Part V: Toward New Service Models

Chapter 8

Residential Services Wthin the Service Conti nuum

Jack Tizard University of
London Institute of Education



The Epi dem ol ogi cal Basis for Planning of Services ......... 199

Are the Numbers Increasing? ........ ... ... 201

The Demand for Residential Places .................... 202

A Continuum of Services for the Mentally Retarded ........ 203
Institutional Care Today .......... ... ..., 204
Residential Alternatives to Institutions .............. 206
Residential Provisions for Children ................ 207

Resi denti al Provisions for School Leavers and

Young Adul ts ... ... 207

Resi dential Provisions for Other Adults ............ 208

COSt S o 208
General Considerations ............... ... . ... 209

Concl usion: The Need for Experinment ........................ 209

Ref erencCes .. ... e e 209



RESI DENTI AL SERVI CES W THI N THE SERVI CE CONTI NUUM

The President's Panel on Mental Retardation (1962) stated with
admirable lucidity the problens of providing both residential and non-
residential services for the retarded, These problens face not only the
United States, but all advanced countries of the world. As far as
residential care is concerned, there is an overall shortage of places.
Despite increases in the nunber of beds in recent years, the waiting
lists remain long. More seriously handi capped retardates, especially
children, are surviving and are being admtted to residential care at an
early age; the expectation of |ife of these severely handi capped persons
has increased narkedly,

This chapter has to do with residential services. But, as the
President's Panel noted, residential services cannot be considered in
i solation fromgeneral community services. Before considering alter-
natives to current nodels of residential care, something will therefore
be sai d about services in general, and the factors that influence needs
for residential provision.

The Epidemiological Basis for Planning of Services

In planning for the needs of the nmentally retarded, it is nec-
essary to have an idea of the popul ati on whose needs woul d be net by the
service. A conveniently sized population to plan for is one of 100, 000.
Many | ocal authorities are of about this size, and estimtes worked out
on a base of 100,000 can be readily adjusted to neet the needs of |arger
or smaller communities.

As a working rule for planning day services for people living in
their own honmes, | suggest that the maxi num size of the area which
provi des a service should be one in which any nmenber of the popul ation
is within an hour's traveling tinme, door to door, of any center which he

shoul d be required to attend regularly. It follows that schools,
treatnment centers, hospitals, clinics, workshops, and recreational fac-
ilities serving a population usually will be best placed in the center

of the area in which the population |ives, rather than on the outskirts.
In highly urbani zed areas with a good transport system giving quick and
easy traveling, a population larger than 100,000 ni ght be served by one
service system but in rural areas it nmay be necessary to plan for the
needs of smaller popul ations.

In order to plan services for the nentally retarded, it is nec-
essary to know t he nunber of persons who will require them Ordinary
admini strative statistics are an unsatisfactory gui de because they
merely tell us the nunber of cases being dealt with, but do not indicate
the extent of unnmet needs. Increase the anpunt of provision, and the
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nunbers of "ascertai ned" cases increase; decrease it, and they fall
The nunber of beds for nentally retarded persons in the whole of India
is only a few hundred. This gives no indication whatsoever as to the
nunber of retardates who need themin that country.

Fortunately, a nunber of surveys of the preval ence of nmenta
retardation have been undertaken in different Western countries in
recent years (Gruenberg, 1966; Tizard, 1966). By and | arge, these sur
veys have yielded results which are highly sinmilar as far as the rates
of severe and profound nental retardation are concerned, though they
differ in the rates arrived at in respect to nmld nental retardation
(1 ®50). Enough is known, however, about these and the factors that
influence themin order to serve as a basis for action.

A finding which has energed fromall surveys of the preval ence of
mental retardation is that the numbers of cases discovered differ in the
vari ous age groups of the population. Rates are low in infancy, and then
rise steadily until a "peak" prevalence rate is reached during the early
teens. Thereafter, there is a decline in age-specific rates with age.

There are several reasons for the increase in nunbers and rates
t hroughout chil dhood. First, the diagnosis of nental retardation in
i nfancy is not an easy one to nake--indeed the diagnosis of nild nental
retardation in the preschool years is often so conjectural that pediatri-
cians, on the whole, prefer to "wait and see." Secondly, there are very
few communi ti es which have anythi ng approachi ng an adequate and conpre-
hensi ve network of health and wel fare services for preschool children
Consequently, many retarded children are not brought forward for nedical
and psychol ogi cal assessment until they start school. Thirdly, nenta
retardation in its mlder forms is, nmore commonly than not, exhibited as
a failure on the part of the child to naster the rudi nents of fornmal
education; it is only when school work becones intellectually taxing that
"slow | earning" children are seen to be falling markedly behind the
st andards achi eved by other children of the same age. Fourthly, in
advanced countries, there are nore factors operant that increase rather
than decrease the incidence of retardation during chil dhood.

The reasons why surveys carried out at a single point in tine
al ways show a decline in numbers with each decade of adult life are,
first, inadequate case finding (conpul sory schooling provides the one really
satisfactory guarantee that few cases will be m ssed); secondly, the fact
that the majority of mldly retarded children, when they | eave school
are able to settle as ordinary, if usually somewhat limted, citizens in
the ordinary comunity--that is, they are no | onger "nmentally retarded"
thirdly, the high death rate anong the severely retarded reduces the
nunbers of gravely handi capped children who survive to adult life.
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We know from several surveys that the "peak" preval ence rate for
severe nental retardation is found in children and young persons between
the ages of 10 and 20 years, 1In North Anerican and European popul ations,
this peak prevalence is approximately 3.6 or 3.7 per thousand popul ati on.
There is good reason to believe that this rate approaches the true prev-
al ence rate. Hence, anong every ten thousand babies born, there are
likely to be between 35 and 40 who will be severely retarded and who will
survive at least until their teens.

This finding can be regarded as one of the best docunented in
psychi atric epideni ol ogy. The adninistrative consequence is that inasmuch
as the nunbers of severely retarded children known to the authorities fal
short of the predicted rate of 3.6 per thousand, they indicate, in a
Western conmunity, the extent of unrecognized needs. OF course, if there
is malnutrition, if antenatal and obstetric services are poor, if child
care practices and health and wel fare services are unsatisfactory, the
rates of severe nental retardation are likely to be higher. However, for
severe nental retardation (I Q under 50) in childhood, a. rate of 3.6 per
thousand nust be considered a_ mininal estinate of the true preval ence.

One cannot speak with such confidence about the true preval ence of
nm | der retardation (i.e. the nunbers of "educable" retarded children with
| & of about 50-70) because the termis an adninistrative one which |acks
any clear social and biological definition. The term"ml|d nental
retardation" resenbles ternms such as "poverty" or "social deprivation."
There is no doubt chat many people are "poor": but poverty in the United
States or in the United Kingdom has a different nmeaning from poverty in,
for exanple, India. It nmay be nentioned, however, that many educationa
systens have found that, in practice, between 1 and 2 percent of school -
children are too backward to be educated in ordinary classes, and for
these children sone kind of special schooling is needed. To the extent
that special provision within the education systemis not made for the
nunbers of children who are officially recognized to need it, there are
agai n unmet needs.

Are the Numbers | ncreasing?

The question is often asked whether the nunbers of retardates are
i ncreasing. W know that because of better nedical and welfare services,
many handi capped chil dren survive today who woul d fornmerly have died.
Fears are sonetines felt (though perhaps |ess often expressed) that
because of this, the very size of the problem of nental retardation may
becone such as to inpose an intol erabl e burden of care upon the rest of
society. Fortunately, fears that this nay happen are groundless. In a
community of 100, 000 persons having a crude birth rate of about 18 per
1,000, only 6 to 8 children will be added to the severely handi capped
group each year. Even if all of these were to survive until mddle age,
the total nunber requiring care would be well within the resources of any
nmodern industrial society, particularly since we know that the
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maj ority of even the severely handi capped require very little in the way
of basic nursing when they grow up. Mreover, recent evidence has al so
suggested that the nunber of congenitally handi capped chil dren born each
year is decreasing rather than increasing. It |ooks as though the factors
which have led to a dramatic fall in infant nortality have also greatly
reduced the infant norbidity rate: many children who would formerly have
grown up nentally or physically handi capped, today grow up as normal,
heal t hy youngsters (lizard, 1964). However, it seens certain that the
nunbers of handi capped adults are increasing, sinply because handi capped
children live longer now than they used to. The inplication for services
is that we shall have to provide nore residential places for handi capped
adults in the future, though the nunbers of children who require services
are not likely to increase proportionately.

A planning authority requires sone estimte as to nunbers, and
sooner or later nost planning authorities find it necessary to conpile
registers of the nentally retarded, and to maintain "waiting lists" for
services of various kinds. Sonetinmes authorities postpone taking any
action to inprove their services until, they have first instituted surveys
to ascertain just how many cases they woul d have to provide for if their
services were fully adequate to neet all the demands that m ght be pl aced
upon them When this happens, years may pass with nothing done while
el aborate surveys of preval ence and needs are carried out. The cost in
human terms of such procrastination is incaluculable, and to refuse to
begin to neet urgent and nmnifest human needs until one has "assenbl ed
all the facts" is quite unjustifiable. Nevertheless, the facts do need
to be assenbl ed.

The Demand for Residential Places

The nunber of residential places which are required for nmentally
handi capped persons per thousand of the population is not deterni ned
solely by the preval ence of nmental retardation. Two other factors are of
great inportance, nanely: (1) the adequacy of the nental health,
education and wel fare services for the nentally retarded living at hone,
and for their famlies, and the ampbunt and quality of residential
provision; (2) the attitudes of the public, and of the nmedical and
educational professions in particular, towards nental retardation and
residential care (Tizard, 1964). W also know that the demand for res-

i dential places is influenced by: the nunber of places available, and '
thus the possibility of obtaining one, the quality of residential care, which at

present is often so poor that it deters parents fromparting with a child
who is proving difficult to nmanage at home; the ampunt and quality of the
comunity services for retardates living in their owm honmes (domiciliary
services); the age of the child; the age and handi caps of his parents and
ot her nenbers of his family; the aptitude of fanm |y physicians, teachers,
ot her professionals, and the general public; the social and econom c
circunstances of individual famlies and of the comrunities in which they
live; and finally, the criteria of
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mental retardation. One cannot, therefore, give a general answer as to
t he amount of provision which is required.

A Conti nuum of Services for the Mentally Retarded

Agai nst this background | et us consider the services thensel ves.
The President's Panel on Mental Retardation (1962, pp. 14-15) gave an
outline of the nmain needs:

1. Research into the causes of retardation and in nethods of care,
rehabilitati on and | earning.

2. Preventive health neasures, including (a) a greatly strengthened
program of maternal and infant care directed first at the centers of
popul ati on where prematurity and the rate of "danaged" children are high,
(b) protection against such known hazards to pregnancy as radiation and
harnful drugs, and (c) extended di agnhostic and screening services.

3. Strengthened educational programs generally, and extended and
enriched prograns of special education, closely coordinated with vocationa
rehabilitation, specific training and preparation for enploynent; educa
tion for the adult mentally retarded, and workshops geared to their

needs.
4. More conprehensive and inproved clinical and social services.

5 Inmproved nmethods and facilities for care, with enphasis on
the hone and the devel opnment of a wi de range of local community facilities.

6. A new legal, as well as social, concept of the retarded.

7. Hel ping overcone the serious problens of manpower, as they
affect the entire field of science and every type of service, through
extended prograns of recruiting with fell owships, and increased oppor
tunities for graduate students and those preparing for the professions
to observe and learn at firsthand about the phenonenon of retardation.

8. Prograns of education and information to increase public
awar eness of the problemof mental retardation.

It will be noted that in this broad statenent of objectives, npst
attention is paid--and rightly so--to services for retarded persons living
in their own homes. As a statenment of what is required to neet their needs,
the "Report to the President” could hardly be bettered. However, it is in
regard to residential care that new nodels are nost needed, and the witer
believes that in dealing with residential provision, the President's Pane
was | ess farsighted and bold in its recommendati ons than it was when
dealing with nonresidential services. The rest of this paper discusses
factors bearing on residential services, and outlines one new nodel of
residential care.
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Institutional Care Today

Havi ng consi dered sonme of the main factors bearing on the anmount of
residential provision required, and the part played by residential care in
a total pattern of services, let us now | ook at the type of residentia
care that is currently provided, and the type that is required

The usual type of residential care for the nmentally retarded, in
the United States as well as in nost of the rest of the world in which
servi ces have been provided, is the |arge conprehensive hospital, train
ing school, or institution which contains both adults and children on

all levels of retardation. |In the United States, at |east 95 percent of
all institutional retardates live in establishnments with nore than 500
resi dents (Sheerenberger, 1965). |In the past, the justification for the

| arge size and heterogeneity of institution populations was mainly econ
ony. Large institutions were believed to be cheaper to run than smaller
ones, and in institutions containing mldly and severely handi capped
residents, the | ess handi capped were able to contribute very substantially
to the care of the nore handi capped and to the general running of the
institution. Mire recently, smaller institutions and establishnents of
about 500 beds have been regarded by many authorities as being of optinum
si ze.

The institution of today is also achieving status as a hospital
rather than an institution, and progressive authorities are attenpting to
staff it accordingly. The Technical Planning Conmttee of the Anerican
Associ ation for Mental Deficiency (1964), for exanple, reconmends that a
500-bed institution for the retarded should have "consultant physicians in
pedi atrics, psychiatry including child psychiatry, electroencephal o-
graphy, neurol ogy, neurosurgery, orthopedic surgery, physical medicine and
rehabilitation, internal medicine, general surgery, anesthesiol ogy,
opht hal mol ogy, otorhinol aryngol ogy, radiol ogy, and pathol ogy" who are to
make regular visits to the institution and conduct clinics and ward
rounds in it. Oher personnel and services recomended by the AAMD
Techni cal Planning Committee are on a simlarly |avish scale.

Two questions should be asked about a nodel such as that proposed
by the AAMD: WII it provide what is needed? And is it feasible to do
so?

It appears to me that the AAMD nodel of conprehensive, up-to-date
hospital -type care has been put forward wi thout sufficient thought having
been given either to the role which such an establishnment should serve in
the general community or to the needs of the residents who will live in
it. Remarkably few of the residents in nmental deficiency institutions
today require hospital treatnment; very few even require basic nursing.
This latter fact was brought out recently in the Wessex survey (Kushlick
1967), and in a study in the Birm ngham (Engl and) regi on (Leek, Gordon
and McKeown, 1967) investigating the nmedical needs of all 1652 residents
in 13 institutions for the retarded in that region. These residents were
simlar in nost respects to those in England and Wl es
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as a whole. Each resident's requirenents were assessed by a hospita

physician and the nurse in charge of each ward. |In this region, "in . which
pediatric and psychiatric centers do a considerabl e anount of investigation
whi ch m ght el sewhere be done in hospitals for the subnormal ," there were

only seven residents who required investigation or active nedical treatnent
of a kind which would nake it necessary for themto be in hospitals. About
hal f (851) were considered to need no nmedi cal treatnent of any kind
Approxi mately 40 percent needed "nmental nursing," with or w thout basic
nursi ng (washi ng, dressing, feeding, etc.). About 13 percent required only
basi ¢ nursing. The renmi nder needed no nursing services. "Sone of them
requi red sinmple personal attentions (such as advi ce concerni ng washi ng,
dressing, tine-keeping, etc.) but nost needed only a sheltered environnment
wi th opportunities for training and occupation., N neteen percent of the
patients were considered suitable for work outside hospital or in hospita
servi ce departnments, and approxi mately 50 percent required therapeutic
occupation or vocational rehabilitation." (Leek, Gordon and McKeown, 1967

p. 121).

Simlarly, Kushlick (1967) found that in Wessex, about 70 percent of
the children in institutions were anbulatory and continent, and al nost the
same proportion of severely retarded adults were anbul atory, continent,
and wi t hout severe behavior disorders; 50 percent could feed, wash, and
dress thensel ves without help. A substantial nminority of the mildly
retarded adults had behavi oral disorders requiring primarily socia treatnent.

VWile it may be that the findings obtained in these surveys woul d
not be typical of what would be found in other areas, nevertheless the
general conclusion is inescapable. Few retardates need hospital treat-
ment; all need education, enploynent, a satisfying social and cultura
environnment, and, in the case of retardates who cannot live with their own
families, a home in which they can live as nornal a |life as possible.

In the large institution, it is difficult to provide for these
needs. Because of the expense, and because land is sinply not avail able
incities, large long-stay institutions are necessarily placed outside the
mai n centers of population. |In consequence, they tend to becone isol ated
fromthe rest of the community. They are difficult to staff adequately,
since they have to provide | arge nunbers of nursing and supervisory staff,
and al so specialists to deal with possible contingencies; and because they
have only tenuous links with other services for retardates and peopl e who
live at hone, they have to provide for all of the needs of the residents—
board and | odgi ng, nedical care, education, enploynent, recreation.

Agai n, because the institutions are |arge, they draw residents
froma very w de geographical area. Hence, visiting by famlies is
difficult, and contacts between the retardate and his hone are weakened

finally lost. It is also difficult to rehabilitate higher functioning
residents , many of whom come from urban sluns and for whom a period
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of residence in a sheltered environment in rural surroundings is hardly
a good preparation for the city life they will have to live when they
return to their own environment

The question nay al so be asked whether it is really feasible to
attenpt to provide a nodern hospital-type environnent for the retarded on
the lines recomended by the Anerican Association on Mental Deficiency.
Many, and perhaps nost, residential establishnments for the retarded fal
far short of the standards advocated. On the contrary, they tend to be
i sol at ed, overcrowded, understaffed--and cheap to run only because they
provi de a poor environment. But to bring themto an acceptable standard
woul d require an enornous outlay in cost, and even | eaving cost aside, it
is doubtful whether it would be possible, even if it were desirable, to
provide in every institution however |arge, the equi pment and personnel
recomrended by the AAMD Technical Planning Committee. Even today, the few
specialists that there are in nental retardation (especially physicians
and psychol ogi sts) spend a di sproportionate anount of tine dealing with
routine problens of institutional retardates, so that they are not able to
provi de the services needed by retardates who live in their own hones--
services which in sone instances m ght help to obviate the need for

residential care. |If nore specialists are centered on institututions, the
needs of the rest of the comunity are likely to suffer still nore.
El sewhere, | have attenpted to discuss this nmatter nore extensively

(Tizard, 1968).

Residential Alternatives to Institutions

Cenerally, residential institutions were the first formof public
provision for the nentally retarded, It is only recently that the
probl ems of retardates who live in their own hones have begun to be stud-
ied seriously. Today, as the President's Panel pointed out, it is
recogni zed that an adequate comrunity service should provide, for the
retarded who live at hone or for their famlies, good antenatal and
obstetric facilities and other preventive services; adequate nental and
child welfare clinics; counseling services and practical social help
education; sheltered enploynent; vocational guidance and training for
adul ts; organi zed provision, in which voluntary societies and | oca
endeavor participate, for leisure-tinme activities; etc. The nentally
retarded who cannot live in their own honmes require these services al so;
their only additional need is for a honme. Thus, it can be argued that the
primary job of the residential services is to provide a hone; and all the
ot her needs of the retarded should be provided equally for those who live
in their own homes and those who have no hones, through the sane
facilities and personnel

If we accept these prenmises, there is much to be learned from
studyi ng the organi zation of residential care for orphans and ot her
dependent children. A great deal of thought has been given to the prob-
| ems of bringing up dependent children, particularly since the second
worl d war, and there has been nuch experinment and a careful scrutiny of
policy. While institutional policy for the nentally retarded has renmni ned
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rather static for the best part of this century, that for dependent
children in care has changed out of recognition in tw decades. The
quality of care given to such children far surpasses that which is found
in nost institutions for the retarded.

I n considering what would be the best type of residential pro-
vi sion for the subnormal, one cannot, therefore, fail to be inpressed by
what has been done for dependent children, the nore so as the pattern of
care which is favored by those in charge of residential services for
children has al so been found to be applicable to other groups who may
need residential care, notably old people. For just as there has been a
turning against the large institutions for children, so |large workhouses
and institutions for old people are today being replaced by snaller hones.

Fol | owi ng the exanpl e of those who have been concerned with, the
residential care of dependent children, one can envisage an alternative
to the large nental deficiency institution in the formof a series of
foster hones and small hostels, which would be situated in the centers
of the popul ation that they serve. The hostels would be conveniently
pl aced so that the residents would attend the sanme schools or day
training centers as attended by those living in their own hones. The
residential centers could also serve as social centers for handi capped
persons in the nei ghborhood. Thus, not only could maxi mum use be nade
of the residential facilities, but it would also follow that a retarded
person who canme to need residential care would not be required to nmake a
conplete break with what was famliar to him while one who was dis-
charged into the community would not have to learn to adjust to a
conpl etely new environnent.

Some exanpl es of residential services that constitute alternatives
to the traditional institutional pattern follow

Resi dential provisions for children. Profoundly retarded and
perhaps nultiply handi capped children m ght best be placed in a |ong-stay
annex attached to a children's ward or hospital, while the | ess severely
handi capped children capable of attending training centers would be in
speci al residential homes. Alternatively, units for about 15 severely
and profoundly retarded children m ght be established if no hospita
annex is available. An exanple of a honelike residence on which various
researches were conducted is the Brookl ands nmodel (Lyle, 1959, 1960;
Tizard, 1964). Yet another form of residential provision is foster cave.
Efforts to get foster homes for severely or profoundly retarded children
have not in the past nmet with great success, possibly because the socia
wor kers maki ng the enquiries have thensel ves been hal f-hearted about
them More experience is needed in this area.

Resi dential provisions for school |eavers and young adults. Few
mldly retarded adol escent school |eavers (drop-outs) and young adults
wi Il need residential provisions. Those that do could live in smal
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host el s havi ng between ten and twenty places. Even for this group, foster
homes shoul d not be ruled out conpletely, English experience suggests that
it is desirable to have separate hostels for higher functioning retardates
who are working out and for |ower functioning dependent retardates. The
hostels for the mldly retarded should contain both young nmen and young
wonen. Their function should be to prepare school -l eavers and young
adults for independent living in ordinary | odgings or in their own hones.
At the sane time, they should serve as social centers to which other
young people living at hone could conme. Most residents of hostels for the
| ower functioning woul d be expected to attend sheltered workshops and
sim |l ar day services.

Resi denti al provisions for other adults. The number of nentally
retarded adults who are of violent or dangerous propensity is exceedingly
smal | . Their special needs can best be net by the sane services provided
for the care, treatnent, and detention of nmentally disordered of fenders
and other nental ly disordered persons who are a danger to thensel ves or
the conmunity. The greatest need for residential accommodation for adults
is for long-stay homes for the noderately and severely retarded. In the
future, these are likely to conprise three-fifths of the total for whom
residential care is required. However, very few adult retardates will be
grossly handi capped, physically or behaviorally. It is suggested that the
needs of these people could best be net in small fam|ly-type units
separate from but reasonably close to the main sheltered workshops in
whi ch many of them would be enployed during the day. The hostels could
al so serve a wider community function as a club and neeting place for
other retardates living at hone. There is nmuch room for experinent and
i nnovation here,

Costs. The question of costs is one of great inportance in the
pl anning of a service. It is also a matter on which it is difficult to
generalize fromone country to another. Sonme observati ons can, however,
be made. The main reason why |large institutions have been cheap to run
has been that they have been grossly understaffed. This applies partic-
ularly to the primary care workers and to teachers, youth | eaders, and
soci al workers. The question arises whether fewer personnel are required
for adequately staffing of large units than of small ones. It is usually
assuned that this is so, and that small units are nore expensive both to
build and to nmaintain. Recent (unpublished) evidence collected for the
Wessex Regi onal Hospital Board challenges this assunption. To build a
new 450- bed hospital could cost 2.5 million British pounds, while building
17 hostels containing the same nunber of beds would cost 1.3 million
i.e., only about half as much. |If a service of adequate quality is pro-
vided in our residential establishnments, annual running costs are unlikely
to be significantly greater in the small units than in the |arge, and
they may even be less. The witer can see no reason why a simlar state
of affairs mght not be found in American conditions, but detailed enpir-
i cal enquiries would need to be undertaken before realistic estimates
coul d be made about the conparative cost of establishnments of different
si zes.
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Ceneral Considerations. There is, in principle, nothing at al
novel in any of these proposals, but their inplenmentation would result in
a mental deficiency service very different fromthat which exists in nost
parts of the world today. It is likely to be very nuch cheaper than the
el aborate alternatives proposed by advocates of nodern hospital -type
care. Specialist medical and other staffs would be shared with genera
domciliary (nonresidential) services. Mst of the staff running the
hostels would need little nursing training; their training should rather be
in child care and devel opnent if they are to work in children's units, or
in youth work suppl emented by sone instruction in the special problens of
the nmentally retarded if they work in adult units. The nedi ca
arrangenents made for residents who were sick would be the sanme as those
made for retardates living in their own hones in tines of sickness. Staff
ratios in the proposed units would need to be high enough to cope with
mnor illnesses as well as the m nor physical and social incapacities of
the resi dents.

Concl usi on: The Need for Experi nent

The case made out for a different kind of residential service is
based on earlier studies carried out by the witer and his col | eagues and
reported in nore detail elsewhere (Kushlick, 1966; Tizard, 1968). The

.n need, however, is for experinent—for planned variation in the pat-
tern of a service which is expanding, and for evaluation of the result's
obtained fromdifferent kinds of adm nistrative practice. The' Wssex
study, still in progress, is an exanple of this type of experinent, in
that it subjects residential services of various sizes and based on a
variety of nodels to empirical evaluation. The witer believes that it is
t hrough such survey and experinent that the greatest advances in our
know edge of how to provide the nost effective formof service will cone.
The opportunities for such, experiment are now nunerous, and the techniques
of social science are sufficiently well-devel oped for us to be able to
nake use of them
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