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CHAPTER I

INTRODUCTION

Minnesota, as the majority of other states in the nation,
has committed itself to a contemporary social process termed
"deinstitutionalization." 1In 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 Welfare, 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 "reforming" 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



pointed out by O'Connor and Justice (1973) who found that over 75
percent of 300 community residential facilities (CRF's) sampled had
opened in the last five years.

Locally, the Center for Urban and Regional Affairs (CURA)
at the University of Minnesota has identified 247 community-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 last three years (Citizens League, 1976).

Several factors have contributed to this major shift in the
philosophy end practices of treatment of mentally retarded persons.
White and Wolfensberger (1963) 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
programmatic 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 programs. Several class action suits brought against
institution personnel and their governmental counterparts have
directed institutional reforms and placements out of institutions
into community alternstives (PARC vs Pennsylvania, 1971; Welsch vs
Likins, 1974; Wyatt vs Stickney, 1971).

The national trend toward reintegration of mentally
retarded persons into the community is clearly evident. Despite

this fact, little has been written sbout 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 & number of manuals
and rules for the process are available, there is little which
reflects a management process based upon empirical matching of
resources to individual needs. Both the empirical match and the
management process are rare in the movement, 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 construction, equipment, maintenance and operation 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 any
other source, public or private, for such purposes. . . .'"

These two authorities combine to create a unique responsi-
bility for the department to direct and éontrol 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 facilities;

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

L, Communicating system status data to the Minnesota
Legislature.

These four functions can only be accomplished with 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 which could be
built an adequate management system, the Minnesota 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
scale was used as the common instrument for individual client status
and progress and for description of program criteria and purpose.

Recommendations were to be offered for public policies, to be



expressed in law, policy and procedures, to administer more

adequately the deinstitutionalization process in Minnesota.

Statement of the Problem

This study was designed to answer the following eight

research questions:

l.

8.

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?

What criteria are used for admission and discharge
decisions by CRF's in Minnesota and do these criteria
vary with size of the facility?

Do the services being provided by the CRF's match the
program needs of Minnesota's institutionalized
mentally retarded population?

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

rrom where are residents in CRF's admitted and to what
level of care are they discharged and at what rate?

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

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

What behavioral deficits most contribute to
ineligipility for community placement?

In addition to using descriptive data in answering the

above questions, the following two null hypotheses were to be

tested:



1. There are no significant differences in admission
criteria of CRF's in Mimnesota based on size of
facility as measured on the 18 domains in the
Behavioral Scales of the Minnesota Developmental
Programming System.

2., There are no significant differences in discharge
criteria of CRF'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 known that more smaller facilities were under

development than larger ones, these two hypotheses were tested to
determine if size of facility contributed to program emphasis and

level of disability served.

Definitions of Terms

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 Residentiel Programs. See Appendix D for a

complete listing of the "Continuum of Residential Programs' as
offered in the CAIR (1975) Report, pages 51-5k.

Deinstitutionalization. "Deinstitutionalization 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 community of all residents who



have been prepared through programs for habilitation and training
to function adequately in appropriate local settings, and

(¢) 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 nursing care.

Intermediate Care Facility - Mentally Retarded (ICF/MR).

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 regquire skilled nursing care.
These programs in Minnesota are funded under Title XIX of the 1974
amendments of the Sociael Security Act.

Mental Retardation. ". . . refers to significantly sub-

average general intellectual functioning existing concurrently



with deficits in adaptive behavior and manifested during the
developmental period [Grossman, 1973]."

Natural Home. Residence at which a mentally 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 reguiring 24-hour per day skilled
nursing care and treatment. This category represents the highest
level of residential care in Minnesota.

State Hospital. A Minnesota state hospital operated with

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. Additionally, 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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deinstitutionalization. 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's in IMinnesocta
ranged from complete to non-existent. The data used in
this study were for some community residential
facilities far more detailed than had ever before been
reguested.

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.

L. 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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Ho statistical estimates were possible on the validity
or reliability of the questionnaire and interview.
No inferences as to the representativeness of Minnesota
to_the nation is made. This study reports on the

conditions of one state, Minnesota, only.



CHAFTER 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
country (Joint Commission on Mental Illness and Health, 1961).
Recognition of the value of family 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
normative as possible (Brown, Windle and Stewart, 1959; Wolfens-
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 (1969) who stated that, "As I see it, the

11
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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 norms 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-
grams based on the normalization principle., However, he stated
that this task, expecting that institutionalized persons will
function 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 a1l residents 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 community living whenever
possible [p. 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

written that inecluded:

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 community resources and
attitudes to the point where the individuasl 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 environmeit
that recognizes his individual needs so that he may
achieve his fullest potential.

5. a strategic process involving:

a) determination of individuals who 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 for
those who have been inappropriately placed,

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

e) development of in-home and community services that
would enable parents and other caretakers to maia-
tain the client in non-institutional settings, aid

f) establishment of rigorous screening mechanisms t»>
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 amount of
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energy required to implement the theory of deinstitutionalization,
the word "dynamic" is often used to describe the process (Bureau of
Mental Retardation, State of Maine, 197h).

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
deinstitutionalization "much remains to be accomplished [p. 71."

The literature reveals that many states are experiencing
difficulty developing and implementing a process to operationalize
deinstitutionalization (Barten, 1975; Chu and Trotter, 197L;
Jacobson, 1973; Schumach, 1974; Sills, 1975). Program excursions
into rapid, massive discharges as in California, New York and
Massachusetts, have met with less than unqualified 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 shown in determining the impact which
changes would have on staff, 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 human 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 fulfilled and the guality 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 (World 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 reguired 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

(19?6). He wrote that as the numbers of community residential

-
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facilities for developmentally disabled persons increase in the
next few years, 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, 2) to gain public support, government expectations for
accountability wiil 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 words, the expectation for evaluation research is to provide
a basis for both the monitoring and accountability of human services
programs (Rutman, 1973). Meile (197L) hypothesized that the next
step in the deve;ppment 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 znd
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 with services rarely
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being created on an empirical base, and rarely evaluated empirically
(Wolfensberger, 1969).

1t is azpparent that decision-making procedures need to be
altered from a '"seat-of-the-pants" orientation to one where every
alternative is carefully considered and final selection of a plan
is based on clear and objective evidence (Sitkei, 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 availgble., 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 which 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 plamning 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 further 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 ebout social change must
deal with the marriage of both technology and humanization.

Rutman (1973) explained that evaluation research which is
used in human services can meet two major goals: 1) To identify
the mamner 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 demand for evalu-
ation will be necessary in areas of funding, accountability of the
program.effective#ess, 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 meaﬁs 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 deinstitutionalization (Datel, 1975; Kugel and
Wolfensberger, 1969; Sitkei, 1976). While precise and comperable
techniques for program evaluation are not yet in genersl 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
megsurement 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 without an implementing procedure is like "faith without
works." In concept, he said, the procedure is applicable to any
institutionalized citizen in any state. The model consists of five
main structural components, each performing a service-integrating
functioﬁ. 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) expiained the "diffusion”
process of retarded peoplg returning to the comunity as being a
five-step process including: 1) the awareness stage, 2) the
interest stage, 3) the evaluation stage, U4) the trial stage, and

5) the adoption stage.
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The monitoring and evaluation procedures require a great
deal of data that must not be allowed to endanger confidentiality
or overburden service providers with collection tasks (Horizon
House Institute for Research and Development, 1975).

Tizard (1970) reported that, in order to plan effectively
for different kinds or types of community residentiel facilities for
the mentally retarded, data must be available on the numbers of
clients needing services and their functional level in order to
define appropriate program types. These programs must then be sub-
jected to & variety of empirical evaluation models.

Michigan developed the Program Development-Program Manage-
ment System (PD-PMS) that, as a system, provided for a comprehensive
structure for program development and evaluation with data collected
with the "most efficient and effective methods" available. This
system requires that: 1) program objectives be clearly defined,

2) appropriate evaluation measures be specified, and 3) a well
defined plan be developed for implementation, with 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 House Institute
for Research and Development (1975) in stating that, in the case
of continuity of care, establishing acdequate 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 toock
the position that central control of programs serving the retarded
increases the likelihood of clear standards of evaluation.

Sitkei (1976) and Scheerenberger (197h4) also delineated
models for deinstitutionalization, but starkly missing were
evaluation or management mechanisms as model components.

Copenhagen, Demnmark, has developed and implemented a data
managemeﬁt system for the population of the mentally retarded in
that country. Client tracking is achieved with information on
birthdate, address, the form of the services rendered and family
'infbrnmjicn. 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
receiviﬁg 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 treﬁtment, planning, administration and
client training. Bank-Mikkelson (1969) indicated belief that the
data would be of great value for comparative studies on an inter-
national 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



2z
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 develoﬁment 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, 1374).

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. GSeveral direct efforts by that

office were made.
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In 1974 the Mental Retardation Program Division applied for
a fTederal 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 publiec 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 CRF an easier task
for developers in the community. Over 1,200 requests for copies
of the é&ndbook by state, national, 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
enaction 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 formulation of an individualized program and
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treatment plan for each resident. Facility staff shall
be responsible for implementation of the plan [p. 19].

Additionally, it was recognized by the Mental Retardation
Program Division that a sound funding base was requisite 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 mentally retarded persons other than for state
hospitals, the process was begun., Minnesote initially funded
approximately 30 facilities using these funds, To date 121
facilities are using Title XIX dollars.

Realizing this State's commitment to deinstitutionalization
and concurrent community growth of residential programs, in
January of 1975 a' final report was released by the Minnesota State
Planning Agency. The report, Community Alternatives and Insti-
tutional Reform (CAIR), 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
vopulation; this was acted on by the Mental Retardation Program
Division. Policy Bulletin #5 was distributed to all Mental Health/

Mental 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 MH/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 ares boards were completing the
needs assessment and ares plans, the Department of Public Welfare
drafted Rule 185. This rule delegates the responsibility and
authority to the MH/MR Boards to plan, coordinate, and assure the
availab?lity of services to all mentally retarded persons.

Results of the initial data effort 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 éAIR Report also included a recommendation about
the necessity for establishing a system for evaluating client
services and client progress. This system must ensure con-
fidentiality of the date that is necessary to develop a regional

and state-wide information storage and client referral system
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through which eclient 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 menagement informetion model for
planning the deinstitutionalization process, a study was commis-
sioned to develop a report to the 1976 Minnesota Legislature out-
lining & 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 deinstitutionalization
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 [p. 69]."

To reiterate the concerns addressed throughout in this

section, there is clearly a need for a comprehensive system to
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monitor and to evaluate the process of deinstitutionalization as

it occurs in Minnesota.



CHAPTER III

METHODOLOGY AND PROCEDURES

Research Design

The primary instrument used to collect deta for this study
was & structured questionnaire which was used in an interview with
each commnity residential facility (CRF) owner/operator. In
February of 1976 a questionnaire was constructed that sought data
on CRF's that were necessary to address each of the research
questions listed in Chapter I. This guestionnaire was pilot
tested with six CRF's around the state by members of the Technical
Assistance Project (TAP) staeff of the Minnesota Department of
Public Welfare, Qental Retardation Program Division. The results
of that administration were analyzed and subsequent revisions were
made in the questionnaire. A copy of the final form may be found
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 ares
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 CRF's during the months of March and April of 1976.

28



29

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, several "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 UCC CDC
Cyber T4 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 information on the CRF and
number of residents served and a categorization of
each of the facilities according to the Continuum of
Residential Programs (CAIR, 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);

L4, Admission and discharge criteria of the CRF according
to the Behavioral Scales of the Minnesota Developmental
Programming System (MDPS) (Bock, et al,., 1975).

Additionelly, 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 Welfare was consulted for the number of
admissions and discharges from the state hospital system for the
years 1970 through November, 1976.

MDPS Behavioral Scales performance data on 2,414 residents
in Minnesota state hospitals collected between January 1, 1975, and
May 1, 1976, were obtained 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 (CAIR)
Report represents the outcome of an 18-month project of the Office
of Developmental Disabilities, Minnesota 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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MDPS 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
Manual, published by the Outreach Training Program, University of
Minnesota, describes this instrument and reports its reliability
and validity coefficients. |

The MDPS 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 training 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 medium-
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 socisl appropriateness of eatiné
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 with 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 T7: 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 amount 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 "Summarizes a TV
program in own words."

Scale O8: Expressive 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
vehaviors range from "Makes voice sounds" to the asbstract 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 msakes

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 abstrect information
from written and printed material. Approximately the first half of
this scele 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."

Scale 11: Writing. The writing behavioral domain includes

a number of bpehaviors that are precursor or foundational to the
completed behavior of writing and printing. It includes basic
motor activities and the production of basic meaningful symbols 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 handwriting in an informal letter style."”

Scale 12: Numbers. Numeration, quantification, and serial

relations are the subjects of behaviors in this domain., The items
range from "Separates one object from a group upon the request,
'Give me one block,' etc." to "Multiplies and divides single and
double-digit numbers up to 20."

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: Money. The domain dealing with money includes

behaviors of coin identification, the counting up and counting out
of monetary sums, making change, making purchases, and the use of

~Tinancial instruments. The behaviors range from "Sorts coins from
other small metal objects" to "Uses a checking account."

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 "Fénds way from place to place within a familiar building" to
"Holds a valid driver's license,"

Scale 17: Recreation, Leisure Time Activities. This

domain 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
a 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
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body position at task or at play such that both hands are available
for use" to "Operates power 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 might 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 agd perhaps infinite number of behaviors that could
be classified into the domain.,

The Scales were employed in this study to ascertazin
admission and discharge criteria of the CRF's for the reasons
given above, Each facility aner/operator/manager was asked to
indicate the lowest behavior (item) on each sub-scale she/he would
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 particular CEF into a '"higher level" program

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



37

Instructions

Subseguent 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.

rilot Testing

A description of the pilot testing of the questionnaire
was described sbove. Extensive pilot testing of the MDPS
Behavioral Scales is reported in the MDPS Technical Manual,
Validity and reliability checks were conducted on a random sample

of the CRF's.
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In several instances the TAP staff followed up on the on-
site visit with telephone calls to seek clarification of responses.
In a few cases, either the investigator 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 estimates
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 analyses were performed to produce the results in
Chapter IV. All descriptive data were treated by the SPSS program
which produced frequencies and percentages reported in Tables 4.1
through L4.22. The client projections on community facilities and
state hospital re;idents reported in Tables 4.23 and 4.24 were
obtained by three separate equations which are described in detail
on pages ©G, 67 and 70.

To test the null hypotheses, admission and discharge
criteria of CHF's were grouped by size of facility. Means were
computed and compared with the F test for analysis of variance
. (Young and Veldman, 1972). The resultant F values yielded signi-
ficance of differences for the three sizes of facilities on each
of the 18 domains in the MDPS Behavioral Scales.

A final analysis attempted to compare actual client scores
of the state hospital populaticn 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 representative of the state
hospital population. The tape obtained from the Outreach Training
Program at the University of Minnesota contained 4,547 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 individusal

and these were also deleted. This scan resulted in 2,414 usable
records which were considered to be representative of the population
under study.

MDPS data on hospital residents were collected in one of
two ways at the state hospitals., A state hospital either decided
to administer the Scales to the entire population over a short
period éf time or it elected to administer the Scales on the date
of each resident's annual program review, In those instances where
only pertial data were available for a given hospital's population,
the investigator ascertained that the group of residents represented
in the data file was selected for administration by some 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 Fublic 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 MDPS tape. Tsble 3,1 shows how these two sets of figures

loocked.
Table 3.1
MDPS Behavioral Scale Performance Data
on State Hospital Populations

State Hospital "Target" Number on
Number Number MDPS Tape

012 291 63

o1k 14l 129

016 0 1

018 183 39

021 41 90

022 617 234

023 1,004 1,00k

025 265 126

026 164 155

027 27 0

028 ) 529 573

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 person's sex, age and
score on each of the 18 MDPS Scales. The score on each scale was
computed by counting 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 were indicated on Scale 1 that a
subject could perform the first four items, could not perform item

five, could perform item six, but could not perform any higher



41
items, the person was then given a score of four on that scale,
This permitted a comparison to be made with the admission and
discharge criteria reported by the CHF'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 admission, and admission and discharge scores on
each of the 18 Scales, The admission scores were interpreted as
being the lowest behavior regquired before a person could ke admitted
to the facility. For example, the criterion of feur on a given
scale meant that a person must e able to perform Items 1 through L
before he could be considered for admission.

The discharge criterion was interpreted as being the total
score a% which a person would be eligible for dismissal or
graduation 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 might be representative of what
the CRF could accept during a given year. The total capacity could
not be used since it would have been unrealistic for a CRF to

exhibit a 100 percent turnover during a year.
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After 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 CRF. Each client, before he could be
placed in a CRF, had to have no Scale scores lower than the CRF
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, the limitations on total capacity (as collated sbove) and
each CRF's distribution of residents by sex. Three computer runs
were made, For the final run, the 3,295 records were split into
two groups: those leaving the state hospital (412) and those
remaining in (2,883). These two groups were then subjected to a
statistical analfsis 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 IV.



CHAPTER IV

RESULTS OF DATA ANALYSIS

This chapter reports in narrative and tabular form the
results of this study. In every case, the data reported are based
on an N of 121 CRF's open and operating as of May 1, 1976. Many
of the results are reported on an annual basis. Since the data for
1576 cover only the first four months of that year, annual totals
are projections obtained 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) admission
and discharge criteria of CRF's; 4) differences in admissions
from state hospitals and other sources, 5) problem behavior
constraints, 6) assistance needs of CRF's, and 7) hospital

population and community program comparisons,

Identifying and Historical Information on CRF's and Residents

Table 4.1 shows the distribution of CRF's by the Life
Safety Code (LSC). Eighty CRF's, or 66.1 percent of all CRF's in
Minnesota, meet the residential category of LSC and subsequently

serve 15 or fewer clients each,

L3
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Table 4.1

Life Safety Code Distribution

Code Number Percent
Institutional (> 16) 38 3L.4
Residential (£ 15) 80 66.1
Apartment Training 3 2:5

Totals 121 100.0

By contrast, an analysis of the number of facilities 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 CRF
size. The largest facilities of 33 beds or more serve 57.0 percent
of the mental reéardation population in Minnesota's community
residential facilities.

Table L.,2

Licensed Capacity by Size of CRF

Licensed
Size Number Percent Capacity Percent
0-15 80 66.1 818 28.5
16-32 17 4.0 L16 14.5
33+ 2k 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 CAIR Task Force

to represent an optimal Continuum of Residential Programs. In
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order to determine the extent to which the 121 CEF's in Minnesota
constituted a continuum, each CRF was asked to pick one descriptor
that most closely described that facility. Table 4.3 indicates that
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,hdespite the fact that both call for ten or fewer
residents per facility. It was reported that several facilities
overlapped in the descriptors, which suggests either the inadequacy
of that particular model to describe CRF's in Minnesota or that
Minnesota does not have a true Continuum of Residential Programs.
The complete descriptors are included in Appendix D.

Table 4.3

CRF Type by CAIR Descriptors

Facility Type Number Percent
Developmental/Medical 5 L.1
Family Living Developmental 73 60.4
Five Day Board and Lodging 0 0.0
Developmental Foster 0 0.0
Social Vocational Training 3L 28.1
Supervised Apartment Training 6 540
Apartment Training 3 25
Behavior Training Developmental _0 0.0
Totals 121 100.0

An azttempt was made to determine the extent to which
maximum utilizetion 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 L.4 shows summary statistics of the responses to
the question on number of vacancies per month for the previous
calendar year.

Table L.L

Rate of Occupancy - All Facilities

Range = 60 to 100 percent
Mean = 95.6 percent
Standard Deviation = 7.7 percent
Median = 9.6 percent
Mode = 100,0 percent

Percent of occupancy was computed by dividing the average mumber of
residents by the licensed capacity. The mean rate o.f occupancy was
95.6 percent; however, the median and mode suggest that most CRF's
in Minnesota are being used to capacity, with substantial numbers
of vacancies in only a few facilities.

Table 4,5 indicates that 50 of the 121 CRF's had no waiting

list.
Table L.5
Status of Waiting Lists of CRF's

Number Percent
No list 50 41,3
List Increasing L5 37.2
List Decreasing 0] 0.0
List Stable 26 215

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 steble 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

l_ l{, 31 2507

5- 9 19 15.8

10-19 17 14.0

20+ b 3.3
Totals 121 100,0

In order to determine if certain types of facilities were
experiencing larger demands for services and the relationship
between waiting lists and vacancies, cross tabulations were run by
CAIR descriptors. Teble 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 normsl mobility in
and out of facilities would probebly account for the reported

number of vacancies, Most noteworthy 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 clients as of May 1, 1976.
Table 4.7

Kumber of Clients on Waiting List and
Number of Vacancies by CRF Type

Number on

Waiting
Facility Tyvpe List Percent Vacancies Percent
Developmental/Medical 59 9.8 10 9.k
Family Living 359 29.7 58 54.7
Social Vocational 138 23.0 21 19.8
Supervised Apartment Living 22 3.7 10 g,k
Apartment Training 23 _3.8 ¥ _6.6

Totals 601 100.0 106 99.9

To determine the relative stability of CRF's in Minnesota,
each surveyor was asked to estimate the probability that each CRF
would meet the March 1, 1977, ICF/MR federal regulations as speci-
fied under the Title XIX program. Table 4.8 shows that three CRF's
will probably close, and one has only a 25 percent chance of meeting
the March 1, 1977, compliance deadline.

Table L.8

Probability of CRF's Meeting March 1, 1977 ICF/MR Regulations

lilunber of

Probability (%) Facilities Percent
0 3 2.5

25 1 .8

100 17 9.7

Totals 121 100.0




L9
One hundred and seventeen, or 96.7 percent, 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 May 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 Minnesota. Those three counties with the highest
number of CRF's respectively include Hennepin, Ramsey and St. Louis,
the three most populous cgunties 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 Counties
Number Percent . Iumber Percent
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The second question that dealt with geographic variables
sought to determine the extent to which CRF's served clients from
their own receiving area. Areas were interpreted to mean that
mental 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 from Primary Receiving Area of CRF

Facilities

Percentage of Clients Number Percent
0-25 9 T.4

26-50 Lo 33.1

21-T75 21 17.4

76-100 51 k2.1

Totals 121 100.0

Of critical importance to the investigation was the deter-
mination of the rate at which CRF's have been developing since
1972. Table 4.1l demonstrates a clear trend in facilﬁty develop=-
ment since 1972. The trend is upward and clearly favors those
CRF's of 15 or less.

Of the 121 CRF's open and operating on May 1, 1976, 79 or
65.3 percent had opened in the preceding Ui years, and 61 of that
number were for 15 residents or less., It seems epparent that the
philosophy of small home-like CRF's is being implemented in

Minnesota.
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Table 4,11

Number of CRF's Developed by Size by Year

Facility Size

Year 5-6 7-15 16-32 33+ Total Percent
Prior 1972 0 19 3 15 L2 4.7
1972 0 5 3 3 11 9.1
1973 2 7 L 3 16 13.2
1974 3 13 0 2 18 14.9
1975 6 15 2 1 2l 19.8
19768 L 6 0 0 _10 8.3
Totals 15 65 7 24 121 100.0

Percent 12.L 53.7 14,1 19.8 100.,0

2As of May 1, 1976

Admission and Discharge Rates by Source Category

‘The next major séction of the survey dealt with population
mobility into and out of CRF's in Minnesota. Each CRF was asked to
report the actual numbers of admissions and discharges of the
facility by year by source category. The source categories were
defined in Chapter 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 May 1,
1976. These facilities accounted for a net loss of 160 spaces.

The records on these facilities were not availeble for analysis.
The data reported below are from the 121 CRF's open and operating
as of May 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 actuasl admission and discharge
rates which may qualify the projected results.

Among the categories were state hospitals, natural home,
"unknown/other," and ICF/MR facilities. Most noteworthy is the
fact that in 1975 the 121 CRF's under study received nearly equal
numbers of admissions from state hospitals and natural homes., If
the first four months of 1976 are seen as indicative of the balance
of the year, it gould be inferred that a major trend reversal
occurred that year. The trend line further suggests that one
reasonable inference that can be drawn about the "unknown/other"
category is that the record keeping procedures in CRF's does not
appear to be improving but may in fact be getting worse. The
ICF/MR 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 proportionsately lower rate of
mobility.

FPigure 2 illustrates the freguency 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 1975, CRF'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 from 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 guarter 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.
Additioﬂally, discharges to ICF/C 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 data, State hospital
admission criteria are tightening, or CRF's are more reluctant to
discharge their '"failures" to state hospitals, or CRF's are doing

a better Jjob 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 between numbers of admissions
to discharges year-by—year since 1972, Most significant 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
CRF's was projected for 1976). Admissions from natural homes over
discharges show a slight decrease for 1976. However, a net gain
of 78 mzkes it the second highest source category of admissions to
CRF's. ICF/G facilities, skilled nursing facilities, apartment
training and independent living, all receive more residents from
CRF's than they discharge. The category "unknown/other" remains a
sizeable source ;ategory 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 "unknown/other.”

Table L,12 lists actual admissions and discharge figures
reported by the 121 CRF's under study in the category "uninown/
other." This category is seen as disproportionately high. Since
CRF's record keeping procedures precluded totally complete data,
this category was used to correct for obvious discrepancies. For
example, if a facility opened in 1973, had a total of 20 admissions
from various sources for all years and a total number of 10
discharges with a balance population of 15 residents, five was

added to "unknown/other" to balance the eguation. This category
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Table 4,12
Number of Admissions from and Discharges to

Category "Unknown/Other"
by CRF Size by Year

Admissions Discharges

Size of CRF Size of CRF
Year 5-15 16-32 33+ Total 5-15 16-32 33+ Total
1972 8 7 23 38 1 5 91 97
1973 5 30 15 50 Q 16 68 8L
157h 1L 8 L5 o7 T 7 o7 81
1375 53 0 12 75 1 20 L6 T
g 2 % B L 5 20 19
Totals 82 59 131 272 23 53 282 353

8as of May 1, 1976
also included deaths, runaways wnho did not return, and a small
number who transferred into private hospitals or out of state. In
most of these instances, the CEF's simply could not. account for a
small portion of their residents. The figures show proportional
distribution across facility size indicating record keeping problems
regardless of the size of the CRF.

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 SNF's than were discharged to SNF's for
each reporting year. In four of the five reporting periods, the
ratio was one admitted to two or more discharged.

Table L.1h indicates movement in and out of Intermediate
Care Facilities =~ General for the past five years. Since 1972,
the date of the inception of DFW Rule 3k, it has been illegal for

ICF/G's to house more than four mentally retarded residents.



Table 4.13

Juwrdber of Admissions from and Discharges to
Skilled HWursing Facilities (SNF)
by CRF Size by Year

po 2]
A

Admissions Discharges

Size of CRF Size of CRF
Tear 5-15 16-32 33+ Total 5«15 16-32 33+ Total
1572 1 1 2 4 0 0 8 3
1573 0 3 6 9 1 o) 10 23
1974 3 2 12 22 L 2 L3 Lg
1975 1 U L 9 6 1 1w 18
1g76% L 2 B8 3 X Aoriz Lk
Totals 11 12 24 L7 12 L 34 100
&4As of May 1, 1976

Table L.14
Humber of Admissions from and Discharges to
Internediate Care Facilities Ceneral (ICF/G)
by CHF Size by Year

Admissions Discharges

Size of CRF Size of CRF
Year 5-15 16-32 33+ Total 5-15 16-32 33+ Total
1972 1 3 4 6 0 0 11 11
1973 L 3 16 23 0 2 22 2L
1974 5 3 0 13 2 2 28 32
1975 g 5 Lo 5k 5 0 6 11
19762 1l © o 1 i 2 1 10
Totals 20 17 60 97 B 6 74 38
aps of lay 1, 1976
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Nevertheless, 88 persons were transferred into such facilities with
10 occurring in the first four months of 1976. The large number of
admissions from ICF/G's in 1975 coincided with a mailing fram 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 numbexr
of residents in CRF's from state hospitals. Table L4.15 shows
actual numbers reported by CRF's since 1972,

Table 4.15
Number of Admissions from and Discharges to

State Hospitals
by CRF Size by Year

Admissions Discharges

Size of CRF Size of CRF
Year 5-15 16-32 33+ Total 5-15 16-32 33+ Total
1972 L6 32 133 211 10 15 32 2
1973 65 39 156 260 9 16 2y L9
1974 133 21 a7 2h1 17 12 22 51
1975 120 27 81 28 20 15 20 55
19762 75 16 _9 10 5 2 5 2
Totals 439 135 k466 1040 61 60 103 21k

8As of May 1, 1976

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 CRF's not only continue to accept
discharges from state hospitals but their proportionaste share is
increasing. Discharges to state hospitals from the smallest and

the largest CRF's are nearly 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, which reports admissions and discharges from
and to Intermediate Care Facilities for Mentally Retarded (ICF/MR)

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

Table k.16

Number of Admissions from and Discharges to
Intermediate Care Facilities for lMentally Retarded (ICF/IR)
by CRF Size by Year

Admissions Discharges

Size of CEF 5ize of CRF
Year 5-15 16-32 33+ Total 5-15 16-32 33+ Total
1972 6 L6 12 6l 2 14 18 33
1973 15 L2 32 89 9 9 13 31
1974 28 33 43 104 18 6 53 i
1975 . 54 20 28 102 30 20 37 37
19762 25 4 7 56 2 3 T A3
Totals 128 145 122 395 63 51 123 243

@As of May 1, 1976

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 ICF/MR CRF's. Another explanation
might help account for the large number discharged to the "unknown/
other" category since those residents discharged would probably
have gone into some kind of facility. It seems unlikely that the

mgjority 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 from them.
Table 4,17
Number of Admissions from and Discharges to

Foster Homes
by CRF Size by Year

Admissions Discharges

Size of CRF Size of CRF
Year 5-15 16-32 33+ Total 5-15 16-32 33+ Total
1972 7 5 22 3k 6 L 21 31
1973 7 16 1k 37 8 3 14 25
1974 1L 7 8 29 10 6 15 31
1975 24 L i 39 13 bR 17 Ll
19762 5 2 4 1 3 5 6 1k
Totals 57 34 59 150 40 32 73 145

2As 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 CRF's have become available to
mentally retarded persons, what proportion of previously unidenti-
fied retarded people were caming "out of the woodwork" from natural
homes as compared to state hospitals. The data 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 natural
homes from CRF's for all years studied. This figure compares

favorably with other kinds of placement since the natural home is



Number of Admissions from and Discharges to
Natural Homes

Table 4.18

by CRF Size by Year

63

Admissions Discharges

Size of CRF Size of CRF
Year 5-15 16-32 33+ Total 5-15 16-32 33+ Total
1972 30 19 98 137 10 5 34 L9
1973 52 68 109 229 14 13 Lo 67
1974 82 31 105 218 3L 17 53 10k
1975 87 29 95 211 31 20 L7 98
19762 26 6 18 50 6 3 15 24
Totals 277 153 L5 845 95 58 189 342

a8ps of May 1, 1976

considered an alternative of less restriction.

With regard to

admissions, the smaller facilities again appear to be a recent

leader as compared to the medium and larger size facilities.

"graduating" residents into apartment training programs.

Number of Admissions from and Discharges to

Table 4.19

Apartment Training Frograms Category
by CRF Size by Year

Table L4.19 displays the relative success CRF's have had in

Admissions Discharges

Size of CRHF Size of CRF
Year 5-15 16-32 33+ Total 5-15 16-32 33+ Total
1972 0 0 |l 1 1 2 21 24
1973 0 0 0 0 3 0 1k 17
1974 0 0 0 0 L L 22 30
1975 1 0 2 3 9 2 26 37
19762 A X 2 4 6 3 8 17
Totals 2 1 5 8 23 13, 91 125

8as of May 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, However, 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 CRF's for all years. Table 4.20
shows that only seven counties have CRF'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 L.20

Number of Discharges to Apartment Training by County

County Code County Numbex Percent
936 Ramsey 52 41.6

901 Hennepin L2 33.6

gkL3 St. Louis 26 20.8

881 Blue Earth 2 1.6

905 Itasca 1 .8

gLko Rice 1 .8

gL8 Steele oadll .8
N=T 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
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Table L4.21
Number of Admissions from and Discharges to

Independent Living
by CRF Size by Year

Admissions Discharges

Size of CRF Size of CRF
Year 5-15 16-32 33+ Total 5-15 16-32 33+ Total
1972 1 A 7 8 L 2 3l
1973 6 1 2 9 15 33 39 87
197h 3 0 1 L 16 33 37 86
1975 3 3 0 Ly 25 3k 27 86
19768 0 0o o0 0 6 8 L 18
Totals 13 3 8 2h 70 112 129 311

8As of May 1, 1976

‘higher "success rate" than the other two. Very few admissions from
inderendent living are reported; however, 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
tabulation was run to identify those counties which had CRF's that
placed residents into independent living. Table 4.22 shows by
county the 311 discharges for all years by all CRF'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 May 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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Number of Discharges to Independent Living by County

County Code County Number Percent
901 Hennepin 130 41.8
943 St. Louis 88 28.3
2L Mower 28 G.0
936 Ramsey 22 Tad
908 Kendiyohi 16 5.1
931 Pennington 10 3.2
905 Itasca 6 1.9
g6l Yellow Medicine 3 1.0
878 Beltrami 2 6
9k8 Steele 2 .6
387 Caisago i 3
895 Douglas 1 3
916 Lyon 1 3
Q27 Nobles - _ 3

N = 14 311 $9.8

Admissions/discharges were tabulated by source/recipient

under categories "unknown," “state hospital," "natural home," and

"other.'

points,

This resulted in eight separate variables and five time

For each variable, three ecuations were calculated to fit

the five time points.

These were:

l-
2.

3-

Exponential (curve)

Suadratic (curve)

Linear (straight line) Y

Y

Y

1l

ag + bX
bx

a°+alx+a2J(2
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where Y = frequency for a variable,
X = year (coded 1972 through 1976),
e = base for Naperian logarithm system,

For each of the eight variables, the equation producing the
"best fit" as determined by the largest r2 vas selected. This
equation was then used to calculate predicted values for the time
points 1972 through 1981. Time points 1971 through 1976 can be
compared with actual frequencies to determine how well the equation
matches the actual values for each year. The r2 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 conditions of each source category and
2) assume that interaction between client demand and source require-
ments will continue as in the past.

Cne obvious impact of policy intervention would be a

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



Table 4.23

Five Year Projections on Admissions and Discharges by Source Category

Admissions 1972 1973 1974 1975 1976 1977 1978 1979 1980 1981

Unknown Expon Actual 38 50 66 75 126
Predicted 37 ite} 65 86 114 151 200 265 351 Lok

State Hospital Quad Actual 211 253 2ko 228 300
Predicted 225 227 238 257 286 323 369 L23 486 558

Natural Home Lxpon 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 133 1h7 162 178 197 217 239 263 290 319

Total Actual 500 682 693 725 T4l
Predicted 571 602 647 707 786 884 1004 1151 1330 1548

Discharges

Unknown Linear Actual 97 8l 81 77 97
Predicted 96 37 79 70 61 53 Ll 35 27 18

State Hospital Expon Actual 57 L9 50 55 36
Predicted 57 53 Lg ks L2 38 35 33 30 28

Natural Home Expon Actual Lg 67 103 98 72
Predicted 60 67 ] 8L g4 106 119 133 150 168

Other Expon Actual 141 195 303 283 264
Predicted 165 194 228 269 316 372 438 515 606 713

Total Actual 34k 395 537 513 k29
Predicted 378 kol 431 L6B 513 569 636 716 813 927

Net Gain/Year Actual 156 287 156 212 312
Predicted 193 201 216 239 273 315 368 U35 517 621

89
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Record keeping policies that structure the categories of data on
admissions and discharges into and out of facilities shouwld reduce
this category to nil, thereby distributing those clients throughout
the other categories,

The values reported in Table 4.23 should not be construed
ag actual client figures, but the variances between categories and
the trends they suggest do represent probable conditions. State
hospitals will continue tc be the largest supplier of CIieﬁts to
CRF's with the natural home category remaining relatively constant.
Conversely, discharges to state hosgpitals will reduce dramatically
with discharges occurring more frequently to "other,” which includes
the apartment training and independent living categories. 3Some
increase in discharges to natural homes can be expected. WNet gains
in CRF fopulation will be realized at a rate of increase {rom
approximately 14 percent in 1976 to 18 percent in 1981, These
prrojections assume, however, that current conditions remain the
same, Policy interventions can drastically alter, or even reverse,
these projections.

One major impact tne development of CRF's in Minnesots will
have on the service delivery system is the reduction of the state
hospital population. Typically, estimates of this populaticn are
projected on historical in-residence figures which do not account
for external varizbles such as the rate of CRF 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 estimastion, a regression analysis
was performed on the hospital population in-residence from 1970
through November 1, 1976, As with the previous analysis reported
cn the CRF's admissions and discharges, three equations were used
in an attempt to arrive at the "best fit."
Table 4.24 reports the results of the three tests with the

resultant r2 for each test. The quadratic equation yielded the

highest r2 of the three and subseguently can be considered the ;;;i -

"west projection” based upon fit. .

The data suggest a much slower reduction of that popﬁlatign
than one might infer from the estimations on CRF growth. 4fuite
obviously, these latter projections will have to be adjusted if
the trends suggested by the CRF analysis continue.

The poin£ is made that a study of one segment of the
service delivery system in Minnesota 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 disavilities of the populations in CRF's in Minnesota.
Since no standard classification system was in current use, it was
determined that the "Model for Functional Description of Physical
Limitation,"” offered in the CAIR {13975) Report, represented the
"best available." TEach CRF was asked to select that category among
the four offered (see Appendix A) intc which the majority of their

residents would fall., =ZEach surveyor for this study reported back



Table L.24

Five Year Projections on Minnesota State Hospital

Population

1970 1971 1972 1573 1974 1975 1976 1977 1470 1679 1980 1981

Actual In-Residence _ - - <) . __ . . -,
= population 4127 3950 3735 35hG 336k 3211 3151
Projected by:

Linear : _

2 o .oBle Logs 3924 375k 3583 3M13 32h2 3071 2901 2730 2560 2309 2218

Exponential '

2 = 9896 K113 3922 370 3507 3oz 32Lk 309k 2951 261k 2683 2550 2hll

quadratic

r2 = G962 L1ho 3925 3722 350 3380 32L2 3126 3031 2953 200¢ 2876 2860
Linear: ¥ = a + bX Where: Y = Frequency for a variatle

bx . A o= Year (coded 1570 through 1376)

Exponential: Y = se

"}

Wuadratic: Y = a + alK + a2E

54

Base for Naperian logarithm system
I it y

T
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that most CRF managers could not select one or even two cétegories
" that best described their popwlation. It was found, instead, that
the CRF's had such heterogeneous groups that virtuwally all
categories included descriptors that fit the population. It was
concluded that the taxonomy of physical limitations listed in the
CAIR Report did not constitute a viable model and subsegquently,

this section of the study was abandoned.

Admission and Discharge Criteria of CRF's

This section repdrts the results of that portion of the
study which sought admission and discharge criteria on the MDFS
Behavioral Scales {Bock, et al., 1$75) from each of the 121 CRF's
in Minnesota. The purpose of this section was 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
vrovide a behavioral framework with which the hospital population
could be compared.

The procedures employed to complete the analysis were
described in Chapter III. The analysis produced means, medians,
standard deviations, modes and ranges on both admission and dise
charge criteria of the 121 CRF's in Minnesota.

Tables F,1 through F.18 (see Appendix F) report the summary
statistics listed sbove for each of the 18 domains of the MDPS

Behavioral Scales, Additionally, the P wvalues and degree of
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significance of differences between CRF's of different sizes are
reported, Appendix E consists of each of the behavioral items by

domain,

Tests of Mull Hypotheses

:To test the null hypotheses, means were compared on the
reported admission and discharge criteria by each size group of
CaF's. The size groﬁps were 5-15 residents, 15-~32 residents and
33 regidents or more, The analysis was done on each Of,the 18
domains of the MDF3 Behavioral Scales using a ohe-way analﬁéis'of
variance statistical treatment.

Boothesis No. 1: There are no significant differences in
admission criteria of CRF's in Minnesota besed on size of

facility as measured on the 10 domains in the Behavioral
3czles of the Mimnesota Developmental Programming System.

Table 4.25 reports the means, F scores and statistically

significant differences in admission criteria on each domain by

[P

OF size. As wmay be seen in this table, there are significant
differences (.05 level) in 10 of the 18 domains based upon size of
the CRF's, Without exception, the differences are all in the same
direction~~-the smaller the facility, the higher the admission
criteria. Those domains which were perceived as more important to
the smaller CRF's generally deal witn "self help" skills. 'Com-
munity orientation” and "vocational” domains emerged as signifi-

cantly different, However, the means of the smallsr CRF's 4did not

exceed item 3 on these two 20-1tem scales. It can be concluded



Table 4,25

Leans and  Scores of Reported Admission Criteria
by Domain by CRF Size

ilean ilesn Liean
. of CRF of CRF  of CRF F
+DDS Domein 5-15 16-32 33+ Score
1. Gross »otor Development 11.65 3,47 9,33 4,08
2. Fine Motor Development 7.61 6,12 h.17 7.71% |
3. Dating : 7.36 6,12 5,04 e
" 4, Dressing - 2.00 7.2k L b2 7.60* 
5. Grooming . 3.0 5.h7 3.75 10.29%. _ 
6. Toileting 10.89 8.32 7.88 3.54%
7. Receptive Language : 7.76 547 4,71 3.33%
8. &Sxpressive Language 5.64 5.18 3.29 2.12
S. Social Interaction 6.70 L.35 3.8 7.60%
10, Readiness and Reading 2.33 3,41 2,17 | .70
11. Writing 3.06 2.53 1.17 2.b7
12. Tumbers ' 1.90 1.83 1.83 005
13. Tinme ' 2.94 2,12 1.33 2,06
ik, ‘Voney | 1.43 1.18 .63 2,06
15. Domestic Behavior 2,20 2,10 67 2.47
15, Community Orientation 2.75 2.35 1.13 5,09%
17 isziiizizz’ Leisure Time 2.60 1.59 1.46 12,06
18, Voeational 2.95 3.06 1.08 L. 27%

* Significant at the ,05 level,
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that Domainsl through 7 and Domain 9 represent high priority
behavioral domains for training in the state hospitals if the goal
is placement into small: group homes.

The first hypothesis was rejected for the 10 domains marked
with asterisks in Table L4.25 but was retained for the other eight.
Hypothesis No, 2: There are ne significant differences in |
discharge criteria of CRF's in Minnesota based on size of

facility as measured on the 13 domains in the Behavioral
Scales of the Minnesota Developmental Programming System.

The owner/operators of the 121 CRF's in Minnesota have
diflerent criteris for discharges from their facilities in.ll of
the 18 domains on the MDPS Behavioral Scales. Table 4.26 reports
those differences by size of CRY by domains, As in the case éf
admission eriterisa, differences in discharge criteria are‘all in
the same direction«-the smaller the CRF, the higher the discharge
criteria, The domzins in which differences exist, however, are
somewhat different from those for admission. In the first three
domains of the Scales, "Gross and Fine Motor'" and "Eating,” 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, Scaies 13 through 18,
which deal primarily with social-domestic-vocational skills, all
had higher expectations listed by the smaller CRF's than those
facilities serving more than 15 residents, It can be inferred from

these resulﬁs that the smaller CRF's perceive thelr primary role



ieans and F Scores of Reported Discharge Criteria

Table L4.,26

by Domain by CRF Sige

Mean Mean ilean
of CRf of CRF of CR¥ F

MDPS Domain 5-15 16-32 33+ Score

1. Gross liotor Development 15,50 1h.24 14,08 1.17

2. Fine Motor Develcpment 16,44 14,0 15.33 2.1h

3. FEating | 18,06 15,82 16.83 2.26

4, Dressing 18,75 15,65 16.75 5.6§¥.

5. Grooming 18.30 14,77 17.08

6. Toileting 19.35 i5.2h 17.67 B.95%

7. Receptive Language 17.53 1k.29 15,33 5.06%

8. Expressive Language - 15.04 13.24 1L.50 Nrird

9. Social Interaction 17.93 15.65 15,46 L 6o%
10. Readiness and Reading 10.75 10,18 10.08 W15
11. Writing 10.53 3.94 2,96 .56
12, Humbers 10.54 11,12 11.9% A6
12. Time 15.70 13.07 12.79 2.90%
14, Money 15.13  13.2F  11.63 3.08%
15. Domestic Behavior 18.31 13.94 13.08 11,98%
16. Community Orientation 15,96 13.12 13.58 3.34*
17, Teerestion, leisure Time a6 10.82  11.29 b.79%
18. Vocational 15.96 1241 12,58 5. L7

8.63%

* Significant at the .05 level.
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as preparing residents for indepeﬁdeﬁt or semi-independent living
and that the larger facilities see their role as wore in the area
of self-help skill development.
The second null hypothesis was rejected in the eleven
domains marked with an asterisk.
Appendix E contains the 18 Behavioral Scales of the Minnesota

Develcrmental Programming System.

Differences in Admissions from State Hospitals and Other Sourcss

To determine if CHF's were experlencing provlems with state
hospital "graduates" that differed {rom residents received from
other sources, the question was asked:

What significant differences {problems, characteristics,
ete.) have you noted between residents coming from state
hospitals as opposed to other sources? List in order of
importance/significance,

The responses to this question were analiyzed and clustered

into ten "eategories.” The order in wnich each difference was

listed was weighted as follows:

First listing = U4
Second listing =3
Third listing =2
Fourth or fifth listing =1

wWeighted values for each difference listed were then
multiplied by the frequency with which it occurred to produce its
"importance” value, The results of this analysis are reported

in Table 4.27.
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Tabie 4,27

Categories of Differences between Residents Coming
from State Hospitals and Other Sources as Perceived
by CRF Owner/Operators

, _ "Importance
Differences Frequency Value"

Hegative:

1. Troublesome behavicor, hoarding,
violence, inappropriate social
behaviors, self-stimulation : Ly - 121

2. Poor self-help skills, eating, _
dressing, toileting 20 _ 89

3. Emotional problems, fearful, over
dependent, no compassion/affection,
low frustration tolerance 36 88

4, Lack of community orientation and . - :
socialization skills 23 65

5. Motivational problems, rigid needs
structure, less cooperative, "set in

ways" - 20 g2
6. Toorer physical condition, over :
medicated, less healthy 31 33
7. Poorer academic/vocational skills 11 26
8. Less active families 6 13
Totals 176 u87
Fositive:
9. Regimented behavior and structure
orientation _ 22 70
“"Cther" positive differences : §é_ 102
Totals ' 58 172
No Difference:
19. He differences ) 20
Totals 5 20
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.The frequency of responses and their weighted wvalues
represent the subjective Judgments of CRF owner/operators in
Minnesote. 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
nospitals and other sources. Generally those differences suggest
the state hospital client to be more difficult and possessing more

"problems,"”

Problem Benavior Constraints

Mentally retarded persons coften possess maladaptive or
"problen” behaviors which interfere with skill development and
social adjustment in the community. To determine whether there
existed specific types of behaviors that might prevent placement
in a CRF, each owner/operator was asked to indicate what problems/
pehaviors might preclude admission of an individual who otherwise
met all admission criteria of their facility. Table L4.28
surmarizes the answers §o that guestion. Again, these results
represent subjective judgments but do provide a cause and effect
list of the kKinds of problem behaviors that prevenﬁ clients from

“entering the commmity system,

Assistance Needs of CRF'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

rroblem Freauency

Fhysical Aouse (self or others) - 50

Thysical Froblems {e.g., non-ambulatory, seizures,

medical needs) 30
Setting Fires - _ 2k
Emotionally Disturved ' 13,$_f7._
Unable/Unwilling Participation 1
Sexual Probiems 10. -

Toilet Training

=]

Fsychiatric Troblems 5
froperty Destruction 5
Low Skill Level o
nun Awvay 3
Theft 3
Sroking 1
Minnesota Learning Center Residents 1

the improvement of their programs. Teble k.29 summarizes those

six categories of responses and the frequency with which they

oceurred,
Table 4.29
Assistance Heeds of CRF's

Area of Need Frequency
Involvement from Community and Support Agencies ' . 52
Staff Training . 34
Financial Management 26
Administration 1k
Community Education regarding the Mentally Retarded I 4

Farent Counseling A
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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
commnity and more coordinaticn with other human service agencies.
-This outcome was noi considered surprising in view of the fact that
the development of community programs is a relatively recent one.
Acceptance of mentally retarded c¢itizens and programs for them by

the public should help alleviate this problem,

Hospital Population and Community Program Coﬁpariébns

A major effort of this study was to match empirically the
in-residence population of Minnesocta's state hospitals to the com-
munity residential facilities with a uniform set of measures. The
purpose of this matech was: 1) to determine the number of
institutionalized persons who currently.meet the community's
eriteria for admission, 2) to identify the behavioral gaps between
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 ineligibiliity.

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 éomputer runs that matched 3,295 institutionalized

persons with the 121 CFF's in Minnesota suggested that approximaiely
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420 persons of that group met the admission criteria of the com-
munity facilities as measured by the MDPS Behavioral Scales., In
the first computer run, which attempted a "complete fit,"” i,e.,
the client exceeded the admission criteria but not the discharge
criteria, &7 clients were placed., The criteris for placement were
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, L23 clients, and 412 clients into CRF's. Since all thre§¥'
runs proceésad all 3,295 records on the state hespital files, it f j'
can pe stated that the limitations on placement were due to the
reported criteria of the 121 CRF's. 3Because CRF capescity was also
considered, it is possible that more than L20 could have been
"placed."

To determine if there existed specific factors that mosgt
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,” those meeting CRF criteria for commuhity
placement, Each group was then compared to CRF admission and dis-
charge criteria,

Table 4.30 lists the mean performance scores on the MDPS
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 Means and Standard Deviations of 2833 Hospitalized "Ins" and 412 Hospitalized "Outs"
to Mean CRF Admission and Discharge Criteris by MDPS Behavioral Scale Domain

2883 "Ins" CRF Admissions 412 "Outs" CRF Discharges
MDES Scale Mean 3D Mean oD lean 5D Mean SD
1. Gross Motor Development 104 6.7 16.9 3.8 16.9 3.9 15.0 4.6
2. Fine Motor Development 7.2 5,6 6.7 L.L 15.3 5.2 15.9 h4,7
3. Eating 7.7 5.3 6.7 3.7 15,5 5,0 17.5  4.h
4. Dressing 7.0 6.3 7.7 5.1 15.9- 4,7 17.9 b.1
5. Grooming 6.1 5.9 7.1 5.0 14,6 5.3 18.0 4.1
6., Toileting 8.5 6.8 10,0 5.4 16.9 L.& 8.4 L,0
7. Receptive Language 6.6 5.9 7.0 5.3 15.5 5.2 16.6 4.2
8. Expressive Lenguage 5.6 5,3 5.1 4.9 14,3 6.0 k.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.k 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 k.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 4.8 6.1
1k, Money 1.h 3.2 1.2 1.7 6.9 6.2 k.2 6.5
15, Domestic Behavior 2.4 L, 1.9 3.1 9.3 6.7 16.7 5.7
16. Community Orientation 2.3 3.2 2.4 2,3 T.8 5.7 15.1 5.3
17. Recreation, Leisure Time Activities 2.6 3.5 2,2 2.8 8.0 5.k 13.2 5,5
18, Vocational 3.0 k.3 2.6 2.9 0.2 6.2 1k,8 5.6

£9
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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 bathroam” 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, Community Orientation, only differed by a tenth of a
point. The means of the hospitalized population exceeded the meansl
of CRF admission criteria in all other domains.

The mean performance of the 420 "Outs" greatly exceeded  ;;fi
mean admission criteria in all 18 domains. 1In fact, the mean per-.
formance of those 412 state hospital residents exceeded the mean o
discharge criteria in three of the 18 domains, These findings sug-
gest that a substantial number of persons currently residing in
Minnesota's state hospitals currently meet or nearly meet the meaﬁ
admission criteria of the CRI's in Minnesota as measured by the
MDPS Behavioral Scales. It must be remembered that these dsta
reflect means, and, as alresult, do not account 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, coniributed substantially more
to ineligibility, performance data on the 2,883 were compared to
the mean admigsion criteria of the 121 CRF's by individusl scale,

The results of that comparison are reported in Table 4,31 which




Table 4.31

Percentage of 2883 Hospitalized "Ins”
Falling Below CRF Mean Admission Criteria and
Percentage of Resldents Scoring Above Mean CREF Discharge Criteria

85

Mean Percent Mean Percent
MDP3 Scale Admission Below Discharge  Above
1. Gross Motor Development 10.9 53.1 15.0 32.8
2. Fine Motor Development 6.7 55 .4 15.9 - ¢ 9.2
3, Eating 6.7 46.6 17.5 Ff ?-'6.2
L, Dressing 7.7 k.7 17.9 :*? ':7-5'
5. Grooming 7.1l 65,3 18,0 ;.'. f3‘6
6. Toileting 10,0 57.3 18.4 - ;3_2'
7. Receptive Langﬁage 7.0 67.8 16.6 5.7
8. Expressive Language 5.1 6.4 14,7 11.1
$. Social Interaction 5.8 59,6 17.1 2.9
10. Readiness and Reading 2.8 59.1 10.5 5,3
11. Writing 2.6 6h.5 10.2 10.1
12, Numbers 1.9 72.9 10.9 6.2
13, Time 2.6 72.7 1k,8 2.9
ik, Money 1.2 76.k 14.2 1.3
15. Domestic Behavior 1.9 61.8 16,7 2.0
16. Community Orientation 2.4 65.2 15.1 1.1
17. iﬁiii?:izz’ Leisure Time o 2 62.7 13,2 1.0
18, vdcational 2.6 61.4 14,8 | 3.1
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lists the percentages of the 2,333 "Ins" who scored below the mean
admission criteria on each scale, The percentages range from
46.6 percent on Scale 3 to T6.4 percent on Scale 14. While these
data may abt first appear confusing since the "Ins" mean performance
exceeded the mean admission driteria, an analysis of the ffequency

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

Tunctioning population such as the one under study. The percentagé  o

Tigures for the majority of the Scales are generally what one might
expect, Major discrepancies did not appear which suggest single
domains as primary contributers to ineligibility.

Since "noneplacement” in the computer run could also have
occurred if a resident exceeded the discharge criteria of the CRF's
on all 18 Scales, residents who exceeded those criteria by 3cale
were examined. Table 4.31 shows that 32.8 percent of the 2,883
state hospital residents exceeded the discharge criteria on Scale l,.
Gross Motor Development, The range of percentages for {the
remaining 17 Scales was from 11.1 percent to 1.0 percent, suggesting
that few "ineligibles" occurred due to residents exceeding
discharge criteria of the 121 CRP's,

In summary, the analyses show that, on the avérage, the
commﬁnity residential facilities do not have admission criteria
substantially above the average performance of the hospitalized

mentally retarded population residing in Minnesota's state
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nogpitals, Current CRF capacity may well represent.the major.
contributor to limitaticnsg 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-
munity, a comparison of the mean performance of its residents to
the mean admission criteria of CEF's should yield data which would
enable them te make the necessary program changes to prepare their

residents for community placement,



CHAPTER V

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

This chapter presents a surmary of the study, the con-
clusions drawvn from the findings end recommendations to the

Minnesota Department of Public Welfare.

Summary

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; and as a result little has been
vritten that details procedures for managing the process. The

purpose of tnis study was to investigate the commmnity residential
facilities (CRF) in Minnesota in an attempt to develop en infor-
mation base which might aid policy makers 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 CRF's, 2) admission and discharge criteria of
CRF's, 3) degree of program congruence with Minnesota's institu-
tionalized population, L) degree of.differences in admission and
discharge criteria of CRF'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 Minnesota, wes the primary
data collection technique used. Data obtained from an adaptive
behavior scale, the Minnesocta Developmental Programming System
Behavior Scales, wWere used to compare Minnesota's institutionalized
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=-
Tormance and CRF admission and capacity criteria.

The results of the data analysis were presented in.ﬁarrative
and tabular form. Briefly, those results are as follows: |

1. As of May 1, 1976, CRT's in Minnescta had a total
capacity of 2,073 beds, Tifty-seven percent of that capacity were
facilities housing 33 or more residents; 28,5 percent of that number
were CRF's of 15 beds or less; and the remaining 1k.35 percent werye
facilities serving 16 to 32 residents,

2. The average occupancy rate of CRF's in Minnesota is
35.6 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,

2. Geographical distribution of CRF's coincides with
population as 42.2 percent of all CRF's in Minnesota are located in
three counties: Hennepin, Ramsey and 5t. Louis, the three most
populous counties in the state, Forty-niné counties, or 57.3

percent did not have a CRF.
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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 per-
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 May 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 orTf:i

Tewer residents each.

6., In the years from 1973 through 1975, nearly equal numbers

of persons were admitted to CRF's from state hospitals and natural
homes; nowever, the first four months of 1976 showed a change with
the state hospitals accounting for twice as many admissions fo
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 Minnesota will be returning to state hospitals,
Three counties accounted for 96 percent of all placements into
apartment training programs,

8. CRPF's serving 15 or fewer clients have significantly
higher admission ecriteria in "self-help” skills than those
facilities serving more than 15 residents., Conversely, they also
have significantly higher 'graduation” criteria in selected

. behavioral domains than the larger facilities,
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9. CRF 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 obhers is the problem behavior which most cﬁntri—
butes to ineligibility for placement in Minnesota's CRF'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 would disqualify a person from
admission to approximately one-ﬁhird of the CRF's in Minﬁéééﬁa.

10, The CRF owner/operators perceive their greatest
assistance need in the area of community involvement and agency
support of their programsg, 3taff training and assistance in
Tinancial management are also areas in which CRF's need assistance,

11, Approximately 420 persons currently residing in
Minnesota's state hospitals meet MDPS admission ecriteria of the
121 CRF's in Minnesota, and were "placed” by computer simulation
which also considered CEF capacities.,

12, Toileting skills represent the behavioral domain in
which the largest differences exist between the hospital population's
performance level and the CERF 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 MDPS Behavioral Scales,
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Conclusions

Based on the findings of thié inveétigation of the process
of deinstitutionalization in Minnesota, the following conclusions
have been drawn:

1. The informed Judgments of the four surveyors indicate
that nearly 97 percent of the 121 CRF's studied will meet the
March 1, 1977, deadline for meeting the Federal ICF/MR regulatiouéul: .
of the Title XIX program of the Social Security Act. .

2, Standard record keeping procedures and adequate dat#gﬁ:..z;
collection methods do not exist for the community-based residentiél
program in Minnesota., Given the exponential growth of this segment
of the human service system, confusion and uncertainty about the
status of and need for CRF's in Minnesota will likely increase.

3. The "woodwork phenomenon” accounted for a substantial
nunber of residents in CRF's in Minnesota. The 1976 data suggest
a trend reversal, however, with fewer clients coming from natural
homes and substantially more being admitfed from state hospitals,
In fact, state hospitals are projected to be the largest sources
of residents of CRF's, and are projected to inerease their pro-
portionate share over the next five years.

L, A substantisl 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,
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5. If CRF growth follows the‘same trend it has since 1972,
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. Smaller CRF's, especielly those serving.l5 or.fewer
clients perceive theilr primary role as preparing resident# for
independent or semi-independent living, whers=as, the larééfﬁ  :
facilities see their role more in the area of self-help skilil-
development. In this sense, a degree of "continuum of care"_f
probably exists based on size of facility; however, Minnesota does
not have an adequate continuum of residentisl programs as described
in the CAIR (1975) Report. Of the 121 CRF's studied, 88.5 percent
were described as falling into two of the eight categories listed
in that report. Additidnally, these two categories accounted for
82.7 percent of the total state capacity.

7. The philosophy of the small, home-like CRF is being
implemented in Minmesota in that growth of CRF's serving i5 or
fewer clients is by far the greatest. All facilities developed in
the first four months of 1976 were Tor 15 or fewer residents.

8., The fact that only three counties account for 96 per-
cent of all placements into apartment training programs, there is
likely a broad=based need for this type of residential program iﬂ

Minnesota.,
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9., A cdmparison of the state hosPitﬁlg populations' mean
performance on the FDPS Behavioral Scales with the mean admissiom
criteria of the CRF's suggest that approximately 420 residents are
either inappropriately placed or, they remain in the hospitals for
reasons other than thelir adaptive behavior level.

10, Given the small differences between the mean performance
of the total state hospital population and the mean admission
criteria of CEF's, it is concluded that continued institutional- Eiwf '
ization of that population will be due primaerily to CRF capacity ::ﬂ-

1imitations.

Recommendations

Based on the findings of this study, the following single
recomendation is made to the Mimnnesota Department of Public
Welfare:

THE MIWNESOTA DEPARTMENT OF FUBLIC WELFARE SHOULD ILMMEDIATELY
ADQFT OR DEVLIOP A COFPREHILHSIVE MARACEFENT IWPORMATION SYSTEM
THAT INCORPORATES ANNUALLY UFDATED BEHAVIORAL DATA OH EACH
CLIENT 35BVED IN THE STATE. THESE DATA 3HCOULD BE COLLECTED
WITH A UNTFORM SET OF MEASURES AND PRCOCEDURES BY ALL SEGHENTS
OF THE SERVICE DELIVERY SYSTEM.

This recommendation is supported by the following
rationaie which wes derived from both the results and conclusions
of the study.

1, If prcgrams planned for disabled persons are fc be

responsive to the needs of those served, accurate and updated infor-

mation on those clients is necessary. TFrograms are being designed
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and developed in Minnesota in thg absence of complete information
on state-~wide needs. Tt is likely that program gaps will continue
to occur in the continuum of care unless uniform data on clients
and their needs are available,

2., If the Department wents 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 pfograms in which they are placed.
An additional benefit of this capability would be accurate, updated
data on performance and movement of the entire target population in
the state. The cutcomes of such program utilization would permit
the kinds of trend analysis that is presently not possible.

3. The adoption of a uniform set of measures by all
segments of the service delivery system will permit the kinds of
evaluation reseafch necessary for program lmprovement, This
assertion is grounded in the belief that valid program evaluation
must use the actual recipient of service as the primary unit of
analysis, Like populationg could be comparéd in alternstive 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 infeormation base necessary for program reform in both

the state hospitals and the community sectors,



5. A single uniform system of data repdrting should >
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 government.

6. Finally, the mansgement information system recommended -

here will enable the Department to communicate system status and_fi o

need data to the Legislature in a consistent and accurate mannér;f?f
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DATA COLLECTION FORMAY

Date Cotlected ' : : TAP

I.

11

ADMISSIONS

Facility Description:

A,

m o O w

L.

Name

Addross

Opening Date
Probability of Continued Operation After March 1, 1977

Licensed Capacity _No. Female No. Male
Both _ . | .
Roo Rango to LSC: T R

Vacancy Kate {(Monthiy)*

Aversce Number on Waiting List per Month {Consider last
12 calendar months) —_—

Is this 1ist Increasing ___ Decreasing Stable 7

(Consider last three years) N
Percentage of clients from Primary Receiving Area L %

Average number of vacancies per month for last 12 months.

Adrission/Discharge History:  List the number of residents ad-

mitted or discharged to each

alternative each year (3972 - 1976),

DISCHARGES

Prior
‘72 176 175 174 173 )72 72 173 V74 |75 76**
SNF
ICF/GER
btate Hospital
1CF/ MR

Foster Home

Natural Horme

Ant. Training

Indep. Living

i - [ Unknown/{her

TOTALS

i — -

**  As of May 1, 13876
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Physical Charactoristics of Served Populaticn: Indicate with a

check (X) the

Tlevel (s} of functioning acceptad in the facility. Match them
with the attached CAIR Descriptors,

Moo o

No Significant Disability
Level 1

Level 2 _ _ -
Level 3

Level 4

LEVEL 1 -- Functional Description

Seizures occur infreguently.

Does not drive any veh1c1e ' U

Dopq not work in high p1aces or close to heavy moving mach1nery
that may be injurious to self or others,

Does not swim without supervision,

Uses public transportation independently. -

Can be educated or trained for any type of job provided above -
restrictions are observed.

Can be self-supnorting.

Can live indepzodently.

Can take and seif-dispense medication without supervision,

M2y nced counseling and/or sncial services,

LEVEL 2 -- Functional Description

Limited control of seizures achieved through medication.

Seizures interfers with activities,

Does nct drive any vehicle.

Does not work in high p1aces, near open fires or close to heavy
machinery that may be injuriocus te¢ self or others.

Uses publi¢ transportation independently.

Can be trained for low-rick jcbs.

€an benefit from occupational training center pregrams and
rehabilitation programs.

May need individualized attention in school.

Can be partially seif-supporting.

Can part 1c1pat° in gym, shop, sw1mm1nq, etc., with super-
vision.

May not be capable of taking medication independently,

LEVEL 3 -- Functional Description

Poor control of seizures with medications.

Requires spccialized health care.

Activities greatly curtailed, e.g., stair climbing, bike riding.

Does not drive any vehicle,

Does not work in high places, close to heavy machinery, near
fires or heated objects.

May need supervigion in other potentially dangernus conditionsg,
e.q.. bathtubs, sharp nbiects.

Does not wse public transportation independently.

Cannot attend school reqularly.
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Cannot be competitively empioyed (probably).

May be able to contribute to self-support.

Cannot live independently.

Is unable to take medications independently. :

Is restricted from household chores such as cooking over
open fire, ironing, burning trash.

LEVEL 4 -- Functional Description

Uncontrollable seizures.

Seizures of great severity and frequency.

Activities gireatly restricted,

Requires supervision in potentially dangerous cond1t1ons
e.dg., bathtubs, sharp objects. S

Dependent for support and care.

Cannct transpart self indenendently.

Requires protecicd envivonment.

Cannot take own medications. .

Requires frequent hospitalization or nursing care

Unable to perform most household chores.

Contintum of Residential Proarams: Indicate with a check (X) the

one category that most closely describes the facility. Use the
Space beiow for exceptions and comments. (See Descriptors Attached;

A.

Developmental/Medical Program
Family-Living Developmental Program
Five—Day Board and Lodging Program
Developmental Foster Program

Social - Vocational Training Progfam
Supervised Apartment Training Program
Minimally Supervised Apartment Program

Behavior Training Developmental Program

EXCEPTIONS - COMMENTS:




.

V. General:
A. What sionificant di{fcrences {prob:tems, characteristics, ctc.)
have you noted between residenis coming from state hospitals as
opposed to othar sources? List in order of importance/sianificance,

B, What kinds of assistance would be most helnful in improving your
facility's efforts gt meeting your residants needst

VI. Behavisral level Necessary for Admittance -- Benavioral Leve
Necessary 7or Graduaiion:

USE ATTACHED MDPS BEHAYICKAL PROFILE

VII. Problem Dzhaviors {See Instructions):
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: - STATE OF MINNLSUTA '

e ' 5 . '
DEPARTRLNT.....0f Pubiic Welfare O f ffce Memoranagm
10 : A1 Rule 34 Facility Operators o paTe: March 2, 1976
FROM - ‘ ' " PHONE:

Technical Assistance Project
SURJLCT: Need for Information

1 would lite to ask your assistance in providing me with information

. about your facility that will aid both the Departmant of Public
Welfare and your focal arvea board in planning community-based
facilities for the monially retarded in your area.

I witl make an zppointment with you to collect the necessary in-
Tormation. Basically, thai will include:

A. General facility characteristics.

B. Admicsions and discharge information (when, how many,
where from and to since 1972.) .

€. Physical characieristice of your residents.
1 foreses thzt the information will be readily available and will
take very littie time to cowpile. 1 will coniact you within the
next two weeks to make an appointment. Thank you for your coopera-
tion.

f¥/beg
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TO;
FROM:

SUBJECT:

115

INSTRUCTION SHEET
for
DATA COLLECTION
TAP Consultants y CATE: March 10, 1976

Warren H. Bock

Instructions for Completing Data Collection on Rule 34
Facility Research

Please follow the instructions 1isted below as closely as posvlb]e in
the conduct of your interviews.

I. Facility Description:

Enter the date on which you completed the interview and your name
in spaces provided at the tor of the page. .

A.

.

Enter the licensed name of the facility and the TAP ID code
number,

Enter strest, city addrass and county. .

Record the date the facility officially openced its doors. IT
it has expanded to seyrve more than its original capacity,
record that date and the number of additional clients served,
or, if the facility has reduced its licensed capacity, recovd
date and number reduction.

Based upon Rule 34 provisions, ICF/MR (77} deficiencies, or
any other variables that may &ffect the facility, make a
probability determination on that faciiity's continued
operation after March 1, 1977. Try to arrive at a "weailher-
man's prediction™, e.g., 30% chance, 90% chance, etc. -

Licensed capacity should be recorded from their current Rule
34 Yicense. If gender distinction is made, record that. If
application to increase/decrease that number within the next
12 months is planned, record those plans.

Enter the age range served (Rule 34 Ticense) and check (X)
whether the facility is certified a< Iinstitutional or
residential under Life Safely Code.

Determine vacancy rate either from Rule 52 records or by
questioning them on average number of empty beds per month
over the past 18 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, decraafung or staying the same over the
last three years.

1. Under receiving area, consider the MB/MR 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.qg., if
they expect their clients to be coming in differently

" than was the case in the past) indicate change anticipated.

Admissicn/Discharge History:

Enter 211 actual admissions and discharaes for each of the years
listed on the form by catecory. If any current residents were
admitted prior to 1972, list the actual numbers in the far left
hand column. _ '

Directions on form are self-explanatory. If a facility will
accept more than one level, indicate the preferred (primary)
level and the others which are permissible {secondary).

Continuum of Residential Programs: . .

Check that facility category that most resembles this facility.
If there is some unique exception, describe in Comments-Exceptions
section.

General:

A. This gquestion seeks to determine if the facility operator
has discerned significant differences in the characteristics
or problems of the ftwo groups of clients, i.e., from state
hospitals and other sources. Try and 1ist the differences
in order of importance/significance.

B. This question is broad and the interviewee should be given
wide Tatitude in reSpond1ng Again, list in order of
importance, :

Behavioral Profile:

This activity is most important! We are trying to determine what
behavioral (by MDOPS) criteria constitutes prercquisite behaviors
for both admission and discharge. The result should be two
profiles on one sheet. It is important that the specific be-
haviors are viewed as indicators of a developmental level versus
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VII.

viewing actual behaviors fnr their own merit. It may be helniul

to begin with high validity demains, e.q., eating, toileting,

etc., to generate the appropriate view for subsequent domains.

The resultent "hand" of bchaviors, those falling between admission
and dischavge levels, shouid constitute that facility's “specialty"
when considering program emphasis.

Preblem Behavior:

After #1171 of the above has been completed, determine through ques-
tioning if there are eny specific problems or maladantive be-
havicre that would prevent a potential client’s adrission despite
their mesting &17 other c¢riteria. Please try to be specific in
recording their probiems.

Use margins, bac of pages, etc., in recording any and &l1 unique
circmnstances encsuntevad., It 1s bettar 10 over recoed then
under record. WUnat we are looking for is the most comprehensive
picture of the faciiity possible.
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Institutional Reform 51

Continuum of Residential Programs

DEVELOPMENTAL/MEDICAL
PROGRAM

Definiticn:  Program {ur irdividuals huving severe, chronic
kealth problems requiring & e suppert pregrom in con-
junction with fraining in adsgtive brhaviors,
Location: Inlorger communities having comprehensive hos-
pitais and eesical perscnnel,
Populstion Characteristics: Nonamrulatory individuals
Eavkng severe chronic heaslth prebiems in cenunction
wilh scvere developme-ial hanlcepe: individua’s who
require medical care more then any oiher specific ser
vire.
Program Characteristics: Lile support services
Convainscont carg
Equ'prient kralzing fue andu-
lafize and mobiliny

Seil-carw: shiils
Physical developmant
Ambulation
Communication skills
Secighinterazticn skills

Strer legs tha» 25

Duration: intermediate tolong term

Stali: Primary Consultent
Pedisiric Nurse Dentist
{vge 0-i4} Dieiician

Cuoupaticnal tharepist
{Age 16+ Frysical theraiist
Paraprotessional Physiciar, [immediate
staff availability}
Public health nurse
Socis! worler
Special education/child
development specialist
Spesch pathologist
Licensing Standards: DPW: Rules 80 and/er 34: MDH:
MNursing Heme or Hosgital
- Cedification: Federsl—Skilled Nursing Home or Haspital
Educational Support Services:
0-21 16 +
Infant stisnuiation Adult dary activity ¢onten
pregrarms . Work activity centers
Preschool progrars
Special schoal programs
Special clats pragrems
© Community Suptort Services:
Medizal — Pebiiz of private hosoital tacilities
Transportalion — Privele system
- Recreation — Individusl centered recreational program

Registered MNurse

FANMILY-LIVING DEVELOPMENTAL
PROGRAM

Definition:  Sarves individuals wiihcut severe, chronic
medicel problems but gereraity with more tevere devel-
opmenial handicaps than individuals in develspmental
foster programs. While the pririary source: of educa-
fion and franing woesd edst cutside the residence, a
formmal frairng progrem to cecelerate development of
adeptive hera.ore would be provided.

Locstion: Planr szhoeh in commaniiies of varying sizes
havirg the recaired sunpor! services.

Population Charecrerisiics:  Mormcbile 1o smbulsiony:
may not hate seif-care shil's

Program Characieristics: Stimula.len sctivitias

: Amzuation or meiality skl

Perscrelhygiere shas

Lating hiin

Dressing skills

Communication suills

Social-interacricn skills

Family-living skills

Size: &- Bindividuals

Duraticn: Short ierm tolong ter

Statf; Priraary
Trained house parenis

Consultant
tiealh personmel
Oczupaticr.sl i
Fhysica! theropls!
Psychologict
Public hea*h nurte
Social worker
Specisl educalion/child

development frafning
‘specialist
Speech pathalsz’st
Liconsing Standard:; DPV/: Rules B0 and/ar 34, MDH:

Bancding Care or SLF/E

Cortification: Feders'—ICF.5or [CFMR 4
Educaiional Support Services:
0-2l b+

infant shimulation
Brougrars

Preschoal progrems

Special schoui progiems

Specisl class programs

Adult day activity centers
Werk activiiy centers
Steltered worrthops
Comprehensive reliabs
tation faciities
Coempetitive work
traming program™s
Community Support Services:
Medical — Public or prive'e be spial facilities
Transporiation — Private and public systerms
Recreation — Structured programs
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52 Community Allernatives

HYE-DAY BOARD AND
LODGING PROGRAM

Definition;  Serves individual: from spamely populated
sreds sitending cummuniiy treining programs and elect-
ing to return fo o honie base on weshends,

Lecation: in communiiss Laving the required education/
training support services.

Populafion Chatactoristics: Ambulatory or mobile: over
3 yoars of age.

Program Charactoristics: Shmulation activities

Ambulaticn or mobiiity skills
Personal-hygiene shills
Esling shills -

Dressing skilfs
Communicotion skills ©
Social-interaction skills
Famity-living skilis

Size: 6-15
Puralion: Short torm 4o intermadiale
Steft: Primary Consultant

Trained houseparents Health personnel

QOceupetional therapist

Physical therapist

Psychclogist

Public health nurse

Social worker -

Speciel education/child
development training
specialist :

Speech pathologisi

Lizensing Standerds: DFW: Ru'es 80 and/or 34; MDH:
SLF/A
Certilicetion: Fedaral—ICl /bR
Educational Support Servises:
0-21 16+
Spocial school programs Work activity centers
Sprcial class programs Comprehensive rehabili-
. tation facililies
Corrpetitive work
Sheltered werkshops
Competitive work
training programs
Community Support Services:
Medical — Fublic or private hoinita! facilities
Transportation -— Private and ub'ic systers
Recreation — Structured progiams
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DEVELOPMENTAL FOSTER |
PROGRAM

Dsfinition:  Serves individuals having & wide renge of de.
velopmental hardicaps esclusive of severe or chronic
medical problems.

Location: In commiurities of varying sizes.

Populatien Characteristics: Ampulstory or r.obile; may
nat have self.care o s,

Program Charactesislics: Stimulifion actinitiee

Ambulaticn or mobiify skills
Personal-hygiere skifis

. Esling skills
Dressirq skilis
Communication skilis
Social-interaction shills
Famiy-living shills

Size: | -3 [Dependent on the rumber of natural children
in the family

Duration: Short termido lorg term

Statf: Primary Consultent

Licensed, trained Developrnentel paychol-
foster parents ogist '

Heaith personne!
Occupatione’ theraplst
Physics! theseniet
Public health nurse
Sociat worber
Special educetion fehild
developrent troining
spetialist :
Speach pathoiogist
Licensing Stendard: Rule !
Educational Support Services:
o-2i i% -+
Infani stimulation Adult day schvily
programs cenlers
Preschoo! programs Work aztivity centers
Special school programs Sheitered worksnops
Special class programs Comprehensive rehabi-
' tatien facilites
Compelitive work
training programs

Comrmunity Suppert Servizes:

Medical — Public cr private hospltal facilities
Trensportation - — Privite end poklic sysiems
Recrestion — Sructured prragrams



SOCIAL-VOCATIONAL TRAINING
PROGRAM

Definition: Serves individuals who have acauired 1he basic
self-care shills but reguce basic training in indepondent.
hiving skills and vocational skills in & group esvirenment.

Location: In communily scitings close 1o scheols, shep-
pirg. transporisiion. Yecationel opportunities should ba
present or arrangod within the community,

Populetion Charscimistize: Mchile or ambulatoryt individ-
wols whe have acquired the basic self-care shils but
whose preser? skills proclude indeperdent livicg: ago 14
or over.

Progrem Charscteristics:  [irecied toward 24-hour self-
sufficiency in the areos of:

Communicalion skilis
Social-interacton ciils

Basic independent-fving skills
Basic vountians! silis

Size: 10
Duration: Short term to interrmediate
SisH; Primary Consultant

Trained houseparents  Psychelogist
Secis! workar
Special educatar
: Vocstional counselor
Licensing Standards: DPW: Rules 34 and/or 80: MDH:
SLF/A '
Certificaton: Federa! ICF/MR
Educations! Suppert Servizes:
0-21 16+
Special schonl programs Work acfivity centers
Speciel class programs Shaltered warkshops
Comprehensive rehabili-
tation facilities
Competitive werk
training programs
Competitive work
Community Support Services:
Medicat — Poblic or private hospite! facilities
Transportatiton — Public and private systeims
Recreation — Planned adolescent/adult recreational
programs :
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Instilutional Reform &3

SUPERVISED APARTMENT
TRAINING PROGRAM

Definition: Serves adults attending communily vogaticnal
treining progrems, sheltered employmeni, supervised or
indepencent employment,

Location: in exisiing spariment comolexes close to shop
ping, transporiziion, end vocsticne! opportunities.

Populetion Characteristics: Ambulatory or mobile; over
i% yesrs of age: having mastered col.care skills and
there siitls regquired for semiindependeat living.

Sizs: Less than 10 vnits: maximum of 2 persons/onit

Curation: Short torm to fong ferm -

Statf: Primary

Live-in counselor

Consultant N
Health educetor
Psyzhologist
Sotia! worker
Special edveator
Licensing Sianderds; Central supenvisary atnncy licansing

&5 contrasied to licensing of ingividuzi units, MDH —
SLF/A
Codtificatiton: Fedecal —ICF/MR
Educations! Suppeort Services:
0-21 16 +
Special schoo! programs Worl activily centors
“ Special class progrems Sheltered werishops
: Ares vecational technical
schools jlarge cities only)
Comprehensive rehabiki-
tation facil4ies |
Compotitive work
fraining proorams
: Competifive work
Commurity Suppeort Services:
Medice!l — Public or private hospiial {zcilities
Trensportation — Public and private systems
Recreation ~— Flanned edoleszert,/ aduit recreational
programs
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84 Community Alernative:

MINIMALLY SUPERVISED
APARTMENT PROGRAM

Definition: Serves porsons who need litils oulside suppor
jo assume independent roles in cominonity settingsie.,
the individual cen independently deslt with life situations
with occasional visits by a counselor,

Location: . In existing apariment compleses close to shop.
ping, iransportetion, vorational opportunities, banking
facilities.

Population Characteristics:  Mobile or ambuletory: 18
yoars or clder.

Program Characterishics: Siiuational counseling for main-
tenance of independsnl s,

Sie: Individual or family i - 4}

Duretion: Intermedicie to bag-term

Staff: Consulfent

Social worker
Special edacaier
Vocaticnal cosrs for

Licensing Standardi: Ceniral surervisory agency licensing
as contrasted to licensing of individual un'is.

[ducational Support Services;

6+

R

Work activity cenlers
Shehered workshops
Comprehensive rehabiliiavion faciities
Corrpetifive werk fraiting programs
Competitive work
Cemmurity Suppar Servizes:
Medicol — Fuplic e private hospitel facilities
Transoortation — Public  systers
Recreation — Yaricty of adeicscent/adull rezreation
aveilable in the commurity

117

BEHAVIOR TRAINING
DEVELOPMENTAL PROGRAM

-

Definifion: Sorves person: on a thort-term basis to e'imi-
nate cenicus mealadaptive behsviois and to improve
adaplive behav.ors 1o 8 level appropriote for pluzeron®
in Develop —cnta Fuster Homes, Ferrlly Living Deveicp:
mental Residerze:. or Five day Ecarging Homes.

Location: Ir smii or large community centers on a re-
gional basic.

Populahcn Chatacleiistics: Awbﬁa%ory[mom . Persens
whose belizvios erd/or sodial conduct recuire a highly
structured, resporce-contiraent, and restricive envizen-
ment, i.e., whote behavior cannot be changed in the
present crv: frenment. Genecaily, the popuiztion waid
include individusia who are consisteatly destruclive to
them:el zs, ether |rcn.=c.ic|:. or progerty, or who, be-
cavse =f behaserel el arasinr ‘cs ;ra ronring by in
dividuals i resl a-d1 wrs, The ir
dividual mu.t b Temray located in a 5rc~i1'ic‘ on-gray
res: der.ha. progren erd then formally demitred wirn
rights of revicw prisr Yo placerent in the pregram.

Program Chaiattaristics: Inter:i,e behsvior meadicaiion
prog-am, besic seciel skils, communication siilis, self
cere shillz,

Size: Less than 10

Duratien: Shori-ieen

Ha e

Stafi: Prisnary Corsultent
Psychologis! or Special  Physician
. Educutor with spe-. Social vorker

cilic training in
behavier medidi.
cation
Licensing Standards:
Educaiional Suppert Services:

0-21 [& 4
Special schoe! prograra: Work ackivity centers
Special class prograns Sheitered weonsheps

Communily Svpport Services:
Medical — FPublic and privete hoanital faciitias
Transporta=icn — Private ard oubic systems
Recreaiion — Structured and non-streclured programs
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GROSS MOTOR DEVELOPMENT
FOLLOW THESE WNSTRUCTIONS CAREFULLY
t
MARK LETTERSPACE (&) ] | ) §| MARK LETTERSPACE {8) l 2¥c
¢ i the person can perlotin the behavior, s N the person cannot perlarm the behavior,
o Hno additional traming 18 required i perlorm the & I godihonal training is required 1o pertorm The Denavior
Behavior. o I the peison cannat perform the behaviar due 1o physical
& M the behavior i3 100 simple ang consegoently inappro- hangdicap ot absolutely no opporlumty.
priate,
o Dbserve the behavior directly, or consult wilh somegne
who Yas, ) !
+ Do not read between the lines.
+ Do nol give assizlance unless 56 staled.
« H necessary, simulale conditions on Lus scate ~
YOUR ¥ARK SHOULD LOGK LIKE THIS = W
GROSS .
MOI0A
4. Holds head up for live seccnds when lying on stomach 1
f. 2. Roils over on fiat surface from back 10 slomach ¢r stomach to back 2
]
: - 8. Holds head erect when in sitling or standing position {body may be supported) 3
' * .
i 4. Sits - 4
i .
! b. Changes from lying on stomach to a sifting position ]
i
j €. Pulls sell to standing position using something to hold onto L
i
L
) 7. Crawis ¥
8. Stands 5
9. Walks tive feet {may use braces of crulchesj 8
10. Moves aboutl in a reom containing furniture and other people 10
11. Walks upstairs and downstairs, putting both feet on each step 1
12. Walks a straight line for ten feet 12
N L]
13. Pushes or pulls & wagon-type object while welking ten feet 13
14. Jumps up, both feet off the floor at ence 14
a
15. Runs 15
16, Walks upstaits and downstaire alternating fect 16
17. Climbs up and down & ladder one rung at a time 17
18, Squals . 18
19. Stands on bipioe tor ten seconds : 49
20. Swims, using arms and legs 20

B e T LI T — _—




MDPS
NrS

FINE MOTOR

CEVELOPMENT

MARK LETTERSPACE (A} I I: g{

o i Lthe person can perform the behavior.

» if no pduitional Iraining 15 required to periorm the
behavior,

« It the behavior i5 (og simpla gnd conseguently inappro-
priate.

who has,

FOLLOW YHESE INSTAUTTIONS CAREFULLY

MARK LETTERSPACE (8) |2 J ©

» I the person cannot perform the behavios,
s il ngdithienal training 18 required 1o perform the behavigr.

o Wl the person cannot perform the behaviar due 10 physical
handiwcap or absoiutely nod Gpporluniiy,

» Obycrve the behavior direclly, o7 consull with someone

# Do nol read between the lines,
* Do not give assistanc e unless ao stated.
o M necessary simulate condilions on this stale -

YOUR MARK SHOULD LOOK LIKE THIS §§

SCALE 2

I:DI:‘SR

1. Closes hand around an object placed in hand 1

2. Reaches for ang grasps objecls 2

1 3. Uses both hands at the same lime when needed to handle an gbjec! 3
4. Picks up sma'l objects using thumb and fingers only . 4

5. Turns a doorknoﬁ and opens the door £

: 6. Carries a paper cup withoul ¢rushing 6
I. 7. Uses a spoon to stir food or drink 7
; 8. Makes a stack of three wooden blocks or cans -3
9. Strings three one-inch beads or spools onto a string )

10. Unscrews a jar or bottle lid 10

11. Pours liquid from a pitcher 1

12. Places a key in a lock and opens the lock 12

13. Culs a straight line drawn on paper, using sc;sso;s ' 13

14. Tears off a piece of Scolch tape in a dispenser - 14

15. Cuts oul a circle 15

16. Handies five ptaying cards al the same time while playing a2 game 16

17. Folds a letter, puts it in an envelope, seals it, and puts on a stamp 17

. 18. Uses a screwdriver __ 18
' 19, Strikes a match 18
. 20. Threads a necole . _ 20
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MOrz
wH
EATING
FOLLOW THELSE INSTRULCTIONS CAREFULLY
MARK LETTERSPACE (A} [[ g '§,| MARK LETTERSPACE (B) [E 1 E‘

» Ul the prssos can perform the behavior.
a Moo addibonal trainmng 1§ required Lo perferm the

behavion o [t the persor connat periorm the behavior Sue 1o physical
» It the benavior 13 100 simple and consequently inappro- handicap or absolutely no opporiunity.
priale.

» #t the person cannot pertorm the Behavior,
o Il Bdditional trarning 1% required (o perfarm the behsvior

» Observe the behavior directly. or consu!l with someone
who has, :

« Do not read between the lines.
» Doy not give assistance unloss 5o stated.
« Do not simulats condilions on this scale.

YOUR MARK SHOULD LOOK LIKE THIS E

ECALE 3

EATING
i 1. Swallows soft loods that do nol require chewing LI
}' 2. Drinks from a glass or cup with assistance 2 E
3. Picks up food with fingers and pu‘is food in mouth : 3 i
4. Chews solid food 5 L] |
§. Picks up a glass and drinks from H 5
) 6. Uses a spoon to pick up and eat food [
! ¥. Eals a complete meal wilh little or no spilfing (may use only fingers and spoon} 7
8. Drinks from a diinking tountain with hand or foot control §
9. Uses & lork 1o pick up and ext lood 1]
10. Waits in tine and carnes a tray in a dining facility 10
1. Spreads butter with a table krute 11
12. Eats 2 complete mea! with hitlle or no spilling, using all normal dishes and utensils .12
13, Eats.' supervised, in public without calling atiention 10 eating behawior 13
14, Serves sell in & family-style setting 14
15. Culs Jood with a knite and a fork 15
16. Tekes proper portions when food is offered 16
1
i 17, Displays table manners 7
: %8. Selecls and requesls food such as a hamburger and a coke from a limiled range of take-out loods 18
; 19. Takes 8 proper and completle meal when variety is offered 19
20. Orders and eats wn a pubhc dining facidy 20
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i DRESSING
: FOLLOW THESE INSTRUCTIONS CAREFULLY
| MARK LETTERSPACE (A) Ij E E! MARX LETTERSPACE (8) | = | Ef
: « Hibe person can pedorm the behavisr # Wi the person canncl perform the behavier.
& 1l no addilional tramng 1§ required Lo perform the s 1l addibional Hawung is reguired to perlorm the Sehavior.
behavior. » 1 the person cannot perlorm the benavier due to physicar
o il the behavior is 100 simple and consequenlly inappra- hangicap or absolulely RO oppariumily.
. ptiate.
1 + Dbzetve the behanipr direclly, of ¢onsult with someong .
! who has '
« Do not read belween the lines.
« Do nol give assislance unless o stated,
] » Do nol simutale conditivns on this scale.
' YOUR MARK SHOULD LOOK LIKE THIS ﬂ SCALE 4
i DRESSING
|
1. QHers little ar no resistance while being dressed and undressed 1
2. Exiends and withdraws arms and legs while being dressed and undressed 2
3. Removes socks, underpants, unzipped outer pants and unbultoned shirt or dress 3
4. Removes slip-over shirl - 4
I
. 5. Undresses sell completely {may need help with bell or bra) §
6. Puls on underpants, slip-over sherl of dress, cuter panis, and socks L]
. 7. Puts on coal or jacket {need nai fasten) ¥
8. Unzips clothing 3__,$
LN Dresses selt completely except for faslenings such as buttons, zippers, ties. or hooks 8 ;
10. Puls on and takes of! ouler clothing, including coat, hal, gloves and boots 1w
11. Puts shoes on correct leet 11
12. Bullons clothing : : . 12
13. Starts and closes a tront zipper. as on a jacket 13
14, Puts on outer wear withou! reminder in response to cold or rain 14
15. Laces shoes with a lace in each eyelet 15
16. Ties a bow knot in shoelaces . 16
; 17. Puns on and takes off ties, scarves, belts, watches. or jewelry | 17
; 18. Changes dirty ciothing without reminder _ 18
L}
! 18, Selecis clothing for scasonal and weather condilions and ditlerent occasions 19 _
1
' 20. Sclects correct sizes and styles of ¢clothing ot a slore . 20_
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GROOMING

© e — e+ ———— i S o -t e

MARK LETTERSPACE () [l [ E'

FOLLOW YHESE INSTRUCTIONS CAREFULLY

It the person can perlorm the behavior.
if no additional ramir g is required to perlorm the

behavior. o If the person cannal pertorm the behavior due to physical
H the behavior i3 00 simple and tonsequently wmappro- handicap or absoluiely no opporiunily.
priate.

& Observe the behayvior drectly, ©F consult with someons
wh has,

# Do not read belween the ings.

WMARK LETTEASPACE (8) ( .

a Hthe person cennol pesionn the behavier.
& If addihonal training 1s requiied lo perlorn the behawior,

# Do not give assistance unless 5o stated.
+ Do not simulate condilions on this sczle,

YOUR MAHK SHOULD LOOK LIKE THiS ] ot s
GRODMING
1. Offers litlle or no resistance while being washed 1
2. Turns head and extends hands while being washed 2
3. Puls hands under running water for washing . 3
4. Dries hands with a towe! . 4
5. Places a toothbrush in mouth and begins brushing motion &
€. Wipes face wilh a wet washcioth L]
7. Scaps and rinses hands 7
8. Wipes nose with an arm, hand or lissue when nose is running L
®. Soaps and rinses arms and uppcer body 9
10. Blows nose in a tissue or handkerchiel 10
11. Runs a comb or brush through hair wilh several sirokes LA}
_ 12, Bathes in a tub or shower . 12
i . 13, Appiies loothpaste 10 a brush, brushes teeth, and rinses mouth and brush 13
| 14. Dries enlire body with a towel afler bathing 14
15. Applies deadorant 15
! 16. Washes, tinses and dries hair 18
17. Shaves {malc) or applies lipstick [(lemale) 17
18. Performs all aspects of hair care, except cutling and giving a permanens 18
185. Cioans and clips finger nails with a nail clipper 19

— 20. Maintains self clean, odor-free and groomed 20__
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TOILETING

FOLLOW THESE INSTRUCTIONS CAREFULLY

u. ~-
MARK LETTERSPACE (A} I[ : _g|

# if the person can pestorm the Boehavior,

MARK LETTERSPACE (B). I =1 EI

» Il the person cannot perlorm the behavior.

o M RO adoitinnal aming 15 reguaed o pertorm the » H addivonal fraiming 13 required to perform the behaviar,
tehavior s I Ihe person cannot perierm the bahayxar due to physical
o M the behavior 13 too simplg and consequently inappro- handicap or absoluiely no cpporiunity.

priate.
» Observe the behavior direcily, or consUH with scmeasne
who has.
o Do not read between the bnes
o Do not give assisiance uniess so stated.
» Do not simutale condilions on this scaie,

YOUR MARK SHOULD LOOK LIKE THis i

SCALE & ~

1

TOILETING -

1. Stays dry for two hours 1
2. Sils on the toilet for thirly seconds I 2
3. Eliminales when on the toilet {bo.wel of bladder} : . 3
4. Removes clothing before sitling on the toilet 4
5. Goes to the bathroom with a reminder 5
. 6. Has bowel contro! at night L]
7. Replaces clothing before leaving the bathroom ¥
8. Removes ciothing. sits on the 1oilet and eliminates, and replaces clothing e
2. Has bowel cor?_lrol 9
10. Indicates by a geslure or words when needing lo use the toilet 10

11. Uses the bathroom :2 I
12. Has bowel and btadder control . 12
. 13. Flushes the loitel afler use 13
i 14, Uses only a urinal os toilet for urination 14
2 15. Obtains help with any toileting problem’ 15
16. Asks the location of the bathroom in new siluations 18
17. Uses toilet paper 17
18. Requires normal privacy for toileting —_ 12

19. Washes and dnies hands afler toiteting ___ 19 _
20. Chooscs the cofrect resiroom wn a pubhe place ... . .. - i
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'
RECEPTIVE LANGUAGE
FOLLOW THESE INSTRUCTIONS CAREFULLY
MARK LETTERSPACE (A) I[ ) '5"] MARK LETTERSPACE (B) |2 J 'g"l
& N the person can perioim the behevior, » If the person cannot perlorm e behavior,
# )t ho eddiLonal traving is required Lo pedtorm the + K mdditional tramning 15 required 1o perform thoe behavior.
behavior, # If the person cannot perform the behavior due 16 physcal
a It the bebavior i5 100 3imple and consequently inappro- hangic ap os absolutely no opporiunily.
priaie.
& Dbserve the behavior directy, or consull with semeoans
who has.
« Do not read between the Lines,
« Do not give assistance unless 50 slated.
» If necessary, simulale condilions on this scale.
i H . pr—————
OUR MARK SHOULD LOOK LIKE THIS | P
RECEPIVE
LANGUAGE
1. Turns head loward the source of a sound 1
2. Responds when name is called 2
3. Responds to the instruction, “Look at me.” with two seconds of eye contac! 3
4. Responds to a simple instruction such as, "Come here.” = 4
§. Performs the appropriate action when the word “me” is used such as, “Give me the.ball.'__* 5
€. Stops an activily upon requesl such as, "No,” or “Siop.” 13
7. Points 1o filteen common objecls such as a ball, spoon, etc., upon request 7
8. Poinls to threc out of ten pictured objects in a book upon request L
9. Listens io a story for three minules : 9

10. Foliows instructions such as, "Put the ball in the box,” or “Put the broom behind the door”___10 '

11. Points to ten body parts such as nose, eyes, mouth, elc., vpon request 1
12, Responds to non-verbal communications from others such as frowning, crying, smiling, elc.____ 32 _
13. Follows iwo-step directions in order such as, “Get the ball and close the door.” * 13
14. Points to a large objecl and a small object upon request _ 14
145. Identifies three colors out of a group. of colors when asked, “Which color is blue? Red? (etc)’— 15

16. Foliows three-slep directions in order such as, “Stand wp and open Ihe book and move the chair__16__

17. Foliows verbal directions to get from building to building in a familiar setting 17

18. Listens to 2 one-page story and answers, “Yes” or “No,” lo specilic questions about [ I, | : B

19

Listens 1o a one-page siory and answers guestions about it such as, "Whal happened first o Tom?".._.._lg._l

20. Summarizes a TV program in own words 20

e .
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EXPRESSIVE LANGUAGE
FOLLOW THESE INSTRUCTIONS CAREFULLY ) -
MARK LETTERSPACE (4) I I §| MARK LETTERSPACE (B) ‘ o B |
« U the perkon can perform the behavior, « Mihe person cannol periorm the behavor,
# I ne additional training 15 required to perfosm the o It agdditional training is required to perform the benavior.
behevior. o If the person cannat perfodm the Dehavior oue to physiCal
+ it the behavior is oo mimple and consequentty inappro- handicap ¢f sbsolutely no opbartundy.
priala.
» Observe the behavior directly, or cansull wilh somaeone
who has. '
+ Do not read between the ines
« Do not give assistance uniess 5o slated.
+ H necesanry, simulale conditions on this scale.
YOUR MARK SHOULD LOOK LIKE THIS
i ﬂ SCALE 8
LXPRLSSIVE
LANGUAGE
1. Makes voice sounds : 1
2. Uses voice sounds to get atiention 2
3. Changes the lone and rhylhm of voice sounds 3
4, Says or indicates, “Yes,” or "No," in response 10 queslions such as, Do you want 1o go out?'_____ 4
5. Imitates five words heard t]
6. Uses two-word phrases such as, "Hi, Buddy,” “Go oul,” or “Eat cookie” 6
7. Says twenty words ?
8. Mames 'en common objects when asked, "Whalt ts this?” B
8. Says first and last name when asked e
140. Names ten body paris when asked, “What is this?” 10
11. Uses sentences of tour words 11
12. Expresses feelings, desires or problems in complete sentences such as, "1 am hungry.” 12
13. Asks simple questions such as, "What is this?", "Why can't 17" 13
14. Uses pronouns such as “'l, you. he, her, me, or mine,” in a sontence 14
. N ;
15. Speaks in phrases or sentences ¢learly encugh 10 be understood by someone not tamihar with the person_. 15
16. Uses two-part senlences such as. | saw Jim, and | asked him 1o heip me” 16
17. Carries on a conversation for ton minules : 17 -
18, Says eddress of residence clearly when asked B _
19. Describes past events in logical order 19

20. Tells jokes __ . . _____ - : 0

Y —t
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SOCIAL INTERACTION
FOLLOW THESE IWSTRUCTIONS CAREFULLY
- - -~
MARK LETTERSPACE (A) l[ [ 5‘ MARK LETTERSPACE (8) | & § €
+ ¥ Ihe persen can perlorm the behavior. s i tht porson cannot periorm the behavior.
s no at_:lailuonal traing 15 requited 1o perform the o if additional training is required to perfarm the dehaviod,
behavior s H the person cannot perform the behavior due 10 physical
& I 1the behavior 15 foo mimple and conscquently inappio- handicap ar 80s0lulely no Opportumly.
priate.
o Dbserve the behavior direclly. or consul with Someone
who has.
» Do not rgad between the fines
o Do not give assistance uniess so sloted
& Do not simulate condiions on this scale.
YOUR MARK $HOULD LCO : .
ou SHOULD LCOK LIKE 115 : ToAE s
SOCIAL
INTERACTION
1. Responds when touched by reaching toward or moving away 3
2. Looks toward or olherwise indicates a person in the immediale area 2
3. Follows a person with eyes or otherwise responds to a person moving 3
4. linitates arm movement such as clapping hands or waving good-bye 4
-,
5. Spends time alone wilh loys or objecls for iwo minuies 5
6. Ideniilies friends and acquaintances from stfangers [
7. Spends five minutes doing something with one or two other persons ?
8. Spends ten minutes doing something with one or two other persons silling at a table L
®. Wails for lurn in a group 9
0. Follows direclions from others 10
11. Waits for two minutes for an object wanted : Ly}
12. Greels others upon meeting 12
-
13. Says, “Please,” and “Thank you.” : : 13
14. Gels along with mmembers of the opposile sex in any situalion . __ . AL
15. Participates aclively in social events ___ 15
16, Shares possessions with others 16 __
17. Uses things that belong to someone glse only with their permission 17 I
48. Responds with proper socia! courlesics such as greetings, apologies, or compliments AL
18. Invites others ta participale in an activity such as geing for a walk or going to the movie 19
: }
20. Receives and makes Jocal phone calls — 20
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READING

¢ Il the person can periorm the behavioe,
» i no additional traiming 15 fequied to Dertorm the

FOLLOW YI'IE-SE INSTRUCTIONS CAREFULLY

MARK LETTERSPACE {A) 1 | 0 gi

MARK LETTERSPACE ({€) IE l E

« H the person cannot perotm the behavior.

bahaviorn « )i the person cannol perlorm the behavidr due 10 physical
¢ If the behavior 15 106 simple and consequently inappro- handicap of absotutely no opporiunty
phalc.

» Obscive the behawior direcy, or consull with someons
who has.

« Do not read between the linps,
o Do not give assislance unless 5o staled,
#» 1t necessary, imutale condilions on Lthis scale,

« I pdditional sraining is requited 1o porform the bBehavidr

YOUR MARK SHOULD LOOK LIKE THIS [§ [scair 10
READING
1. Sits quietly al a 1able for wo minutes 1
2. Looks al objects presented when seated at a table 2
3. Turns the pages in a book one at .a-lime " 3
4. Points to five commaon objects when objecls are named 4
.
§. 1dentilies difierent sounds, such as bell ringing, hands clapping, whispering, keys jirgling 2 s
6. Sorls.three objects by shape 6 1
7. Identities ihree primary colors r !
8. Soris pictures of similar, familiar objects info the same calegory, such as dogs, people, cars 8
$. Follows printed material left to right 8
10. Selects one printed fetier from three when it is ditferent, such as “b,.a,.b” 10
11. Sounds oul common words wilh three lellers L}
12. When shown five pictures arranged to lelt a story and then mixed up, arranges them again in sequence. 12 .
.
13. Reads aloud the alphabet from A o 2 _ 13
14, Alter secing pairs of words such as “pat, pan” or "cat, cal.” identilies which pairs are the same 14
15. Reciles the following words whaen shown on flash cards: “stop, men, women, danger, poison, exit"._i_
16. Reads a simpie senlence and answers questions aboul it 16
17, Reads aloud sentences with five common words 37
18. Reads a story to others 18
19. Reads a simpie slory and slates its main idea 19
20. Reads for information ar enlertanment _ . __ 20__
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WRITING
FOLLOW THESE INSTRUCTIONS CAREFULLY
MARK LETTERSPACE (A} |l ) El : MARK LETTERSPACE (B} | 2 ] El

« Wiha persen can pertorm the behaviar,

« M the person cannot periorm the behavicr,

a M no addibonal raming 1& fequsied to perlcrm the + Il additional trawning i% reguired to perform the behavior.
behavior, & M the person canngl perorm the behavior due 1o physical
« Il the behavior is 100 sIMple and conseguenlly wappro- handicap or absalutely Ao oppoiiunity,
priate.

» Obsorve the behavior directly. or consull with someone
who has

« Do not read between the hnes
« Do not give assistance unless so dlated
« It hecessary, simulzte conditions on this scale, -

YOUR MARK SHOULD LOOK LIKE This J§

fscac 11 -

WRITIHG
1. Grasps chatk, pencil or crayon 13
2. Seribbles wilh chalk, pencil or crayon 2
3. Imitates somecne moving hand !rc;m teft to right across a ;;age _ 3
4. Grasps chalk with thumb, index finger and middle finger 5 4
5. Marks on 2 chalkboard or paper in ¢cugles and lines 5
€. Traces with fingers aiong a three-inch straight line [
7. Traces with fingers around the outside of a six-inch circular object in a continuous motion 7
8. Copies with a pencii a three-inch straight line ]
9. Draws a circle with no example fo look at _ g
10, Draws an X with an example to look al 10
41. Draws a line connecling three dois on a piece of paper n
12. Wriles or prinls words with an example to look at . 12
13. Wriles or prints first and lasi name with no cxample to ook at 13
14, Stays on e lines when printing or wriling _ 14
15. Writes or prinis clearly - 15
16. Copios a printed sentence, including puncluation and capital letters 16
%7. Copies a paragraph onto an Bz by 11 inch sheet of lined paper LY
18, Wriles or prints dictaled words _ 18
19. Wriles or prinis diclated senicnces 39 _
20. Wriles or prinis letters for marting 20




o —— s M i o s o ke e o

NUMBERS

FOLLOW THESE INSTRUCTIONS CAREFULLY

WARK LETTERSPACE (A} |] B Ei MARK LETTERSPACE (8) | % | ¢ I
o M the person can perlosm the bohaviar, « It the person cannot perform the behavior,
s i no additional baining 1s requited 10 perform the » i additional raining 15 required 1o perlorm the bBehavips.
behavior, + it the person cannof perform the behavior gue fo physical
a il the behavior s too simpie and conseguenlly inappro- handwcap or atsoiutely no oppoiisnity
priate.
» Observe the behavior direcily. of consult with someone
who has
o Do nol read betooen the lines,
» DO not gwe assislance unless 5o slited
s i necezssry. stmulate condillons on this scale,
YOUR MARK SHOULD LOCK LIKE THIS ﬂ [ S6ilr 1z,
MUMDERS *
§. Separates one objec! from a group vpon the requesl, “"Give me one.” 1
2. Repeats o numbers in the order gwven ri
3. Creates order out of a aroup of objects by lining up, stacking. or placing them in some other pallem___L
4. Indicates the difference between a short and long line : 4 l
. +*
8. Counts to len 5
6. Chooses the correct number of objects up lo five upon the regues!, "Give me one block, two blocks, etc."__ _6__|
i
7. Ingicates the difference between “mare” and “less” when shown two diflerent sized groups of objects -7
{
. . . . n . i
8. Malches equa! numbers. up to five. of difterent kinds of objects such as Iwo cookies with two shoes___ 8 _
i
9. Names the prinled number symbols 1 through 10 ] i
' i
10. Repeats five single-digit numbers in the order given 0
11. Foltows directions to fill a giass half full 11
12, Places the printed number symbols 1 through 10 in order 12
-
13. Prints the number symbols § through 10 i3
14, Counts from ten to twenly 14
15, Maiches the printed number symbols 1 through 10 with the correct number of obiects 15
16. Prints the number symbols from 3 to 100 in order : 16 _
17, Adds numbers with sums up tolen such as 742, 241, 0r 640 _ 17
18. Subtracis numbets up 1o 1en 18
18, Uses the concept of carrying in addition ____. 19 i
20. Multiplies and dnidés nombers up 10 twenly 20 .
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TIME

FOLLOW THESE 'INSTRLICUDHS CAREFULLY

MARK LETTERSPACE (A} |! ¥ 'EI Mank tETIERsPACE B} | X ] E’
& Wihe person can pertorm the behavior, # Ilihe person cannol perform the behavior,
» W no additional Iraining 1 required o perferm the ¢ H sdcitional ka.ning 15 required to perform the behavior,
) behavior, & If the person cannot perform the benavior due 1D physicat
o H the behavior is o0 simple and consequently inappto- handicap or absolalely no gppotiurmty.
prisle.

¢ Obrerve the behavior direct!y, o consull with somegone '
whe has.

» Do ot tead between the hines
» Do not give assistance unless so stated
a W necescary simulale condilions on this scake,

YOUR MARK SHOULD LOOK LIKE THIS [ | ey

TINME
1. Associates the time of the day with activities such as meals or bedtime 11
2. Indicates whether it is day of nighl 2 _

3. Responds to “now.” “later,” "hurry.’: and wait"” : 3

4. Indicales whether il is morning or aflernoon 4

5. Indicales own age ) &

. 6. Indicates the difference between yesterday, today and tomorrow L
7. Names or identifies the seven days of the week 7 !
) 8. Indicales whal day of the week it is now 8 I
9. Names or identilies the numbers on the clock 9 l
10. Na;mes or identities the four seasons of the year 10_"_;
11. Indicates what month and ycar 1l is now LA I
12. Names or idenlilies the twelve months of the year 12 I
13. Tells or idenuihies birthdate. month, day and year ‘13 |
14. Indicales the passage of five minutes on a clock 14_|
15. Sels a clock 1o wilthin one hour of the correct lime, afler hearning the correct time RE |
16. Indicales the passage of tive minutes. give or take lour minutes, withoul the use of a clock . _1,_|
17. Tells lime to the minute on 2 clock or waich 17 |
18. Sets a clock of waich to within ene minute of the correct lime. after hearing the correct time 13_|
19. Meets a particular scheduled bus 19 I

|__ 20. Arrives on time for an appcintment made one week in advance __. 20
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MONEY

W the person can pertorm the behavior,
o Hno zdditonal traming 15 required to perform the

FOLLOY THESE ANSTRUCTIONS CAREFULLY

MARK LETTERSPACE {A) {] £E

MARK LETTERSPACE (8)

priate,
» Dbseive the behavior directly, or consult with someone
wha has
# Do nel read botween the lines
Do rot give assislance vnless so staled
» M necessary, simulzle condilions on s scale.

¢ Hihe person cannol periorm the behavior.
s H additignal trawming s required 1o perform the behavior

behavior, s If the person cannol perform the behavigr due to physical

« It the behavior 15 too simple and conscquently inappro- handicap o absolutely no opportunity.

YOUR MARK SAOULD LOCK LIKE THiS §

SCALE 14

MOKEY .
1. Sorls coins from other small metal ohjects 1_‘
2. Uses money to buy thuings {mighl not use correct amouni) 2 '
3. Selects a dollar bill from other paper objecis " 3
4. Sorts dillerent coins by kind - . 4
5. Selec!sla penny, nickel, dirme and quarier from a grovp of coins ) 5
6. Saves money € i
7. Rank orders a penny, nickel, dime, quarter and half dotlar in order of value ? ;
8. ldentifies one, five and ten dollar bills 8 !
9. Exchanges five pennics for a nicke! 9 :
10. Exchanges ten penmes for a dime “L_r
11. Exchanges four quarters for one doHar 11 I
12, Exchanges five nickels lor a quarter . 12 i
13. Exchanges the correct number of mixed coins for a quarier ‘13 R
14. Exchanges the correcl number of mixed coins for one dollar 14 I
15. Counts the ¢change from a purchase of one dollar or less 15,.-.]
16, Counts the change from a purchase of five dollars or less 16
¥7. Gives on adequale amounl of money for purchases gver one dollar and counis the change 17 .
18. Makes purchases at local stores 13__!
%9. Saves money in a bank account ___. __ AL
20. Uses a checking account e 20 .-!
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DOMESTIC BEHAVIGR :

FOLLOW THESE INSTRUCTIONS CAREFULLY

MARK LETTERSPACE (A) |! e El

o If the persen can pertorm the behayiar,
» Hno addibonal taing 1% requred 1o perlorm the

MARK LETTCRSPACE (B) 13 1<

behavior. « It the person cannot perform the Bohayior gue W phySical
« H the behavior 1% too zimpie and consequenlly inappro- handicap or abrsgiutely no opporiuniy.
priato,

o Qbserve the behavipr directly, or consull with someone
who has.

» Do not read between the lings.
¢ De £0t give assisiance uniest o stalog
« Do pol simulale conditions on this scale,

¢ I Ihe person cannot periorm the behavior.
o W addiliongl fraiming 13 tequired to perlorm the behaviod

YOUR MARK SHOULD LOOK LIKE THIS |

BEHAYIOR

1. Picks up houschold trash or Iiter and places it tn a wastebasket upon request 1

2. Puts away personal ems in the proper location upon request 2

3. Puls dirty clothing in 2 hamper, clot!.ws chute, or other apprdpriate place 3

4. Folds clothing and puls 1L away in a drayv.er - 4

§. Straightens bed 5

6. Damp-wipes & kitchen or classroom lable L]

7. Dusts furniture, feaving ne dust on flat surfaces ¥

B. Sweeps a licor with & broom, picks up sweepings in a dust pan and empties the pan 8

8. Dusls a flpor with a dust mop L
10. Seis a lable with plales, cups. lorks, spoons, and knives 10
1. Shovels snow or rakes leaves i
12. Operales an electric toaster ‘12_._._
13. Washes and dries dishes ty hand 13
14. Wet mops a liogr v 14
15. Picpares a meal of 2 sandwich and cold beverage ’15
16. Uses a vacuum cleaner _ 16
17. Maintains bedroom, including changing sheets, dusting and vacuuming 17 __
18. Loads and operates an automalic washer and drier LL 2
19, Docs simple mending I ' :
20. Piepates and seives a meal including one hot dish ___. 20 i
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COMMUNITY ORIENTATION
FOLLOW THESE INSTRUCTIONS CAREFULLY

MARK LETTERSPACE (A) 1]\ [ EI MARK LETYERSPACE (8} | & § El
+ i the persen ¢an perform the behavior, + it the person connol perform the behavior,
» M no adbional ravung s required 1o perlorm the M agditional raining & required o partorm ihe behavior,

bahavior. # Il the person cannot pertorm the behavior due 1o physigal
s M the behawior is tos simple and consequenlly inappro- handicap or absolulely no oppariunity

priale.

» Dbserve tho behavior directly. of consyult w.th somecne
who has.

# Do not read between the lines.

o Do rot give 23s151ance uniess so slaled.

+ Do not simulale conditions ¢n this scale.

YOUR MARK SHOULD LOOK LIKE THIS §

SCALE 15

COMMUNITY

20, Holds a valid dnver's heense ——

ORIENTATION
1. Finds way from place to place within a famihar buoilding L
2. Periorms simple errands wilhin a tamiliar room 2
3. Finds way from one buiiding 1o anolher in a famitiar setting ‘ 3
4. Goes to public places in a supervised group without cailing ur_stavorable atlention to behavior ~— 4 '
5. Chooses the correct restroem in a familiar public place 5
' 6. Crosses residential street interscctions, showing regard tor traftic L]
7. identities a pohceman, a fireman and a bus driver Li b
B. interacls appropriatefy with strangers in public 8 l
9. Goes on loot or bicycle to 2 familiar place over one-hall mile {rom residence 9 E
10. Iderlifies a bus siop and indicates its purposc 10 '
11. Obeys lights and "WALK"—"DON'T WALK" signais at a light-controlled intersection n {
2. Conduets sell in public in the company of a person of the opposilte sex without calling atlenton to seif .12 }
43, Walks along a rond without a sidewalk facing tratfic and on the road shoulder 13 '
14. Responds appropriately to social “kidding™ in public : 14 |
45. Leaves an awkward public situation that is-beyond conirol and seeks help 15 , '
16. Moves recly about in a familiar commuruty 36 ’ .
17. Telephones residence for informalion or assistance when necessary _ 7 :
10. Acts appropriately in any public Situation 18 ‘ .
18. Yravels by public bus fo and trom any destination 19 l.;
20
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RECREATION, LEISURE-TIME ACTIVITIES
FOLLOW THESE INSTRUCTIONS CAREFULLY
MARK LETTERSPACE (4) H s El MARK LETTERSPACE (B) | o
& M ihe person can perlorm Lthe behavior. » Il \he peison connod pertorm the behavior.
+ M no agdihonal iratming 15 tequwed 1o perform the « W addbional raiming & required 19 perlorm the behawiar
behavior. « M tho person cannot perlorm the Bebavior due te physical
# Il the behavior 15 loo simple and gonsequéentty inappro- © hancicap or absolutely no opponiunily.
priate.
» Dbsesrve the behavior drectly, of consult with someone
who has.
+ D¢ not read between 1he kines.
» Do not give assistance unless 5o stated. =
« Do not simutale condilions on this scase, 2
YOUR MARK SHOULD LOOK tixk Yhis [ T
RECREATION |
!
%. Engages in a leisure-time aclivily for live minules 1
2. Finger paints 2
3. Bounces, throws or catches a ball 3
4. Watches TV without disturbing olhers _' 4
»
§. Brush paints 5
6. Participates in group singing or dancing 6
7. Aticngs aclivities in the community without disturbing others ?
B. Walches TV or listens to the radio by selecting a channel, turning on and off, elc. .
$. Plays simple table games with olhers 8
10. Puis together puzzles of 1en pieces “L__}
11. Pariicipates in three scasonal, outdoor sports such as swimming, boating, camping. or gardenng ... 11
12, Parlicipates in organizations such as Scouting or bowling clubs ‘12
13. Docs arls and crafts such as clay work, leather work, or bead wark 13
44. Has a hebby AL
15, Parlicipates in orgonized leam sporls such as baseball, baskelball, or veileybatl 15
16. Uscs a drop-in center such as a cantecn, pool hall, library, ete. 16
17. Rides a bicycic 17 _
18, Sclecis books {rom library for personal reading 18
19. Plays a musical instrument 19__]:
] 20. Uses community recteation facilities for recreation. leisure-time activities _ ..
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' YOCATIONAL "
FOLLOW THESE INSTAUCTIONS CAREFULLY :
MARK LETTERSPACE (&) [l E El © manx LETTERSPacE (8) | X El ' ;
# Hthe person can periorm the behavior. » Hthe person cannot perferm Ihe behavior. s
+ W no sadibonal raiming 18 requited to perlorm the ¢ Il addilipnat traimmng s reguired 10 perform the behayvior l
behavior, o li the person cannct perdorm the behavior due 1o physcal i
« H the behavior 15 tog simpleé 809 conseguently inappro- handicap or absoluiely no opportunity. N
priate. .
& Observe the behayior Jirectly, or consult with somegne
who has,
& P2 not 1ead belween the lines.
# Do nol give assistange unless 50 siated. i
« Do not simulate condilions on this scale
YOUR MARK SHOULD LODK LIME THIS E [ScalE 18
YOCAYIOKAL
1. Assumes 2 body posilon at a lask or at play such that bolth hands are avalatle for use—1§
N
2. Attends to a single activity for ten minutes {may need to be protecled from intersuption)—— 2
. \
3. Atllends to a single activity for 1en minutes in a room with other people : 3 }
4. Assembles two-part objecis that fil together in 2 simple but secure way PR
1
- R E
5. Atlends to an acsigned task or activity for one-half hour (may need to be encouraged) s
’ ;
6. Puts away own tools and malerials at the end of a task (may need a reminder up 1o hatl of the time)_—._8
7. Atlempts 1o do an assighed lask without resistance i . T
8. Tosses hand-sized objects into an open box or wastebasket at a distance of three leetl_ 8
9. Goes to an assigned area withoul remingder in a rouline caily program 9
0. Atiends o work in a group withoul disiracting others . 10
!
11. Changes activity without showing discomiort when assigned from one task to a ditferent task LI,
12. Indicates if own performance meets the standards set for an activily (these standaras may be very low) 12
13. Underlakes and completes a task in order 1o feceive money 13 |
14. Uses a hammer 10 pound. pliers to grasp, and screwdriver to lurn {need niot be sklttul) 14
15. Stops a task when it is donc 15 :
16. Increases speed of work when told to do so 16 :
17. Anses and leaves from residunce so as to reach work or activity on time 17 [
18. Assembles objocts wilth five paits thal must be put fogether in a particular order 18 :
H
18. Uses public Iransporiabon on one jocal roule such as from residence o work and back 19

20. Operates power hand 100ls such as a drll or food mixer wathou! a supervisor present_—___._zt_’__
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Table F.l
"Admission and Discharge Criteria by MDPS Behavioral Scales by CRF Size

Scale No. 1 -- Gross Motor Development
Admissions ' Discharges
CRF Size i Mean Med. SD Mode  Range : Mean Med, SD Mode Range
5-15 80 11.65 10,91 2.98 11 1k 15.50 16.33 4.13 11 1h
16-32 17 9,47 10,58 5439 11 19 ' 14,2k 15.75 5.19 19 20
33+ _2h 9.38 10,61  L,sh 13 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 L.62 11 20
F=L_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. SD Mode  Range Mean Med. sD Mode Renge
5-15 8o - 7.61 7.39 3.70 11 20 16,44 18.73 4,31 - 20 20
16-32 17 6.12 5.13 5.38 5 18 14,0 16.0 5.82 12 20
33+ 2k b,17 . k79 2.85 5 11 15.33 16,75 h4.82 20 20
A1l CRF's 121 6.72 6.40 L.0k 5 20 15.88 17.32 4,68 20 20
F=7.71 Sig. = 0007 F = 2.1k Sig. = .122 §




Table F.3

 Admission and Discharge Criteria by MDPS Behavioral Scales by CRF Size
Scale No., 3 -- Eating

Admissions Discharges
CRF Size N Mean Med. SD Mode Range Mean Med. SD Mode  Range
5-15 80 7.36 6.80 3.50 7 19 18.06 19.57 3.z22 20 13
16-32 17 6,12 6.33 k.15 6 12 15.82 19,25 6,70 20 20
33+ 2k 5.0 5.50 3.67 7 13 - 16.83 18.83 s5.2h4 20 20
All CRF's 121 6.73 6.56 3.72 7 19 17.50 19,51  L.35 20 20
F=L4,06 sig. = .020 F = 2.26 Sig. = .109
Table F.h
Admission and Discharge Criteria by MDPS Behavioral Seales by CRF Size
Scale No. 4 -~ Dressing
Admissions Discharges
CRF Size N . Mean Med, SD Mode  Range Mean Med., 5D Mode  Range
5-15 80 8.80 9,08 L.71 9 19 18.75 19,46 2,16 20 11
16-32 17 7 24 6.0 6.07 0 17 15,65 19.33 7.16 20 20
33+ 2L Y k2 o 2,17 b.39 1 13 ~ 16.75 19.07 5.2 20 20
All CRF's 121 7.7L 8.77 5,12 9 19 17.92 19,36 L,08 20 20

= 7.60 Sig. = ,0010 _ F=569 sig., = ,004

ont




Table F.5
Admission and Discharge Criteria by MDPS Behavioral Scales by CRHF Size

Scale No., 5 -- Grooming
Admissions Discharges

CRF Size N Mean Med. SD Mode Range Mean Med. SD Mode Range

£§-15 80 8.4 9.25 b.95 12 20 18.9 19.80 2.07 20 8
16-32 17 5.L7 5.0 4,75 0 1b k.77 19,56 7.57 . 20 20
33+ 2l 3.75 3.0 3.49 1 14 17.08  19.70 48 20 = 20
A1l CRF's 121 S 7.07 6,35 5.02 12 20 17.96  19.75 k. 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

Admissions Discharges

CRF Size N Mean Med. 3D Mode Range Mean Med., 3D Mode Range
5-15 80 10.89 11.82 5.02 12 20 19.35 19,86 1.68 20 9
16-32 - 17 8.82 11.0 6.02 12 20 15,24 19.56  7.57 20 20
33+ 2 7.88 9.0 5.k4 12 18 17.67 19,79 L4L.B6 20 20
All CRF's 121 10.0 11.62  5.36 12 20 8.y 19.81 L.,o2 20 20

F = 3.5h4 Ssig. = ,032 F = 8.95 sig. = 0002

T



Table F.7T

. Admission and Discharge Criteris by MDPS Behamvioral Scales by CRF Size
Scale No, 7 -~ Receptive Language

sig. = u6s

Admissions Discharges
CRF Size N Mean Med. sh Mode  Range Mean Med. 3D Mode  Range
5-15 80 7.76 6.7 L,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+ 2k L,71 2.50 5.4 0 20 15.33 17.0 5.06 17 20
All CRF's 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.8
Admission and Discharge Criteris by MDPS Behavioral Scales by CRF Size
Scale No., 8 -- Expressive Lenguage
Admissions Discharges
CRF Size N Mean Med. sDh Mode  Range Mean Med, SDh Mode  Range
5«15 80 5,64 h.17 4.83 L 15 15.0h 15.67 k.89 15 20
16-32 17 5.18 3.75 5.15 0 15 13,2k 15.25 6.99 18 20
.33+ ek 3.29  1.25  b.95 1 20 1k.5 17.50 6,23 18 20
All CRF's 121 5.11 3.84 Lol 0 20 1h .68 15,94 5,48 15 20
F=2.12 Sig., = ,125 F = .77

AT




Table F.9

Admission and Discharge Criteris by MDPS Behavioral Scales by CRF Slze
Scale No. 9 ~= Social Interaction

Admissions Discharges
CEF Size N Mean Med, 5D Mode Range Mean Med, SD Mode Range
5-15 80 6.70 6.31 3.2k 6 - 19 17.93 19.50 2,89 20 10
16-32 17 4.35 - L.,B8 3.18 5 11, 15.65 19.56 6,48 20 20
- 33+ 24 3.88 2.0  L.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 Behavicral Scales by CRF Size
Scale No, 10 -- Reading
Admissions Discharges
CRF Size N Mean Med. SD Mode  Range Mean Med. 3D 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.h1 2.75 3.32 0 g 10.18 2.0 6.19 15 20
33+ 24 2.17 83 L4.25 0 20 10,08 8.0  5.85 7 20
All CRF's 121 2.81 1.54 3.h1 0 20 10,5k 11.88 6,01 15 20
F = .70b Sig. = ko7 F = ,1h7 Sig. = .863 35



Table F.1l1

Admission and Discharge Criteria by MDPS Behavioral Scales by CRF¥ Sigze
Scale No. 11 == Writing .

Admissions Discharges
CRF Size N Megn Med. SD Mode Range Mean Med., SD Mode Range
5-15 80 3.06 1.26 . hob 1 1ih 10.58 12,76 5,71 13 20
16-32 17 2.53 1.33 - 3.36 0 10 8.9k - 12,58 6.k 13 20
33+ 24 1.17 A2 2.28 0 10 9.9 11,50 6.4 13 20
All CHF's 121 2.61 1.09 3.71 0 14 ' 10.22 12.69 5.93 13 20
F = 2-h7 S’ig. = .089 F = 0557 Sigo = .5714
Table F.12
Admission and Discharge Criteris by MDPS Behavioral Scales by CRF Size
o Scale No. 12 - Numbers . _
Admissions Discharges
CRF Size N Mean Med, 5D Mode  Range Mean Med. SD Mode  Range
5-15 80 1.90 .89 2.62 o T2 10,5k 12.6L 6,27 15 20
16-32 17 1.88 .92 2.2 0 8 - 11.12 13.25 6,86 . 0 20
33+ 2k 1,83 .63 4,16 . 0 20 11,96 1k,0 6,64 L 20
All CRF's 121 1.88 8L 2,43 o 20 10,90 12,89 6.b0 15 20

F = ,005 . 8ig. = .,995 - F=.462 - gsig, = .631

T




Table F,13

Admlssion and Discharge Criteria by MDPS Behavioral Scales by CRF Size
Scale No., 13 == Time

—
—

H

Admissions Discharges

CRF Size N Mean Med, 8D Mode  Range Mean Med, 3D Mode  Range

5.15 80 2,9k 2,30 2,60 1 10 15,70 18.0 5,18 20 19
16-32 17 2.12 1.k 2.06 1 8 13,06 18.67 8,51 20 20
33+ el 1.83 1.0 2.78 1 13 12.79 13.50 6.,k 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 Sig. = .132 F=2.98 Sig. = .055
Table F.1k o

Admission and Discharge Criteria by MDPS Behavioral Scales by CRF Size
Scale No. 14 -- Money

Admissions Discharge
CRF Size N Mean Med, Sh Mcde  Range Mean Med., 8D Mode  Range
5-15 80 1.43 .98 1.91 0 12 15.19 18.07 5.95 18 19
16-32 17 1,18 e 1.19 1 L 13.24 17.63  7.55 19 19
33+ 2L .63 30 1,14 0 5 11.63  13.83 7.02 5 20
All CRF's 121 1.23 82 1.71 0 12 1k.21 17.80 6,51 19 20

SrT

F = 2.06 Sig. = ,132 F = 3,08 Sig. = 054



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. 8D Mode  Range Mean Med., 8D 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+ _2h 67 .36 1,17 0O 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.16
Admission and Discharge Criterias by MDPS Behavioral Scales by CRF Size
Scale No. 16 -~ Community Orientation
- Admissions Discharges
CRF Size N Mean Med. 330) Mode  Range Mean Med, SD Mode  Range
5-15 80 2,78 2.6 2.38 1 9 15,96  17.36 4,25 19 18
16-32 17 2.35 1.hk2 2.47 1 8 13,12 16.0 7.60 19 19
33+ _ah 1.13 .83 1.30 0 5 13.58 15.83 6.09 19 20
All CRF's 121 2.39 1.6 2.30 1 9 15.09 16,89 5,31 19 20
F=5.09 F = 3.3k . sig. = .039

Sig, = 008

T




Table F.17

Admission and Discharge Criteria by MDPS Behavioral Scales by CRF Size
Scale No. 17 -- Recreation, Leisure Time Activities

Admissions Discharges
CRF Size N Mean Med, 3D Mode Range Mean Med. SD Mode Renge
5215 80 2,60 1.20 2,93 1 13 1h,26 14,67 4,96 20 19
16-32 17 1.59 Lok 2.09 1 8 10.82 9.25  6.52 20 20
33+ 2k 1.46 .70 2.77 0 13 11.29 11.50 5,71 7 20
All CRF's 121 2.23  1.06 2.83 1 13 13.19  13.97 5.51 20 20
F = 2.06 Sigc = 5133 F = }"'079 Sig. = oOl
_ Table F,18 _
Admission and Discharge Criteria by MDPS Behavioral Scales by CRF Size
Scale No. 18 «- Vocational
Admissions Discharges
CEF Size N Mean Med., 5D Mode  Range Mean Med, SD Mode Range
515 80 2.95 2.1h 3.05 1 13 15.96 17.24 4,72 17 20
16-32 17 3.06 1.75 3.h0 0 10 12,4 13.0 7.37 19 20
33+ 2k 1.08 .90  1.10 1k 12,58 13.50 6.09 19 20
All CRF's 121 2,60 1.59 2,91 1 13 14,79 17.06 5,63 19 20
F = kb, 27 sig. = .016 F = 5.47 sig., = 005
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