*  DOCUMENT RESUME - v

ED 203 563 . R 2 EC 132 8uU5
Ad™HOR ' Upshur, Carole C. : : )
TITLE -~ . Home-Based Respite Care for the Severely Retarded.
INSTITUTION Massachusetts Univ., Boston. . .
SPONS AGENCY Massachusetts Developmental Disabilities$ Council,

' Boston. - . v
POB DATE {(80) ‘ ' ) \ . -
NOTE - 20p. -

. . . o L R .
EDRS PRICE ' .. MFO1/PCO1 Blus Postage. | ‘.
-DESCRIPTORS *Home Programs: Parent Attitudes; *fespite Care;’ < ' o

i .- %Severe Disabilities: *Severe Mental Retardation e
ABSTRACT | ; = . 5
. - .Home based respite |care for severely retarded and ‘
severely disabled persons was evalyated through questionnaires -
completed by 91 respife care units’over a six month period. Ratings . 4
of clients! level of -disability were compared to those of clients L
served in the same region in previous years. Disability levels of /,-

clients denied services by the pilot proiect vere analyzed, and

ratings of families 'and providers were examined. Results indicated

that significantly more multiply handiceapped clients were served: i _
there was overwhelming satisfaction by parents of the level of : )
services recered}iand that ‘providers felt they were able ‘to meet LT /
clien*t needs well. It is confrluded that the flexibility, low .cost and.
correlation with family preferences support the worth of home based ~ -

respite care. (CL) . : T

Yo ST . ' ’ ’
. . a‘ . R T~

. - . L LA
* * : - B g
K : . B ‘ ’ - . - ? ?‘1@
- L . » fJg‘:)
) ¢ . - o
.';f"?'

0y

D)

- ) P B \ % ..
: ) . ; o N
-;tty********y*************************4*****************y**************& -;Ti-
* Reproductions supplied by .EDES ,are the best that gah be made *Sg‘_f;?
* ©. from the original document. : . x L
*****&***************************q********************************ﬁ}#*&ﬁé-f‘

! 4 i . B
. i

/ A \ &

X, .-
A o

B

5

’ k4

Q

s




- . ¢ .. \
. . . . - . N v N
LI ) \ ¢ 14 . ‘- i N .
) < U.s. OEPARTMENTOF HEALTH, . . .
¢ EDUCATION & WELFARE R e
. NATIONAL INSTITUTEOF ' .
. e - GDUCATION , . .
THIS DOCUMENT HAS® BEEN REPRO- 4 * . ' BN ' .
-, DUCED EXALTLY AS RECEIED FROM ’ -
l{ THE PERSON OR ORGANIZATION ORIGIN.
+ "\ ATING TT POINTS OF VIEW OR OPINIONS i . ,

: _ STATED DO NOT NECESSARKLY REPRE- -V .

- N SENT OFFIGIAL NATIONAL INSTITUTE OF . :

M

O

"ﬁ\\ . , : . L . EDUCATION POSITION OR POLICY Lo S
o - oo SR S
AN

(]

Lad

‘ ;» »“760 ' K o

I . IR ¥

r ., HOME-BASED RESPITE CARE FOR THE e

.,
<

. 5 : f _SEVERELY RETARDED

. ¢
. . N
LY ‘ -
.o - ' i
. - N - v

. [ =N, v

B i 5, s

- " L]

[ ] ' /
. ) -
.i
I )
A [ b
¥ . . : . X ~
—// Carole C. Upshur "' S . -
.. ' ; College ‘91“ Public and Community Service O
. ~_ University of Massachusetts - Boston, : e
o _ Boston, Mass. 02125 - . r
_ . ) : ’ N
: . . . : e T o 2
\Eﬂ‘ v S . 3 L - . ' : .-
, ‘ . ‘ - - “PERMISSION TO REPRODUGETHIS ¥ ) L ' / A
g | : . S MZRIAL HAS BEEN GRANTED BY - - . o .

W R e ol . -
c‘\ ‘ . 4 . - 2 e T _— ~l B =

N TO THE EDUCATIONAL RESOURCES .
‘8 | . " INFORMATION GENTER (ERIC).” o

( ) s S S

e



¥

by
4

‘l. . ; v . ey "y . K \ B ¢J y .
. B | . | D : Home-Based
e - o e . . ZL/,\f' . ©° " . Respite Care.

% ‘ ) ] . ‘ « ) : R ‘ ./"——/,/ .

,f‘Home Based Respite Care for the Severe1y Retarded1
Bt .
.4 : . ok T e v

- B
. . , . .-
N > o . ; : e - R ' . B
c ’ PN . . . . L.

Resp1te care, the prov1s1on of temporary dayt1me or o3Ern1ght g

re11ef services to fﬁnfl1es carpng for deve]opmenta]]y dhsab]ed

™ | -

’ persons at home, is a grow1ng program concept in the commun1ty- R
V4 based serv1ces moVementv1n the f1e1d of menta] retardat1on
'(Pa1ge, 1977) A variety of program mode]s have been created to T,
. meet’ this need for re11ef serV1ces, ranging from 1nfonma1 "baby- - ,
sitting" arrangements.for severa] hours of care, to three, or <5 .
- four week res1dent1a1 care in an 1nst1tut1ona1 sett1ng A 1978
report of the Massachusett§ Deve]opmenta] D1sab111t1es Counc11
‘ (Upshur, 1978) found however, that the range of poss1b1e mode]s )
of resp1te care is not equdQly ava11ab1e»and that certa1n of the

-1ess forma] mode]s tend to exc}udeﬂsevere1y retarded and d1sab1ed ’

v S ~ S
. B I . * P . S .
The lack of a]ternat1ves for fam111es w1th the most severe1y ‘l

persons from serv1ces

—

X

1nvo]ved c11ents is of maJor concern since clearly they need as

much, if not moref re11ef than othér families due to the inten-

- .

sity of the c11ents needs In-addition, desp1te the more comp1ex

ne da of severe]y retarded and disabled clients, most fam111es
Z
reported'1n the 1978 study that they preferred”resp1te care,

4

Cg

. The research for this art1c1e was comp]eted through a 1979 grant
. from the Massachusetts Developmental Disabilities: Council. The

v ‘l'hﬁ .author 1is’ gratefu] to project director Maria Tadd fgor her coopera-

tion im carrying out the evaluation, to Gary Siperstein for N
edi tor1a1 ass1stance. and Pa;r1c1a Green for ed1t1ng and typing.
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e ] ' , ‘.whether dayt1me or overn1ghq_ to take place in the1r own home.
‘q' (Upshur, 1978) ThﬂS conb1nat1on of 1ssu!§ and concerns 1ed the

| -; Massachusetts Deve1opmenta1 D1sab111t1es Counc11 to fund a p1lot

e "proJectTto demonstrate the feas1b111ty of prov1d1ng h0me based

respite care for the most severe1y_retarded.and d1sab1ed-c11ents

in one reg1on of the state }he-eva1uation of the project wa;'

L‘des1gned to assess the ab111ty of the pilot proJect to serve

4

. severe1y retarded and d1sab1ed c11ents, to measure client

o

[(" . . family satisfaction, and to determine actual versus perceived
levels' of speciaJizatjon needed to provide home-based care for
] . ) .

RS

this population.

b THE PILOT PROJECTL'/ | R

- » The p11ot project was 1n1t1ated in’a suburban.reg1on of the lék
® state ‘as a cooperat1ve venture of ‘Several 1oca1, prev1ous1y oper-
A o at1ng, homepbased resp1te care. programs funded by the Depaptment

. . v .
- F -of Menta1 Hea1th A project d1rector superv1sed the rec5u1tment /

of twenty commun1ty persons who were prov1ded 60 hours of train-

5

ing on deve]opmental disabilities, \treatment methods, pat1ents

) : r1ghts, contr01 of behaV1or problems, and the procedures involved
'1n feeding and phys1ca1 adapt1ve equipment. Pub%1c1ty about theﬁz/ﬂw
proJect/ias magle available through local Associatiens. for Retarded

.. Citifens and similar interest groups as well as commun1ty news - |

papers,lpublic schools, and existing respite care programs. Fees

.
.
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fon$;h service were ei;her partially or fully provided by the
project grant. Families needing respite care were encouraged to
. , call the project offices and submit information for an application
for care. Arrangements‘were then made for one.of the twenty
' trainedicommunity providérs to go fo the client's home or to be
avai]ab‘é in the providef's own home to administer daytime,

g o evening or Gvernight care., Providers were paid on an hourfy or
dai]y'basdﬁ (for overnight care), for actual care delivered, and
were a]éo paid for the time they participated in training. On-

/// o call emergency baCkAPP services were available to the providers

\ f lih the evént of a crisis. Medical liability insurance was pur-

chased to protect the project and each provider in the event of

i

an injury to a c]ie?t.

METHODS
. Four major approaches were taken to evaluate the success of
A the project ‘in*serving severely rptarded and disabled c]iéﬁ;:.

- 1) Ratings'@f the lével of disability of clients
- o - .served in the pilot project over a period of

' six months compared to the 1evel of .disability
T - ~ of clients served in previous years in the
same region in home-based respite care.

N , . .
- .2) Ratings of the level of disability of clients
. denied. services by the pilo projég? and analy-
N sis of the reasons for, denidl.
3) Family satisfaction ratings.
4) Provider ratings of the type of training re-
w . ‘ quired to provide services to this population. /
) ! . ' N - " .
; 1, B . N
A : - .
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A s1mp1e rating sca]e of level of d1sab111ty was devised to

collect data .on respite care in this region of the state pr1or to

Nthe implementation of the pilot proje®t. This rat}pg<§ca1e was  °

K
continued in use so that the historical data ¢

d be utilized
. for comparison purposes. The scale asked for th jmary and |
accompanying disabilities to be classified as ﬁp]]oWS'
Moderate, Severe, or Profound The scale was completed by a pro-
ject staff person who had rece1ved the parents request for
respite care. The data was maintained for eva]uative purposes.
even if the pi]ot—phoject denied, or for other reasons did net
provide, services‘te the client.

The family satisfaction rating sea]e asked five questions of

the family concerning: 1) general satisfaction with the respite

_serviees delivered; 2) satisfaction with the provider's follow-

ing of 1nstruct1ons, 3) satisfaction with the provider meeting

medical, behavioral and deve]opmenta] needs of the c]?bnt; 8)

Fl

T . sat1sfact1on with the 1eve1 of training of the 'provider; and
5 the w1111ngness to recommend the prov1der to other families. ’ N
Thedscale was mailed d1rec to the family by the project office

wifh a stamped return envelope ' Fam111es rece1ved the scale after ¢

‘respite care services were completed and the families were‘granteh

. ’ o .anonymity.

The provider feedback cejg?;ted of a questionnaire with

- fifteen items,'(both ratings and open-ended questjons), covering

' "ﬁﬁﬁ (
6 o
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how we11 the prov1der h1m/herse1f felt the reSp1te care situation

had been hand1ed, and whether or not the tra1n1ng rece1ved he1ped

. .
]

them spec1f1ca11y in car1ng for each clment served. Prov1ders
were md11ed a qyest1onna1re each time they provided serv1ce, and -

- were. required to returnthecomp]eted form-before payment was ‘made

to them for the-services perfothd. S - .
‘(\‘ | el -

> -

[

The restl:;E:111 be d1scussed n three major sect1ons addres—

s

sing the pr1ma uestions of the evaluayion:

1. Ratings of d1sab111tx 1

1. Family sat1sfact1on

"II1. Provider rat1ngs of need .for trar/;ng

> . ' /'_‘ N
| R e ' :

Rat1ngs of d1sab111ty 1eve1 ‘ ' ‘

-

AN

D§a1ng the s;x months of data collection, a total of'91
erent resp1te care units were Bfovnded by the p11ot prOJect
Some of these units represented two o* more d1fferent per1ods of
service for the, samef€11ent and others represented resp1te care
{1n .a group s1tuat1on (1 e., a conun1ty prov:der re11eved the

houseparent in a commun1ty res1dence ) For purposes of\\‘“- e
research, only resp1te care pr9v1ded for an individual client was

‘tabu]ated and the dat% from multiple resp1te care units prOV1ded

'to.thQ»same client were exc1uded after the initial unit Qf care.
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In add1t1on, tor some c]ients, complete files were not ma1nta1ned
This resu11ed in disability data being ava11ab1e on 27 1nd1v1dua1 )
c11ents from the pilot proJeEt Of these 27 clientsy 16 (59. 2%)
"had: menta] retardation 1nd1cated as the pr1mary disability, and |
9 were severe]y or profoundly retarded Other. pr1mary disabilities

" "included were cerebral palsy, ep11epsy, aut1sm or special med1ca1

ne problems Over 77% 21 c]ients) were/mthgp]y handicapped. The .

~‘med1an age of the c11ents was 13 years, a the.range was from 2

’

. to 52 ¥e3§2‘of age . \ . . /
) &
) Data was rev1ewed on 160 respite carg/units provided in the

g " : - two preceeding fiscal years (1977-78 and 1978-79) by:four 0n-gotng
\ home- based resp1te care programs in ‘the. r:21on Each of'épe~four
b) f . ® had at Least one year of comp]ete data avaifable for analysis. A '
' B ch1)square ‘was performed to test the nu]] h;%otheS1s that the on4 I
‘ <, go1ng programs. "and the pilot program were\serving essent1a11y the
ime 1€ve s .of disability (1 els no d1fference between tﬂé two

Q*qp s). A chi square of. 2 18 (df 3) was obtained show1ng no

-

~

‘signifﬁcan difference between the two groups on t 1eve} of

7

primary‘disab114t¥‘\xﬂowever, when the d1fference between the two

T groups 1& the proport1on of mu]txply nd1capped clents is com- _

) 'ﬁared, JA of»6.49, ignificant beyond the 001 1e&e1, is obta1ned
r 'Thu®, while the lot nroject served clients wﬂth similar 1evels N
’ of prfmary disg rved a s1gn1f1'ant1y :
« . greater proportion-;l mu1t1p1y hand1cappe c11f7;s (See Table 1) ///
N
\ ' ‘
»e {\ -
. b hY

N
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NN

Profiles of 16 clients, reqoesting but not receiving services ~~ : «
were also analyzed. .These clients were found\to be s1gn1f1cant1y |
_ less multiply handicapped than the clients served by the p1lot )
N | project (Z 2.66, p>.01). A chi square test of the difference
e <;1n dLsability level was not signifficant. Thus, ‘clients not pro-. ,f | jgf
vided services by the proJect appeared to be s1m11ar in 1eve1 of N
_jﬁ? ’ pr1mary disability to those served but were significantly 1ess
’ multiply hand1capped\~ —
f-; L The reasons for care not being prov1ded varied with the most
' t on reason being that no pPOV1deP1LaS ava11ab1e for the part1cu-
- ar tvqe requested (6 c11ents, or 37. 5%’of the  total). Other ; " J '
‘j .lf?f J var1at1ons of scheduling prob]ems -including the c11ent family . \
‘ \\- ", changing their p]ans, _the: schedu]ed.prov1der having. a fam11y <
i . ._emergency, etc., account\for four other cases of nd service/being
voooo \ - provided. For three cases, 'no reason was recorded as to &hy
Q\Tf//'serv1ce was not provaded -F However, in only two cases of behav-
K ' jorally d1f£qgu1t clients (one a fire-setter, one\sexu??ly abusive)
was the e]ient S d;sab111ty g1ven as the reason for not prov1d1ng ) !
1,_ c;@.‘“ B - N . '
: eIL \jamﬂy satisfagtion - - | | co
/"’ Fam119\reSponse to the quality of resp1te care- serv1ces pro- | ‘

. l- —
o I . . * ’
. ' . ) = b ' ™
L R ) ,
PR _ - -
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° "vided was avadilable from 23 families of 35 families-served (65.7%).

When multiple respite care services had bsen pA\Quided to a famify

4 by the same provider, only the initial _farfn'.l,y#_ 'ponse sca]e‘ was
‘ ’ ~included for analysis. Analysis of ‘ncomp]ete records was done

to see whether or not other ihjgpmation would point to a pattern

N

o .
of families of more disabled clients not responding. While some of ’

the non -responding families cpuld have been dissatisfied with the
- \ . Zpe of serv1ce received, //kheck of the disability leveY of those
jents whose fam111es d1d not return feedback forms does not show

a significant]y different pattern of disability level (chi square

= .18, df*= 3). Conc]us1ons drawn from the questionnaires that

- : were retﬁrned thus shou]‘;iﬁfrepresentat1ve of all services provided.

-~
atings can be found in—Table 2. e

N

‘o The results of the family

1
A}

-

Table 2 about he{e.

* A .- .
. [ ] 3 ‘-&" ‘ . 'y ) !

o~

i -
It can be seen that, atﬁmost. two families were very unhappy

with th; care reqeived: While some famiFies did differentiate

\\\ mo the top three ratings to some tentx part@pu]ar]y on

qu t1ons #1 and #5 1t is cJear that there\was overwhe]ming satis-

XY
faction with the 1eve?‘of services received In. terms of problems

ntioned by famt]ies with the quality of care, on]y.nne family
. { :

ERIC ’
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male client. Other comments stated that the only problem was that

there was not endugh respite care available. As far as recommenda-

-

{tibns, fam111es noted only tpot they would 1ike more care avai]able,
although the same family critical of the level of train1ng of - the1r

provider-stated again that more training should be“provided.
o Tl

When questioned as to the differencé{between thefp11ot pro-

»

jéct's services and that of other se;vices, only four families made
cqmments, but all were positive. Two noted that the péevious pro-
viders were—tess well-tyained. One family noted-that they had .
never had overnight care available before. “the fourth fahi]y noted
that they never had care ayailable in thé?r own home before.’ These

: strong]y DS

comments.cogb1ned with t 1t1Ve rat1ngs on all otherg/

III. Provider ratings of nee
Provider ratings as to/the types of skills required. to adequa

serve the severely rétarded or disabled c11ent in a home setting were

j obta1ned from 39 d1ffeﬁent respite s1tuat1ons (NOTE: While on1y \:

35 individual -families were served during the data co11ect1on per1od
some families were served by more than one provider at different

times; mu]trp1e ratings—by the same provider of the same client were-

not 1nc4uded for analysis, however'l\ only the rating: obtained after

the 1n1t1a1 un1t of se§l1ce was included.) Tab]:/;ﬁZummar1zes the

results of the prov1der'responses , o j' -
. . i D

4
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Table 3‘about here:

- \

It can be seen from the ratings that, in terms of ability to
serve the clients adequately (Questions #2—5), there was clear con-
sensus on the part of the providers that they were able to meet
client needs well. The issue of whether or not they had adequate
information about the client (Question #1) is more ciouded and
appears to relate somewhat to administrative issues as to how and .
when information was obtained from the families. ‘ Hdﬂ!Ver, comments
also indicated that fahilies simpiy overlooked or forgot to provide
sofhe information on habits,_favorite activities ar some .aspects of
behavior. No iﬁformation of major importance was 1acking L
, Questions on the usefuiness of the training regeived rovide
\}ss clear p‘lcture, ‘aithough almost three quarters of the responses

do indicate moderate to strong feelings about the usefuiness (73.3%

. rate Question "#7 at '4' or moye). On the other' hand, over 30% of
P o

/s

x

théS:espondents felt that even more tranning was needed for their '

" par cular clients, and another third (on‘Question #9) felt that

: Lo
lar cliént withou; any training - ., "

& . . .
. ; )

.

\\\ they»could have provided the same quaiity of se ige to the particu¢
1

‘especially useful, a and other tbpics that they would bave 1iked
“training for in ‘order to”be more useful to the particuiar clients

'served, are also important. Topic areas commented upon(es being

- 'gb SN——— v * 10 , . . ) ', A\ ' ’

> ’ ’ ) ~ . N 3 .
. . - , .- o . e
~ ~ G .o .. : -

. " Respite Care’

Providew “comments on partlcuiar areas of training that were :

N /'

”



~ ment (4 comments) and seizures (2 comments). Topic' areas where
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'part1cu1ar]y.usefu1 (6 comments a]together) were: behavior manage-

more tra1n1ng was requested (15 comments) 1nc1uded non-verbal
commun1cat1on and S1gn1ng (5 comments), aut1sm (2); activities to
do with c11ents (2); more behav1or management (1) feeding (1)
therap1es (1), how to he]p n0n-mob11e ctient up sta1rs (1), splna
bifida (1), how to prepare provider home for a c11ent (1). Genera]
recommendat1ons g1ven at the end of the quest1onna1re by prov1ders
included a request for more physica] and occupational therapy
training; orientation for families as tguwhat information t g1ve
to prov1@ and’ discussionlof their‘ *ws a vis the proyider' s
ro]e,_ more hands-on tra1n1ng, a recreational center where c11ents

could be taken for activities; and a comment that 9 days of continu-

ous resp1te care for a d1ff1cu1t c11ent is too much for one provider.

DISCUSSION |
It can be seen l@om tge above results that, although the dis-

ability slevel of clients served by the pilot project did not change

-substantially f the disability level of clients served jn\the
on-go1ng, home-baseqd respite care programs, ‘significantly more
mu1t1p1y_handncapped clients were served. While it may be difficult
to conc]ude'without more refined ratings of d1sab111ty that, s1mp1y
based on the fact of mu1t1p1e handicaps, a client is more d1ff1cu1t
to serve, it seems c]ear that the pilot prOJect has reached qu1te

disabled clients and demonstrated that they can be served success-
. ‘ &

. 13

N
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- fu]]y in a home setting with trained community providers. The
conclusion that success has been achieved is based on a var1ety
of factors: 91% family satisfaction wi th services; no 1n91dentS>i

of behavioral or medical crises over a period of six months and

3 ”~

91 respite care units; denia1 of services to only two‘clients_ C ~;

\ior reasons based on their d1sab111ty N

- The character1st1cs of the clients dénied serv1ces are worthy '
of note. Both had severe behaV1ora1 prob]ems in addition to other

,hand1caps, and the reason they were not served had to do with r1sk\'

. of injury to other family members of the prov1der rather than lack .
> + of willingness of the providers to g1ve service. In both cases, '
. 'the'c11ent fami]& wanted out-of- home respite care (i. e., they did r*

not.want to have to leave their own home and have the provider come

in to g1ve respite sérvices).. Prov1ders, however, were unwilling s

to risk a f1re in their own home or apartment (in one case), and in’

the other case, prov1ders with other children were unwilling to r1sk
possib]e abuse to . the1r children at the hands of the client. Pro-

- viding respite care for-such behaV1orlH1y difficult c11en§s may re-“
quire an 1nst1tut1ona1 setting. However, an innovative suggestJon
arising from th1s experience is ‘to have a home purchased for the |
_purpose‘of providing out-of-home respite to Just such c[1ents.

@ Rather than operate the respite home on an institutional staffing
pattern, however, the home would be utilized only when needed, and

the staff would consist of a community provider who‘would live in '
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with, the c11ent for tﬂ@ durat;on of the resp1te c9¢é unit. Such a

-4

‘mode]-would be c1eayﬂy more cost-effect1ve than 1nst1tut1ona1 care

their fem11y m/ ers in home-based settings. "' .

The schedu11ng problems of this mode] of care are d1ff1cu1t to
solve as long as thé prov1ders are pa1d only for care deJ1vered and ,
dre a11oded/the opt1bn to work when <t f1ts their oah family
séhedu1e of course, %he use of commun1ty proV1de s who work on1y
part/t1me makesétﬁ1s mode1 the most ‘cost-effective mode1 of resp1te

4 /
care. But the add1 t1on of a st1 pend f? on-call duty might ‘make th1s

Y
;f mode1 of care more f]ex1b1e and avaﬁ]ab

The 1eve1 of training prov1ded by the p11ot proJect seemed very
necessary in caring for some c11ents, but tot511y unnecessary when
caring for others Recommendat1ons as to how much tra1n1ng 1s re-"
qu1red to deliver home-based care to this severely retarded and
disabled population arethus uncJear - It should be assumed however,"
that even if not ent1re1y related to each client's situation, the
provision of exteos1ve tra1n1ng is a requ1red protect1on FSY
de11ver1ng reSp1te care through use of community prov1ders At the
very least, it a11ows adequate t1me for staff to observe the pro-
v1ders and to ant1c1pate those who may not work out. It.also a11ows
prov1ders to make a c1ear decision as to whether or not they feel

\

they Can deliver such 1nd1v1dua11zed care g —-

L}

In summary, the prov1s1on of resp1te care services by commun1ty

providers in their own homes or homes of c11ents is a mode1 of

L%
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\E;;\ respite serQiceé breferre& by a humeer;of‘famiifeé with severely
¢ . .r tarded and q;eabled members at home. Th1s pilot proaeg} has
-.'s ccessfu]]y demonstrated that the most severe]y hand1capped per- e
spbns can be adequate]y cared for in a home-based 51tuat1en on a . N
' L temporary basis by a trained commun1ty prov1der While the need; : e

» o L&
. of 'some behav1ora11y difficult c11ents may still not be met

A ] ‘through home-based care, the f]e\éb111ty, 1ow cost and fit with
. "j ' fqﬁT{y preferences strong]y indicate that this mode] of resp1te
+ . care shoqu be engnded to serve c11ents of all d1sab111ty 1evels
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&\S ‘__Ques?’on | : " Percept ‘Refpopding - -.
o .o ' ) . lor2 3or4 5or6 ' No response
St . -~ Strongly ‘ Strongly
A G \ ' Disagre% ' Agree - N
S ‘ ro- .
) ' v e
1. 1 am.very satisfied A e, .
- - with the type of ~ . - .
e ; care received. , 8.7 - 8.7 © 82.6 : -
\ §,< . : N . . . 4 — \
s # 7 + 2. My instructions . . - T,
e . were followed ¢ . ooy
' . ©very we.:.'H.y ] - - /91.3 o 8.7 7
_ e’ "'_ ) ) i o
) 3. The care my. fami]
.~ = member received v .
' appropriatq for h1s
\
her needs:
7 - medicadly 8.7 -\ 82.6 8.7
<.‘ behavi‘or'-aﬂy 4.3 - - 826 . . 13.0 éfie )
/. developmentally 8.7 .. -- ., 69.6 v~ 217 =
¢ . ’ M T P ¢
4." 1 feel the provider . , = . - . ) o : e
- was well trained . 4.3 £, 8.7 87.0 -~ ‘ C e T B
5. I recommend this pro- . -y . o '1/
- der to other. families - ' - .
d xétht developmentaﬂy o o ;
"di abled.” ' 8.7 -- .92 ) TLo-
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\ f\j : Table 3 .
.. Provider Ratings of 39‘Différent Respite Care Service Units
Question 1or2 ord 5 or 6. No responsg O
' ' : J Strongly Strongly . Not applicabl:
) . . Disagree. _Agree
4 | . | . .
1. Did you have adequate , ) ‘ E : )
.. jnfornation -to serve client? 5.2 7.7 .  87.1 . -
2. Were you able to meet ‘ .
. client's daily living ) .
. skills? -- 5.1 92,2 4 2.6
3. MWere you able tofeed ¥ g .
cltent withowt difficulty? e . 5.1 | 56.4
4. Were you able ﬁ% use‘glient's ' . s
-physical/adaptive equipment . e
without difficulty? . -- -- 25.7 ©74.3
5. Were you able to deal with ' |
medical prablems/emergency . . ‘
) . Without difficulty? " 2.6 -- , 12.8 . 84.6
ot » 6. Nérg‘you abTe to rqébgnize~ - ‘o‘~' oy . _
- “the client was _becoming ey T G -
i difficult? | | -- 2.6 ', 923.0 743
. Ly, . LY i ' . . - R
- , 7. Wds the speciat—training . S S - |
oo vegeived yseful? o o 102 o 256 6157 § /26
, -~ 8., Could,you have used more. = , . 3 S .
. K’ ~ training? . .- 538 10.2° 28:1 - 7.6
'i{i I v19. "1 could (np{) havg’donev' o _ ' o ,
T 0 7 as well without training.*- +23.1 20.4 30.7 - , 25.6
o ‘ TN N e e e * B ’ :
) . ; . (; oo <f-‘:",:‘“ o A
(NN L . . ‘o
‘ E *, Fbr;purposes of comparison, the ratings w%?e inverted since the v
A\ #- . wordingnof thig ?uestiln made the higher rating the Tess desirable
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