I,CE lJ.) II :!. gI
• Illhe person eM pe,lo.m the behawio,_
• If no .ddihon.1 \,.,,,,,'\! •• 'e<lUu.o 10 perlo'm Ill.

behavior.
11 \tle beh.vior i' 100 ,impl& /lnd con.equently ,napp'o­
pr;ato.

MARK lETlERSPACE (81 I~ I 'S I
• "the per."" cannol p.,IOU" the beha..(u.
• 11 aOo;l,I,0"81 ham,,,\! " '''Qu"ed 10 ;>e,lo,," 'he be~a.,or

• II the person Catlnot perl"'m Ille t>eno",,, due 10 ptly.'cal
hand'e.p "r ab",I"lelY no Opp'''lun'ly

• Otln..... tl>e bet>a.;o, doreclly, 0' con.ul\ .. ,th someont
WI>Ohu,

• Do nel read bel .....,en the l.nc.
a 0<> no! give a.s,slance unless SO ,l.t.d.

• Do nol,'m"I.,. condilionf on this $C5Ie.

sc.o.u ~

011.00"'''0

1

2

3

,
•

•
•
7

•
•

10

"
12

•

"
"
15

1S

'.7_

18

"
_20

4. Dries hands wilh a towel _

2. Turns heed and extends hands while being washed ~~ __'__I

$. Places a toothbrush in mouth and begins brushing motion --'-_!

S. Wipes lace with a wet washcloth ~--------------------------''-

YOUR ~lAflK SHOUl!) LOOK LIKE l!"IS n

1. Oilers lillie or no resistance while being washed -'-_1

20. Maintains sell clean, odor-lree and groomed

19. Cleans and clips linger nails with II nail clipper -"'_

1G. Washes, rinses and dries hair _

15. Applies deodorant

11. Runs a comb or bruSh through hair wilh several strokes -'''-_1

10. Blows nOse in a tissue or handkerchicr -''''-_

,
l
I
I

•

,



•

•

125

TOILETING

I
I fOUOW lllESE INURUCTlO",S CARErULlY

II "I IB) I~ I ,IMARl( lETlERSPACE {AI !. E .....RK lETT£flSPACE

• If Ill,. p~t...n , ... pe,r",m Ine I>eh•• io'. • II Ill,. per~ ..n c ..n....' perl.."" In,. "eh".,io,.

• It no additional ,,,.,nlng 'S '<'<1"",.<1 to pe,r""" the • II add't'onal traln,ng " fe<luued to p,",101m the 1>81'1""'0'
behaYH" • II Ihe pe",on ca""ot pe,le,m Ine b~na.>o' <loe to "nyOleal

• II the behavior IS too ai"'ple and co"sequenlly il'lapp,,,. hand'cap "f "l>oolulely "" oppOllun.ty
pt'.le,

• OM....." the bell".i"r ""e:tly...r conic·n will> ~meOne

...holl.n. ,
• Do 1101 ,ead belween the lonn
" 00 not give a~,;Slance unless $0 ,lalM

; "Do nOI.im"r8'" """diti""1 On Ihl. ac.le,

•,
YOUR MARK SHOULD LOOK LIKE THIS I •SCALE,

'"ILUIHG
I

1. Stays dry for two hours 1

2. Sits on the toilet lor thirly seconds ,
3. Eliminates when on the toilel (bowel 01 bladder)

. 3.
<. Removes clothing before silting on Ihe toilet <

•
O. Goes 10 the bathroom \'II~lh a reminder ___ 0

• •• Has bowel contlol at night •
7. Replaces clothing before leaving the bathroom 7

•• Removes clothing. sits on Ihe toilet and eliminales, and replaces clothing •
•• Has bowel control •

1•• Indicates by a gesture or words when needing 10 use the loilet 10

11. Uses the balhroom 11 -

12. Has bowel ~lOd bladder conlro! 12. •
13. Flushes the tOilet after use 13

·i ... Uses only a urinal 01 loilel for urination ...
• ... Obtains help with any toileling problem ..

... Asks Ihe loealion of th~ balluoom in new situaliorls ..
17. Uses loilel paper _ 17

... Requires normal plivACy fOl to,leling ..
19. Washes and dlles hands aHer 101101109 __ - _____'_9_
20. Chooses Ihe cOHcel Icslroom In a public place ._



----------------------------

._-----_._-_._._-_._-_... _--.... --_.. - .._. 126

fOllOW THESE INSTRUCTIONS CAREFULLY

RECEPTIVE LANGUAGE

YOUR MARK SHOULD LOOK LIKE THIS I

MAliK l£TT£RSPACE (Ill I ~ I :s 1
• II lila pe,son cannot ~,'otm Ihe beh,.iot,
a If "IO;',onll l,.,ning '5 ,equ"t<l 10 perform IhO benav'or
• If 11>. pe.son nil""! perlorm TI,e bellav;", (lve to p1lys>cal

nend,e'l> Of abUlIUl"I,. nO opportun,ty,

• Observe .tI. be"••;,;" d;'~'IV, Of eonlull wilh .Om_OM
wnoll".

• Do no' read bet..,,,,,n Ill.. (,nes,
.001>010'." ass'S,ance unles. 50 ,la,M
• If nec...ury••imul.l. cond'lions on this ...ale.

MAAK LUTERSPACE (A) II ~ :s I
• II.,. pe'$CI1l ean pe'lo'm \tI. bO'h,.IO'.
• II no 10d;'.onal (,.,mnO;$ .~u"ed 10 pe'form It>e

bettavior,

• II Ihe bellivio. ;s 100 li"'ple and COnuquanlly ;nal>l>"'­
p,;,te.

Ilope
~.

,

1. Turns head loward the source of a sound ---'_

t. Poinls 10 three out or ten pictured objects in a book upon reQuest .'--_

e. Listens to a story lor three minutes ._--'.'--_

10. -Follows instructions such as, "Put the ball ;n the box," or "Pul the broom behind the door." 10

11. Points to ten body parts such as nose, eyes, mouth, elc.• upon reQuest 11

12. Responds 10 non-verbal communications Irom others such as trowning, crying, smiling, eiC. 12

13. Follows two-slep directions in ordcr such as, "Get the ball and clos.e the door." • 13

14. Points to a large object and a smail object upon rcqup.st l"'--_

It 15. Identilies. three colors out 01 a group. or colors when asked, "Which color is blue? Red? (elc,)" 15

16. Follows three-Slep directions in order such as, "Stand up and open the book and move the chair.',__,_,_1
17. follows velbal directions to gel Irom building to buildlflg in a rami liar setting ',''--_,

18. Listens to a one-page slory and answers, "Yes," Of "No," 10 specilic Questions aboul it 18

19. lIslens to a one-page story and answers Questions about il such as, "Whal happened lirsl to Tom?,,--"-l

20. Summariles a TV PIOgram in own words :/:0 '

••
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EXPRESSIVE LANGUAGE

fOllOW THESE INSTRUCTIONS CAREFUllY .

MARK LETTERSPACE (AI II ,~1 MARK lETTERSPACE '" I~ I ~I
• II lilt pe'50n ~nn perlorm Ille be" ..... ''''. • tllh, pt'SOn ,annot pe.lo.... Ill. be"••,o•.
• If no adj't,,,n.! ll.,nong os ,eq ..".,<ll" perlo,m Ihe • II ''''''!ional lraining ;. 'C(luorO<l 10 pe"olm tile O"My,o'.

bellev'o, • If the Perion ,aMol at'flo'''' the oehav"" aue 10 Pl1Y~",.1

• tl the behavior i. too s,mple and conMquenUy in;wp,o- lI11ndica" 0' ,boollll"ly no ","oo,llIn>ly

, priele.
, • Observe lhe behavior """eHy. or con5ull w,th someone

",1>0 has.
• Do nol rea" Pelween tile lInes
.00 not give 'SS""n,e unl"...o slaleo
.11 ne<:nnry, "",ulale cond,lions on 'I'>i. senle. .

THIS DTOUA MARK $HOl;LO LOOt( L1t(E I SC4tE •
. Upnnsl••

l~NOU.C.

1. Makes voice sounds 1
, ,. Uses voice sounds to get attention _ ,
, .
! •• Changes the tone and rhythm 01 voice sounds •, •• Says or indicates, "Yes," ., "No," '0 response ,. questions such ". "Do you want to go out'?" •, •

•• Imitates live words heard •,

•• Uses two-word phrases such as, "Hi, Buddy," "Go out:' or "Eat cookie." ,
, ,. Says twenty words

,
8. Names len common objects wher. asked, "What is this'?" '.._

9. Says lirst am1 last name when aSked ,

10. Names ten body parts when asked, "What is this?" 10

11. Uses sentences ot tour words . • "'L_I
12. Expresses lel<lings, desires or problems in complete sentences such as, "I am hungry," "''-_i

13. Asks simple qu~stions such as, "What is this'?", "Why can't IT' --"~._.I

1<4. USf:S pronouns such as "I. you. he, her, me, or mine," in a sentence -, -,1"'-_1

15. Speaks in phrases or sentences clcarly enough to be undcrstood by someone not lamillar with the person_..1L.

16, Uses two·part sentences such as, "I saw Jim, and I asked him to help me,'·· ,,,,!-
17. Carries on a conversation lor ten minutes ",'-c
18. Says eddfCss 01 residence clearly when asked • -",8._

19. Describcs past cvents In logical order • J',,'-

•

• 20. Tells jokcs 70
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SOCIAL INTERACTION

FOLLOW THESE INSTIiUCTIONS CAAEFUI,.L'l'

MAliK lEnERSPACE 'Al II ,,I .....lik LUTERSPACE ", I, nl
• tribe person Un peli"'", tile 1>"'8V;0'. • II the pe,,..,,, unnot p..,torm the ben•• ,o,_
• II ne> addil,ona' \""nin9 oS '''Qu''ed '" pe,lorm Ihe • If a"d'hena' ".'nm>! is requ""" 10 pe'form 1M oenav.'"

Oellavio'- • II the pe'son ..annOI perlorm 'he bMavlO' due 10 pny..... 1

• II the beha.ior 1$ 100 .'mp'" and cOMcquenl'1 inapp,o- nand,,,ap Of 80'olulel~ no opponun"y
p,iale

• Obs.......... Ihe behavior di,eclly. or consull WIt" &ome<ln"
.,1>0 "u.

• 00 nol 'ead be'",een file l,nH
• 00 1'101 g"" .,,,Slanee unle•• So sl~led

• Do nol"ewl.,,, cond,lion> On Ih .. SC8Ie.

YOUR MARr< S,"OULD LeOK LIKE H'IS I ,I SCALE 9""..,,moueTo,,"

1. Responds when loucnf;>d by reaching toward 01 moving away ,
•• looks toward or otherWise indicates a person in the immediate area •.. Follows a person with eyes or otherwise respondS to a person moving 3

,. Imitates arm m~vement such as clapping handS or waving good-bye ,
•

5. Spends lime alone wilh toys or obJecls lor lwo mlrlutes 5

, •• Identities Iriends and acquaintances Irom strangers •
,. Spends live minutes doing something with one or two other persons ,
,. Spends ten minutes doing something wilh one or two other persons sitling at a table ,

•
10

11

12
•.

",.
",.
17

10

"
2020. Rcr.civcs and makes 10c"J phone calls

18, Responds with propN social courtesics such as greetings. apologies, or compliments

17. Uses things that belong to someone else only with their permission _

16. Shares possessions with others '-'

15. Participates actively in social events

13. Says. "Please:' and "Thflnk you

10. Follows directions !ronl others

12. Gre~ts others upon meeting _~ ~ "._I
11. Waits lor two mInutes lor an object wanted ----------------------------'-'--1

•
-~. ~--~-- ~~--~-----

•



:
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READING

l29

'.

.OllOW THESE INSTRUCTIONS CAREFULLY

MARK lETlERSPACE (AI I. ! ~l M"RK tETTERSP,lCE ,., I, I ,I
• II tt.~ petson c~n pe,lo'm lI>e betla.;ot. • "lhe 1''',0<1" cannot perlorm \tie bM..;o,.

• It noaddit'onallfa"'''''' oS ' .... utfeGl to oeltorm ttle • II adelliona! U."';"9 is .eQvlfeC to perrorm ItI~ beha"'o<-
l'"tlav'OL • I' the pe'so" cOMol p",lo,m mo be~ •• ,o' due 10 pl>y"cal

• II tho ben".'or ;S 100 simple aM conseQuently i""pp'o' "a"d'cap Of abso;ut~'Y no oppon~My

p"ate.
.. Ob$Clve Ihe b"h;l.v'ot d.,ewy, or consull ,,"/'1 ~omcon ..

... 1'10 ha •.

• Do not rud bel.... 00n the I,no.

• DQ no11livO ~,si$lanoe ~r,le;,s SO Slaled,

• Il .."«·... '1. II",ul~le eDnd,l,onl on lh .. ",ale,

1

YOi.Jfl MARK SHOULD tOOK LIKE THIS B SCJ..tE 10
~HO'"'' ,

,. Sits quietly al a table lor two m'lll,ites ,
•• lOOkS al objects presented when seated al a table •
3. Turns Iho pages in a book one al a time 3

4. Points 10 live common objects when objects are named 4 I
• I$. Iden.lilles dillerenl sounds, such as bell ringing. hands clapping, whispering, keys jingling
. $

6. Sorls Ihree objects by shape 6 I,,. Identifies three primary colors , !

,. Sorts pictures of similar, familiar objects into the same category, such as dogs, peer Ie, cars
, I

I

•• Follows printed material left to right • I10. Selccls one printed !(llter from three when It is diBerenl, such as "b,.a,.b" 10

11. Sounds out common words wilh three letters ....!LI
!

12. When Shown five pictules arranged 10 lell a story and then mi:<ed up, arranges them again in sequcnce__'_'__,

I.
1313. Reads aloud lhe alphabet lrom A to Z

,.. Alte/ seeing pailS of wordS such as ··pal, pan·' or "cat, cal." identifies which pairs are the _same____1LI
". Recites Ihe lollowing words when shown on lIash cards: "stop. men, women, danger. pOison, e:<ll"__'_'_

16. Reads a simple sentence and answers questions about it 16

17. Reacts aloud sentences With five common wordS 17

18. Reads a slory to olhers 18

18. Reacts a simple slory and slates its main idell __ 19

'0. Reads for Information or entcrlalnrnl'nt _. .. .20
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WRITING

l30

FOLLOW THESE INSTRUCTIONS CAREFULLY

U"RK LETTERSPACE (ll II ,,I *'lARK lETTERSPACte ,OJ I~ I ,I
0 11111. p.lOon Un pe,lorm Ill' b"hav,o•. • IIlhe pe'.on cannot pedorm II•• bell.vio.,

0 1I1'>O &ddU'Onlll tllllning 'S 'equ"ed 10 pe'term the 0 II .dditkmal trll,n,nll 's reQwed to "e'form It"le ben.v'o'
behavior, • lithe person cannot perlorm ttle beh.",or due 10 phys'cal

• II the behavior is 100 SImple "no;! conscquenlly ,napP'o- handicap Or abr;olulely flO "PiX" "Jnot)',
priale.

• ObsoNe the behavior di'''<:lly. 0< consull "'ilh some<lne
11110 has

• Do not read be"."e" tne Itne•
• 00 not give a6o,slance unl... so Slll'e~

••, necu~• .,.. 'imulate con<l'I<on. on Ihis o.cale, .

I
YOUR M,o,RK SHOULD LOOK LIKE TlilS a SCALL 11

"'R"'N" I
1. Clasps chalk, pencil or crayon

, .
,. Scribbles With chalk. pencil or crayon

,
,. Imitates someone moving hand !rom left to right across a page

,
•• Grasps chalk with thumb, inde~ linger and middle linger ••
5. Marks on e chalkboard Of paper m C"cles and lines 5

<. Traces with lingers along a three-inch straight line __ <
I7. Traces with fingers around the outs'de of a six-inch CirCular object in a continuous motion 7

<- Copies with a pencil a three-inch straight line <

<. Draws a Circle wi:h no examp:e fo look at <

10. Draws an X with an example to look al 10

11. Draws a line conr.eclmg three dots on a puoce of pRper
.

11

12. Writes or prints words with an e"ample to look at _12_
•

". Writes or prints first and last name with no eX<lmpll' to look at "
14. Stays or. the hnes When printing or writing 14.
15. Writes or prints clearly "
". Cop,es a printed ser.tence. including punchJation and cap"al letters ",
l7. Copies a paragr<lph onto an B':; by 11 inch sheet of lined paper 17

". Writes or pr,nts di<;tilled words _ 18

19. Writes or prinlsdictilted sentences 19

~o-I
20. Writes or prin(f, I"Uers for m':l!ling __ .

o
- ---_. _._----- --_._-_._---
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NUMBERS

fOllOW tHEn INSTIIUCtlONS CAf\Ef"ULlY

l3l

MARK LElTERSP4C[ (A, II ! ~ I
• "lIle peleon c.... pe"olm tile bell".lor,
• lin" add,!>onal l'a,nong •• requ"~<! 10 pe'to,m tile

p.,havior.

• If Ihe bella.,o, os 100 simple and cOnseque,,"y ;""00'0'
,"....Ie.

MARK lETlER$PACE leI I~ I E: I
• "lIle pe,.".. , ...nor perlon1l Ille bell ... ;o,.
• II ld<liuonal tr,,,"',,g oS rcqu""O 10 pe,term 1M b"lIa"o,-

• It the pe'oo" CaMO' pe,forr" 1110 bet.."",,, (lue 10 pllys'cal
hMo'cap Or a1.>$ol",,,ly no opp0!1untl1

• Obe""',, \tie bella.,o, d""tlly, 0' consull with ""meOn"
whoM.

• 00 nOl read bel""c" Ille hno.
e Do not g"" ....'st.~ce unJ"...o SlalM
• II n.cun')'.•'mul"" c,,,,ail!OM On Ill, • ."ale.

YOUR MARK StiOULD LOCK LIKE THIS B

1. Separates one objecllrom a group upon the request "GIVe me one,"

2. Repeats two numbers in thc order given

$Cf.L[ 12
"U""ORS

3. Creates order out of a group 01 objects by lining up, slac1o:)ng, or placing them in some other pattern__--''--

4. Indicates tile di!ferenc.e between a Short ,and long line "-_

•
$. Count~ to ten _

6. Chooses Ihe correct number 01 objects up 10 I,ve upon lhe request, "Give me onc block, two blocks, etc."__-,,_

7. Inclicales thc ditlerence between "more" and "less" when shown two diflerenl sized groups 01 oojecls

11. FolloWS d,rect,on:; 10 fill a gla~s half full

15. Malcht's the printed number symbols 1 through 10 with the corr!Jct number ot objects '-'-_1

11. Uses thc con~ept Of CfHrying in addition . _

18. SUbtracls numbels up to ten _ _________________J_'-

"

•

20. Mullipllcs find d'v,di-s ll(lmb('I:'~'~'~P~I~P'.:'lw~'~"~'y~-=======================:::.===.'~OC-~

--~- ---- ------------'
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TIME

fOLLOW THESE INSTRUCTIONS C",REfULLY

132

MARK tETlERSPACE (AI ]1 ! ~ I
• lithe peru... Un perto"" lhe belu,'o•.
• '1"" addOlICmallra.mnQ 'I '''Qu''elllo perTer", 'h.

behavipr
• 11 Ine behavior is too .,mple ."d co"""quenlly in.p~"o·

prille.

MARl( LEll£1ISP,l.Ce (B) I~ I ~ I
• II tile ".,.on C..."OI perform Ine bO'n•• ,or,
a 11 adlll(,o"ol ua.n,ng ,. leQUore<l to pedorm 'he be",",ol,

• If the pc,"on oannol "odorm lhe oen~",o' due 10 pn}".a'
h.n",cap 0' absolu,ely nO opportunity

YOUR "'ARK SHOULD lOO'" lI"'E ,HIS G

20. Affivcs on tim!" lor Br'l appcintmc-nt mJ-dc one week ill advJ-nc(' __ .

•

• Oboe... lhe benavior ""eeHy. 0' consull Wllh S<)meor.e
whohn

• [\0 nol rUd !;>etwecn the Iones

a 00 not give a••,stance unk% 00 .laled
• tl neotsu.). limul.te condiho". On 11'1;$ $cale,

seMr 13
I, ...1- ....J.._-:-�

1. Associates the time of the day with actj~jlies such as meals or bedtime ''-_1:

2. Indicates whether it is day or nighl .__l'C.

3. nespond~ to ··now." "later:' '"hurry,' and '"wait'" -----'---------------------"':....J
c. Indicates whether it is morning or aUemoon ,O'-.j

$. lnchcates own age ·_e''-'I
6. Indicate5 the difference between yesterday. today and tomorrow "__~,'_

7. Names or identifies the seven days of the week -','..!
I8. tndicates what day of the week it is now -"~I

9. Names or identifies the numbers on the cfock -"'..

10. Names or identilies the fOllr seasons of the year ',0,__
11. Indicates what month and year It is now . 11_

I
12. Names or idenflfies the fwelve monfhs of the year ,,,..~_

. • I
13. Tells or identl1,es birthdate. month. day and year .~'c''__I

14. Indicates the passllge of five minutes on a clOck -'1.~_

15. Sets a clock to within one hour 01 the correct lime, alief hear....g Ihe correct time -',",>..1
16. Ind,cales the passJgc of live minutes. give or take tour minutes. withoulthc use of a Clock __" .1~J
17. Tells time to the m....utc on a clOCk or watch ~,",~I

i18. Sets a ctock or walch to wilhin one mlflute 01 the cOffecttime. aller h!"arir'lg the correct lime ~_~ 1,0,_,

19. Meets a parlicular scheduled bus "1"_1

"



_......_----
MOPS...

MONEY

fOLLOW TIlES[ ,INSTRUCTIONS CAREFULLY

MARK LETlERSPACE fA) !J ~ gI
Ill"" p~..on un perFo,m lhe ben..,o.,
It no .~dll,onall'a,nl"g'~fooqu"ed to perfor"'!l"Ie
behavior.

• II Itle beneY'of IS 100 simple and consequently inappro­

r';·l".

MARK LETTERSPACE (6) I~ I ~ I
• It Ihe person .. annol pe'lo,m the be"..io•.
• If oddiloonal lra,n,ng oS rCQutr"<! to perlorm 1M benev'or

• If Ihe person cAnnol perlo,m !he ben.",o, due 10 pn~s,c"1

hend,eap 01 absolulely no oppo'tun,ty

'.

• Obsc've ft,,, behavior d,recUr, Of conS,ull ... iln someone
_1>0 has

o Do nOI tcad be'"""n Ine lines
.00 rOI p;VC .»lSlance unle.. so 5'.IM

• It n"cHurl, $;mo'o(. coM,,;on. On tt,,. ' .. ole,

-

YOUR MARK S.-tOULD LOOK LIKE THIS I

1. SorlS coins from other small metal objects

3. Selects a dollar bill Irom other paper objecls ~~ ~~ ~ ~~~~__L_I

4. Sorts diHerenl coins by llll"Od

5. Selecls a penny. nickel. dime and quarler flom a group of coins "--

6. Saves money ~ ~~ ~ _''__

7. Rank orders a penny, nickel. dime, quarler and hall dotl"r in order 01 value ~ '___

8. Idenlifies one. live and len dollar billS ~ _''__

fl. Exchanges live penni€cs lor a nickel ~ '_

12. Exchanges live niCkels for a quarter ~-'-'--

13. Exchanges lhe corrccl number 01 mix~d COinS for a quarlel ~ _'''__

14. Exchanges thc COHccl number 01 mlxcd coins for one dollar ~~ _

16. CounlS the chang!; from a purchase 01 live dollars or less

17. Gives an adequale amounl of money tOI purchases over one dollar and counlS lhc chango !.C_

18. MaY.es pUlchasc~ at 10Cl'l1 stores ~ ~ ,

19. Saves money in a b~nk account

20. Uses a chec~ing account

---------------------------------------
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~..."
DOMESTIC BEHAVIOR

fOllOW THESE INSTllUCTIONS CAIIEfULL Y

MMIK LETTERSPACE (AI II ~ t I
• II the pets"n can pe"o'''' Ihe b"I>...",.
• I! no ."(lillonal 1I."""9's 'cqUUe<l10 perl,,'m 1100

b ..h~v,o'-
• II thO behavIor 1$ 100 ,'mp'e and conse.. ucnlly ,napplC'­

!>,iate,

MAIII( lUl[I\$PACE (B) !~ I ~ I
• "!he pUUIn c.nn"t perlo,m the bell ... ,,,•.
• II .d<Io,'on,' 1I.,",ng " 'eQu""O to pe'lo'''' me benav,ol
• II 11>.. pelson c.~not perl".m ,h. och..,,,, Owe 10 o",Slea<

hand,cap 0' abSolutely no oppo"~""~

• Obse..... e U,c bella.,,,, direclly. Of COM~II WIll> ~meOne
....ho ha$.

• Do flOl ,,,"" b~I"'ce~ Ihe li"e.
• On r.t>t gwe """IMC" un'~" ~c s'~'od

.00 nol simulate condition. on 110,. scale,

'I'OUR MARl<: SHOULD lOOI( LIKE THIS I SC"LE lr-­
oO"'iS'".....".0"

1. Picks up household trash or hlter and pl(lces it in a wastebasket upon request _

,
,
4

•
5

•
7

•,
10

11 I
,.,-1
13__I
,.
15

"
17

._--------_._------

9. Dusts a Iloor wilh a dust mop --''--_

C. Folds clothIng and pUiS It away In a draWN --------------------------:;--"'--i
S. Slraigl)tens bed "-_1

8. Sweeps a floo. with a broom. pids up sweepings in a dUSt p,1fl and empties the pan --''__

3. PUIS d,,'Y clotlling in a hamper. clothes chute, or other appropriate place ~_:;- :;_-----''--.

17. Maintairls bedroom. includmg changIng shcC'IS. dwsting and vacuumIng . _

16. Uses II vacuum Cleaner _

14. Wei mops a Hoor _

15. P,epares a meal of a sOlrldwlcn and cold beverage --''-_1

13. Wash('s and dries dishes c,' hilnd . --"

11. Shovels sno,,", or rakeS lea.'('s

18. Loads and operales an aulomatic washer and drier _

19. Docs simple mendmg . _
"__"J

20. P,CpllICS ..nd SCfV('S a mc.. 1 includIng Dill: hOI dish __~_ . JO

•
---_._---------------------
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COMMUNITY ORIENTATION

fOllOW THESE 'NSTRUCTIOfolS CAREfULLI'

14

MARK lETTERSPACE eel I ~ I ~ 1
• fllhe p.non unnOl perl",m Ih.. behav,er.

• II .<:<11';0".1 l'a,n,n~ •• ''''lv.red 10 p~"o'm 'he Peh•• ,or

• II rhe p"rson <annol pcrlorm the ON.a.,or due 10 phy".cal

1II ...1t1( lEllERSPACE ("') II ~ ~ 1
• IIlhe p~f"<m ,en pe,fo,,., lhe beha..,,,.

• I! no ad<hho".1 1,.'nm;;J ," '\>Clu"t~ 10 pe,lo'", Ihe
b~ha,,;or_

14. Responds appropriately to social '"kidding" in public. _

I15, Leaves an awkward public sitlfat,on thnt is beyond conHol and seeks help "'~.'_I

16. Moves freely about in a familiar commun,ty . ~:: "j
17. Telephones residence lor information or assistance when necessary -------------.---- I
le, Acb appropriateiy in My public sItuatIon ".'-_

• It lhe ben•••'" i. 100 .,mplc and con..,quMU, jn~ppfo· hana,cap 0' absolule', no oPPonun,ly
p'ialC.

• Obse",e 11\0 beh"",,,r difecll~_ or conSull ".!I> Someen.
",ho has

• 00 nOI read between Ihe Im"s

• 00 r,ot give "."s,ao<; .. unlH' so stale".
, • 00 nol simulat. COndil;<>n$ (>h It". scal".

I,,
YOU!; "lARK SHOULD LOOK LIKE THIS I I SC,t,tE 16

CO.... u~rn
O~llNTAt'ON

,. Finds way from place to place wIthin a famIliar building ,
~ Performs simpte errands wilhin a familiar room 2 .

3. Finds way from one building 10 anolh"r in a familiar selling 3

•• Goes to public places in a supe,vised group without calling unfavorable attention to behavior • I
• ,

•• Chooses the cOIH~cl reslroom in a familiar public place • I
. •• Crosses residential street intersections, showing regard lor trallic • I

2. J I
Identilies a policeman, a f,reman and a bus driver ,,

•• inll?lacts appropriately with strangers in public • I

,. Goes on loot or bicycle 10 a familiar place over one-hall mile from residence 9 I,
10

,,•. Identifies a bus stop and indlcales its purpose

11, Obeys lights and "WALK"_"OON'T WALK" signals al a light-controlled Intersecllon __ 11 I

12 I
12. Co"dl,i£ts sell in putltic in the company 01 a person of Ihe opposite sex without calling atlent,on to sell _

13. )'I'elks along e rO;;Jd without a sidewalk facing trallic and on the road shoulder_. 13 I-

19. Travels by public bus 10 and !lom an)' desrirlil!lon "'0''-..

•

20. tlolds a valid dr,v('r'5 license _ 2(1

--------------
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RECREATION, LEISURE-TIME ACTIVITIES

fOLLOW TI'IESl INSlilUC1IONS CAREFULLY

MARK lE11ERSPACE lA) II ~ EI
• 1I1tJ~ p~..on un pc,tolm I~e beha.ior.
• II no aClCl'ho"allra"""9 ,s '''<lu''elllo perlorm the

beh.v,o,
• II Ine b..navior 's 100 s,mpl .. anll <;0"''''Iuc,,111 '"appro­

pr,al",

MAIlK lEllERSPACE Ie) I~ I ~ I
• II I"e pelion C8nnot per'orm I"e beha..or.
• It 100.100,,al ".,nong 'S 'CQU"~Cl 10 pe,lorm the benav'o'
• 11 11>0 pNson can"ot perlo,m the behav,or due 10 p"ys,e",

haM,eap 0' 3j,SOlulely no oppo"un'ly.

• Obse"'e Ihe bel>avio' drtecUy, or consull Will> SOmeOne
1II",,"as

• Do nOl ,cad <-etween the t,ne.
• OQ 1>01 give .....'anc.. unl.... so !lale<l
• Do noll;mul.le condOlionl on Ih'"lcale,

YOUR MARK SHOULD LOOt( Lll<E ,HIS a
SCALE 1T
".c.u"o~

6. Participales in group singing or dancmg

1. Engages in a leisure-time actIVIty for live minutes --------------------------"'--1
2. Finger paints . ,,_

3. Bounces, throws or catches a ball ~ ~-------------3'---1

4. Watches TV without disturbing others -----~----------------------c••-,.~
$. Brush paints ·_,_s~~

'I7. Ancnds activities in the communIty WIthout disturbing others ._~:'-I

:: ::~:h:~m:~e°tra~~~e::~::h:i~:::h::ss_'_"_'_"_C_'_'_'_h_'_C_C_'_'_._,,_,_"_;_"_,_,_"_,_"_,_,_,_,._,_,_,_.:::::_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-:!'~=I

10. Puts together pUZZles of len pieces . -'-"

11. Participates in thrcc sca(;onal, outdoor sports such as SWimming. boating. camping. or garden,ng ~ '!=:
12. Participates in organizations such 'as Scouting or bowling clubs --_~~~~~~~~~~~~~~~~~~~~~~~~~~~-_-_-_.,Jl,"'3_'-_-1
13. Docs aIts and cralls such as clay work. leather work. or bead work

104. Has a he-bby .

15. PMlicipates in org<lnizcd tC<lm sporls such as bnseb<lfl, basketuall. or volleyball , ~'"S

16. Usus a dlOp-in cenler Such as a canteen. pool hall. library. ctc 16._

17. Rides a bicycle . _

18. Sclecls books 110m IibrfHY 10f personal reading ~ _

17

19. Plays a mUSIcal inslrument _
_______________________ 19,

'---1

•

"

20. Uses community leClC:ltlon facilIties lor recreation, lelswc-time aCllv;ties

.,,,---------,,-----_.

___________ .. 20
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fOLLOW THESE INSTRUCTIONS CARHlIltY

VOCATIONAL

ar.AJlK l,.ETtEF1SPACE jA) 11 ~ gI
• ""'" person C~n pe,l"rm the behay,e'_
• It no.~d,~,o~~1 UO''''''9'' reQuued toperle,m the

beh.avior
• II Ih'l beh... ,,,: 'S 100 "mple a~~ cDnSequCnlly ;napp,~

"iale

.....RK lElTERSPACE (8) I~ I EI
• H ttle p....on caMol p.."o.m Ihe hh... ,or.
• II aM,lIonal I';l,n,ng os 'e<:Iu,red 10 pc'lorm Ihe be"'"''''
• Illh11 pe,son 'anno' pNlo.m lhe ben...."r Que ,,, pny<',,,,

hand,cap ". ab,o'ulel~ nO Oppo.lunlty.

.

• Oboe"'e the beh.vk>' O,,<,<:Uy. Or consull .... ,th someone
who I,.s,

a 0" nol lead belween the lines

• Dc nol glV" as"s'anee unl""." "aled
• Do not ';mulate ceMilions on Ihi5 scale

YOUP. MAR" SHOULD LOOK liKE THIS S SCALE 18
"OC""O~A1.

1. Assumes a body posilll!n at a task or at play such lhal both hands are avallatle for use 1

2. Attends to a single activity for fen minutes (may need to be protected from interruption) l''--_

3. Attends to a single aclivity for ten minules in a room with other people ~ _

C. Assembles IWO'part Objects Ihat Ii: together in a simple but secure way _. ~_

,
o

5. Attends to an a~signed task or act~viljl for one·h",1f hour (may need 10 be encouraged) C'L_

6. Puts away own tools and malerials al lhe end 01 a task (may need a reminder up 10 nat! 01 the time)_._'__'

7. Atlempts 10 do an assIgned lask Without resistance 7

8. Tosses hand-sized obl~cts mto an open box or wastebasket at a distance of three reeL 1.'-_

9. Goes to an assigned area without reminder in a routine caily program -',

10. Attends 10 work in a group without distracting others 1>10

11. Changes activily without stlowing di~com!ort when assigned from one lask 10 a dilferenllask

12. Indicates il own performance ml'ets lhe standards set for an actIvIty (these standaros rna,' be very 101'1.')1__._"''--_

13. Undertakes and completes a lask in order 10 receivr; money ,- 1'"''__,
14. Uses a hammer to pound. pliers 10 {hasp. and screwdriver to turn (need not be skliltul) 2',0'__-;
1S. Stops a task when it is done 15

•

16. Increases speed of Walk when told to do so ~',.'__~,

17. Arises and lei!ves from rcsiduncc ~o as to leach work or activity on lime ,LJ
I

18. Assembles obp:-cts WIth ttV\) palls that must be put lopelher in a particulilr order --------------,"'.--c
19. Uses public tr;tnsportalJon on one local rOllle su(:h as from re:s.idena· te work and back ",'-_

--- - ---- --- -._-- -------- ---------- ------------



APPENDIX F

s~ Statistics on Admission and Discharge
Criteria by eRF Size



Table F.I

-Admission and Discharge Criteria by MOPS Behavioral Scales by CRF Size
Scale No. 1 -- Gross Motor Development

Admissions Discharges
eRF Size N Mean Med. SD Mode Range Mean Med. 3D Mode Range

5-15 80 11.65 10.91 2.98 11 14 15.50 16.33 4.13 11 14
16-32 17 9.47 10.58 5.39 11 19 14.24 15.75 5.19 19 20
33+ 24 9.38 10.61 4.54 11 19 14.08 15.50 5.66 19 20

All CRF'S 121 10.89 10.82 3.84 11 20 15.04 16.0 4.62 11 20

F = 4.88 Sig. = .009 F = 1.17 Sig. = .313

Table F.2

Admission and Discharge Criteria by MDPS Behavioral Scales by CRF Size
Scale No. 2 -- Fine Motor Development

Admissions Discharges
CRF Size N Mean Med. 3D Mode Range Mean Med. 3D Mode Range

5-15 80 7.61 7.39 3.70 11 20 16.44 18.73 4.31 20 20
16-32 17 6.12 5.13 5038 5 18 14.0 16.0 5.82 12 20
33+ 24 4.17 4.79 2.85 5 11 15.33 16.75 4.82 20 20

All eRF'S 121 6.72 6.40 4.04 5 20 15.88 17.32 4.68 20 20

F = 2.14
I-"

F = 7.71 Sig. = .0007 Sig. = .122 w
,"'



Table F.3

Admission .and Discharge Criteria by MOPS Behavioral Scales by CRF Size
Scale No. 3 -- Eating

Admissions Discharges
CRF Size N Mean Med. 3D Mode Range Mean Med. 3D Mode Range

5-15 80 7036 6.80 3.50 7 19 18.06 19.57 3.22 20 13
16-32 17 6.12 6.33 4.15 6 12 15.82 19.25 6.70 20 20
33+ 24 5.04 5.50 3.67 7 13 16.83 18.83 5.24 20 20

All eRF's 121 6.73 6.56 3.72 7 19 17.50 19.51 4.35 20 20

F = 4.06 Sig. ::: .020 F = 2.26 Big. = .109



Table F.5

Admission and Discharge criteria by MDPS Behavioral Scales by CRF Size
Scale No. 5 -- Grooming

Admissions Discharges
CRF Size N Mean Med. 3D Mode Range Mean Med. SD Mode Range

5-15 80 8.40 9.25 4.95 12 20 18.9 19.80 2.07 20 8
16-32 17 5.47 5.0 4.75 0 14 14.77 19.56 7.57 20 20
33+ 24 3.75 3.0 3.49 1 14 17 .08 19.70 4.85 20 20

All CRF's 121 7.07 6.35 5.02 12 20 17.96 19.75 4.14 20 20

F = 10.29 Sig. :::: .0001 F = 8.63 Sig. = .0003

Table F.6

Admission and Discharge Criteria by MDPS Behavioral Scales by CRF Size
scale No. 6 -- Toileting



1

Table F.7

Admission and Discharge Criteria by MDPS Behavioral Scales by CRF Size
Scale No. 7 -- Receptive Language

Admissions Discharges
eRF Size N Mean Med. SD Mode Range Mean Med. SD Mode Range

5-15 80 7.76 6.7 4.86 6 18 17.53 17.68 2.93 17 20
16-32 17 6.47 5.67 6.09 0 17 14.29 16.89 6.53 17 20
33+ 24 4.71 2.50 5.44 0 20 15.33 17.0 5.06 17 20

All CRF' 5 121 6.98 6.06 5.26 6 20 16.64 17.35 4.23 17 20

F = 3.33 Sig. = .039 F = 5.98 Sig. = .003



Table F.9

Admission and Discharge criteria by MDPS Behavioral Scales by CRF Size
Scale No. 9 -- Social Interaction

Admissions Discharges
CRF Size N Mean Med. SD Mode Range Mean Med. SD Mode Range

5-15 80 6.70 6.31 3.24 6 19 17.93 19.50 2.89 20 10
16-32 17 4.35 4.88 3.18 5 11 15.65 19.56 6.48 20 20
33+ 24 3.88 2.0 4.57 1 20 15.46 16.5 5.25 20 20

All CRF's 121 5.81 5.73 3.72 6 20 17.12 19.0 4.20 20 20

F = 7.60 Sig. = .0008 F = 4.66 Sig. = .011

Table F.10

Admission and Discharge Criteria by MDPS Behavioral Scales by CRF Size
scale No. 10 -- Reading

Admissions Discharges
CRF Size N Mean Med. SD Mode Range Mean Med. SD Mode Range

5-15 80 2.88 1.77 3.15 0 16 10.75 14.54 6.08 15 20
16-32 17 3.41 2.75 3.32 0 9 10.18 12.0 6.19 15 20
33+ 24 2.17 .83 4.25 0 20 10.08 8.0 5.85 7 20
All eRF's 121 2.81 1.54 3.41 0 20 10.54 11.88 6.01 15 20

F = .704 Sig. = .497 F = .147 Sig. = .863 e'.,,-
eN



Ta.ble F .11

Admission and Discharge Criteria by MDPS Behavioral Scales by CRF Size
Scale No. 11 -- writing

Admissions Discharges
CRF Size N Mean Med. SD Mode Range Mean Med. SD Mode Range

5-15 80 3.06 1.26 4.04 1 14 10.58 12.76 5.71 13 20
16-32 17 2.53 1.33 3.36 a 10 8.94 12.58 6.40 13 20
33+ 24 1.17 .42 2.28 a 10 9.96 11.50 6.46 13 20

All CRF'S 121 2.61 1.09 3.71 0 14 10.22 12.69 5.93 13 20

F = 2.47 Sig. = .089 F = .557 Sig. = .574



•

Table F.13
Admission and Discharge Criteria by MDPS Behavioral Scales by CRF Size

Scale No. 13 -- Time

Admissions Discharges
eRF Size N Mean Med. 3D Mode Range Mean Med. 3D Mode Range

5-15 80 2.94 2.30 2.60 1 10 15.70 18.0 5.18 20 19
16-32 17 2.12 1.42 2.06 1 8 13.06 18.67 8.51 20 20
33+ 24 1.83 1.0 2.78 1 13 12.79 13.50 6.40 20 20

All CRF'S 121 2.60 1.69 2.59 1 13 14.75 17.25 6.08 20 20

F = 2.06 Big. = .132 F = 2.98 Big. = ·055



Table F.15

Admission and Discharge Criteria by MDPS Behavioral scales by CRF Size
Scale No. 15 -- Domestic Behavior

Admissions Discharges
CRF Size N Mean Med. SD Mode Range Mean Med. SD Mode Range

5-15 80 2.20 1.18 3.39 1 17 18.31 19.67 3.52 20 19
16-32 17 2.18 1.06 2.94 1 11 13.94 18.0 8.07 20 20
33+ 24 .67 .36 1.17 0 5 13.08 17.17 7.18 18 20-
All CRF's 121 1.89 .99 3.06 1 17 16.66 19.33 5.67 20 20

F = 2.47 Sig. = .089 F = 11.98 Sig. "" .000



Table F.17
Admission and Discharge Criteria by MOPS Behavioral Sca.les by eRF Size

scale No. 17 -- Recreation, Leisure Time Activities

Admissions Discharges
CRF Size N Mean Med. SD Mode Range Mean Med. SD Mode Range

5-15 80 2.60 1.20 2.93 1 13 14.26 14.67 4.96 20 19
16-32 17 1.59 .94 2.09 1 8 10.82 9. 25 6.52 20 20
33+ 24 1.46 .70 2.77 0 13 11.29 11.50 5.71 7 20-
All eRF's 121 2.23 1.06 2.83 1 13 13.19 13.97 5.51 20 20

F = 2.06 Sig. = .133 F = 4.79 Sig. = .01

\.


