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PART ONE

I. TINTRODUCTION

The foilowing report was commissioned by the State of Georgia to
explore the feasibility of serving persons currently living at Georgia
Retardation Center (GRC) and the Southwestern Developmental Center at
Bainbridge in alternative community living and daytime arrangements.
The subsequent project was governed by a series of assumptions:

e Alternative services must be equivalent or better than those
currently provided to persons at GRC and Bainbridge.

¢ Services should be provided in the least restrictive setting.

e Any transition should be accomplished with the minimum disruption
to clients as well as staff.

e Community services should provide ~aximum opportunities for
integration and individualization.

e Family meubers should be given every opportunity to participate
in the planning on behalf of clients and in the monitoring of
service provision.

o Each client's plan for alternative services should be reflective
of his or her unique needs and strengths.

® Funds made availaple from the phase-ocut of the two facilities
should be made available to the development and ongoing
maintenance of alternative services.

e The phase down of GRC and Bainbridge should provide an
opportunity to make changes in the general system of services
that will ultimately benefit clients beyond the immediate target
populati~n.




With respect to the specific mandate of this project, HSRI has
assumed from the outset that the objective was not to determine whether
these two institutions should be closed nor to pass judgment on the
virtues of deinstitutionalization as a policy, but rather to determine
for the state under what circumstances such deinstitutionalization would
be feasible.

The report that follows is divided into two parts. Part One
describes the current service context and outlines the areas that must
be addressed in any feasibility examination. Specifically, Part One
outlines the study methodology, describes the target population and
target facilities, assesses the componerts of the community and state
system, reviews the characteristics of service perscnnel, and raises the
systenic issues that must be taken into account in any institutional
phase down. Part Two portrays the activities that should be pursued in
order to make the institutional phase-down feasible. The section
includes a series of recommended policy and statutory changes,
reconmends strategies for personnel recruitment and retention, describes
the services that will be required to meet the needs of the target
population and the costs of thoss services, suggests sources of funding
for such services, proposes a transition strategy, and lays out an
implementation schedule.




II. PROJECT METHODOLOGY

A. Introduction

At the time of this study 565 persons were living at the Georgia
Retardation Center and Southwestern Developmental Center at Bainbridge.
To assass the feasibility of placing these persons into community
settinys, consensus must first be reached regarding where these persons
might be placed, a decision that would greatly influence any such
assessment. Examination of each of these person's "county of origin"
reveals that most were placed into these two residential centers from
seven mental retardation, and substance abuse service areas. Tiis
factor, along with the time and resource constraints associated with
this study, prompted the project team to focus cn a limited number of
Georgia's mental retardation service areas, though several project
activities involved the entire state. Thus, with the assistance of
staff at the Division of Mental Health, Mental Retardation and Substance
Abuse, seven areas were chosen for intensive review: Cobb/Douglas,
Thomas, Dougherty, DeKalb, Gwinnette, Fulton and Lowndes. AS shown by
Figure 1, four of these areas lie in north Georgia near GRC, while three
are in south Georgia near Bainbridge.
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FIGURE i: SEVEN SELRECTED PROGRAM AREAS
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A variety of methods were used to gather the information needed to
achieve the goals and nbjectives of this project. The four major
strategies include:

e Site visits. To become acquainted with the present service
system in Georgia, project staff visited community programs in
the seven selected areas as well as GRC and Bainbridge:

¢ Systesatic surveys. Three surveys were undertaken to cbtain
quantitative data relevant to the planning process, incluiing
surveys of: 1) persons with mental retardation using the
Inventory for Client and Agency Planning (ICAP), 2) community
service providers throughout the state, and 3) family members of
persons residing at GRC and Bainbridge;

o [Key-informant interviews. A (:eat many people in Georgia were
interviewed to obtain information about the current systenm
including: parents, advocates, state officials, service
providers, and other citizens in Georgia; and

e Review of existing records. Project staff gathered and reviewed
existing documents, records and legislation in Georgia that are
relevant to this study (e.g., zoning codes, fire/safety codes,
past planning reports). Additionally, staff obtzined reports
regarding the efforts undertaken in other states to pbase out
institutional programs.

Figure 2 displays the key objectives of the study and the means used
to collect needed information. As shown, ce *ain data collectior
activities provided information relevant to multiple objectives, while
others had a single purpose. In the following sections. the means used
to collect information are described in greater detail.




FIGURE 2: KEY PROJECT OBJECTIVES BY DATA COLLECTION
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B. Surveys of Persons with Mental Retardation and Other
Developmental Disabilities

The target populations in this study are:

® Individuals currently residing at the Georgia Retardation Center
(GRC) ;

o Individuals awaiting plaeement at GRC; and

e Individuals curreatly residing at the Southwest Developsental
Center at Bainbridge.

It is these individuals for whom community-based service
alteraatives would have to be developed. Two otker populations of
concern in this study are: 2 “;

T




o Individuals currently being served in the community. An
assessaent of the level of functioning of current clients
provides an appreciation of the existing community service
capacity and the extent of experience in serving individvals with
disabilities similar to thnse at GRC and Bainbridge; and

e Individuals awaiting service in the community. The needs of
these individuals must be given due consideration in the name of
equity and to ensure that the increased service demands resulting
from the outplacement of individuals from GRC and Bainbridge does
not jeopardize their interests.

1. Classifying Individuals by Level-of-Functioning

The isaue under consideration is the provision of community-based
services to current residents of Georgia Retardation Center and
Southwest Developmental Center at Bainbridge and to persons currently
avaiting placement at GRC. Also under consideration is the possible
provision of services to others awaiting services in the target
community. Because the type and intensity of services required depends
in large part on the level of functioning of the persons served, an
effort was made to identify the level of functioning of residents and
persons waiting for placement.

There are a variety of methods for identifying and classifying
persons with developmental disabilities. The purpose of these methods
may be: 1) to help pinpoint an individual's eligibility for services:
2) to guide individualized program planning; or 3) to provide a
foundation for system-level, strategic planning. The classification
scheme described herein is designed expressly for the latter purpose.

As part of the HSRI strategic planning model, individuals are
classified into ten levels of functioning or planning groups.
Specifically, HSRI uses a standard classification scheme to assign
persons with developmental disabilities to various groups and subgroups
for modeling purposes. This scheme is designed to encompass the vast
majority of persons with mental retardation and other developmental
disabilities.

a. Classification Scheme
In order to estimate and plan for aggregate service needs, criteria

first must be established for dividing individuals into a comprehensible
number of groups -- each group sharing key characteristics related to
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service needs and probable effects of these services on level of
functioning. Using this information, the types, amounts and costs of
required services can be projected, and cost-effective plans may we
fornulated for acquiring needed resources.

HSRI's classification systea is designed to maximize the difference
among subpopulations of persons with developmental disabilities in terms
of the types and levels of services they require currently and the
probable effects of these services on their level of independence
(functioning). As illustrated in Pigure 3 individuals are classified
along three axes: (1) learring capacity, (2) age, and (3) level-of-
functioning. Their level-of-functioning is a product of their
demonstrated skill level, and the type and severity of any extraordinary
disabling conditions

FIGUREB 3: STRATEGY FOR CLASSIFYING PERSONS WITH
DISABILITIES




b. Learning Capacity

Learning capacity refers to the ability of individuals to recognize
auditory or visual stimuli as a basis for communicating, to understand
and retain this infcrmation for future application, and to generalize
and conceptualize from experience (to reason). Learning capacity
dictates the extent to which certain levels of instruction will yield
the acquisiticn of new skills. One would expect persons with no mental
retardation to progress more rapidly than those with mental retardaciion
{all other .apacities the sanme)

c. Aige

Regardless of whether an individual's pattern of development is
normal, his or her level of functioning is affected by age. All
children up to 36 months of age are invariably found at the lowest skill
level -~ skill lovel IV. However, az normal childrea grow older and
their ability to perform daily living skills grows their need for
surervision and support typically declines. Though individuals with
mental retardation may require higher levels of supervision throughout
their lives, the character of such supervision alsc changes with
developmental nilestones. In fact, a number of different service/cost
patterns may be observed as a function of the type of disability and
age.

d. Level of Punctioning

1) Skill Level

Individuals are assigned to one of four skill levels reflecting
their relative ability to function independent of special supervision
and supports. For purposes of the Feasibility Study, the four
supervision requirements associated with these skill levels as defined
by the Division of Mental Health, and Mental Retardation and Substance
Abuse, are shown below:

o LEVEL 1 - Intermittent, minimal training and/or supervision .n
advanced community living skills to promote increased
independence.
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e LEVEL II ~ A moderate degree of daily training and/or supervision
with this phase, including certain advanced skills, and with some
attention focused on basic self-help skills;

e LEVEL IIT - A major degree of and/or supervision with many skill
domains, with focus on the refinement of basic self-care skills
such as toileting and dressing; and

e LEVEL IV - An intense degree of training in supervision of
(and/or direct, physical assistance with) almost every skill
domain with the additional consideration that persons needing
this intensive degree of assistance have secondary handicappiag
conditions, such as extreme behavior disorder, serious medical
problems or extraordinary debilitating physical anomalies.

2) Extraordinary Disabling Conditions

Persons with developmeatal disabilities may possess a number of
disabling conditions that affect skill performance and that demaud
specialized services and support. These conditions include:

e [Nedical ceaplications -- characterized by medical conditions
severe enough to demand continued medical attention from
L .dically trained personnel;

e Physical impairments -- characterized by the absence of voluntary
muscle control over ocne's extremities (i.e., head, arms, legs) or
the absence of arms or legs;

® Sensory impairments -- characterized by a severe handicapping
condition pertaining to the senses (i.e., hearing, vision); and

o Challenging Ddehavior -- characterized by behavior that poses a
significant threat to the life or well-being of oneself, other
persons or living creatures, or that is destructive of valuable
property.

The above disabling conditions are chronic and may be overriding.
They are considered chromic if they can be expected to persist for at
least one year on a continuous basis. With special support, however,
individuals with chronic conditions are able to perform self-care and/or
other daily living skills and learn new skills at a rate comparable to
others at their designated skill levels having no such cond.tions.
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In contrast, these conditions are considered overridiag if they
prohibit or substantially inhibit individuals from performing self-care
and/or other daily living skills which in turn necessitates the
provision of intensive remedial services or supports to manage or
aneliorate the conditions.

The majority of persons with overriding medical/physical disabling
conditions have had little or no opportunity to learn most self care and
daily living skills or have contracted conditions so debilitating that
even when the conditions are no longer overriding, they cannot be
expected to move beyond the highly dependent level (fourth
skill/supervision level) without considerable training. On the
contrary, overriding behavioral conditions ca: oe found among
individuals in the highly dependent (IV) to the semi-independent (II)
skill levels. Once these maladaptive behaviors are brought under
control these persons can be expected to return to their original skill
levels.

In sum, an overriding disabling condition is one that has not been
ameliorated and is so severe that it dominates a person's life, severely
restricting the individual's capability to perform daily living skills.

e. Planring Groups

The matrix in FPigure 4 shows that when skill/supervision levels are
combined with overriding and chronic conditions, 10 planning groups
result. Persons with mental retardation or other developmental
disabilities may be assigned to any one of these ten planning groups.

As shown in Figure 4, in grouping persons into the ten planning groups,
persons with no chronic disabilities are classified separately from
persons with chronic disabilitiez at skill levels II and III but not at
skill levels I and IV. (By definition, persons at skill level IV lack
self care skills and thus demand a level of supervision and support so
heavy that the presence or absence of extraordinary chronic medical,
physical, sensory or behavior problems is relatively insignificant in
terns of current and potential levels of functioning and service
demand.) Similarly, by definition, persons at skill level I are able to
function largely free of programmed supervision and support and thus the
differences in services demanded between persons at skill level I with
chronic disabilities and without are not significant. On the other
hand, persons at skill levels two and three with chronic medical,
physical, sensory and/or behavior problems, can be expected to demand an
extra measure of supervision and support besyond that demandad by persons
without these chronic disabilities.

N9
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FIGURE 4:

TEN PLANNING GROUPS FOR PERSONS WITH

MENTAL RETARDATION AND OTHER DEVELOPMENTAL DISABILITIES

EXTRAORDINARY DIASABLING CONDITIONS

SKILL LEVEL

NONE

CHRONIC

OVERRIDING

3Ee—

SKILL LEVEL IV

YES

MEDICAL
PHYSICAL
SENSORY
BEHAVIOR

MEDICAL
PHYSICAL

|_seNsory |

BERAVIOR
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SKILL LEVEL III

YES

MEDICAL

PHYSICAL
SENSORY
BEHAVIOR

BEHAVIOR

S~

SKILL LEVEL II

YES

MEDICAL

PHYSICAL
SENSORY

BEHAVIOR

BEHAVIOR

SKILL LEVEL I

YES

MEDICAL
PHYSICAL
SENSORY
BEHAVIOR




When considering these categories, it should be noted that to meet
the definition for developmental disabilities, all persons without
extraordinary disabling conditions must have mental retardation.
Similarly, in order to meet the definition of developmental
disabilities, persons without mental retardation at skill level I, must
have an extraordinary disabling condition.

f. Individual Assessaents

Assessing the level-of-functioning of persons with mental
retardation and other developmental disabilities requires
nultidizensional measures, commonly termed scales or indexes. An index
is constructed through a simple accumulation of scores assigned to
individual attributes. These scales or indices range from those
conprised of hundreds of questions (criteria or anchor points) specific
to particular self-care, adaptive, and independent living skills and to
particular maladaptive behaviors to those comprised of general questions
(loosely defined as anchor points). For our purposes, the former
measures are termed "composite” mcasures and the latter, "global"
measures.

Composite measures based on a number of specific criteria are much
easier to interpret than are global measures. Though composite measures
are just as dependent on personal judgment as global measures, the basis
for that judgment is more explicit. The assessor's attention is
directed toward specific functional dimensions, and the extent to which
these dimensions have been realized (e.g., the ability to walk with the
aid of a cane).

There are many composite measures that have been developed, tested
and used to gauge the level of functioning of persons with mental
retardation and other developmental disabilities. HSRI and others using
this classification strategy have devised scoring protocols for a number
of the more widely used instruments, including the Inventory for Client
and Agency Planning (ICAP) used in this study.

2. Data Collection Using the Inventory for Client and
Agency Planning (ICAP)

To appreciate the functioning capabilities and service needs of
persons at GRC and Bainbridge, assessments were made using a
standardized measure.
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For comparative purposes, and in order to determine the availability
of community-based services, clients on the GRC waiting list and
additional samples of persons with mental retardation living in
community-based settings in the seven target mental retardation service
areas were assessed as well. Figure 5 lists each target sample and the
nunber of persons assgsessed.

FIGURE 5: PERSONS ASSESSED USING THE ICAP BY SAMPLING

PROCEDURE

Group N Sampling Procedure
GRC 369 All clients in service
GRC waiting list 70 All clients
Bainbridge 196 All clients in service
Fulton 21 Selected randomly from 3 service centers

and 1 residential program list
Gwinnette 15 Selected randomly from residential clients
PeKalb 30 Selected randomly from residential clients
Cobb 260 All clients in service
Lowndes 167 Selected randomly (about 50% of all clients)
Dougherty 140 Salected randomly (nearly all clients)
Thomas 15 Selected randomly from residential clients

Note: Residential services include all models, foster and support
families.

The assessment measure. C(Clients were assessed by residential
facility staff or by case managers using the Inventory for Client and
Agency Planning (ICAP). The ICAP is an assessment booklet that gathers
basic demographic information about the person being assessed (client),
as well as information about diagnoses, health and mobility, adaptive
and maladaptive behavior, services received, services needed, and
family/social activities. This combination of items makes the ICAP very
suitable for management information and planning purposes. A copy of
the ICAP is attached as Appendix B.

ICAP items were standardized in a manner that makes them clear to a
variety of respondents, resulting in high reliability. The ICAP manual
(Bruininks, Hill, Weatherman & Woodcock, 1985) describes numerous
studies demonstratirg split-half reliability, test-retest reliability,
and inter-rater reliability near or ahove r=.90 for adaptive behavior
items, and in the .80's for maladaptive behavior. The ICAP
discriminates well among clients in various residential and habilitation
programs.
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The ICAP was normed on a national representative sample of
approximately 1,700 people. Supplemental data were gathered on over
2,000 persons with disabilities. A unique feature of the ICAP is its
Service Index, an overall "level of need” score based upon both adaptive
and maladaptive behavior. Normed sections of the ICAP can be scored by
hand with the use of scoring tables, or by computer using the ICAP
Scoring and Database Program. Training sessions on the administration,
scoring and interpretation of the ICAP were conducted at GRC and
Bainbridge during the first week of June, 1987. Professional staff,
unit directors, and case managers from DeKalb, Fulton and Gwinnette
services areas (where persons on the GRC waiting list resided), attended
these sessions. All GRC, GRC waiting list, and Bainbridge clients were
assessed by or with the assistance of these staff during the month of
June. Bach unit (usually one or two buildings) at GRC and Bainbridge
has a professional team (e.g., QMRP, psychologist, social vorker,
nurse). ICAPs were completed under the direction of team leaders by
tean members or by direct care staff. In most cases, team members
reviewed appropriate sections of completed ICAPS for accuracy and
completeness. Staff of the Georgia Department of Human Resources
coordinated collection of data on waiting list clients, for whom case
managers, often with the assistance of parents or other staff completed
ICAPs.

In Pulton, Gwinnette, Dekalb, and Thomas service areas, ICAPs were
conpleted on a sample of clients by their case managers, again sometimes
with the assistance of parents or service providers.

ICAP data on clients from the Cobb, Lowndes, and Dougherty areas had
been collected earlier in the year in a pilot project conducted jointly
by the Georgia Department of Human Resources and the University of
Georgia UAP. The pilot project involved training similar to that
provided at GRC and Bainbridge.

Conpleted ICAP booklets were mailed to project staff based at the
University of Minnesota. Data were edited for completeness and logical
consistency and sntered onto a microcomputer using the ICAP software.
Respondents (wacse names and phone numbers were recorded on the ICAP
booklets they completed) were telephoned for clarification regarding any
questions that arose Jduring editing. Relatively few questions arose.

After data entry, computer generated ICAP reports were mailed back
to respondents for all clients. Data for the Cobb, Lowndes, and
Dougherty areas were edited and entered into the ICAP computer program
by staff from the Georgia UAP pilot project. Data for these clients
were forwarded to project staff at the University of Minnesota on three
computer disks. Analysis of these data was completed usiny the
Statistical Package for the Social Sciences (SPSS) on a maisframe
conputer at the University of Minnesota.
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3. Clients Waiting for Services

Information on the numbers of individuals awaiting residential and
day services in the seven mental retardation target service areas was
obtained from the Division of Mental Health, Mental Retardation and
Substance Abuse. Counts and descriptive information on persons awaiting
day services was obtained from the mental retardation service center
vaiting list reports for the years 1984 through 1986. Summary data were
obtained for the years 1984 and 1985. Complete records were obtained on
disk for 1986 so that HSRI could classify each individual by age and
level of functioning using the classification scheme described earlier.

Information on persons currently awaiting residential services was
obtained from a special survey administered by the Mental Retardation
Services Section. Again, this information was obtained from disk so
that HSRI could classify each individual by age and level of
functioning.

C. Site Reviews and Interviews

1. Site Reviews

As noted above, seven MH/MR/SA service areas were chosen for
intensive review. These sevel areas were Cobb/Dou¢las, Gwinnette,
DeKalb, Fulton, Thomas, Lowndes, and Dougherty. A member of the project
team visited each of these areas and carried out the following
activities:

e Interviews with key program administrative staff including the
developnental services chief, mental retardation specialists,
and, in some instances, the mental health, mental retardation and
substance abuse director as well as the health officer:

e Visits to residential arrangements during hrurs when clients were
at home;

e Visits to day services during hours when clients were working;



Conversations with clients regarding their lives in the
community; and

Interviewz with community staff.

In addition to site visits to community programs, HSRI staff also
visited both GRC and Bainbridge. While at the facility, staff visited a
range of living units and day programs; interviewed administrative,
professional, and direct care staff; and talked with residents.

2. Key Informant Interviews

In addition to visits to program sites, staff also conducted a
series of interviews with key state officials, providers, advocacy group
representatives, and other interested individuals. Those interviewed
included the following:

1)

2)

3)

4)

5)

6)

7)

8)

9)

Staff of the Division of Mental Health, Menial Retardation and
Substance Abuse:;

State Medicaid Officials;

Representatives of the State Department of Education;

Staff of the Division of Vocational Rehabilitation;

Representatives of the Georgia Association for Retarded Citizens,
the Downs Syndrome Congress and the Retarded Citizens of Atlanta;

Director of the Georgia Advocacy Office;

staff of the Office of Regulatory Services;

State Quality Assurance Staff;

Representatives of Family and Children's Services; and

10) Program consultants.
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FPurther, staff of the Division of MH/MR ané SA convened a meeting of
service rroviders and program administrators from the seven key
communj.cies to discuss the current community service delivery system
both in terms of strengths and weaknesses.

Finally, staff convened meetings of parents and family members of
individuals living at GRC and Bainbridge in order to more clearly
understand their concerns and expectations.

D. Pamily Survey

To gain a better understanding of the perceptions of family members
regarding their relatives with mental retardation, a mailed survey was
prepared. The respondents were the closest relatives of the people
living at Georgia Retardation Center and Bainbridge State Hospital. The
questionnaire, which is included in Appendix C of the report, was
prepared jointly by Conroy and Feinstein Associates, and the Division of
Mental Health, Mental Retardation and Substance Abuse.

The questionnaire asked the family's opinion about the quality of
the care received by their relatives, how happy they think their
relatives are with their situations, attitudes about major issues in the
field, and major concerns. Every effort was made to avoid professional
jargon and to use a layperson's vocabulary. There were 27 questions on
the survey, and it was designed to take an average of about 15, but
never any more than, 30 minutes. The survey packages were mailed out
with a cover letter from the Division explaining the purpose of the
project, a survey form, and a stamped envelope in which to return the
survey form.

As of this writing, the responses from GRC families numbered 194.
out of 402 packages sent out, the GRC response rate is 48.3%. For
Bainbridge, 113 responses were received to 188 packages, for a response
rate of 60.1%. A full description of the results is included in Section
VII, Part Onme.

B. Provider Survey

Information was collected from administrators of service agencies
across Georgia who provide services to persons with mental retardation
or other developmental disabilities. The survey process was completed
in three steps: 1) design of the survey form, 2) design of a sampling

35
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plan and distribution of the survey forms, and 3) compilation of the
information collected.

1. Design of the Survey Form

The survey form was designed to collect information regarding the
status of community-based services in Georgia. Four majcr areas of
inquiry were identified and 36 questions were developed. Appendix D
contains a copY of the survey form. Descriptions of the four survey
domains and the types of questions included within each are as follows:

e Background information. This section includes six questions
concerning the number and types of persons served, the types of
day and residential services provided, the difficulty experienced
in securing a variety of support services, and the sources used
to acquire these services;

® Program staffing. This section includes 19 questions pertaining
to the direct care and supervisory staff employed by the
rasponding agencies, and covers the number of staff employed,
compensation, staff recruitment, staffing models, and staff
training;

e IAgency/Policy operations. This section includes four questiocns
concerning systems for managing information, assuring quality in
service provision, and case management; and

e Juture directions and community involvement. This final section
includes seven questions pertaining to previous efforts to place
institutional residents into comnunity programs, public attitudes
and potential obstacles regarding the establishment of community
programs, and current service priorities.

2. Sanmpling Plan and Survey Distribution

To elicit a broad and representative response, 63 sur‘ey forms were
sent to administrators of services offered through both tne public and
private sectors. Specifically, forms were sent to administrators at
each of the 27 MH/MR/SA areas. The remaining 36 forms were sent to
administrators of private non-profit service agencies. These agencies
vere chosen by staff at the Department of Human Resources, and were
selected based on their geographic distribution and diversity.

13
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Respondents were each sent a survey form, along with a letter to
describe the purpose of the survey and to urge their participation.
Additionally, a prestamped and addressed envelope was included for use
by the respondents to return completed survey forms. Figure 6 shows a
map of Georgia divided into its 27 program regions and indicates the
number of forms distributed in each.
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FIGURE 6: SURVEYS DISTRIBUTED BY 27 PROGRAM REGIONS
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3. Compilation of Survey InTormation

Each of the 63 survey forms was precoded to track return patterns
and to simplify the data compilation process. Returned forms were first
screened to identify any difficulties the respondent may have had in
interpreting the questions. In a few cases, staff at the Division of
Mental Health, Mental Retardation and Substance Abuse contacted
respondents by phone to clarify certain responses. Subsequently, the
information collected was coded and prepared for statistical analysis.

The number of respondents returning survey forms totaled 46 of 63, a
response rate of 73.0%. Figure 7 displays the response pattern by the
27 program regions. As shown, responses were received from 24 of the 27
public sector service centers, including representation from six of the
seven target areas. Additionally, responses were received from 22 of
the 36 administrators of the private non-profit service agencies.
Responses were not received from any administrators in two of the
program regions.




FIGURE 7:
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F. Manpower Assessnent

To support the community placement of present GRC and Bainbraidge
residents, a great variety of staff will be required. In assessing
manpower needs and potential, project staff focused on these four types
of staff 1) direct care, 2) supervisory, 3) specialized habilitative
(e.g., physical therapists, occupational therapists, speech/hearing
therapists, behavior specialists), and 4) medical/health. These four
types of staff are essential to the success of any plan to provide
community-based services and various parts of the report make reference
to their need and availability.

The status of other types of staff was not assessed (e.g.,
maintenance personnel, cooks, pharmacists). Many of the duties
currently performed by these specialty personnel at GRC and Bainbridge
vill be assumed by community program staff, or by persons or businesses
already available in the community.

The assessment of available manpower to staff the additional
community-based services required to accommodate the target populations
utilized information from four major project activities: review of
Georgia records, the community provider survay, key informant interviews
and HSRI's Strategic Planning Model.

® Review of Georgia records: The Georgia Department of Labor
provided data on county, regiocnal and state unemployment rates,
Local labor departments in the seven targeted communities
provided data on the numbers of applicants seeking work in
specified occupations during the past month and past year. Other
Georgia records were reviewed for information pertaining to the
numbers of staff by occupation employed at GRC and Bainbridge,
their home counties and to community and institutional
comparative salary rates.

e Community provider survey: The survey included a number of
.questions aimed at community staffing issues (see the previous
section). Data was collected on the types of staff employed,
turnover rates, recruitment difficulties and strategies, and
general accessibility to professional services. Data was
analyzed by the seven target communities, by population density
and by regional unemployment rates.

e KXey informant interviews: Numerous telephone interviews provided
data on alternate sources of labor. Representatives from three
Atlanta metro region Private Industry Councils, Atlanta JTPA,
Community college human services programs, and professional
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organizations discussed labor potential and constraints. On-site
interviews provided anecdotal information on the characteristics
of staff employed in the state hospitals and communities.

o Developaental Disabilities Strategic Planning Model (DDSPN): The
DDSPM is a computer-based planning tool designed by HSRI staff to
aid in the design of service systems for persons with mental
retardation and developmental disabilities The DDSPM was used
to calculate the numbers of direct care staff and professionai
staff needed to provide services according to recommended staff
ratios and service utilization rates.

Together, these data were used to assess present staffing
capabilities and to project future staff needs and availability, given
closure of GRC and Bainbridge.

G. Zoning and Local Code Reviews

To assist staff in assessing constraints to developing and siting
residential arrangements in various communities in the state, a number
of documents were reviewed including the revised state fire code, local
fire and building codes in the seven target program areas, descriptions

of court challenges revolving around siting issues, and national reviews
of zoning issues and model zoning statutes.

H. sService Utilization and Cost Projections
1. Ongoing Service Requirements and Costs

The Human Services Research Institute employs a computer-based
model, the Develoymental Disabilities Strategic Planning Model (DDSPM),
to project service requirements and operating cost under alternative
community-based service approaches.

There are five types of input data that are entered into the Model:

e The current demand for services by clien® level of functioning:
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¢ The percentage change projected in demand by client level of
functioning;

e The proportion of clients projected to utilize different types of
services (See Part Two, Section III):

e The projected level of utilization of these services among
service users;

o The unit costs of the different types of services.

The demand data -- the first two types of inputs -- are discussed in
Subsection II;B; 3. The last three types of inputs are discussed below

Except for their particular handicaps, persons with developmental
disabilities are no different than anyone else. All require food,
clothing and shelter, and in the event of illness or trauma, they
require the services of health practitioners. To the extent that their
impairment limits their capacity to care for themselves (self-care
skills), move about (mobility skills), and carry on activities of daily
living, educational and vocational pursuits, they require supervision
and support. At the same time, in the interest and to the benefit of
both the individual and society, they should be afforded the opportunity
to learn those skills necessary to reduce their dependence on others.

Stated in terms of particular service requirements, this translates
into six general classifications of services, each of which contains
some number of service subclassifications or types. As shown by Figure
8, 42 types of service make up the complement of services planned for
persons in the GRC and Bainbridge service areas. The service
nomenclature is an amalgam of services identified in Division of Mental
Health, Mental Retardation, and Substance Abuse standards, plans ard
budgets. Taken together these services represent the complement o
services to be offered as an alternative to services at GRC and
Bainbridge. These services are listed on the following page.




FIGURE

8: SERVICE TAXONOMY

SERVICE
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ICF-MR III HIGH SUPERVISION
GRP HOME IVA MEDICAL SUPERVISION
GRP HOME IVB BEHVR MANAGEMENT
GRP HOME III HIGH SUPERVISION
GRP HOME II MOD SUPERVISION
GRP HOME I MIN SUPERVISION
SPECIALIZED CARE IV FAMILY
MEDICAL CARE III FAMILY
SPECIALIZED CARE III FAMILY
SPECIALIZED CARE II FAMILY
SPECIALIZED CARE I FAMILY
INDEPENDENT

SEGREGATED PRE-SCHOOL
INTEGRATED PRE-SCHOOL

WORK ACTIVITY

SHELTERED WORK

INTEGRATED ADULT SERVICES
SUPPORTED EMPLOYMENT

SPEECH & HEARING THERAPY
PHYSICAL THERAPY

OCCUPATIONAL THERAPY

CRISES INTERVENTION

INDIVIDUAL THERAPY

GROUP THERAPY

PERSONAL CARE SERVICES

PREVENTION/MAINTENANCE
HOME HEALTH SERVICES
ACUTE CARE

STAFF TRAINING

FAMILY EDUCATION & SUPPORT
LEVEL IV RESPITE

LEVEL III RESPITE

LEVEL II RESPITE

LEVEL I RESPITE
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For the jurposes of projecting reasonable service utilization levels
and costs, HSRI relied as much as possible on empirical data -- Georgia-
specific data and data from other states. HSRI is alert to the fact
that service utilization rates depend heavily on service availability
and programmatic philosophy, and in some cases staff found it necessary
to adjust actual service utilization figures in order to bring them to a
Programmatically acceptable level -- a moderate level. Moderate service
plans provide for "active treatment" wherein clients receive formal
programs of skill building designed to at least mairtain their level of
independence (residertial and day services). Clients receive health
maintenance as well as zedical treatment for particular problenms
(medical services). Additionally, clients receive specialized services
designed to help them compensate for chronic and disabling medical,
behavioral or physical conditicns, and to ameliorate overriding
conditions.

2. Change Management and Start-up Costs

Estimates of the one-time costs of managing the transition from
institution to community-based services, and of progranm start-up costs
are best derived from experience in other states, HSRI drew from its own
consulting experience in several states, and conducted a mail survey of
all state developmental disabilities councils and MR/DD authorities and
of selected research organizations known to have been involved in like
efforts.

HSRI also searched its own library for relevant information. The
major sources of information referenced in preparing these estimates are
listed in Appendix A.

3. CcCapital Costs

Prototypical plans and relevant cost factors were prepared for four

major residential options, with sub~options as noted:

1. Apartments (2-3 beds); renovated buildings for both ambulatory
and nonambulatory residents.

2. Small Group Homes (3~5 beds); renovated buildings for both
ambulatory and nonambulatory residents.
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3. Large Group Bomes (6~8 beds); new construction and renovated
buildings for both ambulatory residents.

7/

4. Smajl ICr-Mr (6 beds); nev construction for both ambulatory and
nonambulatory residents.

These residential options are distinguished by standards for
administration, care provided, and for physical facilities as
established in regulations of the Georgia Department of Human Resources,
which in turn relate to the Department's standards for the resident
population to be served in each type of setting. Except for the
apartxu.nt option each type of facility listed above is governed by
either the "Minimum Requirements for Group Homes 1974" or the "Rules and
Reguiations for Intermediate Care Homes" (1976). In addition, since
building codes vary from one locality to another, the "Proposed Rules of
Safety Fire Commission, Chapter 120-3-21" (1986) are utilized as a
conservative standard for this study. This document makes substantial
reference to the "Life Safety Fire Code,” NFPA 101, 1985 edition.
Intermediate Care Facilities are also cegulated by the Federal Title XIX
standards for accessibility and usability by people physical handicaps.

J. Review of Documents

A wide range of policy n2.erials was reviewed in preparation for
this report including state statutes, policy memcs, regulations, guality
assurance standards, consultant reports, materials from the
Developmental Disabilities Council, cost and client data, the state
Medicaid waiver application and other pertinent reports and documents.

4 6
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III. WHO ARE THE TARGET POPULATIONS AND OTHER POPULATIONS OF
CONCERN?

A. Target Population

1. +Where do they live?

The two primary target populations presently reside at the Southwest
Developmental Center at Bainbridge and Georgia Retardation Center (GRC).
What follows is a brief description of each facility.

a. Southwest Developmental Center at Bainbridge

Bainbridge is located in Decatur County in South Georgia. It is
approximately 40 miles from Tallahassee Florida. The facility admitted
its first residents on June 20, 1967. Prior to this, Bainbridge had
been the Lynn Air Force Base. In 1966 a supplemental appropriations
bill which included $600,000 for setting up the facility as a mental
health program was approved. The land on which the State Hospital
exists was deeded to the State of Georgia from Decatur County for $1.00.
At the time of its opening as a mental retardation facility, it was
adninistratively linked to the Southwest State Hospital at Thomasville.
In the late 70's efforts were mounted to separate the mental retardation
facility from the mental health hospital, but due to cost factors
associated with separating the two units it was deemed not feasible.
Some of the administrative costs for Bainbridge, therefore, are
integrated into the Southwest State Hospital budget.

SDC currently has 197 individuals living there, all of whom are
ambulatory. The campus spreads over 209 acres of land, and includes 23
buildings. The entire facility is certified as an intermediate care
unit for the mentally retarded (ICF-MR). There are currently 385 staff
at Bainbridge (232 direct care that include behavioral technicians,
health service technicians, LPNs, shift supervisors, activity
therapists, insiructors; 48 professional staff that include doctors,
nurses, psychiatrists, social workers, dietitians, unit directors,
psychologists, occupational and physical therapists; 34 administrative
staff that include secretaries and records personnel; and 70 "other"
staff that include security, housekeeping, grounds maintenance and food
service). These staff give Bainbridge an overall staff:client ratio of
1.95:1, and direct care staff ratio of 1.18:1. 1In a study conducted by
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the State of Nevada, Division of Mental Hygiene and Mental Retardation
(1983), the State of Georgia ranked third out of 48 states in the
richness of staffing ratios. In a related analysis that was part of the
sane study, Bainbridge again ranked high in staffing -- 152.5 out of 205
institutiors.

b. Georgia Retardation Center

Georgia Retardation Center is locatad in northern DeKalb County. It
sits on 98.4 acres in Chamblee Georgia, and serves 37 north Georgia
counties. GRC has four residential unitas that are TCF-MR certified and
serve a total of 286 individuals. There are three additional units that
are licensed for Skilled Nursing Care for Persons with Mental
Retardation (SNF/MR). There are 94 persons living in the SNF/MR units.
Those individuals living in the SNF/MR require more intensive medical
services. GRC is accredited by the Accreditation Council for Services
for People with Developmental Disabilities (ACDD). GRC has 934 staff
(578 direct care, 156 professional, 46 administrative staff, and 154
“"other” staff). This translates into a staff:ciient ratio of 2.46:1, or
a direct care staff:client ratio of 1.52:1. GRC was rated even higher
in the Nevada study -- 183.5 out of 205 facilities nationwide.

2. Description of the Institutional Population

As noted previously (See Section II;B), persons residing at the
Georgia Retardation Center and Baintridge (SDC) were assessed using the
Inventory for Client and Agency Planning (ICAP). Figures 9 presents
sunpary information from these ICAP assessments. As shown, a total of
565 institutional residents were assessed, 369 at GRC and 196 at SDC.

Review of this figure prompts the following observations:

e ¥While 43% (n=158) of those at GRC are non-ambulatory ( i.e., use
vheelchairs), all Bainbridge residents are ambulatory;

® GRC residents are slightly younger than Bainbridge residents,
though the majority in each facility are between 22-39 years old;

e Both GRC (n=103) and Bainbridge (n=43) house persons aged 21
years and younger. These children will require community-based
special education services near their new residences once
outplaced;
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® GRC clients are somewhat more limited in their adaptive behavior
than Bainbridge residents, a finding that is likely tied to the
number of persons with physical disabilities at GR&C;

o The level of mental retardation of persons at GRC and Bainbridge
is roughly equivalent. Of those at GRC, 87% are classified as
having severe or profound mental retardation, while 81% of the
Bainbridge residents are likewise classified;

o Residents at GRC tend to display less challenging behavior than
those at Bainbridge. Again, this finding may be explained by the
greater number of p. ysical disabiiities among those at GRC;

e There is at GRC a significant number (n=94) of persons who
receive daily or constant nursing care, while only 14 persons at
Bainbridge receive such care. Likewise, a greater proportion of
GRC residents (n=63 or 17%) have seizures monthly or weekly than
do Bainbridge residents (n=12 or 6%); and

¢ VWhen average "service scores™ are compared, the GRC and
Bainbridge residents appear to be quite similar in terms of the
overall difficulty of providing care. The average service score
at GRC is 31, while at Bainbridge it is 30. This index can yield
scores from 1-99, with lower scores indicating greater need for
supervision and assistance than higher scores.

Taken together, these data reveal a target population composed
mostly of adults, though there are numerous persons of school age, who
possess significant limitations in adaptive behavior. The populations
at the two institutions, however, should not be considered as identical.
Many persons at GRC have medical conditions and/or physical disabilities
that must be taken into account when plannirg for community placement.
GRC, unlike Bainbridge, also serves some children under age 6. Though
the population are comparable with respect to the "service score index,"
the types of services needed may differ significantly between these two
groups. .

These data are useful when considered in aggregate. To plan
individual plans pertaining to community placement, however, each person
nust be re-assessed and considered in light of his/her own personal
needs.
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3. Descraiption of Those on the GRC Waiting List

Persons awaiting placement at the Georgia Retardation Center (N=70)
vere also evaluated using the ICAP. There is no comparable waiting list
at Bainbridge. Summary results of these assessments are displayed in
Figure 10 and suggest the following observations:

e The majority of those awaiting placement at GRC are relatively
young, with about half aged 21 years or younger;

e Though most can walk, a significant number (N=27 or 39%) are non-
ambulatory;

o The great majority (N=58 or 83%) are classified as having either
severe or profound mental retardation;

e Relatively few of these persons have significant medical
complications, most (N=54 or 77%) have no uncontrolled seizure
activity and most (N=57 or 81%) require nursing care less than
monthly;

o Though these persons live in a variety of residential settings,
most (N=47 or 67%) live with family or relatives;

® A significant number are without any day program (N=18 or 26%):
and

® As a group these persons have significant limitations in their
capacity to perform adaptive living <:ills, and require great
anounts of supervision and assistance.
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4. Target Populations by Planning Group

As alluded to earlier, client profiles derived through use of a
standardized measure such as the ICAP can be used to assign clients to
one of the ten HSRI planning groups. Using the ICAP data, Figure 11
shows the numbers of persons assigned to each planning group by target
population and age group. As shown by this figure:

e the great majority of clients are assigned to planning group 3,
those with significant skill deficits (level IV skill/supervision
level):

e relatively few are classified as having overriding behavior
problems; and:;

e a significant number of persons at GRC are assigned to planning
group 1, those with overriding physical and/or medical
conditions.

Figures 12 and 13 show the distribution of the target populations by
pPlanning group and service area of origin for Bainbridge and GRC waiting
list.
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TARGET POPULATIONS BY PLANNING GROUP AND AGE

FIGURE 11
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SERVICE AREA OF ORIGIN OF GRC RESIDENTS AND

WAITING LIST CANDIDATES BY PLANNING GROUP AND AGE

FIGURE 13
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B. Other Ponulations of Concern

1. Description of Persons Receiving Community-Based
Services in the Seven Mental Retardation Service Areas

As was noted previously (See Section II;B), a sample of 648 persons
receiving services in community programs was assessed using the ICAP.
Figure 14 provides summary information on these persons and shows that:

® The great majority of those cssessed are living at home with
family members;

® Most are aged between 22-39 years, though 108 are school aged and
12 are over 62 years old;

e Over half (n=372 or 57%) are classified as having moderate to
mild retardation;

® Very few require daily or constant nursing care or have seizures
monthly or weekly;

e Tlough these persons are spread among a range of day progranm
o tions, most attend either a Day Activity Center or Work
Activity Center;

Overall, it appears that community programs are serving a diverse
group of clients, including a large number perscns who are identical to
GRC and Bainbridge residents in level of functioning. As a group,
however, community clients are less severely disabled and have fewer
overriding physical, medical and behavioral problems, especially when
contragsted with the population at GRC.
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2. Description of Individuals Receiving and Awaiting
Community Services by Planning Group

The ICAP data presented above regarding those receiving community
services was used to assign the 548 community clients to an HSRI
planning group. Additionally, data provided by the Divisior of
MH/MR/SA, based on persons waiting for community services were also
assigned to planning groups. Though this information did not involve
ICAP assessments, it did provide sufficient profiles of those on waiting
lists to assign each to a planning group. Figure 15 shows the
distribution of those receiving and community services by planning

group.
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Figures 16 and 17 display similar information on those awaiting
residential and day services by age group and service area with Figure
18 displays persons in service by service area.

® the vast majority of persons awaiting residential and day
services in the seven MR service areas are adults. These
individuals are spread across all skill levels (I - 1IV).

A sizable number of individuals are reported to have severe
behavior problems.

Nearly all persons awaiting service are ambulatory and only a few
require on-site medical support.
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CURRENT COMMUNITY CHLIENTS BY PLANNING GROUP,
SERVICE AREA AND AGE
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C. Comparison of All Study Populations by Planning Group

Figure 19 shows a comparison of all study populations for whom ICAP
profiles were prepared, including those at GRC and Bainbridge, those
awaiting placement at GRC, and a sample of persons receiving community
services.
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Figures 20, 21 and 22 display tba number of persons assigned to each
of the ten planning groups by thrze age groups and by study population.
Figure 23 displays similar infccmation for all age groups.
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IV. WHAT DOES THE CURRENT COMMUNITY SYSTEM LOOK LIKE?

A. Introduction to the Community System

The community mental retardation system in Georgia was one of the
first to be initiated in the country. The system dates back to 1967
vhen the state legislature allocated money to support community-based
day service centers for persons with nental retardation. The systenm,
now is organized into 27 mental retardation service areas comprised of
one or more counties. Each mental retardation program is part of a
larger community mental health, mental retardation and substance abuse
program which functions under the county health board. Rasponsibility
for each of the 27 service entities lies with the county health officer.

In each mental health,mental retardation and substance abuse area in
the state, the mental retardation portion of the program is managed by a
developmental services chief. The developmental services chief reports
to the director of the agency who in turn reports to the health officer
and health board. The developmental services chief is assisted by
mental retardation specialists who perform a variety of residential
nmanagement, placement, monitoring, and administrative functioms.

Unlike most other states, the community system in Georgia is
primarily operated by public employees. With the exception of a few
private, non-profit residential providers, the bulk of residential
services are run by county employees. Day services are provided through
100 publicly operated Health Boards and through 30 local non-profit
agencies. Though private day and residential providers are in most
ingtances integrated into the local community system, they maintain a
contractual relationship with the state not with the area mental health,
mental retardation and substance abuse program.

The total community residential services budget is $17,555,074 of
which $12,495,996 is state funds and $5,059,078 is supplied by federal
SSI and SSDI funds. The current residential system serves approximately
1240 individuals. Day services are surported by $68,787,446 -~
approximately 40% of which come from the federal Social Services Block
Grant. At the end of 1986, day services were provided to 9,247
individuals.
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B. Types of Day and Residential Services Offered

A great variety of day and residential services are offered in
Georgia's communities to persons with mental retardation or other
developmental disabilities. Those residential services that are offered
include:

e Level IV communily residences. Clients living in these
residences have significant skill deficits und receive an intense
degree training and supervision (and/or direct physical
assistance) pertaining to nearly all skill domains.

Additionally, they have secondary disabling conditions, such as
serious medical problems, debilitating physical anomalies, or
they display serious challenging behavior:

e Level III community residemces. Persons living in these
residences have significant deficits pertaining to basic care
skills. They receive training, supervision and assistance that
focuses on a variety of basic self help skills such as eating,
toileting and dressing:;

e Level IT community residences. Persons living in these
residences have mastered basic self help skills. They receive
training, supervision and assistance that focuses on fundamental
activities of daily living such as cooking, community mobility,
household routines and shopping;

e Level I comsunity residences. Persons living in these residences
have mastered basic self help skills and many fundamental daily
living skills. They receive training, supervision and assistance
that focuses on more advanced skills of daily living such as
budgeting, nutrition, paying bills and other topics relevant to
independent living;

8 Family perscnal care (Developmental training homes). These hones
can house persons of any skill level. Typically, private
comnpunity citizens offer to provide care within their own homes
to one or more persons with disabilities; and

e Semi-independent 1living. Persons utilizing this service live in
their own apartments or homes and have mastered many of the
skills needed for independent living. These persons receive
training, supervision or assistance as needed that focuses on
advanced daily living skills.
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Likewise, persons with mental retardation or other developmental
disabilities may be receiving day services within any of the following
types of programs:

e Preschool services. These services, targeted for children
younger than five years old, are designed to maximize the child's
attainment of age-appropriate developmental skills in a variety
of areas including motor development, communication,
socialization, self-help and cognition, and to diminish the need
for specialized services later in life. This type of early
intervention may be delivered in the child's home, in a setting
outside the home, or in combination;

e Special education. These services, provided through the public
schools for children of school-age, focus in the primary grades
on teaching age-appropriate skills, emphasizing different types
of skills depending on the nature and extent of the child's
disability. As the child grows older, instruction focuses
increasingly on developing community life and vocational skills.
Services can be provided in any of four environments: the child's
home, regular classrooms, special classrooms, and other
specialized environments;

® Work activity centers. These centers are designed for persons
deemed to have skill deficits so severe that their productive
capacity is called into question. Persons assigned to WACS
produce at a rate that is less than 50% of the production
standard set for persons without disabilities by the Federal Wage
and Hour Division of the US Department of Labor. While attending
a WAC, clients may receive a range of habilitative and
therapeutic services;

e Sheltered workshops. These programs utilize work experience and
related services to promote progress toward a productive
vocational status. Clients working in these shops typically are
capable of producing at a rate of at least 50% of what is
expected ¢ erson3 without disabilities:;

® Integrated vocational programs. This type of program places
persons with disabilities into a job within the private community
sector. Typically, clients are grouped together as an "enclave"
or "industrial work station” and are supervised by program staff;

e Supported work programs. This type of program also places
persons with disabilities into a job within the private community
sector, but such placements typically accommodate a single
client. The client is supervised by program staff or a "job
coach.” 1In many instances such support can be withdrawn as
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appropriate, with fellow workers eventually providing support as
needed; and

® Senior citizen programs. These programs are designed for persons
of advancing age for whom a vocational service objective is
deemed inappropriate. The service focuses on teaching needed
community living skills, but provides ample opportunity to
participate in recreational and leisure activities.

Figure 24 shows the number of clients served within these day and
residential service types by those agencies represanted by persons
responding to the Provider Survey (See Section I;E). The totals in
service, therefore, are somewhat less than the total figures noted at
the beginning of Section IV. The information shown suggests that,
though a variety of services are available in the community, the most
popularly used day service is the work activity center, while the most
used residence type is the developmental training home. Whether the
services these clients receive are most appropriate given their needs
was not addressed by the survey, leaving this issue open to discussion.

FIGURE 24: NUMBER SERVED IN DAY AND RESIDENTIAL SERVICE
BY RESPONDENT AGENCIES TO PROVIDER SURVEY
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WVhile the above figures suggest that the bulk of individuals being
served in the community are in developmental training homes and in work
activity centers, the on-site interviews suggest a much richer service
array. With respect to day services, the on-site interviews revealed
that many local administrators are moving to diversify services and are
initiating a range of innovative services including supported work,
enclaves in industry, and community work crews. Further, with respect
to residential services, project staff saw individuals living in a wide
variety of arrangements including supervised and independent apartments,
group homes, and other group care arrangements.

C. Specialized Support Services Offered

Aside from day and residential services, persons with disabilities
may also require a range of specialized supports. Additionally, those
providing care may also profit from services designed to enhance their
caregiving capacity. Just as in other states, the availability of
needed client and caregiver supports can vary by type of support and
geographic area.

Figure 25 is based on results of the Provider Survey. The figure
displays 22 service types and shows from what source survey respondents
primarily obtain each service. Review of this figure suggests the
following observations:

¢ Most types of medical services are available, though home health
care, nursing care and dental care were deemed unavailable by
some respondents;

¢ A significant number of respondents (N=23 of 43) indicated that
dental services are obtained from the state institution:

e Other client supports, from case management to crisis
intervention programs, are typically available, though each
service was rateu as unavailable by at least one respondent;

¢ Those client supports most often rated as unavailable include
attendant care, occupational therapy, physical therapy and
speech/hearing therapy:

¢ Most service agencies provide their own siaff training;
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® Though caretaker supports seem available in most areas, a
significant number of areas are without needed technical
assistance anc do not offer families training or respite.
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In addition to the provider survey, project staff queried program
providers and administrators from the seven target mental health, mental
retardation and substance abuse service areas regarding the availability
of specialized and support services. Their responses, which came during
a group forum, support the findings above and suggest some additional
issues. Specifically, with respect to individuals with serious
behavioral and medical problems, the participants noted that additional
consultation was needed in the area of neurology and pharmacology.
Additionally, they noted the need for some form of back up residential
crisis arrangement for individuals with challenging behavior. The group
also noted that day service centers functioned in many instances without
senior behavior specialists.

There was also a consensus regarding the need for additional
supports for families with severely handicapped children. Problems in
securing respite services were noted as well as an inability to provide
supplemental services such as home adaptation.

During the course of site visits, problems in securing assistance
for individuals with behavioral difficulties wer~ noted. This was not
universal, however. In Cobb/Douglas, for instance, program
administrators stated that they had no trouble in securing psychiatric
assistance for clients. They also noted, with respect to clients with
medical difficulties, that responsive medical care was available on a
routine basis.

Vith respect to the Clinical Evaluation Teams (where they exist),
local administrators noted that CET personnel primarily perform
diagnosis and evaluation at intake and are not, as a rule, available to
supply back-up to providers of residential and day services.

D. Who Provides Care?

The community provider survey and on-site visits provide a picture
of the direct care staff working in facilities serving persons with
developmental disabilities throughout Georgia and in the target areas.
This section will report on findings pertaining to: age and occupational
achievement of community-based staff, turnover rates, salary, prior
experience, amount of training received, and training needs. Where
important, findings are contrasted by north and south target areas,
public and private providers, and regions with high and low unemployment
rates. Finally, a comparative assessment is made of community based and
institutional staff.

e Age: 26% of all survey respondents (the largest percentage)
indicated that the age group they most frequently draw " to

>
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staff residential facilities is persons aged 35-55. Twenty-one
percent of the respondents indicated that persons aged 23-28 was
the most predominant age group staffing their facilities. No
respondents indicated that they use staff ages 17~22 as their
first, second, or third most often used staff pool. These
tendencies were consistent for both north and south target
service areas.

Day facilities show greater use of younger staff, with
resporudents equally divided (34% and 33%) in terms of their use
of staff ages 23-28 and 29-34.

Education: High school graduates was the most frequently used
source of labor for 39% of residential respondents and 50% of day
service providers. Thirteen percent of residentizl providers
used staff with some college primarily, as did 17% of day
providers. These tendencies were consisteat for both north and
south targeted areas.

Recruitment: TYigure 26 shows that 66% (N=38) of survey
respondents indicated that it takes four weeks or more to fill a
day services direct care position, whereas 34% indicated that it
took four weeks or less. 1In contrast, Figure 27 shows that 43%
(N=30) of survey respondents fill residential service positions
in four weeks or more, whereas 57% fill these positions in under
four weeks. The most difficult position to fill is supervisory
staff as revealed by Figure 28, with 75% (N=44) of respondents
indicating that it takes over four weeks to fill a position and
25% showing less than four weeks. These findings did not
significantly vary by regional unemployment rates.




FIGURE 26:

TIME TAKEN TO RECRUIT DAY SERVICRS STAFF
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FIGURE 27:

TIME TAKEN TO RECRUIT RESIDENTIAL SERVICES STAFF
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FIGURE 28: TIME TO RECRUIT SUPERVISORY STAFF
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® Turnover rates: Based on the provider survey, the average annual

turnover rate fez full time direct care residential staff is 27%,
and 26% for day facilities. In regions with a higher than state
average unemployment rate (5.2%) the average annual turnover
rates in day facilities decrea=as to 17%, whereas in regions with
low unemployment rates (less than 5.2%) the turnover races jumps
to 31x. Turnover rates of residential staff in low and high
unemployment areas did not show substantial change.

Staff salaries: Mean salary rates for full time live-in
residential direct care staff in public facilities is $12,267,
vhereas in private facilities it is $11,627. Mean salaries for
public full time shift staff is $12,079. The mean for private
residential fulltime shift staff is $12,000.

1}

Full time day service workers earn an average - $12,207 (range
§10,656 tr $13,000).

Kxperience: Figure 29 shows that 33% (N=30) of the respondents
indicated that new residential direct care staff have no prior
experience in providing commupity-based care, 53% have some prior

&0
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experience. Only 14% of respondents indicated that staff were
fairly or very experienc-4. (Other data are missing). Regarding
day facilities, Figure 30 reveals that 47% (N=36) new day care
staff have no experience, 45% have some experience, and only 8%
indicating that new day staff are fairly experienced. These data
vere consistent for both north and south target service areas.

FIGURE 29: EXPERIENCE OF NEW RESIDENTIAL STAFF
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FIGURE 30: EXPERIENCE OF NEW DAY STAFF
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e Amount of training: Figure 31 shows that 64% (N=45) of
respondents indicated that direct care staff (both day and
residential) received 6 days or less training in a given work
year. Thirty-six percent indicated that staff receive 7 days or
more training per year.

FIGURE 31: TRAINING DAYS OFFERED DIRECT CARE STAFF
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¢ Training needs: Figure 32 reveals that the most frequently noted
training need among ..11 respondents was evenly divided between
“teaching methods" aid "crises intervention methods." Other
frequently noted topics are: staff supervision, community
integration/organization, facilitating client choice making, and
sign language/communication. Four out of four southern targeted
service areas differed from this pattern by noting their greatest
training needs in the areas of physical and occupational therapy.

FIGURE 32: CITED TRAINING NEEDS

Number of Responaents Number 2>f Respondents
Identifying Topic as Not Identityiag Topic
a Training Need as a Training Need
(Descending Order)
TOPIC

Crisis Intervention 33 11

Teaching Methods 33 11

Staff Supervision 32 13

Community Integration 31 13

Client Choice Making 31 13

Sign Language 30 15

Verbal Counseling 27 18

Physical Therapy/OT 27 17

Choosing Ind. Objectives 26 18

Writing Program Plans 19 24

Novmalization Primciples 16 28

Household/Program Routines 14 30

First aid 9 30

In sum, we find that community residential staff are predominantly
niddle aged with younger staff being used in day facilities. Most
community staff are high school graduates, have had li“tle or no pricr
experience in community-based care, and receive under 6 days of training
per year. Average salaries for both day and residential facilities is
$12,126 and the mean turnover rate is 26.5%.

Although the data presented above may discourage some with regard to
the present capacity of community staff, it is important to review this
data with several other points in mind. First, this overall picture of
direct care staff is not substantially different in other statos.
Further, deinstitutionalization of persons, even with serious medical,
physical and behavioral challenges, has occurred successfully given
comparable staffing capacity in other states (Conroy & Bradley, 1985).

Auother major consideration is the qualifications of direct care
staff in Georgia's state institutions. The project team was not able to
survey direct care staff employed at GRC or Bainbridge. However,

20
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anccdotal reports and on-site observations suggest that GRC is
struggling with a high turnover rate among direct care staff, that
institutional staff have educational achievements comparable to
community staff, and have had little experience in the field at their
time of hire.

E. Administrative Issues

In an effort to determine the level of administrative capacity at
the local level, the provider survey included questions on three key
areas: quality assurance, data availability and management, and case
management.

1. Quality Assurance

Local providers and administrators were asked to describe the types
of mechanisms empleyed to assess the quality of local services. Figure
33 displays the responses. As expected, virtually all of the
respondents noted that they participated in the state's quality
assurance reviews (inexplicably, two did not). The next most frequently
used mechanism was some form of internal quality assurance. The
preponderance of respondents also noted that they followed some form of
grievance procedure. That seven respondents did not suggest they use a
grievance mechanism may suggest a lack of information about the state's
client grievance regulations.
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FIGURE 33: QUALITY REVIEW PROCESSES BMPLOYED
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Interestingly, slightly less than half of the respondents noted that
they used Program Analysis of Service Systems (PASS) as a form of
program review. In contrast, very few respondents had successfully
sought national accreditation. Finally, more than half of the
respondents also employed some form of peer review and/or citizen and

family review.

2. Data Coliection and Program Management

An important aspect of community capacity is the ability to manage
current services and to plan strategically for future service provision.
In order to better understand these issues, respondents to the mail
survey were asked to report on the types of information that they vere
capable of generating. Figure 34 displays the results of that question.




FIGURE 34: TYPES OF INFORMATION AVAILABLE TO LOCAL
PROGRAM MANAGERS

TYPES OF IXYORMATION COULy IT 3% PRODUCED?

| ! |
| | !
! | | |
: bons | 10 |

| | |
| XUNBRR OF CLIZNZS I¥ sERYICR I U | 1
| CLIZNY DISABILITY TTPX [ | 5 |
| CLIZRT FUNCTIONING [EVEL (. | 1
| CLITNY 1C2 (I } |
| CLIZNTS 3Y SERVICE R2ECBIVED [ | 8
| CLIZNTS NITE INDIV. TRAINING PLAES] {2 I « 1
| NUMBER OF CLIBNTS DISCIARGED Il | 5
| STAFP/CLIENT RATIOS 3Y SERVICZ | M P12
| PROVIDER P2R DIZN/UNIY COSTS U Y I
| STAFF SILIRIZS P1ID R ¥ I £
| ANNUAL TZPRNDITURBS 3Y SERVICZ | 36 I LI
| STAIY TRAINIXG PROVIDRD I ¥/ } 3o
| ! ' '

70

The responses suggest that the vast majority of agencies are capable
of generating information about the characteristics of the clients being

served in the system. However, one half of the respondents are capable
of producing information on per diem or unit costs, one fourth do not
have information on staff/client ratios, and about 20% are not able to
describe annual expenditures by service category. The ability to
produce such information will be important in an expanded and
increasingly sophisticated systen.

3. Case Coordination

Key informant interviews and on-site reviews revealed that case
coordination is currertly being carried out by mental retardation
specialists for iadividuals in residential settings and by service
center staff for those individuals enrolled in day services. The
current structure can' therefore be characterized as an internal case
management program (i.e., case managers work for the same organization
that provides services). Interviews also suggested that coordination
between resideatial and day service case managers was sometimes

problematic.

Y
3y




In order to improve case management services, the Division is
currently in the process of initiating a new program for persons with
mental retardation as well as mentally ill individuals and substance
abusers. The new unit will report to the area director of mental
health, mental retardation and substance abuse and the proposed case
load will be approximately 40. Since the new program will be
reimbursable under Title XIX, clients must also be Medicaid eligible.

To gain a clearer picture of how case management was perceived by
local providers and administrators, the survey asked for a ranking of
the types of improvements that could be made. Figure 35 shows the
results of this inquiry.

FIGURE 35: SUGGESTIONS FOR IMPROVED CASEKE COORDINATION
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These responses suggest that the majority of those responding feel
that the numbers of case managers should be increased, that case loads
should be reduced, and that case manager training should be increased.
There is also strong sentiment to reduce the paper work currently
involved in case management and to provide more specific descriptions f
case management responsibilities. The state's proposed Title XIX case
Ranagement mechanism will address many of these issues.

F. Community Acceptance

The extent to which local community attitudes and legal structures
are hospitable to the development of programs for persons with mental
retardation is crucial to the expansion of services. For this reason,
several questions were included in the mail survey on this topic.
Figure 36 displays community reaction to day programs and Figure 37
displays che community reaction to residential progranms.

FIGURE 36: COMMUNITY ACCEPTANCERE
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FIGURE 37: COMMUNITY REACTION TO THE RSTABLISHEMENT
OF RESIDENTIAL PROGRAMS
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Not surprisingly, these responses suggest that community reaction to

day programs is more positive than to residential programs. Given that
day programs are more likely to be sited in commercial areas, one would
expect more opposition to residential programs which are established in

residential neighborhoods.

Site visits and key informant interviews also indicated that
community opposition is hardly the norm. However, it appears that some
local service areas have more sericus problems than others.
Specifically, interviewees in Fulton County noted extensive problems
vith community opposition. On the other hand, in Cobb/Douglas, iittle
if any opposition had been experienced. Suffice it to say, that in
those communities where opposition has cropped up, it has creatad
lengthy delays in service initiation and the abandonment of some sites.

The survey also asked about the problems that local zoning
ordinances pused in the development of community services. Figure 38

displays the responses.
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FIGURE 38: IMPACT OF LOCAL ZONING REGULATIONS

AR BRE SR

0N
ca-—-z:-:c:;::o'-umm:n

LEVEL OF SERIOLENESS

The results of this question indicate that local zoning ordinances
are not a serious constraint to the establishment of cormunity services
in most areas around the state. Those indicating problems included
providers of public as well as private services. This suggests that
even public facilities, even though technically not subject to local
zoning, also encounter zoning obstacles. The site visit in Fulton
county confirmed this problem. Seven respondents noted fairly serious
Or very serious problems. Private residential services are even more
vulnerable to local zoning and key informant interviews confirmed that
Zoning obstacles have posed problems for such proviaers. If the state
chooses to expedite the development of community services, then zoning
constraints will have to be addressed at the state Javel.

G. Future Program Priorities

Though the Georgia system of community services offers a variety of
services to persons with mental retardation and other developmental
disabilities, many believe that much more must still be done to enhance
the current service array. Divergent opinion exists, however, regarding
vhat service objectives ought to receive the most attention.
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Persons responding to the provider survey were zsked to prioritize
the top three system objectives in their area from a list of nine
potential objectives. Pigure 39 displays these objectives and the
number of times each was assigned a first (bighest priority), second or
third rank. Review of this figure suggests . hat:

¢ Expanding community residential services ranks as the highest
system priority, capturing 24 of the possible 46 first rankings.
Additionally, the development of innovative residential models
appears to rank second;

e VWhile the development of family supports was ranked as one of the
top three priorities by 27 of 46 respondents, it consistently was
ranked third behind residential and day program priorities;

¢ Case management was ranked as the top priority by eight
respondents, but was not ranked at all by the remaining 38; and

e Objectives related to day services were generally given high
priority, with program expansion ranked first by five respondents
and development of innovative options ranked second or third by
21 respondents.

FIGURE 39: PRIORITIES FOR SERVICE EXPANSION
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V. WHAT DOES THE STATE SYSTEM LOOK LIKE?

A. Quality Assurance

This aspect of the management of state services to persons with
mental retardation is particularly important to the consideration- that
Jovern the feasibility study. Specifically, the breadth and
comprehensiveness of the quality assurance system wi.l be particularly
important for the following reasons:

¢ QA systems should dictate the programmatic parameters for the
various service models that will be put into place for persons
with more serious disabilities:

e QA systems should spell out staff qualifications and training
requirements;

¢ QA systems should ensure the well-being of clients being served
in the community;

¢ QA systems should ensure that prescribed Services are in fact
provided;

® QA systems should maximize the participation of peers,
professionals, families, and consumers:

® QA systems should ensure that system values such as normalization
and community integration are operationalized in systenm
standards;

¢ QA systems should be clear and should communicate specific
expectations;

e QA systems should provide access to grievance resolution
mechanisms.

The following seccion is divided into five parts: licensing and
facility oversight, program standards, monitoring, control and response,
and client rights.
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1. Licensing

There is one generic licensing category in the state that governs
virtually all non-medical residential arrangements for more than one
adult resides -- personal care home. The regulations governing personal
care licensure, therefore, also govern all current residential
arrangements for persons with mental retardation. Given their scope,
the substance of these regulations is crucial to the shape and content
of any proposed residential facilities for persons targeted by the
feasibility study.

Personal care licensing regulations are currently administered by
the Office of Regulatory Services. Actual onsite reviews, however, are
carried out by county sanitarians. Current regulations speak to three
types of homes -- family personal care (2 to 6 adults), group personal
care (7 to 15 adults), and congregate personal care (16 or more).
Persons s:rved in personal care homes, in addition to persons with
mental retardation, include poor persons, persons with mental health
problems, elderly individuals, and persons with physical disabilities.

Under the current regulations for personal care the managers of such
facilities must meet very minimal training and educational requirements.
There are nc¢ individualized program requirements based on category of
individuals being served. Purther, there is no upper age limit for the
clients of such facilities nor is there an upper limit on the size of
congregate personal care homes.

In addition to personal care home licensure, residential facilities
nust also meet state and local fire codes. The state fire code has been
ravised and has stiffened facility requirements. Some mental
retardation mental health and substance abuse service areas have
reported that the application of the new fire safety standards have
placed some personal care homes in jeopardy. Local county and city
jurisdictions can also adopt additional fire code provisions that go
beyond those established by the state. DeKalb County was noted by many
of those interviewed as having a particularly strenuous set of
requirements.

2. Standards

Standar4s governing Georgia facilities serving persons with mental
retardation are presently under revision. A new set of standards has
been devised and is presently being tested. These standards incorporate
standards that had been in use by the Georgia Division of Mental Health
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and Mental Retardation for biennial review of comnunity mental
retardation programs. The nev standards are expanded and revised to
include facilities also serviny persons with mental health problems and
substance abuse. Although the majority of the standards apply to all
three types of facilities, others pertain to specific services. A table
is presented in the front of the standards document detailing which
standards are not applicable to all facilities. An "Inservice guide to
key concepts and requirements" of the program standards is also
available. This presents key aspects of the standards in a succinct and
easy-to-read format. A iurvey instrument used by field staff to
evaluate programs by th. new standards illuminates the measures to
assess programs.

The new stindards are comprised of 22 chapters. Five of the
chapters address specific types of day and residential services. The
remaining chapters present generic standards covering, in part: client
rights, staff development, case management, service records, safety and
therapeutic environment, and community integrated services. The
standards apply to all publicly operated facilities. Although most
private provider contracts require adherence to the state standards,
this may not be spelled out in all cases.

3. Program Monitoring

Another aspect of any quality assurance system is the capacity to
monitor services to determine their compliance wi“h standards and
generally acceptable practices in the field. As noted in the section on
community programs, some local mental retardation service areas have
developed their own local monitoring including the use of families in
DeKalb County. At the state level, monitoring currently takes place
biennially. Under the proposed consolidated standards, monitoring will
occur on an annual basis if additional resources are made available.

The review will involve individuals in the quality assurance unit as
well as in the mental retardation program unit.

4. Control and Response

The next component of a quality assurance system is a control and
response mechanism. When problems are uncovered, the state must have
the capacity to respond to rectify the situation either through
sanctions or through support and technical assistance. This is
particularly important when the interests of persons with more severe
disabilities are at stake.
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Several responses are currently available to the state. First,
through the personal care home licensing regulations, a license can be
withdrawn from non-compliant operators. The current regulationms,
however, are not particularly stringent and therefore do not offer a
substantial basis for judgment. Further, the quality assurance process
can result in the termination of a program if serious infractions are
uncovered. One example of such a termination was described to project
staff by a state interviewee. Unlike some states around the country,
however, Georgia does not currently have a receivership statute that
would make it possible for the state to take over non-compliant agencies
in order to ensure continuity for the clients rec2iving services.

Another way of responding to problems of non-compliance is through
technical assistance. While the Division currently provides ad hoc
technical assistance through its program staff, there is no distinct
unit vested with this responsibility.

5. Grievance Mechanisms

The final area of concern within a quality assurance system has to
do with the exercise of client and family rights through a grievance
mechanism. The State of Georgia does have an internal complaint and
grievance mechanism which can be activated by the consumer or a family
member or friend. Complaints can be filed regarding any service related
concern. If the complaintant is not satisfied with the disposition of
the quality assurance review committee at the mental retardation service
area leval, three additional levels of appeas are available culminating
with a final appeal to the Director of the Division of Mental Health,
Mental Retardation and Substance Abuse. There is, however, no external
review provided.

B. Punding

Conmunity-based habilitative services for persons with mental
retardation and other developmental disabilities are funded with state
general funds, federal Title XX (Social Service Block Grant) funds and
third party payments primarily Supplemental Security Income (SSI), with
some Social Security Disability Insurance (SSDI) and various other
payments. Medicaid and Medicare funds are used to fund health care and
therapeutic services for eligible clients.

State funds for residential services and for publiclv uperated day
services (mental retardation service centers), and for re.pite care are
I allocated through a grant-in-aid process to the county board of nealth
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responsible for administering the mental retardation program in each of
the 29 MH/MR/SA service areas. State funding for privately operated day
services are issued directly through state contracts. Unless service
providers exceed established staffing and operating cost guidelines, or
fail to continue to serve the number of persons agreed upon, or there is
an across-the-board cut in the state appropriation, providers continue
to receive these base allocations at the same level as the previous year
plus an allowance for inflation.

New funds for residential services are allocated on the basis of the
four levels-of-care (I - IV) required for those clients identified to
receive the services as explained in Section II; B; 1. Those clients
requiring the highest level of care (level IV) receive the highest
amount, and level I clients, the lowest amount. The average allocation
per client is about §15,000 per year.

New funds for day services, about $3000 per client on average, are
allocated to the service centers based on a formula that provides for
staffiig and operating cost limits with adjustments made for staff
longev.ty, facility location, service area size, and so forth.

The state receives expenditure reports, and service providers are
subject to audit to assure that residential and day service per diems do
not exceed established ceilings set at the time of appropriation, and
that line item expenditures (salaries, fringe benefits, etc.) do not
exceed state guidelines.

All funds for respite care are allocated on a fee-for-service basis
with the fees set by client level-of-care.

In June of 1987, in an attempt to capture federal funds to help
underwrite community-based services in Georgia, the Division of MH/MR/SA
together with the Department of Medical Assistance submitted a Title
XIX, Home and Community-Based Services Waiver to the Health Care Finance
Administration. The waiver covers 361 individuals who would otherwise
require care in the state's large ICF-MR's, and 93 individuals currently
residing in large ICF-MRs who would benefit from less restrictive
conmunity-based care.

If approved the waiver will allow the state to set aside pravisions
in the Medicaid legislation that essentially limit funding to medically-
oriented long term care and health services for Medicaid eligible
clients in favor of a less restrictive and less costly mix of homemaker
services, home health services, personal care services, adult day health
services, habilitation services and respite care. Funding for
vocational and prevocational training services are specifically
excluded.



The waiver would be granted for a period of three years and would
then have to be renewed. The rate of federal financing participation in
Fiscal Year 88/89 would be 63.04%.

C. Interagency Collaboration

To successfully bring about the phase down of two institutions in
the state, it will be necessary for the Division of Mental Health and
Mental Retardation to work collaboratively with a range of other
agencies including the Division of Vocational Rehabilitation (DHR), the
Department of Medical Assistance, Office of Regulatory Services, State
Health Planning Agency, and the Department of Education. In order to
understand the nature of these relationships, key informant interviews
wvere conducted with each of these agencies. The specific areas of
concern are as follows:

e Department of Education -- Preparation of alternative special
education resources in the community;

e Department of Nedical Assistance -- Title XIX support for
alternative comr-nity resources;

e Division of Vocational Rehabilitatiom -- Extension of community
day services;

¢ State Health Planning and Development Agency -- Future facility
development plans;

® Office of Regulatory Services -- lLicensing of expanded
residential services.

These points are included to reinforce the importance of interagency
collaboration. More detailed recommendations regarding interagency
collaboration will appear in Part Two of this report.
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VI. WHAT ARE THE ISSUES TO CONSIDER IN EXPANDING COMMUNITY
SERVICES?

A. Allocation of Funds

The Division of Mental Health, Mental Retardation and Substauce
Abuse has only recently moved to the allocation of new residential
service funds on a level-of-care basis. As this system develops and
matures and hopefully comes to enccapass day program and other
habilitative services as well, it promises to provide a non-burdensome
client-oriented funding mechanism allowing the flexibility needed to
provide the most appropriate and cost effective complement of
residential and related support services. To make this system viable,
the following elements have yet to be thorcughly developed and tested:

¢ The establishment of a pract.ical, valid and verifiable procedure
for evaluating client level-of-care requirements;

¢ The development of a carefully conceived model of habilitative
services by level-of-care comparable to that recommended in Part
Two, but more refined and tailore@ to fit the Division's
policies, objectives and context. The model needs to provide for
sufficient resources to provide appropriate and adequate levels
of client care; the lavel of funding currently available for
client day services is, by the model recommended for the target
populdtions, inadequate for clients at any level of functioning.
The $15,000 allocated annually for residential services, while
sufficieat for many clients at levels I and II, would fall far
short of the level required for clients at levels III and IV, the
levels of functioning in which most of the residents who would be
outplaced from GRC and Bainbridge are found;

@ Quality assurance/cas2 coordination procedures designed to assure
the quality of the services provided these individuals:

¢ The relaxation of reimbnrsement structures and expenditure
guidelines that make it difiicult ‘o use resources -~ both day
and residential -~ in a flexible fas.ion based on individual
need.

s The development of budget and expenditure reporting and auditing
procedures based on a per capita mechanism for fund allocation.
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B. Service Availability

Aside from their disabling condition, persons with mental
retardation or other developmental disabilities have the same essential
needs <5 anyone else. To the extent that their disability limits their
capacity or carry out activities of daily living, however, they require
supervision and/or support, Further, they must be afforded the
opportunity to learn those skills necessary to increase their
independence.

Stated in terms of particular service requirements, this translates
into five general classifications of service: 1) residential, 2) day,
3) medical/health, 4) specialized support, and 5) caretaker support
(designed for those providing care).

To assure their well-being and habilitative growth once outplaced,
steps must be taken to provide -- within their new community settings --
the range of supports GRC and Bainbridge residents now receive.
Moreover, in the interest of the client and the human service system in
general, such supports should be designed to make greatest use of
existing indigenous resources and to promote the full integration of
these persons into their new communities.

1. Residential Services

As suggested by findings generated by the provider survey, the
present community service system offers relatively few residential
programs designed to accommodate those with the severest disabilities.
Instead, reflecting the capabilities of those served, the residential
models offered tend to provide less supervision and support than would
be expected if the residents had fewer skills.

As shown in the previous section .See Section IV; B and C), the most
popular residence types are developmental training homes (N=337), Level
II community residences (N=192), and semi-independent living ]
arrangements (N=274). 1In comparison, Level III residences, for those
with few self-help skills, house 148 persons, while only 51 persons are
served in Lavel IV residences designed for persons having
extraordinarily severe disabilities.

These findings are cause for concera because persons at GRC and
Bainbridge gemerally are less skilled than those presently served in the
community. Moreover, there is a significant group of persons at GRC
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with serious medical complications that must be taken into account.
These considerations suggest that to serve these persons well in the
compunity, simply providing more of what is already available is not
acceptable. Instead, residential options offering greater amounts of
supervision and support than is now typically available must be
implemented, including residences capable of providing needed medical
care.

2. Day Services

The survey of GRC and Bainbridge residents (See Section II;B) shows
that 146 persons, 103 at GRC and 43 at Bainbridge, are aged 21 years or
younter. Once outplaced, these persons will require appropriate special
education gservices. Though preschool and speciai education services are
available, administrators of such programs will need to plan for
accommodating these new students.

Regarding day services for adults, the primary service options
presently empvloyed are facility based, with the Work Activity Center
serving the most clients. Given the skill levels of GRC and Bainbridge
residents, providing day services within existing options seems
appropriate, though the following factors must be considered:

® Some GRC and Bainbridge residents may have disabilities severe
enough tu preclude frequent participatiorn in a center-based model
that focuses on vocational objectives, suggesting a need for day
options that accommodate persons with specialized needs. These
options should involve a setting separate from the residence.

e Given the demonstrated skill levels of those community clients
surveyed using the ICAP (See Section II;B), the heavy utilization
of the work activity center may be inappropriate. Many persons
presently served in this option may benefit from a less
restrictive vocational model. With such movemeni, present slots
within WACS could be used by GRC and Bainbridge residents, while
alternate day options, more appropriately matched to the needs of
current community clients, could be developed.

¢ Throughout the country there is an emerging move to implement
vocational models that maximize the client's integration into
his/her local community (e.g., supported work), even for those
with severe disabilities. Some of these programs already exist
in Georgia, though they are not as numerous as hoped by many.
Thus, any decision to expand the current day service array must
take into account this issue. Rather than developing or
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maintaining facility based programs, alternate models thac stress
community integration may instead be favored.

3. Medical/Health Services

Essential to any effort to provide community based services is the
availability and accessibility of needed medical or health services.
This is especially true for those residents who have serious medical
complications or physical disabilities, a significant number of whom
reside at GRC.

As shown earlier (See Section IV;C), respondents to the Provider
Survey indicate that nearly all essential medical services are available
in the community, though five respondents revealed that home health care
and nursing care were unavailable and one revealed that dental care was
not available. Overall, medical services were obtained either through
private practitioners or at a hospital.

One notable exception pertains to dental care. Many survey
respondents (N=25 of 46) indicated that the state institution is the
primary source used to obtain this service. Recent changes in state
regulations that allow community-based dentists to bill Medicaid for
services rendered may alter these circumstances.

Aside from availability, survey respondents were also asked to rate
on a scale of zero to four how difficult it is to acquire or obtain six
health/medical services, including: routine medical care, home health
care, emergency medical care, nursing care, dental care and eye care.
The lower the rating given, the more difficult the service is to obtain.
Ratings provided for all six services subsequently were summed to yield
a "total difficulty score" pertaining to medical services. The highest
score that could be attained is 24, indicating no difficulty with
obtaining any service. The lowest score possible is zero, indicating a
great amount of difficulty acquiring the six services.

Figure 40 displays results of these calculations for the 46 survey
respondents (36 valid responses). As shown, ten respondents have
little/no difficulty with obtaining needed medical services, 17 have
moderate difficulty and nine have great difficulty. These findings
suggest that though services are typically available, they are not
always easily obtained. The design of programs for GRC and Bainbridge
residents must surely take this into account. All clients require
placement in settings where needed medical services are both available
and accessible, an objective that is especially crucial for those with
extraordinary medical needs.
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FIGURE 40:

OVERALL DIFFICULTY WITH OBTAINING SIX MEDICAL
SERVICES
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4.

Specialized Sunport Services

Persons with disabilities living in the community may also require a
range of specialized supports. Eleven such supports include:

1. Case mcnagement 7. Behavior Consultation

2. Attendant care 8. Psychologists/Psychiatrists
3. Mental health therapies 9. Transportation services

4. Physical therapy 10. Recreation progranms

5. Occupational therapy 11. Crisis intervention progranms
6. Speech/Hearing therapy

Referring again to Figure 25 (See Section IV;C), respondents to the
provider survey indicate that these services are typically available in
the community. Every service listed, however, was deemed unavailable by
at least one respondent, with attendant care (personal care attendants
for individuals with paysical disabilities), occupational therapy,
physical therapy and speech/hearing therapy topping the list of those
support services in shortest supply.

These conditions should not be considered unique to Georgia.
Attendant care services are not typically available in many states.
Moreover, there appears to be a chronic shortage of therapy
professionals that is felt coast to coast. The absence of these
services in some areas, however, must be taken into account when
considering the placement of GRC and Bainbridge residents, because many
could benefit from these services.

Aside from availability of services, survey respondents were also
asked to rate the difficulty they experience in securing services on a
scale of zero to four. The same scoring system noted above was used to
vield a "total difficulty score" pertairing to the 11 support services.
The highest score that could be attained is 44, indicatiag no difficulty
with obtaining any service. The lowest score possible is zero,
indicating a great amount of difficulty acquiring the 11 services.

Figure 41 displays results of these calculations for the 46 survey
respondents (35 valid responses). When viewed this vay, it is apparent
that the majority of those responding have at least a moderate amount of
difficulty acquiring the 11 support services. Very few (N=4) have
little or no trouble acquiring the full range of support services.

These findings suggest that needed supports are not always easily
accessed in many areas in Georgia. Thus, placement of GRC and

i

j'\/‘

pbaa




Bainbridge residents into the community must be carefully planned so
that they reside in areas where they can obtain the services they need.

FIGURE 41: OVERALL DIFFICULTY WITH OBTAINING 11 SUPPORT
SERVICRES

mw*a:mt::zoﬁ:mmw

[ SN
Q v




5. Caretaker Supports

Key to the success of any human service system is the competence of
its direct and supervisory staff. Such staff must receive the training
they need to acquire an understanding of the underlying purposes and
philosophy of the program, as weli as knowledge regarding best
habilitative practice. Moreover, given unique challenges or program
goals, staff must also have access to needed technical assistance.
Likewise, family members who provide care at home may need services
designed to enhance their capacity to provide care.

Given this concern, raspondents to the community provider survey

wvere asked to rate the difficulty they experience in acquiring these
five caregiver supports:

1. sStaff training 4. Emergency respite
2. Technical assistance 5. Non-emergency respite
3. Family training/education

Again, respondents rated the difficulty of each from zero to four and
their ratings were summed to yield a "total difficulty" score pertaining
to caregiver supports. The highest score possible was 20, indicating ro
or little difficulty, and the lowest possible score was zero.

Figure 42 displays the results of these calculations, given 45 valid
responses. As shown, the great majority (N=30 of 45) indicate at least
moderate difficulty acquiring caregiver supports; only four specify that
they have little/no trouble. These findings prompt concern over the
accessibility of caregiver supports.

Note that the GRC and Bainbridge clients appear, on average, to have
greater skill deiicits than do community clients. Additionally, some at
GRC have serious medical complications or physical disabilities. The
community staff who provide services to these persons will require
competencies tailored to the needs of *hzzz clients. Present community
staff may not yet possess these competencies, given that they serve
relatively few clients of with such disabilities. Thus, in placing GRC
and Bainbridge residents into communities, care must be ta¥en to provide
staff with the training they will need.




FIGURE 42:
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C. Labor Availability

Assessing the adequacy of the labor available in the community to
support to phase-out GRC and Bainbridge began with a projection of the
numbers and types of staff that would be required. Four types of staff,
those most critical to successful community programs, were reviewed: a)
direct care staff, b) supervisory staff, c) special habpilitative staff
(i.e, physical, occupational and speech therapists, psychologists,
behavior specialists), and d) medical services staff.

Figure 43 shows the numbers of selected types of staff needed to
meet the staffing requirements of the projected community-based
prograns, and thie numbers in each staff ca‘egory presently employed or
allocated to GRC and Bainbridge. The methods used to determine the
projections of needed direct care staff and habilitative staff zre
explained in P~rt Two, Section IIXI, A(1l). Projections of the
supervisory personnel needed are based on direct-care to supervisory
staff ratios for various program types provided in Touche, Ross and
fompany (1984). Present data constraints on community utilization of
kealth services prevent making estimates of the numbers of nursing staff
needed.

FIGURE: 43: STAFY PROJECTIORS

Staff Requirements
for Compunity Nunber of Positions*
Based Services

GRC 3ainbridge GRC__ Bainbridge
Direct Care 707 jol 578 232
Supervisory statf 64 217 36 9
Physical Therapists 7 1 6 1
Occupational Therapists 4 1 6 2
Speech Therapists 8 3 6 2
Psychologists 5 2 6 2
Behavioral Specialists 15 4 15 4
Nurses unknown unknown 51 16

* Numbers of habilitative staff do not include senior
administrators who are not likely to be providing direct
services. Supervisory staff include team leaders and unit
directors.
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Given the staffing requirements shown by Figure 43, a manpower
assessment was conducted for the seven targeted regions. Overall, as
shown by Figure 44 the limited availability of labor was considered to
be a potentially serious deterrent to program expansion by 42% 3f those
responding to the community provider survey, while 37% did not consider
it to be a serious problem. While examining the issue in greater depth
twvo very different pictures emerged for the north and south targeted
areas. The circumstances in each are discussed separately below.

FIGURE 44: LABOR RESOURCES
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1. Southern Target Counties

a. Direct care staff

The projected number of direct care staff needed to serve Bainbridge
residents in alternative community settings shows an increase of about
70 staff over the numbers presently employed. This may appsar to
indicate a rather rich staffing ratio for the community. However, due
to the decentralized nature of community services and the multiple
functions community direct care staff perform in comparison to
institutional patterns where specialized staff are emploved (e.g.,
housekeepers, cooks, maintenance staff) such ratios are needed.

We can safely assure, unless a high number of clients are relocated
more than hours drive away from Bainbridge, that a significant number of
the Bainbridge direct care staff would continue to provide community-
based services. This assumption is based on the following:

o Experience relocating institutional staff in other states
(Heller, et al. 1986);

e Anecdotal reports from the state hospital staff regarding their
willingness to take community-based jobs;

@ The relatively high unemployment rates in the three targeted
Southern service areaz (See Figure 45 below for unemployment
rates in the seven targeted regions); and

¢ The security and benefits provided to publiclv employed
personnel.
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FIGURE 45: UNEMPLOYMENT RATES IN SEVEN TARGETED AREAS
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The numbers of institutional staff moving to jobs in the community
will depend ia part on whether private service providers are able to
offer wages comparable to those earned while at the institution, and the
extent to which staff have to commute long distances to their new job.
Nonetheless, in light of thc relatively high unemployment rates in all
three areas, there is a good chance that a substantial number of
institutional staff will want to transfer to community programs.

b. Supervisory staff

As indicated in Figure 28, acquiring needed numbers of supervisory
staff may pose a larger problem than will direct care staff. An
increase of 18 supervisory staff over those currently employed at
Bainbridge is projected. Strategies by which this problem can be
addressed are discussed in Part Two.

¢. Specialized habilitative staff

Indications are that securing a sufficient number of professional
therapeutic staff in the Bainbridge area will be difficult. This
assessment is based on the following:

e Key informant interviews: Reports from community service
administrators and professional association members suggest that
securing professional therapeutic services in southwest Georgia
is very difficult. Professional therapists are not willing to
work for the lower wages often offered by community-based
providers, nor are they wililing to relocate to rural areas of the
state such as Southwest Georgia. Even the Valdosta Medical
Center reports difficulty £illing hospital positions for physical
therapists.

e Labor statistics: Data from two of the three southern regional
Departments of Labor show that no physical, occupational or
speech therapists have sought work in the past year. (There are
no unemployment rates by occupation available in Georgia).

e General labor shortage: There is a critical shortage of physical
therapists throughout the United States.

o Insufficient professivnal education programs: There are only a
handful of professional education programs in Georgia. cIXcept
for one speech therapy program at Valdosta State Coliczgye, all are
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located in the northern half of the state, making future
recruitment difficult.

® Recruitment difficulties at Bainbridge: Personnel reports from
Bainbridge indicate that the present position for a physical
therapist is unfilled and has been for some time. They are only
able to comtract with a physical therapist who commutes from
Tallahassee for 8 hour3 a week. Of the two positions available
for speech therapy, one is vacant. Both occupational therapist
slots have been recently filled; this was only accomplished by
reclassifying the positions to the upper end of the pay scale.
Additionally, several behavior specialist positions are vacant.

¢ Community provider survey results: Finally, results of the
provider survey support this conclusion:

-- A scale measuring the difficulty in accessing services was
correlated with regional unemployment rate. (All three
southern regions have high unemployment rates, although
Lowndes county is 0.1% under the state average rate of 5.2%.)
For physical therapists an inverse correlation of .28 (p<.06)
was found suggesting that as unemployment rates go up it
grows increasingly harder to obtain physical therapists; and

-- Using proximity to a major city as as an identifier of urban
and rural regions, we find that the same scale measuring the
level of difficulty in securing client support services
(including physical, occupational, and speech therapies)
shows that providers in rural areas have more difficulty in
secrring therapeutic support services than do providers in
urban regions (t=-1.41, d£=19.48 p<.006).

It is clear that accessing professional rehabilitative staff is
already a probiem in the Bainbridge area and appears to be difficult for
many other community service providers as well. On-site interviews
confirm that securing behavior specialists is a problem. The only
specialized habilitative staff not likely to pose a recruitment problem
are psychologists. Both psychologist positions in Bainbridge are
presently filled. Further, Department of Labor data suggest that there
are numerous psychologists unemployed (939 had applied to labor offices
for work in the past 12 months across the state) and it seems plausible
that a sufficient number of them can be induced to work for southern
regional programs.




d. Medical services staff

As only four persons at Bainbridge show overriding medical needs, it
appears that existing community health service system will suffice for
the medical needs of Bainbridge clients. Community hospitals,
pharmacists, physicians, and home health organizations can address the
needs of most Bainbridge consumers. Some Bainbridge nursing staff can
be trained to provide the community-based health monitoring services
that other consumers will require.

2. Northern Target Communities

a. Direct care staff

In contrast to the sout »rn target service areas, the chief labor
constraint to placing GRC residents into the community concerns the
acquisition of direct care staff. There are several findings that
support this conclusion:

e Unemployment and staff turnover rates: As shown by Figure 45,
three out of the four target service areas show very low
unemployment rates with the exception of Fulton County which has
an unemployment rate of 5.5% (.3% above the state average).
Additionally, using data generated through the community provider
survey, a t-test on reported turnover rates for community day
services staff and regional unemployment rates show a suggestive
though not conclusive relationship between low unemployment rates
and higher rates of turnover (t= 1.86, df=23, p<.07). Studies in
other parts of the country confirm that low unemployment rates
are correlated with high direct care staff turnover and
difficulties in recruiting staff (Lakin & Bruininks, 1981; HSRI,
1987).

e [KXey infor 1t interviews: Several anecdotal reports suggest that
GRC alreaay experierces troubling turnover rates among direct
care staff and that some community providers have difficulty
filling direct care positions. Given the strong employment
picture in the Atlanta metrc area, key informants suggest that
direct care staff will leave positions for work elsewhere that
pays as little as 10 cents more per hour. Although interviews
suggest that GRC staff will accept jobs in the community, a
plausible scenario is that some staff will find higher wages and
more attractive schedules elsewhere.

114




® Labor statistics: Data collected from four local labor offices
in the metro Atlanta area covering all four target service areas
shows that a total of only 23 persons applied for work comparable
to community direct care position in the past 12 months.

® Comaunity provider survey results: Several findings from the
provider survey are worth noting:

-~ As indicated in the general description of direct care staff,
we find that turnover among day service direct care staff
jumps from 17% in areas with high unemployment rates to 31%
in regicns with low unemployment rates.

-~ 1In a question regarding troublesome aspects of recruiting
direct care, a statistically suggestive difference was found
between those regions with high and low unemployment rates
regarding "insufficient number of applicants" {chi~square=
3.4, df=1, p<.07). This suggests that the northern target
service areas have greater difficulty, than those in areas
with higher unemployment, with attracting sufficient
applicants for direct care staff positions, and may have to
"settle" for less qualified applicants.

== In the same question on recruiting direct care staff, regions
vith low unemployment rates show a statistically significant
difference regarding their ability to offer sufficient
compensation to attract direct care staff from regions with
high unemployment rates (Chi-square=4.3, df=1, p<.04). This
suggests that low wages has a substantial impact on the
ability to recruit direct care staff in the northern target
service areas where labor market conditions are quite
competitive.

Although recruiting sufficient direct care staff appears to be a
potential constraint on the expansion of community services for GRC
consumers, the picture is more optimistic for medical and professional
rehabilitative staff.

b. Supervisory staff

As discussed in the previous section, on the whole the recruitment
of supervisory staff poses a greater problem than does the recruitment
of direct care staff. An additional 34 supervisors are projected for
the community programs, than are presently employed at GRC. Given the
apparent constraint: facing recruitment of direct care staff in Northern




counties we can well assume comparable or greater difficulties in
recruiting supervisory staff.

c. Specialized habilitative staff

Although securing habilitative personnel presents some complications
for northern target service areas, there are several indicators that
suggest that adequate personnel for GRC consumers can be obtained.

0 At present all habilitative positions at GRC are filled. If all
of these staff accepted community jobs they could, with careful
placement of consumers, provide for nearly all of the projected
needs of GRC residents, except for two speech therapists and one
physical therapist.

o Labor statistics do not indicate that many habilitative personnel
are seeking work. However, unlike the Southern counties, they do
show some unemployaent in these occupations. In the past year,
eight occupational therapists sought work from the Georgia
Department of Labor in the Atlanta metro areas, and as did s'x
physical therapists, and 145 psychologists.

0 Nearly 100% of the training schools in professional therapies are
in the Northern half of the state. Given the attractiveness of
working in the metro Atlanta area, collaborative strategies with
professional programs, and/or aggressive recruitment, will likely
be successful in recruiting any of the additional therapeutic
staff that may be required.

d. Medical Services

Given the critical medical needs of many ccnsumers at GRC sufficient
availability of medical services becomes a crucial concern. As
indicated in the preceding section, most medical services are available
in most parts of the state. However, the data does not indicate whether
these medical personnel have sufficient expertise to accommodate the
complex needs some GRC consumers have. Further, one respondent from a
northern service area indicated that home health care was unavailable,
one indicated that nursing care was unavailable and one indicated that
attendant care was unavailable. This would suggest that although
medical services are generally available, placement of consumers with
complex needs should take into consideration proximity of skilled
msedical personpnel. Labor statistics also indicate that in the past
year, 51 nurses and 186 licensed practical nurses applied seeking work
in the metro Atlanta area. Given that this represents only 10-15% of
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persons seeking work it would appear that there is an ample pool of
nurses to draw from, apart from those nurses and health professionals
already employed at GRC.

D. Community Acceptance

In order to proceed with any substantial deinstitutionalization
effort, it will be necessary to address issues of community acceptance.
Such an effort will require a systematic set of activities coordinated
at the state level and implemented locally. Such an effort will be
particularly important assuming that additional private providers will
be necessary to ensure an adequate number of comnunity placements.

Traditionally, the resistance of communities to the development of
group homes is based on the assumption that group homes and the
residents of group homes will have a negative impact on the
neighborhood. Neighbors fear that the presence of these homes in the
compunity will cause the value of nearby properties to fall. Further,
some neighbors are concerned that the stability of the neighborhood will
decline because group homes house a transient population. Finally,
others fear that bringing "unfamiliar" persons into the community will
result in an increase in the crime rate because the residents will
engage in criminal behaviors or will become the victims of crime.

Numerous studies hz been undertaken in response to these concerns.
For example, between 19535 and 1985, Daniel Lauber (1986) conducted a
vell-designed, comprehensive study in Illinois that examined the impact
of 14 group homes on surrounding property values, residential stability,
and neighborhood safety. Results of this longitudinal study confirmed
that there were no significant differences between the study group
neighborhoods and the comparison neighborhoods on the key study
variables: property values, community stability, and neighborhood
safety. A rajor thrust of this study was to expand the reliable data
necessary t> counter community opposition to group honmes.

- Public education has frequently been used to change community
attitudes toward persons with mental retardation and to reduce community
opposition to group home development in neighborhoods. Public relations
campaigns are directed toward changing two types of beliefs about mental
retardation. The first set of beliefs concerns the capabilities of
persons with mental retardation; and the second concerns the
consequences of group home development in neighborhoods (Cnaan, Adler &
Ramot, 1987).

The public education strategy is based on the notion that providing
more information and increasing public Xnowledge about an "unfamiliar"
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group will reduce fear and rrejudice by changing preconceived ideas.
Acceptance of persons with mental retardation aid less resistance to the
development of nearby group homes will result.

One example of a massive public relations effort began in Florida in
1985. As a result of the Florida Developmental Disabilities Planning
Council's failure to get a zoning bill passel trat would allow group
homes in single family neighborhoods, the Council decided to engage in
an extensive public relations campaign to change attitudes. The gronp
homes targeted in the media campaign included housing for children, tor
elders, and for persons with developmental disabilities and emotional
problems. This media campaign presented information about the need for
group homes and the importance of changing existing zoning laws to open
the way for group home d velopment in single family neighborhoods
(Florida Department of Health and Rehabilitative Services, 1987).
Interestingly, the Florida media campaigm was launched in response to
adverse publicity resulting from discussions concerning the bill in the
legislature.

Results from several states suggest that massive public relations
campaigns prior to the opening of group homes in single family
neighborhoods may resuit in increased opposition. As part of the
deinstitutionalization of the Pennhurst State Center in Pennsylvania,
researchers at Temple University conducted a longitudinal study that
exadined changes in the attitudes of neighbors toward having persons
with mental retardation living in their neighborhoods. The results of
this study suggested that community opposition was greater when the
group homes were anticipated by neighbors than when they were actually
experienced by neighbors {Conroy & Bradley, 1985). 1In addition, the
researchers also found that neighbors became more favorable toward group
homes over time.

These investigators recommend that developers of group Lomes avoid
pre~opening publicity. Structured contacts in the neighborhood
following the opening of the home could result in more favorable
attitudes of neighbors toward the group homes. Further, these
researchers also reported that:

...respondents who knew of the community living arrangement
reported feeling more favorable toward the community living
arrangement over time; but neighbors cannot grow to accept or
welcome community living arrangements if they are prevented from
opening {(Conroy & Bradley, 1985, p. 215).

In another study investigating key factors associated with conmunity
support or opposition to group home development, a Massachusetts
researcher concluded that opposition to group homes was less likely to
occur when neighbors learned of the residences following the opening
rather than during the s_x months preceding the opening (Seitzer, 1984).
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Other results from this study suggest that greater support for community
residences might be more likely in neighborhoods where there are fewer
home owners relative to renters (Ibid, 1985).

E. Quality Assurance and Licensing

1. Standards

A critical component of any quality assurance mechanism 1s the
written standards by which programs are evaluated. The Georgia
standards presently being testing are both adequate and in some aspects
comprehensive, reflecting "state-of~the-art" thinking about quality
habilitative programming for persons with mental retardation. Howe.er,
given the influx of hundreds of additional consumers to the community
systea there are certain aspects of the standards that require greater
detail and some revision. The aspects discussed below are: personnel,
functionally based training, “"state-of-the-art” habilitative
programming, and operationalized outcome measures.

a. Personnel

In general, the quality of services is only as good as the people
wvho provide the services. As an independent document, the new standards
present no minimum qualifications for staff. Presumably, these
requirements are out.ined in the state job classification system.
However, given expanded private sector service provision the detailing
of minimum qualificatirns becomes essential. Data from the provider
survey indicates that even in areas facing low unemployment rates, no
provider has to rely on persons without a high school education to sgtaff
their facilities. Similarly, no providers indicated that they are
relying on persons under age 19 to staff facilities. It would appear
that minimum qualification could be set in these areas without stressing
labor availability. Qualifications in age or educational achievement
could help assure that program plans are written, that records are
adequately kept, and that ascertain degree of mature judgment is brought
to bear in the supervision of daily consumer activities. Ninimum
qualifications for professiopal staff, such as licensing and/or
experience with developmental disabilities is also not mentioned in the
standards. Again, this becomes an area to address in light of nmore
private providers.

Another concern pertaining to personnel is staff to client ratios.
Although some minimum ratios are spelled out in the former internal
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standards, these are absent from the current standards under
consideration. Instead, reference is consistently pade to adequate
perronnel as measured by client records and critical incident reports.
It is understood, that clients needs vary irrespective of their setting,
and staffing ratios must be flexible to accommodate fluctuations in the
amount of supervision required. Similarly, the number of staff alone
does not dictate good services. Nonetheless, a minimum ratio helps to
assure that a basic capacity is in place.

Staff training is the third major issue pertaining to personnel
related standards. The standards do make specific reference to some
training requirements, however, time frames, topics, training methods,
materials or specific training delivery mechanisms are not detailed for
the "disability specific inservice training. A detailed description of
the key elements of a training plan are provided in sub-section F. The
final issue pertains to overall personnel policies. Little reference is
made to the availability of written, personnel policies including:
grievance and disaissal procedures, job descriptions, and evaluation and
job performance indicators. Again, while this may be generally
available to publicly employed staff, this benefit is not necessarily
available to privately employed staff. Provision of these materials
allows for a clear understanding between personnel and management and
reduction of conflicts or abuse of privileges. With respect to general
personnel policy, it is important for direct care personnel to be
included in client treatment planning as well as overall agency policy.
The literature in the field of personnel as well as mental retardation
indicates that when staff possess greater decision-making power in their
job duties, rates of job satisfaction and tenure increases (Waxman,
Carver, & Berkenstock, 1984; Lakin, Bruininks & Hill, 1982). This is a
especially important given the often high turnover rates and poor wages
associated with community based services for persons with mental
retardation.

b. Functionally-Based Habilitative Training

A recent development in habilitative approaches to persons with
mental retardation/developmental disabilities is functionally based
training. This concept differs from the previously accepted model of
developmental training. A developmental approach attempts to teach
clients an array of skills related to life functioning, but often
involves focus on “prerequisite skills."” Using this approach, clients
may be taught to sort objects to gain needed revocational” skills
prior to receiving instruction or opportunity elated to a real job.
Similarly, a client may expend great effort in learning tco ‘raw circles
in order to eventually sign his name. This approach to training is
reflected in several places through the new standards.

Conversely, functionally based training attempts to bypass many so
called "prerequisite" skills, targeting only those skills that are
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required in the actual daily life of the consumer. For example, many
clients, even those with severe disabilities, can be taught to work
vhile on the job. Likewise, where the consumer has great difficulty
learning to sign his name, an "environmental support” approach may be
used whereby he may be trained to give his paycheck and deposit slip to
a bank teller. An environmental support approach dictates that
community staff work with the tellers in the bank to accept the deposit
slips and fill them out for the consumer. These alternatives to
developmental training permit faster mastery of those skills that can
actually reduce the level of supervision the consumer requires and so
enhance least restrictive glternatives. Statewide standards are one
vehicle by which progressive developments in the field can be filtered
into a large state system.

c. "State-of-the Art” Habilitation

This is a general heading to describe a series nf linked objectives
in consumer programming. Throughout the proposed standards there are
references made to key concepts in habilitative programming, such as
community integration, age appropriate activities, preparation for least
restrictive alternatives and client choice making. It is clear that
state planners are well aware of the importance of these ingredients in
consumer programs. However, these are broad concepts which can be
videly interpreted. Without specific guidelines and examples, these key
programmatic objectives can be lost in the detail of facility,
documentation, and health and safety regulations. In general, it is
easy to implement, describe and evaluate straightforward concepts such
as timely referral to services or medication procedures. Consequently,
these standards abound with detail. Little detail is offered to
describe the broader concepts noted above. In order to operaionalize
these ideas, state staff need to outline the parameters of accepiable
performance, and to articulate examples by which these concepts can be
understood and implemented.

Detailed explanatory material that operationalizes these concepts is
of especial concern in light of the proposed clcsure of Bainbridge and
GRC. Normalized activities and client choice making may be readily
implemented for the relatively less impaired population in the
community. However, it is the more disabled populations of the two
state hospitals that pose the greatest challenges to service »roviders
vho in good faith may wish to implement habilitative programming that
respects the rights and dignity of consumers, but who find themselves
overvhelmed by the pressing needs of these persons. Again, numerous
exanples, outcome indicators and measures that describe how
normalization and integration can be achieved for a highly impaired
population is a necessary component of state-of-the art program
standards. Such an approach will not only give service providers
guidelines for service provision, but will also communicate the
intention, philosophy and priorities of the state.
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d. Operationalized Outcome Measures

The final issue pertaining to the proposed standards is use of
outcome indicators. The standards consistently refer to outcome
measures to be used by the Quality Assurance Tear but 4o not specify
wvhat these measures are. Without measures that pertain to outcomes
(i.e., client or staff behavior, performance, or capacity), quality
assurance is relegated to the measuring of "inputs" in a program, (e.g,.
nunbers of hours of programming or therapy). Inputs are usually
measured through documentation in facility or client records. This can
result in quality assurance fjams spending hours with documentation not
observing the quality of care or training ongoing in the facility.
Outcome measures are less resilient on written documentation. For
exanple, rather than measuring social skill habilitation by measuring
the number of times that a social relations program is run with a client
as is documented, an outcome measure may be the capacity to exchange a
four line socially appropriate conversation. Thus, the evaluator can
measure program effectiveness by simply speaking with the client.
Another example might be a standard pertaining tc the presence of a
persoanel policy. Rather than seeking documentation of the policy, an
evaluator can measure the outcome by asking a staff member if they are
aware of or can discuss the policy. With thoughtful consideration of
outcome measures or indicators of successfrl implementation of a
standard, quality assurance teams and facilities can better understand
and weasure their success. Standards using this format were recently
prepared for some South Ca..lina facilities serving persons wita
developmental disabilities (URSA Institute & HSRI, 1987). An example of
these standards is included in Appendix E.

2. Licensing

Current personal care home regulations will have to be reassessed to
ensure that distinctions in levels of care that are relevant to persons
with mental retardation are made among types of residential
arrangements, that basic training requirements are included, and that
size limitations are addressed.

In order to ensure that licensing standards are complied with, it
may also be necessary to expand existing staff at the Office Regulatory
Services. Such increases will improve and strengthen the administration
of the personal care home rules aand regulations.

Finally, the relative responsibilities of the Office of Regulatory
Services and the Division of Mental Health and Mental Retardation
regarding the regulation of the programmatic aspects of services in
personal care homes should be explored. Specific distinctions should be
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made between threshold, minimum licensing standards and the content of
programming delivered in such homes.

3. Monitoring

In order to ensure that there is adequate oversight in an expanded
residential system additional monitoring mechanisms will need to be
explored. Current licensing reviews and bi-annual quality assurance
reviews will not provide sufficient assurance that the well-being of
clients is being protected. More frequent and varied monitoring
mechanisms will have to be explored including the use of family members
in on~site reviews, peer review, national accreditation, and client
outcome monitoring.

4. Client Rights

The current internal grievance mechanism is well-articulated and
consistent with grievance mechanisms in other states. However, it
appears to be little used and not well publicized among families and
clients The state should consider the establishment of an external
grievance mechanism that is not tied to the service delivery system.

F. Training and Technical Assistance
1. Staff Training

The results of the provider survey strongly indicate the need for a
broadened program of staff training. This need is sharpened by an
anticipation of community programs to serve persons with more complex
needs.

Exemplary models of staff training znd technical assistance must be
built upon these seven attributes:

¢ Leadership: This elemeat refers to the capacity of persons in a
state to spur developmaent of progressive habilitative services.
A statewide staff training program offers the opportunity to
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expose those persons most involved in the provision of services
to the state's programmatic philosophy and principles.
Leadership in a staff training program is forged through the
facilitation of a partnership among state planners, service
providers and trainers.

Building omn existing resources and experience: Persons planning
a new staff training program are well advised to utilize existing
resources. There are already numerous high quality curricula in
various media. These materials can be purchased, copied and
adapted. There are also several cleari ‘houses of training
materials in different parts of the councry. Other states'
experience shows that innovative training delivery mechanisms can
be most effective. Some examples are: performance-based
objectives, on-site instruction, and competency testing.
Similarly other states offer solutions to the administration of
training, such as regional proctors and facility-based training
proctors.

Flexibility: Model staff training programs and curricula are
designed to meet the various needs posed by differing service
providers and consumer groups. An ongoing method for adjusting
curricula to reflect the latest developments in the field i3 also
necessary. Service nroviders should have some autonomy in
selecting those topi¢s and materials most suited to their
population and staff training needs.

Incentives: Model staff trxining programs offer a variety of
incentives to both staff and service providers. This is
particularly useful when a mixed mandated and voluntary training
syster is used. Incentives may include certification of staff,
monetary rewards to individual staff, or rewards to facilities
successfully meeting the goals of a training plan.

Use of indigenous training sources: There are in Georgia persons
with substantial anu relevant expertise regarding community-based
services. The value of these persons as consultants and staff
trainers must not be overlooked. Likewise, in Secrgia there are
centers of higher education that could offer assistance and could
serve to prepare future human service workers. 7hese centers
should be utilized to their maximum potential.

Utilization of all funding mechanisas: A variety of funding
mechanisms can be tapped for statewide training, although
Medicaid waiver dollars may be the most reliable source. Sources
that other states have utilized are inexpensive community college
courses, specific federal training grants, use of senior provider
personnel, and inexpensive self-taught training modules.
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& State-of-the-art habilitative methods: As mentioned, a state-
vide training program offers the opportunity to prepare personnel
in the most current thinking on habilitative methods. Exemplary
curricula offer topics such as: creating and sustaining supported
employment, facilitating consumer choice making, emotional and
social adjustment, and the aging process.

2. Technical Agsistance

The movement of significant numbers of individuals with severe
disabilities will require the establishment of new program podels and
upgraded program management skills. In order to facilitate such
development, it is strongly suggested that the state explore a technical
assistance unit within the Division of Mental Health and Mental
Retardation. Staff in this unit should be capable of providing
assistance to providers who are developing new or expanded services.
Such consultation should include programmatic direction as well as
program management tools.

Technical assistance should be thought of as an integral part of a
comprehensive quality assurance program and should available when
compliance problems are uncovered in community programs.

G. Target Populations

As shown earlier, the largest number of persons at GRC and
Bainbridge as well as in the community subpopulations in the seven
target service areas are found at skill levels III and IV. It may be
assumed that this is the case in the other gervice areas. In other
wvords, the competition for services if GRC and Bainbridge are phased out
will be concentrated on those service arrangements appropriate for
lower-functioning individuals. In the interest of equity, community
acceptance and support, the state may be obliged to plan to accommodate
the service needs of at least those individuals having comparable needs
awaiting community services along with the needs of those placed out of
GRC and Bainbridge.
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VII. WHAT ARE THE CONCERNS OF FAMILIRES?

A. Introduction

This s2ction presents the results of a survey of the closest
relatives of the people living at Georgia Retardation Center (GRC) and
Bainbridge The survey was designed to yield an understanding of the
satisfaction, attitudes, opinions, and concerns of parents and relatives
of the people served in the two facilities.

In prior survey research, families of people in public institutions
have been found to be very satisfied with the facilities, and opposed to
changes such as community placement. One of the studies was reported by
Klaber (1969). Surveying parents of people in institutions in
Connecticut, he found more than three fourths of them were convinced of
the excellence of the facilities. He concluded that, although the
facilities may have been adequate or good, many families believed them
to be nearly perfect. In his most radical statement of the findings, he
wrote that "the praise lavishe’ on the institutions was soc extravagant
as to suggest severe distortions of reality in this area."

Later, Brockmeier (1975) reported similarly high levels of
satisfaction, coupled with skepticism about community-based care among
fanilies of people in Nebraska institutions. In Texas, Payne (1976)
discovered the same situation. Payne also identified a "deinstitutional
backlash," a loosely knit countermovement of various local and statewide
associations of parents organized in support of institutions as opposed
to community residential facilities (CRFs). Overwhelming satisfaction
was also reported by Willer, Intagliata, & Atkinson (1979) in New York
state. At an institution in Pennsylvania, Meyer (1980) found that over
70% of families were satisfied, and they opposed the idea of community
placement. The initial findings in the Pennhurst Longitudinal Study
were released in 1980, and showed the same pattern (Keating, Conroy, &
Walker, 1980). Atthowe & Vitello (1982) detected similar feelings among
families in New Jersey. In their survey, 54% expected no more than
custodial care, and 91% said the institutional care was adequate or
better.

A national survey of families of people living in mental retardation
institutions was conducted by Spreat, Telles, Conroy, Feinstein, &
Colombatto (1984). The results were in very close agreement with those
of the local studies, with a dominant pattern of resistance to community
placement.
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Although many families of people in institutions see community
residential facilities as a viable option for some people, most prefer
the institution for their own relatives (Atthowe & Vitello, 1982;
Frohboese & Sales, 1980; Payne, 1976). Similarly, Ferrara (1979) showed
that parents of children with mental retardation were much more
supportive of normalization activities for mentally retarded persons in
the abstract than they were for their own children.

Families generally believe the decision to institutionalize their
relatives was permanent and final; Atthowe and Vitello (1982) found that
84% of families believed that their child would stay institutionalized
for life. Stedman (1977) suggested that deinstitutionalization of a
relative with mental retardation forces the family to question whether
institutionalization had been appropriate in the first place. To those
families who institutionalized their children, deinstitutionalization
represents a "painful revisitation" of the original decision (Willer et
al., 1979).

The only study to date in which family feelings were assessed before
and after community placement was the Pennhurst Longitudinal Study
(Conroy & Bradley, 1985). From initially strong opposition, the
families changed dramatically. Almost all reported overvhelmingly high
satisfaction with the new community based arrangements. This
satisfaction was even higher than the high satisfaction they had
previously expressed with the institution. Many were extremely
surprised at how much their own opinions had changed. They felt that
their relatives had made great strides that they had thought impossible,
they were pleased with staff, and they perceived their relatives to be
happier. They maintained, however, their serious concerns about the
permanence of community programs and funding.

The current work builds upon this body of research. The survey
reported here only includes the families of people living in
institutions. However, if in the future a significant number of people
move into smaller and more integrated settings for living and working,
the survey reported here can be used as a baseline, just as in the
Pennhurst work. In the years to come, Georgia will be able to determine
vhether families believe tke new commvnity services concept is working
as well as the old institutional concept did.

B. The Role of Pamilies in Service Provision

In a formal sense, the individual service provision process
generally places the family in the role of permission-giver. Service
programs do not regularly contact families unless some form of consent
is needed, such as for medical treatment. Conversely, the family rarely
makes contact with program officials (other than direct care staff seep
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annual inter- or trans-disciplinary Individual Habilitation Plan process
is intended to include consumers and families, reviews of attendance
records of such meetings tend to reveal limited success in this aim.

The once-a-year notifications of upcoming meetings are often
insufficient enticement to draw families into an arena dominated by
professionals speaking incomprehensible jargon. Even when a family
menber does attend, his or her role often reduces to permission-giver.
The professionals must convince the family member to sign the plan after
they have agreed among themselves about the content.

|
during visits) unless they perceive a serious problem. Although the

The role of most families in the overall policy making process, in
setting directions for years of future service system development, is
even more limited. Some vocal and articulate families, and particularly
those affiliated with a well organized group such as an Association for
Retarded Citizens, have successfully gained access to the decision
making process. Such families are in the minority. The majority of
families are not so active, articulate, and affiliated. They may become
so, however, when a newv policy initiative is perceived to threaten any
of the services they believe to be important for the well-being of their
relatives. It is therefore essential for policy makers to obtain
frequent and representative readings of the attitudes of this family
constituency. Otherwise, several things are likely to happen:

e Only the vocal and powerful families are in a position to advise
about the impacts of proposed actions, and these families may not
be in accord with the majority:

e For the nost part, the only time officials hear from most
families is when something has gone wrong. In other words, the
only news officials get from families is bad news. This cannot
have a positive influence on mutual regard in the long run;

e Officials never know how satisfied the average family is with the
services rendered;

e A "sleeping giant" phenomenon may surface unexpectedly :in
response to a new policy.

In order to create a dignified and valued role for families at all
levels of the service delivery process, one of the simplest and most
economical beginnings is to include families as part of the quality
assurance loop. In the past, the most widely known and used quality
assurance practices, which focus on settings rather than indivriduals,
have ignored families. Neither the standards of the Accreditation
Council for Persons with Developmental Disabilities, nor those of tue
federal Intermediate Care Facilities for [people who are] Mentally
Retarded, define a clear role for families during site reviews.
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Horeover, nearly every state requires some variety of state or local
licensing for service facilities, but we are aware of none that require
input from families.

Simply polling the families regularly about general and specific
issues is a straightforward way to begin. As families begin to receive
evidence that their views are being listened to, positive feelings may
increase and involvement may become more productive. Bxtreme situations
and emergencies must be investigated rapidly. Formal mechanisms for
hearings of grievances are needed. Statements of general problems
repeated by many families must be made the subject of well publicized
policy initiatives. Finally, as individually oriented (rather than
setting oriented) quality assurance activities evolve, families must be
accorded a role that includes the opportunity to visit and evaluate
services rendered to people in both residential and day settings
(Provencal & Taylor, 1983).

This report presents the results of the first statewide attempt to
survey the families of all the people living at GRC and Bainbridge. It
represents a positive step toward enhanced and diversified mechanisms
for family involvement in service provision.

C. Methods

The items on the Georgia Family Survey questionnaire arc included as
part of the Results section of this report. The questicnnaire was
developed jointly by the consulting study team at Conroy & Feinstein
Associates (CFA) and the Division of Mental Health, Mental Retardation
and Substance Abuse. As starting points, the group used questionnaires
developed for the Pennhurst Longitudinal Study and the Applied Research
Project of New Hampshire. Some items were deleted, and some new ones
vere written. The final questionnaire asks the family's opinion about
the quality of the care received by their relatives, how happy they
think their relatives are with their situations, attitudes about major
issues in the field, and major concerns. Every effort was pade to avoid
jargon and to use a vocabulary level comprehensible by the majoiity of
the American public. There were 27 questions on the survey, and it was
designed to take an average of about 15, but never any more than, 30
minutes. The survey packages were mailed out with a cover letter from
the Division explaining the purpose of the project, a survey form, and a
stamped envelope in which to return the survey form.

The Division had lists of all primary family contacts of the
residents of both facilities. Outsiders such as the consulting study
tean should not be given the confidential names and addresses of
reiatives unless permission is given. In order to obtain permission, a
mailing to all families would have been necessary. Therefore it was




113

|
l
most sensible for the Division to mail out the survey packages directly. l
The fact that a family filled out a form and mailed it to CFA
constituted the family's permission for CFA to obtain its opinionms.

D. Results
1. The Family Respondents

In July 1987 when the family survey was mailed out, records
maintained by the Division indicated that 390 people lived at Georgia
Retardation Center (GRC). A total of 402 survey packages were mailed,
because 12 people had divorced parents, both of whom received packages.
Also among the 402 were 17 packages that went to guardians, because no
farily meamber was available. (In this report, we will continue to use
the term 'family' for simplicity, even though guardians are included.)
At Baindridge, there were 196 people in residence, and 188 packages were
mailed out, because there were 8 people with no known families. Thus a
total of 590 survey packages were mailed out.

After the packages were sent out, some were returned for bad or
expired addresses. August 22 was the last day on which we were able to
receive a completed questionnaire and still have time to perform
editing, data entry, and include it in the analysis. On August 22, we
had roceived a total of 308 valid questionnaires. If bad addresses are
ignored, this is an overall response rate of 52.4%. This is similar to
the response rate obtained in community surveys in Pennsylvania (about
50%), and to our Connecticut surveys across all types of service
settings (50%). It is higher than that obtained in CFAs national
institutional family survey (36%). The Georgia response rate would be
typical of community or mixed service settings, but it is higher than
that normally expected for institutional settings.

The responces from GRC families numbered 194. Out of 402 packages
sent out, the GRC response rate is 48.3%. For Bainbridge, 113 responses
vere received to 188 packages, for a response rate of 60.1%. We infer
that the Bainbridge families were significantly more motivated to
respond to this questionnaire.

In the tables that follow in this report, the questionnaire
responses are broken down for GRC in the first column ard Bainbridge in
the second. For items that are best treated as scales, such as the 1-
to-5 point satisfaction items, the results are simply reported as
average scores. For items best treated as categorical data, such as
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relationship, the two columns of numbers given are the percentages of
the respondents who fell into each category.

The quer.ionnaire included two items on the characteristics of the
family respondents: relationship and age group. The relationship of
the respondents to the individuals who live in the facilities is
presented in the following table.

Percent of Families

GRC BAIN.
(1) How are you related to this person?
1. Mother ' 46 35
2. Pather 11 15
3. Mother and Father (responding together) 26 20
4. Sister or Brother 6 12
5. Guardian 5 11
6. Other 6 7

For both facilities, mothers were the most frequent respondents.
Somewhat fewer of the Bainbridge respondents were mothers, and the
difference was spread out in the father, s8ibling, and guardian
categories. This is probably attributable to the fact that the average
Bainbridge resident is older. It follows that fewer parents are still
living.

The respondents tended to cluster in the 40 to 69 age brackets, and
showed a similar distribution for the two facilities, as shown below.

(26) About how old are you?

1. 20 to 29 3 1
2. 30 to 39 12 13
3. 40 to 49 25 30
4. 50 to 59 23 14
5. 60 to 69 23 23
6. 70 to 79 11 15
7. 80 or over 3 3

2. Characteristics of the Relatives

Several items asked the respondent to describe the characteristics
of the relative: level of medical needs, level of retardation, other
disabling conditions, independence, and challenging behaviors. The

I
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respondents' perceptions of the level of need for medical care is
tabulated below.

(2) How urgent is your family member's need for medical
care?

1. Would not survive without 24-hour 29 14
medical personnel

2. Has life-threatening condition that 18 7
requires very rapid access to medical care

3. Needs visiting nurse and/or regular 11 15
visits to the doctor

4. Has medical problem that nseds medical 28 45
attention from time to time

5. Generally bas no serious medical needs 14 18

The pattern is clearly different for the two facilities, with
families reporting much more intense medical needs apong residents of
GRC. Almost half are reported to have very serious needs. Althoughk the
comparison between facilities is undoubtedly valid, the absolute
magnitude of family estimates of medical needs should he treated with
caution until checked against other sources (Conroy, Feinstein,
Lemanowicz, & Kopatsis, 1985). The reports from the Bainbridge families
strongly resemble those received from families of Pennhurst class
menbers, zll of whom are presently living in community settings. The
GRC figures, however, suggest that this is a very different kind of
population in terms of the need for well designed medical services and
backup.

Similar cauticn should be exercised with regard to family usage of
level of retardation labels (Conroy, in press). Families tend to under-
utilize the label 'profound,' often substituting ‘severe.'’

Nevertheless, the comparison between facilities in the table below is
very likely to be accurate.

(3) What is your family member's level of
mental retardation?

1. Not mentally retarded 2 8
2. Mild 4 5
3. Moderate 12 16
4. Severe 43 52
5. Profound 29 19

People at GRC are much more likely to be labeled "profound" by their
families than are people at Bainbridge. It would be interesting to
compare these 'family labels' to ‘professional labels' at the two
facilities. However, the overall frequency of the 'severe or profound’
lavels (82% at GRC and 71% at Bainbridge) are likely to be quite
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accu.ate, and are almost exactly what one would expect in facilities of
the two types in the 1980s (Hill & Lakin, 1984). Facilities in
Pennsylvania, Connecticut, and New Hampshire in which the study team has
worked in recent years all displayed rates between 80% and 85%\.

The next table presents the percentage of people who were reported
to have additional or related disabling conditions.

(4) What other condition(s) affect your
family member? (PLEASE CIRCLE ALL THAT APPLY)

1. Autism 8 4
2. Blindness 14 8
3. Cerebral Palsy 15 4
4. Brain or neurological damage 62 42
5. Deafness 10 5
6. Epilepsy 23 23
7. Mental Illness 26 33
8. Other (specify) 10 8

The table shows three major differences between the facilities.
First, the people at GRC are much more likely to have sensory and
physical deficits (blindness, deafness, cerebral palsy). Second, they
are nuch more likely to be reported to have brain or neurological
damage. Both of these facts are consonant with the facility's
reputation of serving people with multiple handicaps and with the ICAP
data described earlier. Third, the Bainbridge people are more often
reported to display mental illness, which fits with the facility's
reputation of specializing in people with challenging behaviors.

The next table shows clearly the difference in functional abilities
of the people who live in the two facilities. Because of the family
tendency to avoid the 'profound' label noted earlier, this table is
probably more accurate than the level of retardation labels.

(5) How well developed are your family
member's gelf-help sgkills?

1. Very well developed. 0 3
Can function independently

2. Well developed. 6 4
Needs help only occasionally.

3. Moderately developed. 22 28
Needs supervision

4. Poorly developed. 20 30
Needs hel; most of the time

5. Very poorly 4developed. 52 35

Needs help with nearly all tasks
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The table again shows that people at Bainbridge are perceived to be
higher functioning than the people at GRC. The fact that this is
actually the case supports the notion that the survey data are valid.

The next two items asked about self-injurious and outer-directed
challenging behaviors.

(6) Is your family member harmfu: to

him/herself?

1. Never or rarely 66 31
2. Occasionally (once a month) 12 25
3. Weekly or more often 5 9
4. Daily or more often 5 4
5. Constantly unless closely monitored 12 31

(7) 1Is your family member harmful to
others or to property?

1. Never or rarely 63 30
2. Occasionally 20 41
3. Weekly or more often 4 6
4. Daily or more often 3 5
5. Constantly unless closely monitored 9 17

The data clearly show that the Bainbridge people are much more
likely to display such behaviors. Self-injurious behaviors that occur
daily or constantly are reported almost twice as often for Bainbridge as
for GRC people, and the same is true for outer-directed challenging
behaviors.

3. Satisfaction With Services and Perceptions of Happiness

There were three questions about the families' level of satisfaction
with the services received by their relatives. All three were on 1-to-5
point scale, with "1" neaning "Very satisfied" and "5" meaning "Very
dissatisfied.” The figures shown in the following table are the average
satisfaction ratings given by tke families.

GRC BAIN.

(8) Overall, how satisfied are you with the 1.5 1.4
place where your family member is living?
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(9) Overall, how satisfied are you with 1.6 1.4
what your family member does during
the day? (Day program, school, or work)

(10) How smatisfied are you with what your 1.9 1.6
family member does on weekends?
(Leisure and recreation)

The answers to item #8 show very high levels of satisfaction with
the residential settings at both facilities. 1In all, 72% of families
gave the rating "Very satisfied” and only 1% reported themselves to be
"Very dissatisfied.” These families could be identified if GDHR wishes
to find out more about these individual cases of dissatisfaction. In
Pennsylvania coamunity programs, 68% of families gave the "very
satisfied” rating, and under 1% gave "Very dissatisfied."

Item #9 is about the day programs, and satisfaction is almost as
high as for the residence: 66% rate "Very satisfied"” and only 2% rate
"Very dissatisfied.” The Pennsylvania figures are 35% and 1%
respectively. On item #10, satisfaction with weekend activities is
somevhat lower, with 53% rating "Very satisfied” and 2% rating "Very
dissatisfied.” This question was not asked in Pennsylvania. In all
three areas, the ratings given by Bainbridge families indicated slightly
higher satisfaction than GRC families.

Two other items obtained the families' opinions about the happiness
of tne relative.

(11) How happy do you think your family 2.1 2.1
member is with his/her living situation?

(12) How happy do you think your family 2.2 2.1
member is with what he/she does during

Again, the answers were on 1-to-5 point scales, with "1" being "Very
happy.” On item #11, the general opinion is that people are "Happy"
with their living situations. However, 1% were reported to be "vVery
unhappy” and another 4% were reported to be "Unhappy” with their living
situations, and, if desired, these cases could be identified for further
investigation of the situations. Item #12, about the day program, is
similar. Most responses are divided evenly across "Very happy,"
"Happy,"” and "Neither happy nor unhappy." Another 2% are reported to by
"Unhappy,” but 0% are rated "Very unhappy."”
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4. Trequency of Visaits

The frequency of family visits differed sharply between the two
facilities.

(13) How often were you able to visit
your family member in the past year?

1. About once a week or more 32 3
2. About once a month 31 24
3. About every 3 months 19 24
4. Once or twice 11 24
5. Not in the past year 7 25

{(14) How often did your family member
come to visit you in the past year?

1. About once a week or more 11 1
2. About once a month 19 7
3. About every 3 months 9 11
4. Once or twi:ce 9 17
5. Not in the past year 41 64

The visitation reported by GRC families resembles that reported by
fanilies of Pennhurst class members in community settings, half of whonm
say they visit their relatives at least monthly. The GRC families
report even more frequent contact, over 60% visiting at least monthly.
For 9% of Pennhurst families, the answer was "Not in the past year,"
close to the 7% reported by the GRC families. The GRC residents are
younger on the average, which may explain the somewhat higher visitation
rates. (In the Pennhurst study, we did not detect any increase in
family visits after community placement.)

The Bainbridge visitation pattern is strikingly different. For a
set of reasons that probably include the behavioral component of the
Bainbridge residents’' disabilities, the relative isolation of the
facility, and the age of the residents, visitation is less frequent than
in almest any other setting we have measured. (The exception is homes
for the xgr.d, and in this case siblings are often the closest relatives.
They do n<t typically visit often.)

The results for visits of the individuals to the families' homes are
precisely parallel. The GRC families are si.ilar to Pennhurst families,
and the Bainbridge families are unusually inactive in this area.
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In a related question, families were asked about their preferences.
Because it seems likely that travel distance may have a strong effect on
the likelikood of visits, the question asked how close the family would
like the disabled relative to live.

(15) How close to your home would you
like your family member to live?

1. Pifteen minutes or less 23 10
2. Thirty minutes or less 35 15
3. One hour or less 25 27
4. Two hours or less 5 18
5. Doesn't matter 12 3¢

Again, the pattern indicated a strong difference between the
GRC and the Bainbridge families. Many GRC families seemed
to feel that distance was an important issue, but the
figures were very different for Bainbridge families, 30% of
whom said it "Doesn't matter." These results regarding
visits and preferences suggest that family cohesiveness has
largely vanished for people at Bainbridge, and, in cases in
which continued family support and encouragement might be
important for the individual, this may be a problem in need
of attention.

5. General Opinions

Two questions explored the confidence of the families, specifically
in the areas of the relative's probability of learning more skills and
in the ability of staff to handle anything that comes up. In these
areas, the GRC and the Bainbridge responses were similar and in general
they expressed neutral opinions (half optimictic, half pessimistic)
about the possibility of development.

(16) My family member has learned just about all 3.2 3.4
he/she is ever going to learn about taking
care of his/her own needs.

(17) I trust the ability of the staff who work with 3.9 4.2
my family member to handle almost anything
that comes up.

These average ratings on the learning item suggest that the typical
fanily tends to agree with the idea that no more learning is possible
for the relative. This has been found in several other states, and
across settings, and calls for consideration of increased family
education and training opportunities about new technologies and new
hopes in the field of mental retardation. Item #17, about confidence in
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the facility staff to handle anything, shows high levels of confidence,
and the expressed confidence is slightly higher among the Bainbridge
families.

6. Concerns

The questionnaire listed eight issues and asked families to rate
each with regard to how great a concern it was for them. Each item was
ansvered by choosing a number frez "1" ¢to "5," with "1" meaning "Hardly
concerned at all" and "5" meaning "This is one of my greatest concerns."
Thus the higher the number the greater the degree of concern expressed.
The items have been sequenced according to the average level of concern
rating given. The sequence is the same for the two facilities.

I Y S G
33




122
FIGURE 46: FAMILY CONCERNS
MEAN SCALE SCORES
HOW CONCERNED ARE YOU ABCUT THESE ISSUES? GRC BAIN
PERMANENCE
(19) How long the agency that sarves my
family member 4.6 4.1
will be in business.
CONTROL
(25) Whether I will have a major say
in what happens to 4.3 4.1
my family member.
SAFETY
(23) The ability of the state and county
to maintain a 4.2 3.7
safe and secure environment for my family member.
MONITORING
(22) The ability of the state and county
to monitor the 4.1 3.7
quality of the settings and take action against
bad programs and against client abuse.
RATIO
(24) Whether there are enough staff on duty
at the 4.1 3.7
program.
MEDICAL
(20) The ability of the agency to assure that
my family . 4.0 3.5
member gets good medical care whenever needed.
BEHAVIOR
(21) The ability of the agency to handle
behavioral 3.7 3.5
emergencies, such as a serious outburst from one
of the people living there.
TURNOVER
(18) Staff turnover in the place where
my family 3.6 3.0

member lives (how often staff leave and have to be
replaced).

For convenience of reference, the same information is presented in
the bar graph on the following page entitled "PAMILY CONCERNS: Responses
of GRC and Bainbridge Families.”" The concerns that are given the
highest ratings seem to be at the level of the basics: permanence,
control, and safety. For families of people in community programs in
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Pennsylvania, the sequence of concerns is somewhat different: control,
monitoring, and permanence.

As is easily seen in the graph, the GRC families express higher
levels of "concern" about every one of these issues. This suggests that
there is some reason to believe that the GRC families are, in general,
more worried about their relatives and their future.

E. Discussion

It seems very clear that the family survey process is valuable and
informative. It is also important to note that family surveys are very
easy and inexpensive to perform. The overall response rate of 52%, with
no second mailing or followup, is very good. In past work on non-
respondent bias (Conroy & Bradley, 1985), we found that there were no
significant differences in the characteristics and satisfaction of
families that did respond from those that did not. We therefore have
good reason to believe that the 52% response rate is more than adequate
to represent the feelings of all the families.

Overall, families of people at GRC and Bainbridge are extremely
satisfied with their living situations, and also with their day
programs. MNost families also believe that their relatives are happy
with their living and day program situations. Almost none of the

7 "ilies think their relatives are unhappy with either aspect of their
1. as.

Families' concerns seem to focus largelY on the basics: how
permanent is the facility, how much control will the family ultimately
have, and will the relative be kept safe in his or her environment.
Interestingly, the families generally believe their relatives are
incapable of further behavioral progress or skill acquisition. They are
very confident in the staff of the facilities.

These data will enable rfuture evaluation of changes in family
attitudes and perceptions. Whether people continue to receive service
in a congregate care environment, or whether they move to smaller, more
integrated community settings, the ability to evaluate these changes
over time will be a crucial element of the overall evaluation of the
impacts of any changes in the service systenm.
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FAMILY CONCERNS

FIGURE 47
RESFCNSES OF GRC AND BAINBRIDGE FAMILIES

“““““““‘ \/
SRR R L LR

AVAVAVA

UL L 7

L) L] L4
~ (] o2 L)

UWIDOUOD JO [2A97]

IPAOTLIN T,

IojavYyog

PxYD [WOIPDN

ocney

Fusxojruocyy

Lyoreg

(o3 |WOoD

POVWIWE VLD




PART TWO

This second part of the Georgia Feasibility Study describes what
vill be required to create alternative community residential and day
settings for persons currently living at Georgia Retardation Center and
the Southwest Developmental Center at Bainbridge. The first section
outlines the necessary policy and systemic changes that will be needed.
The secund portion addresses those steps that will be required to ensure
adequate direct care, managerial, and specialized staff to provide
community-dased services. The third section describes the range of
services that will be needed to serve the target population and the
costs of initiating and operating such services. The fourth section
discusses the elements of a transition plan for clients as well as a
managenent transition strategy. The fifth and final section highlights
a sequence of activities that should comprise the implementation of the
phase down at the two facilities.

I. WIAT SYSTEM CHANGES WILL BE REQUIRED?

If a decision is made in the State of Georgia to proceed with the
closure of GRC and Bainbridge, a number of system changes will be
required o support the expansion of community services and to reinforce
the administrative infrastructure. Except for cluster management, cost
estimates for which are included in Section III, the budget implications
of these administrative change recommendations are not assessed.

A. Administration

To ensure that the expansion of community services is accomplished
in an expeditious and planned fashion, additional administrative tools
will be required. Managing the process of deinstitutionalization
involves the initiation of multiple and sequenced activities. It also
involves oversight over a g:owing network of services whose clients have
disabilities that are serious and profound. The foilowing discussion
lays out some of the administrative activities that will be necessary at
the state and local level to bring about the change.



1. Expand Private Sector Involvement

To develop the magnitude of resources needed to provide alternative
residential and day settings for individuals currently residing at GRC
and Bainbridge within a reasonable time-frame, more private sector
involvement will be required. This observation is based on variety of
factors. TFirst, several of the key informants interviewed for the study
agreed that private sector resources would be necessary to expedite the
expansion of community services. Second, the expansion of private
sector services should result in increased diversity and prograLaatic
approaches. Third, the private sector should be able to move more
expeditiously to create services given the personnel procedures that
must be followed by public providers. Finally, encouraging more private
sector services will bring additional expertise into the service system.

Since the current system relies heavily on publicly operated day and
residential programs, changes will be required to administer expanded
private sector contracts and to ensure that private sector development
proceeds according to state and local implementation plans. The
following guidelines are projosed:

e Contracts with private providers should be directly with local
health boards in order to ensure the responsiveness of the
provider to local needs (exceptions to such arrangements are
discussed in the section that follows: 2. State
Responsibilities);

e Standardized contracting formats should be designed by the state
in order to ensure uniformity of legal relationships:

e Indigenous provider organizations should be encouraged and
supported;

® (Criteria for the selection of providers should e developed
including the preparation of an RFP process and the creation of a
pre-contracting screening process to ascertain financial
viability and stability.

e In addition to the participation of private corporate entities,
specialized family care (similar to the models developed at
Macomb-Oakland in Michigan) should be developed to accommodate
the increased demand for residential arrangements. This will
require a dedicated program manager within the Division.
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2. State Management Responsibilities

An expanded community system -- especially one that relies more
heavily on private providers -- will place additional responsibilities
on the state insofar as oversight and accountabili - are concerned. The
povers that the state currently has over the provisiz~ of cervices need
to be sharpened and made more explicit to ensure that necessary actions
can be taken quickly and forcefully. " Specifically, we recommend the
following:

e The state should develop a receivership statute which makes it
possible for the state to take over the operation of a provider
that has either failed to comply with quality assurance mandates
or has faltered financially. Several other states around the
country have developed such laws and have begun to apply them.

e Specific guidelines should be developed to trigger state
involvement in the provision of services in a mental health,
mental retardation, substance abuse service area. While the
state currently has the ability to provide services in an area
vhere a local health board has declined, intervention short of
actual rejection of funds by a local health board is less clear.
In order for deinstitutionalization at GRC and Bainbridge to
prove feasible, local ssrvice areas must evince the capability to
develop resources within a prescribed period of time. Specific
criteria must be developed to determine the level of local
capacity and the point at which it is incumbent on the state to
intervene to ensure that needed services are developed.

e A state resource development team should be created to assist in
the initiation of private sector services (See Section V).

3. Data Management

Under the capitated system of €unding proposed in Section III of
this part, local program managers will have much greater latitude to
shape the local service systems to individual client needs. To do so in
a cost effective fashion will require bolstering the information systems
in most areas to include be“ter information on client levels of
functioning, related service needs and costs. The information on
service requirements would most logically derive from the client
individualized habilitation planning process.
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4. Local Resour..e Development

The process of developing individualized currunity services for
persons currently residing at GRC and Bainbridge and ensuring that both
natural as well as specialized supports are available will be crucial to
the success of.a deinstitutionalization proness. It will be necessary
to designate individuals within each service area who can carry out this
responsibility. This concept has already been piloted in some MH/MR/SA
service areas in the state and has come to be called cluster management
(See: Mount and Puckett, 1986). A cluster is a group of clients with
similar needs. ([Note: The term "cluster" as used in this context
should be differentiated from facility "clusters,"” a term used to
describe long-term care facilities in some states.] Cluster managers
work with Mental Retardation Specialists who, in many areas of the
state, have become system managers and no longer have sufficient time
for individual resource development.

Cluster managers are responsible for deciding on the level of
staffing, type of housing, and selection of roommates: managing
resources; supervising sites and staff; and designing programs. They
also work with neighbors, friends and family to ensure maximal community
integration. The mission of the cluster manager is to develop flexible
and dynamic service settings and supports rather than to match clients
to pre-determined options.

Within the deinstitutionalization effort, cluster managers would be
responsible for becoming familiar with clients before they leave the
institution, working with the case manager and the individualized
planning team, securing the confidence and participation of the family,
organizing access to a primary health care provider, and exploring
individually-tailored support possibilities.

B. Quality Assurance

In Part One of the study, the importance of quality assurance was
underlined and the state’'s current and proposed quality assurance
procedures were reviewed. As noted, quality assurance is a critical
element in the provision of services to individuals with severe
disabilities -- especially in a decentralized and scattered system and
one that may rely more heavily on private providers of services.
Quality assurance systems also communicate the state's programmatic
vision and values with respect to design and management. The state has
already taken several important steps to improve its current QA system
including the development of comprehensive standards and the planned
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Title XIX case management system. This section describe= specific
activities that will enrich those systems.

1. Standards

Based on the analysis presented in Part One, the fcilovwing expansion
of the proposed consolidated quality assurance standards is recommended:

e Minimum standards should be developed for staff of Jay and
residential programs including minimum age limits (i.e., 18 years
and over), educational minimums and other qualifications. The
state may also want to consider a statewide certification progran
for direct care staff:; <

e Ninimum staff/client ratios should be spelled out to ensure basic
capability;

e The content of staff training should be specified in standards
including the frequency, duration, and topics covered.

e Standards should be developed that address agency personnel
policies including provisions for grievance mechanisms as well as
staff participation in agincy decisions;

e The standards should be revised t, encompass functionally-based
training principles rather than developmentally sequenced
learn.ng;

e C(Client outcomes and accomplishmants should be included in t.
quality assurance process as indicators of agency performance and
appropriateness of service intervention.

In addition to the revisions noted above, there are two additional
areas of standard setting that should be addressed. The first has to do
wvith the provision of health services. Standards for health services
should include topics such as access, informed consent, information
sharing, frequent reviews of drug regimens, and personnel
qualifications.

The second arca has to do with the development of standards to
govern the creation of specialized family care homes where one or two
persons with mental retardation may reside. Such homes, included in the
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feasibility projections discussed in Section III, are more than simple
foster care and involve the provision of substantial training and
technical assistance to the home provider. To assure that such homes
meet these expectations, standards for performance will be required.

2. Licensing

As discussed in Part One, the major licensing category that governs
virtually all residential arrangements for adults with mental
retardation is personal care homes. Based on the analysis conducted for
this study and other studies conducted in the state (See: Murray,
1986), there are a variety of changes needed in the regulatory process
to facilitate the development of responsive residential services for
persons with mental retardation:

® An .pper limit on the number of beds in personal care homes
serving individvals with mental retardation should be fixed at
six;

¢ Specific categories of personal care hoaes based on the nature of
the needs of residents should be established:

e MNinimum standards for operators of personal care homes should be
developed;

e Additional staff should be made available to ORS to assist in the
implementation of npersonal care rules and regulations. Such
staff should be available to conduct inspections of new providers
vhen the local sanitarians are unable to respond in a timely
fashion;

e Interagency discussions should be held between the Division of
Mental Health, Mental Retardation and Substance Abuse and the
Office of Regulatory Services to distribute responsibility for
the development of programmatic and content standards on the one
hand, and threshold facility and basic capacity standards on the
other hand.




3. Monitoring

The proliferation of community-based services for persons with
severe disabilities requires un intensified monitoring effort to protect
the well-being of these more vulnerable clients. To be successful,
monitoring should be comprehensive and multi-faceted and should occur at
numerous junctures throughout the program year. In addition to the
Division's proposea quality assurance reviews, we propose the following
additional monitoring activities:

teams around the state to conduct periodic on-site observations
in residential and day services. Models for such monitoring can
be secured from the State of Ohio as well as from the Macomb
Oakland program. The use of family monitoring mechanisms is
particularly important in light of the concerns expressed by
fanily members in the family survey (See Part One, Section vVII).
Involving families in monitoring activities should help to allay
some of their anxieties regarding the transfer of their relatives
to community programs.

\
|
e The Division should encourage the creation of family monitoring
|
|

e Client satisfaction inquiries should be designed to solicit the
input of consumers of services regarding the efficacy of
services. While not all individuals can verbally articulate
their feelings about their service experience, techniques should
be developed to solicit the views of those who can communicate.

e Fanmily satisfaction with services should be routinely canvass.d
as part of any quality assurance system.

e The Division should explore the use of peer reviev teams as a
supplement to other monitoring activities to conduct programmatic
assessments around the state.

e Client growth and development should be routinely monitored
through the use of standardized assessment techniques.

4. Client Rights

The state currently has a well articulated internal client grievance
mechanism. As with such systems in many other states, it is not used
with much frequency. To nake this avenue a more viable option for
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clients and their friends and family members, local health boards need
to find ways to publicize the availability of the grievance mechanism
and to train providers and others regarding the access procedures.

In addition, the Division should explore the possibility of
establishing an external complaint resolution mechanism that is not
bound to the service delivery system. Such an option could be made
available in instances where the appropriateness of a placement is at
issue or when the adequacy of services is in question. The existence of
an external grievance system would also serve to allay the fears of
family aembers regarding potential problems in the community systen.
Specifically, the Division could examine the expansion of the human
rights committee mechanism used in institutions and/or the increased
involvement of the Georgia Advocacy Office.

C. Pamily Involvement

Conversations with family members of individuals at GRC and
Bainbridge and the results of the family survey reinforce the importance
of involving families at the very beginning stages of any planned
changes in the family member's living arrangement. One important reason
is that family nembers in many instances have knowledge about their
relatives that professional staff may not have. Purther, early
involvenent ainimizes family nisunderstanding and anxiety. Ve therefore
recommend that the following procedures be developed:

e The implementation plan for the phase-down of the two facilities
should be shared with affected family members as soon as it is
available;

e Initial meetings should be held with families to discuss the
needs of their relatives;

e Family members should be included on the planning team convened
to develop resources for their family member:;

» TFanily members should have the right to appeal their relative's
placement plan if they disagree with the nature of the service
proposed and to secure a review at the Division level;

e Family members should be included on any steering committee
established to guide implementation of the phase-down:




® As noted above, family members should be included on local
program monitoring teams and should be routinely canvassed
regarding their satisfaction with services received by their
fanily member.

D. Community Acceptance and Zoning

As discussed in Section A above, additional private providers will
be required to facilitate the expansion of community services
necessitated by the phase-down of GRC and Bainbridge. Accelerated
development will also be required in publicly operated services. To
assist and expedite such development, it will be necessary to design an
cverall plan for gainirg sccees to local communities both insofar as
community acceptance and for overcoming potential zoning constraints.

1. Community Acceptance

The discussion in Part One indicates that one approach to locating
group homes and other community living arrangements in residential
neighbsrhcods is to delay indepth community education activities until
the Lone is established. At that point, neighbors can be invited to the
house, through an open house, for example, to meet the occupants
(Seltzer, 1984; Conroy & Bradley, 1985). This approach can be
supplemented with other strategies such as involving community leaders
and neighbors as staftf and as board members (Seltzer, 1984; Smith &
Jaffe, 1986).

Healthy relationships with neighbors and community receptivity
tovards persons with mental retardation are also enhanced when the
attractiveness of the property is maintained (Smith & Jaffe, 1986).
With proper maintenance property values will increase. Maintaining the
attractiveness includes taking proper precautions so that adequate
parking is provided for staff and residents.

Other strategies, useful in accessing single family neighborhoods
for group home development, include relying on uniform state
requirements that would supersede local zoning authorities (Ibid. 1986).
Another vital approach entails scattering the group homes or commurity
living arrangements throughout the neighborhood to prevent clustering of
facilities in particular areas. This strategy is critical in order to
maintain good relationships with neighbors and to maximize opportunities
for community integration.
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A further factor in maintainir positive relationships with
neighbors concerns the provision of adequate programmatic support so
that staff and residents can move comfortably in the neighborhood and
can interact with neighbors. Opposition to community residences
increases when neighbors have negative experiences with residents who
are not receiving assistance which is adequate to meet their needs. On
the other hand, positive changes in attitudes can result when neighbors
have beneficial direct interactions with residents.

Adequate programmatic support consists of accessing or providing
comprehensive, community-based services to residents. These services
include generic programs such as educational, vocational, health,
diagnostic and counselling services. Planners must also anticipate and
provide retources necessary to meet the increased demand for services in
the communicy.

Providing adequate programmatic support also entails anticipating
the diverse array of services needed by persons who have greater
iudependence. The supports necessary for these individuals to live more
independently include providing assistance with home maintenance,
hygiene, nutrition, budgeting and using community services. Enhancing
the quality of life for persons who are living more independently is
contingent upon experiencing exchanges with the community.

In conclusion, maintaining positive attitudes among neighbors is an
ongoing process. This process begins with the selection of
neighborhoods which are safe, primarily residential and have a balance
of rental and owner-occupied housing. Additional siting considerations
include the proximity of the home to public transportation, shopping,
community support and recreational services. Following the opening of
the home, the next critical issue is the gradual exposure of neighbors
to residents and staff managing the home and, finally, the continual
improvement and maintenance of both the property as well as the
provision of adequate support for the staff and residents.

In addition to this overview of national experience, the Georgia
Developmental Disabilities louncil also sponsored a study that addresses
community acceptance issues (Murray, 1986). The report, titled Issues
of Quality: A Study of Community Residential Alterpatives, reviews some
of the activities that have been launched in the state to address the
problem of community attitudes and also makes some recommendations.
Specifically the report recommends that community residential services
staff need to have a better appreciation for and skills in the area of
community relations and community resource development. Regional
training workshops and follow-up technical assistance are suggested.

Those interviewed as part of this project also suggested that a move
awvay from a "facility” orientation and toward an individualized and
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flexible support model might help to "humanize" the gervice system and
to make it more understandable to the general public.

2. Zoning

During the course of the feasibility study, several interviewees
noted the problems confronted by private previders in particular in
overcoming local zoning barriers. Again, assuming that more private
providers will be required to facilitate deinstitutionalization at GRC
and Bainbridge, zoning obstacles will have to be confronted in a
systematic fashion at the state level.

In some states, litigation has successfully overcome such local
zoning constraints. Specifically, courts in other states have found
that private providers paid with public funds to carry out statutory
mandates share the same immunity from local zoning requirements that is
granted to publicly operated facilities. Similar litigation before the
Supreme Court in Georgia, however, resulted in a contrary decision that
failed to find any legislative intent for such immunity (Macon
Association for Retarded Citizens v. Macon Bibb County Planning and

Zoning Commission, 1984).

Another means of overcomiang local zoning barriers is through the
passage of overriding state legislation. To date 34 states have passed
some form of legislation authorizing, to varying degrees, the
establishment of group homes in residential zones. In a recent review
of zoning issues around the country, Lester Steinman (1987) describes
six non-mutually exclusive categories for sorting these state zoning
laws:

1. Statutes establishing group homes as a permitted use in all
residential zones, either expressly exempted from the imposition
of local zoning restrictions or subject only to those
restrictions that are otherwise applicable to single family
residences.

2. Statutes differentiating between smaller and larger population
group homes, with the smaller (six or few) being treated as a
single family residence permitted in all residential zones and
the larger (seven or more) permitted in either all or only multi-
family residential zones with varying degrees of local control by
special permit.

3. statutes authorizing group homes in residential zones either
without expressly limiting the power of political subdivisions to
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impose gnecial permit requirements or affirmatively preserving
such local land use power.

4. Statutes differentiating between types of permitted residents in
group homes or between public and privately operated group homes.

5. Statutes where a group home is either considered a family or
deemed a residential use but municipality has potential veto
power over site selection.

6. Statutes mandating or encouraging that group homes be permitted
wvithin municipalities but preserving local autonomy regarding the
determination of the appropriate district and the conditions to
be imposed upon such use.

There has been some discussion in the state of introducing
legislation to reinforce the state interest in providing community
services and to designate private providers of such services as
instrumentalities of such state intent. The language of the proposed
statute is presumably addressed to the Georgia Supreme Court decision
which found that a sufficient statement of intent is missing in the
current Georgia- Community Services Act for the Mentally Retarded.

Another approach would be to introduce legislation that falls into
one of the categories discussed above. Given the assertion among many
of those interviewed that the Georgia Constitution would preclude any
sweeping pre-emption of local zoning authority, a statute that fell into
category . above would probably not survive a state Supreme Court
challenge However, a statute that makes it clear that small groups of
mentally retarded persons (e.g., six or fewer) have a right to live in
residential zones which also preserves the power of the local
jurisdiction to impose some restrictions may be acceptable.

In any event, if the closure of GRC and Bainbridge goes forward, it
will be imperative that a statewide zoning strategy be developed to
ensure the expeditious expansion of community residential as well as day
services.

E. Medical Back-Up Services

There is no single medical services arrangement that can or should
be imposed across the state. Personnel in each service area nmust
develop their own approach depending upon the character of their target
population and the medical resources available.
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There are, however, two core elements that should be present in each
area:

¢ There must be an identified primary health care provider who
assumes responsibility for the general medical care of each
individual and makes referrals to specialists as needed. In the
absence of a responsible family physician, a nurse practitioner
should be employed (directly or under contract) to obtain the
services of primary health care providers for individuals and to
facilitate, organize and manage any individual interventions not
managed through primary health care providers. The nurse
practitioners should be a part of the IHP teams, and the family
physician should be consulted by the IHP teams as part of the
case management process. In some areas, teams of physicians,
nurses and specialists may be organized as medical backup teams
to provide service on an as-needed basis. Formal agreements or
even contracts should also be regotiated with local hospitals
providing for client care in the case of an emergency.

¢ There must be an array of specialty and consultation services
capable of meeting the special and complex medical needs of
persons with mental retardation and other developmental
disabilities who are medically involved. Although it was beyond
the scope of the study to assess fully, there are certain to be a
number of clinical centers capable of developing an expertise in
caring for persons with mental retardation and other
developmental disabilities.

If there is no clinical center in a particular service area, it
may be necessary for the state to develop one. Such a unit could
have many functions including: (1) coordination and referral for
persons with complex needs, (2) provision of training programs
for primary physicians, nurses, therapists and care giving
personnel, (3) the provision of practicum placements for young
professionals in the medicine and rehabilitation therapies.

The Steering Committee members participating in the site visit to
Nebraska, for instance, found just such a medical support unit in Omaha
located at one of the area hospitals. The unit, which is used in lieu
of inpatient hospitalization, employs three full-time and three part-
time registered nurses under the direction of a registered nurse
supervisor, and three full-time and three part-time residential
assistants. The projected costs of such a unit are included in Section
III.
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F. Crisis Support Services

One area of significant concern among the providers in the community
is the absence of crisis support services. Crisis support services will
have to be developed and made available to members of the target
populations and other populations of concern.

Crisis support services are designed to help manage situational
crises of persons living in the community. These services should have
the capacity to respond to crises through visits to clients’ homes, -
meetings with clients (and /or family members), consultation with
residential and day staff, and outpatient counselling. Crisis staff
efforts would be directed toward resolving the problem and maintaining
the client in his/her "home" environment whenever possible.

Temporary crisis residential services may be provided in family
personal care homes as is done in Colorado. Under this program,
specially trained families are available on a retainer basis; each has
the capacity to serve two clients.

Clients who cannot be accommodated in the family care setting could
be accommodated in a group respite setting designed to serve individuals
with overriding behavioral problems.

Again, members of the Steering Committee visiting Nebraska saw s'.ch
a respite home in operation. The program, which is part of the medical
back-up unit mentioned above, accommodates up to five clients. There
are three full-time and three part-time residential staff under the
supervision of the group home manager. Behavioral specialists and
psychologists serve on staff and are also available as consultants.
Backup psychiatric services are provided under an arrangement with a
university hospital. Section III includes a projected budget for such a
program in Georgia.

- Interagency Collaboration

There are several interagency collaborative agreements that will be
necessitated by an expedited expansion of cormunity-based services for
individuals with more severe disabilities. A range of state agencies
both within the Department of Human Resources and in other departments
should be included.
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1. Department of Bducation

The data on the target population indicates a substantial number of
individuals of schosl age. In order to accommodate their needs in the
community, joint planning will be required between the Division and the
Department of Education. Issues to be addressed include the preparation
of local special education teachers for the transition, the development
of justifications to extend educational services to age 21, and the
provision of early intervention services to children under 3 years
currently residing at GRC.

2. Department of Medical Assistance

If the proposals included in the Feasibility Study are adopted,
successful collaboration with the Department of Medical Assistance will
be crucial. PFirst, the Division will need to work closely with the
Department to develop a Title XIX waiver based on the capitation scheme
outlined in Section IV. Second, in order to implement a capitation
waiver mechanisa, the Department of Medical Assistance will need to
modify some of the current reimbursement and reporting procedures.

Finally, the Department of Medical Assistance should be involved in
discussions concerning the outplacement of the technology dependent
children currently at GRC and in the development of alternative
placement strategies for those chronically ill children who will need
such care in the future. The use of the Model 50 Medicaid waiver
prograr (formerly Katie Beckett) should be explored and participation of
the Title V agency (noted below) should be examined.

3. State Health Planning and Development Agency (SHPDA)

Given that the SHPDA is currently in the process of finalizing a
plan for the future development of personal care homes in the state, the
Division needs to collaborate closely with this body in order to ensure
that the needs as outlined in the Feasibility Study are addressed.
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4. Office of Regulatory Services

The development of modifications to the personal care home standards
will require close collaboration with the Office of Regulatory Services.
These changes include an upper limit on the number of beds, the
development of additional categories, and minimum operation
requirenents. The agencies should also address expanded ORS staff and a
division of responsibility for minimum versus programmatic standards.

5. Title V Program

There are currently a small number of technology dependent infants
and young children in the skilled nursing portion of GRC. In order to
find alternative placements for these children and to plan for the
future care of other chronically ill children, the Division should enter
into discussions with the state office responsible for administering the
federal Title V program. The discussions should include what would be
required to support home care for those children whose families are
willing to provide such care and an alternative residential care setting
for children whose families are not capable of providing care. The
Department of Medical Assistance should be part of these discussions.
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II. WHERE WILL THE STAFF COME FROM?

Essentizl to any community based system is the successful
recruitaent and retention of program staff. Moreover, the efforts of
these staff must be complemented by professional staff who provide
specialized services as needed. Thus, the phase-out of Georgia
Retardation Center and the Southwest Developmental Center at Bainbridge
in favor of community based services must be considered in light of the
availability of sufficient staff. What follows is an examination of
this issue with regard to: 1) direct care staff, 2) supervisory staff,
3) rehabilitation professionals, and 4) medical/health professionals.
Additional long term policy issues are also discussed.

A. Acquiring Needed Staff

1. Direct Care Staff

The success of any service system for persons with mental
retardation or other developmental disabilities is dependent on its
capacity to provide quality care within least restrictive settings. In
this regard, the presence of competent direct care staff is crucial.
These staff are primarily responsible for the day-to-day or "hands on"
care. They are charged with promoting client skill acquisition and
maximum community integration, while fostering a safe and nurturing
environment. Systems that retain competent direct care staff generally
operate more efficiently and experience fewer crises than those whose
staff turnover rapidly or are unprepared.

As revealed by Figure 43 on staff projections (See Part I; Section
VI:C), project staff estimate that if present residents of GRC and
Bainbridge are placed into community settings, a total of 1,008 direct
care staff will be required, 707 staff to accommodate GRC residents, and
301 staff to serve Bainbridge residents. Acquiring these staff may
present a significant challenge in the northern areas around Atlanta,
owing to the economic boom the region is presently experiencing. Aside
from Pulton County, the unemployment rates in the area are generally
anong the lowest in the state (See FPigure 45 of Part I). Such economic
growth, while beneficial to the area as a whole, can inhibit the
recruitment of new staff due to the heightened competition among all
industries for available labor. In coatrast, it may be easier to
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recruit new direct care staff in the southern areas around Bainbridge
because such economic growth is not as strong, as reflected by higher
unemployment rates, and the competition for labor maY not be as keen.

Regardless, direct care staff can be found to accommodate both GRC
and SDC residents if the following strategies are pursued in tandenm:

a. Make the greatest use of present institution staff.

As noted in Figure 43 (Part One), GRC presently employs 578 direct
care staff, while Bainbridge employs 232 such staff -- resulting in
staff to client ratios that are among the richest in the country for
institutional facilities. oObviously, if a large number of these staff
agree to work within new community settings, their presence would reduce
the need for additional new staff, an outcome that would ease the
transition process.

The number of present institutional staff who actually will agree to
work within the community is unknown, though the experiences of other
states and anecdotal data collected in Georgia suggest that a
significant number will. This, however, is contingent on the extent to
vhich any new private providers are able to approximate the benefits
being received by such staff. To encourage high rates of transition
from GRC or Baimbridge to community work, state officials should take
into account these two factors:

e Compensation. The compensation these staff will receive as
employees within a community agency, public or private, will be
an important consideration. Staff will want to be assured that
they will not incur a significant cut in pay or benefits to
obtain work in the community.

e Naintaining present staff/client relationships. It is fair to
assume that many stafi have developed close relationships with
the persons for whom they are responsible. To ease the
transition, from both the staff's and client's perspective, it
may prove beneficial to assure staff that they will continue to
work with their present clients whenever feasible and desirable.

In addition, the state may consider an approach, used in Colorado
and elsewhere, where institution direct care staff are encouraged to and
supported in offering family care arrangements to persons placed out of
GRC or Bainbridge. This approach has several advantages, including the
maintenance of existing staff/resident relationships, providing an
alternative means of employment for staff whose jobs may be otherwise
threatened, and avoiding the start-up and capital costs related to other




residential alternatives. In the same way, staff from GRC and
Bainbridge could be assisted with establishing service organizations
that could serve GRC and Bainbridge clients once placed in the
comaunity.

b. Widen the strategies used to recruit direct care
staff.

Results of the connunlty provider survey (See Part I; Section II:E)
reveal that to acquire new direct care staff, ag.acy administrators
primarily rely upon newspaper ads or word-of-mouth. On average, as
shown by Figures 26 and 27 in Part One, the time typically needed to
find day program staff is four to six weeks, while the time needed to
find residential staff averages around two to four weeks. If other
means of recruitment were used systematically, however, the time needed
to find new staff may be reduced. Certainly, with the establishment of
new programs, the utility of previous recruitment methods will be tested
and alternative means for identifying new staff may need to be found.

Other recruitment strategies that may be explored and systematically
applied include: 1) contacting private or public employment agencies, 2)
contacting high school or college placement offices, including
vocational education centers, 3) contacting professional organizations,
4) contacting various human services training programs, and 5)
recruiting staff from other states. In each instance the utility of a
given recruitment strategy will be enhanced if it is applied
systematically. PFor instance, it is not enough to contact a placement
office once without Jollow-up. Instead, a collaborative relationship
between multiple service agencies and placement offices should be built
for the long term, providing human service agencies with a steady flow
of applicants from which to choose. Subsequently, the effectiveness of
various recruitment strategies should be assessed to shape future
recruitment activities.

Additionally, service agencies in the northern areas should consider
actively recruiting staff from the areas surrounding Atlanta. Figure 1
below shows the unemployment rates in MH/MR/SA service areas within and
surrounding the Atlanta area. As shown, the unemployment rates in the
surrounding areas are somewhat higher than those in the Atlanta area,
suggesting that, on average, it may be easier to recruit new staff in
these other areas. Prospective staff looking for work in these areas
may be willing to commute to the Atlanta area or re-locat® altogether.

P60




FIGURE 1: RELATIVE UNEMPLOYMENT RATES IN NORTHERN AREAS
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¢. Consider alternative service delivery sodels.

The selection of certain habilitative models over others carries
implications regarding the working conditions under which staff are
expected to perform. FYor instance, adopting a supported work model
vhere certain job sites require the client to work at odd hours will
require staff who are willing to provide needed assistance during those
same odd hours. Similarly, if a residential model is chosen in which
staff must "live in" the residence and function as "house parents,"
staff willing to serve in this capacity will be needed. 1In either case,
the selection of a particular service model places limits on the labor
that can be successfully recruited. In some instances, the perception
that labor resources are insufficie..t may be related to the presence of




habilitative models which entail unconventional and sometimes
unattractive working conditions. If such models were changed to alter
the working conditions, additional sources of labor could be tapped, and
potential recruitment difficulties eased.

One particular issue tha state may wish to consider carefully
pertains to the staffing of coumunity residences. Models vhereby
persons must "live-in" the residence with periodic time off are popular
in Georgia. Though this model carries certain advantages, given the
continuity such staff can provida, it severely restricts the type of
labor that can be recruited. For example, people with families may be
discouraged from assuming full time residential duties, given that they
vwould need to meve their entire family into the residence or maintain a
separate residence for their family. Likewise, young workers may shy
avay from or be unprepared for the level of commitment this model
requires.

Given a potential shortage of labor, especially in the Atlanta area,
it would seem prudent to develop residential models that are attractive
as work sites to the most people possible. Thus, instead of a "live-in"
residential model, a "shift" model may be preferred where no staff need
live-in in most instances, the residence. Though overnicht coverage
would still be required, in most instances, viewed as a shift, overaight
stays will seem tolerable to a sufficient number of persons.

d. Utilize resources available through the Job Training
and Partnership Act

The Job Training Partnership Act (JTPA) is a federal program which
provides monies for training persons with histories of under or
unemployment so that they can effectively compete for and retain job
opportunities. Historically, many recipients of JTPA funds are female
velfare recipients, usually with dependents, having little or no
secondary education. JTPA funds are administered through local Private
Industry Councils (PIC). These councils administer job training
programs, screen and select applicants for the training, and submit
proposals to the state JTPA office for funding of particular training
progranms.

JTPA resources can provide a significant resource for recruiting
direct care staff. The training programs offered could provide trainees
wvith knowledge and skills that most typical newly recruited staff do not
possess. Several representatives of local PIC councils were contacted
in the course of this study, with all indice*ing a willingness to
consider using JTPA funds to train and pr-_..re a substantial number of
direct care staff for community positions.




From the JTPA perspective, however, there are certain drawbacks to
their endorsement of a proposal for a training program for community
staff. In gencral. JTPA prefers to train persons for positions that
offer substantial growth oud promotional oppcrtunities. This is
unfortunately not the case wich most communily direct care positions.
Nonetheless, the starting pay of public community-based positions is
wvithin the parameters set by JTPA, standards, and the public merit
syster offers regular salary advancements and a relatively secure
position. For some JTPA applicants, therefore, obtaining a community
direct-care position is a reasonable vocational objective.

State administrators are well advised to consider approaching lecal
PIC's in the Atlanta area to form a long range plan for preparing direct
care staff. If some councils are unenthusiastic about proposing funding
for this training, state planners could provide the actual *raining
monies, and the council can provide & list of applicants or training
resources. Another option that JTPA offers is "retraining funds."

These monies could perhaps be utilized to "retrain" institutional staff
for community-based positions.

2. Supervisory Staff

Depending on the habilitative models chosen, a number of supervisory
staff will be required to oversee the provision of direct care services.
These persons are key to the success of the community system, yet
results generated by the community provider survey (See Part I; Section
II;B) suggest that such persons are in short supply. Typically, given a
vacant supervisory position, it takes at least a month, and often
longer, to fill the position (See Figure 26 in Part I).

To assure that sufficient numbers of supervisory staff are available
to support the phase-out of GRC and Bainbridge, numerous strategies must
be pursued, including:

® Utilization of institutional staff. This strategy was noted
above with reference to direct care staff. Supervisors at GRC
and Bainbridge can be retrained as warranted and placed in charge
of appropriate community programs. However, many of the
considerations noted above pertaining to the number of present
GRC/Bainbridge direct care staff who would be willing to transfer
to community programs apply to supervisory staff as well.

® Promsote existing community staff. Some number of current
community direct care staff likely possess those skills needed to
serve as program supervisors. Such persons may not advance
within their current agencies because of limits to the number of
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supervisory positions available. The development of additional
comnunity programs, however, could provide these persons with a
new career opportunity.

Actively recruit staff from other states. During times of
quickered systems change, it is not unusual for states to recruit
skilled personnel from other states. Several states have
vigorously pursued development of community programs, resulting
in a pool of skilled labor that can be tapped in conjunction with
the phase-out of GRC and Bainbridge. The state may consider
recruiting such persons in a systematic fashion by advertising in
professional journals or selected newspapers, contacting relevant
universities, or presenting information on available enployment
at professional conferences.

Coordinates with Georgia’'s centers of higher education. The
qualifications usually required of supervisory staff typically
include some level uf competence or experience with providing
services to persons with developmental disabilities and/or a
college degree. At present, there are several college programs
vhich could serve as a resource for obtaining qualified persons
for anticipated community-based supervisory positions. For
instance, the Georgia Post-secondary School Directory (1987)
lists three colleges tha. offer Associates and/or Bachelor's
degrees in Human Services (Atlanta Junior, Georgia S~-thwestern,
and Tift colleges). Two other colleges offer degrees in mental
health: Georgia State and Floyd Junior Colleges. Discussions
vith department chairs from certain of these programs reveals the
following:

-- Many students in their programs were previously employed by
the institution sysiem and are interested in continuing their
vork with persons with developmental disabilities after
graduation;

-- Many faculty (especially at Atlanta Junior college) have
substantial experience and expertise in developmental
disabilities;

-= Given sufficient student demand or a request from state
administrators, a specialization in developmental
disabilities could be generated in some programs and would be
encouraged and welcome.

In light of these considerations, collaboration with Georgia
colleges to prepare a labor pool of supervisory staff seems
wvarranted, if not overdue. College personnel would be especially
villing to collaborate with the state in such a venture, if the
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state would tie scholarships or tuition remission monies to the
educational programs. In return, students benefiting from such
programs could serve in community-based positions for a given
length of time, either while attending school or after.

Even without attached monies, the colleges appear interested in
helping with the preparatioa of supervisory staff. An active
recruitment program (i.e., presentations at a career day or job
fair) in tandem with collaboration from college administrators
seems to be a viable and effective strategy for recruiting
supervisory staff.

3. Specialized Habilitative staff

Persons with mental retardation or other developmental disabilities
may have conditions that require services from specialized
professionals, such as physical therapists, speech/hearing therapists,
occupational therapists, behavior specialists and psychologists. Figure
41 (See Part I) displays the number of specialized professionals by
discipline that will be required in the community, and the number of
these positions currently held at GRC and Bainbridge. Review of this
figure suggests that if the specialized staff currently employed at GRC
and Bainbridge agree to continue their work within community settings,
the needs of GRC and Bainbridge residents will be almost fully
satisfied.

In any event, to assure that sufficient numbers of specialized
professionals are available for the long term, the state should take the
following considerations into account:

e VWith the exception of psychologists and behavioral specialists,
it should be understood that physical, occupational and
speech/hearing therapists are not plentiful anywheve. Shortages
of these professionals, and especially physical the: pists, are
felt throughout the country. Institutions find it nearly
impossible to recruit these individuals successfully as
institutions are increasingly seen as professionally isolating.
One position at Bainbridge for a physical therapist has remained
vacant for some time now, despite systematic efforts to recruit a
qualified therapist. Given that a shortage of qualified
therapists seems chronic and without easy solution, the state
should take steps to promote development of and collaboration
with professional training programs in Georgia to generate a
local supply of trained therapists. Efforts at Valdosta State
College to initiate a training program fo. occupational and
physical therapists should receive the continued support of state
officials.
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e Adnministrators should also consider access to consulting
therapists and specialized professionals already in the cormunity
in the course of identifying residential program sites for
individuals in need of these services. In this way, providers
can take advantage of a larger cadre of specialists.
Additionally, the state should encourage the development of an
entrepreneurial model of contracted services regarding
specialized professionals, at least one such model currently
exists in Atlanta. In such a model, specialized professionals
band together as a practice and provide services to individuals
on a fee basis. Such an arrangement may be attractive to current
professional staff at GRC or Bainbridge.

4. Medical Services

Present GRC and Bainbridge residents will also require health
related services once placed into the community. In addition to routine
health care, many will require ongoing review of their health status,
vwhile some will require intensive care.

Yor many clients, health care services already available in the
community will suffice. The services of GRC and Bainbridge medical
staff, however, will also be needed to accommodate the needs of those
with overriding and some chronic medical complications. In view of the
health status of institution residents as assessed by ICAP (See Part
One; Section III), this issue will have greater import for GRC residents
than for those at Bainbridge. Owing to the significant number of
persons at GRC with medical complications, every effort must be made to
assure that those nurses presently working with the persons will follow
them into the community.

Present GRC and Bainbridge medical staff may be utilized in other
vays as well. As noted previously (See Part II; Section II; G), these
professionals may also pe employed in medical back-up units and to
coordinate other client health care services on behalf of other clients.

B. Additional Considerations

When considering the availability of staff to support the phase-out
of GRC or Bainbridge, two additional fartors must be taken into account:
1) the need to nurture development of a community based human services
industry across Georgia to which prospective staff will be drawn, and 2)
the need to develop of an exemplary staff development system to assure
the competence of program staff.

1686
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1. Development of a Community Based Human Services Industry

Assuring the availability of competent community staff across
Georgia, and in particular to support the phase-out of GRC and
Bainbridge, may prove difficult at first. Respondents to the community
provider survey indicated that an absence of needed labor could act as a
significant deterrent to program expansion.

. These conditions, however, need not be permanent. As the community
system is expanded, steps must be taken to build collaborative
relationships with the state's centers of secondary and higher
education. These centers could be utilized to build a pool of available
and competent labor that could eventually be used to staff progras
across the state. When developing such relationships, the state must
take a hard look at its salary structures so that they will be
attractive to students.

Likewise, providers across the state can do more to coordinate their
efforts and make the most of available resources. As community
providers move to serve persons with severe disabilities, each n.y
benefit greatly from the resources, skills and experiences commanded by
others. To the extent providers learn to collaborate on service related
issues, the service capacity of individual providers will be enhanced.

2. Staff Development

Regardless of habilitative setting, the presence of competent staff
can have a positive effect on client development and life style, overall
system efficiency, and public opinion. Respondents to the community
provider survey indicated that new staff typically had no or little
experience with disabilities (See Figures 29 and 30 in Part Ome). In
accordance with this finding, respondents also revealed a great need for
additional staff training on a great range of topics (See Figure 32 in
Part One). VYet the majority of respondents noted that they provide only
six days or less of formalized training o direct care staff (See Figure
31 in Part One). Given the importance ¢: well prepared staff, these
findings are cause for concern, especially in iight of needs of GRC and
Bainbridge residents.

To assure the success of these persons once placed into the
community, the state must take steps to develop and implement plans for
training community staff. At the least, this should involve instruction
for new community staff and those institutional staff transferring to
comnunity programs. It must be understood that the skills needed for

16:;;




working in an institution are not identical to those needed for
comsunity work. This holds true for staff at all levels, including
supervisors and habilitative specialists such as behavioral technicians.
Great care should be taken tu orient institution staff to community work
and to provide additional instruction as needed.

Simply providing a staff development program for persons serving GRC
and Bainbridge clients, however, is insufficient for the long term. In
the interest of developing a human services industry in Georgia and an
exeaplary system of services statewide, the state should act to
establish a formalized staff training program on behalf of all clients.
Seven key characteristics of such a model were presented earlier (See
Part I; Section VI;F) and include: 1) leadership, 2) integration of
state-of-the-art best practice into the instructional content, 3) use of
existing resources and experience, 4) flexibility, 5) incentives, 6) use
of indigenous training resources, and 7) utilization of a range of
funding mechanisms.

Further, in Appendix G, a prototype of a statewide staff training
model presently under consideration in Iowa is displayed. The model is
based on a review of best practice staff training programs in operation
around the country and reflects the preferences of those in Iowa.

Though decision makers in Georgia must reach their own conclusions
regarding the essential elements of a staff development program, the
Iowa model is instructive because it brings to light many of the crucial
issues that must be addressed, including these five:

e developaent of consensus. Within any system there is divergent
opinion regarding the best means to approach habilitation and
needed staff development. Yet to enhance the effectiveness of
the staff development system, means ~ust be found to reach
consensus involving all concerned parties, including consumers,
providers and state officials, over the best means to proceed.

® Content and sequence of instruction. What will be taught to
staff and in what order? Discussion will be needed regarding
what skille s*~ff most need and in what sequence they should be
taught;

® Source of instruction. How will provicde staff with needed
instructions? Numerous options exist. Personnel employ~ ' at the
state’'s centers of higher education could provide certain types
of training. Training specialists, acting either as state
employees or private consultants, could serve as "regional
trainers," accommodating multiple agencies at once. Staff of
existing agencies cruld act as "proctors," training other agency
staff. Finally, selt cevaching materials could be utilized to
diminish the need fcr "l.ive” instructors.

%)
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@ Accountability and certification. Should the staff training
program be so standardized in its content and sequence that staff
could be tested and "certified" to document some level of
expertise? To the extent staff standards are implemented,
services across the state will become increasingly comparable and
staff who move between programs may be judged by their new
enployees more easily. Yet some may balk at the potential loss
of control over what staff training activities are deemed
appropriate and at a statewide standardized system in general. A
similar issue must be faced with regard to those who provide the
training. Means for documenting their competence may also be
needed.

Agency autopomy. Given a statewide staff training initiative,
should all service providers be required to participate in the
program? Some believe that a statewide staff training program
nust be a made mandatory, with all service agencies
participating. Full participation can help to assure that
accepted habilitative practice is followed acrcss the state. In
contrast, others hold that providers should participate only
voluntarily.
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III. WHAT SERVICES WILL BE REQUIRED TO MRET THE NEEDS OF
PERSONS IN THE TARGET POPULATIONS AND OTHER POPULATIONS
OF CONCERN AND WHAT WILL THEY COST?

This section first describes the current target populations and
other populations of concern by age and level of functioning, and
projects the size of these subpopulations in 1992 (Subsection R). The
projections include persons awaiting service in those seven MH/MR/SA
services areas identified as home to the largest numbers of GRC and
Bainbridge residents. These persons were included -- as discussed in
Part One -- in the event that policy makers decide to provide services
to these individuals as well as to members of the GRC and Bainbridge
target populaticis in the interest of equity and to address the needs of
individuals in the community.

Subsection B then projects the ongoing services required to provide
these individuals with a level of care at least equal to and in many
vays exceeding the level of care being received at GRC and Bainbridge.
It also includes the projected costs of these su>vices.

It is important to note that while these projectiors are reasonable
for the purposes of this study, they are still based on estimates. In
order to assure that these projections do not understate the services
found to be needed during the IHP processes, HSRI has, whenever in
doubt, employed the higher service utilization estimates.

Subsection C includes projections of the one-time costs associated
with the start-up of community-based services. The start-up costs are
gleaned from experiences in other states as reported to HSRI in a multi-
state survey of service start-up costs. The bases for the cost
estimates are explained and start-up budgets are presented for different
types of residential, day and support services.

A. Projected Demand

1. Base Data and Assumptions

In order to project change in service demand expected over the next
four years (through 1992) within the limited time and resources
available for this study, HSRI focused on the seven MH/MR,SA service
areas housing the largest number of GRC/Bainbridge residents (see Part
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One, Section II for the selection rationale). Fortunately, the Division
of MH/MR/SA has regularly compiled lists of persons awaiting day
services, and expedited HSRI's request for a special survey of persons
awaiting residential services. Together with the Department's
management information system data on the number of persons in
institutions and community-based services in these areas from 1984 to
date, and a 1984 study of persons avaiting residential services
undertaken for the Developmental Disabilities Planning Council, HSRI
attempted to identify trends in the magnitude of the expressed demand
for services (including those in and awaiting service).

However, no trends could be discerned upon which to anchor the
demand projections. Nonetheless these data were sufficient to at least
identify the age and the approximate level of functioning of those
individuals awaiting residential z.u day services. The residential and
day census data could also be broken out by age and level of functioning
based on a sample of 648 clients in the metropolitan Atlanta service
areas and in the southwest Georgia service areas. Thus, the projections
are generally jensitive to age and level-of-functioning.

For the purposes of this study, the projections of demand through
1992 assume that the current number of persons in each age and planning
group (level of functioning) demanding service relative tu the number of
persons in that age group within the general population will hold
constant (i.e., that any changes in demand will result from changes in
size of the general population).

Expected changes in the level of client functioning over time and
associated changes in the patterns of service demand are not factored
into these projections.

These projections could be skewed to some extent by the fact that
they dn not include persons who are being served in other areas of the
state and outside of the GRC and Bainbridge facilities. These
projections focus only on four MH/MR service areas around metropolitan
Atlanta (Fulton, DeKalb, Cobb-Douglas, and Gwinnette) and three service
areas in southwest Georgia (Thomas, Dougherty and Lowndes).

2. Projections

Figure 2 shows the current distribution of the study subpopulations
by age and planning group. Figure 3 shows the projected distribution of
the study subpopulations by age and pianning group. Service
requirements and costs are projected for all of these subpopulations
except one, those individuals already participating in community-based
services.
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FIGURE 3: STUDY SUBPOPULATIONS BY AGE AND LEVEL-OF-
FUNCTIONING - 1992
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B. Projected Annual Service Requirements and Costs

In this section, the assumptions and empirical bases for the service
utilization and unit cost figures employed in making these projections
are defined. The discussion is organized by categories and types of
service. The projections are then presented. The assignment of
individuals and the development of the service array was premised on the
following principles:

Normalization -- Normalization is rooted in the belief that
persons with disabilities are stigmatized because they are forced
to reside in structures that -- due to their size, design, and
location -- reinforce the separateness and isolation of those who
live there. It is also premised on the notion that such stigma
prevents a personal growth and inhibits meaningful social
interaction

Right to reside in the least restrictive environment -- To the
extent of their capabilities all developmentally disabled persoms
vho have not committed a crime or proved themselves to be a
danger to society have a right to be free of personal and
physical restrictions. This right has been recognized in recent
court decisions regarding the constitutional rights of persons
vith developmental disabilities residing in institutions.

Right to treatment -- If an instrumentality of the government
deprives a person of his or her liberty so as to provide care and
habilitation, then it must provide care based on generally
accepted standards. This value derives specifically from a
constitutional argument that has been accepted in several
judicial jurisdictions as a rationale for upgrading the level of
institutional care for persons held involuntarily.

Protection from harm ~-- Protection from harm is a value that has
a basis in societal norms and that additionally has been
recognized through litigation as being applicable to the rights
of developmentally disabled persons in institutions. 1In this
tontext, it means that persons responsible for caring for the
developmentally disabled are responsible for the continued
physical and emotional well-being of those in their charge.
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1. Base Data

The base data used in making these projections includes the percent
of clients utilizing services, the level of service utilization, and the
service unit costs by type of service and client level of functioning
(planning group). These projections assume that the state will, as
recommended in Section IV develop small ICF-MRs to serve those
individuals with overriding, physical and behavioral problems (planning
groups 1 and 2), and will apply for Title XIX waiver funds to provide
services to the other members of the GRC, Bainbridge and community
waiting list populationms.

The sources of these data and other basic assumptions are discussed
below. The discussion is organized by service type.

2. Case Management and Cluster Management

1) Case Management

The management of client services is by definition an individualized
process varying considerably in character and intensity from client to
client and situation to situation. As such, it defies attempts to
arrive at average levels of effort that should be expended per case.

For instance, much more time is demanded by clients who are in the
process of changing residential or day programs than by clients vho are
making no such changes. This caveat notwithstanding, most
responsibilities can be generally agreed upon as part of the case
manager's job. These responsibilities are noted below.

a) Intake

e Complete the initial interviews with the client and his or her
fanily to assess the client's eligibility for services:

¢ Gather relevant and useful data from the client, family, other
agencies, and so on to formulate a psychosocial assessment of the
client and his or her family;




Service Coordination

e Assemble and guide group discussions and decision-making sessions

among relevant professionals, program representatives, the client
and his or her family, and significant others to formulate goals
and design an integrated intervention plan;

Monitor adherence to the plan and manage the flow of accurate
information within the system to maintain the focus on goals and
to maintain momentum;

Complete the necessary paperwork to maintain documentation of
client progress and adherence to the plan by all concerned.

Liaison and Advocacy

Provide counselling and information to help the client and his or
her family in situations of crisis and conflict with service
providers;

Provide ongoing emotional support to help the client and his or
her family so they can cope better with problems and better
utilize professionzis and complex services;

Provide "follow-along" to the client and his or her family to
speed identification of unexpectea problems in service deiivery;

Act as a liaison between the client and his or her family to
serve as a general troubleshooter on behalf of the client;

Act as a liaison among programs providing service to the client
to ensure the smooth flow of information and minimize conflict
between the subsystems;

Establish and maintain credibility and good publ. =»lations with
significant .ormal and informal resource systems t. bilize
resources for current and future clients;

Secure and maintain the respect and support of those in positions
of authority so their influence can be enlisted on behalf of the
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client and used, when necer ‘ary, to encourage other individuals
and agencies to participate in the coordination effort.

Jasad on HSRI'sS own analyses of case management functions and costs
in Pennsylvania, (Ashbaugh & Allard, 1984), and reviews of studies,
analyses and standards in other states (Caragonne, P., undated), HSRI
judges that caseloads approaching 50 allow caseworkers to perform little
more than the b ‘ic intake functions and to participate in the
preparation of : Aividual habilitation plans -- a basic level of
service. More r lerate caseloads around 40 allow for intake, for the
preparation of i. ividual habilitation plans, as well as for some
service coordination and monitoring to assure plan adherence -- a
moderate level of service. Caseloads of 30 or less allow case managers
to perform most of the liaison and advocacy functions as well -- an
intense level of service. Assuming 1726 hours available annually per
full time equivalent case manager, these caseloads translate into 34+
hours per client at the minimum or basic level, 40+ hours at the
moderate level, and 58+ hours per client at the intense level.

The case management system formulated by the Division of Mental
Health, Mental Retardation and Substance Abuse and recently incorporated
into the state Medicaid plan provides for case management services at
the moderate level, a level that is more than adequate considering the
fact that cluster managers (recommended in Section I) will be
complementing their efforts in developing and brokering services for
clients. The unit cost figures employed in these projections are
consistent with unit costs figures employed by the Division. It is
assumed that these case managers will serve all members of the target
population.

2) Clustesr Management

Each cluster manager is projected to serve 20 individuals. The
cluster manager's annual salary is projected to be $21,816 (pay grade
28, step 4). Fringe benefits would be 33.37% of salary plus $250.

b. Residential and Day Services

Seventy percent of the children ages 0-21 are projected to enter
IC¥-MRs and group homes, the remaining 30% are projected to reside with
family/relatives or in family personal care homes (maximum two
residents) with intensive support. Except for those higher functioning
adults (planning groups 8 and above) projected to enter family care
homes, nearly all are projected to enter small group honmes.

~4
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Day programs and specialized services for programs in ICF-MR's are
not identified separately and are included in the ICF-MR rate. A small
percentage of adults in planning group 3 are projected to receive
specialized services in lieu of day services.

ICF-MR, group home, and day program per diems are primarily a
function of staff salaries and fringe benefits, the amount of staff time
available to clients (staff intensity), and, in the case of residential
services, the hours of staff coverage required (8, 16 or 24 hours a
day). In the case of ICF~MRS and group homes, the number of residents
served can also be a factor for smaller programs. For instance, it is
ussumed:

e that residential staff are allowed an average of 31 days of paid
absences each year (three weeks vacation, 10 holiduys, and six
sick days) or an average of five hours per week; the work time
available per staff member then is 35 hours per week:

e that clients participate in away-from-home day activities 30
hours per week leaving 138 hours (7 days X 24 hours - 30 hours)
for residential supervision, and

e that staff shifts overlap by 30 minutes, effectively .-:ducing the
hours of alone~supervision provided by one-half hour per shift.
Thus, in the case of a program requiring 24 hour coverage. the
rinimum number of staff hours required would be 138 hours + (one
half hour X 3 shifts times 7 days) or 148.5 honrs. The minimum
staffing complement required would be 4.25 gtaff (148.5/35).

If a 24-hour program serves four residents, the minimum staff to
client ratio would be a little over 1:1 with 37 (148.5/4) hours
available for each resident. On the other hand, if a program serves
eight residents, the minimum staff to client ratio could be reduced to
.5:1, the equivalent of 18.5 hours per resident.

By this same logic, the minimum weekly staff hours per client in a
program with 16 hours of coverage per day would be 86.5 hours of staff
time per week or 2.5 staff.

The weekly hours of staff time projected per client reflect a
moderate level of staff intensity, exceeding Title XIX ICF-MR standards,
and ACMR-DD standards. Figure 4 shows the weekly hours of staff time
projected to be available per client for ICF-MR, group home, and day
prograns.
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Other assumptions employed in HSRI's projections of residential and
day program per diem costs in Georgia are listed below:

® average non-supervisory residential worker staff salary of
$15,924 (pay grade 20, step 4):

® averag: non-supervisory day service worker salary of $14,778 (pay
grade 18, step 4):

e fringe benefits (excluding paid absences) of 33.37% plus $250:

® average ICF-MR capacity of six residents:

& average group facility capacity of four residents;

@ average pe ~onal care home capacity of 1.5 residents:;

¢ average apartment program capacity of six residents made up of
separaie two and three bedroom apartments;

e unpaid sleep-over staff for planning group eight:

minimal supervision (no sleep over) for planning groups 9 and 10.

The formalas that HSRI uses to expand the weekly hours of staff time
per client, salary level and fringe benefit rates, operating cost
allowances and capacity iuto per diem cocts are based on HSRI's analysis
of the operating expenditures of several hundred residential and day
programs in six states (Penansylvania, Colorado, Virginia, Washington,
Nebraska and Michigan) and Canada. The costs include client
transportation, aad in the case of ICF-MR'S, nursing, clinical ané
therapeutic services. It is important to note that while these formulas
generate reasonable cost estimates for purposes of strategic planning,
subsequent cost estimates should be built upon model program budgets in
order to capture other factors unique to Georgia that may not be
reflected in the formulas, to support manpower planning activitie. more
effectively, and to substantiate budget requests and resource allocation
decisions with greater clarity.

The specialized family care services are family models serving one
or two individuals. The per diem costs shown for lower-functioning
individuals are higher then prevailing rates, but are commensurate with
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HSRI's recommendations (Sec'ion I) to develop specialized family care |
models of service for these individuals.

Supported employment costs are estimated at 75% of sheltered vork
costs based on a study of supported employment program costs in the
State of Virginia (Rehabilitation Research and Training Center, Virginia
Commonwealth University, 1986). Pre-school per diems for higher-
functioning children are based on Cobb County's recent budget request
for an integrated pre-school program. Pre-school per diems for lower-
functioning children are based on an analysis of pre-~school program
costs in Colorado, (Smith, 1986, unpublished).

The units of service for residential programs are shown as 365 days
F:r client per year. The units of service for day programs are shown as
440 days per client per year.
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FIGURE 4: WEEKLY HOURS OF STAFF TIME PER CLIENT BY TYPE OF
PROGRAM AND PLANNING GROUP*

PROGRAM TYPE

PLANNING GROUP: NON-ICF-MR** ICF-¥R*** DAY
No. Description

1  MED/PHYS OVRDG SKL IV 60 60 12
2 BEH-OVRDG SKL IV 65 65 14
3  CHRONIC&OTHER SKL IV 45 45 11
4 3BEH-OVRDG SKL III 65 65 13
5 CHRONIC SKL III 41 41 10
6 OTHER SKL III 36 36 9
7 BEH-OVRDG SKL III 55 55 11
8 CHRONIC SKL II 27 27 8
9 OTHER SKL II 13 27 7
10 OTHER SKL I 13 27 6

*

Includes hours of direct care staff (supervisory and non-
supervisory) staff time spent with clients

** Average capacity of four residents

*** Average capacity of six residents

¢. Home-Based Training, Respite Care, Home Health and Personal Care
Services

All individuals projected to live independently or with relatives
are expected to receive home health or personal care services, respite
care and home based training. The utilization levels projected by
planning group are based in large part on a draft schedule of service
requirements prepared by the Division of Mental Health, and Mental
Retardation and Substance Abuse, Mental Retardation Services Section.
The service rates are consistent with the Title XIX rates set out in the
Division's Medicaid Waiver application.

This combination of services is provided for the target population
in lieu of the family support subsidy described next.

d. Pamily Bducation and Support

Annual family support costs are set at $5,000. This figure is
consistent with the Wisconsin model of family support services as
adapted by the Division- for the family support pilot project in Georgia
(Guidelines for the Family Support Program).

. :g: bi
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e. Health Maintenance and Acute Care Services

The costs of these services are based on a study of Medicaid
utilization and expenditure patterns of residents in ICF-MRs in Georgia,
California and Michigan conducted by Systemetrics/McGraw-Bill (Burwell,
Clauser, Hall and Simon, 1987), and on a similar analysis of the costs
of Medicaid expenditures for residents in Iowa group homes conducted by
HSRI. These estimates are also informed by a study of the health care
needs of persons with mental retardation and other developmental
disabilities in the State of Massachusetts (Master, 1987).

It should be noted that these Medicaid-reimbursed costs probably
represent only about 35% of actual costs and that the general medical
cost figures assume the most expensive model of general medical
(primary) care -- hospital-based outpatient services. These costs can
be expected to decrease to the extent that the state is able to
encourage the provision of clinical services apart from hospitals
through the efforts of a service development team as recommended in
Section V, and of the health service coordinators (nurse practitioners)
recommended in Section I. Costs might also be reduced by raising
physician fees allowed under Medicaid to the point where more physician
services can be secured directly instead of through a hospital
outpatient program. Such an effort is being piloted in the state of
Massachusetts. The unit costs of acute care services are differentiated
by age group since age is a significant cost determining variable. BSRI
is not presently able to differentiate these costs by planning group
reliably.

f. Specialized Client Support Services

The extent to which individuals will benefit from specialized
services is best judged individually as part of the individual
habilitation planning process. Even then there are differences among
professionals as to the relative value of these services. This is by
vay of saying that the service utilization estimates presented herein
are less bound to national norms than some of the other estimates.

HSRI's projections of service utilization rates draw primarily from
two sources:

e Planning group-specific service utilization patterns of clients
outplaced from the Pennhurst State Center in Pennsylvania as
tracked by the Research and Evaluation Unit at Temple University.
These unpublished data are judged to be reasonable figures in
that services to these clients were given priority owing to the
court order to close the Pennhurst facility and to the fact that

s
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the supply of specialists was not reported to be a significant
problem in the Philadelphia area (Conroy and Bradley, 1985).

e The current levels of specialist staffing at GPC and Bainbridge
which are both Title XIX-certified providers.

As expected some differences appear between the service utilization
rates suggested by the staffing levels at GRC and Bainbridge, and as
reported in the Philadelphia area community programs for outplaced
Pennhurst residents. Most notably, the utilization rates for speech and
hearing (communication) specialists are much higher in the community,
vhile the utilization rates for psychologists and behavioral specialists
are much lower.

At this stage the service utilization rates used in HSRI's
projections hold to the level of gervice utilization implied by the
number of specialist positions at GRC and Bainbridge, vacant as well as
filled. The complement includes eleven full time equivalents (FTEs) at
Bainbridge and 39 FTEs at GRC. Eleven hundred and fifty hours of
service are assumed for each full time position based on a study of
specialized serviced providers by Ashbaugh & Allard, 1984.

Based on service utilization data available in other states, these
estimates will likely prove higher than actual experience. In part this
is due to the limited number of specialists that will be available, and
in part to the fact that community-based non-ICF-MR providers are
typically not as inclined as ICF-MR providers to view specialized
services as central to "active treatment.” Should a decision be made to
proceed with the development of community-based alternatives to GRC and
Bainbridge, assessments of individual medical service needs will need to
be completed.

While the level of specialized services overall is projected to
remain unchanged in the move from institution to community-based
services, the service mix has been changed. Speech and language
(communication) service utilization rates are projected at higher than
current levels in view of the increasingly recognized importance of
comnunication in terms of skill building and controlling probiem
behaviors. Conversely, cccupational therapy service utilization rates
are projected to be lower than they are currently at GRC and
BAINBRIDGE.The unit costs for these services are somewhat higher than
current Medicaid fee schedules allow. The higher rates are judged to be
necessary to attract and retain the services of these specialists.



g. Training

Thirty five hours of training are projected for each new residential
and day program staff member at a total cost of $295. Thirty hours of
annual training are projected for current staff at a total cost of $160.
The cost figures are based on a community college based program of
training formulated by HSRI for a comparable training model in Yowa.
They include the cost of relief staff and travel. A turnover rate of
26% is used in projecting the number of new staff each year. This
turnover rate was calculated from information obtained through the
provider survey.

The number of residential and day service staff to be trained per
client is estimated from the table of staff hours per client (Figure 4).
One per.on from each personal care home is included in the estimated
number of staff requiring training.

2. Projections

a. 1987

Appendix F presents the projected annual service requirements and
costs by type of service and planning group assuming no change in the
size of the target populations and other populations of concern. Figure
5 shows the service requirements and costs by service category for the
439 GRC residents and individuals awaiting service by category of
service. The total cost is projected to be §25,323,572 currently with
an average annual per diem of $158. The total cost for the 196
Bainbridge :residents is projected to be $10,626,181 at an average per
diem of $149. The largest share of these costs is for residential
services.

Should the decision be made to serve the estimated 29 of the 37§
individuals on the waiting lists in the four metropolitan Atlanta
service areas studied whose disabilities are at a comparable level of
severity to the GRC and Bainbridge target populations (planning groups
1-7), the cost wculd be another $11,876,088 at an average annual per
diem of $156. Like costs for the estimated 136 of 221 individuals on
the waiting lists in the three southwest Georgia MR/MR/SA service areas
studied who are in planning groups 1-7 would be $8,628,167 at an average
annual per diem of $165 Note: A policy of serving clients with
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FIGURE 5: PROJECTED SERVICE DEMAND AND COSTS BY SERVICE
CATEGORY BY TARGET SUBPOPULATION AND OTHER POPULATIONS OF
CONCERN: 1987 AND 1992

1987
SERVICE CATESORY) AL SERVICES CLIENT MGNT  RESIDENTIAL ar CLIENT HEALTH CARESIVER
SERVICES SERVICES SERVICES SUPPORT SERVICES SUPPORT
CENSYS PER DIEM  TOTAL COST  TOTAL COST  7OTAL COST  TO0TAL COST  70TAL COST  TOTAL COST  TOTAL COST

SUBPCPULATION:
TAREET POPULATICNS:

SEORSIA RETARDATION

CENTERZ 439 $158 925,323,877 81,342,901 820,368,471 82,048,849 1,464,339 $589,350 $349,292

SOUTHYESTERN DEVELOPMENTAL
CENTER AT BAINBRIDGE 19¢ $149 410,425,181 $599,564 98,129,191 $1,354,378 $625,250 $299,439 $81,74)
SUBTOTAL 833 $155  $35,949,753 81,942,455 629,328,862 63,413,025 2,091,099 $799,300 $431.022

COMMUNITY ¥AITING LISTSIE:

C0B3-03UBLAS, DEXALS.

FULTONEEHINNETTE SYC AREAS 209 $136 511,875,088 $637,331 88,840,805 §1,351,832 81,124,196 $413,550 $83,214
JOUGHERTY, THOMAS,
¢ LOWNDES SVC AREAS 143 $183 48,523,187 $437,437 6,772,198 §771,300 8634, 494 $221,7%9 $59,711
SUBTOTAL 352 $160 20,304,255 1,076,768 815,432,200 $1.997  $1.748,599 $433,400 $142,228
ERAND TOTAL 387 $157 856,454,908 83,019,233 43,320,482 83,413,017 83,249,789 <1,43%,100 $573,947
1992

TARGET POPULATICNS:

GECRGIA RETAROATION

CENTERS 485 $158 827,977,087 41,483,61% 322,302,753 82,283,314 $1,818,330 651,457 138%,381

SOUTHNESTERN DEVELOPNENTAL
CEMTER AT BAIMER{DGE U0 $149 11,385,194 $642,390 8,700,205 s1,441,331 670,993 $224,623 97,579
SUBTOTAL 69% $155 839,362,261 $2,125,005 831,202,937 $3,77%,145  $2,299,373 $875,222 $473,480

COMMUNITY WAITING LISTSSE:

(088-G0UGLAS, OEXALE,

FULTONEEX INNETTE SYC AREAS %0 $136 313,083,597 $703,264 39,325,446 $1,196,795 $1,234,41¢ $435,015 $91,335
OQUGHERTY, THOMAS,

¢ LOWNDES SVC AREAS 153 $155 99,232,139 $468,058 87,245,249 $323,812 678,909 $237,487 363,591

SUBTQTAL 383 $160 822,299,833 81,171,322 816,772,914 82,312,807 81,9155 $492, 502 $155,425

GRAND TOTAL 1078 $137 961,838,096  $3,197,327 47,975,871 45,037,532 84,204,847 s1,%8,793 $628,89

t COUNTS INCLUDE PERSOHS ON WAITING LIST FOR ERC SERVICES
18 COUNTS [HCLUOE OMLY PERSCNS [N PLANMING GROUPS |-7

e,
C.:"\
?

ERIC
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equally severe disabilites (planning groups 1-7) on the waiting lists in
all ME/MR/SA service areas would, of course, increase these costs
appreciably.

b. 1992

Assuming that the size of the target populations and other
populations of concern by age (G-5, 6-21, ani 22 and over) change in
proportion to the size of the general population by age, and assuming no
inflation or deflation in unit costs, the projected size of these
subpopulations and associated service costs would be as follows. GRC
residents would number 485 with associated service costs of $27,977,067.
Bainbridge residents would number 210 with associated servi~e costs of
$11,385,194. The metropolitan Atlanta area waiting list members would
nusber 91 with associated service costs of $i13.563,697. The southwest
Georgia area waiting list members would number 153 with associated
service costs of $9,232,139.

Though it is not possible to arrive at a per diem figure for GRC and
Bainbridge comparable to our projections {(given the different cost
calculation methodologies), it is fair to say that the community costs
will be only slightly lower than those in the institution. In addition
to the fact that when in doubt HSRI chose to estimate service
requirements on the high side, there are two other reasons for the
rather narrow difference:

e In projecting the cost of community-based residential and day
services, HSRI assumed that these providers would have salaries
and fringe benefits comparable to those currently enjoyed by
state employees. Salaries and fringe benefits represent the
major portion of the costs of services for persons with mental
retardation and other developmental disabilities whether they
reside in an institution or in community based residences. As
these are not projected to change, the largest portion of the per
diems will remain stable.

To project and plan for lower salaries and fringe benefits in
community based prcgrams would be to build a double standard into
Georgia's system of service and salary reimbursement that is now
plaguing many states. It is safe to say that eventually the pay
and benefits system-wide will approach parity in most states but
not without a lot of disruption that could have been avoided by
holding to a single standard at the start.

e The level of functioning of the individuals at Bainbridge and GRC
is low. These individuals require a great deal of supervision
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and support whether they reside at home, in the community, or in
an instituticn. However, if the pattern of client development |
follows that of the clients placed out of the Pennhurst facility

in Pennsylvania and from other state institutions, tuen the level

of functioning for I number of individuals will improve and the

cost of their supervision and support will correspondingly
decrease.

C. Start-up Costs
1. Service-by-Service Analysis

The following types of community-based services must be in place to
support residents outplaced from GRC and SDC. They are

s gmall ICF-MR's;

e group homes;

e nminimally supervised and staffed apartments;

e work activity/sheltered work programs;

e supported employment programs;

e specialized support services (physical therapy, occupational
therapy, communication, psychotherapy);

® crisis support programs
o medicu.i support progranms

Because the personal care providers and specialized service
providers work strictly on a fee-for-service bagis, there are no
significant provider start-up costs that should have to be covered by
the state. The adminiscrative costs incurred by the state in promoting
and assisting in the development of these services, however, are

7 oo
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identified later as part of transition management costs for program
planning and development.

The start-up period is generally divided into three phases:
administrative, site occupancy and client transition. The first two
phases require funding to cover one-time costs. The last phase requires
working capital designed to keep the program in the black until full
occupancy is reached at which time revenues should be sufficient to
cover operating costs. The administrative phase includes those pre-
operational 2activities necessary to establish the agency as a provider
of service: hiring staff, planning and budgeting, obtaining start-up
funds, facility siting, construction or remodeling, facility furnishing,
and legal processes. Legal costs include the following, which the state
may or may not opt to cover for private providers:

e Legal representation at site selection hearing;

® Legal representation at zoning board hearings.

It is assumed that the Department of Human Resources will fund full
program costs during the resident transition period allowing the
provider to recover revenue deficits. The extent to which providers are
reimbursed for start-up costs (and for operating and capital costs)
will, of course, influence the number of providers interested in
developing and maintaining programs.

The costs of furnishings and equipment are not shown. These costs
are shown as part of the capital costs estimates in the next sgection.
Mortgage and lease costs include the cost of insurance. The residential
mortgage costs are pegged to the capital cost estimates prepared by the
architect. Rental costs are based on information from the Georgia
Housing Survey and on discussions with realtors and providers in the
metropolitan Atlanta and southwest Georgia areas. The lower rental and
mortgage costs shown are for southwest Georgia; the higher, metropolitan
Atlanta.

The occupancy phase includes those on site activities necessary to
prepare for client admission: crganizing staff training, licensing or
certification, establishing working relationships with community support
groups. The transition phase covers the initial period of service
provision prior to reaching capacity.




a. Small ICP-MR Programs

1) Xey Considerations

Title insurance and down payments may not have to be covered
depending upon the method of financing. The model costed is for persons
in planning group one -- the most expensive model.

2) Resource and Time Requirements

See Figure 6 which follows.

b. Group Home Facilities (4 beds)

1) Key Considerations

Compared to ICF-MRs, fewer staff and consultants nust be hired and
trained since the in-house programming is not as rich. Thus the time
required for the administrative activities and the cost of staff
training are less than projected for ICF-MR's. Finally, because the
average per diem (estimated at $94) is less than the ICF-MR per diems,

the cost of carrying the program at less than capacity during the period
of resident transition is also less.

2) Resource Requirements

See Figure 7 which folliows.

c. Staff and Supervised Apartments

1) Ke~ Considerations

It is presumed that these arrangements will be in leased facilities.




FIGIRE ©

ICF/MR SMALL (NEW) START-UP COSTS*

PHASE ACTIVITIES DURATION BUDGET ITEM COST

I. ADMINISTRATIVE

e Hire OMRP 2 months Program Director $4,000
e Review resident {(new) (full time)
applicants/screen @ $24,000/yr.
residents With Fringe
e Develop & submit Benefits
budget Title Insurance $800
e Budget review Clerical (half $1,200
® Recrult & hire staff time) wWith
e Contract with Fringe
consultants Benefits
Down Payment 8 5% $18,000
Advertising $§500
Legal Fees $3,500
11. SITE OCCUPANCY
Mortgage/ $3,800-%4,200
Ingurance @ 10%
e Occupy facility During 4th utflities (1 Month) $500
Month
e Title XIX certification (new 8 Direct Care $3,250
activities facility) Staff (1 wk)
e Solidify community € §12,000/yr. (with
support service frime benefits)
ne twork
e Establish Staff Training $1,800
standing operating
procedures
I1I. RESIDENT
TRANSITION e Transition of residents 1 Month $176/day x 15 days x 6 clients =$31,680
into the program over
a 2 week period

Totﬂl - 569'030 - 569"30
* 6 beds, ** Note New ICP-MR facilites are expected %o range in size from 4 o 8 beds; the average
facility will be 6 beds

1906




FPIGWRE 7

GROUP HOME START-UP COSTS*

PHASE ACTIVITIES

DURATION BUDGET ITEM CosT
I. ADMINISTRATIVE No Siting Sltlnq
& Remodel & Remodel
@ Hire Director 2 months Program Director $4,000 $§12,000
e Review resident or (full time)
applicants/screen 6 months € §24,000/yr.
residents with With Fringe
o Develop & submit facility Benefits
budget siting Title Insurance $600 $600
e Budget review and Clerical (half $1,200 $3,600
e Recruit & hiis staff remodeling time) With
e Contract with Fringe
consultants Benefitg
€ §7,000/yr.
Advertising $500 $500
Down payment € 5% $6,000-8,700 $6,000-8,700
Legal Fees $2,500 $2,500
II. SITE OCCUPANCY Mortgage @ 10% $1,500-2,100 §1,500-2,100
During 2nd Utilities (1 Month) $500 $500
month
e Facility Licensing or 6th 4 Direct Care $1,450 $1,450
activities month) Staff (1 wk)
e Solidify community € $18,000/yr. (with
support service o fringe benefits)
network
e Establish Staff Training s$lo000 $1000
standing operating
procedures
III. RESI., 4T
TRANSITION e Transition of residents 1 Month $94/day x 30 days x 4 clients = $11,280
into the program over
a 4 week period ? 3! 1
¢ 4 beds TOTAL = $30,530 - $33,830 $40,930 - $44,230
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2) Resource Requirements

See Figure 8 which follows.

d. Sheltered Work Programs

1) Key Considerations

The need to initiate new work activity and sheltered work programs
may be lessened to the extent that existir participants can be moved
into supported employment arrangements thv: iaking way for outplacements
from GRC and Bainbridge.

2) Resource and Time Requirements

See Figure 9 which follaws.

e. Supported Employment

1) KXey Considerations

Most outplaced residents, even those who may end up in supported
employient, are pro,:cted to make the transition through existing
sheltered work programs. This will allow some time to set up supported
enployment arrangements for individuals currently in the sheltered work
programs who by moving into supported employment arrangements will make
room for residents outplaced from the institutions. The sheltered work
programs will also serve as backup resources for individuals who may
need a new job placement.

The start-up costs of svpported employment services will vary
considerably depending on staff training and experience, the local
economy, client capabilities and So forth. Because of t.e extended
amount of time reyuired to identify, contract and negotiate with
existing businesses in establishing work arrangements (supported
enployment) as part of their operations (approximately one :'ar), these
programs are best started by persons detailed from ongoing
organizations. HSRI suggests that they be started through sheltered




PHASE

FIGURE 8

STAFFED SUPERVISED APARTHENT START-UP COSTS*

ACTIVITIES

DURATION BUDGET ITEM QST
I. ADMINTSTIATIVE No siting siting
& Remodel & Remodal
¢ Hire Director 2 months Program Director $4,000 $16,000
O Review resident or {full time)
applicants/screen 8 months 8 $2£,000/yr.
residents with {(With Primge
o Develop & submit facility Benefits)
budget siting
O Budget review and Clerical {half $1,200 94,800
O Recruit & hire staff remdodeling time)
o Contract with e $7,000/yr.
consultants {With Pringe
Benefits)
Advertising $500 $500
II1. SITE OCCUPANCY
o Pacility Licensing/ During 2nd pPant $1,800-3,600 1,800-3,600
cirtification month Security Deposit $2,000 $2,000
activites or 8th Utili*{es (1 month}) $500 $500
o Solidify community month
support service
network 4 Direct Care $1,450 $1,450
o Establish standard Staff {1 wk)
operating procediues @ $18,800/yr. (with
fringe benefits)
Staff Training $1,000 $1,000
II11. RESIDENT
TRANSITION o Transition of residents 1 month $21/day x 30 days x 8 clients = $5,000

fnto the program over

a 5-6 week period

* 8 beds in 3 to 4 apartments

TOTAL = $17,450-19,250

$32,050-34,650




FIGWRE 9

SHELTERED WORK START-UP COSTS

PHASE ACTIVITIES DURATION BUDGET ITEM COST
I. ADMINISTRATIVE Incorporate 6§ months Program Director {£full time) §12,000
Develop & submit @ $24,000/yr. (with frime
start-up budget benefits)
Recruit & hire di rector Clerical (half time) $3,500
and staff € §7,000/yr. (with fringe
Review particpant benefits)
applications
Travel $2,000
Advertising $2,500
Overhead € 40% of labor
& fringe benefits $6,000
I1I. SITE OCCUPANCY Prepare & submit During Security Deposit (5,000 sq. ft.
annual budget 6th month e $12) $6,000
Rent 1 Month $6,000
Utilities (1 month) $800
Staff @ §$18,800/yr. (with
Arrange transportation fringe benefits) $4,600
Establi sh stamding Staff training $1,500

procedures

I11. PARTIZIPANT
TRANSITION

Transition of residents 6 weeks 335/day x 32 days x 30 clientsg = $33,600

into the program over
a 6 week poriod

* 25 participants

e
.
et

Total=$82,700
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employment programs now in operation.

There are no participant transition costs since clients would be

engaged in the sheltered work program until they convert to supported
work.

2) Resource and Time Requirements

See Figure 10 which follows.

f. Medical Support Unit

1) Key Considerations

The acute care costs projected in this section should be ample to
cover the cost of the startup as weil as ongoing cost of this service.
Because of the unique nature of the service, the budget will likely have
to be negotiated and the service funded oa a nrogram rather than fee-
for-gervice besis.

The annual budget is estimated based on the budget of a gimilar
program in Nebraska. The cost of medical supplies are largely covered
tarough Medicaid and other third party insurers.

2. Resour~e Requirements

See Figure 11 which follows.




FIGWRE 10

SUPPORTED EMPLOYMENT PROGRAM START-UP COSTS

PHASE ACTIVITIES DURATION BUDGET ITEM COST_
I. ADMINISTRATIVE o Develop ¢ submit € months Program Director {half time) $26,000
o start-up plan 8 $26,000/yr. {(with frimge
& budget benefits)
o Recruit & hire director Clerical {(half time) $14,000
and staff @ $14,000/yr. (with fringe
o Review particpant benefits)
applications Training/
o Develop business & consultants (supported $5,000
contract for work employmant)

o Staff training &
technical assi{stance

Travel $2,500
Advertising $2,500
Overhead @ 40% of labor
& fringe benefits $14,000
II1. SITE OCCUPANCY O Prepare anrual Rent 1,000 sq. ft @ $12 $6,000
plan & budget 6th months
o Prepare work plan Utflities {1 month) -§1,500
o Prepare clients for Staff @ $20,000/yr. {with $30,000
work fringe benefits)
Staff training
* 15 participants TOTAL = 5108,500

[N
iz’
@




S6

FIGURE 11
MEDICAL SUPPORT UNIT START-UF COSTS

24 hour RN Care

BUDGET ITEM COST
Program Director $30,000
Registered Nurse Supervisor $24,000
4.5 Registered Nurses (@ $22,000

including fringe benefits) $99,000
4.5 Residential Workers (@ $18,800

including fringe benefits) $84,600
Consulting Physicians (@ $60 per

rour) $35,000
Consultant Therapists (@ $30 per

hour) $15,000
Other operating expenditures $58,000

TOTAL $384,000

g. Crisis Support Program

1) Xey Considerations

Staff offices would be located at the respite home. There would be

no transition costs given the crisis nature of the services.

2) Resource Requirements

See Figure 12 which follows.

2. Projections

Figure 13 precents the projected startup costs by study
subpopulation and type of program. With the exception of the work
activity and sheltered work programs, 1060% of the persons in the study
populations are projected to enter new programs. Thirty percent of the
work activity and sheltered work programs are estimated to have the
ability to expand their current capacity to accommodate individuals in
the study populations. Because all pre-school programs are projected to




PHASE

FIGURE 12

CRISIS SUPPORT START-UP COSTS*

ACTIVITIES

DURATION BUDGET ITEM C0ST
I. ADMINISTRATIVE No Siting siting
& Remodel & Remodel
0 Hire Director 4 months Program Director $8,000 $16,000
or {full time)
8 months @ $28,600/yr.
with (With Fr.uge
O Develop & submit facility Benefits)
budge t siting Title Insurance $600 $600
0 Budget raview and Clerical (half $2,400 $4,800
o Rascruit & hire staff remodel{ng t{me)
0 Contract with € °7,000/yr.
consultants {ith Fringe
© Arrange for psychiatric Benefits)
backup {consultation Advertising $1,200 $1,200
& beds) Down payment @ 5% $9,600- $9,600~
$13,900 $13,900
Legal Frees $2,500 $2,500
I1. SITE OCCUPANCY
o Facility Licensimg During 4th Mortgage @ 10% $2,400 $2,400-3,000
activitities or month Utflities (1 month) $500 $500
o Solidify canmunity or S5th month
support service 5.5 Direct Care $2,350 $2,350
network Staff (1 wk)
0 Establish standing 8 $22,000/yr. (with
operating procedures fringe benef{ts)
Staff Training $2,500 $2,500
* 5 beds

TOTAL = $2t,950-33,850 $41,850-46,750




FIGURE 13: PROJECTED START-UP COSTS RY TYPE OF PROGRAM AND
STUDY SUBPOPULATILON o
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be able to expand to accommodate the few children in the study
population, pre-school programs are not shown on this table.

Although HSRI cannot be certain that a medical support unit will be
needed in the metropolitan Atlanta area, the start-up costs for the unit
(at 25% of the estimated annual budget) are included in the event that
it is. Along the same line, HSRI'S projections of the demand for crisis
support services among the study population is not, alone, sufficient to
varrant the development of crisis support services in either the Atlanta
or southwest Georgia service areas. However, the unmet demand for these
services identified in the provider survey was quite high. 1In order to
assure that crisis support services are available should they indeed be
found necessary, HSRI is including estimated startup costs for one unit
in the Atlanta area and one unit in the southwest Georgia area.

The total program startup costs associated with serving members of
the target population amounts to §$6,025,729. The total program startup
costs asscciated with serving persons in planning g¢groups 1~7 awaiting
service in the seven MH/MR/SL service areas studied are §$3,729,882. The
total estimated startup costs overall are $9,755,611.

D. Capital Costs

1. Base Data and Assumptions

Prototypical nlans and relevant cost factors have been prepared for

for.r major residential options, with sub~options as noted:

1. Apartments (2-3 beds); renovated buildings for both ambulatory
and nonambulatory residents.

2. Small Group Homes (3-5 beds); renovated buildings for both
ambulatory and nonambulatory residents.

3. Large Group Homes (6~8 beds); new construction and renovated
buildings for both ambulatory and nonambulatory residents.

4. Small ICF~-MR (6 beds); new construction for both ambulatory and
nonambulatory residents.




These residential options are distinguished by standards for
administration, care provided, and for physical facilities as
established in regulations of the Georgia Department of Human Resources,
vhich in turn related to the Department's standards for the resident
populations to be served in each type of setting. It is understocd
that, with the exception of the apartment of option, each type of
facility listed above is governed by the "Rules and Regulations for
Personal Care Homes" (1981) and the "Minimum Requirements for Group
Homes 1974," or the "Rules and Regulations for Intermediate Care Homes"
(1976). 1In addition, since building codes will vary from one locality
to another, the "Proposed Rules of Safety Fire Commissioner, Chapter
120-3-21" (1986) have been used as a conservative standard for this
study. This document makes substantial reference to the "Life Safety
Code," NFPA 101, 1985 edition. Intermediate Care Facilities are also
regulated by Federal Title 'IX standards when reimbursement is involved.
These regulations also incorporate the ANSI A117.1 standards for
accessibility and usability for persons with physical handicaps. ANSW
has typically been used as a guide for facilities for nonambulatory
residents. The requirements of Intermediate Care Homes are the same for
ambulatory as nonambulatory residents. It is understood that
Apartments, as a rusidential setting for independent living, are not
governed by the regulaticns described above, but rather only by local
building codes and zoning ordinances.

The prototypical models for each of the residential options in this
study were selected to optimize their match with the codes and
regulations (See Appendix H) For residential options involving
renovation, we have utilized examples of housing typically available in
most communities, which in turn will minimize the amount of
reconstruction necessary for the proposed use. Hence, the apartment
model for nonambulatory residents assumes the use of apartments already
constructed to provide access for handicapped persons to the apartment
unit and adequate space within bathrooms and kitchens without further
improvements to the building. Other renovation options assume existing
buildings of sufficient size and number of bedrooms, appropriate number
of bathrooms, adequate widt: of halls, etc. (Seventy square feet per
bed was used as a minimum standard for bedrooms, or higher as required
by specific regulations.) Models for new construction options have been
designed to meet the applicable rodes and regulations and to provide
normalized, home-like environments. fThese residences will be capable of
both providing supportive settings for the residents' development, and
also be complementary inconspicuous additions to existing neighborhoods.

Construction costs have been estimated for the actwal renovation
vork or new construction anticipated for each residential option. The
"Construction Cost Data, 1987" published by R.S. Means Company, Inc.
have been used as a basis for these cost projections. As in the case of
the other costs in this analysis, these are current for 1987 and will
need to be escalated for future application. We have tested these costs
against comparable experience in both northern and southern parts of
Georgia. While the actual construction costs will vary even within one
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region, we have used the conservative higher estimates for both the high
and low ranges of the probable costs.

The likelihood is that the available housing stock will be more
suited in size to small than large group homes. Thus, the cost
projections suggest that it will be more economical to build new rather
than renovate large roup homes because of the greater numbar of
residents that can be served within a facility that is designed
specifically for that purpose.

As in the case of construction costs, the acquisition costs vary
widely between different parts of the state. A review was conducted of
acquisition costs in seven counties and two counties, DeKaldb and
Lowndes, were selected to represen* the typical upper and lower extremes
of real estate building and land sales costs based on data supplied to
use. Development costs include architectural and engineering fees,
legal costs, and real estate brokers' fees and are estimated at 10% of
the combined construction and acquisition costs. Finally, furnishings
and equipment costs have been estimated for each facility.

The total costs are expressed as per site and per bed, and show the
range created by the high and low projections for acquisition costs in
the different parts of the state. The basic case assumes =11 bedrooms
in a facility available for residents, with staffing on a shift basis.
The total costs are further Jelineated to reflect the case of =Jcep-in
staff in the group home models, and therefore the dedication of one
bedroom to staff use and the reduction of one in the number of residents
served in the facility. Again, all these estimates should be escalated
for applications after 1987.

2. Projections

Figure 14 presents the projected capital costs for new facilities to
accomnmodate the study subpopulations by subpopulation and type of
program. The number of persons who require fully accessible residential
arrangements for nonambulatory individuals are estimated from the ICAP
and waiting list data. All of the ICF-MRs are projected to be newly
constructed to non-ambulatory (non self-preserving) standards.

Baced on surveys of realtore in the service areas studied, and
considering ‘he residential siting strategy suggested in Section IV, the
supply of existing small group homes is projected to be sufficient tn
accommodate nearly all of those individuals who are ambulatory in the
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study subpopulations. The renovation of facilities will only be
required for an estimated 10% of persons who are ambulatory in the study
subpopulations.

The total capital costs projected for the target populaticns is
$12,223,774. The total capital costs projected for individuals in
pJanning groups 1-7 awaiting residential services in the MH/MR/SA
3ervice areas is estimated to be $3,429,945. The total estimated
capital costs are §$15,653,719.
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IV. WHERE WILL THE MONEY COME FROM?

Shonld GRC ané Bainbridge be closed, funds will be required to
underwrite the one-time cost of managing the transition process, start-
up and operation of community alternatives, and the construction of sone
facilities. There will also be one~time residual costs associated with
the closing that are not addressed in this report. This section
identifies and briefly describes alternative sources of funding that can
be used for these purposes.

Absent a specific legislative action, the proceeds resulting from
sale of state lands or other savings would revert to the state general
fund. However, such funds could also be reserved for use in the
developnent and operation of services for the target populations and
other populations of concern through an act of the legislature.
Comparable arrangements have been or are being formulated in the states
of Colorado, Alaska and Arizona. During the site visit to Arizona, the
Steering Committee learned that the legislature had placed the proceeds
from the sale of an institutional campus into a trust fund solely for
the development of new Services for persons with mental retardation and
other developmental disabilities. The operation of the furd is overseen
by a2 board who receive, review and themselves prepare proposals for the
use of these funds.

A. One-Time Cost of Transition

Most of these costs will legitimately be included as direct and
indirect expenses under Title XIX reimbursed through the GRC and
Bainbridge ICF-MR rates.

The Job Training Partnership Act {Title III) provides a potential
source of funding for retraining staff from GRC and Bainbridge. The Act
provides for the allocation of federal funds to each state on the basis
of a formula considering the number and size of the economically
disadvantaged areas in the state, state unemployment rate, and
population. The purpose of these funds is to help retrain people who
loge their jobs due to plant closings and other economic downturns not
of their own making. In addition, there is a "dislocated worker
discretionary fund” designed to address specific targeted groups of
people effected by mass layoffs.
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B. Start-Up Costs

If, as expected, the state continues to utilize Title XIX funds to
support the community-based network of services for the target
populations and other populations of concern, start-up costs may be
recovered through Medicaid. In addition to the start-up costs in
Section III, Title XIX funds can be used to cover the costs of
furnishings and equipment. However, the staztup costs must be amortized
over an extended period. The problem thus becomes one of cash flow.

One solution.would be for the state itself to loan startup funds to
providers requiring them to repay the loan through recoveries via future
Medicaid payments. This is done in New York through a revolving loan
fund. The state can guarantee repayment by placing a first claim on all
payments.

C. Operating Costs

In order to retain the federal share of funding (63.04 % in fiscal
year 88/89) available to the GRC and Bainbridge populations under Title
XIX, the state could opt simply %o out place residents 2a a comparable
nunber of ICP-MR beds in small comamunity facilities. However, HSRI
recommends that at least for those clients at skill level IV who do not
have overriding behavioral, physical or medical problems (planning
groups 1 and 2) the state apply for another Home and Community Based
Services Waiver to the Health Care Financing Administration. The waiver
would cover services to the target population and to those like
i1ndividuals avaiting services in tbe community who would otherwise be
placed at GRC or Bainbridge.

HSRI recommends that the state pursue a combination of these two
strategies: developing and certifying small ICF-MRs for those
individuals with overriding medical and physical problems in planning
group one and optionally for some individuals in planning groups 2, 3
and 4. Services for all other individuals should be covered through a
Home and Community-Based Waiver.

Although the cost of ICF-MRs versus waiver programs will not differ
significantly, and even though ICF-MRs are not subject to and contingent
upon periodic renewal as is the case with the waiver funds, the waiver
approach appears to be the better strategy for most individuals in the
target population and other populations of concern for the following
reasons. First, unlike the ICF-MR strategy, the waiver strategy will
allow the state the flexibility to provide appropriate apd cost
effective complements of services to clients over time. It allows for a
client-oriented strategy rather than a provider-oriented strategy. As
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evidenced by the cluster management approach piloted in Dalton County
vhich funds new residential services on a level-of-care approach, a
client-oriented approach to system management of funding is the
direction in which Georgia (like most other forward-looking states) is
headed. It is also the approach that characterizes attempts at the
federal level to reform Title XIX and is a key provision in the Chaffee
bill which now has 22 co-authors and the support of 20 national
organizations..

Not only is the waiver strategy consistent with this funding and
broader systems management approach, but it will allow the state to
utilize Title XIX funds to develop the information and control systems
necessary to make it work. Specifically, it will allow the Division of
MH/MR/SA to resolve the following issues of concern identified in Part
One of this report.

o The establishment of a practical, valid and verifiable procedure
for evaluating client level-of-care requirements;

o The development of a carefully conceived model of habilitative
service by level-of-care comparable to that recommended in Part
Two Section III, but more refined and tailored to fit the
Division's policies, objectives and situation. The model needs
to provide for sufficient resources to ensure appropriate and
adequate levels of client care;

o Integrated quality assurance/case management/cluster-system
nanagement procedures designed to broker and promote a cost-
effective complement of services for each individual;

e The relaxation of those departmental fee limitations and
expenditure guidelines that restrict the use of various service
options for clients. For instance, at present the reimbursement
rates for developmental training homes are fixed irrespective of
the level of care demanded for the residents. Similarly, the
rates allowed for supported employment are fixed irrespective at
a client's level-of-functioning. Any service-specific rates,
under the per capita method of allocation will need to be more
flexib?- and more attuned to client service demands; and

e The development of budget and expenditure reporting and auditing
procedures concistent with this capitated mechanism of fund
allocation.

The waiver request could be patterned after that rec:ntly approved
for the State of Nebraska. Nebraska's waiver plans ani cost projections
are built arornd different models of "habilitation secvices" for

< -
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different client groups. The waiver provides for a capitated client-
based approach to funding like that recommended in this report.

The risk that the waiver may not be renewed is not as great as it
might appear at first glance. As a contingency, the state should be
able to certify most of the expensive waiver-supported residential
providers under the ICF-MR umbrella and retain Title XIX funding.
Moreover, the risk of possible nonrenewal must be weighed against the
risk associated with a heavy investment in the ICF-MR progranm,
specifically:

e Congress may apply an overall cap on state Title XIX funding;

e Without exception, those states having invested heavily in small
ICF-MRs will attest to the difficulties involved in moving to
less expensive and more flexible models of care in the face of a
strong ICF-MR lobby:

e Published forecasts point to the eventual predominance of family
and family-like supported models of care (Putnam & Bruininks, In
press; Roos, 1978; and Hillier & Klas, 1984):

e ICF~-MRs may be decertified. It is important to remember that
according to ICF-MR standards, an ICF-MR must provide "active
treatment services" to all residents (42 CFR 442.435). "A state
which fails to build into its programs assurances that each
certified home has the capability of delivering a full range of
active treatment services is very likely to find that its
facilities are in constant jeopardy of decertification"
(Gettings, 1986). As discussed elsewhere in this report, the
inclination of many federal surveyors to view professional
therapists as a key ingredient in an active treatment service
capability and the widespread shortage of these individuals in
Georgia, makes the the prospect of decertification of large or
small ICF-MR facilities is a distinct possibility. 1In fact, in
discussions with federal ICF-MR surveyors, there is every
indication that the latitude allowed ICF-MRs in this area is
likely to decrease over the next several years.

It is also important to recognize that the higher the level of
resident functioning in an ICF-MR, the greater the risk of HCFA
challenges to the eligibility (need for) ICF-MR care during look-behind
reviews or other auditing activities.
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D. Capital Costs:

The central policy issue relating to the funding of capital costs is
vhether development should be undertaken through a model that places
most of the burden of accessing capital markets on providers, or one in
which the state serves the function of financier. If providers are
expected to marshal capital, there will be two principal disadvantages:
(1) larger agencies will need to be relied upon to develop programs
since such agencies will appear to be.sounder risks to lenders, and (2)
development and plan implementation will be slower since there is
usually a good deal of "start and stop" behavior when providers are
engaged in the capital markets.

At the least, state should assist providers in accessing federal and
private capital by lending their expertise and the expertise of others
to providers through a well-pianned program of training and technical
assistance as recommended in Section V. However, the state may wish to
go even further by actually helping providers apply for federal funds
or, in the case of private funds, setting up a public/private finance
authority. This authority would utilize state guarantees for payments
in order Lv access private capital. Connecticut has taken this
approach. The finance authority secures private investor funds,
constructs facilities and "turnkeys" facilities to providers. Operators
pay rent to the authority and the authority retains title to the
facility. Consequently, in the event of provider failure, the facility
is not lust.

Federal and private funding streams available to cover capital costs
are outlined below.

1. PFederal Sources=

a. Broad Range of Housing Activities.

e The Community Development Block Grant (CDBG) (Federal program)
can be used for any type of housing needed for persons with
mental retardation or other developmental disabilities. These
funds can be used to support the acquisition, rehabilitation, and
in some cases even new consvruction ¢f housing;

e The Parm Home Loan Administration, Community Facilities Loan
Progran. This program can be used to provide long-term, low~cost

Q ‘ ,2 l 1
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loans. Interest rates currently run around 7%. There is a
minimum or no down payment required and the loan may be written
for up to 40 years. These monies may also be used in conjunction
with the CDBG grants to fulfill the 1/3 local match requirement.
The Section 8 Existing Housing Certificate and Voucher programs
(Federal program) may be used to provide rent subsidies in most
types of huusing developed for persons with mental retardation.

b. Personal Care Homes

In addition to the federal programs mentioned above that might be
uged to provide board and care facilities, Section 232 insurance
(Federal program) can be used to insure a loan for the construction or
renovation of a board and care home. Sources of loan funds could be
private lenders, or state mortgage revenues bonds (state program). It
should be noted, however, that the availability of funding under these
programs is currently severely limited.

c. Community Supervised Living Arrangements (Small Homes)

aside from CDBG and Section 8 programs, other programs include:

o The Section 202 liirect Loan Program for Housing for the Elderly
and Handicapped . deral program) which can be used for
acquisition, reharilitation, or new construction of group homes
and community supervised living arrangements. This program has
an accompanying rental assistance subsidy under the federal
Section 8 program;

e The Section 8 Moderate Rehabilitation Program (federal program)
which provides rental assistance subsidy to cover costs
associated with operating rental housing and paying off a loan
which was used to renovate the property;

e The Rental Rehabilitation Program (federal program) which
provides grants of up to $5,000 per unit, which must be matched
by other funds, to renovate residential rental units. Rental
Rehabilitation funds may be accompanied by Section 8 certificates
or vouchers (federal program) which provide rental assistance for
the tenants;

e Section 203(b) insurance (federal program) can be used in
connection with a loan to purchase 1-4 family housing for group
home use;




e Housing suitable fcr group homes may be available for purchase
from Federal agencies that have acquired them through foreclosure
(Federal program) or local governments that have acquired them
through tax foreclosure;

e Funds to purchase group homes, supervised community living
arrangements and halfway homes may be available from private
sector sources (private sector).

4) Community Supervised Living Arrangements (Apartments)

All programs ment.oned above for group homes (except 203(b)
insurance) may also be used in connection with apa.tment complexes. In
addition, the following avenues should be pursued:

e The local public housing programs (Federal program) may be a
source of apartment units for clients to rent. Additionally, the
Public Housing Agency may know of rental units available under
the Section 8 Moderate Rehabilitation or Rental Rehabilitation
programs.

e The Section 221 (d) (4) insurance program (Federal program) can be
used to insure a loan for the construction of apartment complexes
of more than five units. Financing may be available through
Limited Partnerships or Syndication (private sector approaches)
or State mortgage revenue bonds financing (State program).

e The Section 234 mortgage insurance program (I 2deral program) can
be used to insure loans to develop cooperative housing of five or
more units.

e Individuals, non-profit groups and local housing agencies have
all succeasfully formed limited partnerships and syndications in
order to pool resoucces for the purchase and management of
residential arrangements for persons with MR/DD. Although recent
changes in the income tax laws now limit the tax sheltering
advantages of theze arrangement2, partnership arrangements still
hold some advantages to investors.

>
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2. Private Sources

Generally speaking, federal sources for financing housing are
rapidly diminishi~g. Therefore, greater attention is being given to
identifying new and more creative solutions to finance housing
development for populations with special needs. Private sector funds
are considered by many experts to represent a rich, and largely untapped
source of funding potential for housing development.

MR/DD agencies provide investors with the opportunity to avoid the
three largest disincentives in real estate investment —- vacancy rates,
property management, and maintenance. Since low occupancy rates reduce
the investor's profit, agencies can establish long-term agreements with
the investors to guarantee 85-100% occupan.y at a fixed rent level.
Similarly, if any agency or organization assumes responsibility for
managing the property. it can also save the investor considerable time
and money. The investor may even be willing to renegotiate lower rents
in exchange for this service. Some responsibility for maintenance could
also be assuned by the agency/organization which could teach tenants to
do some of the chores (e.g., gardening, minor repairs). This would
allow the tenants to become more invested in their housing, while the
investor would continue to take care of the larger and more expensive
maintenance tasks.

It is also possible for a consumer to own his or her own home by
using either personal resources (e.g., SSI/SSDI, savings), or those of
the family, to acquire the property. Home ownership may be shared
through cooperative and condominium arrangements. Consumer home
owne 'ship can also be achieved through other strategies as well, such as
lease purchase agreements in which the investor relinquishes titles to
the tenant/lessee after payment of a stated amount of rentals.

Residents may own their own homes alone, as tenants in common, as joint
tenants, as tenants in the entirety or as a partnership.

Some families can afford to purchase individual housing units for
their disabled relatives. Families may also be able to set up life
estate trusts that allow families to donate their homes to a non-profit
agency for use by a disabled relative.

Some family groups have organized themselves into private non-profit
corporations, the primary purpose of which is to develop, operate, and
preserve housing units that will remain affordable for their family
members for an extended period. The corporation maintains a tax-exempt
status by operating exclusively for charitable purposes and by having no
part of its net earnings benefit any of the private shareholders.
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V. HOW SHOULD THE TRANSITION BE MANAGED, HOW MUCH WILL IT
COST, AND HOW LONG WILL IT TAKR?

This section outlines the activities that must be undertaken to
manage the phase dewn of GRC and Bainbridge, the corresponding build-up
of community-based programs, and relocation of the target populations
znd staff. It also presents budget estimates for the transition
management activities.

A. Project Management

1. Discussion

The Division of Mental Health, Mental Retardation and Substance
Abuse is orgz-ized to fulfill state level functions of an ongoing nature
and is not organized to implement the major system change process
involved in the movement from hospital to community-based care. Should
the decision be made to develop community alternatives to GRC and
Bainbridge, a project team must be established that is dedicated to the
planning and implementation of the process. A project team is essential
for an undertaking of this magnitude to be effected in an expeditious
and orderly fashion.

The management unit should be located within the Georgia Division of
Mental FEealth, Mental Retardation and Substance Abpuse. It might operate
under contract during the course of the project, or it might be staffed
as a "special project” unit to carry out other such time-limited
initiatives in the future. The management team should prepare plans for
implementing the system changes recommended herein, and should serve as
the focal point for all activities outlined in the plans. The project
tean should be involved in all major decisions concerning costs, timing
and plan modifications. The team should become involved at the very
beginning of the planning process, starting with the update and
refinement of HSRI's implementation recommendations and preliminary plan
and should continue to oversee the implementation process throughout the
transition period.

The team's planning and coordination activities should include:

e the assessment, preparation, relocation and follow-up of members
of the target population;
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o the development of residential, day, health care, and support
servicas to accommodate outplaced residents;

» the planning and coordination of staff reassignments,
relocations, retraining and support;

|
\
|
|
o the development of a steering committee of key actors and !

int2rests in order to keep the public informed as the project

progresses and to provide for the active participation of

decision makers, administrators and others concerned in the

reconfiguration process.

The project director should be a capable individual to whom as much
discretionary decision-making power as possible should be delegated.
The project director should have a deputy at each of the two
institutions capable of picking up the project should the director
become temporarily or permanently unavailable to the project.

Ideally, each deputy project director should be selected from the
managenent staff at the institutions if such person can be spared from
regular duties. If not, s/he should have institutional experience and
should be generally known within the Department for his/her objectivity
and humane diplomacy. Staff chosen from the institution are assured of
the following:

e an implementing work force of middle managers, aides and
secretaries,

o a familiarity with the institution/unit being closed, and of 1:e
spec 'al staff, patient, political supports and obstacles,

e a care in planning and implementing which is usually exercised
only by those who have to live with the results,

® a guarantee of a conscientious follow-up.

The Division of MH/MR/SA should form a Steering Committee (SC)
representative of, (a) the main administrative players related to the
closing, (b) the main citizen groups related to the closing, (c)
selected support persons, (d) client advocates, and (e) staff
representatives.

The rationale for this recommendation is that every concerned and
related group will be either an advocate or an opponent; none will be
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neutral. The inclusion as participant in the cl;sing process enhances
the likelihood of ultimate consensus. In addition, the irclusion of a
variety of relewant and caring perspectives will insure a responsible,
humane and prudent process.

The committee should be advisory to the project director, and should
be so informed at its first meeting. It would advise on the planning
and coordination of the entire closing project, and advise and assist in
planning and executing whatever announcements and public relations
functions might be regquired.

The deputy project directors would be responsible for coordinating
institutional efforts with community-based case and cluster managers.
Resident relocation should also be coordinated with staff relocation and
reassignment efforts, and program planning and development efforts.

A coordinator for program planning and development should also be
part of the team. This is a particularly important position in view of
the rapid pace at which community-based services would have to be
developed. Reporting to the coordinator should be two progranm
development specialist.' whose charge would be to expedite the creation
of the new services required and to provide technical assistance to
these providers. The coordinator would coordinate the work of the
provider support teams discussed in Section D.

Consultants may be used to help expedite the capitation
system/waiver development.




2. Budget Rstimates

An annual operating budget is shown below.:

Staff:

Budget Item Amount
Project Director S 40,000
Deputy Directors S 64,000
Coordinator, Program Development S 30,000
Program Development Specialists (two) $ 56,000
Administrative Assistant $ 20,000

Subtotal Salaries $210,000
Fringe Benefits @ 36.5% = $ 76,650
TOTAL STAFF $286,650

" Other:
Furnishings and Equipment $ 10,000
Rent (2,000 sq. ft. @ $20) S 40,000
Postage ($150 @ month) $ 1,800
Supplies $ 5,000
Phone,/Messenger ($600 @ month) $ 17,200
Travsl $ 12,500
Printing $ 10,000
Startup Costs/Working Capital $ 12,000
Consultant Services $100,000
Miscellaneous S 6,000
Subtotal $204,800
TOTAL $491,45¢

B. Resident Preparation/Relocation and Follow-Up

The impact of the movement of individuals from one facility to
another has long been an area of concern to researchers in the fields of
mental health, gerontology and mental retardation. Some studies in the
gerontology literature indicate that relocation leads to increased
mortality rates for individuals (Kasl, 1972; Aldrich & Mendkoff 1963;
Marlowe, 1973). The psychiatric literature indicates negative impacts
as well, including death, illness or psychological deterioration post
relocation (Kral, Brad & Berenson, 1968); Miller & Liberban, 1965). One
of the earliest studies on the relocation of persons with mental
retardation produced similar results (Miller, 1975). 1In Miller's study,
which involved individuals labeled profoundly mentally retarded
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relocated from Pacific State Hospital al in California to convalescent
hospitals, mortality was reported to have increased two fold.

However, there is a growing body of literature that indicates that
there may actually be a decrease in mortality rates for elderly people
vho are relocated (reviewed in Borup, Gallego, & Haffernan, 1979) and
for people with mental retardation (Cohen, Conroy, Frazer, Snellbacker,
& Spreat, 1977). The Cohen et al. study exsmined the effects of
relocation on 92 individuals with mental retardation from a large public
institution in Pennsylvania to a smaller facility. The authors reported
significant deterioration in the area of malad »tive behavior ameng
lower functioning individuals. In a follow-up report, Conroy and Spreat
(1978) found that the negative consequences of relocation did fade, but
that it took approximately six months. Carsrud, Carsrud, Henderson,
Allisch, and Fowler (1979) replicated these findings in Texas, using
direct observation of social interaction. They also suggested careful
planning for a gentle transition, and supported the notion that people
wvith mental retardation of all levels are sensitive to, and can be be
adversely affected by environmental change.

While the literature reports the possibility of stress reactions in
institutional transfers, these effects can be minimized or prevented
through the proper management of the relocation process, both clinically
and administratively (Heller & Braddock, unpublished working paper).
Some studies in the area of placement from institutional to community
based settings have found that individuals actually benefited from the
relccation, demonstrating progress in the areas of self-help,
sccialization and communication (Aanes & Moen, 1976; Close, 1977;
Conroy, Bfthimiou, & Lemanowicz, 1982).

As the Cohen et al. study demonstrated, the effects of relocation
may be stronger for some groups than for others. Several studies have
looked at the relocation phenomenon examining the effects of residents'
physical health, level of mental retardation and age on post relocation
adjustment. Some studies have been found to show that those individuals
with the poorest health may suffer the most from relocation (Goldfarb,
Shahinian & Burr, 1972; He_ler, 1982; Killian, 1970; Marlowe, 1973).

The results with regard to level of mental retardation and its impact on
relocation are mixed. While the Cohen et al. study showed increased
skills for those individuals labelled profoundly retardei. Hemming,
Lavendar, and Pill (1981) demonstrated that higher func’‘ioning people
showved increases in language development, and lower functioning pecple
expressed greater levels of withdrawal and maladaptive behaviors. In
the Pennhurst Study Conroy and Bradley (1985) found that those
individuals labeled profoundly mentally retarded benefited the most from
relocation to the community in terms of increases in adaptive behavior.

In looking at this information as it relates to the State of
Georgia, it is clear that should the state decide to proceed with the
closing of the Georgia Retardation aenter and the Southwest
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Developmental Center at Bainbridge the transition must be planned
carefully to minimize the risks of the negative impacts of relocation,
often called transfer trauma. Careful planning is particularly
important in the case of medically-involved persons (e.g., the
approximately 94 individuals currently living in SNF beds within the GRC
facility) who, due to their health problems, present an additional risk.
In terns of resident preparation for relocation at both of the
facilities there are several issues that should be considered to
ninimize the risks of transfer trauma.

a. It is Important to Maintain as Much Stability as Possible for
Individuals During the Closure Process

Essentially, this means that clients and staff should be kept
together as much as possible internally. Because transfer trauma can
occur when moving individuals from one building to another as easily as
from the institution to the community, it is important that clients not
be moved from unit to unit during the phasedown process. The closure
should be coordinated tc minimize client movement, closing buildings as
clients move to the community. The maintenance of client groupings is
critical to the success of this process. Equally important is the
stability of the staff with whom the clients are familiar. Staff
transfers should be minimized whenever possible.

b. A Relocation Process Should be Established so that the
Relocation of Individuals is Managed Efficiently and Consistently
Both Within and Between the Two Institutions

Resident relocation teams, coordinated by the deputy project
directors should be organized in each of the two institutions. These
teams comprised of a primary care person from the facility and a case or
cluster managers would oversee the relocation process for each
individual at GRC and Bainbridge. Prior to placement, the local case
aanager should meet the individual, and his/her parent/guardian, to
discuss the placement process with them, including their rights and
responsibilities. A notice should be sent to the individual and his/her
parents/guardian, informing them that they will be given full
opportunity for participation in the development of the Individual
Habilitation Plan for transition to community services. In the absence
of a parent/guardian or at the request of the parent/guardian or at the
requést of the parent/guardian, the case manager should request an
advocate. The case manager in cooperation with the direct care person
who knows the individual best should complete an individual assessment
of adaptive behavior skills and maladaptive behaviors, to begin to
assesg the individual's needs for service. For those individuals with
overriding medical concerns, an assessment of those concerns should be
provided by the individual's primary care physicians at GRC and
Bainbridge. The case manager would then schedule an interdisciplinary
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team meeting at the facility. The meeting would include but not be
limited to:

1) The individual receiving services;

2) The parent/guardian and/or advocate;

3) The county case manager or cluster manager;

4) The current facility social worker;

5) Representative from the community residential provider agency:
6) Representative from the day program rrovider agency;

7) Direct care staff from the institution;

8) Therapy staff from the institution as the case manager deems
appropriate (speech, OT/PT, etc.):

9) For those individuals with overriding medical concerns, there
should be a physician from the institution, as well asg the
community physician who will be providing services to the client:
and

10) For those individuals with overriding behavioral concerns,
there should be a behavioral expert from the institution and the
commu..ty present.

The team members should come to the meeting with their own
assessments of the individual, and should be prepared to review all
individual assessments with the team. Based on the individual
assessments provided by each of the professionals, as well as the
individual assessment performed by the case manager, the team should
begin to develop an individual habilitation plan (IHP) for the
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individual. The IHP should follow a standardized format (goals,
objectives. timelines, persons responsible, services, etc.).
Ultimately, it should be the responsibility of the case manager to
prepare the final IHP document.

Also during this meeting, the team should establish a placement plan
for each individual. This plan should include all plans for
preplacement visits, site requirements (necessary location, adaptations,
etc.) staffing, health and cafety precautions.

¢ preplacement visits - the purpose of these visits is to acquaint
the person with the proposed residence, day program, staff,
housemates, co-workers and the community. This is important even
for those individuals with the most severe medical needs if it is
deemed possible and appropriate by the sending and receiving
physicians. Whenever possible, staff from the institution should
accompany the individual on preplacement visits. The
preplacement visits will give the individual an opportunity to
demonstrate his/her skills in a different environment, and will
allow staff of the receiving of the receiving home an opportunity
to assess baseline behavior and learning skills. The team should
decide how many preplacemert visits should occur as well as the
duration of each visit {(a meal, a day, a weekend, etc.). The
case manager should insure that the community provider has all
relevant information about the individual before any visits
occur. S/he should alsc plan for emergency medical coverage (and
behavioral back-up where necessary) for the duration of each
visit. The provider should report personal observations of the
visit to the case manager. The case manager should also report
personal observations of the visits and share them with the teanm.

site requirements - this is especially critical for those
individuals with overriding medical needs. The physicians (both
sending and receiving) should determine how proximate an
individual needs to be to an emergency room or to some acute care
facility. Once this has been determined, it is the provider's
responsibility to choose a site that meets the physicians
reconpendations with regard to proximity to medical services.
The team should also be consulted for any other overriding needs
in terms of location. Some families request that their family
members live close to them. This request should be honored
wvhenever possible. There may also be a need for adaptations to
the home once it has been selected. Adaptations should be made
as the result of recommendations by appropriate professionals
(physicians, physical therapists, etc,).

staffing - The team should decide, based on the needs of the
individuals, what the staffing patterns in the home should be.
For some individuals, it will be important to try and retain as
much of the direct care staff as possible from the institution.
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If the team recommends this, and the staff are willing, every
effort should be made to transfer institutional staff to
community programs. In addition to direct care staff,

recomnendations should be made for other professional gtaff. For
individuals with overriding medical needs, there must be

appropriate back-up plannad for well in advance of the

individual's relocation. PFor those individuals with overriding

behavioral needs, there is a need for behavioral back-up as well.

e bhealth and safety precautions - This may include anything from
traffic considerations (for individuals who may wander away) to
the choice of a house with no stairs for individuals who are
ambulatory but who experience severe cardiac problems. These
types of recommendations should by made by the team. Another
area that 13 often ignored during this process is the
individual's choice of roommates. In any case where an
individual expresses a preference of roommates, and the potential
roonmate (s) agree, every effort should be made to keep friends
together. In some cases this may involve individuals for whom
more than one county is responsible. It is possible and
important to make whatever financial arrangements are necessary
to insure that friendship groups are maintained whenever
possible.

Once the team meeting has been completed, it is the responsibility of
the case manager to write the formal plan. Once the plan has been
written, each member of the team should have the opportunity to sign the
plan stating that they either agree or disagree with the provision of
the IEP. If any team member disagrees including the family, s/he should
state their concerns in writing. A procedure should be in place for
mediating such disagreements. In other states an impartial hearing

223




VI. IMPLEMENTATION: FLEMENTS AND TIMING

Previous discussion identifies the range of activities that must be
undertaken in order to make the phase down of GRC and Bainbridge a
feasible undertaking. There is, however, one more critical element that
must be considered in determining the feasibility of developing
community based systems of services as alternatives to GRC and
Bainbridge -- timing. As can be deduced from the multiple tasks
outlined in this study, the process of deinstitutionalization and
community service development is complex and requires careful planning,
scheduling and coordination.

This section of the study report briefly discusses five phases of
activity that must be completed iy order to phase down the GRC and
Bainbridge programs and develop alternative community based systems of
service for GRC and Bainbridge residents and for other populations of
concern. Included in parentheses is an estimate of the minimum amount
of time required to complete each phase. ;

A. Phase One -- Strategic Planning and Preparing Systen
Design Specifications (months 1-5)

This first phase of implementation involves making strategic
decisions regarding the developaent of community-based alternatives to
GRC and Bainbridge, and developing budget estimates for the first year
of the phase down effort. Some of the decisions that mus: be made
include the extent to which private sector involvement in service
provision should be encouraged and controlled, the appropriateness of
and key features of a capitation scheme of fund allocation, needed
improvements in quality assurance standards and procedures, the funding
strategy to be employed, client and family protections to be adopted,
and the organization of the implementation management team. These key
policy decisions will shape the content and objectives of the
implementation plans and wiil also determine the necessity for specific
legislative and regulatory change.

Finally, during this phase, state staff aust prepare a budget
request to cover the major implementation activities involved 1n the
first year of the project including the employment of a transition
Ranagement team. The plan and budget request should also provide for an
independent evaluation of the transition process and outcomes. The
evaluation will serve to assure all interests that the important issues
of concern will be subject to professional, impartial and thorough
review.
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B. Phase Two -— Legislative Actions {(months 2-6)

This phase involves the drafting of that legislation that must be
enacted consistent with the strategic planning decisions made 1n the
first phase. The principal legislative actions would include:

e the drafting of a statewide zoning bill to facilitate the siting
of residential and day services in Georgia communities;

e the establishment of a revolving loan fund to underwrite these
startup costs of community services;

e the drafting of a receivership statute whereby the state would
step in to administer services to individuals in the casge of
provider bankruptcy, or inability to provide services in
cocmpliance with established standards;

e provisions for the use of the funds realized from the sale of the
GRC and/or Bainbridge campuses.

C. Phase Three -~ Implementation Planning and Management,
State Level Staffing and Plan Preparation (months 8-12),
Local Level Staffing and Plan Preparation (months 12-
48), Monitoring and Coordination (months 12-18)

This phase involves the recruitment of a management team to plan and
coordinate the implementation of the GRC and Bainbridge phasedowns and
the development of community based alternatives. It involves the
appointment of a steering committee representating families, consumers,
eaployees, service providers and managers; the hiring of resource
developers and cluster managers to expedite the development of community
based services and the detailing of DHR staff to carry out key
transition activities. It further involves preparing a detailed
implementation plan, budget projections pegged to the phasdown schedule,
and procedures for maintaining the implementation process. Finally, 1t
involves the development and submission of the Title XIX waiver
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83
D. Phase Four —— System Development (months 10-18)

This phase involves the actual development of the many system
changes recommended in this report. These systems must be i1n place |
prior to the start-up of all but the ICF-MR services. The successful |
start-up and operation of the ICF-MR's are not dependent on these system
changes. ‘
|
|

e the development of guidelines to assess local service area
capacity to carry out the level of resource development necessary
to meet the needs of GRC and Bainbridge residents who will be
returning to that community (?)

e The development of a program to foster the development of
specialized fanily care arrangements.

e The development of procedures for the alternative communi%y
placement of technology dependent children many curreatl; served
at GRC including the feasibility of their support in the natural
home.

¢ The development and implementation of recommended improvements in
the quality assurance system procedures and standards.

¢ The development of an "Request for Proposal"” process designed to
foster the developnent of programs identified in the
implementation plan.

e The development of uniform contracting formats to assist local
health boards in the purchase of private provider services.

e The review and revision of fee schedules, and budget, expenditure
and audit procedures consistent with the capitation scheme
proposed. The development of a capitation scheme for fund
allocation.

e The development of systems to support the recruitment and
training and retrainining of required program staff.

e The development of procedures to be followed 1n individual client
transition planning and outplacement.

(3
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E. Phase Five —— Program Start-Up and Operation
(months 18-36)

This phase involves the start-up and operation of needed progranms,
the implementation of the systems developed in Phase Four, and the
cutplacment and follow-up of the members of the target populations. It
also involves the the evaluation of the processes and outcomes
associated with this undertaking.
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Revised 5/13/87

STANDARDS FOR DEVELOPMENTAL SERVICES
FOR PERSONS WITH HANDICAPS AND DISABILITIES

The following standards apply to all state and local providers of developmental services to
persons with handicapping and disabling conditions.

*NOTE: Indicators marked with an asterisk are Required indicators. Those marked with
two asterisks are Diagnostic and Research Type (DART) indicators. All others are
Enhancement indicators.

+NOTE: see Definitions at end of document.
1. HUMAN RESOURCES STANDARDS

Developmental services personnel covered by these standards include both volunteers and
paid employees, including service provider agencies’ administrative and direct service
staff.

STANDARD 1.1: The personnel of the agency+ shall be appropriately qualified to carry
out the agency’s program of services.

ladicators:

1. The agency director has a bachelor’s degree in a human services field,
administration or a related field and two years of experience in
administration or supervision in a human services field; or a master’s degree
in a human service or related field and one year of experience.

*2. 100 percent of persons offering professional services have applicable
licensure, certification or registration for offering these professional
services+, or are in the process, as defined by the appropriate body.

3. 100 percent of persons providing professional or supervisory services have a
bachelor’s degree and one year of experience working with handicapped and
developmentally disabled persons, or a master’s degree in either child
development, developmental disabilities, vocational rehabilitation, social
work, or other area relevant to their job responsibilities.

*4. 100 percent of direct care staff have a high school diploma or GED and
appropriate certifcation in the area in which they are working, and are over
age 18.

5. 100 percent of the direct care workers have completed the basic human
services training or oricntation+, plus the agency's job specific training,
within three months after hire.

Discussion: The general consensus in the field is that personnel who work with adults and
children with handicaps or disabilities need basic human services training as well as training
specific to their service assignments. All indicators are currently set at minimal levels: they
will be made more specific as the QA system provides information about the relationship
between staff qualifications and the quality of service delivery. The state may wish to
consider certification procedures for all direct care staff.
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3. CLIENT STANDARDS

Clients covered by these standards are defined in the philosophy statements for Special
Services to Handicapped and Disabled Adults and Developmental Services for
Handicapped and Disabled Children. Included are clients and their families or guardians
and other persons significant to the client's daily living.

STANDARD 3.1:. The agency shall make available its services without discrimination
based upon race, color, religion, national origin, marital status, sex, sexual preference, age,
or handicapping or disabling condition.

Indicators:

**1. The agency conducts a formal needs assessment+ in its geographic target
community+, or has access to such information collected by other human
services agencies.

**2. The clientele for any given agency service includes members of all racial,
cthnic or cultural groups in the community which have been identified in the
formal needs assessment as needing such a service.

sDiscussion: Discrimination can occur deliberately. when an agency specifically excludes
certain clients from its services, or inadvertently, when an agency is not well enough informed
about the needs of people in its community.

STANDARD 3.2: The agency shall assure that the human and civil rights of persons with
disabling and handicapping conditions are protected, acknowledged and upheld.

Indicators:

*1. The agency has a written statement of policies and procedures concerning the
exercise and protection of individual rights, including personal advocacy
services.

*2.  The agency complies with federal and state confidentiality laws and
regulations.

*3. The agency has documented evidence that an effort has been made to explain
to all clients, family, or other relevant persons, the conditions of the
particular services they are receiving and their specific rights and
responsibilities.

*4. Any application for service includes a consent-to-treatment form signed by
the client, a parent or guardian.

*5.  When modification or restriction of an individual's rights is under
consideration, the rights to be modified are specifically explained to the
individual, the family or other relevant persons and they are advised of the
process involved in modifying such rights, and any modification or
restriction is documented as being specific to the individual's ability to
exercise that right.
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*6. The agency has in place and documents that clients, family, or other relevant
persons have been informed of formal written procedures to lodge complaints
or appeals+ when decisions concerning them or services provided them are
considered unsatisfactory; the written appeals procedures are conspicuously
posted.

Discussion: Frequently the human and civil rights of persons with disabilities are denied or
neglected. Persons with disabilities should be considered capable of exercising the same
human and civil rights enjoyed by other citizens. Individuals with developmental disabilities
and other handicaps should be taught insofar as possible to represent their own interests and
rights.

STANDARD 3.3: The agency shall consider the opinions, preferences and views of the
client and guardian or family members in all aspects of agency planning.

Indicators:

l. Communication mechanisms are documented and implemented that provide
specific opportunities for clients and their families to share opinions and
concerns about agency structure and progranming.

2. Minutes from administrative meetings reflect the inclusion of client points of
view,
**3. At least annually, the agency gathers information from clients regarding
their satisfaction with agency procedures.

4. The agency has a board of directors which includes persons with disabilities,
their family members, and/or advocates.

Riscussion: Agencies scrving persons with disabilities and their Sfamilies can maximize the
responsiveness of their services by being attentive to the expressed preferences of clients. By
giving clients a greater opportunity to participate, self-esteem and choice-making skills are
enhanced.

THE FOLLOWING STANDARDS APPLY ONLY TO ADULT CLIENTS:

STANDARD 3.4: Ad"It clients shall receive appropriate compensation for work performed.

Indicators;

*l.  There is documented evidence of each individual’s amount or degree ot

production and ecarning rate per pay period.

*2.  Clients are paid according to work performed which is documented in the
written statements of earnings that accompany each check.

*3.  All clients are paid the applicable Labor Department certificate minimums
and wages as required by law.

Discussion: All citizens, including persons with disabilities, have legal and civil rights that must
be upheld and protected in work-related activities. Past infringement of such rights, inc*-ding
the use of peonage in institutions, emphasize the importance of this standard.
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STANDARD 3.5: Adult clients shall increase *heir integration in the community.
Indicators:

l.  Each client participates in a varicty of activities+ on his/her own or as part
of a small group.

2. Individual client plans reflect community integration objectives+,

Riscussion: Merely attending a day program in the community is not tantamount to being
integrated in the community. Service providers need to take specific steps to ensure that
clients have both the skills and the opportunities to participate in the life of the community at
large. Community integration is a basic outcome of services to the handicapped.

STANDARD 3.6: Adults shall form friendships and engage in social relationships.
Indicators:
1. Opportunities are provided for clients to form and carry on friendships.

**2. At least 70 percent of clients and/or their families express satisfaction with
the quality of their social contacts when responding to agency queries.

3. Individual client plans include provisions for sustaining and supporting
friendships.

Riscussion: To enable persons to enhance the quality of their lives and to ensure that they are
capable of entering into normal social relationships, providers must encourage such interactions
within their programs, while inculcating the skills needed to engage in such relationshi ps
outside the program.

STANDARD 3.7: The agency shall maximize opportunities for adult clients to achieve
independence.

Indicators:

*1.  Adult clients are taught skills to lessen dependence, among which may be:
commurity living skills, self-care skills, socialization skills, communiction
skills, vocational skills, educational skills, behavioral needs, and motor
development.

*2. Individual program plans reflect progress toward increasing independence by
setting timetables and cvaluating achicvement ot targeted objectives.

3. Within the past year, 80 percent of clients have achieved the objectives
targeted in the areas identified in 3.7.1.

Discussion: The ultimate goal of any agency providing services to adults with disabilities and
handicaps is to totally eliminate the client's need for services. To achieve this goal, service
providers must: (1) constantly assess the skills of clients and identify where supportive
services can be reduced or redirected, and (2) examine the interactions of the client with
his/her work and neighborhood environments to pinpoint areas where the client can lessen
dependence by using available resources more creatively. [n order to give persons with
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disabilities the capacity to participate in the life of the community. providers must assist
clients to acquire those skills that are most relevant to independent functioning. Several scales
currently exist that make it possible to chart growth in each of the skill domains.

STANDARD 3.8: The agency shall provide opportunities for clients that lead to
competitive employment.

Indicators:

*1. The agency tailors its training program to the particular skills needed for
clients to compete in the local job market.

®2.  Agency personnel know of job opportunities in the local area.

*3. Individual objectives include provisions for movement into more integrated
and competitive work settings.

4. In the past year, at least 5 percent of clients in the program have moved into
more work-oriented and/or competitive settings.

Discussion: All adults with disabilities and handicaps should have the opportunities and skills
necessary to compete for jobs in the labor market. An important way to increase these
opportunities and to enhance skills is to work with clients in on-the-job training programs.
Implementing supported work and transitional employment models overcomes the isolation and
segregation that result from conventional work activity, sheltered workshop and day habilitation
programs. In order to stimulate more dynamic work opportunities and to ensure that clients
reach their maximum work potential, providers should build transitional employment and
supported work models into their current programs.

THE FOLLOWING STANDARDS APPLY ONLY TO CHILD CLIENTS:

STANDARD 3.9: The agency shall maximize opportunities for child clients to increase
independent functioning.

Indicators:

¢1. Children are taught skills to lessen dependence among which may be:
sensorimotor skills, gross motor, fine motor, communication and language,
social interaction/play, self-help skills, cognitive functioning, and
emotional/behavioral skills.

*2. Individual program plans reflect progress toward increasing independent
functioning by setting timetables and evaluating achievement of targeted
objectives.

3.  Within the past year, 80 percent of children have achieved the objectives
targeted in the areas identified in 3.9.1.

Discussion: Tracking the progress of clients i achizving targeted objectives is the keystone of
an effective intervention program.
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STANDARD 3.10: As a result of agency services to children, families demonstrate
improved functioning.

Indicators:

*1. The agency makes available to families descriptive material about child
disabilities and appropriate training and technical assistance based on the
nature of the child’s disabling condition.

**2. The agency at least annually elicits information from families to assess their
functioning level and to determine their satisfaction with information and
training provided.

®3. At least 50 percent of families demonstrate a reduction of family stress and
improved family functioning, after one year of service.

**4. At least 50 percent of families demonstrate an increased sense of control and
self-esteem, after one year of service.

®*5. At least 80 percent of families demonstrate increased knowledge regarding
their child’s potential, after one year of service.

Discussion: A major objective of providers serving children with disabilities and their families
should be to educate families regarding the nature of their child’s disability and to assist
families to use such information in caring for the child. Lessening the mystery surrounding
the child’s disability should substantially reduce the family's anxiety.

4. SERVICES STANDARDS

Specialized services for adults covered by these standards include sheltered workshops,
work activity centers, and pre-vocational and skills development centers. Developmental
services for children with handicaps and disabilities and their families include pre-
adjusiment counseling, early intervention, and assessment and evaluation services.

STANDARD 4.1: The agency shall ensure inter-agency collaboration, as necessary to meet
the service needs of its clientele.

Indicators;

I.  To facilitate the provision of services through the referral process, the
agency has written cooperative agreements with other service providers or has
written service agreements promuigated by a higher administrative level;
these shall be reviewed at least annually and revised as necessary.

*2. Each client has an identified service manager coordinating services to the
client.

*3.  For clients in day services, direct service staff are included in all treatment
planning and annual reviews.

*4. Individual client plans indicate participation of all relevant agencies and/or
individuals.
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APPENDIX F:

PROJECTED SERVICE REOUIREMENTS AND COSTS BY CLIENT LEVEL
OF FUNCTIONING AND TYPE OF SERVICE
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APPENDIX G:

PROPOSED MODEL OF IOWA STATE--WIDE DIRECT CARE
STAFF TRAINING PROGRAM

(Pprepared by Human Services Research Institute)

-
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PROPOSED MODEL FOR A STATEVIDE DIRECT CARE STAFF TRAINING SYSTEX

(July, 1987)

PURPOSES OF A TRAINING SYSTEM:

3. To assure that direct care staff are prepared to provide exemplary
services;

2. To elevate the professional status and self-esteem of direct care
staff; and

3. To provide present and future direct care staff with the philosophic
understanding and service related skills needed to provide exemplary
scrvices{to consumers.

DESCRIPTION OF TRAINING MODEL:
A three part training system to meet the above purposes is proposed:

1) Pre-service education;
2) Orientation; and
3) In-service training.

The Pro-service component pertains to state mandated training required of
all direct care staff working in adult day or residential community-based
settings. The second two components comprise a yoluntary staff training
progran. Agencies would be provided sufficient monies to meet the mandated
staff training requirement. Agencies who participate in the voluntary training
prograz w;uld be provided additional funding to meet the requirements of the
training program. Providers who successfully implement the systemz would
recieve further funds as an "incentive” to continued participation.

Bach of the three components of the training systeam is described below
according to its: 1) purpose, 2) requirements, 3) content, and 4) delivery
mechanism. This is followed by a description of the administrative and tiscal
mechanisas proposed to support the whole training system.

I. PRE-SERVICE EDUCATION (Mandated)

Purposes: The purposes of this component are: 1) to assure that staff
possess fundamental knowledge regarding persons with disabilities, and 2) to
build a knowledgeable labor pool froa which staff may be selected.

Requirements: All prospective regular full-time and part-time direct care
staff must have successfully demonstrated competence in pre-service education
topics prior to apy coptact with consumers. Competence would be assessed via a
written test (unless other testing procedures are approved) and a pre-service
education certificate would be available to demonstrate successful completion

of this requirement.

At the time of implementation of this requirement, all currently employed
direct care staff would have up to two years in which they may obtain
pre-service education certification. All curreant and future employees also
have the option of “"testing out"” of the requirement without undergoing new
training. All persons who have successfully completed the state-sponsored
resident attendant course would be exempted from this requirement. Any person
who has previously secured pre-service certification may have consumer contact

immediately upon employment.

307




-2 -

Instructional Content: The proposed content of pre-service education is
shown in Figure 1. Content is designed to provide information relevant to
serving consumers with varying disabi'ities in diverse settings. It is
anticipated that pre-service students can meet these training objectives given
15-20 hours of instruction.

Delivery Mechanism: It is anticipated that course work in these topics,
testing, and certification would be available through the community college
network for a tuition fee. Due to the diverse needs of providers, however,
instruction also can be made available to prospective staff, at no charge to
statf, through self-taught modules and/or through senior agency staff. In
these cases, agency training proctors would be approved, and would be
responsible for instruction, testing and certification.

II. AGENCY ORIENTATION (Voluntary)

Purposes: The purposes of this component are: 1) to provide direct care
staff with sufficient, though introductory, information for offering to
consumers an appropriate habilitative environment w¥ithout ongoing supervision,
and 2) to assure that staff are aware of agency policies and procedures, and
relevant state and local systems requirements.

Requirements: All agencies who elect to participate in the voluntary
training system must provide orientation to all newly hired full time direct
care staff. Orientation must take place within the first 20 hours of
employment and nust be completed by new staff prior to unsupervised direct
client contact. Agencies participating in the program must provide an annual
plan of how orientation is delivered, the topics covered, and documentation of
the orientation of newly hired employees.

Instructional Content: The agency orientation plan must include
orientation in at least the core topics listed in Figure 1. It is anticipated
that 15-20 hours is necessary to . rovide orientation on core topics.
Participating agencies may also elect to send some or all staff to training in
the optional orientation topics listed in Figure 1. Any expectations
pertaining to instructing new employees in the optional topics should be listed
in the agency's Staff Training Plan (See page 4).

Delivery Mechanism: Instruction in orientation core topics would be
delivered by senior agency personnel. Training in advanced topics would be
delivered by agency staff who are competent to do so, or by professionals
external to the agency (e.g., Red Cross workersg). Orientation should be
include at least five hours of job shadowing by new employees.

IIXI. INSERVICE TRAINING AND CONTINUING EDUCATION (Voluntary)

Purposes: The purpose of this component is to assure the ongoing
development of those staff competencies needed to provide exemplary services.

Requirements: Inservice training pertaining to this component is offered
after the Pre—~service and Orientation instruction has been completed and it is
divided into two sub-sections:




o Basic skills trajning: Agencies participating in the sta‘f
development program must provide cheir direct care staff with at least
50 hours of instruction in their first year ol employment to acquire
competencies listed in Figure 1 under th- 2gic skills" category. Of
these 50 hours, at least 10 would be s- ‘on-the~job" to provide
staff opportunity to test new competencies while urder the supervision
of persons qualified to offer constructive feedback; and

o] Advanced skills training and/or exceptional habilitation: After staff |

have mastered basic skills competencies, they shall be provided with
25-32 hours/year of continuing education to acquire advanced
habilitative skills and/or information on relevant specialty topics
(See Figure 1). Staff ought not receive this level of instruction
before they have mastered basic skills, though exceptions to this rule
5f thumb may arise.

Staff who have successfully corpleted Basic Skill and/or Advanced Skills
training would be certified. This certificate world exempt that employee from
undergoing comparable training at another agency.

Instructijonal Coptepgt: Staff ought to receive instruction regarding Basic
Skills Training topics (See Figure 1) during their first year of employment.
Training in topics listed under the Advanced Skills section would be offered in
the second and subsequent years of employment. Training in specialty topics is
left to the discretion of the provider given the context of specific agency
consumers and services., Materials for acheiving competency in these topics may
be recommended, but no single curriculum is recognized.

Deljvervy Mechapism: No single delivery method of inservice training is
required, although certain instructors, workshops or materials may be
recommended as they prove to be the most effective. Because training funds are
limited, agencies would be encouraged to organize, and make efficient use of
training delivery resources.

IV. ADMINISTRATIVE AND FISCAL MECHANISMS TO SUPPORT TRAIn(NG EFFORT

Three administrative mechanisms are proposed to assure successful
implepentation of a "state-of-the-art" staff training systea.

1. Stapding training committee to assure ongoing communications: In any
service system divergent interests exist, spurring periodic conflict among

various players (e.g., state officials, advocates, service providers). Though
excessive conflict is undesirable, systems dominated by a single interest
(e.g., a "provider” or "state" driven system) may well grow resistant to needed
change that reflects progressive habilitative concepts. Moreover, plavers
vhose opinions are not taken into account may grow increasingly discontent over
tize, generating a new round of conflict.

Regarding staff development, a standing committee composed of
representatives of the above groups would be established to assure ongoing
communication and cooperation among key players. This committee would device
means to: 1) revievw the staff development program implemented, making
adjustments to the program's content and administrative process as warranted;
2) approve "Staff Training Plans" prepared by each participating provider
agency:; 3) make recommendations re. .rding curricula or instructors to be used;
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4) up-date required training topics to reflect current developments in the
field; 5) advise on or prepare equitable funding formulae for distribution of
training dollars to individual facilities; and, 6) devise alternate means of
evaluating agency plans or training effectiveness.

2. State Traiping Admipjstrator: A new state position should be created to

administer the proposed system. The range of duties may include: 1) organize
and facilitate the standing training committee described above; 2) organize the
development or acquisition of training materials such as self-taught modules:
pre-service exams, 3) provide guidelines to agencies on how to prepare staff
training plans; 4) assist proctors in securing and returning pre-service exams
and certificates; 5) maintain a list of persons who have achieved inservice
certification; and 6) advocate for training resnurces.

3. Staff Training Plan: Providers electing to partic pate in the staff
development program must prepare a plan that describes what training would be
provided, and how staff would receive the training planned. The plan must
account for activities that would meet the timeframes and content
spelifications of the Orientation and Inservice training components (i.e.,
basic skills, advanced skills, special‘y topics) as shown in Figure 1.
Additionally, the plan must specify how money received as an incentive for
implementing the plan (see below) would be spent. This plan must be approved
by some external party, e.g., the standing committee on staff development.
Iapleaentation of each provider plan should be documented and would be
evaluated systematically.

Financing of the proposed staff development system involves three
considerations:

1) Operating budget: Whether or not providers elect to participate in the
voluntary training program, each would receive 100% of their typical operating
budget. No portion of this budget would be forfeited by providers if they
eslect not to participate. Budgets would be amplified if necessary to account
for pre-service education (mandated) costs of new or on-going staff.

2) staff traipipng dudget: Based on their operating budget and other

consideraticns (e.g., proximity to training resources, turnover rates),
providers participating in the voluntary staff development system would receive
funding that MUST be spent to cover the costs of trairing. Thus, the staff
development plan must be prepared with an eye on the amount of money that would
be availadble for its implementation. An equitable formula would be devised to
deteraine the number of dollars available for training. Monies would be
sufficient to cover the relief time necessary to release staff and for
ancillary expenses associated with training for orientation and in-service
training. With time, funding formulae may be adjusted to assure that
sufficient resources are available to cover training costs.

3) Trainina ipceptive: Pending successful implementation of the staff
development plan, participating providers would receive some percentage of
their personnel budget as a “reward.” Incentive dollars MUST be spent in ways
to accommodate personnel needs (e.g., salary increases). These dollars cannot
be used to substitute for dollars typically set aside for staff (e.g., merit or
cost of living pay increases), or to offset training costs or other operating
expenses. In essence, the incentive dollars must be used on behalf of direct
care personnel, as specified in the staff development plan.
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APPENDIX H

Residential Facilities:

Architectural Designs and

Estimated Costs




CORRIDOR

1.2.1
APARTMENT
RENOVATION
AMBULATORY

A typical 2-bedroom
apartment in a multilevel
building provides an
independent living option
for 2 or 3 ambulatory
resident, depending on
bedroom size.




1.2.

APARTMENT
RENOVATION
NONAMBULATORY

CORRIDOR

Characteristic of apart-
ments designed to ac-
commodate handicapped
persons, a dwelling unit
of this type can provide
an independent living
environment for 2 or 3
nonambulatory residents,
depending on the size of
the bedroom




2.2.1

SMALL GROUP HOME
RENOVATION
NONAMBULATORY

This prototype examines
the use of a typical 3-
bedroom split-level
house, with only minor
renovations, to serve as
a small group home for 3
or 4 residents. The
split-level character
limits the use of this
house to ambulatory resi-
dents. One bedroom can
be dedicated for staff if
sleep-in staffing is
used.




3.1.1 FACILITY FOR AMBULATORY RESIDENTS
IS SIMILAR, WITHOUT SPECIAL BATH AND
KITCHEN PROVISIONS.

BR(2)y] BR(2)
160SF [ 160S

qf
\//

BR(2) | BR(2)
160SF [ 1160S

3.1.2

LARGE GROUP HOME
NEW CONSTRUCTION

NONAMBULATORY

This prototype demon-
strates a new group home
designed to fit into a
typical suburban neigh-
borhood. The normal
living environment in-
cludes staff facilities
integrated into typical
residential spaces and
furnishings.




Possible
subdivi-
sion of
existing
large
Bedroom
into two
singles.

BR(D)

S
o staff

SECOND FLOOR

Remodel
Kitchen;

open
Kitchen to
Room and
LiVing
Room to

Den.

DEN K
EN
PORCH LIV T
.thdxié%.iﬁa%.

FIRST FLOOR

VIN SUN
ROOM

TERRACE 81‘2‘#

3.2.1

LARGE GROUP HOME
RENOVATED

AMBULATORY

Typical of many older,
houses, this prototype
demonstrates the possible
renovation of a 2-story,
4-bedroom house to create
a group home for 6 to 8
ambulatory residents,
depending on the extent
of renovation and the
need for sleep-in
staffing.




.2.2.2 SMALL GROUP HOME FOR 3.2.2
NONAMBULATORY RESIDENTS IS
SIMILAR; EXISTING HOUSE WOULD LARGE GROUP HOME

BE 3-BEDROOM MODEL.
RENOVATION
NONAMBULATORY

This prototype adapts a
standard four-bedroom
ranch house to meet the
needs of 4 to 6 non-
ambulatory residents,
depending on bedroom size
and the need for sleep-in
staffing.

Renovate
Kitchen
and Bath-

rooms for

handi- S0
capped T
access.

WS
femt.
L“'\
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for the special require-
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ADDRESS LIST

FEASIBILITY STUDY STEERING COMMITTEE

Mr. Jack Pierce

RFD #4, Box 1764
Bainbridge, Georgia 31717
912-246-4545

Richard Johnson, Ed.D.

178 King Arthur Drive
Lawrenceville, Georgia 30245
404-888~-7833

Perry Schwartz, Ph.D.
1289 -Briardale Lane
Atlanta, Georgia 30306
404-377-2984

Zadie King

Clerk of Court, Decatur County
P.O. Box 336

Bainbridge, Georgia 31717
912-246-3944

Patsy Poppell

Bainbridge State Hospital
P.O. Box 935

Bainbridge, Georgia 31717
912-246-6750 ext. 294

Ms. Rosmary Hamer

Georgia Retardation Center
4770 N. Peachtree Road
Atlanta, Georgia 30338
404-393-7000

Eddie Roland, Superintendent
Southwestern State Hospital
PO Box 1278
Thomasville, Georgia 31792
912-228-2420

Tom Grimm, Ph.D., Acting Super.
Georgia Retardation Center
4770 N. Peachtree Road

Atlanta, Giorgia 30338
404-393-7157

Norman B. Pursley, M.D. |
Route &, Box 244 |
Miami Drive

Lincolnton, Georgia 30817

404-359-4697

Gene Sparks

1324 Oak Terrace
Douglasville, Georgia 30134
404-942-3666

Texm Graf, Exec. Director

Association for Retarded Citizens/Atlanta
1686 Tully Circle, Suite 110

Atlanta, Gasorgia 20329

404-321-0877

Pat Millslagle

Gwinnett Mental Health Center
P.O. Box 687

Lawrenceville, Georgia 30246
404-963-8141

David Ashe

Clayton Mental Health Center
15 S.W. Upper Riverdale Road
Riverdale, Georgia 30606
404-991-0111

Ezory Morsberger

235 DeKalb Industrial Way
Atlanta, Georgia 30030
404-292-0700

Richard Uhlir, Ed4.D.

205 E. Brookwood Place
Valdosta, Georgia 31602
912-333-5932

Colonel William David Proctor
4791 Cambridge Drive
Dunwoody, Georgra 30338
404-396-6642

Dzavid Truran

i Georgla Advocacv 0ffice

1257 Peachtree 3treet, Suite 811
Atlanta, Georgia 30309

| 40%4-885-1447
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Larry Hogan .
Office of Planning and Budget
270 Washington Street, S.W.
Atlanta, Georgia 30334
404-656-4361

Reuben Lasseter
Personnel Administration
47 Trinity Avenue, 5.W.
Room 212-H

Atlanta, Georgia 30334
404-656-6750

Russ Toal, Deputy Commissioner
Department of Medical Assistance
2 Martin Luther King Jr. Drive
West Tower, 1220-C

Atlanta, Georgia 30334
404-656-4479

Annette Maxey

State Health Planning Agency
4 Executive Park Drive, N.E.
Suite 2100

Atlanta, Georgia 30329
404-633-5247
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