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ABSTRACT 

One segment of the rapidly aging population of the United States is a diverse 

group of persons who have received the diagnosis of mental retardation. Longevhy is 

increasing as a resuh of advances in heahh care and improved standards of living. This 

group has many needs that are just beginning to be addressed. One such need is included 

under the general concept of retirement. 

A large body of works exists detailing the demographics of aging aduhs whh 

mental retardation. Many studies have assessed the aging process of these individuals. 

Policy and planning studies exist that analyze the needs, cost, and societal impact of 

current retirement programs and programs that are needed. Interdisciplinary teams have 

been referring persons to existing retirement programs. To date, however, no research 

has been done establishing what factors interdisciplinary team members consider when 

making these referrals. 

Qualified Mental Retardation Professionals, nurses, and direct-care staff in 3 State 

Schools for the Mentally Retarded in Texas participated in this research. 

Demographic information on hypothetical individuals who live in state schools was 

presented to these individual members of interdisciplinary teams. The IQ, age, heahh, 

and behavior of the hypothetical individuals were systematically varied. Participants 

were asked to answer 7 questions that reflected the well being, competence, and 

retirement status of the hypothetical individuals and estimate the optimal number of years 
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until retirement. Finally, participants were asked to rank 10 factors in order of 

importance in retirement consideration. 

Resuhs indicated that age and behavior influenced responses more often than 

heahh and IQ, although the latter frequently interacted with the former. Participants 

found that older hypothetical subjects, regardless of heahh status, generally were less 

happy, enjoyed work less, did worse at work, and behaved more poorly than their 

younger counterparts. This reflects the ageism found in general society. Of great interest 

is that participants generally rated hypothetical subjects with higher IQs as more ready to 

retire than those with lower IQs. Persons with higher IQs may have more retirement 

options and then- work may be perceived as less fulfilling. Participants' ranks of factors 

did not always correspond to actual ratings. 
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CHAPTER I 

INTRODUCTION 

The population of the Unhed States is aging rapidly. One segment of this 

growing elderly population is a diverse group of persons who have received the diagnosis 

of mental retardation. The notion of an aging person whh mental retardation has been, 

until the past twenty years, a contradiction in terms; most persons with mental retardation 

died before they reached old age (see Appendix A). This group is experiencing increased 

longevity as a result of advances in health care and improved standards of living which 

have taken place over recent decades (Janicki & Wisniewski, 1985). The current 

population of aging adults with retardation has many needs, most of which public and 

private agencies are only beginning to address. One such need is included under the 

general concept of retirement. 

It is difficuh to assess the effects of aging in persons with mental retardation 

because (1) there is great heterogeneity among subgroups of the population; and (2) there 

are changes in successive cohorts (Sehzer, 1992). Prior to current times, persons whh 

mental retardation died at a younger age of ehher poor medical care or disabilhies 

associated whh the etiology of their condhion (Carter & Jancar, 1983). Advances in 

medicine combined with society's increasing willingness to care for this population have 

led to the existence of an emergent aging group. A National Insthute on Aging (NIA) 

report (1987) noted that the nation's population of older persons whh mental retardation 

is expected to grow considerably over the next thirty years. A modest estimate based on 

1990 census data showed 208,730 developmentally disabled persons age 55 years and 



over in the United States (Janicki. 1991). Seltzer and Seltzer (1985), using a 2.4-3% 

prevalence rate of mental retardation, determined the number of persons with mental 

retardation over age 55 to be between 1,104,000 and 1,400,00. Whatever the current 

number, it is anticipated that this population will more than double in size in the next 20 

to 40 years (O'Malley, 1996). 

A large body of work exists detailing the demographics of this population. Policy 

and planning studies exist which analyze their proposed needs, the cost, and the societal 

impact (Janicki, 1986; Krauss & Seltzer, 1986; Segal, 1977). Many studies have assessed 

the aging process in this population. Most, however, have included individuals whh 

Down syndrome, who, it is now well established, age in an idiosyncratic way. 

All persons with mental retardation who receive Medicaid funds under the 

Standards for Intermediate Care Facilities for Persons with Mental Retardation (ICR-

MR) program (1988) are required to participate in active treatment (Appendix A). This 

means that these individuals are to receive training in appropriate social, vocational, 

recreational, and self-help skills in order to become more proficient and self-sufficient. 

The goal for everyone (ahhough some, for physical and/or intellectual reasons may be 

unable to achieve h) is to work and receive a salary. Thus, as in the general population, 

these working aduhs with mental retardation will retire. 

Retirement for persons whh mental retardation may be viewed in 3 distinct ways: 

(1) as a retirement issue, (2) as a mental retardation issue, (3) as a separate issue, related 

to both retirement and mental retardation. While the availability of programs for persons 

whh mental retardation may be an issue in the decision to retire, financial considerations 

of the retiree generally are not, since funding remains available as long as training is 



provided (Appendix A). Since most training programs for persons whh mental 

retardation focus on skill acquishion, retirement programs, which focus on leisure 

activhies and skill maintenance, are atypical. Therefore, h seems reasonable to approach 

retirement in persons with mental retardation as an area distinct from either retirement or 

mental retardation specifically. Nonetheless, whh the retirement-age population growing, 

the need for specialized programs is clear. May and Marozas (1994) found that only 14% 

of responding senior chizens programs in the state of New York served person whh 

developmental disabilhies, although 44% of the respondents feh that this was a 

community need. What the demographics for inclusion in such a program would be were 

not specified. 

The interdisciplinary team (IDT) is the model used by ICF-MR programs serving 

persons with mental retardation. The 1988 ICF-MR Guidelines established that the IDT 

develop an active treatment for each individual that is responsive to that person's unique 

needs. This program is coordinated and monitored by a Qualified Mental Retardation 

Professional (QMRP). The QMRP assembles an IDT of relevant professional and 

paraprofessional staff to assess an individual's needs and make recommendations. 

Typically, at a State School for the Mentally Retarded in Texas, this IDT will include the 

QMRP, a medical representative (physician or nurse), a psychologist, and supervisory 

persons from the individual's home and program areas. The individual being considered 

and a guardian, family member, or friend, are also eligible to be team members if they 

desire. 

It is important to note that IDTs are recommending persons whh mental 

retardation for retirement programs whh increasing frequency as this population ages. 



Discussions by the IDTs and their decisions are a regular part of a client record. 

However, personal observation and discussion whh colleagues has confirmed that IDTs 

often couch their reports and recommendations in words and phrases that conform to 

policies and guidelines. For instance, a person might be recommended for retirement 

because his behavior was incompatible whh the work environment, and numerous 

attempts had failed to resolve the problem. The written record would most likely reflect 

that the individual "chose" not to work any longer. This would be an acceptable reason 

to recommend retirement, while poor behavior might not. 

Interdisciplinary teams are trained to arrive at consensus recommendations. If a 

disagreement arises, the EDT continues the discussion until everyone agrees whh the 

outcome. Most records of IDT deliberations reflect only the consensus. Occasionally 

there might be a report of discussion, but h is usually short. The persons who have 

expressed disagreement are often not identified by name or position. Therefore, a review 

of existing records of persons already recommended for retirement would not necessarily 

reveal 1) what the IDT actually considered during hs discussion, and 2) what individual 

members of the IDT thought was important. 

This research explores the factors that are considered by interdisciplinary team 

members in state schools in Texas when they recommend a person with mental 

retardation for retirement. Knowing what information individual IDT members consider 

important will allow policy and program managers to develop guidelines for retirement 

referral. The effects of age, IQ, heahh, and behavior were measured to determine their 

influence on professionals and paraprofessionals in their individual decisions to 

recommend a person for retirement. 



CHAPTER II 

METHOD 

Participants 

The 72 participants were 6 psychologists, 6 nurses, 6 Qualified Mental 

Retardation Professionals (QMRPs), and 6 Specialist lis from each of 3 state schools in 

Texas (Austin State School, Corpus Christi State School, and Richmond State School). 

Psychologists were persons with at least a Master's degree who were employed at a rank 

of Psychologist II or above and who had a caseload whhin the facilhy. Nurses were 

persons with at least a Licensed Vocational Nurse degree who provided nursing services 

whhin the facility. QMRPs were persons whh at least a Bachelor's Degree in Arts and 

Sciences, Nursing, Medicine, or Allied Heahh who had at least one year's experience in 

mental retardation and who had a caseload whhin the facilhy. Specialist lis were shift 

supervisors who had at least a GED and had significant experience in mental retardation 

and who supervised a home whhin the facilhy. All of these professions typically would 

be represented on an Interdisciplinary Team (IDT) at a facility governed by the Texas 

Department of Mental Health and Mental Retardation (TxMHMR). The Chief 

Psychologist at the respective facility recruited each participant. All participants were 

volunteers. 

Pilot Study 

Because no research exists regarding what factors staff considered when 

recommending a client for retirement, a memorandum (Appendix B) composed by this 



author was sent out under the name of the superintendent of Lubbock State School (LSS) 

to QMRPs, psychologists, nurses, vocational program employees, and home supervisors 

employed at LSS. Only staff members who had been an IDT member for at least 3 

months were asked to reply. These staff were asked to list words and/or phrases that they 

considered very important in deciding whether the individuals we serve should retire. A 

large, blank area was left for the staff member to freely generate responses. A section at 

the bottom of the page was left for comments. 

There were 20 respondents to the memorandum. Of these, 2 persons indicated 

that they served no individuals with vocational potential and therefore made no response. 

Of the 18 respondents (22.5% return rate), there were a total of 61 different words or 

phrases listed (Mean = 3.4). In the case where a response was listed more than once, 

using different language (e.g., heahh, coordination, arthritis), it was scored as a single 

response. Of the 18 respondents, 11 mentioned heahh (61%), 11 mentioned age (61%), 4 

mentioned a lessening of cognhive skills (22%), and 6 mentioned the availabilhy of 

ahemative activhies (33%). Ten respondents (55.5%) mentioned the behavior and/or 

attitude of the individual. Included in this category were responses such as, "not enjoying 

work," "bored," "behaviorally indicated preference not to work," "sleeping in class," etc. 

Ten respondents (55.5%) listed the concept of individual choice. The remaining 9 

responses fell into a variety of categories including work potential, earnings, etc. 

Experimental Design 

Based upon the responses in the pilot study, profiles of hypothetical clients were 

developed including independent variables of age, heahh, and behavior. IQ was not 



listed by any respondent because h would not be a naturally occurring reason to 

recommend someone for retirement. It was included as an independent variable since it 

was likely to interact with the other variables. Two values of heahh and 2 ranges of 

behavior were presented, while age and IQ were continuous variables. 

Seventy-two separate profiles of hypothetical clients were developed and 

randomly placed into 6 packets of 12 profiles each, one packet for each of the 6 

participants in each profession. Packets were adjusted to ensure that each had 3 

replications of the 2 (health) X 2 (behavior) design. All this was replicated in each of the 

4 (professions) X 3 (schools) combinations. 

Development of Materials 

Definitions for heahh and behavior were taken from the Inventory for Client and 

Agency Planning (ICAP, 1986) which is an interview assessment that, at the time this 

study was conducted, was performed annually on each individual receiving funds from 

TxMHMR. During administration, informants familiar whh the client replied to hems 

assessing heahh, physical status, and living arrangements. The ICAP yields a Level of 

Need (LON) which is computed based upon responses to questions regarding the skill 

level, adaptive behaviors, and maladaptive behaviors of the person being assessed. The 

maladaptive behavior assessment requires the respondent to evaluate whether or not the 

behavior occurs, its frequency, and its severity. Items from the ICAP were used to define 

the heahh and behavior on the client profiles. Health was defined by the frequency of 

seizures: heahhy (1 or 2 seizures per month) vs. unheahhy (8 to 9 seizures per month) 

Behavior was defined by one of the following maladaptive behavior categories: 



"Destructive to Property" or "Disruptive Behavior." Behavior defined as good had low 

frequency (one to 3 times per month) and low severity (a mild problem). Behavior 

defined as poor had high frequency (ten to 12 times per month) and high severity (a 

serious problem). Age and IQ each varied from 35 to 65. 

IQs and ages were assigned randomly to every profile. Each profile was then 

assigned to either the high or low behavior group, and to the high or low heahh group, 

placing equal numbers in each cell. Whh all variables in place, a 2 X 2 analysis of 

variance was conducted to ensure that the IQs did not significantly vary. Inhially, two 

groups did have significant differences, so numbers were shifted until there were no 

significant differences. This process, including the shifting of scores in two groups, was 

replicated for the assignment of ages. A correlation between IQ and age was computed 

within each cell of the design. Scores were adjusted until the final correlations were not 

significant. 

Each of the 72 profiles was assigned a man's name. The profiles were placed 

randomly in one of six packets. Finally, the order of the profiles within each packet was 

determined randomly. 

Protocols 

Each participant received 12 case protocols. The first page of each case protocol 

was the client profile (see appendix C for example). It had a heading entitled Texas 

Department of Mental Heahh and Mental Retardation followed by Lubbock State School, 

then Client Characteristics. The remainder of the page was a form which 18 pieces of 

information about the client were provided. The information listed was: name, home 

8 



(dormhory where the client resides), birthdate, identification number, age, sex, height, 

weight, IQ, religion, place of employment, seizures (yes or no), number of seizures (if 

yes), primary means of ambulation, preferred activity (list one), problem behavior (list 

primary one), frequency of problem behavior, and contact person (spaces for name, 

address, and telephone number). These forms were entirely filled in by the experimenter. 

Last names, identification numbers, and the names and addresses of contact persons were 

all blacked out. While all clients were ficthious, the form approximated one that could 

actually be used. 

All ficthious clients had the following characteristics in common: all were male, 

worked in the on-campus workshop, and walked independently. Heights and weights 

were varied, but placed the clients whhin normal ranges. Religions were: Baptist, 

Presbyterian, Lutheran, Methodist, and Catholic. All preferred activhies required no 

specific skill and were able to be enjoyed equally by persons of varied intelligence, for 

instance, looking at magazines, watching television, listening to music. The client names 

were different in each case, but were common, non-ethnic names. The home listed was 

an actual home for men on the LSS campus (Willow). All the individuals were Hsted as 

having seizures, but the number varied depending upon what set of characteristics had 

been assigned. 

All profiles listed a problem behavior. Low intensity behaviors were: rocks, 

swears, belches, pesters other, grinds teeth, expels gas. Low frequency was 1, 2, or 3 

times per month. High intensity behaviors were: destroys others' property, slaps himself, 

slaps others, tears others' clothing, pulls his hair, scratches himself, kicks others. High 

frequency equaled 10, 11, or 12 times per month 



The second sheet of each protocol was a questionnaire enthled Questions About 

(insert first name of individual from page 1). Eight questions followed, seven of which 

were answered on a 7-point scale, which ranged from "not at all" to "very." After the 

word "very," the specified word from the question was repeated. The final question asked 

the participants to write down how may more years X should work before retiring, 

allowing participants to put zero if they think he should retire immediately (see Appendix 

D for example). 

The questions, which mentioned the client name, were as follows. (1) How happy 

to you think X is? (not at all, very happy). (2) How much do you think X enjoys his 

work? (not at all, very much). (3) How heahhy do you think X is? (not at all, very 

healthy). (4) How well behaved do you think X is? (not at all, very well behaved). (5) 

How much do you agree that X is in the least restrictive environment? (not at all, very 

much). (6) How much do you agree that X should retire now? (agree not at all, agree 

strongly). (7) How well do you think X is doing at work (not well, very well). The final 

question asked the participant to specify the actual additional number of years X should 

work before retiring. The specific phrasing of the end point words was used to ensure 

that the entire scale be seen as a continuum (Gannon & Ostrom, 1996). 

The question on work enjoyment and the 3 addressing retirement were the 

dependent variables. The question on happiness was a potential mediator. The questions 

on heahh and behavior were manipulation checks. The question on least restrictive 

environment was filler, which was expected to have no impact. The phrase "least 

restrictive environment" is one routinely asked of all IDT members and all participants 

should have understood hs meaning easily. 

10 



The final paragraph on this page thanked the participants for their participation 

and reminded them to answer every question and to place a number in the last question. 

Packets 

Participants received a cover letter (Appendix E) requesting that they read 

everything carefully, think about the issue before making a response, and mark their 

response clearly on a number. Based upon an Institutional Review Board concern from 

Austin State School, this letter also indicated that I was aware that participants were not 

receiving enough information to make fiilly informed judgments on the questions 

presented. Participants were also asked not to discuss the contents of the packet or their 

responses with anyone until everyone at their facility had completed the task. 

Participants also received a demographics sheet (Appendix F) asking them to list 

their profession, length of employment, and state school. The 12 protocols followed. 

The last sheet of the packet asked each participant to rank order 10 words in order 

of their importance if retirement for a client were being considered, whh #1 being the 

most important, and #10 being the least important (Appendix D). Participants were asked 

not to repeat any number. The 10 words were: appearance, behavior, religion, heahh, 

competence, IQ, choice, residence, age, and enjoyment. 

Procedure 

Seventy-two packets were sent to the Chief Psychologists at Austin, Richmond, 

and Corpus Christi State Schools. The Chief Psychologist obtained consent from each 

participant (Appendix G) and handed out the packets. Staff members were requested to 
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complete the packets as soon as possible and were reminded not to discuss the task. The 

staff members completed packets during their work time and returned them to their 

respective Chief Psychologist. 
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CHAPTER m 

RESULTS 

Organization of Data 

Recall that the 72 distinct protocols had been divided into 6 sets of 12, 

representing 3 replications of a 2 (heahh) X 2 (behavior) design, research. In the 

protocols given to the participants, age and IQ were treated as continuous variables, each 

ranging between 35 and 65. For purposes of data analysis, IQ and age were each broken 

into 2 groups, one with values from 36 to 50 and another with values from 51-65. 

Correlations were calculated to ensure that the new groupings reflected the original data. 

For continuous IQs and dichotomous IQs, r = .88, p<.001. For continuous and 

dichotomous age, r = .88, p<.001. Because of the strength of these correlations, the 

dichotomous variables were used for subsequent analyses. 

Whh the shift of IQ and age from continuous to dichotomous variables, a 2 X 2 X 

2 X 2 design emerged. The observations in the 16 cells of this design (n = 36 to 72, see 

Table H. 1), however, were contributed by participants who responded to only 12 

protocols. The result was a design that was not a completely within-subjects design. 

Also recall that six members of each of 4 professions (psychologist, QMRP, 

nurse, and direct care worker) within each of 3 state schools (Austin, Richmond, Corpus 

Christi) responded to a different set of 12 protocols. Therefore, within each profession 

within each school, each of the 72 protocols was seen by one of the members, and none 

was seen by more than one member. Thus, the entire set of protocols was reviewed only 

one time whhin each profession at each school. To obtain a 2 X 2 X 2 X 2 completely 
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within-subjects design, data from these sets of 6 subjects were combined, resuhing in the 

formation of 12 composite subjects. The observations from each composite subject were 

distributed across the 16 cells resuhing in 3 to 6 data points per cell. These data points 

were then averaged to produce a single observation in each cell for each of the 12 

composhe subjects. The outcome was 12 composhe subjects, 4 from each of the 3 state 

schools. This procedure greatly reduced degrees of freedom, but h had the advantage of 

neutralizing the between-subject variance within a profession in a specific school. 

Once the 12 composhe subjects were created, data could be analyzed in a 2 X 2 X 

2 X 2 , within subjects design. A 4-way analysis of variance with 2 levels of each of the 

independent variables (IQ, age, health, and behavior) as whhin subject treatments was 

performed on each dependent variable. (See Appendix I for cell means and standard 

deviations.) Due to this design, each effect has a unique error term. In order to 

determine the systematic percentage accounted for by each of the main effects or 

interactions, the specific sum of squares of each main effect or interaction being analyzed 

was divided by the total sum of squares for all effects and the resuh muhiplied by 100. 

The systematic variances referred to in the remainder of this document were determined 

using this formula. Because no pooled error term is part of the calculation, the reported 

percentage is an estimate of the amount of systematic variance accounted for by each 

significant main effect or interaction, not as an estimate of total variance accounted for. 

Ratings on Questions 

Ratings of Happiness. The main effect of the target's behavior was significant, F 

(1,11) = 52.99, p<.001, such that individuals with poor behavior were judged as less 
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happy (M = 3.50) than individuals whh good behavior (M = 4.78). The main effect 

accounted for 92% of the systematic variance. 

The effect of behavior was qualified by two reliable interactions, nehher of which 

accounted for more than 1.2% of the systematic variance. The interaction of IQ, age, and 

behavior, F (1,11) = 5.59, p <.04, is shown in Figure 3.1. The interaction revealed that 

age had little effect on rated happiness except when behavior was described as poor and 

IQ as low. In that case, older individuals were viewed as less happy than younger 

individuals. Another perspective on the same interaction shows that individuals whh 

lower IQs were rated as happier than individuals with higher IQs in all cases except one. 

Only when the target was described as older and poorly behaved were individuals with 

higher IQs rated as happier. 

Figure 3.2 shows the interaction of age, heahh, and behavior, F ( l , l l ) = 8.61,p 

<.02. Generally, younger individuals were seen as happier than older individuals except 

when both the individual's behavior and heahh were described as good in which case age 

had no effect. 

Ratings of Work Enjoyment. Behavior had a significant main effect on how 

much the target was perceived as enjoying work, F (1,11) = 29, p<.001. Individuals whh 

poor behavior (M = 3.62) were seen as enjoying work less than those with good behavior 

(M = 4.64). This effect accounted for 80% of the systematic variance. 

The effect of behavior was qualified by an interaction of behavior, age and heahh, 

F (1,11)= 7.47, p<.02. This interaction accounted for 2% of the systematic variance and 

is shown in Figure 3.3. Targets described as young were rated as enjoying their work 

more than older targets. However, among targets with poor behavior, young targets were 
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rated as enjoying work less if their heahh was poor than if h was good, while older 

targets were rated as enjoying work more if their heahh was poor than if it was good. 

When the behavior of the targets was good, older person's enjoyment was rated as greater 

if their health was good, while the health of younger targets with good behavior had little 

effect. 

IQ interacted with health as shown on Figure 3.4, F (1,11) = 7.41, p<.02, and 

accounted for 7% of the systematic variance. When health was described as poor, targets 

with low IQs were rated as enjoying work more than those with higher IQs. This pattern 

was reversed when health was described as good. The change for those with higher IQs 

was greater than that for those with lower IQs. 

Ratings of Heahh. The independent variable of heahh had a significant main 

effect on the responses regarding target's heahh, F (1.11) = 162.62, p<.001. Targets with 

good heahh (M = 5.18) were rated significantly heahhier than targets whh poor health (M 

= 3.91). This main effect accounted for 89% of the systematic variance. 

Age and behavior also had significant main effects on target's health, but at far 

lower magnitudes. Age accounted for 1% of the systematic variance, F (1,11) = 8.17, p< 

.02), and behavior accounted for 3 % of the systematic variance, F (1,11) = 5.36, p<.05. 

Targets who were younger (M = 4.63) were rated more heahhy than older targets (M = 

4.47). Targets described as well behaved (M = 4.67) were rated healthier that those 

described as poorly behaved (M = 4.43). 

Figure 3.5 shows a significant effect on heahh by the interaction of age and 

behavior. When behavior was described as poor, younger targets were rated as healthier 

than older targets. This difference disappeared when behavior was described as good 
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While older and younger targets were both described as heahhier when behavior was 

good, younger target's ratings increased only slightly when behavior improved, while the 

ratings for older targets rose sharply. 

Ratings of Behavior. Behavior had a significant main effect on the question 

regarding the target's behavior, F (1,11) = 274.17, p<.001. Targets described as well 

behaved (M = 5.71) were rated as better behaved than targets described as poorly 

behaved (M = 3.07). This effect accounted for 97% of the systematic variance. 

Age also had a significant main effect on the ratings for behavior, F (1,11) = 5.10, 

p<.05. Younger targets (M = 4.47) were rated as better behaved than older targets (M = 

4.32). This effect, however, accounted for only 0.3% of the systematic variance. 

Figure 3.6 shows the interaction of age, heahh, and behavior on the ratings for 

behavior, F = 9.69, p =<.01, and accounts for 0.7% of the systematic variance. When 

behavior is described as poor, all targets with poor health are rated as behaving equally. 

However, when health is described as good and behavior poor, younger targets are rated 

as behaving better than older targets. When behavior for all targets is described as good, 

there is virtually no difference between younger and older targets, regardless of whether 

their heahh is described as good or poor. 

There was a significant interaction of age and behavior on the ratings of behavior, 

F ( l , l l ) = 12.71, p<. 01, as seen in Figure 3.7. When behavior was described as poor, 

younger persons were rated better behaved than older persons. When behavior was 

described as good, the ratings for the younger and older targets were nearly identical. 

This interaction accounted for 0.6% of the systematic variance. 
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Ratings of Least Restrictive Environment (LRE). There were no significant main 

effects on the least restrictive environment. A significant interaction between IQ and 

heahh, F (1,11) = 6.56, p<.03, accounted for 13% of the systematic variance. As seen on 

Figure 3.8, when heahh was described as poor, targets with a high IQ were rated as more 

likely to be in the least restrictive environment than were targets with low IQs. There 

was a reversal when heahh was described as good whh targets with low IQs being rated 

more likely to be in the least restrictive environment than targets with high IQs. 

Figure 3.9 shows the significant interaction of health and behavior on ratings of 

the least restrictive environment, F (1,11) = 4.96, p<.05. Targets with poor behavior 

were always rated higher on this variable than targets with good behavior. When poor 

behavior was described, targets with good heahh were rated more likely to be in the least 

restrictive environment. When good behavior was described, clients whh poor heahh 

were rated more likely to be in the least restrictive environment. This interaction 

accounted for 7% of the systematic variance. 

Ratings of Retirement. Age was a significant main effect, F (1.11) = 72.44, 

p<.001 in rating whether a target should retire. Targets who were older (M = 3.90) were 

rated more ready for reth-ement than targets who were younger (M = 1.90). Age 

accounted for 76% of the systematic variance. 

Health was also a significant main effect, F (1,11) = 8.67, p<.02, accounting for 

1.4% of the systematic variance. Targets with poor health (M = 3.04) were rated more 

ready to retire than target with poor heahh (M = 2.77). 

A significant interaction of IQ, age, and behavior, F (1,11) = 18.38, p<.002, is 

shown in Figure 3.10 and accounts for 3.1% of the systematic variance. Older targets 
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were always rated more ready to retire than younger targets. Targets with higher IQs 

were always rated more ready to retire except in the case where the target was older and 

had poor behavior. In that case, the target whh the lower IQ was rated more ready for 

reth-ement. Targets whh good behavior were rated less ready to retire than targets whh 

poor behavior, except in the case of the older target with good behavior and high IQ who 

was rated more ready to retire. 

Figure 3.11 shows the significant interaction of IQ, health, and behavior, F (1,11) 

= 12.47, p<.005. Targets with lower IQs were always rated more ready to retire except 

when the target had good behavior, poor heahh, and a higher IQ. That target was the 

most likely to be rated ready for retirement. Conversely, the target with good behavior, 

poor health, and a low IQ was rated the least likely to be ready for retirement. This was 

also the only set of descriptors that resulted in the target being rated more likely to be 

ready for retirement when heahh was described as good. In all other cases, good health 

made the target less likely to be rated as ready for retirement. This interaction accounted 

for 2.2% of the systematic variance. 

There were 4 significant 2-way interactions. The interaction of IQ and health, F 

(1,11) = 14.53, p<.003, accounted for 4.3% of the systematic variance. As seen in Figure 

3.12, when heahh was described as poor, targets whh higher IQs were rated more ready 

to retire than targets with low IQs. This was reversed when health was described as 

good. 

Figure 3.13 shows the interaction of age and IQ, F (1,11) = 12.93, p<.005. At a 

younger age, targets with a higher IQs were more likely to be rated as ready for 
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retirement. At an older age, there was a slight reversal. This interaction accounted for 

2.6% of the systematic variance. 

There was a significant interaction of age and health, F (1,11) = 12.08, p<.006, as 

seen in Figure 3.14. For younger targets, the level of heahh did not influence ratings to 

retire. Older targets with good heahh, however, were less likely to be rated as ready for 

retirement. This interaction accounted for 1.6% of the systematic variance. 

Figure 3.15 shows a significant interaction of IQ and behavior, F(l , l l )=14.37, 

p<.003, which accounts for 3.5% of the systematic variance. If behavior was described 

as poor, targets with lower IQs were rated more likely to be ready for retirement than 

targets with higher IQs. If behavior was described as good, effects were reversed, with 

targets whh higher IQs rated the same, but targets with lower IQs rated much less likely 

to be ready to retire. 

Ratings of Work. Behavior was a significant main effect, F (1,11) = 53.48, 

p<.001. Targets with good behavior (M = 4.83) were rated as doing far better at work 

than targets whh poor behavior (M = 3.63). Behavior accounted for 80.6% of the 

systematic variance. 

The main effect of target's age was significant, F (1,11) = 6.80, p<.03, such that 

younger targets were rated as doing better at work (M = 4.37) than older targets (M = 

4.09). Age accounted for 4.4% of the systematic variance. 

Health also was a significant main effect, F (1,11) = 26.02, p<.001, and accounted 

for 3% of the systematic variance. Targets with poor heahh (M = 4.11) were rated as 

doing poorer at work than targets with good heahh (M = 4.35). 
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The effect of how well the target was doing at work was qualified by two reliable 

interactions. Figure 3.16 shows the interaction of age, heahh, and behavior, F (1,11) = 

9.73, p<.01, and accounts for 4.7% of the systematic variance. Younger targets were 

rated as doing better at work, regardless of heahh or behavior, except when health and 

behavior were both described as good. Under that condhion, older targets were rated as 

doing better than younger targets. All well-behaved targets were rated as doing better 

than poorly behaved targets. When young targets were described as having poor 

behavior, they were rated as doing better at work if their health was good. Health status 

made no difference for poorly behaved older targets. When behavior was described as 

good, however, this pattern reversed, whh little difference in ratings for younger targets, 

regardless of heahh, but older targets receiving higher ratings if their heahh was good. 

Figure 3.17 shows the interaction of IQ and behavior, F (1,11) = 5.82, p<.04. 

When behavior was described as poor, targets with high and low IQs were rated equally. 

When behavior was described as good, all targets were rated as doing better, but targets 

whh low IQs were rated as doing better than targets with high IQs. This interaction 

accounted for 1.4% of the systematic variance. 

Ratings ofYears to Retirement. Age was a highly significant main effect, F 

(1,11) = 250.86, p<.001, and accounted for 89% of the systematic variance. Older targets 

were rated as needing to retire (M = 4.17) far sooner than younger targets (M = 15.46). 

IQ was also a significant main effect, F (1,11) = 20.34, p<.001, and accounted for 

1.6% of ^e systematic variance. Targets whh lower IQs were rated as needing more 

years until retirement (M = 10.57) than targets with higher IQs (M = 9.07). 
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Behavior was a significant main effect, F (1,11) = 10.08, p<01, whh poorly 

behaved targets rated as needing to retire in fewer years (M = 9.23) than well behaved 

targets (M = 10.41). Behavior accounted for 1% of the systematic variance. 

The main effects were qualified by 5 interactions, none of which accounted for 

more than 2% of the systematic variance. There was a 4-way interaction of IQ, age, 

health, and behavior, F (1,11) = 7.52, p<.02, as shown in Figures 3.18. Under all 

condhions of IQ, heahh, and behavior, old targets were rated as needing fewer years to 

retirement than young targets. Targets with low IQs were rated as needing more years to 

retire than targets with high IQs except in the case of old targets with poor behavior. 

Health had an effect on the rating of years until retirement only when behavior was 

described as good. When behavior was good and heahh was poor, young targets with 

ehher high or low IQs were rated as needing equal years until retirement. When old 

targets were under the same condhions, those with higher IQs were rated as needing 

fewer years until retirement when compared to those with lower IQs. When heahh and 

behavior were described as good, old targets with ehher high or low IQs were rated as 

needing an equal number of years until retirement. 

Figure 3.19 shows the interaction of IQ, age, and health, L (1,11) = 10.77, 

p<.008. Younger age predicted a higher rating of years to retirement for all targets. 

Targets with low IQs were rated as needing more years to retire, regardless of health or 

age, except for older targets with good health and high IQs who were rated as needing 

more year to retire when compared to older targets with good health and low IQs. The 

heahh of the targets made a difference when targets with lower IQs were younger or 

when targets with higher IQs were older in which case the years to retirement were 
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greater when heahh was described as better. When the heahh of older persons whh lower 

IQs was described as good, they were actually recommended for retirement sooner than if 

their heahh was described as poor. 

The interaction of IQ, age, and behavior, F (1,11) = 40.74, p<.008 is shown on 

Figure 3.20. Once again, all younger targets were rated as needing more years to 

retirement than were older targets. Targets with low IQs were rated as needing more 

years until retirement except in the case of older targets whh poor behavior, in which case 

targets with high IQs were rated as needing more years until they reth-ed. Old targets 

with poor behavior and low IQ were rated to need the fewest years until retirement. 

Older targets with high IQs and good behavior placed a close second. Young targets whh 

low IQs and good behavior were rated to need the most years until retirement. 

Figure 3.21 shows the interaction of IQ and behavior, F (1,11) = 27.98, p<.001. 

When behavior was described as poor, IQ made little difference. When behavior was 

described as good, however, targets with low IQs were rated as far less ready for 

retirement, while there was no difference in the rating for targets with high IQs. 

The interaction of age and IQ, F (1,11) = 36.83, p<.001, is shown on Figure 3.22. 

Younger targets with high IQ's were rated as ready to retire sooner than younger targets 

with low IQs. There was no difference in retirement ratings between IQ levels when the 

targets were described as old. 

Ratings of Descriptive Words 

The 10 descriptive words were rated in the following order (rated from least to 

most important): (1) religion (M = 1 90), (2) appearance (M = 2.85), (3) residence 
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(M = 3.13), (4) IQ (M = 4.35, (5) competence (M = 5.90), (6) behavior (M = 6.07), 

(7) enjoyment (M = 6.83), (8) age (M = 7.40), (9) choice (M = 7.97), (10) health 

(M = 8.60). These ratings were not reflected consistently in the participants' responses to 

the protocols. 
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F(1,11)=5.59;p<.0376 
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F(1.11)=5.36;p<.0409 
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F(1.11)=12.71;p<.0044 
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F(1.11)=4.96;p<.0477 
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F(1.11)=12.47;p<.0047 
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F(1.11)=14.37;p<.0030 
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F(1,11)=5.82;p<.0345 
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4-way interaction: HEALTH : POOR 

F(1,11)=7.52;p<.0192 
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F(1.11)-10.77;p<.0073 
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F(1,11)=40.75;p<.0001 
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F(1.11)=27.97:p<.0003 
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CHAPTER IV 

DISCUSSION 

The purpose of this research was to investigate what factors interdisciplinary 

team members were considering when evaluating retirement for persons whh mental 

retardation. IQ, age, behavior, and heahh were counter balanced and participants were 

asked to rate hypothetical clients on a variety of factors including those measuring 

general well being, fitness for work, and readiness for retirement. All participants were 

professionals or paraprofessionals who worked with persons with mental retardation and 

had participated in interdisciplinary teams. The chief psychologists at each of the 

participating state schools requested participation from employees they knew to be 

proficient. While participation was voluntary, h is likely that a conscientious group was 

recruhed. This is confirmed by the fact that of the 18 responses requested from each of 

the 72 participants, none was omitted. 

Before discussing the resuhs, there must be several caveats. Heahh was used as 

an independent variable and was defined by the number of seizures a hypothetical client 

had each month. The number of seizures for persons defined as having poor health (8 to 

9 per month), is a very high number of seizures. Similarly, the number and types of 

incidents (10 to 12 times per month; disruptive or destructive behavior) characterizing the 

hypothetical clients who were defined as having bad behavior, are clearly indicative of 

poor behavior. 

Due to the large number of subjects and the type of design, there was no question 

of sufficient power. However, some main effects and interactions to be discussed 
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accounted for very little of the systematic variance, but were significant nonetheless. The 

numbers of persons with mental retardation who are retiring is so large (Seltzer & 

Seltzer, 1985) that even seemingly small effects may affect the lives of many people. 

Addhional concerns will be addressed in the discussion of specific variables. 

Discussion of Independent Variables 

IQ. The independent variable of IQ was a significant main effect only on the hem 

rating, years until retirement. The relative weakness of IQ is consistent whh its rank of 4 

on the Descriptive Words list, the lowest ranking of any of the dependent variables. 

Persons whh lower IQs were recommended for retirement 1.5 years before persons with 

higher IQs. It must be noted, however, that IQs in this study ranged from 35 to 65, 

placing all of the hypothetical clients whhin low-moderate to mild intellectual defichs. 

Persons with IQs within this range would normally be expected to have the intellectual 

ability to be able to learn a job and understand the meaning of money. Therefore, while 

the content and complexhy of the work might vary with the intelligence of the individual, 

their IDTs would likely recommend all persons with these IQs for employment. Thus, h 

is surprising that IQ emerged as an effect or interaction under any circumstances. 

As predicted, IQ was involved in a variety of interactions from which several 

trends emerged. Generally, persons whh low IQs and under adverse condhions (poor 

heahh, poor behavior) tended to be rated higher on almost all dependent variables than 

their more intelligent counterparts. They are seen as happier, enjoying work more, doing 

better, and less ready for retirement than their similarly afflicted peers whh higher IQs. 

An exception occurs when the hypothetical clients are older and have poor behavior. 
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Under these condhions, clients are seen as the most unhappy. This unhappiness also is 

manifested in this group's elevated ratings for immediate retirement and in the low 

number of addhional years participants feh they should work. 

These data may reflect a bias in some staff members. There is no reason to 

assume that persons whh lower IQs should, under most circumstances, be happier or 

enjoy work more than persons whh higher IQs. Persons whh lower IQs should not be 

seen as less ready for retirement, doing better at work, or needing to work more years 

until they retire. There is no reason to believe that persons whh lower IQs deal whh poor 

heahh better than persons with higher IQs. Staff may perceive that persons with lower 

IQs have fewer needs and options. The reluctance to recommend persons whh lower IQs 

to retire may also reflect a pauchy of programs available to this group. 

Age. As expected, age had a significant effect on how much participants agreed 

that hypothetical clients were ready to retire, and in how many years they should retire. 

Predictably, younger persons were rated less ready to retire and were assigned more years 

until retirement. These main effects demonstrated that the participants were attending to 

age when making their ratings. 

The main effects of age on health, behavior, and how well the hypothetical clients 

were doing at work are less predictable. Younger persons were seen as healthier, better 

behaved, and doing better at work than their older counterparts. Younger persons were 

also rated as happier and enjoying work more, except when the heahh and behavior of the 

older persons were described as good. Under condhions where behavior was described 

as poor, younger persons were considered much better behaved. The only variable that 

age did not affect was the least restrictive environment. Apparently, members of 
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interdisciplinary teams are as likely to recommend both older and younger persons, all 

other considerations being equal. 

Upon further consideration, it is not surprising that aging persons with mental 

retardation might fall prey to the same stereotypes as aging persons in the general 

population. As demonstrated by their ratings, IDT members judge an older person with 

an illness, in this case a seizure disorder, as more unhealthy than a younger person with 

the same disorder. Similarly, older person's behavior problems were rated as more 

severe. Given these circumstances, perhaps it is reassuring that, while all older persons 

were rated less happy than younger persons, the differences were slight except whh 

persons with low IQs and poor behavior where they were greater. 

Age had an interesting effect on participants' ratings of how well the hypothetical 

subjects were doing at work. Younger persons were rated as doing much better if their 

health was described as good and their behavior poor. Health status had Ihtle effect on 

the ratings of older subjects when behavior was described as poor. This pattern was 

reversed when behavior was described as good. Under this circumstance, there was little 

difference among younger persons, regardless of heahh, but older persons were rated as 

doing much better if their heahh was good. 

Based upon these resuhs, members of interdisciplinary teams must be reminded 

not to allow their own biases regarding age influence then- recommendations for 

retirement for those they serve. 

Heahh. The independent variable of health described ehher poor or good heahh. 

For the dependent variable of healthy, participants were asked to rate how healthy the 

hypothetical subjects were. 
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Heahh had a main effect on heahhy as was expected. This is important because it 

demonstrates that the participants used the number of seizures as an indication of overall 

health. Another main effect indicated that hypothetical clients whh poor heahh were 

rated as doing less well at work than their counterparts whh good heahh. Heahh also had 

a main effect on participants' ratings on how much they agreed that the client should 

retire. Ratings indicated that persons whh poor heahh should retire sooner than persons 

with good health. In conjunction whh these main effects, h is interesting to note that 

health did not have a significant main effect on the number of years until retirement. 

While participants indicated by their ratings on how well a person was doing at work and 

how much they agreed the person should retire that heahh was important, they failed to 

reflect its importance when asked to assign an actual retirement time. 

There were three 2-way interactions between health and IQ. When described with 

poor health, persons with lower IQs were rated as happier, less likely to be in the least 

restrictive environment and less ready for retirement. All of these were reversed when 

the persons whh lower IQs were described with good heahh. They were now less happy, 

more likely to be in the least restrictive environment, and more ready to retire than their 

counterparts with a higher IQs. 

Several trends emerged in the interactions with health. The effect of good or bad 

health on younger persons was much less than on older persons. The effect of poor 

health was greater on those with higher IQs than whh lower IQs. There appeared to be an 

expectation of poorer heahh when IQ was lower. While in realhy this may often be the 

case, these resuhs were not consistent whh the health status the participants were given 

for these hypothetical clients. When considering persons for reth-ement, members of 
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IDTs must make an effort to evaluate health status independent of IQ. An age X heahh 

interaction may be important, but staff must recognize that the individual's poor heahh 

may have undue impact. 

Behavior. Behavior as an independent variable was described for each 

hypothetical subject as ehher good (mild severhy/low frequency) or bad (high 

severity/high frequency). The dependent variable of behaving asked participants to rate 

how well behaved the hypothetical subject was. 

Behavior had an enormous effect on the ratings of participants. It was a main 

effect and alone accounted for more than 80% of the systematic variance on each of four 

of the eight dependent variables: happiness, work enjoyment, behaving, and how well 

the hypothetical client was doing at work. The effect of behavior on behaving was 

predictable and reliable. Its significance and variance accounted for indicated that 

participants were aware of the hypothetical subjects' behavior when they were making 

then* ratings. 

It is intuhive that happier people would be better behaved and this was confirmed. 

Under all experimental treatments, those described as poorly behaved were rated as less 

happy. There was a small interaction with age when behavior was poor, but behavior 

was clearly the dominant determinant. The same resuhs were found with work 

enjoyment. There was no condhion under which poorly behaved persons were found to 

enjoy work more. 

When younger persons were described as poorly behaved, they were considered 

heahhier than when older persons were described as poorly behaved. When behavior was 

described as good, younger and older persons were described as equally heahhy. When 
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behavior was described as poor, younger persons were considered more poorly behaved 

than older persons. This difference disappeared when behavior was described as good. 

Poorly behaved persons were always rated as being in the least restrictive environment. 

Behavior did not have a main effect on the least restrictive environment because of the 

large variance in the ratings. 

In reviewing these findings, h appears that IDT members are likely to attribute 

poor behavior in older persons to their health status rather than to social, environmental, 

or psychological causes. This was confirmed by the finding that the same assigned 

behaviors were rated as worse in younger individuals. As a resuh, IDT members may be 

less Hkely to intervene proactively when older persons behave inappropriately. 

The issue of behavior becomes more complicated when the ratings of how well 

the hypothetical client is doing at work and when retirement should occur are discussed. 

For the first time, IQ becomes an interactive factor. When participants were asked how 

much they agreed that a hypothetical client should reth-e now, persons whh poor behavior 

always received higher ratings than persons whh good behavior. An exception occurred, 

however, if the hypothetical client was older and had a high IQ. This finding confirms 

the earlier discussion that persons whh high IQs and good behavior were seen as having 

addhional options besides work. When only behavior and IQ were considered, the 

hypothesis that persons whh higher IQs are seen as more ready for retirement was 

supported even more strongly. In fact, under these condhions, persons whh higher IQs 

were seen as more ready for retirement when their behavior was good than when their 

behavior was poor. Conversely, persons with lower IQs were seen as far less ready for 

retirement when their behavior was described as good than when their behavior was poor. 
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This finding is supported in the ratings on the dependent variable of how well a person 

was doing at work. On the behavior X IQ interaction on this variable, all hypothetical 

clients were rated as doing equally when behavior was rated as poor. In addhion, all 

clients were rated as doing better when behavior was described as good. However, those 

whh lower IQs are seen as doing comparatively better than those with higher IQs when 

behavior is described as good. These findings indicate that less is expected of those with 

lower IQs and that IDTs are more likely to maintain the status quo whh lower functioning 

individuals who behave well. 

Behavior had a main effect on the recommended number of years until retirement. 

Clearly, age had the greatest effect on this variable. For hypothetical clients whh higher 

IQs, the level of behavior had no effect. For those described whh lower IQs, improved 

behavior led to a greater number of years being recommended. Suprisingly, persons with 

higher IQs were always recommended for retirement in fewer years than persons whh 

lower IQs, regardless of behavior. These ratings were consistent with those for how well 

the job was being performed and how strongly participants agreed that the person should 

be retired. 

Discussion of Ratings of Descriptive Words 

Recall that participants were given ten words to rank in order of importance in 

considering retirement for those they served. Among these words were the independent 

variables of IQ, age, health, and behavior. Participants were asked to rank the words 

after they had completed the ratings part of the experiment. Therefore, h is possible that 

the earlier portion of the packet affected the responses. 

44 



Participants ranked heahh as the most important consideration. This ranking was 

not consistently supported by the data. Heahh, except on the dependent variable of 

heahhy, accounted for little of the systematic variance. The data suggest that IDT 

members have difficuhy separating heahh from IQ and age. 

Participants ranked age as the third most important attribute to consider when 

recommending someone for retirement. Age was certainly important in ratings on the 

dependent variables. It accounted for 89% of the systematic variance for the 

recommended number of years until retirement. It was also a major factor in ratings of 

agreement on whether someone should retire now. However, age may have distorted 

participants' rating of happiness and work enjoyment. Poor behavior and poor heahh 

may have been attributed to age rather than to outside causes. 

Participants rated behavior as the fifth most important consideration. Data clearly 

do not support behavior being rated so low. It was a main effect on six of the eight 

dependent variables, and could have been on a seventh if the error variance had not been 

so large. Clearly, IDT members were unaware of the influence that the behavior of the 

hypothetical subjects exerted on their ratings. 

IQ was rated as the seventh most important consideration. At first glance, h 

appeared that IQ had very little influence over the participants' ratings. However, closer 

examination of the interactions indicated that IQ was considered, particularly when they 

were rating hypothetical clients whh good health and good behavior. 

As predicted, client choice was ranked highly, but, suprisingly, was not first, but 

second behind heahh. All staff are trained and regulations mandate that personal choice 

be considered in any IDT decision. It is also interesting that enjoyment was ranked as 
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less important than age, and more important than behavior. This suggests that persons 

who were still enjoying work, but who were older, might be recommended for retirement. 

As expected, religion, appearance, and residence received low rankings. 

Conclusions and Recommendations for Future Study 

Ratings from participants in this research indicate that IQ, age, health, and 

behavior all influence interdisciplinary team members' decisions regarding hypothetical 

clients. Inhially, there was some concern that these descriptors, in conjunction whh the 

neutral demographic information provided on the hypothetical clients, would not provide 

sufficient information for meaningful ratings to be made. The Insthutional Review Board 

at Austin State School was concerned that participants might actually be angered by 

being forced to rate hems for which no specific information was given (e.g., happiness, 

work enjoyment, least restrictive environment). To assuage their concerns, a sentence 

acknowledging that the presented information was insufficient was added to the 

instructions that participants received. Resuhs indicated that heahh, age, and behavior 

were reliable as seen by their effects on healthy, years until reth-ement, and behaving, 

respectively. Because there was no dependent variable addressed to assess the effects of 

IQ specifically, hs effect can only be judged by hs impact on other variables. Differential 

resuhs were reliably found for those described whh high and low IQs. 

Other variables, particularly choice, were not manipulated in this research. 

However, choice would be considered in an actual meeting to make a retirement referral. 

It is difficuh to assess the impact of choice. Its effect would most likely be feh by those 

individuals who are fimctioning most optimally, i.e., are healthy, well behaved, and have 
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fewer intellectual defichs. These are the individuals who are most likely to be able to 

express their own opinions. It is interesting to note that this is also the group that the 

participants in this study treated most differently. This group, when h was older, was 

recommended for an earlier retirement. Because well-behaved persons in good heahh 

represent the majorhy of older persons whh mental retardation, fiiture research should 

examine their wishes. 

Members of interdisciplinary teams must be aware that they may have biases 

regarding age and IQ. When hypothetical client were younger ratings were less likely to 

be affected by descriptions of heahh and behavior. When they were more intellectually 

impaired, descriptions of heahh had a greater impact. Individuals whh lower IQs were 

rated as needing retirement options at a later age. This is counter-intuitive unless there 

are fewer retirement options for these individuals. Personal observation suggests that 

current circumstances are less likely to be changed when no viable ahemative exists. 

Finally, research needs to be conducted to determine the impact of retirement on 

those who have already retired. Because many retirement programs are informal or lack 

independent status, even identifying persons whh mental retardation who are already 

retired is difficuh. In the coming years, as the population of aging persons whh mental 

retardation continues to grow, they will be easier to find. 

Interdisciplinary team members are making retirement recommendations in 

increasing numbers. It is my hope that this research will assist them in making their 

decisions based upon actual client needs by clarifying the impact of IQ, age, health, and 

behavior. 
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Definhion of Mental Retardation 

The American Association on Mental Retardation (1992) defines mental 

retardation as "...substantial limhations in present functioning. It is characterized by 

significantly subaverage intellectual functioning, existing concurrently whh related 

limhations in two or more... adaptive skill areas" (p.2). In addition, the onset of these 

condhions must be prior to age 18. The definhion assumes that divershy, communication 

and behavioral factors, environmental context, and personal adaptations will be 

considered before a diagnosis of mental retardation is made. There is an underlying 

assumption that mental retardation may or may not be of lifelong duration. The 

definhion is based upon the needs of the person for supports and services and recognizes 

that these change across an individual's life span. A final assumption is that if a person 

does not become more independent, productive, and integrated in the communhy, the 

supports may not be effective and changes may be necessary. 

The definhion of mental retardation has differed over the years (Heber, 1959; 

Grossman, 1983; AAMR, 1992). Since Heber's groundbreaking work in 1959, the 

diagnosis also demands that there be subaverage functioning in one or more of the 

following adaptive behaviors: maturation, learning, and social adjustment, accompanying 

the lowered IQ scores. 

Besides subaverage intelligence and adaptive behavior. Public Law (PL) 95-682, 

the Developmental Disabilhies Bill of Rights Act (1978) specified a ceiling age for the 

diagnosis. According to this act, a developmental disabilhy must be attributable to a 

mental or physical impairment that begins before the age of 22 and is likely to continue 

indefinhely. Thus, the AAMR definhion and the legal definhion differ in several ways. 
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Mental retardation is typically sub-classified as mild (IQ = 50-55 to 70-75), moderate (IQ 

= 35-40 to 50-55), severe (IQ = 20 to 35-40), and profound (IQ = <20) (Diagnostic and 

Statistical Manual-IV, 1994). The lower the IQ, the greater the concurrence of epilepsy, 

genetic damage, physical impairment, cerebral palsy, and other stmctural and intemal 

damage (Harrison, 1990). The American Association on Mental Retardation definhion 

adopted in 1992 abandoned the tradhional categories, focusing instead on the capabilhies 

and environment of the individual and the supports needed to improve fimctioning. This 

definition has been controversial and the use of IQ and sub-categories has not been 

abandoned by most professionals as indicated by their inclusion in the DSM-IV. 

Prevalence and Etiology of Mental Retardation 

Estimates of the prevalence of mental retardation are anywhere between 1% and 

3% of the population (Grossman, 1983). The prevalence discrepancy reflects the 

difficulty in isolating and naming such a heterogeneous group of people. The term 

"developmental disabilhies" encompasses individuals whh mental retardation as well as 

those with autism, epilepsy, and cerebral palsy, which may or may not be accompanied 

by mental retardation. The interchangeable use of the terms can lead to confusion and 

accounts for some of the variance in the prevalence estimates. Most children whh mild 

mental retardation are not identified until they reach school (Landesman-Dwyer & 

Butterfield, 1983). Many adults with mental retardation do not request services once they 

complete school because they are able to merge into general society with minimal or no 

assistance (Baroff, 1986). Therefore, the prevalence rate depends upon what conditions a 

particular author is using. 
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The causes of mental retardation historically have been divided into ehher 

biological or psychosocial origins. The biological etiology of mental retardation is 

generally attributed to ehher genetic causes, prenatal causes (e.g., matemal alcohol and 

drug abuse; matemal accident or illness), or accident or illness after birth. The 

psychosocial origins are tied to early neglect, deprivation, abuse, and lack of stimulation. 

Mental retardation historically has been seen as a medical disorder. The diagnosis was 

given to individuals with extremely low levels of intellectual fianctioning (Matarazzo, 

1972). Diagnosis in the absence of physical abnormality is more controversial (Lea, 

1990). Slone, Durrheim, Lachman, and Kaminer (1998) collected data on referrals to a 

regional hosphal in Cape Town, South Africa. They found that the diagnosis of mental 

retardation is tied to cultural norms and socioeconomic status. In addition, they found 

that during the investigation period (1990 to 1993), the proportion of referrals of persons 

whh mild mental retardation had decreased while the referrals of persons whh severe 

retardation had grown proportionately with the population. They concluded that the 

interaction of low socioeconomic status with mild retardation has led to this 

counterintuitive finding of decreasing levels of mild mental retardation. 

Down syndrome and Fragile X syndrome are the two most common etiologies of 

mental retardation but account for only a small percentage of persons whh mental 

retardation. Fragile X is currently thought to account for about 10% of all mental 

retardation and is second only to Down syndrome among etiologies of mental retardation 

associated whh gene abnormalhies (Rogers & Simensen, 1987). Whh increased 

technology, new genotypes and associated behavioral phenotypes are being identified 

(Dykens & Kasari, 1997). One example is Prader-Willi syndrome that was identified 40 
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years ago. It occurs in approximately 1 in 15,000 births and typically resuhs in mild to 

moderate memal retardation (Butler & Palmer, 1983). Persons whh this syndrome are 

most frequently characterized by preoccupation they have with eating and obtaining food 

(Holm et al, 1993). Etiology is increasingly important in the definhion and treatment of 

mental retardation. However, the great diversity of etiologies and their subsequent 

heahh-related problems indicates that there can be no overriding definhion of aging in 

this population. Whh the exception of Down syndrome, there is a pauchy of research on 

aging on other condhions considered to be developmental disabilhies. 

Longevity of Persons whh Mental Retardation 

During the past 100 years, dramatic advances have occurred in medical 

technology and practice resulting in significant increases in longevhy whh persons with 

mental retardation. There is little early reference m the Iherature to aging persons whh 

mental retardation (Kaplan, 1943, 1945). Interest began to emerge in the late 1970 when 

h became clear that persons with mental retardation were increasingly likely to survive 

into old age. Their life expectancy, however, remains less than that of the general 

population (Eyman, Grossman, Tarjan, & Miller, 1987). In 1977 there were 48,600 

persons in residential facilhies between the ages of 40 and 62 years; by 1982, that number 

had increased to 56,830 (Hill, Rotegaard, & Bruininks, 1984). In addhion, there is a 

large population of aging persons whh mental retardation who have continued to live at 

home whh their parents who are becoming too old and/or infirm to continue to care for 

them. In fact, whhin the "baby boom" generation, there is a larger proportion of disabled 

persons whh respect to other birth cohorts (Janicki, Ackerman, & Jacobson , 1985). 
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Second PL. 100-206, the Omnibus Reconciliation Act of 1987 estimated that there were 

at least 40,500 persons whh mental retardation in nursing homes; 22,750 of these people 

are over the age of 55 (Laken, Hill, & Anderson, 1991). 

It is difficuh to define age-related changes in the general population (Elias, Elias, 

& Elias, 1990). This problem is confounded in persons whh mental retardation in that 

the definhion of aging or aged varies greatly across studies (Janicki & Hogg, 1989). 

Etiology also accounts for major differences within the population. In addhion, there is 

great variance in general heahh and physical well being whhin the population at all ages. 

Those who have attempted to define aging and aged as life phases distinct from middle 

age select either a normative-statistical approach or a biological approach related to signs 

and symptoms of early decline (Miniszek, 1983; Segal, 1977; Seltzer & Seltzer, 1985; 

Wisniewski & Merz, 1985). Many use a chronological age to define the lower limhs of 

aging. Some authors suggest that in developmentally disabled populations, aging may 

begin as early as age 35 (Walz, Harper, & Wilson, 1986). Most researchers, however, 

have selected the mid-50s to define the onset of aging (Janicki, Ackerman, & Jacobson, 

1985). Nonetheless, there is no clearly established definhion for geriatric in persons whh 

mental retardation. 

Research indicates that cognitive abilhies in the developmentally disabled 

population are maintained until near age 60 (Zigman, Sehzer, Adlin, & Silverman, 1991). 

The authors found declines only after ages 65 to 70, except in the case of individuals whh 

Down syndrome where the declines are found at a much earlier age (Das & Mishra, 

1995). Functional abilhies show declines in the middle 70s, but motor skills tend to 

begin a decline in the 50s (Janicki & Jacobson, 1986). In all levels of retardation, the 
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regression of self-help skills and mobilhy is a significant predictor of mortalhy (Eyman, 

Call, & Whhe, 1989). A study by Krauss and Seltzer (1986) found that younger 

individuals whh mental retardation were more impaired cognhively and functionally than 

older persons, a clear case of the cohort effect distorting the abilhy to accurately assess 

aging. 

M. Seltzer (1992) noted that most of the research done of the aging population is 

descriptive; little is theory-driven or analytic. There is little information in the existing 

Iherature about the manifestation of specific mental heahh problems in older individuals 

whh developmental disabilhies. In addhion, there may be differences among aduhs as a 

function of their residential placement (Havemann, Maaskant, & Stermans, 1989). Many 

studies, including Linter (1986), either included too few aduhs or too many younger-age 

subjects to find significant differences due to aging. Large-scale investigations ( Janicki, 

1989, Janicki & Jacobson, 1986; Janicki & MacEachron, 1984, Krauss & Sehzer, 1986) 

reported cross-sectional data, including individuals whh varying etiologies and 

diagnoses. One large-scale study conducted by Eyman and Widaman (1987) examined 

life-span development of adaptive skill in 30,749 mdividuals whh mental retardation 

between the ages of 4 and 90. They found that there are specific differences in 

longitudinal patterns of adaptive change associated with age, level of functioning, and 

residential setting. Clearly, fiiture studies should be senshive to these variables. 

Addhionally, they noted that long-term follow-up studies were essential. All of these 

large-scale studies included individuals whh Down syndrome, strongly skewing the 

pattem of the resuhs. 
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Zigman, Sehzer, Adlin, and Silverman (1990) noted that studies of cognitive 

functioning tend to use standard neuropsychological assessment instruments or well-

established experimental protocols to infer age-associated change. Historically, research 

suggested that individual IQs of persons whh mental retardation remain stable over time. 

Hewitt and Fenner (1986) found that IQ remains stable until approximately 65 years of 

age, then declines slightly. Thase (1982) examined neuropsychological changes to 

assess decline and found no differences across individuals associated whh increasing age. 

Many other studies of this type (Dahon, Crapper, & Schlotterer, 1984; Thase, Tigler, 

Smeltzer, & Less, 1984) reported declining performance whh age, but these studies were 

either limited to or included persons with Down syndrome. The studies by Thase on non-

Down Syndrome adults whh mental retardation suggested the possibilhy of some global 

rather than specific age-related process. Most of the cited research used cross-sectional 

methodology and/or the works incorporate no statistical analyses. The reliabilhy and 

validity estimates of the measures employed are rarely reported and Zigman and his 

associates questioned whether they were even available. 

Aging in persons whh mental retardation is characterized by cardiovascular, 

digestive, musculoskeletal, respiratory, and neoplastic disease (Janicki & Jacobson, 

1986). In general, aduhs with mental retardation suffer similar medical problems as the 

general population: loss of mobilhy, increased falls and accidents, incontinence, and the 

loss of vision and hearing (Day & Jancar, 1994). The authors also found that the average 

number of medical condhions increased whh age. However, whhin the mild level or 

retardation, individuals whh few chronic heahh problems have been shown to have life 

expectancies approaching that of the general population (Walz, Harper, & Wilson, 1986) 
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home. In a recent study comparing mortalhy of persons with and whhout Down Syndi 

Strauss and Eyman (1996) found that mortalhy rates increased at a roughly exponemial 

rate from about 35 years of age onwards. However, the rates for persons with Down 

syndrome doubled every 6.3 years whereas the non-Down Syndrome rates doubled every 

9.6 years. Individuals without Down Syndrome in the mildly/moderately mentally 

retarded groups had life expectancies only a few years less that the general population. 

As whh other studies of mortalhy and mental retardation, (Eyman, Grossman, Tarjan, & 

Miller, 1984), mortality and level of retardation were inversely proportional. 

Many researchers have suggested that longevhy is increased among those persons 

with mental retardation who live in the communhy rather than in institutions. Research 

demonstrated significant increases in adaptive behavior following deinstitutionalization 

(Cotton, Purzycki, Cowart, & Merritt, 1983a; Kleinberg & Galligan, 1983; McDevitt, 

Smith, Schmidt, & Rosen, 1978). Attempts have been made (Walz et al., 1986; Cotton et 

al., 1983a) to subgroup aging persons whh mental retardation as the "frail elderly" who 

might be best served in institutions or nursing homes, and individuals who need less 

restrictive environments and have greater self-care skills. Between 1967 and 1991, the 

institutionalized population decreased by 60% (Lakin, Braddock, & Smhh, 1994). 

Strauss and Kastner (1996) conducted the first large-scale study of comparative mortality, 

which controlled for an array of client characteristics. They found that the risk-adjusted 

mortalhy rates of people with mental retardation were higher in the communhy than in 

institutions, regardless of the level of risk. They attributed this surprising finding to 

problems in the communhy including shortcomings in Medicaid reimbursement, the 

cognhive and verbal limhations of patients whh mental retardation, leading to 
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communication difficuhies whh physicians, potential liabilhies face by physicians 

treating this population, and a variety of other potential problems. Institutions, on the 

other hand, offered a centralized setting in which remedies for many of these problems 

are in place. This research suggests that an institution is an appropriate place to study 

retirement issues. 

Working and Persons with Mental Retardation 

In order to receive Medicaid funds, persons whh mental retardation are required 

to have continuing training provided. Traditionally, these funds are provided to certified 

programs which offer a multitude of services, the parameters of which are specified in the 

1988 ICF-MR Guidelines (Interpretive Guidelines - Intermediate Care Facilhies for the 

Mentally Retarded, 1988). 

Work for persons with mental retardation has historically been provided through 

activity centers and shehered workshops (Coker, Osgood, & Clouse, 1995). A more 

recent trend has been to place persons whh disabilities into supported employment within 

the communhy. Supported employment is addressed in the Developmental Disabilhies 

Act of 1984 (PL. 98-527) and indicates that h has 3 condhions: (1) recognhion that 

persons with developmental disabilhies are unlikely to be employed at or above 

minimum wage and that they need ongoing support in the work environment; (2) that 

persons with disabilhies can be employed in a variety of settings where persons without 

disabilhies are also employed; and (3) that the support may take the form of training, 

supervision, or transportation, and that h is needed to support paid work. 
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Longitudinal studies of persons moving from shehered to supported employmem 

have pointed to benefits for both the persons themselves and for the taxpayers. (Helms, 

Moore, & McSewyn, 1991). In 1992, however, states still placed 81% of vocational/day 

program participams in shehered employmem, day activity, or day habilitation programs, 

and only 19% in compethive employment (Braddock, Hemp, & Fujura, 1995). 

Supported employment grew by 49% from 1992 to 1996. (Braddock, Hemp, Parish, 

Westrich, & Park, 1998). 

Supported work has a variety of strategies, including "natural supports" in the 

workplace (Nisbet, 1992), employer-directed support (Ramsing, Rhodes, Sandow, & 

Mank, 1993), and assistive technology (Sowers & Powers, 1991). Revell, Wehman, 

Kregel, West, and Rayfield (1994) reported that 63% of all those receiving supported 

employment services were persons with mental retardation. The supported work 

placement model included individual placements (79.7%), enclaves (14.5%), or mobile 

work crews (5.3%). A 4-year follow-up of 81 persons placed in supportive employment 

found that wages remained significantly higher. 

Mank, Cioffi, and Yovanoff (1997) noted that there was no commonly accepted 

definition and little quantitative documentation of natural support in employment. Higher 

competence and being male continued to dominate the prediction of post school 

competitive employment, and persons with higher IQs eamed more than persons with 

lower IQs. 
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Retirement Consideration 

Retirement is an issue in the general population as well as in special populations. 

Atchley (1982) noted, the concept of retiremem is no longer solely linked to the concept 

of old age. In 1900, nearly 70% of men over age 65 were employed. By 1960, the figure 

was at 35%; by 1976, 22%: and by 1992, 15% (Barrow, 1996). Studies of person who 

retired before age 65 (Robinson, Coberly, & Paul, 1985; Barfield & Morgan, 1969) 

indicated that the two major factors contributing to an early retirement were poor health 

and having an adequate income. 

The average household income for those over 65 does not differ from the average 

income for all aduh households (Schick & Schick, 1994), ahhough there is wide 

divershy. Social Security is the most common source of income for those over 65. 

Schick and Schick reported that 12.4 percent of the aged lived in poverty. Whhout Social 

Security, that number would be closer to 50%. 

According to the American Association of Retired persons (1990), older people 

are less likely to move to a different communhy than are younger families. However, 

older people are more likely to move to a different type of housing whhin the same 

community. Relocation may be a special case of person-environment (P-E) incongmence 

that was adapted by Kahana (1975) to be empirically tested on the elderly. 

Fields and Mhchell (1984) described 6 frequently used definhions of retirement: 

(1) absence of participation in the leisure force, (2) acceptance of social security, (3) 

receipt of a private pension, (4) reduction in hours of work or pay per hour, (5) subjective 

evaluation of the person being retired, and (6) permanent withdrawal from a long-term 

job or career. 
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or 

The very notion of retirement for persons with mental retardation is somewhat 

comroversial. Blaney (1991) suggested that using any of the definhions listed above, 

even the concept of retiremem hself, is objectionable whh persons whh developmemal 

disabilhies. Blaney stated that some advocates maintain that the goals, objectives, and 

outcomes that agencies establish for this population should continue throughout a 

lifetime. Herrera (1984) noted that persons whh mental retardation who retired from a 

shehered workshop often retumed to the workplace on a daily basis, but participated in 

ahemative retirement programming developed by their interdisciplinary teams. Stroud, 

Roberts, and Murphy (1986) found that persons whh mental retardation preferred 

stmctured time to leisure time that involved many unstmctured hours. However, the 

1988 ICF-MR Guidelines allowed, for the first time, the inclusion of skill maintenance as 

well as skill acquishion as a goal for an individual receiving services. This opened 

opportunities for the development of specialized retirement programs for individuals with 

mental retardation. In addhion, expectations of retirement for persons with mental 

retardation have been set out as a resuh of a group of amendments (PL 100-175) to the 

Older Americans Act. 

In 1987, the American Association on Mental Retardation published a monograph 

presenting the results of the National Survey of Programs Serving Elderly Mentally 

Retarded Persons. Age 55 was used as the lower limit of the onset of old age. The 

authors discovered 327 communhy-based and 202 institutionally based programs serving 

the target population. They found that 1984 was a pivotal year in the development of 

retirement programs. The monograph focused on the locations of the programs, the 
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sponsors of the programs, and the number of persons served by the programs, but did not 

specify the content of any programs. 

The Iherature has given increasing focus to projecting the treatmem, service, and 

residential needs of aging persons whh mental retardation. Lankin, Anderson, Hill, 

Bminkins, and Wright (1991) noted that the programs and services provided to older 

persons whh mental retardation tended to be a continuation of those for younger persons 

whh mental retardation. The most significant variations were related to the type of 

facilhy in which the individual resided. The researchers concentrated on the types of 

programs available and the services offered and noted that 56% of the state agencies 

surveyed were developing formal or informal policies regarding older individuals. 

In 1991, the Boston Roundtable on Research Issues and Application in Aging and 

Developmental Disabilhies was held. Among the issues discussed were the philosophical 

considerations regarding the establishment of retirement programs. Social role 

valorization, or the integration of a devalued person or group in to the social life of 

society, was considered essential. Wolfsensberger (1985) had earlier stressed the need to 

not further isolate persons with mental retardation who were aging. The least restrictive 

ahemative was also considered essential, so that persons could function whh optimal 

choice and independence. Quality of life, defined as an interaction between the 

individual and the environment and the individual's control over that environment, was 

also deemed important. Finally, the need for an interdependent community made of 

reciprocal relationships between staff and people was stressed. Key questions were 

addressed at the Roundtable, including how senior citizen services and federal policies 
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could be merged. It was noted that programs created specifically to deliver a service to 

aging people whh mental retardation were more likely to access generic aging services. 

Many retirement programs for older aduhs whh mental retardation will require a 

residential component as well as the treatment component. Older aduhs whh disabilhies 

generally live ehher whh families, in group homes in the communhy, or in institutional 

settings (Janicki & MacEachron, 1984). Families of aduhs with mental retardation 

historically have done very little planning for the future if there were no immediate crises 

(Shanas et al., 1968). In general, families whh a member whh mental retardation have 

pervasive worries about the fiiture, but most confront problems on a day-to-day basis 

rather than facing long term considerations (Tumbull, Summers, & Brotherson, 1986). 

The needs of these families are increasing as parents are aging and must be addressed 

quickly. 
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APPENDIX B 

PILOT STUDY MEMORANDUM 
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INTER-DEPARTMENTAL MEMORANDA 

Date: July 18, 1995 

TO: QMRPs, Psychologists, RNs, LVNs, Vocation Program Employees, and 

Home Supervisors 

From: Lonnie H. Willis, Superintendent 

Subject: Project Study 
We have been asked to participate in a project studying characteristics of individuals we 
would consider recommending for retirement from vocational programming. Please 
consider the people we sere and compose a list of words and/or phrases that are the 
attributes you consider most important in deciding whether the individuals the individuals 
should retire. The list may be as long as you wish. At the bottom of the paper, you may 
write any additional comments or consideration you have. Please circle your job 
category at the top of the page. Do not fill this out if you have not been an UDT member 
for at least three (3) months. 

Thank you for your participation. Please retum these to my office by noon on Monday, 
July 24, 1995. 

Thank you. 
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PLEASE CIRCLE THE CATEGORY THAT BEST DESCRIBES YOUR JOB 

QMRP PSYCHOLOGIST RN LVN 

VOC PROGRAM EMPLOYEE HOME SUPERVISOR 

PLEASE LIST AS MANY WORDS AND/OR PHRASES THAT YOU CONSIDER 
VERY IMPORTANT IN DECIDING WHETHER INDIVIDUALS SHOULD RETIRE: 

COMMENTS: 

PLEASE RETURN TO THE SUPERINTENDENT'S OFFICE BY NOON ON JULY 24™. 
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APPENDIX C 

SAMPLE CLIENT CHARACTERISTICS PROFILE 
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TEXAS DEPARTMENT 

OF 

MENTAL HEALTH AND MENTAL RETARDATION 

LUBBOCK STATE SCHOOL 

CLIENT CHARACTERISTICS 

NAME: Andy 

HOME: Willow 

BIRTHDATE: 08/25/59 

AGE: 38 

CLIENT ID#: 

SEX: Male 

HEIGHT: 5'8 »f WEIGHT: 147 lbs. 

IQ: 50 RELIGION: Baptist 

PLACE OF EMPLOYMENT: on campus workshop 

SEIZURES (yes/no): ves (if yes) # PER MONTH _ 1 ^ 

PRIMARY MEANS OF AMBULATION: walks independently 

PREFERRED ACTIVITY (list one): listening to radio 

PROBLEM BEHAVIOR (list primary one): rocks 

HOW OFTEN DOES PROBLEM BEHAVIOR OCCUR: 2 per month 

CONTACT PERSON: name: 

address: 

city/state/zip: 

phone: 

75 



APPENDIX D 

DEPENDENT VARIABLE QUESTIONNAIRE AND FORM 

FOR RANKING RETIREMENT CONSIDERATIONS 
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QUESTIONS ABOUT ANDY 
Remember to CIRCLE aU answers 

1. How happy do you thmk Andy is? 

^ 2 3 4 5 6 7 
NOT AT ALL -̂  u / 

VERY HAPPY 

2. How much do you think that Andy enjoys his work? 

1 2 3 4 5 
NOT AT ALL 

6 7 
VERY MUCH 

3. How healthy do you thmk Andy is? 

1 
NOT AT ALL 

6 7 
VERY HEALTHY 

4. How well behaved do you think Andy is? 

1 2 3 4 5 6 7 
NOT AT ALL VERY WELL BEHAVED 

5 How much do you agree that Andy is in the least restrictive environment? 

1 2 3 4 5 6 7 
NOT AT ALL VERY MUCH 

6. How much do you agree that Andy should retire now? 

1 2 3 4 5 6 7 
AGREE NOT AT ALL AGREE STRONGLY 

7. How well do you think Andy is doing at work? 

1 2 3 4 5 6 7 
NOT WELL VERY WELL 

8. How many more years should Andy work before retiring? 
Write the number of years from now that Andy should retire; if now, put ZERO. 

Remember that all questions must be answered and that question #8 must have a number. 
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There is just one more thing that I am asking you to do. 

Please consider all of the words below and how important you think they are when you 
recommend an individual for retirement. Please number the MOST IMPORTANT word #1, the 
second most important #2, and so on. Your numbers should run fi-om 1 to 10. Please do not 
repeat a number; if two words are tied in importance, give them successive numbers. Please 
place a number next to every word, even if you think the word should not be considered. 

appearance 

behavior 

rehgion 

health 

competence 

IQ 

choice 

residence 

age 

enjoyment 

Thank you for your assistance. Please do not discuss this project with your colleagues until you 
are sure that everyone who is participating has completed h. 
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COVER LETTER TO PARTICIPANTS 
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Dear Colleague, 

Thank you for agreeing to participate m my research. You are gomg to be requested to read 12 

Client Information Sheets of hypothetical mdividuals. Clearly, you will not be gi\en enough information 

to provide fiilly mformed answers. I am looking for you best opinion based upon the information you 

have received. 

There are several requests that I am asking of you. If these are not observed, the results may not 

be as usefiil. 

1. Each question allows you to respond from 1 to 7. Number 1 always means that you disagree 

with the statement and number 7 always means that you agree with the statement. Please circle 

the appropriate number; do NOT write in the spaces between the numbers. 

2. Please answer evoy question. 

3. Please complete the packet in order; do not go back, even if you have changed your mind. 

4. Please do not discuss this research with your colleagues, even with those who are not 

participatmg m it, until all the participants have completed the task. Please initial this if you 

agree to it 

(mitial) 

I know your time is valuable. Thank you agam. 

Ann Palen McGlytm 

Lubbock State School and Texas Tech University 
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PARTICIPANT DEMOGRAPHICS SHEET 
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PARTICIPANT DEMOGRAPfflCS 

PLACE OF WORK: 

POSITION: 

TITLE (if different from position): 

LAST DEGREE OBTAINED: 
(For example: high school, undergraduate, 
graduate. If nurse, please state your 
highest degree.) 

LENGTH OF TIME IN CURRENT POSITION: 

LENGTH OF TIME WORKING WITH PERSONS WITH MENTAL RETARDATION: 
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CONSENT FOR PARTICIPATION IN RESEARCH PROJECT 

THE EFFECT OF DEMOGRAPHIC INFORMATION ON INDIVIDl \ L 
INTERDISCIPLINARY TEAM MEMBER'S DECISIONS 

1 Purpose: The purpose of this project is to see how you answer questions about individuals simUar to those v ou have 
served based upon the information you have been given. You will be asked to read 16 "Ghent Characteristics" sheets 
and make decisions regarding those individuals. This project should take less than 45 minutes to complete. This 
research is being conducted as part of the requirements for a Ph.D. in Psychology at Texas Tech University. 

2 Risks/Discomfort: There are no risks or discomfort associated with this project. You may stop your participation at 
any point with no adverse consequences. 

3. Benefits: Information you provide may assist individual IDT members in the fiiture in understanding their 
responsibilities and thought [ffocesses more thoroughly. 

4. There will be no adverse consequences if you do not wish to participate in this project. There is no financial benefit for 
your participation. 

5. Your name is only being requested on this consent but not on the research materials. Neither your position nor any 
other demographic information about you will be released to either your employer or to TxMHMR. Differences 
between State Schools and/or professions, if they exist, will be statistically analyzed but no individuals will be 
identified. 

6. You may consult with a member of your Institutional Review Board (IRB) at any time concerning your treatment and 
wel&re by calling the IRB chairman at the &cility where the research has been approved. 

7. You may consult with a member of the Public Responsibility Committee (PRC) at any time concerning your treatment 
and welfare. The Pubhc Responsibility Committee is a group of volunteers who work to protect the rights and interests 
of individuals with mental retardation. 

If you have any additional questions, you may contact me at (806) 741-3624 or ask the Chief Psychologist at your fiicility. The 
results of this research will be made available during the summer of 1998. 

I understand each of the above items relating to my participation in "The Effect of Demographic Information on 
Individual Interdisciplinary Team Member's Decisions" under the care of Ann Palen McGlynn and I hereby consent to 
my participation in the research project.. 

Signature of Person Giving Consent DATE 
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ORIGINAL CELL FREQUENCIES 
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Table H.l: Original Cell Frequenci e s 

IQ AGE HEALTH BEHAVIOR 

2 
2 
2 
2 

2 
2 
2 
2 

1 
1 
1 
1 

2 
2 
2 
2 

I 
1 
1 
1 

2 
2 
2 
2 

1 
1 
2 
2 

1 
1 
2 
2 

1 
1 
2 
2 

1 
1 
2 
2 

I 
2 
1 
2 

1 
2 
1 
2 

1 
2 
1 
2 

I 
2 
1 
2 

FREQUENCY 

48 
36 
48 
60 

60 
72 
60 
48 

60 
72 
60 
48 

48 
36 
48 
60 

TOTAL: 864 

LEGEND: IQ: 

AGE: 

1 = low (35-50); 2 = high (51-65) 

1 = low (35-50); 2 = high (51-65) 

HEALTH: 1 = poor; 2 = good 

BEHAVIOR: 1 = poor; 2 = good 
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Table 1.1: Means and Standard Deviations for Dependent Variable Happy 

Younger Age Older Age 

High 

IQ 

Low 

IQ 

Good 
Behavior 

Bad 
Behavior 

Good 
Behavior 

Bad 
Behavior 

Good 
Health 
M= 4.83 
S.D. = 0.62 

M = 3.65 
S.D. = 0.50 

M = 4.77 
S.D. = 0.53 

M = 3.93 
S.D. = 0.71 

Bad 
Health 
M = 4.68 
S.D. 0.36 

M = 3.47 
S.D. = 0.53 

M = 5.06 
S.D. = 0.80 

M = 3.60 
S.D. = 0.61 

Good 
Health 
M = 4.88 
S.D. = 0.78 

M = 3.48 
S.D. = 0.47 

M = 4.81 
S.D. = 0.75 

M = 3.18 
S.D. = 0.67 

Bad 
Health 
M = 4.44 
S.D. = 0.83 

M = 3.44 
S.D. = 0.60 

M = 4.78 
S.D. = 0.54 

M = 3.30 
S.D. = 0.69 

Table 1.2: Means and Standard Deviations for Dependent Variable Enjoy 

High 

IQ 

Low 

IQ 

Good 
Behavior 

Bad 
Behavior 

Good 
Behavior 

Bad 
Behavior 

Younger Age 

Good 
Health 
M= 4.81 
S.D. = 0.76 

M = 3.85 
S.D. = 0.57 

M = 4.67 
S.D. = 0.53 

M = 3.96 
S.D. = 0.85 

Bad 
Health 
M = 4.54 
S.D. = 0.40 

M = 3.47 
S.D. = 0.71 

M = 5.06 
S.D. = 0.77 

M = 3.77 
S.D. =0.39 

Older Age 

Good 
Health 
M = 3.63 
S.D. = 0.92 

M = 3.62 
S.D. = 0.40 

M = 4.48 
S.D. = 0.71 

M = 3.27 
S.D. =0.79 

Bad 
Health 
M = 4.00 
S.D. = 0.88 

M = 3.47 
S.D. = 0.49 

M = 4.76 
S.D. = 0.59 

M = 3.55 
S.D =0.65 
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Table 1.3: Means and Standard Deviations for Dependent Variable Healthy 

Younger Age Older Age 

High 

IQ 

Low 

IQ 

Good 
Behavior 

Bad 
Behavior 

Good 
Behavior 

Bad 
Behavior 

Good 
Health 
M= 5.19 
S.D. = 0.55 

M = 5.43 
S.D. = 0.43 

M = 5.45 
S.D. = 0.48 

M = 5.21 
S.D. = 0.32 

Bad 
Health 
M = 4.03 
S.D. = 0.53 

M = 3.95 
S.D. = 0.57 

M = 4.00 
S.D. = 1.09 

M = 3.73 
S.D. = 0.73 

Good 
Health 
M = 5.32 
S.D. = 0.35 

M = 5.02 
S.D. = 0.46 

M = 5.15 
S.D. = 0.71 

M = 4.68 
S.D. = 0.63 

Bad 
Health 
M = 3.97 
S.D. 0.69 

M = 3.54 
S.D. 0.68 

M = 4.27 
S.D. = 0.56 

M = 3.82 
S.D. = 0.59 

Table 1.4 Means and Standard Deviations for Dependent Variable Behaved 

High 

IQ 

Low 

IQ 

Good 
Behavior 

Bad 
Behavior 

Good 
Behavior 

Bad 
Behavior 

Younger Age 

Good 
Health 
M = 5.52 
S.D. = 0.60 

M = 3.32 
S.D. = 0.44 

M = 5.75 
S.D. = 0.57 

M = 3.62 
S.D. = 0.72 

Bad 
Health 
M = 5.58 
S.D. = 0.52 

M = 3.03 
S.D. = 0.51 

M = 5.86 
S.D. = 0.67 

M = 3.04 
S.D. = 0.85 

Older Age 

Good 
Health 
M = 5.95 
S.D. 0.61 

M = 2.77 
S.D. 0.47 

M = 5.71 
S.D. = 0.57 

M = 2.83 
S.D. = 0.71 

Bad 
Health 
M=5.44 
S.D. = 0.52 

M = 3.08 
S.D. = 0.56 

M = 5.89 
S.D. = 0.53 

M = 2.88 
S.D. = 0 66 
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Table 1.5; Means and Standard Deviations for Variable Uast Restrictive Environment 

High 

IQ 

Low 

IQ 

Good 
Behavior 

Bad 
Behavior 

Good 
Behavior 

Bad 
Behavior 

Younger Age 

Good 
Health 
M = 
S.D. 

M = 
S.D. 

M = 
S.D. 

M = 
S.D. 

2.92 
= 0.88 

3.65 
= 1.24 

3.40 
= 1.36 

3.75 
= 1.06 

Bad 
Health 
M = 
SD. 

M = 
S.D. 

M = 
SD. 

M = 
S.D. 

3.21 
= 1.18 

3.82 
= 0.83 

3.17 
= 1.32 

3.42 
= 1.18 

Older 

Good 
Health 
M = 
S.D. 

M = 
S.D. 

M = 
S.D. 

M = 
S.D. 

2.85 
1.31 

3.65 
= 1.01 

3.25 
= 1.12 

3.88 
= 0.88 

Age 

Bad 
Health 
M = 
S.D 

M = 
SD 

M = 
S.D. 

S.D. 

3.53 
= 1.07 

3.60 
= 0.88 

3.36 
= 1.07 

3.70 
= 1.16 

Table 1.6: Means and Standard Deviations for Dependent Variable Retire 

High 

IQ 

Low 

IQ 

Good 
Behavior 

Bad 
Behavior 

Good 
Behavior 

Bad 
Behavior 

Younger Age 

Good 
Health 
M = 
S.D. 

M = 
S.D. 

M = 
SD. 

M = 
S.D. 

1.73 
= 0.47 

2.22 
= 1.00 

1.78 
= 0.82 

1.95 
= 1.00 

Bad 
Health 
M = 
S.D. 

M = 
S.D. 

M = 
S.D. 

M = 
S.D. 

2.28 
= 0.90 

2.38 
= 1.34 

1.33 
= 0.41 

1.60 
= 0.55 

Older 

Good 
Health 
M = 
S.D. 

M = 
S.D. 

M = 
S.D. 

M = 
S.D. 

3.16 
= 1.06 

3.25 
= 0.93 

3.65 
= 1.11 

4.42 
= 1.03 

Age 

Bad 
Health 
M = 
S/D/ 

M = 
S.D. 

M = 
SD 

M = 
SD 

4.81 
= 1.04 

3.88 
= 1.33 

3.04 
= 1.18 

5.00 
1.58 
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Table 1.7: Means and standard Deviations for Dependent Variable How Well at Work 

High 

IQ 

Low 

IQ 

Good 
Behavior 

Bad 
Behavior 

Good 
Behavior 

Bad 
Behavior 

Younger Age 

Good 
Health 
M = 
S.D. 

M = 
S.D. 

M = 
S.D. 

M = 
S.D. 

4.83 
= 0.86 

4.18 
= 0.52 

4.92 
= 0.70 

4.06 
= 0.84 

Bad 
Heal 
M = 
S.D. 

M = 
S.D. 

M = 
SD. 

M = 
S.D. 

ith 
4.71 
= 0.45 

3.53 
= 0.66 

5.12 
= 1.01 

3.58 
= 0.44 

Older 

Good 
Health 
M = 5.08 
0.80 

M = 
S.D. 

S.D 

M = 
S.D. 

3.47 
= 0.63 

4.94 
= 0.72 

3.32 
= 0.65 

Age 

Bad 
Heal 
M = 
S.D. 

M = 
SD 

M=' 
S.D. 

M = 
S.D. 

ith 
4.14 
= 0.64 

3.38 
= 0.54 

4.00 
= 0.57 

3.50 
= 0.68 

Table 1.8: Means and Standard Deviations for Dependent Variable Years to Retirement 

High 

IQ 

Low 

IQ 

Good 
Behavior 

Bad 
Behavior 

Good 
Behavior 

Bad 
Behavior 

Younger Age 

Good 
Health 
M = 
S.D. 

M = 
SD. 

M = 
S.D. 

M = 
S.D. 

13.92 
= 3.62 

13.40 
= 3.79 

18.88 
= 4.75 

16.67 
= 4.26 

Bad 
Health 
M = 
S.D. 

M = 
S.D. 

M = 

16.00 
= 4.32 

12.58 
= 4.18 

16.11 
S.D. 2.98 

M = 
S.D. 

4.29 
= 5.26 

Older Age 

Good 
Health 
M = 
S.D. 

M = 
SD. 

M = 
S.D. 

M = 
SD 

4.62 
= 2.22 

5.92 
= 2.05 

4.29 
= 2.16 

2.60 
= 1.82 

Bad 
Heahh 
M = 
S.D. 

M = 
S.D. 

M = 
S.D. 

M = 
SD 

1.61 
= 1.19 

4.52 
= 2.07 

7.85 
= 2.84 

2.02 
= 1.79 
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