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SMALL, SPECI AL- PURPOSE RESI DENTI AL FACI LI TI ES FOR THE RETARDED

It seens to ne that this is a nost propitious tine to do sone-
thing about our residential centers for the retarded. Never before
has the clinmate been better for experinmentation with new approaches.
Attitudes toward the retarded have inproved. Legislators, citizens,
the press, and the professions are far nore aware of their responsi-
bilities than has been the case previously. Attention to the problens
and chal | enges of retardation has mounted at |ocal, state, and
nati onal |evels of government. Since a programfor national action
to conbat nental retardati on was subnmitted to President Kennedy by his
panel on nental retardation in 1962, each of the states has conpl eted
a survey and evolved a state plan of services for the retarded. Today,
many | ocal conmmunities are conducting their own studies to devise
procedures to fit in with federal and state activities. Thus, the
nati on appears to be ready to enbark on a greater thrust than in the
past to provide quality residential services for the retarded
Therefore, it would seem an opportune occasion to explore various
options for inproving such services, to formulate plans of action, and
to inplenent them In this regard, ny threefold thesis is this:

1 It is ny contention that a century of failure of the |arge,
mul ti-purpose residential facilities for the retarded (as we have
known them is enough; we need now to test the effectiveness of other
procedur es

2 Further, it is my belief that we have the know edge and
ability to design and research these alternatives.

3 Still further, it is ny hope that the efficacy of snal
speci al - purpose facilities will be exanm ned as one of the alterna
ti ves.

Pros and Cons of Large Milti-Purpose Residential Facilities

The al |l eged advantages of the large multi-purpose center are
wel | known. Such argunents as the following are included: It is
usual | y the nost inexpensive type of facility to operate. It should
enabl e an interdisciplinary, team approach to diagnosis and treat -
ment. |t should provide nmultitracked treatment facility which would
enabl e residents to obtain the nobst appropriate treatnments needed at

The ideational and editorial suggestions of WIf Wl fensberger are
greatful ly acknow edged
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a particular tinme. Large nulti-purpose facilities should nmake possible
conprehensi ve research prograns. Furthernore, |large residential faci-
lities have high visibility for political purposes. Too, over the years, a
handful of capabl e, dedicated professional personnel have devoted their
lives to providing residential care to the retarded in such facilities.
They have waged a constant fight against political pressures, penny-

pi nchi ng taxpayers, and an ill-informed public. Wth such remarkable | ack
of support, it is a wonder they have been able to nake our residential
centers as good as they are. These people and their efforts deserve our
support.

The many di sadvantages of the large nmulti-purpose units are equally
famliar. |In reality, such units have usually tended to be custodi al
rather than intensive-treatnent and rehabilitation oriented. It has |ong
been recogni zed that institutional living prepares one for residing in
such facilities rather than for return to the comunity. Traditiona
institutions have been so |arge that the personalized approach has been
subli mated by i npersonalized services. Conpetition and buck-passing
anong the various professional groups have been known to exist. In ntst
cases, a pecking order anmong the staff has inevitably evolved to the
detrinment of the residents. Frequently, they have been operated on the
medi cal nmodel which views nental retardation as a di sease, and has an
enphasi s on | abeling and deternini ng etiology; and once one has vi ewed
mental retardation as a disease and affixed the |abel to an individual,
one has a built-in, self—fulfilling prophecy. There has sonetinmes been
enphasi s on physical plant, at the expense of adequate staff and
services. Too ofter, there has been exploitation of the nore able
residents at the expense of their rehabilitation. Furthernore, these
large facilities have tended to be segregated fromthe community, and
their staffs isolated professionally. Too, it has been difficult to
attract and hold topflight professional personnel. Finally, nuch of the
direct service has beer provided by untrained attendants, while the
prof essi onals have largely found shelter and status in administrative
tasks. Recently, inits "MR 67 Report," the President's Committee on
Ment al Retardation pointed out that many of our institutions are "plainly
a disgrace to the nation and to the states that operate them" 1In a
simlar vein, the National Association for Retarded Children recently
took the position that "despite nuch talk and sone inprovements in recent
years, the quality of care of the nentally retarded in state residentia

institutions renmains a national disgrace. There are very few states
wi t hout back wards which they seldom nention when showi ng off a new
bui I ding or a recently-inaugurated special program" Even nore recently,

Dybwad (1968) charged that the major roadbl ocks to inproved residentia
care for the retarded are (1) "the nedical nodel which insists on | ooking
upon all institutional residents as patients, regardless of their actua
condition," (2) "the view of the nmentally retarded as a sub-human
speci es for whom conmonl y-accepted standards of confort, decency, and
aest hetics need not be observed," and (3) " the power struggles and
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| ack of responsibility to the mentally retarded by the professions
who claimto stake in the field."

There are some who woul d suggest there is so much wrong with our
present-day large, multi-purpose residential units that they should be
abandoned. Certainly, evidence can be cited that retarded persons who
remain in the community make greater progress than those who reside in
institutions. As an exanple, the Cain and Levine study (1963) will be
reviewed later in this paper. Wiile |I would suggest that we stop expand-
ing or replicating institutions, | would be reticent to advocate their
conpl ete abandonnment. |Instead, we should continue to operate those in
exi stence at least a little longer, with one of their major functions in
the next decade being to provide a contrast treatnment against which to
eval uate other types of residential units. Perhaps with adequate support
they can be greatly inproved. It may be that research evidence wil
suggest a continuance of the large nulti-purpose facilities for certain,
if not for many, retarded individuals, if these units were operated in an
opti mal fashion

Alternatives to Large Miulti-Purpose Facilities

Because of the grave disadvantages of |arge nulti-purpose facili-
ties, | would recommend that we explore at |least two alternative
patterns.

One is the small nulti-purpose residence. From an exam nati on of
the 50 state plans for the retarded it woul d appear that this approach
has high favor today. Generally, the notion is enconpassed under the
title "conprehensive community center." This arrangenment does have a
number of merits. It keeps the retarded in their home community. It
tends to have a small nunber of persons in residence. Too, it provides
flexibility between day and residential services. However, | amgravely
concerned about these proposed conprehensive community centers. For
one thing, they tend to favor the larger, urban comunities--to the
di sadvant age of the rural, sparsely popul ated, and renote areas of our
country. But nore inportant, they will fail because sufficient top-
flight professional manpower will not be available, in the foreseeable
future, to staff them

When the large nulti-purpose residential facilities were
initiated, many considered themthe |last word on the care for the
retarded. But now many of us are disillusioned about them and
wonder whet her they can succeed even with the nost generous of suppcrt,
since the systemhas within it the seeds of its own destruction. |
predict that a decade or so from now, the advocates of small (nulti-
purpose facilities will be mpaning over their failure to make

good. Both types of multi-purpose facilities have the same type
of major fault. They require a horizontal team w th equal, high-
|l evel authority, status, training, and responsibility for al
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the disciplines involved. But fromwhence are we to recruit these
topflight cadres of professionals and how are we to prevent the
interdisciplinary rivalry, power struggles, the dissension, the

intrigue, and the buck-passing anong then? Even a few such centers
woul d tax a regional manpower pool. Thus, 1 cannot see how a conplete
range of quality services can be nade available in these centers if they
are proliferated across the nation, since each would require an array of

prof essi ons across the different disciplines in order to succeed. In
fact, | predict they, too, will degenerate into largely custodial units,
staffed--if at all--in large neasure by inconpetent persons with

pr of essi onal paper credentials.

Some 4 years ago, Hobbs (1964) pointed out the same weakness in
conmprehensive, community nmental health centers, but his warnings were
not heeded. Now the staffing crisis is hitting these centers hard. It
will be interesting to observe whether we, in nental retardation, are
able to profit fromthe experiences of others, or whether we will fal
into the sanme trap. Failure to recognize the long-term chronic faults
of the interdisciplinary approach, including the debilitating effects on
services, is being ostrichlike. OQur noble and bold proposals for
conmprehensive community centers for the retarded in every sizeable
community in the nation, if inplenmented could becone--by the year 2000-
-as sorry a set of facilities as our county workhouses of yesteryear.
They could well work to the grave di sadvantage of generations of
retarded persons. The choice would appear to be between inferior
services in small multi-purpose, conmunity centers and superior services
in small special-purpose facilities.

It seenms to ne that the small single-purpose units have much
greater opportunity to succeed. However, they may have, in certain
cases, the mmjor disadvantage of renoving the retarded persons further
fromtheir honme community than would be the case with nulti-purpose
comunity centers. However, when | have faced parents with the hypo-
thetical choice of placing their charge in a nore distant center with
i ntensive specialized treatnment, in contrast with placenent in a |oca
facility with nore general services, the choice--in the vast majority of
cases--has been for intensive treatment. Too, with nodern trans-
portation, travel to ever, a neighboring state is often not too diffi-
cult, and this would only be necessary for very rare and specialized
treatments. Furthernore, we are rapidly becom ng nmere and nore
urbani zed as a nation, and thus a najor proportion of famlies wll
live in densely popul ated areas that provide an adequate popul ation
base for specialized units.

The smal | special -purpose center has at |east four advantages. First,
responsibility is clearly assigned to the discipline which provides the
specialized treatnent. Thus, in a nedical treatnent center, a physician
woul d be in charge; while in a child devel opnent center, a
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child devel opnent expert would have ultimate responsibility, and so
forth. Second, it is clear that interdisciplinary power struggles and
bi ckering woul d be reduced sharply. Third, and very inportant, the
centers woul d be oriented toward intensive and specialized treatnents.
Fourth, these snall special-purpose units woul d reduce nanpower needs.

I nstead of basing the operation of top-level horizontal teans of an
interdisciplinary nature, these would use vertical teans. At the top of
the pyramid woul d be the highly trained person in the profession, and
under himlayers of persons who would have gotten, as yet, |ess training--
down to the novice and the technician. The opportunities here for

i nservice training becone i mediately apparent.

It is inmportant to note that my bias in favor of the small special -
purpose units is based on |ogic, philosophy, training, and past observa-
tions. Wat is lacking is much enpirical evidence to support or refute ny
convictions. W cannot afford nore bandwagons. Thus, mny preference now
is for carefully controlled conparative studies, wherein the optimal of
treatnments is provided in all types of residential units. These
i nvestigations should be conducted to deternmine the relative effectiveness
of large versus snmall, and nulti-purpose versus speci al - purpose residence
types. The studies need to extend over a | ong enough period of tine to
enabl e us to acquire sone solid evidence. At this point, no one type
shoul d be taken for granted as superior to the others. W need to find
out how good the large nultL-purpose facilities can be when adequately
financed, staffed, and operated. Cearly, if sufficient quality pro-
fessional technicians who are specialists in nodifying the behavior of the
retarded could be found to replace the present attendants, this m ght
revol utioni ze the larger, present-day units.

It is a testable hypothesis that the small single-purpose facility
will pay off best. Should this be the case, we could then begin to phase
cut our present-day, catch-all facilities, into which we have crowded
thousands of retarded persons of all ages, of all degrees of intellect,
and with widely varying treatnent needs. However, | should |ike to say
agai n that evidence nust be obtained on which to base our actions. It
seens to ne | have the right to argue ny predilections, but | have an
equal responsibility to await the evidence before pushing a w de-gauged
i mpl ementation program However, | recognize there are those who are
opposed to awaiting research evidence before phasing out our present type
of facilities. They argue that the efficacy studies will be inconclusive
inthat all the variables will not be controlled. Furthernore, they take
the position that we should go ahead with different patterns even though
we | ack evidence, since we cannot possibly do worse than we have in the
past. Furthernore, we have sone evi dence—especially from Europe—that
snmall, new units will at |east be better than large, entrenched, tradi-
tional facilities. As an exanple, Tizard' s Brooklands experinent will be
di scussed later in this paper.
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Anot her introductory point. As Dybwad (1964) pointed out so

well, those who contend that we will eventually be able to do away
with residential facilities for the retarded are very probably wong.
In the future, as never before, we will need additional residential

facilities. Medical progress has upset nature's |aw of survival of
the fittest, thereby possibly leaving us with nore severely retarded
cases than in the past. Atomic radiation is nodifying human determ -
nance, usually in a deleterious direction. Urbanization, nechaniza-
tion, and autonation are reduci ng enploynment opportunities for
unskill ed | aborers, and maki ng society nore conplex. These factors,
along with the great popul ation increase, bring the probl em of
residential services for retarded persons into new prom nence. Too,
fam |y disintegration, poverty's |lack of adequate medical care, and
other social ills are upon us. Thus, instead of needing | ess residen-
tial facilities, |I believe that history will bear out my contention
that residential units will need to increase rather than decrease in
the future. 1In ny view, what will be needed is a greater variety of
resi dences. For exanple, as Dybwad (1964) has stated: "It stands to
reason that so many different types of needs call for a nunber of
clearly differentiated types of residential facilities, of different
sizes, with different staffs, different buildings, and different
programs." (p. 86)

No matter what type or types of residential facilities we el ect
for the future, we nust do a better job of protecting the retarded
person's constitutional rights to proper treatnment and care. There
have been many mal practices in connection with placenent in residen-
tial facilities. W need to correct the |ast vestiges of our degrad-
ing comm tnent procedures, wherein we essentially put away retarded
persons in our custodial institutions. W need also to correct our
partially closed-door policies which violate the rights of parents
and retarded persons to visit together, travel together, and live
t oget her whenever possible. There is sonmething to be said for those
who recommend wi ping clean the | egal and residential-care slate, and
meki ng a fresh start. There does seemto be a linmt to changes which
can be nmade after a century of entrenchnent of an organizational
structure based largely on the medical nodel. One advantage of new
types of facilities would be that new practices cculd be initiated
whi ch m ght better preserve the constitutional rights of the retarded
i ndi vidual and his parents. |n any event, conpetitive, alternative
approaches shoul d chal |l enge those responsi ble for the operation of
traditional facilities to make needed changes in their practices.

Sonme Types of Small Single-Purpose Residential Facilities

The second portion of this paper is devoted largely to outlining
a few of the snmall special-purpose residential facilities with
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whi ch we m ght experinent. These are intended as exanples. The |ist
is far frominclusive. However, they should illustrate the prin-
ciples for their operation which will first be proposed.

Bel ow are enunerated these seven general principles upon which
the units shoul d be based:

1 The profession primarily trained to provide the needed
specialized treatnment should be in charge of the facility. Thus, a
unit which is centered on vocational rehabilitation should be the
responsibility of the vocational counselors. Simlarly, a center
designed to provide a special nedical treatnent should be the respon
sibility of physicians, and so on. Wile the profession providing
the central, specialized treatnent should be in charge, the other
prof essi ons shoul d be available in a secondary rol e when needed,
but they nust learn to play the role of consultants. Thus the
responsi bility and the rewards for providing a special-type treatnent
rest with the profession trained to provide that treatnent. This
shoul d i ncrease the recognition of both successes and failures. Thus,
there should be nmuch | ess buck-passing. Certainly, we need fewer
chi efs and nore | ndians; professional personnel need to get out from
behi nd their desks and "get their hands dirty." They need to be
internally involved, firsthand, in the direct services rather than
relying on untrained, ward attendants. (In ny judgnment, over 90
percent of the direct services to retarded residents in our present-
day residential facilities are provided by the ward attendant, and
| ess than 10 percent by the physician, psychol ogist, educator, speech
t herapi st, social worker, vocational counselor, and recreation
wor kers and the ot her professional groups.)

2. A flexible open-door policy is needed to pernit an easy flow,
between the conmunity and the centers of professional personnel, of
parents, of the public, and especially of the retarded persons them
selves. Furthernore, this open-door policy should enable residents
to be easily adnmitted to, discharged from and returned to the
facilities for short periods of tinme, when necessary. Too, whenever
possi bl e, these units need to provide service to retardates residing
in the community.

3. The shifting of placenent from one special -purpose facility
to another should be easily acconplished. Residents should renain
at a unit only while the treatnment provided is effective and neces
sary. Anticipated in a continuumof care and treatnment would be a
vari ety of placenents--depending on the needs of the residence at a
particul ar tine.

4. The nunber of residents in these special-purpose units
shoul d be kept as small as possible. For certain types of
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facilities, this would often be from 10 to 50 persons. Seldomif ever

would it exceed 100 to 200 residents —even when the treatnent is |ess
speci ali zed and intensive.

5. When a nunber of sinilar special-purpose facilities are
needed in a state, they should be distributed geographically, in
keepi ng with popul ati on characteristics, so that the greatest nunber
of residents can be as close to home as possible. For retarded
persons who have the potential for enploynment in industry, the
facility should be |l ocated near industry. Many would probably do
well to be located near universities or other facilities which
coul d provide professional services on a consultative and part-tinme
basi s.

6. Consideration should be given to the devel opnents of inter
state and regional facilities in cases of very specialized centers
serving relatively rare conditions.

7. "Persons should be |abeled as nentally retarded and segre
gated into special units only when essential for a special treatnment.
Ot herwi se the | abel should not be applied, and treatnent should be
provided fromthe mainstream of general professional services.

Consi derably under 1 percent of the general popul ation needs to be
so | abel ed and segregated. | believe that the | abeling of 3 percent
of the general population as nmentally retarded is untenable.

Medi cal Speci al -Purpose Facilities. O crucial inportance is
both general and specialized nedical treatnment. H gh priority should
be given to providing every retarded person with optinmal service, in
its own right, and as a foundation for other treatments. Wile
speci al i zed nmedi cal approaches are still few in nunber, they are
i ncreasing rapidly. Thus the need for special -purpose nedica
facilities is likely to increase sharply in the years ahead. Medica
services woul d appear to be of three types: (1) intensive, short-
term nmedi cal treatnents such as corrective surgery, conprehensive
medi cal study, dental care, dietary or drug control, (2) long-term
nursing care for chronic conditions, and (3) general medical care
needed by all persons but by retarded persons to a greater extent.
Each type of service will be discussed bel ow.

(1) Intensive, short-termtreatnment. It would be ny
proposal that short-term intensive nedical treatnment be provided at
wi ngs, wards, annexes, or institutes attached to medical schools,
medi cal centers, and/or general hospitals, whenever possible. Better
still would be to integrate the retarded person into nedica
facilities in keeping with his specific medical problem For
exanpl e, those with an endocrine dysfunction would be placed in a
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ward at a hospital or nedical center where endocrine problens are
studies and treated. This process of integration would renove the

i kel i hood of a person being stigmatized by having a low | Q score

and a | abel of retarded when this is probably irrelevant to his
treatment needs. The university-affiliated centers for the retarded--
now supported by the federal governnent--nay provide a useful pattern to
study. However, another pattern might be small, narrowWy specialized
nmedi cal research and service centers. These mght need to be established
on an interstate and regional basis. For exanple, one regional nedica
center could have a focus on hydrocephal us, while another has a prine
focus on a specific biochem cal disorder, while still another could
specialize in some other clinical condition. There m ght be a need to
draw from several neighboring states to obtain sufficient rare cases.
What this approach would do is provide intensive, specialized attention
for a person with a particular condition. The |imted nunber of experts
avail abl e could be centered at these facilities. O course, placing
these specialized nedical facilities adjacent to nmedical centers would
likely result in at |east sone de facto affiliation, even if the
facility is under a separate state, county, or city adm nistration

VWhat are sonme of the advantages of such a special -purpose facility?
I ncl uded woul d be better and nore conprehensive nedical services than
are now generally found in our large residential centers, or are
likely to be in conprehensive community centers. Available at a nedica
school would be a broad range of medical specialists and basic
scientists. Such persons as endocrinol ogi sts, biocheni sts, geneticists,
and physi ol ogi sts could be involved in diagnosis and research. The
retarded persons would be avail able to educate nedi cal and nursing
students in the care and treatnent of the retarded. Thus there would be
opportunities for devel oping nore favorable attitudes toward, and
knowl edge about, the retarded than has been the case in the past on the
part of nobst nedi cal personnel. Physicians and nurses in such settings
probably woul d have better pay, nore stimulating conditions of
enpl oynent, less isolation, nore consultation and a greater chall enge
than woul d be the case in isolated traditional institutions

As al ready indicated, responsibility for the special -purpose,
medi cal prograns clearly would rest with the nedical and paranedi ca
prof essions. The type of persons to be served and their treatnment would
determ ne whether the prinme responsibility should rest with pedia-
tricians, neurol ogi sts, neuro-surgeons, etc.

(2) Long-termnursing care. The best nmethod for providing
Il ong-termnursing care for the chronic cases is difficult to discern.
Whenever possible, the retarded shoul d receive regular nursing hone
services. This should be especially feasible in the case of senescent
retardates in that old age is a great leveler. |In terns of
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functioning capacity, there will often be little difference between
the 85-year old who was a col | ege professor and the one who has been
intellectually retarded all of his life. Furthernore, this would
enabl e the aged to be in their home comunities.

In the case of chronic bed cases originating in childhood, again
the notion of a unit as a part of, or at |east adjacent to, a medical

center, or college, or at |east a general hospital would appear to
have nerit.

(3) Ceneral nedical care. Finally, it needs to be pointed
out again that retarded persons need good general health services as
do all citizens, even nore so. These shoul d be available on call at
all times, no matter what the type of residential facility in which
the retarded is placed, Generally, it is probable that the best
such services would be obtained through contracting with physicians
in the community, in medical centers, in hospitals, if not in
private practices.

The foregoing remarks are intended only to provide a point of
departure in thinking through inmproved medical services for the
retarded in a residential setting. Cearly, the medical disciplines
with the expertise in this area will need to propose their own
patterns.

Nonnedi cal , Special - Purpose Facilities. Below are a few smal
speci al - purpose, nonnedi cal units which may be worthy of considera-
tion. It is ny best estimate that about 90 percent of the present
treatment for the retarded, in day and residential settings combined,
is nonnedical in nature. Thus, the ratio of nonmedical to nedical -
special units needs to be in the ratio of approximtely 9:1

(4) Child devel opnent centers. Child devel opment centers
need to be provided for the severely retarded but anbul atory
children, with | Q scores approximtely 20 to 40, who cannot be
served on a day care basis. Such centers mght best serve children
on a 5-day week schedul e, but 7-day services may need to be provided
for selected cases. The parents and professionals need to coordinate
their efforts so as to foster optimal devel opment of the children
A maj or goal would be to establish self-care and social skills. In
| arge neasure, |earning would be programmed on the typical instru-
mental act paradigmwherein a drive would |ead to an appropriate
reward through a predeterm ned, useful instrumental act. Behavior
coul d be shaped in reaching for objects, sitting up, eating, commu-
ni cating, dressing, walking, opening doors, playing, and so forth.
Research to date on the effectiveness of such procedures has led to
two conclusions: (1) Even the profoundly retarded can | earn nmuch
nmore than we had thought possible, (2) There is little relationship
between 1Q scores of |owfunctioning persons and their ability to
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| earn operant conditioning. The prine advantage of such child

devel opnent centers would be to nove us from our present custodi al

def eati st approach for the nore severely retarded to treatnent-
oriented procedures ainmed at devel opi ng as many i ndependent |iving
skills as possible. The special-purpose units could well be under
the direction of experimental psychol ogists skilled at operant

techni ques. O course, other child devel opnment specialists would be
i nvol ved

(5) Boarding schools. Such schools are needed for a variety
of school -aged retarded children. For exanple, nildly retarded
children fromrural areas mght need such a facility for a 5-day school
week. Too, such a facility may prove superior to our current specia
day cl asses for noderately retarded children with 1Q scores roughly 40
to 60. Inthis latter case, approximately one-third of the children
enrol l ed mi ght be nongol oid, one-third of them neurologi-cally
i npai red, and one-third mentally retarded due to rare and/or unknown
causes. In the past 20 years, parent groups have nobilized as never
before to keep such boys and girls out of our large nultipurpose
residential facilities for as |ong as possible. They have encouraged
t he establishnment of special day schools and classes in |oca
comunities, but these have not worked well for a nunber of reasons,

i ncl udi ng the shortness of the treatment, which usually extends for
only 3 or 4 hours a day of actual instruction, at the nost, and for
only 180 days a year. Soviet special educators, in |learning of our
speci al day schools and cl asses, have observed that only through
boar di ng school s whi ch operate around the clock and cal endar with both
school and after-school instructors are the children likely to devel op
adequat el y.

There is some evidence that neither our school programs in |arge
residential facilities nor our community special classes are working
very well. For exanple, Cain and Levine (1963) have conpared the
relative effectiveness of four types of treatnment for the trainable
nentally retarded. One group lived on the wards of a large residential
facility. The second and simlarly institutionalized group attended
the school at the institution. The third group lived in the community
and attended, special day classes. The fourth group also lived in the
community, but rermained at home with their parents w thout receiving
any special education services. Four mgjor findings of this study were
as follows. First, both special day class children and children
remai ni ng at hone nade better progress in social conpetence than their
counterparts in residential facilities. Second, special day class
training, as presently constituted, was no nore effective than the
informal training provided when the child remained at hone. Third
both those of the wards and those attending school at the |arge
residential facility decreased in social conpetence; apparently
attendi ng school in a residential facility is not
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sufficient to overcone the negative effects of institutionalization
Fourth, great variability existed in the special day class training
prograns; a few teachers provided a sequential, nmeaningful curriculum
whi ch proved quite effective, while many others were primarily pro-
vi di ng day-care, baby-sitting, and recreation services.

The Brookl and's experinment conducted by Tizard (1962) in Engl and
provi des evidence in support of the small boarding school. He and his
associ ates conpared two groups of trainable nmentally retarded children
one in a large multi-purpose institution, the other in a small homne-

l'i ke boarding school |ocated on a small estate and under the direction
of kindergarten teachers and child devel opnment personnel. The snall
boar di ng school proved significantly superior for the children

These two studi es, when viewed together, suggest the need for
snmal | boardi ng schools for the noderately retarded. Wile such units
woul d provide boarding facilities on a permanent basis for a few
children, much nore frequently the children woul d be boarded at the
facility only through the workweek, returning to their honmes on
weekends. Further, these centers would provide day facilities for
some children who woul d be brought to themin the norning and picked
up again in the evening by the parents. Thus a conbi ned community and
residential facility is proposed. Such units should be the
prof essi onal responsibility of kindergarten teachers and/or specia
educators, if not a new professional group which mght be | abeled
child devel opnentalists.

(6) Rehabilitation centers. A variety of different types of
rehabilitation centers are suggested for young adults in their teens
and twenties who are referred to residential facilities for the first
ti me because society or the home can no longer tolerate their
behavi or. These young adults of usually noderate retardation and
borderline intelligence will have exhibited nmanagenent problens such
as delinquent acts and promni scuous sex behavior, or will |ack sal eable
or social skills to enable themto exist in our increasingly complex
and difficult society. M suggestion would be that npst of these
young people are rehabilitation problens. Therefore we should turn to
vocational counselors, clinical and counseling psychol ogi sts, and
group social workers to rehabilitate them These professions need to
design, foster, and operate a series of rehabilitation centers, with
different foci, for these teenagers and young adults. It would seem
desirable that the size of such facilities be quite small, perhaps
nunmbering, at one tine, no nore than 10 to 50 residents. Services at
such units would center on rehabilitation, counseling, sheltered work,
teaching vocational skills, providing a home, structuring behavior,
and providing a tenporary haven in times of community and home crisis.
Thus, these special facilities need to have minimumflexibility. They
need to provide a boarding facility
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for persons in residence—both for those who are full-tine residents,
and for those who live at the facility and have secured conpetitive
comunity enploynment but are not ready for conplete independence. Too,
they need to provide shelter, on a day-to-day basis, for persons who
may have been at the facility sone tinme in the past and are returning
to mobilize their potentials so as to return to society. In this
regard, they need to function in many respects |i ke our old half-way
houses. Furthernore, sone of themneed to give service to nenbers of
the community who spend their days at the facility for protective

pur poses and for |earning vocational skills while living at hone.
Certainly the key to the success of such facilities would be an "open-
door policy," if rehabilitation is to have neaning.

(7) Hostels. Such residences are suggested for retarded
adul ts who have no hone and whose primary problens are not nedi cal
These persons will usually be in the noderately retarded to borderline
intelligence range, with chronol ogi cal ages extending from young
adul t hood to senescence.

These hostel s woul d enphasi ze self-care, econom c productivity,
recreation, effective use of leisure tine, and socialization. Here
prof essi onal responsibility would rest primarily with group soci al
wor kers, though other group specialists mght be considered. The idea
woul d be to develop snmall special -purpose facilities on the cottage
pl an, as has been done for years in certain European countries. It may
be that these individual cottages would serve as fewas 6 to 12
persons. They mght well be located in small tow;s, as has been the
case in many of the Lowl and Countries in Europe where the comunity or
village is dedicated to the care and welfare of the retarded adults as
a community enterprise. Such facilities probably should be on
spaci ous grounds with the central buildings providing sheltered
wor kshops as well as dining and recreational facilities. Community
physi ci ans and hospitals woul d provide the needed heal th services.

Concl udi ng Commrent

It has been nmy plea that the virtues of small special - purpose
resi dences be considered carefully in contrast to small multi purpose
community centers and large traditional nulti-purpose institutions.
Clearly a wide array of residential services will need to be devised
if retarded persons are to have quality care and treatment now and in
the future. The exciting thing is that society appears ready to try
out different patterns of services, shaped to the energing socia
order, so that we can begin to correct our inexcusable errors of the
past .
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