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ABSTRACT 

Family, leisure, and social activities are important factors in the 

quality of life of mentally retarded people in residential facilities. 

Descriptive information from a national interview study of 2271 mentally 

retarded residents in 236 public and community residential facilities is 

presented. 

During a seven-day period residents of community facilities were 

more likely than public facility residents to have used a community 

resource such as a shopping center or restaurant, but residents of public 

facilities were more likely to have seen a movie, attended a party or 

concert, or to have gone for a walk, and equally likely to have attended 

religious services or gone on a field trip. 

Staff reported that some desired leisure activities were unavailable 

to residents, but the single largest problem reported to interfere with 

leisure activities was that there was no one available to accompany 

residents for various activities. 

Although more than 80% of all residents were reported to get along 

well with their peers. Only 27.3% of community facility residents and 

11.8% of residents of public facilities were reported to have a friend 

among their peers. Few residents in either public or community 

facilities had any regular social contact with non-handicapped peers. 

Forty-two percent of community facility residents and 63% of residents 

of public facilities were reported to have no friends at all. The 
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majority of residents had some contact with their families; 64% of 

residents of community facilities and 35% of public facility residents 

were able to visit their relatives' homes occasionally. 

Findings are discussed within the context of successful social 

adjustment. Implications for planning and policy making are presented. 
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I. INTRODUCTION 

Most research related to the adaptive behavior and community adjust

ment of mentally retarded people in residential facilities has centered 

on characteristics of the individual, such as age, IQ, or length of 

institutionalization. Relatively less emphasis has been placed on 

examining the quality of life within residential facilities or the quality 

of interaction among residents and members of the surrounding community. 

For lack of a better measure, community adjustment has frequently 

been measured dichotomously--either residents are institutionalized or 

they are not (Heal, Sigelman, & Switzky, 1979). The limitations of such 

a dichotomy have been recognized for a long time. Krishef, Reynolds, and 

Stunkard (1959) examined the adjustment of 409 retarded people who had 

been released from an institution over a 10 year period. Social workers 

were asked to rate the present adjustment of people who remained in the 

community and of those who had subsequently been reinstitutionalized (37%) 

as "good" or "not good." For either group it was found that social 

workers based their judgments mostly upon the retarded individual's 

ability to relate to other people. They gave little or no weight to IQ 

or capacity to be economically self-sufficient. 

Researchers are showing an increasing interest in the effects of 

social relationships, characteristics of other residents, staff, facility 

practices, and the nature of the surrounding environment on the adjustment 
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of residents (Eyman, Demaine, & Lei, 1979; Hull & Thompson, 1980). 

Ability level is important, but not sufficient to assure successful 

adjustment to new living arrangements. Crnic and Pym (1979) studied 17 

mildly retarded group home residents trained and placed in independent 

living situations. In the opinion of the group home staff, the most 

important factor in the success of the 14 residents who succeeded in 

independent living was each resident's motivation to work toward and 

maintain independent living as a goal. Loneliness and the lack of appro

priate social support systems was one of three factors that most impeded 

successful independent living. It was observed that residents lost 

access to most of their friends once they left their group homes, and 

that no provisions were available to facilitate social contacts once 

independent living had begun. 

Partly as a result of a lack of suitable friends and companions, 

many retarded persons spend most of their leisure time in activities that 

do not require interaction, such as watching TV, playing a radio or a 

phonograph, or doing nothing (Katz & Yekutiel, 1974). In an observational 

study in four group homes, Bjaanes and Butler (1974) found that residents 

spent only 3% of their free time in active, goal-directed leisure behavior, 

while passive activities like napping, watching TV, or gazing predominated. 

Leisure time activities, such as hobbies, games, free play, 

and socializing with friends, are to a certain extent learned. 

Unfortunately, a lack of appropriate and durable materials as 

well as a lack of structured programs for teaching leisure activities 

do little to promote the acquisition of leisure skills (Wehman, 1977; 
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Benoit, 1955). Many severely handicapped people engage in non-functional 

leisure activities (Flavell, 1973). Favell and Cannon (1976) demonstrated 

that institutionalized severely retarded individuals do have specific 

preferences among toys and that they play more when preferred toys are 

available than when other toys are available. Professional staff members, 

however, were unable to accurately predict which toys would be preferred 

by residents. 

Simply making leisure time materials available, or even encouraging 

clients to use them, does not necessarily lead to their use (Adkins & 

Matson, 1980). Reinforcing people for using toys or materials helps, but 

does not generalize to other materials in other settings (Wehman, 1977). 

In a group horne for 14 mildly retarded adults, Johnson and Bailey (1977) 

found that making appropriate leisure time activity materials available 

(cards, puzzles, clay, paints) increased residents' participation in 

leisure time activities. Giving prizes for participation also increased 

the number of residents participating. The greatest increase in partici

pation, however, occurred when residents were specifically taught how to 

perform certain activities. These activities immediately became more 

popular than others, even others with prizes. Prizes did not increase 

and were not needed to maintain ongoing participation in the activities 

for which residents had received instruction. Other researchers have 

found that among severely retarded individuals specific instruction is 

the only effective means of increasing constructive use of leisure time 

(Adkins & Matson, 1980). 
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The goal of instruction is, of course, to enable individuals to begin 

to engage in their own leisure activities. Residential programs often 

have organized leisure time periods when other activities cease and special 

materials are made available or special activities are organized. Such 

structured arrangements, however, may detract from the purpose of leisure 

activity, which individuals should be able to engage in of their own free 

will, on their own time, and with their own friends. 

Whether retarded people live in public or community residential 

facilities, their experience within facility walls is probably not enough 

to support full personal development or the ability to cope in the 

community. Yet there are often few opportunities to participate in 

activities and with people outside the facility. Corcoran and French 

(1977) stated that: 

One of the major problems of the repatriated retarded adult 
is not his retardation, but the fact that he does not have 
the experience of living and coping in the normal community. 
He is not aware of adult leisure time opportunities available 
to him and does not have the social skills that would make 
him feel comfortable in such community settings. (p. 21) 

Gollay, Freedman, Wyngaarden, and Kurtz (1978) found differences in 

participation in a variety of community activities between previously 

institutionalized retarded people who succeeded in the community and those 

who were returned to an institution. One of the most striking aspects 

differentiating those who returned was their lack of friends. While 99% 

of all individuals remaining in the community had friends, 41% of those 

who returned to the institution were reported to have had no friends while 

living in the community. Reiter and Levi (1980) compared the social 

integration of a group of non-institutionalized mildly and moderately 
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retarded individuals with a control group of borderline retarded adults. 

Retarded people with friends had higher self-concepts (p<.l5) than 

retarded people without friends, and retarded adults who had non-retarded 

friends showed better socir.l-educational skills (reading, writing, manners, 

helping at horne) than did the other subjects (p <.04). 

Although a few friendships between retarded people and non-retarded 

members of the community come about naturally (Edgerton, 1967), the com

munity is not the source of many social activities or new friendships for 

people living in community residential facilities (Birenbaum & Seiffer, 

1976). O'Connor (1976) reported that 57% of all residents of community 

residential facilities had friends outside the facility, and 46% visited 

outside the facility with friends. An Israeli study of 128 retarded 

adults indicated that 40% of the people living in institutions had 

friends and that 13% of those living at horne with parents had friends 

(Katz & Yekutiel, 1974). 

There have been some formal attempts to establish friendships 

or volunteer relationships between retarded people and non-handicapped 

members of the community. Danker-Brown, Sigelrnan, and Bensberg (1979), 

studying 41 volunteer relationships, found a diversity of activities and 

interpersonal relationships that were not dependent upon factors of age 

or level of mental retardation. Although researchers have failed to find 

that friendships improve the ability level of retarded persons (Hohler, 

1972; Fletcher, 1979), voluntary friendships have resulted in improvements 

in social behavior and self-esteem (Hohler, 1972) and have repeatedly 

been praised for the qualitative benefits derived by both volunteers and 
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retarded individuals (Solen, Amther, Rabb, & Shelley, 1977; "A program 

for high school students," 1976; Sager, 1974). 

Family relationships are also an important source of social support. 

Balla and Zigler (1971) empirically demonstrated that visiting with 

parents and parent surrogates was associated with more independence and 

less wariness of adults on the part of institutionalized children. The 

effect was greater among residents with lower developmental levels. The 

best predictor of frequency of parents' visits was the quality of the 

parents' relationship with their child before institutionalization. 

Children's IQs were not related to the frequency of visits and distance 

from the institution to the parents' home was only slightly related to 

visitation patterns. 

Anderson, Schlottman, and Weiner (1975) found six predictors of a 

lack of parental involvement with their institutionalized children: 

presence of physical anomalies, high disparity between chronological age 

and social maturity, greater distance from the institution, the 

occupational level of the father, no required maintenance payments to the 

facility, and the parent having custody being divorced and remarried. 

Family characteristics were more important than resident characteristics 

in determining parental visitation. 

Klaber (1968) suggested that facility characteristics are also 

important determinants of family visitation. Klaber is frequently cited 

for demonstrating that the distance between parental home and institution 

was not related to whether or not parents visited their retarded sons or 

daughters, or to how frequently they visited. The same study did 
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indicate, however, that visitation patterns were different among institu

tions. The overall quality of the three institutions in Klaber's study 

(cf. Klaber, 1969) ranked exactly the same as the frequency of parental 

visits, regardless of distance. 

Recent research has also suggested that the characteristics of 

residential facilities are better predictors of social behavior and 

friendships than are the personal characteristics of individual residents. 

An observational study of 208 residents in 18 group homes for retarded 

people showed that residents spent an average of 28% of observed periods 

interacting with or in close proximity to other residents (Landesman

Dwyer, Berkson, & Romer, 1979). The number of different groups in which 

a resident was observed (extensiveness) and the amount of time a resident 

spent in each group (intensiveness) was examined. Sex and level of 

retardation were not predictors of social interaction, but the average 

level of retardation of other residents in each home, age and sex of 

other residents, the size of the facility, and the homogeneity of prior 

living history were important (p<.OS). Residents in larger homes related 

to more peers. More intense relationships (longer time in the same groups) 

occurred in homes where residents had similar prior living arrangements, 

higher average levels of intelligence and in homes that were predominantly 

female. 

Effective planning and evaluation of residential services for retarded 

people requires pertinent information about residential facilities and 

their programs as well as about their residents. During the past 13 years, 

the number of retarded people in state institutions has declined by 
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approximately 28% since reaching a peak population of 194,650 residents 

in 1967 (Lakin, 1979) . Recent surveys indicate that the number of 

community-based residential facilities and foster homes grew exponentially 

during the 1970s, so that they currently serve well in excess of 65,000 

retarded people (Bruininks, Hauber, & Kudla, 1980; Bruininks, Hill, & 

Thorsheim, 1980). Statistical indicators of population movement, however, 

provide only partial information on changes that have taken place in 

long-term residential care. Retarded people, whose social contacts are 

often limited to other residents within their own residential facilities, 

workshops, or day programs, continue to experience problems with social, 

family, and leisure activities. 

Purpose of the Study 

It is the purpose of this report to present nationally representative 

data about the family, social, and leisure activities of mentally retarded 

people living in public and community residential facilities. These 

findings were produced by the Developmental Disabilities Project on 

Residential Services and Community Adjustment as part of a four-year study 

that encompassed a comprehensive mail survey followed by in-depth inter

views at a nationally representative sample of facilities. Research 

findings and data collected through interviews addressed issues that have 

been identified as important in the deinstitutionalization process. An 

effort was made to gather information of practical importance for facility 

operators as well as for government planners and other interested groups 
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and individuals, and to examine qualitative as well as quantitative 

characteristics of mentally retarded people and their lives in residential 

facilities. 



II. METHOD 

Previous studies of residential services for mentally retarded 

people have focused on specific topics, or on specific populations, 

specific geographic areas, or specific types of facilities. Separate 

investigations of residents of public and community facilities have not 

permitted direct comparisons between the two groups. Methodologies 

involving direct observation in a few facilities have yielded insights 

about small groups of people. Large scale studies have usually been 

restricted to mail questionnaires, examination of records, or self report 

forms. 

The present study attempted to overcome many of these limitations. 

It included a national sample and used a combination of on-site interviews, 

examination of records, self report forms, observation, and telephone 

follow-up procedures. The many topics investigated permit concurrent 

comparison of many types of information. A more complete description of 

the methodology for the study is contained in a report by Hauber, 

Bruininks, Wieck, Sigford, and Hill (1981). 

Sample 

The study included 2271 retarded individuals in 236 residential 

facilities. A two-stage probability sample design was developed in 

cooperation with the Sampling Section of the Survey Research Center at 

ll 
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the University of Michigan's Institute for Social Research. In the first 

stage, a sample of facilities was selected in such a way that the 

probability of a facility's selection was proportionate to its size (i.e., 

number of residents) and so that the distribution of sample facilities 

across census regions and size classes was in close agreement with the 

distribution of the national resident population (Hess, 1979a, 1979b). The 

following criteria were used to define facilities: 

A community residential facility (CRF) is any community
based living quarter(s) which provides 24-hour, 7 days-a
week responsibility for room, board, and supervision of 
mentally retarded persons as of June 30, 1977, with the 
exception of: (a) single family homes providing services 
to a relative; (b) nursing homes, boarding homes, and 
foster homes that are not formally state licensed or con
tracted as mental retardation service providers; and 
(c) independent living (apartment) programs which have no 
staff residing in the same facility. 

A public residential facility (PRF) is any state sponsored 
and administered facility which offers comprehensive program
ming on a 24-hour, 7 days-a-week basis. 

Public facilities were sampled from a complete 1977 list of public 

residential facilities maintained by the National Association of Super-

intendents of Public Residential Facilities. Community facilities were 

sampled from among 4,427 facilities that participated in a 1977 national 

mail questionnaire survey (Bruininks, Hauber, & Kudla, 1979). 

In the second sampling stage, a sampling fraction of residents 

within each facility was determined so that the total sample size would 

be approximately 1000 PRF and 1000 CRF residents. This design was 

intended to provide an unbiased representation of all mentally retarded 

residents in public and community residential facilities in the United 

States in 1978. 
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Five sample groups of residents were selected independently. The 

two primary groups were current residents of CRFs and current residents 

of PRFs: 

Current Resident. Any mentally retarded person on the rolls 
of a facility as of the night prior to preparing the sample 
list, and for whom a bed was held on a 24 hour-a-day basis, 
even though he or she might have been temporarily away on 
overnight leave or in a hospital. Residents on trial 
placement at another facility were excluded. 

Within PRFs three additional samples were selected: 

New Admission. A mentally retarded resident who had been 
admitted for the first time to a sample facility during the 
time period of July 1, 1977 through August 31, 1978. 

Readmission: A mentally retarded resident who had been 
admitted for the second time or more to a sample facility 
during the time period of July 1, 1977 through August 31, 
1978. 

Released Resident. A mentally retarded person who had left, 
been transferred, formally released or discharged from a 
sample facility (for reasons other than death) during the 
time period January 1, 1978 through August 31, 1978. The 
person was no longer officially on the rolls of the facility; 
or the facility no longer maintained a bed for the person's 
use. 

This report includes data on CRF current residents, PRF current 

residents, and on new admissions and readmissions to PRFs. Information 

about PRF released residents is discussed in a related project 

publication (Sigford, B£uininks, & Lakin, 1981). 

Response Rate and Sample Weighting 

Tables 1 and 2 present a summary of response rates for the study. 

Several facilities that declined to participate or had closed after the 

time of original selection were replaced by other facilities of the same 
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Table 1 

Summary of Facility Selection 

Facilities 

CRFs 

PRFs 

Originally 
selected 

180 

78 

Participants 

154 

72 

Table 2 

Replacement 
facilities 

7 

3 

Summary of Resident Selection 

Originally Participating 
Group designated residents 

CRF current residents 1024 965 

PRF current residents 983 953 

PRF new admissions 220 211 

PRF readmissions 210 192 

PRF releases 497 478 

Final 
participants 

161 

75 

Weighted a 

964 

997 

286 

244 

494 

aweighted for facility non-response and disproportionate sampling. 

size and from the same geographic region. At the time of sample selection 

there were six community residential facilities in the United States that 

had more than 400 residents. Only one of these facilities agreed to 

participate in the study. After an extensive but unsuccessful effort to 

recruit these non-participating facilities, project staff decided to keep 

the one participating facility in the study, make no adjustment for non-

response of the other large facilities. Therefore, CRFs with more 

than 400 residents are underrepresented in the sample. 
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The sample design specified the appropriate number of residents to 

sample within each facility. No adjustment was made for non-response of 

individual residents or non-response on individual questionnaire items 

because it was not felt that the relatively limited number of non-responses 

was biased in a particular direction. A weight adjustment of resident 

data was made for facility non-response and for disproportionate sampling 

(cf. Hauber, et al., 1981). This adjustment, although minor, assured that 

each resident represented the appropriate proportion of residents in the 

population as a whole. 

Descriptive data presented in this report are weighted. All 

statistical analyses, however, were based upon unweighted data in order 

to assure probability values based upon actual sample size. 

Survey Instruments 

The eleven instruments used in the study were based upon research 

issues identified in the literature and reviewed by a national panel of 

30 people knowledgeable about services for mentally retarded persons. 

Many sources were used in the development and review of specific question

naire items, and each item was again reviewed by outside experts. Field 

procedures and interview content were pilot tested in a sample of Canadian 

residential facilities, and some interview questions were revised as a 

result of the pilot test. A second field test was conducted in a group 

of United States facilities to assure that final survey instruments and 

procedures were optimal. 
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An administrator interview questionnaire, financial questionnaire, 

staff composition list, staff separation list for a 30-day period, and 

physical plant description self-report forms gathered information about 

each facility and its administrative characteristics. Demographic infor

mation about individual residents, including date of birth, date of 

admission, previous type of residential placement, age, height, weight, 

and diagnosed degree of retardation, was obtained from each resident's 

records. 

Interviews about residents were conducted with direct-care staff 

persons who had known each resident selected for the sample for at least 

two months. Each interview, which lasted approximately one hour, gathered 

information about program plans, day programs, leisure time activities, 

family and social contact, specialized services, characteristics of the 

residential environment, and physical, health, and behavioral character

istics of each resident. Although care persons sometimes consulted 

residents' records, they were not required to do so. 

In the section of the interview that examined leisure time activities 

(Appendix A), the care person was shown a list of activities and asked to 

indicate in which activities a resident had participated during the last 

seven days. The care person was also asked to specify any activities that 

were not on the list and to indicate which activities the resident spent 

most time doing. If care persons thought that there were some activities 

that residents would like to participate in but had not, they were asked 

why they thought the resident's participation was limited. 
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Family contacts and residents' friendships were assessed in a similar 

manner (Appendix B) . Questionnaire items were designed to make maximal 

use of the care person's knowledge. Objective criteria and exact time 

frames were specified whenever possible. To identify friendships, staff 

were asked, "Now I'd like to ask you about any friends (RESIDENT'S NAME) 

may have, not counting (his/her) relatives. I mean special friends, not 

just people who know (him/her) by name: someone who does something special 

with (RESIDENT'S NAME) on their own time, not as part of their regular 

paid employment; someone who (RESIDENT'S NAME) looks forward to seeing 

and doing things with. Does (RESIDENT'S NAME) have any friends like this?" 

If the reply was "no," the staff person was further asked, "Is there any

one other than a relative who takes a very special interest in (RESIDENT'S 

NAME) even though (he/she) doesn't seem to (like/recognize) them?" 

Additional questions determined the number and relationships of friends. 

Berkson and Romer (1980) noted that staff naming of residents' 

friendships, resident namings of their own friends, and friendships 

objectively defined as pairs of individuals who were seen together during 

at least 3% of observation periods showed only 16% to 19% agreement. 

They also found, however, that many of the friendships identified by any 

of the three methods were unstable over time. After a three-month period 

new lists of friends were prepared. Staff and direct observation were 

equally in agreement: 25.1% of the friends named by staff appeared on 

earlier and later lists; 26.3% of observed friendships appeared on both 

lists. Residents themselves were in only 19.5% agreement after three 

months as to who their friends were. The average number of friends, 

defined by observation was 2.8 per resident. 
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In another study Landesman-Dwyer, Berkson, and Romer (1979) defined 

friends as pairs of residents who spent more than 10% of the observed 

time periods together. Sixteen peer friendships were identified among 208 

residents in 8 of 18 group homes. In response to a direct question, staff 

members or people present in the home had correctly identified 12 of the 

16 observed friendships. Staff also identified 8 friendships that had not 

been observed. In each case there were logical explanations why these 

friendships escaped observation (e.g., gone for the weekend, bedroom door 

closed) . 

The present study made an effort to use specifically worded questions 

to identify regular stable friendships, but not casual acquaintances or 

pairs of individuals who happened to live or work in close physical 

proximity. The Berkson and Romer (1980) and Landesman-Dwyer et al. (1979) 

studies suggest that staff reports are a reliable and valid means of 

assessing friendships among mentally retarded people in residential 

facilities. 

Procedure 

Interviews were conducted between September, 1978, and April, 1979, 

in 236 residential facilities. Trained interviewers employed by the 

Survey Research Center of the University of Michigan worked under super

vision of the Center's field office and followed step-by-step instructions 

included in training materials. At each facility interviewers selected 

a predetermined number of mentally retarded residents according to a 

random sampling procedure. A staff person most familiar with each resident 
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was then identified and interviewed about the resident. Certain infor

mation was obtained from residents' records. Completed interviews were 

returned to Michigan for editing and coding in collaboration with 

Minnesota staff, and coded information was forwarded to Minnesota for 

analysis. 



Ill. RESULTS 

Table 3 presents information summarized from the records of the four 

samples of residents: CRF residents, PRF residents (including appropriate 

proportions of new admissions and readmissions), PRF new admissions, and 

PRF readmissions. Independently selected samples of PRF new admissions 

and readmissions provided detailed information specifically about these 

two groups. 

Males outnumbered females in both community residential facilities 

(CRFs) and public residential facilities (PRFs). Although 5.2% of PRF 

new admissions were less than six years old, less than 1% of the PRF 

population as a whole were in this age group. CRF residents were 

relatively younger than residents in PRFs. Almost 17% of CRF residents 

were less than 16 years old, compared with only 10.2% of all PRF residents. 

People 62 or more years old comprised 3.9% of CRF residents and 5.6% of 

PRF residents. 

Nearly every resident's record (98%) contained either an IQ score or 

a diagnosed level of retardation. The most recent diagnosis or IQ score 

was used, although neither the source of the evaluation nor the specific 

test of intelligence was recorded by interviewers. In order to calculate 

sampling errors, information on this item was imputed for the 2% of the 

total sample whose records did not indicate a level of retardation. There 

were 75% of PRF residents and 37.5% of CRF residents who were either 

21 



Table 3 

Demographic Characteristics of Residents 

CRF PRF PRF PRF 
Characteristic residents residents new admissions readmissions 

N % N % N % N % 

Sex 
Male 579 60.1 552 55.4 171 59.8 157 64.3 
Female 385 39.9 445 44.6 115 40.2 87 35.7 

Age in years 
<6 12 1.2 7 . 7 15 5.2 2 .8 
6-10 44 4.6 29 2.9 40 14.0 14 5.7 
11-15 106 11.0 66 6.6 30 10.5 25 10.2 
16-20 172 17.9 143 14.3 55 19.2 46 18.9 N 

N 

21-30 265 27.5 336 33.7 68 23.6 85 34.8 
31-40 176 18.2 192 19.3 45 15.7 40 16.4 
41-50 81 8.4 81 8.1 22 7.7 22 9.0 
51-61 71 7.4 87 8.7 8 2.8 9 3.7 
62+ 37 3.9 56 5.6 3 1.0 1 .4 

Level of retardation 
Borderline (IQ 69-84) 97 10.1 14 1.4 10 3.5 13 5.3 
Mild (IQ 52-68) 229 23.8 78 7.8 46 16.1 52 21.3 
Moderate (IQ 36-51) 276 28.7 150 15.0 62 21.7 61 25.0 
Severe (IQ 20-35) 248 25.8 287 28.8 83 29.0 56 23.0 
Profound ( IQ < 20) 113 11.7 468 46.9 85 29.7 62 25.4 
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severely or profoundly retarded. Almost 34% of CRF residents were border

line or mildly retarded, compared with only 9.2% of PRF residents. PRF 

new admissions and readmissions tended to be less severely retarded than 

the PRF population as a whole. The distribution of intelligence among PRF 

readmissions was similar to the distribution for CRF residents. 

Leisure Activities 

Direct-care staff were asked about leisure activities in which each 

resident had participated during the seven days before the interview. 

Residents' leisure time activities are reported in Table 4. Watching 

television was popular among all residents. Approximately 40% of each 

sample group had attended church during the week. Of the CRF residents, 

43% had been shopping, 33% went out to eat, 27% to a movie or a concert, 

and 6% had gone out on a date. Residents of PRFs were less likely to 

have gone shopping during the week (11.8%), or out to eat (15%), but more 

likely than CRF residents to have gone for a walk outdoors (47.6%), 

attended a party or dance (34.9%}, or gone to a movie or concert (34.7%). 

Although interviewers did not ascertain the location of various 

leisure activities, it is likely that residential facilities, particularly 

PRFs, sometimes sponsored movies and parties that residents attended 

within the facility, and that walks and field trips were organized as 

group activities. Less than half of either PRF or CRF residents had used 

any unstructured time during the week to play with toys, or engage in 

games, hobbies, or other personal projects. 

Only 4.5% of PRF residents and 16.1% of CRF residents had visited 

with a friend from outside the residential facility. In PRFs, however, 



Table 4 

Leisure Time Activities during a One-Week Period 

CRF PRF PRF PRF 
Activity residents residents new admissions readmissions F 

N % N % N % N % 

TV, radio, records 899 93.3 834 83.7 242 83.7 211 86.1 14.05*** 

Religious services 441 45.8 430 43.2 108 37.4 109 44.5 3.11 

Played with toys, games 457 47.4 396 39.8 127 43.9 125 51.0 5.15* 

Went for a walk outdoors 281 29.1 474 47.6 143 49.5 105 42.9 20.33*** 

Attended a party, dance 293 30.4 348 34.9 116 40.1 103 40.1 6.34** 

Movie, concert 264 27.4 346 34.7 106 36.7 112 45.7 8.89*** 

Went shopping 409 42.5 118 11.8 45 15.6 47 19.2 82.76*** 
f'V 
~ 

Went out to eat 313 32.5 149 15.0 63 21.8 48 19.6 25.33*** 

Participated in sports 252 26.1 150 15.1 58 20.1 55 22.4 11.22*** 

Hobbies, projects 255 26.4 110 11.0 28 9.7 50 20.4 26.41*** 

Field trip 167 17.3 169 17.0 49 17.0 50 20.4 .63 

Visited a friend from outside 
155 16.1 45 4.5 32 11.1 17 6.9 25.32*** 

this residential facility 

Watched sporting event 103 10.7 58 5.8 24 8.3 32 13.1 6.92*** 

Saw foster grandparent 43 4.5 114 11.4 38 13.1 24 9.8 10.39*** 

Attended club or meeting 113 11.8 28 2.8 14 4.8 9 3.7 19.86*** 

Went out on date 61 6.4 17 1.7 5 1.7 6 2.4 11.84*** 

Reading, writing 33 3.4 11 1.1 4 1.4 7 2.9 4.64* 

Average number of activities 4.7 3.8 4.1 4.5 18.28*** 

* p < . 01 **p<.001 ***p <.0001 
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11.4% of residents spent time with a foster grandparent, compared with 

4.5% of CRF residents. The nationally orqanized foster grandparent 

program pairs volunteers over 60 years of age with handicapped individuals 

for both leisure and structured activities on a regular basis (ACTION, 

1972). 

The activities of PRF new admissions were similar to those of all 

PRF residents, although new admissions were more likely to have visited 

outside friends, gone shopping or out to eat, to have watched a sporting 

event, or to have participated in sports. This tendency toward relatively 

more active leisure activities was also evident among PRF readmissions 

who, like new admissions, were somewhat less severely handicapped than the 

general PRF population. 

On the average, CRF residents participated in 4.7 categories o£ 

leisure activity, compared with an average of 3.8 activities for PRF 

residents. Staff were asked if there were additional leisure activities 

in which residents would like to participate, or would like to spend more 

time. Table 5 reports that staff felt that 38% of CRF residents and 32% 

of PRF residents desired additional leisure time activities, and reports 

the reasons that staff felt interfered with additional activities. The 

lack of someone to accompany residents was a major impediment among all 

resident groups. Some leisure activities which were within the mental and 

physical abilities of residents took place in locations that residents 

could not reach alone or where they needed some general supervision, 

perhaps by staff, a friend, volunteer, or by a more independent peer. 

Many leisure activities are social in nature and are not enjoyable alone, 



Table 5 

Reasons Interfering with Additional Desired Leisure Activities 

Reason 

Nobody to accompany resident 

Desired activity not available 

Lack of transportation 

Lack of money 

Lack of time 

Social or behavior problems 

Ability too limited 

Physical or health problem 

Other 

Total who desired additional 
leisure activities 

*P <. 05 **p < .001 

CRF 
residents 

N % 

118 12.4 

142 14.9 

83 8.7 

77 8.1 

46 4.8 

48 5.0 

55 5.8 

7 .7 

44 4.6 

366 38.2 

PRF 
residents 

N % 

156 16.1 

85 8.8 

71 7.3 

48 4.9 

49 5.1 

45 4.6 

24 2.5 

5 .5 

24 2.5 

316 32.3 

PRF PRF 
new admissions readmissions 

N % N % 

43 15.2 38 16.1 

29 10.3 26 11.0 

24 8.5 14 5.9 

21 7.4 26 11.0 

19 6.7 10 4.2 

35 12.4 23 9.7 

4 1.4 6 2.5 

8 2.8 1 .4 

5 1.8 8 3.4 

120 42.3 102 42.0 

F 

2.39 

6.01** 

1.86 

3.18* 
N 
(j'\ 

.56 

6.18** 

6.70** 

6.95** 

3.36* 
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even for residents who were otherwise capable of going places or doing 

things. The need for accompaniment did not simply mean a lack of trans

portation, cited separately as a problem for 8.7% of CRF residents and 

7.3% of PRF residents, or a lack of ability, cited for 5.8% of CRF 

residents and for 2.5% of PRF residents. 

Staff felt that the simple unavailability of desired leisure 

activities was a problem for 14.9% of CRF residents and for 8.8% of PRF 

residents. Lack of money and lack of free time were a problem for some 

residents. Physical ability and health problems were seldom seen as 

limiting factors. Inappropriate social behavior or behavior problems 

interfered with leisure activities for 5% of all CRF residents and for 

4.6% of all PRF residents. Among PRF new admissions and readmissions, 

however, behavior problems were viewed as more important issues, second 

only to lack of accompaniment as a factor interfering with leisure 

activities. 

Because the basic ability levels of residents influence the nature 

of their leisure activities and interpersonal relationships, selected 

behavioral characteristics are reported in Table 6. Physical and 

behavioral characteristics of residents are described in more detail in 

a separate report (Hill & Bruininks, 1981). Behavioral characteristics 

were assessed with the Behavioral Characteristics Assessment, a 65-item 

scale which direct-care staff completed for each resident. Table 6 shows 

the percentage of residents who passed each item--residents who staff 

reported were at or above the level where they could perform the listed 

activity well on their own if given the opportunity. 



Table 6 

Residents' Behavioral Characteristics 

Item 

Responds to the presence of another person by smiling 
or turning head. 

When given a choice between two objects or toys, 
usually points at or otherwise indicates which of 
the two he/she prefers. 

Finds favorite toys or objects that are always kept 
in the same place. 

Plays catch or another simple game with another person. 

Goes outside unsupervised in an unfenced yard for 
ten minutes without wandering away or getting lost. 

Finds something to do or asks if there is something to 
do when he/she is unoccupied for more than 15 minutes. 

Goes four blocks from horne, school, or work alone or 
with peers without getting lost. 

Without supervision, uses money to make minor purchases 
at local stores or fast food restaurants (but need 
not count change correctly) . 

If lost, asks directions, telephones for help, or 
otherwise regains sense of direction and finds 
plann~d destination. 

Independently determines by looking at a clock when it 
is time to go to school or work, eat, or to be horne. 

Plans and entertains others in own residence--provides 
food, beverage, or appropriate activity. 

Reads and understands written sentences and simple 
instructions well enough to follow directions; for 
example, on a box of cake mix. 

Locates or follows directions to a specific street 
address several miles away. 

CRF 
residents 
N % pass 

897 

848 

842 

719 

741 

503 

490 

432 

361 

351 

195 

170 

163 

93.9 

88.6 

88.4 

75.4 

76.9 

52.7 

50.8 

45.3 

37.9 

36.7 

20.5 

17.8 

17.1 

PRF PRF 
residents new admissions 
N % pass N % pass 

852 85.5 248 87.3 

686 68.9 211 74.5 

655 66.2 206 72.8 

570 57.3 187 65.8 

511 51.3 170 59.4 

235 23.7 89 31.3 

281 28.3 102 35.7 

229 23.1 104 36.9 

135 13.6 63 22.4 

151 15.2 62 21.8 

77 7.8 53 18.7 

42 4.2 25 8.9 

66 6.7 38 13.4 

PRF 
readmissions 

N % pass 

228 

200 

206 

176 

161 

103 

127 

110 

87 

84 

52 

42 

43 

94.2 

82.3 

85.1 

72.7 

66.0 

42.6 

52.0 

45.5 

36.0 

34.9 

21.6 

17.5 

17.8 

N 
CX) 
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The ability to give some sign of recognition is an elementary form 

of social interaction. Giving a sign of recognition was at the limits 

of the demonstrated ability of 6.1% of CRF residents and 14.5% of PRF 

residents. 

Many residents were unable to indicate a choice among activities or 

materials. When presented with two objects such as toys, 11.4% of CRF 

residents and 31.1% of PRF residents did not indicate a preference. It 

was reported to be equally difficult for residents to find a favorite toy 

or possession on their own. Simple interactive games such as catch were 

beyond the ability of 24.6% of CRF residents and 42.7% of PRF residents. 

It is evident that sizeable proportions of residents required the benefit 

of staff assistance in learning social responses, to make choices, or to 

take some initiative that would promote the enjoyable use of their leisure 

time. 

Seventy-seven percent of CRF residents and 51.3% of PRF residents 

were able to spend time outside the facility in an unfenced yard without 

direct supervision. Fewer residents, however, were able to venture into 

the nearby neighborhood on their own (50.8% of CRF residents and 28.2% 

of PRF residents). Forty-five percent of CRF residents and 23.1% of PRF 

residents could make a simple purchase in a store, though few could count 

change. Only 37.9% of CRF residents and 13.6% of PRF residents could go 

beyond the immediate neighborhood on their own. 

Social Interaction and Friendship 

Table 7 indicates that few residents had any regular interaction with 

non-handicapped members of the community. Only 15.8% of CRF residents 



Table 7 

Frequency of Regular Social Contact with Non-Handicapped People of Similar Age 

CRF PRF PRF PRF 
Frequency residents residents new admissions readmissions x2 

N % N % N % N % 

Several times/week 62 6.6 15 1.5 2 .7 4 1.7 120.70* 

Once/week 51 5.4 15 1.5 5 1.8 2 .8 
w 
0 

Several times/month 21 2.2 1 .1 2 . 7 0 

Once/month 14 1.5 5 .5 2 . 7 0 

Several times/year 12 1.3 4 .4 3 1.1 2 .8 

Once/year 1 .1 0 - 0 - 0 

No regular social contact 778 82.2 938 95.5 265 94.3 232 95.5 

*p <. 0001 
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had even regular monthly social contact with a non-handicapped peer (some-

one of about the same age, other than staff or familyJ. The proportion 

was even smaller among PRF residents (3.7%). Most residents were reported 

to get along well with each other. Table 8 indicates that there were no 

statistically significant differences among residents in CRFs and PRFs 

in this respect. 

Residents made friends mostly with other residents in the same facility 

or with non-handicapped staff or volunteers with whom they came in contact 

at their residential facilities or in daytime programs. As reported in 

Table 9, 50.4% of CRF residents and 24.6% of PRF residents were reported 

to have friends--people whom they liked and with whom they did things on 

their own time. Because many residents were very severely handicapped 

and limited in social responsiveness, staff who reported that a resident 

had no friends were also asked if there was anyone who, on their own time, 

had developed a special relationship with a resident--who showed a special 

interest and regularly did things with or for the resident. The following 

notes of an interviewer mention such a relationship: 

The resident this care person talked about is a total care 
little girl about eleven years old. Only outside contact 
(besides mother) is a previous staff member who has retired. 
She visits this resident at least three times a week and 
rocks her and holds her. The client responds to this affection 
by relaxing and sleeping peacefully. Care person said staff 
members are discouraged from doing this because of the time 
factor, and other duties take priority. 

Questions about special relationships, asked only for residents who 

were reported to have no other friends, revealed that 7.5% of CRF residents 

and 12.2% of PRF residents had special relationships. Many of these 

residents were severely or profoundly retarded. 



Table 8 

How Residents Get Along with Their Peers 

CRF PRF PRF 
Getting Along residents residents new admissions 

N % N % N % 

Very well, no problems 379 39.7 373 38.1 88 31.1 

Generally well, few problems 458 47.9 454 46.4 148 52.3 

Not very well 118 12.4 151 15.4 47 16.6 

PRF 
readmissions 

N % 

83 34.2 

114 46.9 

46 18.9 

x2 

8.14 

w 
N 



Table 9 

Friendships of Residents 

CRF PRF PRF PRF 
Friend residents residents new admissions readmissions F -N % N % N % N % 

Personal friends 486 50.4 245 24.6 88 30.3 74 30.2 50.84** 
Special relationships 72 7.5 121 12.2 47 16.3 36 14.7 3.55* 

Total 558 57.9 366 36.7 135 46.6 110 44.9 33.23** 

Type of Friend 
Peer 253 26.2 111 11.1 28 10.0 36 14.8 
Facility staff 96 10.0 91 9.1 35 12.1 29 11.9 
Volunteer, advocate, 

104 10.8 43 4.3 12 4.1 6 2.5 foster grandparent 
Romantic friend 91 9.4 25 2.5 13 4.5 10 4.1 
Current teacher or boss 35 3.6 17 1.7 8 2.8 6 2.5 w 
Former staff 17 1.8 11 1.1 5 1.7 3 1.2 w 

Friends of family 19 2.0 3 . 3 2 .7 5 2.0 
Another program's staff 8 .8 7 .7 2 . 7 0 
Someone from church 13 1.3 1 .1 0 - 0 
Neighbor 10 1.0 1 .1 2 .7 0 
Other 15 1.6 3 . 3 1 . 3 3 1.2 

Type of Special Relationship 
Peer 11 1.1 7 .7 5 1.7 1 .4 
Facility staff 51 5.3 97 9.8 35 12.1 27 11.1 
Volunteer, advocate, 

6 .6 13 1.3 8 2.8 1 .4 foster grandparent 
Romantic friend 1 .1 1 .1 0 - 0 
Current teacher or boss 13 1.3 8 .8 2 .7 5 2.0 
Former staff 4 .4 0 - 0 - 5 2.0 
Friends of family 0 - 2 . 2 0 - 0 
Another program's staff 0 - 4 .4 4 1.4 1 .4 
Someone from church 0 - 1 .1 3 1.0 0 
Neighbor 1 .1 0 - 0 - 0 
Other 2 .2 1 .1 1 . 3 2 .8 

*p <. 05 **p <. 0001 
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Overall, only 57.9% of CRF residents and 36.7% of PRF residents were 

reported to have friends or special relationships. PRF new admissions 

and readmissions were more likely than other PRF residents to have friends. 

Although differences among groups were statistically significant, the 

proportion of residents without any friends was large among all groups. 

The majority of friendships were with other residents in the same 

facility or day program. Approximately 10% of CRF and PRF residents had 

friends who were staff members, staff with whom they spent time during 

the staff's off-duty hours. Approximately l% of all residents had friends 

among staff who no longer worked at the residential facility. Volunteers 

were friends of 10.8% of CRF residents and 4.3% of PRF residents. 

Special relationships often occurred with residents who were unable 

or unwilling to overtly reciprocate--they were maintained primarily by the 

opposite member of the pair, although both friends no doubt benefitted. 

Staff members had such relationships, one of which was described by an 

interviewer, with 5.3% of CRF residents and with 9.8% of PRF residents: 

Resident is a patient in the medical unit of this facility. 
He will always be in this unit due to very poor physical 
condition. He must have daily physical check by an M.D. 
Care person likes this resident. He was sure he got a smile 
from him. It's the first indication of any real recognition. 
Resident seems calmer when this care person is near him--
he appeared to be relaxed and comfortable. However when 
care person made a move away from resident's eye contact, 
a tenseness took over, an anxiety appeared in the resident's 
eyes. He is such a little guy--care person said he needed 
love. I agree. A member of the housekeeping staff evidently 
feels the same because before she leaves for horne at night 
she will come and sit beside his crib and sing or croon to 
him just to give him something more than regular care. 
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Volunteers, other residents, or staff from residents' day programs 

also occasionally took a special interest in a resident. Friendships 

outside the residential facility or its organized volunteer programs were 

rare. Few residents had friends among neighbors, people from church, 

friends of the resident's family, or "others." 

Family Contact 

Staff were asked if residents had any contact with their relatives. 

Table 10 indicates that 66.1% of CRF residents were reported to have some 

contact with their parents, 34.7% with a brother or sister who no longer 

lived with the parents, and small proportions of residents saw their 

grandparents, aunts or uncles, or other relatives. A significantly smaller 

proportion of PRF residents had contact with their parents (52.9%), 

siblings (22.5%), or others, although new admissions and readmissions were 

similar to CRF residents in regard to parental contact. It is likely that 

parents had maintained some contact with newly admitted or readmitted 

residents. 

If only one of two parents had contact with their retarded son or 

daughter, it was likely to be the mother. Only approximately 5% of 

residents saw their father without the mother also being involved, whereas 

approximately 25% of all residents had contact with their mother only. 

Table 11 shows that some relatives restricted their visits with 

residents to the residential facility; sometimes residents went to their 

relative's home to visit; and some residents never actually saw their 

relatives but maintained contact through letters, gifts, or parental 



Table 10 

Family Contact with Residents 

CRF PRF PRF PRF 
Relative residents residents new admissions readmissions F -

N % N % N % N % 

Parents 629 66.1 515 52.9 194 68.1 162 68.9 16.85* 

Mother only 215 22.6 227 23.3 83 29.1 74 31.5 1.93 

Father only 55 5.8 43 4.4 13 4.6 9 3.8 1.25 

Sibling not living with parents 330 34.7 219 22.5 74 26.0 53 22.6 13.12* 
w 
0" 

Grandparent 35 3.7 34 3.5 11 3.9 15 6.4 .68 

Aunt/uncle 37 3.9 42 4.3 18 6.3 10 4.3 .85 

Cousins 12 1.3 5 .5 0 - 4 1.7 2.43 

Other 33 3.5 27 2.8 18 6.3 8 3.3 .99 

Total 797 83.5 674 69.0 245 86.0 192 80.3 21.77* 

Note: Columns do not sum to total because many residents had contact with several types of relatives. 

*p <. 0001 



Table 11 

Place and Frequency of Contact with Relatives 

CRF PRF PRF PRF 
Place/Frequency residents residents new admissions readmissions F ----

N % N % N % N % 

Residents visit with relatives 760 79.8 622 63.2 229 80.4 182 76.5 24.68* 
Visit only at facility 154 16.2 279 28.4 73 25.3 40 16.7 12.53* 
Visit only at relative's home 149 15.7 65 6.6 39 13.5 25 10.5 13.73* 

Frequency of visits at a 
relative's home 

Several times/week 10 1.1 1 .1 4 1.4 0 
Once/week 63 6.6 14 1.4 12 4.3 7 3.0 
Several times/month 97 10.2 37 3.8 22 7.9 20 8.6 
Once/month 86 9.1 35 3.6 22 7.9 15 6.4 w 

......] 

Several times/year 258 27.2 159 16.4 65 23.4 68 29.2 
Once/year 92 9.7 97 10.0 31 11.2 32 13.7 

Frequency of visits at facility 
Several times/week 15 1.6 5 . 5 2 . 7 2 .9 
Once/week 59 6.3 25 2.6 14 4.9 12 5.1 
Several times/month 76 8.1 55 5.7 27 9.5 17 7.3 
Once/month 98 10.4 68 7.1 30 10.6 32 13.7 
Several times/year 236 25.1 270 28.0 87 30.7 73 31.3 
Once/year 126 13.4 134 13.9 30 10.6 21 9.0 

Contact but no visits 37 3.9 52 5.3 16 5.6 10 4.2 

No contact 158 16.5 303 31.0 40 14.0 47 19.7 

*p < .0001 
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input at planning conferences. Sixty-four percent of CRF residents 

occasionally visited a relative's home; 16.2% received visits only at 

their own residential facilities. Thirty-five percent of PRF residents 

visited their relative's homes; 28.4% visited only at their facility. 

Table 12 reports staff's opinions about why residents did not see 

their relatives more often. The table includes only residents who had 

personal contact with their families, but less than weekly. Reasons 

detracting from family contact were similar for all resident groups. 

Staff felt that distance as a primary controlling factor affecting 

approximately one-third of the residents. Characteristics of the residents' 

families were frequently cited, including family obligation to work and 

other family members, parent's age or health status, and difficulty with 

finance or transportation (regardless of distance) . A general lack of 

interest in residents was cited for the families of 16.2% of CRF residents 

and 15.6% of PRF residents. A category of responses labeled "family feels 

sad or upset" may have reflected partly facility or program characteristics 

and partly characteristics of the residents themselves. Residents' 

behavior problems were cited as controlling factors for only 4.4% of this 

sample of PRF residents and for only 3.7% of the sample of CRF 

residents. Behavior problems were more of a problem for PRF new 

admissions and readmissions. In only a small proportion of cases were a 

resident's lack of responsiveness to the visit mentioned. In some cases 

facility policies were reported to discourage family visitation. 



Table 12 

Staff Opinion about Factors Limiting Family Contact 

CRF PRF PRF PRF 
Barrier residents residents new admissions readmissions F 

(N=653) (N=563) (N=l85) (N=l5l) 

Distance 37.8% 37.7% 35.1% 30.5% .5 

Other family obligations 
26.2 24.3 36.2 23.2 2.64 

(work, family) 

Parents old, ill, handicapped 15.8 24.2 15.7 17.2 5.37** 

Relatives do not seem to be 
16.2 15.6 10.8 7.3 2.32 

interested in resident 

Difficulties with transportation 9.5 10.5 13.5 20.5 4.14** 

Family feels sad/upset after 
8.3 9.6 10.8 5.3 .87 

visiting 

Financial problems; cannot w 

5.2 6.7 6.5 14.6 4.51* \..0 

afford the trip 

Resident's behavior problem 3.7 4.4 9.2 8.6 2.86* 

Facility policies discourage 
4.7 1.6 2.7 1.3 4.51* 

visiting 

Resident does not respond to family 2.1 3.4 3.1 4.0 .60 

Family wants to encourage 
2.3 .4 . 5 3.95** 

independence 
-

Resident upset by visit 1.5 1.4 1.1 . 7 .31 

Note: Figures are percentage of residents who had contact with relatives, but less than weekly. 
Up to three reasons were recorded for each resident. 

*p<.os **p<-.ol 



IV. DISCUSSION 

Empirical studies of the quality of life in residential facilities 

consistently stress the importance of individualization. Some indexes of 

quality of care examine the overall manner in which residents are managed: 

whether set schedules predominate over activities geared to individual 

circumstances (King, Raynes, & Tizard, 1971) and whether facility practices 

encourage active and autonomous behavior by residents (Jackson, 1969; 

McLain, Silverstein, Hubbel, & Brownlee, 1975). 

The size of a facility is no more important than the practices that 

take place within it (Baroff, 1980). Even within a single facility it is 

possible to reliably discriminate differences in quality among individual 

units or wards (McLain et al., 1975). Increasing the staff to resident 

ratio usually increases the number of staff-resident interactions, but 

the quality of these interactions (largely neutral) does not necessarily 

change (Harris, Viet, Allen, & Chinsky, 1974; Viet, Allen, & Chinsky, 

1976). Creating smaller groups of residents, however, while maintaining 

the staff to resident ratio (for exa~nple, l staff with 10 residents 

instead of 2 staff with 20 residents), tends to make the quality of inter

actions more positive and personal (Harris et al., 1974). 

Individual attention and individually suited roles and activities 

are at the core of quality of life. Although typical school and work 

routines and certain habilitative programs may require a great deal of 

41 
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structure, family, leisure, and social activities should be derived from 

personal preference and must permit individual choices. There is a wide 

variation in the amount of time that non-handicapped members of society 

spend in active leisure or social activity or with their family or other 

relatives. Bell, Schoenrock, and Slade (1975) attempted to establish 

criteria for evaluating the use of leisure time by surveying both 

previously institutionalized retarded individuals and non-retarded 

residents of a typical community. Findings indicated that non-retarded 

community residents participated in leisure activities outside the home 

to a greater degree than the mentally retarded group did, and that mildly 

retarded people did more outside the home than moderately retarded people 

did. Two exceptions to this pattern were movies, attended equally by all 

groups, and church, attended more often by moderately retarded people. 

Retarded individuals more frequently expressed problems finding friends 

(same and opposite sex) and problems figuring out what to do with their 

time than did non-handicapped people. It was concluded that previously 

institutionalized retarded people living in the community needed help with 

filling leisure hours. 

The present study identified many similarities between public and 

community residential facilities with regard to the social and leisure 

activities of residents. Direct-care staff reported that approximately 

two-thirds of their residents were satisfied with their leisure activities. 

The rate of participation in various activities reported in the present 

study was roughly similar to the rate of participation that O'Connor 

reported for CRF residents in 1974, although PRFs and CRFs today serve 

relatively larger proportions of more severely handicapped residents. 
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Staff reported that 38.2% of CRF residents and 32.3% of PRF residents 

would like to participate in additional leisure time activities. Except 

among PRF new admissions and readmissions with behavior problems, 

residents' personal characteristics, including their basic ability levels, 

were not considered to severely interfere with leisure activities. Although 

PRF residents were generally more severely retarded, CRF staff more 

frequently cited limited ability as a factor interfering with leisure 

activity. The largest single problem reported for CRF residents (14.9%) 

was that the leisure activity they desired was unavailable, significantly 

less often a problem reported for PRF residents (8.8%) by PRF staff. 

Staff's leading concern, affecting 12.9% of CRF residents and 16.1% 

of PRF residents was that there was "no one to take him/her." This may 

have partially reflected staff shortages, but also the need for friends 

and volunteers. There appeared to be many organized field trips, and it 

is likely that many other activities, including movies, parties, and walks 

were organized activities. Relatively few residents participated in 

personal activities such as hobbies. 

In CRFs and PRFs combined, 77% of residents were reported to be able 

to "find favorite toys or objects that are always kept in the same place"; 

66% "played catch or another simple game with another person"; but only 

38% were reported to find something to do or ask for something to do if 

unoccupied and only 39% could go outside their residential facilities 

alone or with peers without getting lost. 

To get out of the facility, or to learn to find something to do 

within their facilities, most residents needed help or company. Yet for 
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staff to accompany residents everywhere, even if it were practical, might 

turn more leisure activities into field trips. Unfortunately, less than 

half of all residents (57.9% of CRF residents, 36.7% of PRF residents) 

were reported to have any friends. Most residents' friendships were, of 

course, among other residents. Recent observational research has indicated 

that the general level of retardation of all residents in a facility 

affects the relative prevalence of friendships, but individual residents' 

IQs do not predict whether or not they will have friends (Romer & 

Berkson, 1980a; Landesman-Dwyer et al., 1979). MacAndrew and Edgerton 

(1966) described a close and enduring friendship between two severely 

retarded people in an institution. Romer and Berkson (1980b) found that 

residents tended to prefer friends with intelligence levels moderately 

higher or lower than their own. 

The present study encountered many examples of valuable friendships: 

The resident in question is living in a group home. Most of 
the residents are her age. This was the second time resident 
was placed in community type living. The first time was not 
at all successful and resident moved back into the cottage of 
former placement. It was felt she missed the other residents 
very much and did not adjust to new surroundings and new 
associations. 

This recent move is working very well, for the simple fact 
her present roommate was also at the former cottage. They 
were always together. The two residents now share the room. 
The irony of the situation is, the resident in question is 
only mildly retarded. Her roommate is severely retarded. It 
is the severely retarded roommate who is the "playmaker"--she 
is the one who organizes their activity. The roommate attends 
a church and brings resident to all programs sponsored by this 
group. Resident herself is content to watch TV or just sit-
the roommate will motivate her to do something. 
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Residents' second source of friendship was among staff. In PRFs 

resident-staff friendships (9.9% of residents) almost equalled resident-

resident friendships (11.1% of residents). Ten percent of CRF residents 

also had friends among staff. Less than 5% of PRF residents and less than 

20% of CRF residents had any regular social contact with non-handicapped 

peers. Some residents were friends with people who volunteered at the 

facility, but there were practically no instances of friendships with 

people outside residential facilities or day programs. 

Perhaps compounded by the fact that many residents had no friends 

and because it was often difficult to participate in activities outside 

the facility, parent and family involvement was very important to many 

residents: 

A Halloween Party was on the schedule for the evening. This 
care person was so helpful in helping residents prepare costumes. 
The resident works in a dining room. I had a chance to talk with 
her on several occasions. She clears the tables--wipes off the 
tables and does an exceptionally good job. On this day her 
mother was calling for her early in the afternoon to take her to 
get a permanent at the beauty shop. Also her costume for the 
party was novel and resident was so happy. She was pleased the 
way her hair looked and how nice the other clients treated her 
with the new look. There was no apparent jealousy among this 
group--when one resident received special accolade, it was as 
if they all were receiving the attention. The mother of this 
resident is completely involved. She has a job, but she takes 
time to take client to many affairs. 

Residents often expressed their desire for additional time with family: 

This was a Sunday interview. The cottage was quiet, everything 
had slowed down. The resident was rebellious this day because 
parents hadn't come for an expected visit. She does not speak 
at all. She had removed her shoes and socks and threw them 
down the hall. Her expression was sullen and moody. But when 
care person started talking to her, the expression changed 
and one of trust appeared. She was instructed to pick up shoes 
and socks and bring them to care person. 
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Direct-care staff offered a variety of replies to a question about 

why each resident did not have more family contact. In relatively few 

instances were characteristics of the resident, the resident's behavior, 

or the resident's response to their visit believed to be a direct cause. 

Most reasons related to the family, its other obligations, health or age 

of parents, or to the fact that the family lived some distance from the 

facility. Other reasons included facility policies, ease of trans-

portation to the facility and from the facility (for residents who could 

take transportation themselves), or to a general sense of unease that 

relatives were believed to experience upon or after visiting. 

Parental attendance at interdisciplinary team meetings has been 

shown to result in larger numbers of staff members being present at their 

meetings and in more recommendations proposed (Singer, Bossard, & Watkins, 

1977). Most staff expressed a positive attitude toward family involve-

ment, although in a few cases characteristics of the facility appeared 

to discourage family contact: 

This care person expressed concern about having to take such 
low functioning clients in community residential facilities 
with materials too sophisticated for their functioning levels. 
She said the law states they must have pool tables, foos-ball, 
pianos, ping-pong tables and stereos, and then they send out 
clients with functioning levels of two- or three-year-olds who 
can't even be left unattended out in the yard for fear the 
clients will run into the street. They can't have swing sets 
or dolls or things like two- and three-year-olds ordinarily 
like. Care person said it is a concern to her that the staff
client ratio is not enough to handle this type thing. Care 
person is concerned that maybe society has become so involved 
with the retarded people's human rights that they bring pure 
frustration upon the lower functioning who just are not able 
to function or cope in a community level program, thus inducing 
a greater amount of behavior problems. Care person said this 
client does better the less she gets to go home with her mother. 
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Promoting social opportunities and the appropriate use of leisure 

time may require a considerable amount of effort by staff. Favell and Cannon 

(1976) demonstrated that institutionalized severely retarded individuals 

have specific preferences among toys and that they play more when 

preferred toys are available than when other toys are available. Most 

research shows that specific, formal instruction is necessary in order 

to teach residents skills they need for leisure time (Adkins & Matson, 

1980; Wehman, 1977). It takes some creative thought to identify 

potentially enjoyable leisure materials and activities and some effort to 

teach residents. Wehman (1977) suggested a leisure time activities 

curriculum for facilitating play and free time activities among retarded 

individuals. Examples from the research and curriculum literature include 

ideas for leisure activities such as gardening (Marion, 1979) or teaching 

severely retarded individuals how to dial a telephone, potentially to 

talk with friends (Leff, 1974). 

There have also been efforts to organize community recreation 

programs for mentally retarded people (Corcoran & French, 1977). Luckey 

and Shapiro (1974) advocated better use of existing community recreation 

programs, but noted that residential facility staff, as well as other 

professionals and perhaps the general public, are often unaware of many 

of the community resources available. 

The following example illustrates the efforts of one residential 

staff person to provide appropriate recreational activities for a group 

of institutionalized people: 

This young care person had played basketball in college, he is 
dedicated to his job. On one occasion he felt that he had to 
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give some of the residents some relief from the residents who 
were troublesome. So he did a switch--took the 7 problem 
residents in the van on daily jaunts. The remaining 20 had 
relief and quiet in the cottage during this time. He even took 
them to Burger King to eat. They were all known "food snitchers," 
but at no time did this occur. They were mannerly and polite to 
each other and shared without any question. 

He requested a basketball hoop and ball. It has been erected 
in the rear of the parking lot. When a patient gets restless, 
he takes him outside and they throw baskets--he said it works in 
many cases. He wants to start a jogging program and has 
requested permission to get it underway--no word yet--he has 
them jumping rope too--lots of physical exercise. 

Unfortunately, leisure, family, and social activities may not be 

viewed as priorities by program administrators or by regulations that tend 

to focus on physical and habilitative aspects of residential programs. 

Tapper {1978) surveyed state directors of Mental Retardation Divisions 

and their assistants {N=82) as representatives of service providers, 

and executives of Associations for Retarded Citizens {N=63) as represen-

tatives of consumers, in order to determine and prioritize a minimum 

array of essential community services for retarded people. The two 

groups agreed upon 49 services as essential, but ranked their relative 

importance differently. Executives of Associations for Retarded Citizens 

ranked leisure and recreation training as the fourth most important 

service and "friendship" as the tenth most important. State directors 

of Mental Retardation Divisions, however, ranked leisure and recreation 

training as 37th in importance and friendship as 44th. 

It is more difficult to empirically measure friendship or the quality 

of social and recreational programs than it is to measure IQ, staff ratios, 

or various tangible aspects of residents and residential facilities. From 

a policy and planning perspective, however, the ease with which a variable 
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can be modified may be equally or more important than the ease with which 

it can be measured or the proportion of statistical variance that can be 

attributed to it. Although many factors are related to residents' overall 

adjustment, not all are equally open to change. Residents' IQS are relatively 

stable, staff ratios are dependent upon funding, and community services 

change slowly. It would take relatively less effort to promote friendships, 

to include some emphasis in residents' individual program plans on leisure 

skill training, and to encourage family involvement. 

Romer and Berkson (1980b) stressed that considerations about social 

relationships should be included in individual case management decisions: 

Rehabilitation of [mentally disabled] persons in community 
settings often involves residential and work placements of 
limited tenure. The present results suggest that unless 
individuals' friendships are taken into consideration, these 
shifts may disrupt social networks that may be as important 
to clients as their career adjustment (cf. Berkson & Romer, 
in press). The results of this study and others (Edgerton & 
Bercovici, 1976; Gollay, Freedman, Wyngaarden, & Kurtz, 1978) 
suggest that affiliation and friendship are an integral 
aspect in the lives of disabled individuals that deserves 
attention in rehabilitation and programming. (p. 250) 

The present report was intended to describe the social, family, and 

leisure activities of mentally retarded people in residential facilities. 

Unlike some other comparative studies which have demonstrated differences 

between institutions and community facilities and their residents, this 

report suggests similarities. Some leisure activities were actually more 

frequent in PRFs than in CRFs even though PRF residents were generally 

more severely handicapped than CRF residents and even though community 

resources were presumably more accessible to CRFs. 
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Both CRF and PRF staff reported limited interaction between their 

residents and non-handicapped members of the community, and CRF and PRF 

residents were reported to experience similar problems with respect to 

leisure and family activities. Lack of friends was identified as a 

significant problem for both groups of residents. 

Isolated efforts by hard working staff are commendable, but limited 

in scope. Family, leisure, and social activities warrant formal 

recognition as elements important to the quality of life in residential 

facilities and to the quality of success in the community, and should 

be important considerations in policy making and planning efforts. 
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SECTION D: LEISURE ACTIVITIES 

Dl. (RESPONDENT BOOKLET, P. 11) I'd like you to tell me about what (RESIDENT) 
does during (his/her) free time, that is, not as part of a structured training 
program. Please look at the list of activities on this page and tell me which 
of those activities (RESIDENT) has participated in during the last 7 days in 
(his/her) free time. (CHECK ALL THAT APPLY.) 

01 c=J A. WATCHED. LISTENED TO T.V., RADIO, RECORDS 

02 I lB. WENT SHOPPING 

03 c=J C. WORKED ON HOBBIES 

04 0 D. PARTICIPATED IN SPORTS 

OS c=J E. w"'ENT TO A SPORTING EVENT 

06 c=J F. WENT TO A MOVIE, OR A CONCERT, OR A PLAY 

07 0 G. ATTENDED A PARTY OR DANCE 

08 0 H. WENT OUT ON A DATE 

09 0 J. VISITED A FRIEND (FROM OUTSIDE THE FACILITY) 

10 0 K. SPENT TIME WITH A "FOSTER GRAL~DPARENT" 

11 ( lL· WENT TO A MEETING OF A CLUB OR ORGANIZATION 

12 0 M. ATTENDED RELIGIOUS SERVICES 

13 0 N. WENT OUT TO EAT 

14 0 P. WENT TO A PARK OR ON A WALK 

15 I }R. WENT ON A FIELD TRIP 

16 os. PLAYED CARDS, GA.i.'1ES, OR WITH TOYS 

17 or. JUST SAT AROUND RESTING 

97 c=J U. ANY OTHER LEISURE TIME ACTIVITY (SPECIFY): 

ov. HAS NOT PARTICIPATED IN ~~y OF THESE ACTIVITIES IN LAST 
7 DAYS 

D2. (Which of these/What) does (RESIDENT) spend most of (his/her) free time doing? 
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D3. Are then-' any activities that (RESIDENT) would like to do but hasn't, or 
would ljke to do more of? 

So 0 

NO ~TURN TO Po 18, SECTION E 

D4. (RESPONDENT BOOKLET, P. 12) Why was (RESIDENT) unable to participate in 
these activities? (CHECK ALL THAT APPLY) 

D A. LACK OF TRANSPORTATION 

D B. LACK OF MONEY 

D c. ACTIVITY NOT AVAILABLE 

0· D. LACK OF SKILLS REQUIRED TO PARTICIPATE IN 
THAT PARTICULAR ACTIVITY 

0 E. LACK OF TIME 

0 F. SOCIAL OR BEHAVIOR PROBLEHS 

0 G. NO ONE TO TAKE HIN/HER 

0 H. OTHER (SPECIFY): 

'17 
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SECTIO~ E: FA .. ~tiLY AND SOCIAL CONTACT 

El. Does (RESfDE~T) have any contact with (his/her) mother, father or other 
reL1tives? 

--------

~--~~~ I 
--

I UNKNOWN I ll. YE~ 8. DO~'T K~m.; 7. FA}'fi L Y 

---r CO TO E4 
TCR~ TO P. 19 ' ES 

E2. (RESPO~DE:.lT BOOKLET. P. 13) ~.Jho does (he/she) have contact with on a regular 
basis? (CHECK ALL THAT APPLY.) 

11 . ~!0 THE R 11.___2_. _F_A_T_H_E_R__JI 
BROTHER. SISTER I 

3. (IF ~OT L [VI ~G 
\.J ITH PARE~HS) 

7. 
OTHER RELATIVE (SPEC!FY): l 

E3. (RESPONDENT BOOKLET, P. 14) How often does (RESIDENT) visit (his/her/their) 
home(s)--several times a week, about once a week, about twice a month, about 
once a month, several times a year, about once a year or never? (RECORD IN 
E3 BELOW.) 

E3a. (RESPONDENT BOOKLET, P. 14) How often do they visit (RESIDENT) here? 
(RECORD IN EJa BELOW.) 

E3 

E3a 

SEVERAL 
TIMES A 

WEEK 
( 1) 

E3b. INTERVIEWER CHECKPOINT 

ABOUT 
ONCE A 
~~EEK 

(2) 

ABOUT 
TWICE A 
~10NTH 

( 3) 

ABOUT 
ONCE A 
~10NTH 

(4) 

SEVERAL 
TI~1ES A 

YEAR 
(5) 

1. RESIDENT SEES RELATIVES LESS THAN ONCE A WEEK 

ABOUT 
ONCE A 

YEAR 
(6) 

~EVER 

(7) 

I 

c=)2. RESIDENT SEES RELATIVES AT LEAST ONCE A WEEK~TURN TOP. 19, ES 

E4. ~fuat do you think keeps (RESIDENT'S) relatives from visiting (more often)? 
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ES. !\ow I'd like to ask you about any friends (RESIDENT) may have, not counting 
(his/her) relatives. I mean special friends, not just people who know 
(him/her) by name: someone who does something special with (RESIDEKT) on 
their own time. not as part of their regular paid emplo:,'1nent; someone who 
(RESIDENT) looks forward to seeing and doing things with. (IF RESIDENT IS 
~"'\ I NF A~T. OR SEVERELY HAKDI CAPPED: ... or at .1 east can recognize.) 

Does (RESIDENT) have any special friends like this? 

1. YES 

ESa. How many special friends 
would you say (he/she) 
has? 

NL'1'1BER ·-----

ESb. (RESPONDENT BOOKLET, P. 15) 
How would you best describe 
(this/these) friend(s)? 
(CHECK BOX BELOW.) 

(CHECK ALL TtL\ T APPLY.) 

I ) A. A PEER FRI E~D . . . . . 

D B. STAFF FR0>1 THE REST DEKCE. 

NO O~E h1l0~1 HE/ SHE 
7. SEEMS TO BE ABLE 

TO RECOGNIZE 

ESc. Is there anvone other than a rela
tive who takes a very special 
interest in (RESIDE~T) even though 
(he/she) doesn't seem to (like/ 
recognize) them? 

E5d. 

I~ 
TURN TO P. 20, E7 

How many people take a special 
interest in (him/her)? 

Ne1BER 

E5e. (RESPO~DENT BOOKLET, P. 15) How 
would you best describe (this/ 
these) specially interested 
(person/people)'! (CHECK BOX 
BELm\) 

-

D c. VOLUKTEER OR CITIZEN ADVOCATE 

D D. RO!-L\?\TIC FRIE;\D 

D E. CUR RENT TEACHER OR BOSs 

D F. OTHER (SPECIFY): 

D G. DO~' T KNO\-.' 



20 65 

£7. Does (RESIDENT) have any regular social contact with someone who is about 
(his/her) age, is not handicapped, is not a staff member or a member of 
the family? 

5. NO 8. DON'T KNOW 

GO TO E8 

E7a. About how often does (he/she) get together for some activity with this 
type of person? 

E8. (RESPONDENT BOOKLET, P. 16) How well does (RESIDE~T) get along with other 
residents--very well with no problems, generally well with a few problems, 
or not very well? 

1. 
VERY HELL, 
NO P ROB L E:IS 

3. 
GENERALLY WELL, 
FEW PROBLE:fS 5. ~OT VERY WELL 


