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EXECUTI VE SUMVARY

Powerful forces over the |ast two decades have caused a
fundamental shift in the focus of npbdes of intervention for
devel opnental |y di sabl ed persons. The concepts of "normalization" and
"l east restrictive environnents" have infused the | anguage of the | aw,
regul ati ons, and prograns throughout the spectrum of services for
devel opnental ly di sabl ed persons, including residentially-based
prograns. There have al so been some words of caution and skepticism
about how these concepts, particularly in ternms of residential
services actually work out in reality. The purpose of this paper was
to review the recent research literature to attenpt to answer the
foll owi ng fundanental question about delivering services in
residential settings—particularly through small facilities—to
devel opmental |y di sabl ed persons: "What are the critical variables
whi ch predict optimal care in small residential facilities for
devel opnmental |y di sabl ed persons?" In this instance, "optiml care”
was defined in ternms of positive devel opmental and behavi oral changes
in client performance as a function of experiencing interventions in a
smal |l Iiving environment.

The paper was divided into four mej or sections: an
i ntroductory discussion of the forces affecting services to

devel oprmental |y di sabl ed persons (which will not be repeated here), a



section on denmographi c background, the factors affecting potentia
client and organization outcomes, and a sumrmary and concl usi on secti on.

Denogr aphi ¢ Backgr ound

Avai | abl e denographi c studi es have indicated growth in the
nunbers of comunity residential facilities across the country. \hile
data was inconplete, a 1977 national survey identified 4,427 community
residential facilities in operation of which over 700 were new within
the previous twelve nonth period (Bruininks, Hauber, Kudla, 1979). The
trend toward deinstitutionalization was supported by a series of
nati onal studies of public residential facilities (primarily the |arge
publicly-supported institutions) reflecting dropping census figures
and adm ssion rates (Scheerenberger, 1979). |Increasing adm ssion
rates to the community facilities, in conbination with increasing
rel ease rates frominstitutions, confirmed that deinstitutionalization
policies were indeed shifting the focus of services to comunity
residential options. Admi ssion rates to community facilities also
showed that 34% of new adm ssions were clients comng fromtheir
nat ural homes, suggesting that the availability of small facilities
may be contributing to utilization by a previously unserved client
cl ass.

Most current figures avail able suggested that in 1977, 62,397
persons were living in conmmunity residences while some 151, 000 persons
were living in public institutions (Bruininks et al., 1979;

Scheer enberger, 1979). Data on client characteristics suggested that

nmore abl e and hi gher-functioning clients tended to be living in



comrunity settings, while nore inpaired, |ower functioning persons
comprised the institutional populations. This suggested that as
deinstitutionalization continues, comunity facilities will be asked
to care for nmore severly inpaired individuals than previously, even
whi |l e providing services to new and presumably higher functioning
clients comng fromnatural or adoptive homes who had never been in
the residential services matrix before. There was evidence, in other
words, that while the increased availability of small facilities was
resulting in a steady pattern of deinstitutionalization, previously
unserved individuals were entering the residential system for the

first tinme. Client and Organi zati on Qutconme | ssues

a. Client Qutconme |Issues. A reviewof the literature

measuring the inmpact of the size of a facility on the quality of care
delivered suggested that with the degree of resident-orientation of
staff and the degree of client satisfaction as predictors, the
evi dence seens clear that snmmll -sized facilities have nore potentia
to provide a nore optinmal setting. However, for clients with nore
conmpl ex needs, the evidence suggested that the matching of clients’
needs with the types of disabilities providers prefer to work with
beconmes i nperative, since m s-matches nost often are given as reasons
for failure of clients placed in small facilities.

A nunber of client adjustment in community settings variabl es
have been researched. These included: interactional behavior of

residents and care providers; residents' |ifestyles; friendship



patterns; devel opmental growth, and achi evenent of adequate self-care
skill levels; as well as location and proximty of community services;
confort and appearance of the facility; and philosophy and attitudes
of the care providers. The data suggested that various envionmenta
factors affected client adjustnent and determ ned client outcone to
one degree or another; the nmove to the community potentially had a
positive effect on many clients. However, several studies anticipated
greater growth than was actually observed and it was increasingly
evident that to have significant |lasting positive inmpact on clients,
nore than sinply a nornmalized environnent nust be created. For
exanmpl e, the acquisition of self-care skills did not automatically
happen in the smaller, "nore normalized" environnments. The degree of
behavi oral gains made in community settings and the extent to which
they can be nmaintained over time are among the questions that still
nust be expl ored.

On sone variables the smaller environments comopn to community
settings actually seenmed to |l ead to mal adaptive behaviors in sone
clients. Rule oriented, overly structured care provider styles did
not assure behavioral growth, nor did attitudes prohibiting travel and
activities outside the hone during leisure tine. Smaller living
arrangenments proved sonewhat |limting to devel oping extensive circles
of friends. The social network of friendships did appear to
contribute positively to resident adjustment when such networks were

al l owed to devel op.

vii



Aspects of the appropriate role of the care provider energed.
The data suggested that those who actively supported greater indepen-
dence and responsibility-taking in their clients and were oriented to
teaching practical living skills appeared to affect greater client
grow h than those care providers whose styles were overprotective,
dom neering, conpetitive and ideology-oriented. |t should be noted
that there is a paucity of research which explores the efficacy of
smal |l facilities in terns of effecting accel erated devel opmental rates
of change, which in the final analysis, will probably be the nopst
powerful predictor of optimal care in small facilites.

b. Organization Qutconme Issues. The literature suggested

that staffing-related concerns were of paranpunt inportance to the
successful operation of community facilities. Problens of turnover
poor training, or low norale were nore i mmediately felt in smaller
resi dences than in the large institutions where the staff nunmbers were
greater and could "spread out"” the effect of such problens. The small
residential facility represented an often tinmes stressful work

envi ronment where diverse responsibilities and minimal relief staffing
combined to create unique conditions. Research studies reviewed
underlined the inportance of identifying staff needs to which

adm ni stration can nmeaningfully respond, the expectations that could
be realistically placed on staff training, and the necessity of

mat ching client need to provider preference wherever possible.
Attention to the |low salary levels and status of direct care providers

affected the turnover rates commonly reported. Options such as the



credentialing of paraprofessionals with commensurate pay rai ses nay
begin to address this intractable problem

Anot her factor of vital inportance in effective comunity
facility devel opment which the literature identified lay in the
relationship between the community at large and the facility. The
basis of npbst comrunity programm ng supported—even required—the
provi sion of services (vocational training or workshop activities,
public schools, etc.) outside the residence. The devel opment and
coordi nati on of these |linkages required significant staff work to
coordi nate existing resources or devel op new ones. Such tasks becane
probl emati ¢ when the burden of devel oping an effective relationship
with the community at large fell to direct care staff. Three
vari abl es (anong others) contributing to comrunity placement failures
across the nation included the unavailability of behavior managenment
prograns, of specialized services (O.T., P.T. or speech therapy) and
of appropriate homnes.

A di scussion of cost considerations raised several major
issues. First, it was reported that funding currently comes froma
nunber of sources, though the Federal share is growing. The funding
source beconmes a powerful ingredient in shaping program design
frequently in disadvantageous ways. Secondly, sone cost savings my
be realized in comunity settings, though it was not clear that al
costs were identified in such costs studies or that all required

services were being provided. Cost data on community settings is very



difficult to conpile and does not easily |lead to accurate assessnments

of the true costs of community based care. It is clear that the npst
cost effective means of care to the State is to maintain individuals in
their natural or even foster homes. Concl usion

This review attenpted to conpile fromrelevant research a
number of variables that nay be critical to creating the optinmal
environnent for the devel opnentally disabled persons in comrunity
residences. Where attention is paid to the service inpact on the
client, or outconme in client growh through neasurable terns, then the
attenpt can be made to create an efficient and effective comunity
network for its clients. Policymaking, whether at the local, State or
Federal level, in the courts or on university canmpuses must incorporate
the enpirical literature that is already available rather than to act
| argely on the basis of ideological persuasion. Likew se, extensive
research is yet to be done which will contribute further enpirical data
upon which policy and nethodol ogy can be built.

Communi ty-based resi dences appear to have great potential as
the site for humani zed and effective service delivery. However, they
al so have the potential to fail as have many institutions because they
coul d not and cannot deliver effective growth oriented and humane
care. Only if policymkers, managers and adm ni strators ensure that
these and other as yet unidentified variables becone integral
conponents of existing and devel oping comrunity residences can there

be the expectation that devel opnentally disabled persons will grow and



develop to their greatest ability in an atnosphere that pronptes the
quality of |life to which we all aspire. Wthout attention to these
variables, failure in this already problematic service delivery system

may well result in yet another era of institutions.

Xi



| NTRODUCTI ON
"It is time to nore analytically evaluate the quality of our
service systens as they affect the individuals they serve."
(Mesi bov, 1976)

There exists a dom nant view among nmany advocates of devel op-
mental ly di sabl ed persons that if out-of-the-hone care is required for
devel opnental | y di sabl ed persons, the optiml, npbst humani zi ng, and
"normalizing" environment for themis the small, community-based
residential facility, nost like a "normal" honme setting as possi bl e.
Ot hers believe that the small facility can be one part of a spectrum
of residential and non-residential service delivery systenms. The
purpose of this paper is to explore the recent research literature
whi ch adds empirical direction to what has been |l argely an ideol ogi cal
pursuit. This paper is an attenpt to answer the follow ng fundanenta
question: What are the critical variables which predict optiml care
(e.g., that which results in the greatest devel opmental, behavi oral
and affective changes at the least cost) in small facilities? Wile
there are sone clues enmerging, the reader will soon |learn that there
remai ns far nore questions than answers.

A brief review of the inmportant forces which are shaping
current and future policies and practices in this area are presented,
after which sonme rel evant denographic data are sumari zed. Since the

focus of the primary question being asked is on data which appear
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relevant to the devel opnental and behavioral effects on residents as a
result of placenment in small facilities, a later section deals with
client-outconme issues, followed by a section on organi zati on-outcone
issues. Finally, a summry and concl usions are provided.

Forces Influencing Current and Future Trends in Services to
Devel opnental | y Di sabl ed Persons

Over the last two decades a nunber of forces related to our
Nation's care of its devel opnentally disabled popul ati on have
converged, the result of which has had a profound and continuing
effect upon the structure and delivery of services to nentally
di sabl ed persons. Kugel (1969) summarized the state of institutiona
services in 1969 by noting:

Typically, public residential facilities have been plagued by

atriple problem overcrowding, understaffing, and under-

financing. To conplicate matters further, the public, |ong
accustomed to knowing little about nmental retardation, often
hel d i naccurate information, and there was a mystique about
the retarded and other handi cappi ng conditions involving

feelings of hopel essness, repulsion, and fear. Gradually a

change in attitude has been occurring as various significant

efforts have been made to enlighten lay and professional
peopl e alike. But despite these efforts, the residentia

facilities of this country have | anguished. (p. 1)

A growi ng awareness of the severe problenms of institutiona
life led to a questioning of the basic assunptions underpinning care
to institutionalized populations in the past. A coal escing of
separate forces in the areas of litigation, |egislation, ideology and
scientific knowl edge have resulted in a number of significant changes
in the bases of that care. These influences have been inextricably
tied together, both historically and functionally.

The influences of the judicial system as a change agent has

been one of the pervasive and powerful forces for change. Litigation
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i ncreasingly has been a vehicle for redress and reform of institutional
environnents and attention to the previously ignored human needs of
residents. Beginning with a definition of the "least restrictive
environnment” in Lake v. Cameron (1966), later explicated in Watt v.
Stickney (1971) as least restrictive conditions to achieve habilitation
or treatnment, the courts have continued to be a nechanism for
redefining the ternms of treatnent and the location of its delivery for
many handi capped nenbers of society (Coval, 1977). Wthin the courts,
the bases for decisions have changed significantly during the | ast
fifteen years. Early cases concerned i ssues of freedom from harm and
right to treatnment within the institutions. More recent court
deci si ons have focused on the treatment environnments and appropriate-
ness of conmunity settings as preferable to institutions.

During the sane period, advances in Scandanavi an thought
regardi ng services for nentally retarded persons took formin the

i deol ogy of "normmlization.” The concept as defined by the Danish
Ment al Retardation Services refers to "letting the nentally retarded
obtain an existence as close to the normal as possible” (Switzsky and
MIler, 1978, citing Wl fensberger, 1972, p. 27). As the ideol ogy was
explained by Nirje (1969), its primary intent has been to address
distorted attitudes about nmental retardation which parents, retarded
persons thensel ves, and society at large often hold. The imense task
is attenpted through an approach that actively supports the integra-
tion of normal activities in the lives of retarded persons and their

reintegration into the life of the comunity. The concept of normali-

zation has been best advanced in this country by Wl fensberger (1972).



As a result, advocacy groups and professionals have enmbraced the
principles of normalization to focus attention on alternatives to
institutional care (Fram 1974).

Anot her potent force which has had a profound and direct
effect on services to devel opnental ly di sabl ed persons has cone from
academ ci ans and researchers who have devel oped sophisticated
technol ogi es for teaching and training devel opnentally disabl ed
persons. The refinenment and inplenmentati on of devel opnentally-based,
task analytic training procedures assists nentally retarded persons in
the acquisition of increasingly conmplex and diverse tasks and | eads
towards greater independence, productivity and human dignity (Gold,
1972; Bell any, Peterson, Close, 1975; Jacobs, 1976; O Neill and
Bel | amy, 1978). Such advances have been geared in the past towards
the acquisition of self-care skills and appropriate social behaviors,
and now towards vocational ends as well. The conbination of all skil
areas optimnm zes the potential for independent living (Close, 1977).
Operant conditioning techni ques of increasing sophistication, with
aplicability to a range of settings, are increasingly moving out of
the academ c researchers' realmand into residential settings, the
wor k pl ace, the public schools, as well as the hone (Bellanmy & Pain,
1980) .

One of the other major threads in the fabric of social change

in the field of devel opnental disabilities has been in the area of
legislative initiatives. Legislation has been in part spurred by
litigation and advocacy as well as the civil rights movenent and its

spin-off to other human rights issues. Responses to the needs of the



devel opnmental ly di sabl ed have been greatly affected in recent years
(Blatt, 1979). Legislation has resulted in the enactnent of the
Rehabilitation Act of 1973, especially Section 504, and the Education
for Al Handi capped Persons Act of 1975 (Public Law 94-142), both
pi eces of enabling | egislation that have dramatically increased the
types and extent of services and environnents avail able to disabl ed
persons. The establishment of such agencies as the President's
Committee on Mental Retardation and the Adm nistration of
Devel opnental Disabilities has been indicative of forces for change
within the public sector. |In 1972, legislation was al so passed by
Congress to include funding for Intermediate Care Facilities for the
Mentally Retarded (1 CFs/MR) under Title XI X of the Social Security Act
(Medicaid). By 1975, 36 States had chosen to participate in the
Federal -State entitlenment program and today, 48 States utilize the
ICF/ MR option in their State plans. Devel opnent of the I CF/ MR program
made avail abl e enormous suns of Federal dollars to the States. The
States, without particular review enbraced the ICF/ MR programto
i mprove the existing institutional systemrather than to devel op
alternative settings. Federal dollars maintained the incentives of
institutional care (Nihira, Mayeda, & Wai, 1977) even while the
concepts of community placement began to gather strength fromthe
princi ples of normalization (Nirje, 1969), least restrictive settings
(Switzsky and MIler, 1978) and deinstitutionalization (Conroy, 1977).
The |l egislative basis of the I CF/ MR program has not been
chal l enged directly in the courts, but the md- to |ate-seventies saw

a marked increase in the legal challenges to the appropriateness of



|l arge residential facilities. To date nmore than two-thirds of the

St at es have becone involved in litigative actions over issues of
institutional care for nmentally disabled persons (Bergdorff, 1980).
Devel oprment al disabilities advocates pushed for programmtic renedies
in the courts which pronote the devel opment of small living alterna-
tives to large institutional training schools (Scheerenberger, 1974,
O Connor and Sitkei, 1975). Meanwhile, program persons in State
departnments of nmental retardation across the country have been
devel opi ng policy and regul ati ons which are intended to define the
concepts of optimal environments for devel opnentally disabl ed persons
(Gettings, 1980). Ideologically-based principles of nornmalization
have been used extensively to define optinmmsettings and to determ ne
the maxi num size of community facilities. For exanple, sone States
currently require or prefer that all new facilities be of a certain
smal | size (e.g., Massachusetts - 12, Maine - 8, Pennsylvania - 3,
Georgia - 4, Connecticut - 3). Size of the facility, then, has beconme
one of the dom nant determ nants of program design.

Two recently published articles on the question of facility
size as a factor of quality of care (Baroff, 1980; Landesman-Dwyer
Sackett and Kl ei nmen, 1980) reflected the continuing interest and
concern in professional circles with the issue of optimal size.
Barof f stated that the smaller facilities clearly have a greater
resident-orientation to care practices and greater |ikelihood of
active treatnment. However, the wide variations in quality of care
di mensi ons anong sane-si zed facilities suggest there is no assurance

that small size necessarily affects higher quality of care, therefore



concluding that size is not the nost critical variable. Landesraan-
Dwyer et al., (1980) exam ned size as a factor in resident-staff
interactions in small comunity residences. They concluded that the
behavi or of staff menmbers was not closely associated with group hone
size and further that certain qualities of resident social behaviors
appeared inhibited by the smallest residential environnents. These
articles will be discussed |ater along with other research studies
about critical variables of an optimal conmunity residential facility.
The intensity of the discussion about the delivery of services to the
devel opnental |y di sabl ed anywhere but in institutions can best be

found in Bicklen and Taylor's nonograph, The Community | nperative: A

Refutation of Al Argunents in Support of Institutionalizing Anybody

Because of Mental Retardation (1979). The "lInperative" argued that in

this time of profound social change, the question of institutionaliza-
tion versus comrunity integration conpels the choosing of sides.

Bi ckl en and Tayl or placed on one side of the choice the "pressures and
justifications for continued institutionalization of retarded people,"”
and on the other side, the belief that "comunity integration is
morally correct, that integration is basic to the constitutional
notion of liberty and that the community prograns inherently have far
greater potential" (p. 3-4, author's enphasis). Therefore, they
stated, the potential for meaningful community programr ng has never
been explored. Further, institutions "have a propensity to spawn
abuse while community settings have inherently greater potential to
af ford humane individualized and appropriate treatnment” (p. 6). The

"l mperative" ardently supported small residential settings, citing



research suggesting that smaller living units are superior and group
hones of ten residents or less tend to be nmore resident-oriented
(zZigler and Balla, 1976; MCornick, Balla and- Zigler, 1975).

The force of the "lInperative's" argunment highlights a dil ema
experienced by sone in the field. Some proponents of the ideologies
such as the "lInperative" articulates force an artificial choice
between institution and community, in attenpts to conpel attention to
sone of the very real horrors of past and present care for institu-
tionalized persons. Proponents of an enpirical basis for treatnent
options, with the questions and concerns they raise about the
paranmeters of optinmal environnents, are sonmetinmes read by the "other
side" as fostering the concept of institutional care. Wat this paper
addresses, in light of growing enpirical evidence discussed later, is
the view that there are nmore vari ables than size constituting an
opti mal environment for those individuals for whom out-of-the-home
care is necessary, and in fact, size may not be the nost inportant
vari abl e.

Mayeda and Sutter (1979) noted that the "increased enmphasis on
the provision of normalizing experiences for disabled persons has
sharpened the focus on the potential of environnmental influences on

the normalizing process.” Normalization has frequently been
translated to mean comunity living in famly sized units, which sone
consider to be the nost culturally normative setting (Lakin, 1979). To
raise the issue of size vis a vis other relevant issues, is certainly

not to suggest that |arge, congregate institutions are themsel ves

optimal environments; rather, it is to explore the



characteristics of various sized facilities that inpact significantly
upon the provision of care.

What is necessary is a nore bal anced view of the tradeoffs and
consequences experienced in the real world of conmunity service
delivery, as an attenpt is made to insure that the critical variables
of optimal care in an optimal environment are addressed. It would
seemto be nore productive if ideological and theoretical prescrip-
tions were founded by an enpirical base from which service delivery
policy issues could then be discussed (Throne, 1979).

A di scussion of quality of care considerations in the delivery
of human services nust inevitably confront the question of quality of
care by whose standards. Quality of care as perceived by clients or
their famlies may differ fromthe notions of efficacy and efficiency
of care supported by the public at large. It is certainly conceivable
that truly "optimal"™ client outconmes nmay cone at a price society is
unwilling to pay. Traditionally the professionals' perspective that
clients' needs required greater resources than avail able have often
been in conflict with society's choices in the allocation of its
resources (Ashbough, Bradley, Allard, Reday, 1980). It is inportant
to realize that the definitions of optimal are culturally determn ned
They reflect a societal willingness or unwillingness to allocate
resources in a utilitarian mnner to achieve the greatest good for the
greatest nunber or perhaps in the narrower, social control vein the
"Community I nperative" describes. To understand the quality of care
delivered, its outcomes nmust be identified and approved within the

context of the larger society. And at a nore detailed |evel, outcones
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provide information on the difference a service or intervention nmakes
to the client, and thereby on the effectiveness of the service and its
provi der. Evaluation of the outcomes allows then, a sound basis for
deci si on maki ng regardi ng i medi ate changes in the inplenentation and
on goi ng managenent of the service (Rowitz, 1979).

The follow ng discussion will explore the extant literature,
works in progress and del i berations with know edgeabl e i ndividuals in
the field of devel opnmental disabilities around the issue of optinal
facility size in terns of sonme of the follow ng questions:

- \What environnment for what benefits and at what costs can be

consi dered optimal and feasible for devel opnmentally

di sabl ed persons?

- Does placenent in a less-restrictive environnment ipso facto
proni se the greatest benefit to the client?

What el enents of the environment are crucial to an opti nal
habilitative setting?

Several assunptions underlie the follow ng analysis. The first is
that the ultimate criterion for quality of a residential setting
shoul d be devel opnental growth or outcone of clients (Conroy, 1980),
though it is recognized that many "quality" issues pose unique
"out come nmeasure” problenms, such as "feelings of well being," etc.
Secondly, many variables or dimensions contribute to the outcome and
wi Il have varying consequences on client conpetencies. Finally, these
changes in conpetence can be accurately observed and measured (Bjaanes
and Butler, 1974).

G ven the assunptions noted above, it appears nost logical to
explore issues related to outcomes in two dinensions: first, client-

ori ented outcones, mneani ng devel opnent al / behavi oral changes in indi-



viduals as a result of encountering therapeutic living and treatnent
envi ronnents; and secondly, organization-oriented outcone issues,
meani ng the way in which the organi zation adni nistering care behaves
as a function of the forces that inpinge upon it. Logically, the two
are interrelated and are separated here only for the sake of exam ning
the research in each area as effectively as possible. \Wile these ,
aspects of care usually conpl ement one another there may well be
i nstances in which what is optimal for the client may not be for the
organi zation and vice versa (Mayeda, 1980). To the extent that
conflicts can be predicted in the comunity settings there may be
greater |ikelihood for devel opi ng service systens responsive to both
client and organizational requirenents. |In an attenpt then to define
the most nutually exclusive and non-duplicative el ements of the above
questions, the outcones of the individual (i.e., the client) and the
organi zation (i.e., the admnistrative unit) suggest the possibility
for discussion of the greatest differentiation and uni que outcones.

A section on denographic issues follows i mMmediately to
hi ghlight the trends in conmmunity residential facilities and to
identify some of the characteristics of typical residents in small
community facilities. The review of relevant literature is divided
into client outcone-oriented issues and organi zati on-outconme oriented
i ssues. A sunmary concludes the discussion with a catal og of the
possi ble critical dinmensions of care in the community environnments

whi ch require additional study.



12

DEMOGRAPHI C BACKGROUND

Evol vi ng social attitudes and changi ng governnment policies
provi ded the inpetus to reduce the popul ati ons of

devel opnental | y di sabl ed persons in public residentia
facilities and to relocate residents in small residential
facilities within the comunity. Between 1960 and 1969, the
U. S. experienced a population shift of over 30,000 nentally
retarded persons from State operated facilities to community
resi dences.

(Brui ni nks, Hauber and Kudl a, 1979)

Current denographic studies (O Connor and Sitkei, 1975; Conroy,
1977; Hauber, and Kudl a and Bruininks, 1980) indicated continuing
rapid growth of community residential facilities for developmentally
di sabl ed persons. However, conprehensive and uniform data bases on
client developnment in comunity facilities do not exist in all areas
of the United States, and there have been only inadequate mechani sns
for maintaining basic data categories on residents of public
residential facilities (Lakin, 1979). There are, though, a nunber of
| ongi tudi nal data bases available in |ocalized areas, which have been
and can be used to study sone of the effects of placenents in various
residential environments. For exanple, the UCLA Neuropsy-chiatric
Institute Research Group at the Lanterman (formerly Pacific) State
Hospital and Devel opnental Center has mmintained a client denographic,
di agnosi s and eval uati on, services and adaptive behavi or data base
since 1972 under the sponsorship of the DHHS Adm ni stration on
Devel opnental Disabilities. Miintained at a |evel of 20,000 to 23, 000

i ndi viduals, the I1DB has been conducting research on the



effects of services, prograns, and environments on changes in adaptive
behavi or of institutionalized and conmunity based devel opnentally

di sabl ed persons in Hawaii, Nevada, New Jersey, and areas of
California, Oregon, and Arizona. Data are also available to the |1DB
fromaffiliates in other States and data bases offl oaded from the
computer at the facility of the UCLA Research G oup (Mayeda, 1980). At
Tenpl e University, the Devel opmental Disabilities Center manages a
simlar, though smaller data base of residents from Pennhurst Training
School in Pennsylvania, including those clients noved to the comunity
as well as those still within the institution. Florida' s Conmunity
Resi dential Placement Program nmai ntains data on al nost 3,000 clients
within the State- Colorado has devel oped a sophisticated client
tracking systemto nmonitor clients within its service system
California, through their Regional Center network, maintains files on
over 1,000 providers and the clients within those facilities.

Nat i onal denographic data on devel opnental |y di sabl ed persons
within State service systens has been gathered primarily fromtwo
sources: Scheerenberger has conducted (for the National Association
of Superintendents of Public Residential Facilities) six nationa
studi es on public residential services; Buininks and his research team
fromthe Devel opmental Disabilities Project on Residential Services
and Community Adjustnment, (and followup studies) conducted a
conpr ehensi ve nation-w de survey in 1977 of comrunity residentia
facilities.

The results of these surveys reflected the trend toward

deinstitutionalization and the concomtant proliferation of comunity



residential facilities (Scheerenberger, 1977; Scheerenberger, 1979
Brui ni nks, Hauber, Kudla, 1979). Differences in conmpiling the registry
of facilities mitigated against definitive statenments about the nunber
and types of conmunity-based facilities for nentally retarded persons.
However, the Bruininks group reported that during the period July 1,
1976 to June 30, 1977, over 700 new facilities were devel oped with over
16,000 newly adnitted residents, and a total of 4,427 conmmunity
residential facilities were reported in operation at that tine.

A comparison of the adm ssion rates between conmmunity
residential facilities and public residential facilities suggested
smal | but apparent growth trends in comunity services. Bruininks et
al. (1979) reported that of the 27,530 persons admtted to community
facilities, only 37% were admtted to public facilities. O the
rel eases (live releases and deaths) fromall types of residentia
facilities, 59% were frominstitutions while 41% were from comunity
facilities. These increasing adm ssion rates to comunity facilities
conmbined with increasing release rates fromthe institutions confirned
that deinstitutionalization policies may indeed be shifting the focus
in residential facilities for devel opnentally di sabl ed persons.

In the nmost recent survey of 278 public residentia
facilities, Scheerenberger (1979) reported that for 222 facilities,
new adm ssion rates continued to drop, currently at 4% (5, 237 new
adm ssions) of the total resident population (127,975). This conpared
with previous fiscal years as the | owest reported rate to date (e.g

FY 1976 - 1977, 7.5% FY 1975 - 1976, 5.4% FY 1973 - 1974, 7.8%.



Reported readm ssion rates of 1.9% of a total resident popul ation of
127,385 were also |lower than previous years, having been 3.7% for FY
1976-1977 (p. 14). These dropping adm ssion rates conbined with
policies of deinstitutionalization to |ower the annual institutional
census.

Fromthe figures reported for 1977, 62,397 persons were |iving
in community residences and over 151,000 persons in public residential
facilities (Bruininks et al., 1979; Scheerenberger, 1979).

Scheer enberger reported an average popul ati on of 585 residents in
public facilities. The average size of community facilities served 20
or fewer residents; 72.97, served 10 or fewer residents. Alnpost 30,825
people lived in community facilities with thirty or fewer persons.

Anot her characteristic of note was the previous residential
pl acenent figures, providing sone insight into client novenent through
facilities. Bruininks reported that in 1977, 35% of first adm ssions
had come frominstitutions and 32% had cone from natural or adoptive
homes. This was confirmed in a later follow up interview survey of
161 community residential facilities. In the followup survey,

(Brui ninks, 1980) 34% of residents cane from natural homes, and
residents comng frominstitutional placenents declined to 32% These
figures suggested that there may be utilization by a new client class
of the nore accessible, community living alternatives which are viewed
as nore acceptable to famlies than large institutions. This
possibility needs further study to determ ne whether the easier access
and visibility of conmunity living arrangenents are in fact draw ng

new clients into the publicly supported system Several questions
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nmust be asked. Are these clients already on waiting |ists and woul d
these clients have entered the institutional system eventually? What
are their skill levels and how m ght these be supported and enhanced
in their natural hones? What are fam |y nmenber perceptions of
community living options? These and other questions nust be asked
before assessing whether a new client class threatens to "conme out of
t he woodwor k" and escal ate the pressures on community facilities to
provi de services to growi ng popul ati ons.

Resi dent nmovenent out of community residential facilities has
been variable, both in ternms of nunbers and type of arrangenents to
whi ch individuals are rel eased. The Bruininks survey of 1977 noted
that 50% of community facilities reported no novenent, either in or
out during the twelve nonth study period of the survey. O the 50% of
residents released fromcommunity facilities, 24% were rel eased to
their natural or adoptive hone, 15%to independent |iving and over 24%
to some formof institutional care. The bal ance was rel eased to
foster homes, supervised apartnents or other apparently conmunity-
based living arrangements (Bruininks, 1979). This prelinmnary data
suggested problems with the conmonly held assunption that comunity
residential facilities lead to living arrangenents of greater
i ndependence. There appears to be | ess movenent than one m ght have
been anti ci pat ed.

Dat a avail able on characteristics of residents in comunity
facilities suggested that greater nunbers of persons are at higher
functioning levels than in institutional settings. Sixty-three

percent of residents in community residential facilities were
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functioning at borderline, mld or nmoderate degrees of retardation as
conpared with 24% of public residential facility residents with simlar
di agnoses; approximtely 34% of comunity residents were severely or
profoundly retarded, as conpared with 75% of institutional residents
(Bruininks, 1980; p. 27). This was confirmed by Eyman and Borthw ck
(1980) whose study conpared resident characteristics in a variety of
settings. Their sanple of 10,998 individuals produced data suggesting
that those who were severely retarded are nore likely to be in
institutions. Maladaptive behaviors and nmedi cal problens are simlarly
more likely to be evidenced by institutional residents and those in
conval escent hospitals, suggesting these are dissimlar groups, as are
those in community living arrangements. Therefore, they concluded, it
cannot be assuned that conmunity service systenms at present can
adequately accommmpdate the diverse and conpl ex needs of those clients
still residing in institutions.

In summary, it is evident that comrunity residential
facilities are increasing in nunmber and are beconm ng a stronger force
in the continuumof |iving options for devel opnentally disabl ed
persons. Policies of deinstitutionalization are evidenced as census
rates in large institutions continue to drop. Current figures suggest
the size of facilities in the comunity is predom nantly ten beds or
| ess, and they house al nost 80% of the identified 62,000
devel opnental | y di sabl ed persons living in "comunity" settings.

It is clear that persons currently in conmunity-1living
settings are nore able and higher functioning than those residing in

institutions. While selection biases may be responsible for such
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di fferences at present, as deinstitutionalization continues, community
facilities will be pressed to respond to nore needy clients, even as
they provide services to new and presumably hi gher functioning clients
com ng fromnatural or adoptive honmes. An om nous trend, however, is
the growi ng nunmber of retarded persons being placed in nursing hones.
Thi s popul ati on must be appropriately accommpdat ed as deinstitution
al i zation continues.

Getting a grasp on national trends in residential services,
whil e essential, does not |end nuch information about whether or not
the lives of retarded persons are affected positively by being served
in smaller facilities, defined in terms of the rate and "quantity" of
devel opnental and behavi oral changes which may or may not be occuring
in the residents of these facilities. The next section contains a
di scussion of the extant literature in the area of measuring client

outcomes of intervention in small settings.



19

CLI ENT- OQUTCOMVE | SSUES

if clients are nerely nmoved from | arge
institutions with dependency-inducing structures and
dynamics to small, community-based institutions with
dependency-i nducing structures and dynam cs, then

rel ocation does not change the essential.characteristics
of the client's living condition and creates only the
illusion of deinstitutionalization."

Hal pern, Binner, Mbhr, & Sackett (1978)

Research in Size-Rel ated Factors

Much of the research identifying size as a variable affecting
the quality of care has produced conflicting results. However, it
does appear that several inpressions can be drawn fromthe literature
on size-related factors in small community facilities.

Some snal | -sanpl e surveys confirmed one facet of comrmunity
living: reports of client satisfaction suggested the majority of
residents would rather not be back in the institution and further,
that nost residents did find gratifying |ife experiences in the
community (Scheerenberger and Fel senthal, 1977; Anninger and Bolinsky,
1977; McDevitt, Smth, Schm dt, & Rosen 1978; Sitkei, 1980). Such
surveys indicated residents experienced a better life style, but one
cannot draw assunptions about inmprovenment in functioning |evels from
these findings. While one would not dispute the inportance of
indicators of client satisfaction, they cannot suffice as prinmary

determ nants of programefficacy. Sonme evidence in fact indicates
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that a noderately structured environment may equal greater client
satisfaction (Bi renbaum and Re, 1979), supporting the notion that it
is legitimate and necessary to identify those aspects of structures
equated with devel opnental outconmes. As noted previously, the
ultimate criterion for the quality of a residential setting nust lie
in the observations of residents' devel opnental growth (Conroy,

1980). The processes by which such outcomes can be observed are
several. Baroff (1980) noted in his review of the facility size-
related literature that nuch of the research conducted to date can
be divided into two categorical questions:
1 To what extent does size determ ne whether

care practices are resident-oriented or

institution-oriented in staff attention to

resi dent needs?

2. To what extent can size determ ne the degree

of adequacy of resident adjustment in varying

sized facilities?
The enmpirical evidence from nmet hodol ogi cal |l y-sound studi es consistently
reported that the smaller the facility, the greater the likelihood
there woul d be resident-oriented care practices (Kl aber, 1969; King,
Raynes, Tizard, 1971; MCormick, Balla, Zigler, 1975). This neans care
is more likely to be designed in response to resident's needs in the
smaller facilities, while care practices are often more reflective of
institutional convenience in the large settings. However, the sane
researchers al so concluded there were great differences between
facilities of the sanme size as to the orientation of care practices.

Barof f (1980) concluded fromhis review of these findings that size is

of questionabl e inmportance.



21
He wrote:
Both studies (King, Raynes et al.; MCormck, Balla et al.)
found that the smallest residential settings, the group
hones, were the nost resident-oriented but size did not
appear to affect this dinmension within settings even with
wide within-setting variation in the number of residents
served. One possible interpretation of this finding is that
institutional size, per se, is relatively uninportant, its
effect only being noticeable when size differences are
| arge as woul d be the case in between-rather than within-
group conparisons. This would accord Zigler and Balla's
contention that other elenments than size nerit concern, (pp.
113-114)
Certainly there are other intervening variables, as this paper
di scusses, affecting resident outconmes, yet the conclusion to which
Barof f arrived seemed to deny the evidence he hinself presented. Size
does make an unqualified difference to the extent to which it
increases the likelihood of facilitating the performances that are
desirable, of identifying needs and constructing effective responses
to those needs (Throne, 1980). The degree to which that possibility
is achieved may be determ ned by a nunber of other variables. Wthout
attention to those other variables the potential for positive growth
offered by the small er-sized environments cannot be realized. What
remai ns extrenmely difficult is the process of separating out the
i mpact of size from other predictive variables.
There is a final area of apparent consensus in community
pl acement of deinstitutionalized individuals. It seens clear fromthe
literature that two resident-related factors are likely to predict
failure in small community placenents: nmal adaptive behaviors and
mul ti pl e physical health problems (Eyman and Call, 1977; Eyman and
Bort hwi ck, 1980; Intagliata and Wlier, 1980). Placenment failure

predictors, while not related directly to the size of a facility,
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underscore a nunber of service inplementation issues regarding the
appropriate placement of residents (Eyman and Call, 1977). For
exanple, clients with conmpl ex and diverse needs, such as severely and
profoundly retarded persons with physical health problens as well will
di ctate aspects of the service systemin which they reside. (Service
system i ssues are discussed in the next section.) Of note here is the
i mpact on clients of poor matches in client needs to residential
settings. The Eyman and Call (1977) study suggested a strong
rel ati onship between the behavioral growth of residents and the
resident-orientation of the care practices. Sutter, Mayeda, Yee &
Yanagi (1980) explored the issue of match of client needs to care
provi der preferences. Measures of behavior preferences of the
community care providers were conpared with behaviors evidenced by a
client failure group (clients readmtted to institutions) and by a
client success group (not returned to institutions in proceeding 12
mont hs). The failure group clients presented a range of mal adaptive
behavi ors and health problens as well as a mismatch with care provider
preferences. Results of the study suggested a match of provider
caret aki ng preference and client behavior was critical to client
outcomes and client-failure indicated the likelihood of a m smatch of
preference and behavior. |In sunmary then, on the issues of resident
orientation and client satisfaction the evidence seens clear that
smal ler-sized facilities are nore apt to provide the potential for nore
optimal settings. For clients with conplex needs, identification and
mat ching of client needs with provider preferences becones inportant
given reported reasons for failure of comunity placenment in small

facilities.



23

Client Adjustment in Community Settings

One of the critical studies of the environment of comrunity
residential care is the work of Bjaanes and Butler (1974). Character-
ized as a pioneer effort (Fiorelli and Thurman, 1979), the researchers
used resident and caretaker behavioral dinensions to conpare differ-
ences between board and care facilities and home care facilities. Wile
a variety of differences within, as well as between board and care and
hone care facilities were observed, the researchers concluded that the
greatest difference was observed in behavioral acts of a social
interactive nature. The board and care facilities, which tended to be
| arger (30 persons and 24 persons) showed simlarly close interaction
scores, with a difference of only four percent. The two home care
facilities (four persons and six persons) showed quite different
percents of observed interactive behavior of 38.5% and 89.1% The
researchers reported that residents of the board and care facilities
evi denced fewer dependent behaviors and were less likely to rely on
cues fromothers for task achievement. |In conclusion, the researchers
noted "substantial differences in the behavioral conponent of the
envi ronment of community care facilities" (p. 438). They also noted
that in the care facility where greatest involvenent of the caretaker
with resident activities was observed, there appeared to be "greater
i ndependence, interaction and |less isolation”™ on the part of residents.

Landesman- Dwyer, Berkson and Romer (1979) studied the
friendship patterns of nmentally retarded residents in group homes

usi ng a behavioral analysis framework sinmilar to that of Bjaanes and
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Butler. They described peer rel ationships as an inmportant conponent
of normalized living and therefore of interest to the process of
defining influential environnmental variables. They concluded that
social interactions occur in dyads, rather than in |arger size groups
and do not appear to be determ ned by sex or level of retardation.
They noted that, not surprisingly, the group hone size "enhanced the
extensi veness of residents' affiliation" (p. 578). In large group
hones residents appeared to devel op wider circles of friends though
not of different intensity than those friendships in smaller homes. An
earlier study noted that residents in smaller homes spent less tinme in
dyadic interactions and were less likely to have a "best" friend than
those in | arger hones of 18 to 20 persons. However they did note, in
agreenent with inmplications of the Bjaanes and Butl er study, that
"group home characteristics are better predictors of social behaviors
than are individual variables" (p. 578). They did not attenpt to
relate the inpact of peer relationships on other aspects of
devel oprment al growt h.

A path analysis mpdel of the relationship between comrunity

envi ronnents and resi dent behavi or changes (Eyman, Denmi ne and Lei,

Path analysis is a detailed and compl ex net hodol ogy by which
researchers can neasure the influence of at |east three variabl es upon
one another. Also known as casual nodeling or structural equation
nodel i ng, the theoretical constructs attenpt to estimate how a nunber
of variables relate to each other in combination. In other words,
with three variables, A B, and C, path analysis techniques all ows
researchers to ook at rel ationships between A and B, A and C, B and
C, as well as A and C through B and so forth.
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1979) attenpted to draw out the observed inpact of the environnment on
actual behavioral devel opnent. The sanple of 245 devel opnentally
di sabl ed individuals resided in 98 community |iving settings; devel op-
mental data over a five year span was available to the researchers. The
path analysis related a nunber of denographic variables of the clients
on the PASS environnental ratings scale and both to changes in adaptive
behavi or over the five year period. (PASS, devel oped by Wl fensberger
and denn in 1975, is an instrument designed to evaluate any service
system using quantitative nmeans to assess its quality and adequacy.)
The study concluded that sonme of the principles of normalization were
related positively to devel opmental growth but that consistently the
ol der, less retarded residents inproved in al nost any environnent.
Location and proximty of services, confort and appearance of the
facility and staff availability were positively associated with
behavioral growth. A negative relationship was observed between an
i deol ogy-rel ated adm ni stration and devel opnental growth of clients.
They identified no relationship between the application of the
normal i zation principle and devel opmental growth. This suggested
evi dence for Close's (1977) hypothesis in a study on habilitation in
community settings that aspects of the service systemcontribute to
devel opmental growth but that the principles of normalization al one
cannot assure it.

A crucial aspect of community adjustnent relates to the com
prehensi ve achi evenent of adequate skill levels. Problenms in deinsti-
tutionalization policies have sonmetinme laid in poor and inadequate

transition training afforded residents before their transfer out to
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community settings (CGollay, 1977). Habilitation may include indepen-
dent living or gainful enployment as |ong-range goals of skil
teachi ng. Ongoi ng achi evenent by residents of self-help skills
pronotes their own devel opmental growth and quality of life even as it
assists staff.

Ni hira and Nihira (1975) reported sone gains in positive
behaviors in a nore nornalized environnment froma survey of* the
adapti ve behaviors of 426 comunity-placed nmentally retarded persons.
They catal ogued those behaviors the care providers identified as
normal i zed behavi ors and those behaviors nost frequently noted by care
provi ders. The researchers concluded that the residents' abilities to
perform self-care skills adequately, help with chores, and interaction
with other residents were cited nost frequently by staff as normalized
behaviors. They noted that while caretaker expectations may differ
depending on the client's | evel of functioning, the small gains of the
more severely retarded were as satisfying to caretakers as the |arger
gai ns of higher functioning clients.

Results of a study by Fiorelli and Thurman (1979) supported
the notion that factors other than sinply the normalized environnment
af fected resident behavioral growth. They exam ned the behavior of
four retarded adults before and after nmoving to a community facility.
Ext ensi ve measurements of client behaviors were taken, both in the
institution and in the conmunity setting. Significant and favorable
behavi oral changes were observed. The nove to the community, at |east
inthe initial period of community residence, seemed to have sone

i mpact on behavi oral devel opnent, as would be expected fromthe
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princi ples of normalization. However, the authors did note that the
significantly different normalization scores of the two living
environments (the institution and the comunity residence) should have
resulted in greater changes in client behaviors than were observed.
They suggested this may inply the differing environnmental features were
not so inmportant as to effect |lasting changes in client behaviors.

They defined a residential ecology that can present barriers or can
assist in helping residents maxim ze their abilities. This works from
the behavioral levels residents bri-ng to their environnment which is
then either enhanced, nmintained or dimnished by the m x of conditions
mani fested in the residential ecology.

Eyman (1973), cited in Nihira and Nihira, (1975) conpared the
acquisition of self-help skills in comunity and institutiona
environments. He reported no significant differences between both
groups of residents in their ability to acquire toileting and
ambul ation skills. He did report superior achievenment levels in those
residents where retraining prograns were in place for at |east one
hundred days. Another study contradicted these results, however
Schroeder and Henes (1978) denonstrated greater gains in skill levels
in group hones than in an institutional setting. The researchers
suggested this may have been due to greater use of the skills in the
group hone environment, rather than due to differing |earning and
teachi ng environments.

A study of the habilitation of a small group of severely and
profoundly retarded adults reported significant gains in skill levels

in community settings (Close, 1977). Training addressed self-help
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skills, donmestic skills and social skills. Baseline skill |evel data
was collected from which the individual progranms were devel oped
Training procedures followed task anal ytic nethods "representing a
synt hesis of task analytic procedures for program devel opnent,
sequential training techniques for skill training, and contingency
managenent and over-correction procedures for behavi or managenment (p.
258). The study's results showed substantial, though varying, |evels
of acquisition of self-care skills and appropriate social behaviors for
the fifteen severely and profoundly retarded adults in the study. The
authors did caution that the evidenced successes may have been a result
of the shift to community living frominstitutional environnments, as
suggest ed by Eyman, Demai ne and Lei (1979).

A recent study by Intagliata and Wlier (1980) attenpted to
identify factors of success in the adjustnent of residents to famly
care homes and group homes. Fanily care hones had six or fewer
residents while group homes had twenty or fewer residents. Initia

|l evels of self-care skills were significantly and positively rel ated

to skill level at the one year followup. While much of the variance
was accounted for by initial skill levels, environmental factors
appeared to explain additional variance. |In continuing developnment of

self- care skills, residents did better in honmes with fewer residents
and in famly care honmes where religious issues and val ues were
enphasized. In the group homes, residents fared better when a
practical orientation focused on practical living skills. Residents
did |l ess well when care providers were over-protective and dom neeri ng
and when resident activities were conpetitively and achi evenent

oriented. Regarding



mal adapti ve behaviors, residents did better when expressions of anger
and hostile feelings were openly encouraged and less well when a rule
and routine orientation governed the hone.

The researchers | ooked also at friendship patterns of social
support, identified as associated with successful conmunity adjustment
(Gollay, 1977). They confirned the results of Landesman-Dwyer et al
(1979), that the residents in the snmaller fanmly care settings have
| esser degrees of social support or friendship than do those in the
|larger famly care homes (maximum six persons). On the other hand, in
the already |larger group homes with fifteen to twenty residents, those
homes with fewer residents had the greatest degree of social support.
Rel ati onshi ps between the number of residents and optimal soci al
support may be curvilinear within the one to twenty persons range.

The summary of Intagliata and Wlier's results identified
residents' |evel of functioning at the tine of placenment as a critical
factor of later comunity adjustnment. Environmental considerations
for adaptive behavior included a val ue-oriented, enmptionally-open
fam ly care hone in which residents were encouraged to think for
themsel ves. An enphasis on practical living skills, on high resident
i nvol verent, and the taking of responsibility appeared to effect
adapti ve behaviors in group honmes. And, for both the fam ly care and
group hones, nml adaptive behaviors were I ess in evidence in those
homes where residents were encouraged to take responsibility and to
openly share their feelings. The opposite was observed in those hones
where a controlling, over protective and routinized atnmosphere

per vaded.

29
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Finally, another dinmension of residents' behavioral adjustnent to
community alternatives nust be observed. The |ongitudinal data on
communi ty adjustment is scanty. Although policies of deinstitutional-
i zati on have been present for over fifteen years in some parts of the
country, little attenpt has been made to accumul ate systematic enpiri-
cal docunentation of policy effectiveness (Mayeda and Sutter, 1980). In
an historical review of the incidence of community placenment failure,
Sutter, Mayeda, Yee and Yanagi (1980) reported failure rates of 36.1%
in the early part of this century, and up to 50% failure rates in the
late fifties. Longitudinal attenpts to track client progress in
community settings are just beginning to be conducted. A recent
research study with a | ongitudinal focus is discussed bel ow.

Bi renbaum and Re (1979) studied a cohort of 63 nmentally
retarded adults who had noved four years previous frominstitutions to
community settings. The researchers presented several disturbing
results. They suggested the concept of normalization had prom sed for
many clients the "career-like sequence of nmoving from dependency to
greater self-reliance". That however, was not what they found. Mbst
persons within their study had a life-style of routine and passivity,
"a picture of living ... not too different fromthat of those who are
not retarded, but are marginally enployed or nostly unenpl oyed" (p.
329). They also reported that staff control (in relation to bedtine
hours) seenmed to be linmting the natural devel opment of group
standards of conformty and informal nornms. Finally, the presence of
community recreational activities did not assure their usage by resi-

dents. Attitudes prohibiting travel and activities outside the hone
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in the evening were found to be preval ent anong residents in the study.

The probl ems of maintaining achieved success or of retaining
new skills were also identified by Karan (1979) in an eval uati on study
of vocational rehabilitation prograns. He concluded that:

data showed gains only occurred during the time clients
were actually in attendance at the workshop for upon returning
to the institution the behaviors of the project clients
returned to the sanme levels that they were upon entry into the

program and i ndi stingui shable formthe behavior patterns of a

control group, none of whomreceived any community services (p.

15).

It should be noted as well that the propensity of data
reported in this review focuses on self-care, behavioral adjustnent,
and client satisfaction indices of progress. While these early
efforts are essential and certainly inportant conponents of any
assessment of the efficacy of a node of treatnent, it can be suggested
that a nore fundanental, and perhaps nore inportant neasure of program
quality woul d be assessnents of both the extent and rate of growth of
cognitive functioning. As is being denonstrated in early intervention
research (Meier, 1976), it is increasingly possible to operationalize
cognitive functioning in a way which lends itself to neasures of rate
as well as "quantity" of growth. Single subject methodol ogi es seem
particularly helpful in this task (Herson & Barlow, 1976). Measurable
and observabl e changes in emptional growth and devel opment (e.g.
judgment skills, age-appropriate interactional skills, stress
managenent, etc.) are |likew se inportant indices of program efficacy.
The point here is that underlying all skills is the nediating

i nfluence of cognition and the status of the cognitive system serves

either as a facilitator of growth or a delimter of growth. It
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remai ns an enpirical question the extent to which cognitive barriers
to growth can be aneliorated through excell ent programm ng—egardl ess
of the setting; research nmethodologies to attenmpt to nmeasure these
effects are essential.

In summary then, the data suggested that factors within the
environment do play a role in affecting client adjustnment and deter-
mning client outcone. It is evident that the nove to a community
setting results in positive client adjustment and behavi oral devel op-
ment for many clients (Nihira and Nihira, 1975). However it becones
i ncreasingly evident that factors greater than sinply a nornmalized
envi ronnment affect resident behavioral growth (Fiorelli and Thurnman,
1979). In fact, several studies anticipated greater growth than was
actual ly observed (Birenbaum and Re, 1979; Eynman, Demai ne and Lei
1980). Acquisition of self-help and other skills is effectively
achi eved by sophisticated teaching technol ogi es and not necessarily
br ought about by the smaller or more normalized environments (Close,
1977). Questions are raised as to whether behavioral gains can be
mai nt ai ned over time in normalized settings (Birenbaum and Re, 1979).

Mal adapti ve behaviors in clients suggest poor matching of
care—provi der preferences with client behaviors (Mayeda and Sutter
1980) and nmy serve as a signpost of a rule oriented, overly struc-
tured environnent (Intagliata and Wlier, 1980). The friendship
networks of clients in conmunity residences were speculated to be a
contributor to positive resident adjustnment. Too, researchers
suggested the snmallest |iving arrangements may prove sonewhat limting
i n devel opi ng extensive circles of friends (Landesman-Dwyer et al.,

1980; Intagliata and Wlier, 1980).
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I nvol vement of the care-provider appears to be an inportant
factor in behavioral growth in clients. Data from studies reported
here hints at the appropriate role of the care-provider as clues begin
to enmerge. Care-providers who actively support greater independence
and responsibility-taking of their clients, with an orientation to
teaching of practical living skills, appear to affect greater client
growt h than those who nmanaged in a manner that was overprotective and
dom neering, conpetitive and ideol ogy oriented (Bjannes and Butler,
1974; Intagliata and Wlier, 1980; Eyman, Denmi ne and Lei, 1979).

The follow ng section explores outconmes of the organization as
they relate to optimal client care and client outcomes. While the
cl ear objective of the admnistrative unit is, or ought to be, the
provision of optimal care to the client, the nmeans and structure of
that can vary greatly across comunities. The process of the provi-
sion of that care, or the organizational environment, is equally as
i nportant to address within the context of this discussion as the
definitions of the elenents of the program environment that have been
the focus of the preceeding pages. Staff training and support,
adm ni strative ideology, community relationships and cost
considerations are the issues of primary concern in the follow ng

di scussi on.
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ORGANI ZATI ON OQUTCOVE | SSUES

One point of viewis to study effects of
the organizational structure itself on the
delivery of services and the ultimte

wel | -being of the client.

(Sluyter and Mukherjee, 1978)

This section will explore some of the adm nistrative aspects
of operating community residences. It goes beyond the scope of this
paper to attenpt to identify or cover all relevant factors of the
operation of a conmmunity facility, although an effort has been made to
address what appear to be some of the critical factors. Two of the
princi ple areas not addressed here are the revenue sources avail able
to facilities and the degree to which funding channels shape conmunity
based systens. The probl em of inadequate funds was ranked as the npst
serious problem of establishing comrunity facilities in 1975 (O Connor
and Sitkei) by sixty-two percent of responding facilities. 1In
Scheerenberger's 1980 survey of conmunity prograns and services,
funding for adult programm ng and behavi or managenent programs was
judged to be substantially inadequate across the country. Certainly a
crucial factor, it is not possible to do nore here that identify
funding streans as a problem which, through current biases in funding
mechani snms, channel s di sproportionate dollars to the institutional-
based care system A general identification and di scussion of Federa

fundi ng sources for the comunity-based facilities and prograns can be
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found in the final report of an Ofice of Human Devel opnent Services
(HEW grant by Dianmond et al. (1980), which further explicated the
bi ases of present funding structures.

Ot her areas of community residence adm nistration deal with
capital investnment and start-up costs. Though alluded to in the
section on financial issues, it is nmore fully addressed by Gettings and
M tchell-Jennings (1980). Their principle finding nost relevant here
was that over 750 million dollars have been invested in the
revitalization of institutional -based service systenms through the
Internediate Care Facilities for the Mentally Retarded (I CFs/MR)
program (Title XIX) in the last three years. This represents an
i nvestment of mmjor proportion that will be difficult to abandon
despite progranmatic and political pressure to do so

Anot her area not fully addressed within this discussion are
those of property restrictions and zoning problens of |ocal as well as
Federal Fire Safety and Buil di ng Code Regul ati ons. The American Bar

Associ ation's Zoni ng For Community Honmes Serving Devel opnentally

Di sabl ed Persons (1977) discussed these issues in depth.

Three areas are discussed in this section which attenpt to
address the crucial aspects of each factor. Staff related issues
community integration issues, and operating cost issues are the areas
of consideration in the sections that follow

Staff Rel ated | ssues

(Staffing) the small family group or
group hone can becone an isolating and
limting experience for all its nenbers.
Those cared for are stuck with the
caretakers and vice-versa

(Raynes, 1977)
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There is not sufficient enpirical data on staff-related issues
of conmmunity residences. A nunber of surveys have been conducted
i dentifying problemareas that include recruitnment difficulties,
turnover rates, training and qualifications and staff attitudes towards
their jobs (O Connor and Sitkei, 1975; Berdi ansky and Parker, 1978;
Roos, 1978; Sluyter and Mukherjee, 1978).

Landesman- Dwyer, Sackett & Kleinman et al. (1980) studied
staff and resident interactions in relation to comunity facility
sizes. The twenty group honmes ranged in size fromsix to twenty
residents. Observational data on daily behaviors of 240 residents and
75 staff persons were collected with some rather interesting results.
The staff behaviors did not appear to differ greatly across the
various-si zed facilities. Residents engaged in nore social behavior
in the larger group homes that they did in the smaller ones. The
quantity of interactions between staff and residents did not appear to
differ between group hones of varying sizes.

The authors noted that staff behaviors of "praising, reward-

i ng, defending, assisting, protecting and sharing" were observed | ess
than four percent of the tine in nmost of the twenty homes in the study
(p. 15). They further suggested that the honogeneity of staff
behaviors in publicly-supported group homes indicated poor staff
tailoring to the individual needs of residents. They proposed that
given certain realities of the working conditions (e.g. |ow pay,

m ni mal status and | ong working hours) it mght be nore advantageous,
even practical, to manipulate other influential variables in the

environment than staff "since there nay be little possibility of



mai nt ai ni ng desirable changes in staff

periods of time" (p. 16). Staff

perceived as the primary way to affect
A study on staff training (Schinke and Wong,

that training can affect the know edge base of staff

behavi oral technol ogi es, as wel
The study was a pre-test,

trai ning program for

receiving training follow ng the post-test

showed significantly greater

trai ned group.

factors were observed for the trained group.

studi ed i ncluded "rel axed,

as their

post-test design,

t he experi nental

Significant positive inprovement

"wi t hdrawn, '
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menbers' behavi or over |ong

i n-service opportunities are usually

staff behavi ors.

1977) suggested
regardi ng
attitudes towards residents

with an ei ght week

group and the control group
if they desired. Results
gains in the know edge base for the

on staff attitude

Staff attitude factors

"hostile," and "aggressive."

The researchers suggested that changes in attitude may have been due to

the staff's greater know edge about

behavi or change effects.
t echni ques,
In a cross cultura
McCor mi ck, Ball a,

and Zigler (1975)

aspects of devel opnental child care
environment. This would seemto be
observations of nmore positive staff
followi ng the training.
trained and the control groups,
in the trained group.

showed greater

resi dents,

st udy of

Job satisfaction decreased for
t hough a small er
Observations of staff and resident

i nci dence on the part

| eading then to sone

Wth effective inplementation of behaviora

staff attitudes were in turn affected.

resi dent care practices,
concluded that staff trained in
created a nore resident-oriented
confirmed by Schinke and Wng's
attitudes towards residents
both the
decrease was observed
i nteractions

of trained staff of positive
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response to positive resident behavior and neutral or negative
response to negative resident behavior. The researchers in comrenting
on Balla's (1976) conclusion that there is little evidence suggesting
size is a factor affecting resident behavior, argued that greater
di fference m ght be observed if "the devel opment of effective staff
training progranms paralleled current deinstitutionalization trends" (p.
135) .

Intagliata and Wlier (1980) in their study on success factors
in comunity residential facilities, identified staff characteristics
nost likely to affect positive resident behaviors. Those staff who
wer e younger and better educated, and not overprotective or
overcontrolling seemed to be inportant to the furtherance of client
devel oprmental growt h.

Juxt aposed agai nst these studies is a study on care provider
preferences regardi ng resident placenment (Sutter, Mayeda, Yee and
Yanagi, 1980). ldentification of care provider preferences of client
behavior led to some interesting conclusions about the success or
failure of client placenents. |In those cases where problem behaviors
of clients were not anong those which care providers preferred to dea
with, there was a greater likelihood of placement failure. Effective
mat chi ng of care provider preferences with client behaviors my be one
way to address the dilenmm of the short-terminvestnent training can
represent, given the high turnover rates in this work force.

There are aspects of the staffs' role in a small conmunity
residence that makes it a nmore difficult and not necessarily nore

rewardi ng job than related positions in institutions. A survey of the
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wor ki ng conditions of direct service staff in Pennsylvania identified
some of those differences (Dellinger and Shope, 1978). The small group
home can represent a stressful work environnment. Diverse
responsibilities, not many staff nenbers anong whomto share those

responsibilities, frequency of "on call,"” and nminimal relief staffing
all are factors that conbine to create conditions "unique to the
community living alternative and different fromthe eight-hour shift of
the institutional attendant" (p. 20). Intensity of interrelationships
anong the small staff of group homes increased the |ikelihood of
i nterpersonal conflicts which, in small groups, can be devastating
Staffers of small conmmunity residences do not have the anonymty
af forded those working in large institutional environnents (Fel senthal
and Scheerenberger, 1980). While that increased visibility can
represent increased accountability to one's peers, wthout effective
managenment or supervision to nonitor and support staffers, the stresses
of the environment seem nore likely to bring out the rigid,
overcontrolling attitudes identified as being di sadvantageous to
client gromth (Intagliata and Wlier, 1980). A survey of
Massachusetts comunity residence staff (Hunm Del gado, 1979) presented
evi dence of the conflicting roles in which staff may find thensel ves:
al t hough staff wanted to assist clients to | essen

t heir dependence upon others, increase decision

maki ng abilities and becone integrated with the

community, they still saw thenselves as filling

addi tional conflictive roles: providing enptiona
support and acting as parental figures (p. 250).
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Staff training in the concepts of behavior nodification and
devel opnmental training would assist staff in identifying the |line
bet ween supportive teaching styles and dependency-i nduci ng car et aki ng.
The need for sophisticated and sensitive staff capabilities is
increased with the prospect of a changing client mx with greater
numbers of the nore severely and profoundly retarded persons noving to
community settings as deinstitutionalization reaches deeper into the
institutions. Eyraan and Call (1977) suggested that the intractable
behavi or problens of self-violence, violence to others and damagi ng
property "represent the types of behaviors that will surely persist as
obstacles to community placenment for |arge nunbers of retarded
i ndi vidual s" and further that this "suggests the need for intensified
i ndi vidual attention and progranm ng for retarded persons with
behavi or problens if comunity placenment is to be successful for |arge
numbers of these individuals" (p. 143). Already Mayeda and Sutter

(1980) noted in their report, Deinstitutionalization Phase IIl, an

anal ysis of deinstitutionalization rates in Hawaii, that the
"decreased nunmber of placenments available to | ower functioning clients
and the increased probability of placenent failure requires nore
realistic projections ... be made of the rate at which institutional
popul ati ons can be reduced" (p. 9). They went on to note that the
usual recommendati ons of in-service training to i nprove pl acenent
success has been an ongoi ng el enent of Hawaii policy without
apparently successfully affecting the slowed deinstitutionalization

rate in that State. Training then cannot be the panacea to respond to

the conplexity of issues related to the comrunity programrng for the
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devel opnental | y di sabled, no matter how inportant it remains as a
factor in creating the optimal care environnment.

The dil emma presented to policy nmakers is that with the
existing salary levels and status associated with these jobs, turnover
rates are not likely to decrease significantly. To the contrary, the
realities of the work environment assure ongoing difficulties in the
recruitment, training and retraining of staff. Staffing problems wll
undoubt edly persist until a commtnent can be nade to conpensate
i ndi vidual s comensurate with the diversity of responsibilities they
are required to perform Particularly in the field of mental health,
par apr of essi onal and non-par apr of essi onal credentialling has been
vi ewed as one aspect of the total process of generating and maintaining
noti vat ed, conpetent and productive staff (MPheeters, 1980). Comunity
I ntegration

One of the essential elenments of the normalization principle
is the possibility it presents for integration into the comunity of
persons previously isolated fromit. It has been proposed that
t hrough integration with the normal and usual activities of the
community at |arge, developnentally disabled persons achieve a nore
meani ngful lifestyle, and thereby are nore likely to achieve their
maxi mum potenti al (Wl fensberger, 1969). The value for devel opraen-
tally disabled persons of access to existing services, activities and
opportunities of the comunity is in sone ways the kingpin of
normal i zation and of current judicial decrees (Kenowitz and Edgar,

1977) .
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A nunber of problens have become apparent in relation to the
assuned presence of comunity opportunities, their identification by
community residence staffers, and their use by developrmentally dis-
abl ed persons in comunity residential settings. The problem areas
i ncl ude:

a fragmentation or lack of organization in |ocal service

delivery syteras;

b. inappropriate institutional placement or retention due to

| ack of conmunity-based services or facilities; and

c. absence of formal |inkages anmpbng conmunity prograns.

There are a nunber of questions that nust be asked about the
community network into which deinstitutionalized persons are to be
integrated (Diamond et al., 1980). The first is, do the necessary
services and opportunities exist? Secondly, can an effective |linkage
be made between the service and the client? Who is to oversee the
devel opnment and mai ntenance of that |inkage? And finally, assum ng
services are identified, howis their use by clients supported?

No research study on generic community services was identified
by this witer, although a number of surveys have been conducted on
the above questions. Several authors of studies discussed earlier in
this paper have commented on issues of comunity services. These are
summari zed bel ow. Because data is apparently not available, this
di scussion will focus nore on sonme of the appropriate questions that

nmust be asked.
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Mayeda and Sutter (1980) noted that:
whil e sone deinstitutionalization efforts have involved
the creation of a conprehensive network of services in the
community, to accommodate deinstitutionalized clients, it
is nore conmonly the case that once placed in the
community, clients must rely on services provided by the
existing community service network (p. 3).
Systens such as the Intra-Community Action Networks (Kenowitz and
Edgar, 1977), are anong those systems designed to nobilize existing
community resources to assist the handi capped and their famlies.
However, as Jasl ow and Spagna (1977) noted, there is high likelihood
of gaps in avail abl e services. "

As discussed earlier, Eyman and Borthwi ck (1980) noted in
their sanple of 10,998 individuals receiving services that those nore
severely nentally retarded with attendant physical handi caps were nost
likely to be found in institutional settings. Therefore, they con-
cluded there were differences in service needs anong the institutiona
and community living groups such that existing community resources
"appear to be insufficient to accommpdate all institutionalized
residents"” (p. 65).

A conparative cost study (Nihira, Mayeda and Wai, 1977) dis-
cussed later in this section highlighted problenms in the coordination
of existing generic services for conmunity-living clients. They found
a lowrate of utilization of community professional services. They
not ed:

the underutilization of professional services in the
community suggests the serious difference found between

the categorically allocated funds for institutional DD/ MR

residents and simlarly handi capped clients in the conmunity
(p. 6).



They suggested that the weakness of the coordinating interface in
community service patterns conmbined with differences in reinmbursenent
criteria and policies for conmunity-living persons resulted in | ow
utilization rates of generic services.

Wth reference to the issue of service need as it related to
service provision, a study of Florida group home residents identified
significant discrepancies between those services needed and those
provi ded (Jasl ow and Spagna, 1977). They found al nost one-half of the

477 subjects in the study were receiving services not identified as

needed in the individualized habilitation plans, while 16% of services

identified in the plans were not being provided (p. 229). They noted

that those services nost likely to be unavail able were those relating
to the devel opnental nodel. This concurred with Scheerenberger's
(1980) survey of community prograns and services needs as perceived by
278 superintendents of public residential facilities. Across the ten
regi ons surveyed, availability of behavi or management progranms are, he
reported, "relatively unavailable any place in the country" and the
quality of those available was rated as a major, constant problem
across the country (p. 10). Specialized services such as physical
t herapy, occupational therapy, or speech were rated as difficult to
obtain for mld and noderately retarded persons. The ranking of
probl ens causi ng conmunity placenent failures in relation to comunity
services is reproduced (as adapted) in Table |

Eyman, Demai ne and Lei (1979) stated that environnmental char-
acteristics of the service system such as the environnental bl ending

of facility with neighbor, |ocation and proximty of services seenmed



TABLE |

PROBLEMS CAUSI NG COVMUNI TY PLACEMENT FAl LURES:

COMVUNI TY VARI ABLES

Mild Moderate SMR/PMR Total
Characteristics
Rank Rank Rank Rank

Transportation 6 5 ] 6
Medical services g 9 3 5
Appropriate homes 3 1 2 3
Educational programs 8 8 7 7
Sheltered employment 5 4 4 4
Recreation/social A B 5 5

programs
Specialized services 2 2 3 2

(E'l g,l L] FT’ GT|

Speech and Counsel-

ing)
a. Behavior 1 1 1 1

management
Programs

Advocacy or 7 7 9 8

protective

services

(Adapted from: Scheerenberger, 1980, p. 3)
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to contribute significantly to growth in clients. However, the extent
of that inmpact has not yet been explored. And further, the presence of
servi ces does not appear to guarantee their utilization. Birenbaura and
Re (1979) in their four year follow up study of 63 nentally retarded
adults, noted that "comrunity | ocation and easy access to nass
transportation cannot, by thenselves, produce greater participation in

the comunity beyond the world of work" (p. 329).
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This comrent was made in reference to observations of clients who
sel dom ventured out into the community except for work rel ated
routines.

Anot her factor often raised in relation to comunity services
is that of leisure time activity. The advisability and enjoynment of
| eisure activities is certainly not disputable. Wat is sonmetines a
question is the role leisure activities appropriately play in the
active treatnent franmework that a devel opnental outcone focus demands.
Corcoran and French (1977) articulated the dilemma as one in which
some communities, in an effort to be responsive to the recreationa
needs of retarded adults, placed themin special, segregating and
potentially isolating prograns. Oher communities enroll handi capped
persons into prograns designed for children with "normal" needs,
thereby failing to nmeet the specific age-appropriate needs of the
retarded adult. To find community organi zations willing to accept
these programmi ng responsibilities is difficult. Structure of |eisure
time and the teaching of leisure tinme planning is an area inportant to
address in community programm ng and one sonetines overl ooked in
consi dering habilitation plans.

One of the inportant opportunities the normalizing environnment
of the community nmay provide is the opportunity for work, whether in
sheltered programs or in gainful conpetitive enploynment. VWhile it is
not within the scope of this paper to discuss specific issues of the
adm ni stration of work opportunities for persons with varying |evels
of mental retardation, it is inportant to recognize the concept of

work as one vital to the viability and efficacy of the comunity
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concept of care, and therefore, inmportant to community residences as
well. The current styles of the institutionally-based care system
have been characterized as a wel fare approach to services where an
ongoi ng dependence on long termcare only fosters continuing
dependency in its m nor enphasis on job preparation and i ndependent
living skills (Bellany, Sheehan, Horner and Bol es, 1980).

One of the primary inpedinments to the devel opment of voca-
tional opportunities in comrunity-living settings for nmentally
retarded persons is the capacity of staff menbers to identify and
capitalize on work opportunities. Vocational rehabilitation agencies
have traditionally placed an enphasis on helping clients other than
those represented by retarded persons in general and the severely
retarded in particular. While this may be changing due to nationa
shifts in the priorities of such agencies, it remains true that the
direct care staff of the residences are the front |ine staff nost
likely to be of assistance in |ocating neaningful work activity for
residents. And further, while jobs for clients can be | ocated
(Stewart, 1977), it is hard to find work, regardless of ability or
training, so the role of staffers in job seeking becones even nore
probl emati ¢ when bal anced agai nst their other responsibilities.

Technol ogi es exist to provide nost retarded persons with
sufficient skills to work in conpetitive enploynment (Bellamy et al.,
1980). Adequate know edge regardi ng enpl oyer attitudes exists
(Farber, Kaplan, Mayeda and Sutter, 1980; Stewart, 1977) to support
appropriate and successful client vocational placenents. Wat nust

still be addressed is the neans by which enploynent is identified and
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persons hel ped to the point where they can get a job and keep it.

The interactional effects of the organization's needs and the
requi renent of clients can at tines be great. The outconmes of the
client and those of the organization are sonetinmes different and the
means by which they are achieved can often be at cross purposes. A
factor analysis of PASS IIl (Demine, Silverstein and Mayeda, 1979),
the latest version of the service systens eval uation too
(Wl f ensberger and d enn, "1975), suggested that adm nistration-outconme
itens load differently fromthe client-outcome items. This seens
consistent with the considerations discussed above in which staff tinme
can be pull ed between adm nistrative activities, such as community
rel ati ons, bookkeepi ng, house mai ntenance and those activities nore
directly client-related such as behavioral-oriented teaching prograns.
In those instances where staff nust perforce choose their priorities,
the outcomes of the lower priority itemw |l undoubtedly suffer

In summary then, a relationship between the residents of
community facilities and the community at |arge nust evolve. It does
not just happen. \When the burden of that relationship falls primarily
to the direct care staffer to coordinate services, deal'with the
community, organize leisure tinme activities, and identify structured
or conpetitive enploynent opportunities, the tasks nmay be achieved

with varying degrees of efficiency. Cost Consideration

“"An inplicit assunption of deinstitutionalization is that
communi ty- based residential alternatives are not only nore
normal i zed but are | ess expensive to operate."

(Intagliata, Wlier and Colley, 1979)
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A recent Health Care Financing Adnministration internal neno
asked whether costs for the | CF/ MR program had reached $1.5 billion for
fiscal year 1980 (Muse, 1980). The answer reported was that probably
expenditures were greater than that, perhaps as nmuch as $2.1 billion in
1980 and anticipated to continue to increase at the substantial rates
observed for the previous six years. It is difficult to know how much
is currently being spent on conmmunity care since revenues cone froma
number of sources (e.g., Federal, State and local) with data gathering
systens only minimally in place. Nihira, Mayeda & Wai (1977) observed
that rei nbursement processes obscured the flow of dollars to comunity
facilities, making it difficult to obtain aggregated fiscal information.
It was equally difficult to assess the inpact of existing service
deficiencies and service duplications on costs.

Several conparative full—ost studies have been conpleted in
the last three years, however. A 1974 cost study (Ni hira, Myeda, &
Wai, 1977), conpared several hospital and community care costs at
several sites in California, Washington and Florida. The investigators
concl uded that:

when adjusted to include educational progranms, specia

prof essi onal services and services provided by generic

agencies or third party payors, the true costs of services

in community settings approaches the costs of care in State

hospitals (p. 4-5).

Further, they noted that when clients did receive a full array
of those services called for in habilitation plans, the costs did not
differ significantly fromthe full costs of care in large institutions.

It was when generic services were underutilized that apparent cost
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savings were effected. True cost savings, they surm sed, are achieved
when clients are retained at hone; even with back-up support services
to the hone environment, costs savings would still be realized over
entry into publicly supported residential facilities or institutions. A
| ater cost report (N hira, Mayeda & Eyman, 1979) attenpted to match
costs of care in three settings and to di saggregate costs based upon
client placenment, |evel of functioning, sex and age. The investigators
f ound:

a cost differences of institutionalized and community
living placenments could not be proved because certain
over head costs were unavail abl e;

b. utilization of services was shown to differ between
institutionalized clients and community placed clients,
suggesting access, availability and eligibility issues
in the community;

c. costs were greater for clients aged 0 to 17 than for
those over 18 in both institutional and comunity

settings;

d. costs of care for fenmles were nore than mal es; and

e. greater costs for lower functioning clients could not
be uniformally proved in all settings, (pp. 4-5).

A number of nethodol ogi cal problens affect cost studies of
community programs, including difficulties in identifying costs,
overhead all ocati on bases, and unavail able cost on charges incurred
el sewhere (ABA Conmi ssion on the Mentally Disabled, 1978). \Where
costs are too narrowmy defined, true costs are distorted, thereby
i nval i dating conpari sons between conmunity and institutional setting.

Intagliata, Wlier and Cooley (1979), in a cost study of a

variety of living settings, identified costs of care as including
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room board, attendant care and personal itenms. They concl uded that
costs in the community were less than those incurred in institutions
as follows:

Conparitive Costs for Residential Services

Setting Cost (Resident/ Year)

Institution $14, 630

G oup Hone $9, 255 - $11, 000*

Fam |y Care $ 3,130

Natural Fam |y $ 2,108 "

*variation depends upon residents |evel of
disability (p. 154)

These results differed fromthe findings of the Individualized
Dat a Base Research Group cost studies (Nihira et al., 1977; N hira et
al., 1979). Unfortunately, line item budgets with no attention to
functional costs centers and no consistent standard units of service
defined jeopardi zed the adequacy of the cost data.

Data on cost as it related to the size of facilities is
generally not yet available. Size of a facility does have inpact on
the dollars necessary to run the establishnment. For exanple, in
Col orado, group honmes are no snmaller than ei ght persons because at
current charge rates fromthe State rate setting conm ssion, revenues
generated by eight clients are sufficient to maintain a fiscally sound
operation. Fewer than eight residents for a prolonged period of tine
draws revenues bel ow the break-even point (Delturco, 1980). This
rai ses i ssues of occupancy rates, waiting lists and jeoparadized
fiscal solvency that nust be considered in the adm nsitration of
community residences. In sonme facilities, econom es of scale can be

achi eved by squeezing nore clients in, not an unconmmon occurrence in
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those States where licensing of small group homes has not yet happened
Thi s suggests that it can be the cost-related issues that sometines
deternmines the care practices by shaping the care environnent.
Attention nmust be paid to the inpact of financial policies upon the
care systemas well as vice versa

The adm nistrative structures of the facility delivering care
have a role to play in the quality of care provided and on its costs.
The particular framework, e.g., regionalized or central control, pro-
prietary or non-profit, single units or clusters cannot be debated here
because of the conplexity of issues involved, but it is an inportant
factor to note. Certainly no one structure can be appropriate or
advi sabl e for the many different conmmunities across the country. The
implications of any given service framework do have to be anal yzed and
considered in terns of creating optimal comrunity-based living envi-
ronnments. An effective programwi |l be one which adequately assesses
the larger environment to identify that organizational entity that
most tightly fits with the constraints and possibilities represented
by the surroundi ng comunity.

In summary then, three points must be made. First, funding
for community residential facilities currently cones froma nunber of
sources al though the Federal share is continuing to grow. The funding
source is a powerful ingredient in shaping program design, not neces-
sarily in advantageous ways of either efficiency or effectiveness.
Secondly, while some savings nay be realized in the community settings
it is not clear that all costs have been identified or conversely,

that all services required are being provided. Hence, reports of
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| owered costs may not accurately reflect what is happening or needs to
be happening in community service delivery. Cost data on comunity
settings is currently very difficult to conpile due to the nmeans by
whi ch community facilities function financially with a variety of
revenue sources and non-standard accounting procedures, and varying
al l ocation bases for overhead costs. Finally, there are circunstances
when cost-related i ssues determ ne the program e.g., staff patterns,
numbers of residents in a facility, opportunities or |ack thereof for
capital inprovenents and adm nistrative structure. G ven the influ-
ence of fiscal matters in shaping program paranmeters, it is incumbent
upon policy makers to identify the various incentives and disincen-
tives of their reinbursenment structures so that inplenentation of
progranms nmay proceed in a rational manner with attention to client-
care concerns, not a reactive stance attenpting to cope with apparently

contradi ctory fundi ng networks.



55

SUMVARY AND CONCLUSI ONS

While this review has attenpted to study as much of the envi -
ronment of community residential alternatives as possible, certainly
there are concerns that have not received sufficent attention. Anong
these issues are the special considerations of service delivery in
rural areas, fiscal managenment and client tracki ng systens, analyses
of existing governnent regul ati ons and of recent court decrees. On
any of the topics that were addressed in the paper, nuch nore undoubt-
edly could be said to expand the dynami cs and consi derations of any
gi ven area.

Wthin the limtations noted, the foll owi ng appear to be the
mai n points (though not in any priority order) to which this review
has been | ed:

1 Studi es of the efficacy of small residential facil
ties which are based in neasurable, devel opnental
out come neasures appear to be npst productive in an
effort to identify the critical variables which may
predi ct optimal care.

2 The trend (in litigation and policy) to focus on size
i ssues, particularly in terms of arbitrary ceilings
on the sizes of comunity- based facilities does not

appear to be supported by the literature. It seens
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clear that size is a factor, but probably not the npst
i mportant factor. |If fact, it appears that in some
settings, facilities that are too small actually result
in poorer care.

Staff training, conpensation, and utilization nmust be
included in any list of critical variables which may
predict optimal care environnents, and these areas
seem highly vulnerable to neglect in small facilities.
Funding streans, availability and utilization of
generic services, and the availability and use of
wor k opportunities in the conmunity are al so inpor
tant variables which affect client outcones.
Client-outcome neasures which include "quantity" and
rates of changes in cognitive functioning and
measures of enotional growth and devel opnent are

i nportant sources of information about the
"efficiency” of the treatnment environnent to effect
real change. Studies in this area seem not yet to be
avai l abl e.

It seens clear that policy-making, regulations,

| egi slation, and court decrees are not reflective of
much of the empirical literature already avail able
but rather are nore responsive to ideol ogical

per suasi ons which may or may not be optimal in the

real world of service delivery.
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There seems to be little question that there is general (albeit
not total) agreenent that service delivery systens to serve the
devel opnent al needs of devel opnental |y di sabl ed persons should focus
on the community as the nost appropriate environment within which to
deliver services. As everyone nust surely know, the "community"—and

however it is defined in any given real place,—ay or nmay not be

"normalizing," "humane," "accepting," "generous," "capable (e.g., able

to pay)," and the addition of this client class is the addition of
just one nore group that the community has to struggle to accommopdate.
This is not to say that one should not try; it is to say that

communi ty-based services have just as much potential, and perhaps even
nmore potential in sonme instances, to thwart the realization of the
humane and wort hy objectives of those who espouse the normalization
princi ples than do | arger, congregate settings. \Wen one qonsiders
the problenms of our society—at the point of where people actually
live—ene cannot hel p but be inpressed by the tremendous effort which
must be expended to ensure that the apparent critical variables

di scussed in this paper are present in a service delivery system but
more inmportantly, that they are maintained and nurtured in such a way
that the developnmentally disabled recipient of those services
experiences the gromh and devel opment which we accept and recogni ze
as his right as an equal citizen under the law. What is asked, then
is not sinply that we try, but that we base our policies, our

| egi slation, and our funding on as solid enpirical ground as possible,
for failure to devel op excell ent accountable, productive community-

based services will nmpost surely result in another era of institutions
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