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FORWARD
I wrote the following treatise almost 28 years ago (November 12th, 1980) to a 900 member staff of a residential treatment center located in a rural area of the State of PA when I became the “Superintendent” of the facility.  What the communication letter reflects is my focused vision for the field of mental retardation at that time.  Having reread it just recently, I was intrigued to find much still holds true today…..David J. Koehn, Ph.D.

A REFLECTIVE STORY

I would like to share a short story, which has been a guiding force behind my commitment to the MR/DD field.  The story is titled:




IS THE ANGEL UNAWARE, UNAWARE?

I woke up one morning, one which did not appear any different than usual, except my father and mother surprised us by saying that we were going to have a new baby come into our family very soon.  How happy I was!  Before I went to bed that night I said a little prayer for the new baby to be.  I prayed:

“Jesus, friend of all little children, bless them and keep them healthy, especially our new baby to be”.

I said this prayer every night right up to the day the baby was born.  What an exciting event, everything went well, we could not have been happier.  The babies name was Kevin.

Life went on and little seemed wrong, but as the months passed, Kevin did not seem to respond to noises like the other five of us did.  My mother and dad thought there might be a problem so they took Kevin to the medical center.

Mom and Dad came home and were crying.  We were in the kitchen when they told us that Kevin was retarded.  I was shocked and began to cry for Kevin because he somehow seemed helpless and yet he had been struck with some rare disease.  After crying for a while, I thought about all those nights praying to Jesus and wondered why He had done such a thing to my brother.  Then, I looked at Kevin and he smiled almost as if to say, “Yeah, It’s Okay, I’m still me”.  After that Kevin truly became the backbone of courage for us all.

I watched him begin to walk, scamper in and out of the cupboards, find the most unusual things to get into and begin to talk.  Much time was spent watching, responding and tending to his needs.  The sacrifices were not great because of the twinkle, glitter, love and warmness that is in his personality.

Throughout his years of being a child, youth, teenager, young adult and now middle-aged adult, I have seen Kevin be a comfort, a source of strength, a guru, an uncle, a brother and a friend to us all.  His belief in himself and his model of life surely makes this angel unaware, one who was never unaware.

In memory of you and your future, Kevin…
EXPECTATIONS AND PHILOSOPHIES

The following expectations and philosophies are a product of being a family member touched with a MR/DD, work experiences related to the MR/DD in private centers, public education and state agencies, and background training in psychology, special education and human services management.  

1. TERMINOLOGY


The MR/DD first and utmost is an individual, who is entitled to the same human and civil rights and personal identity that you and I deserve.  A MR/DD takes on different labels, e.g., resident, patient, student, employee, friend etc. depending upon the situation/circumstance involver.  It is critical to keep in mind that labels are transitional in nature, and that the handicapped person is an intact system with some error components to remedy.  Generically, the MR/DD will be addressed as a client, since his/her main reason for being here is to receive services.  The label reflects the importance of togetherness in accomplishing goals and characterizes a status of respect.

2. CLIENT POPULATION

The future population of MR/DD clients in residential centers will probably be composed of adult severely-profoundly retarded with multiple handicaps (e.g., neuromotor, acute medical, auditory, visual difficulties) or severe behavior problems (e.g., self-injurious behavior, extreme acting out or autistic-like symptoms). 

A significant minority will be mildly retarded or “quasi” retarded with emotional disturbance.  Moreover, to complicate the matter, many of these clients will have chronic problems in which highly structured long term services will be required.  No easy quick solutions or remedies will be obvious.  Selection of type of staff positions will be based upon a thorough analysis of individual and group client characteristics.

A broad base of interdisciplinary staff will be necessary, especially in the program areas of communication, physical-occupational therapy, behavioral-psychotherapeutic services, health care, special/vocational education and recreation.
Budgets will be limiting and as staff vacancies occur, priority consideration for redeployment to program areas will occur along with increases in contractual services for support services.  Innovative cost and time efficient methods must be advanced to increase the contact time of staff to client service delivery.  Because of the persuasiveness of behavioral-emotional problems across the Center, a model of behavioral-psychotherapeutic services for each unit must become extant.

3. HUMAN SERVICES MODEL

Every moment of life is a potentially potent learning experience.  Each client will have the opportunity to learn regardless of degree of physical/mental involvement.  The client’s plea that he/she can learn, will learn, and wants to learn will be buttressed with the motto that “EVEN LOVE IS NOT ENOUGH.”  The primary goal will focus on functional education-learning skills to facilitate social and environment adaptation and coping with everyday frustrations.  Principles of parenting, health care, human development (e.g., language, motor, cognitive), normalization, dynamics of human behavior and perceptual-behavioral technology will be coupled with functional education.
4. DEFINTION OF RETARDATION
There have been many definitions of retardation.  Particularly relevant today (1980) is one that Marc Gold espoused.  Essentially, retardation is defined as the degree of influence (contingency management) and power (training/learning technology) necessary to bring about growth and development.  This is very appealing since the assumption is that every person is capable of learning – it’s up to us to find the path to tap this latent potential.
5.
GROUPING OF CLIENTS

Clients will be grouped for living arrangements according to age range, sex, and adaptive behavior capability.  Based on those characteristics, units will be hierarchically structured with established program themes.  Entrance and exit criteria from one unit to another will be instituted.  Only secondarily will personality, acute medical, neuromotor and severe behavioral problems be considered.  for educational/vocational/social/recreational activities.  An implementation lattice for least restrictive alternatives for education, vocation, socialization and living environment will surface.
6.
MANAGEMENT MODEL
Through a systematic planned approach, a unit management system will be implemented.  Administrative design will embrace team functioning, quality control, unitary management supervision, program-administrative-budgetary accountability, an inverted pyramid span of control, delegation of authority, and contractual (outsourcing) and centralized services.  Visibility on the part of the Director and all levels of management is essential.
7. TEAM MODEL

A transdiciplinary approach will be reinforced.  Teaching other staff tasks pertinent to your job will enable follow-through of services and encourage role release.  Consistency, continuity, cooperation, and communication will be a natural outgrowth of such a team approach.
8. MANAGEMENT SYSTEM
A management by objectives system will be administered through participatory decision making.  Essentially, there will be measurable goals (i.e., problem solving, creative/innovative/project related, and definition of routine objectives) with steps leading to their accomplishment.  All levels of management will be affected by this system.
9. BUDETARY ACCOUNTABILITY
Besides the requirement of program accountability, delegation of budgetary accountability will also occur.  Within the Center a modified form of a Program Planning and Budgetary and Zero Based Budgeting will be devised.

10.
INFORMATION PROCESSING  
The Center will enter the area of computerization.  Information processing systems will be set up to meet energy conservation, administrative, programmatic, client, staff development and personnel concerns.
11. NOMENCLATURE
Staff can be defined in reference to triad of duties:  each of us is a teacher, a learner, and a care giver.  The functional titles at the Center should reflect these traits as well as current sociopolitical thought.  The department heads who are responsible for setting the standards of a certain program service (e.g., nursing, education, PT, OT, Vocational, A-vocational Services, Speech-Language, Psychology, etc.) will be identified as “Discipline Coordinators.”  The implementers or facilitators of programs, i.e., Mental Retardation Associates (MRAs), will be designated as “Developmental Practitioners.”  The Superintendent will be addressed as the “Director” and his immediate subordinates will hold the title of “Section Directors.”  Other functional name changes will occur as the unit management system is unwoven.

12. WORK TRAITS 
Each of us should be dedicated to assisting staff that provide direct service.  Systems and policies-procedures will be developed to make the work environment and mental health state for care giving conducive for delivery of services to clients.  Personalities, etc, should be put aside for the benefit of the client.  Competencies and outcome performance will be reinforced.  Those of us in support positions (e.g., management, administrative services, secretarial services, and staff development) have an extremely important role in helping care giving staff deliver effective services.  The advent of staff wellness programs (employee incentive, physical fitness and recreational/social/leisure time activities) and Employee Assistance Program (counseling liaison for financial planning, parenting, alcohol-drug problems, family relationships, etc) will enhance the possibility for a positive work atmosphere.  Flex time, deviated work week, and job sharing will be explored too as to their feasibility in utilizing manpower most effectively.

13.
STAFF PERFORMANCE EVALUATION 
The State’s standard rating scale will be refined through a modified form of the Goal Attainment Scale.  Criterion levels will be set and will allow for an analysis as to whether outcomes were above, below or at, expectations.
14. INDIVIDUAL PROGRAM PLAN (IPP)
A comprehensive design includes planning, implementation, evaluation and maintenance phases.  The client’s IPP will require documentation on:  interdisciplinary assessment of functioning, a profile of performance, a needs analysis, long and short range goals, required services, and a comprehensive activity schedule.  A monitoring system will be produced to insure that actual programming is meeting the goals agreed upon in the IPP.  To assure the health/safety and programming perspectives of a client are being addressed and that ethical/moral standards are being upheld, an internal and external advocacy system will be operative.
15. PROGRAM IMPLEMENTATION

A data based approach to program services using both subjective (qualitative) and objective (quantitative) sources of information reporting will be promoted.  A client based instructional system (i.e., Teaching Research Model from Monmouth, Oregon)
 will be adopted – the stages being informal learning, structured skill training, and task analysis.  Individualized programming will be completed when possible through small group instruction.

16. PROGRAM ACCOUNTABILITY
Evidence of client progress will be demonstrated through the goal attainment scale procedure.  Analysis of outcome data will depict how close expected goals were reached. When necessary, formative measures will be obtained and illustrated through the standard behavior chart.  The chart will depict trend and variability information about the IPP goals and associated behavioral objectives.  Besides the existing external auditing systems (e.g., ICF/MR), an internal auditing system will be set up to vigorously look at the operation of services at the Center.  Primarily, aspects of the accreditation standards for mentally retarded/developmentally disabled (ACMR/DD) and program analysis of service systems (PASS) will be used as the Center’s formative tool.
17. STAFF DEVELOPMENT
A comprehensive staff development program will be initiated on a continuing education basis that reinforces:

· Skills that facilitate client growth

· Skills that facilitate working in an interdisciplinary approach

· Skills that facilitate attitude development, motivation and coping strategies to frustration (e.g. stress management)

· Skills that facilitate an understanding of current trends, issues, laws, regulations, and comprehensive services in the MR/DD field and

· Skills that facilitate managerial growth in planning, organizing, directing and controlling functions
Although there will be a small central core group of personnel in staff development, each section area of the Center will be responsible for teaching aspects of the program.  Staff will be able to learn from each other’s expertise, knowledge and experience.  Such an exposure should build credibility, validity and commitment to the Staff Development program.  Outside presenters will be sought to give a refreshing and new look at current practices.  Procedures will be initiated to enhance community agencies participation in the Center’s staff development program.  Satellite university/college courses taught at the Center will be negotiated to meet staff’s interest and professional career needs.  To broaden the capacity for staff development activities, cable casting and learning centers for program instruction will be pursued.

18. COMMUNITY LINKAGE
The future existence of residential treatment centers, especially in rural areas, lies with its ability to interface with the community in providing services for the MD/DD.  The Center will be an outreach service focusing its services to the community in providing technical assistance, in developing joint living-activity arrangements, in becoming a training field site for students from universities/colleges/medical schools and in establishing mutually beneficial contractual (programmatic) services.  Moreover, the Center will be as much a part of the community as is possible, interfacing in all aspects of social-community life (e.g., special events, education, recreation, sports, etc.).  Every person should be personally devoted to being a public relations person with the community.
SUMMARY
The basic structure for the Center’s “modus operandi” is the values, principles, philosophies and expectations expressed in this position paper.  Your commitment in a joint partnership to attaining these ideals will be an exciting challenge.  The ideas mentioned here are not inclusive nor “cast in stone” but are meant as a beginning course of action.   Change is very difficult dynamic process to accept.  Every attempt will be made to nurture staff adjustment.  All that is expected is to do our best, not perfection, in emulating the expectation that all individuals can learn (i.e., developmental model) in advertising the client as “real people” and fostering growth in independence and freedom of life (i.e., the value of the importance of high expectations – keep reaching!”).
The following poem written by Marc Gold capsulizes the essence of the Center’s mission”:

An End to the Concept of Mental Retardation: Oh, What a Beautiful Morning

If you could only know me for who I am

Instead of for who I am not,
There would be so much more to see

‘cause there’s so much more that I’ve got.

So long as you see me as mentally retarded,

Which supposedly means something, I guess

There is nothing that you or I could ever do

To make me a human success.

Someday you’ll know that tests aren’t built


To let me stand next to you

By the way you test me, all they can do


Is make me look bad through and through.

And someday soon I’ll get my chance,


When some of you finally adapt.

You’ll be delighted to know that I though I’m MR,


I’m not at all handicapped.

David J Koehn, Ph.D.

1

