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To the Honorable members of the Senate and House of Representatives.

D e a r  Sms: — We hereby transmit to you in accordance with 
chapter 122 of the Resolves of 1963 our report 011 the rehabilitation 
of handicapped persons for independent living, with our recom
mendation that the Massachusetts Rehabilitation Commission be 
authorized and directed to continue our studies on this matter for 
another year.

Our reasons for this recommendation are as follows:
1. We have been unable thus far in the time allotted to us for this 

study to determine the number of people which would be involved 
and the cost, which preliminary estimates indicate would be con
siderable.

2. We have been unable to determine the likelihood of the passage 
of federal legislation now pending before Congress providing grants 
of federal monies to state agencies for this purpose and the time when 
such legislation might pass.

3. We are unable to determine on an adequate definition of eligi
bility for services for rehabilitation for independent living until we 
can find out what such a definition might be in the above federal 
legislation.

Therefore, while we tend in general to favor services for rehabilita
tion for independent living, we feel that another year’s study is 
necessary to frame adequate legislation.

Very sincerely yours,

FRANCIS A. HARDING,
Commissioner of Rehabilitation.
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SPECIAL REPORT OF THE MASSACHUSETTS RE 
HABILITATION COMMISSION RELATIVE TO E X 
PANDING THE SCOPE OF SOURCES REN DERED 
TO PREPARE HANDICAPPED INDIVIDUALS FOR 
INDEPENDENT LIVING.

D e f i n i t i o n  a n d  G e n e r a l  D e s c r i p t i o n  o f  t h e  P r o g r a m

Rehabilitation for independent living is essentially a process 
whereby the severely handicapped and chronically ill are helped to 
achieve a higher level of living physically, socially, and emotionally. 
Through the application of various expert medical, social and psy
chological services, individuals who require total institutional care 
are helped to become self-sufficient enough to care for their own 
daily living needs at home or in nursing home arrangements rather 
than remain hospitalized or be placed in other types of institutions 
which provide intensive care.

While vocational rehabilitation, to which the Commission is 
presently restricted, can be defined clearly because there is a definite 
job as an end result. In rehabilitation for independent living suc
cess is more a matter of degree than of kind. Rehabilitation may 
range from the achievement of such a limited goal as the patient’s 
becoming able to feed and dress himself to the more complete goal 
of caring for his own personal needs completely and functioning on 
an adequate level in all areas but the vocational. Moreover, the 
goals of rehabilitation for independent living do not necessarily 
preclude remunerative employment. The rehabilitation literature 
documents a substantial number of cases in which clients, once 
having attained independent living status, move on into gainful 
employment.

Rehabilitation for independent living is yet an uncharted area. 
Therefore, the crucial question arises as to what degree of independ
ent functioning must the patient achieve before he can be consid
ered successfully rehabilitated. There is no absolute or pat answer



to this question. What constitutes successful rehabilitation to inde
pendent living must in the final analysis be determined and defined 
by the architects of the particular program.

In the program of rehabilitation for independent living proposed 
which would be carried out by the Massachusetts Rehabilitation 
Commission three basic criteria would be utilized to define success. 
One is psycho-social in character; one financial; and the other 
physical improvement.

Rehabilitation will have been considered as accomplished if:

1. The client has been helped to live a happier and more meaningful life. In 
other words if his social and emotional adjustment have been improved.

2. Physically, the impairment in his functioning or activity has been reduced.
3. If the cost of caring for and maintaining the chronically ill or disabled client, 

either to his family or to the community has been substantially reduced, i. e., if he 
can move out of the expensive intensive care setting into a more nearly normal 
mode of life.

Thus, even though the definition of success in independent living 
is relative, it can, none the less, be discerned and evaluated.

In order to estimate the staff requirements of a program of re
habilitation for independent living, it is first necessary to consider 
its component parts. There are three basic processes in rehabilitat
ing an individual to a level of independent living.

1. Management of the patient physically to a level where his medical and daily 
living needs can be adequately cared for outside the walls of a total medical in
stitution (hospital).

2. Adjustment of the patient to an environment outside the environment of 
total dependency to which he is accustomed.

3. Adjustment and manipulation of the new environment to accept and provide 
care and assistance for the patient.

The first procedure is clearly medical and requires the all out 
efforts of the medical team (medical and paramedical personnel). 
The second and third are social and psychological processes which 
require the service of a professional with social casework and psycho
logical counseling skills.

To illustrate, consider the case of a severe rheumatoid arthritic 
with serious cardiac (heart) involvement who has been hospitalized 
for an extended period in a chronic disease hospital. Before attempt
ing to transform his mode of living from a hospital existence to one 
of life at home with his family or life in a nursing home setting, it is 
crucial that there be available to the patient through home caie 
programs or in other outpatient facilities all medical and para



medical services required to retard the progress of the disease as 
effectively as possible and make him as comfortable as possible 
while carefully observing the patient’s changing condition with a 
readiness to deal with any emergencies which may arise.

However, even if this patient is a perfect candidate for inde
pendent living from a medical point of view, he will be unsuccessful 
if he is not truly motivated to leave the hospital; he will be unable 
to live at home successfully unless his family can really accept him 
and his illness and with all it implies.

To be accepted as a candidate for services under the proposed 
program of rehabilitation for independent living which would be 
conducted by the Massachusetts Rehabilitation Commission a 
patient would have to meet the following criteria:

1. The illness must be reasonably static. Patients with progressive illness would 
not be accepted for services unless there was good medical evidence that negative 
progress would be slow or in remission. For example, illnesses such as multiple 
sclerosis might be accepted if the disease was not of long standing and the possi
bility of an appreciable life span was present.

2. There must be psycho-social evidence that the social and emotional climate 
of the home is such that the patient would be accepted and well cared for.

3. In cases requiring surgery or other types of physical restoration in order to 
be able to leave the hospital, this must be able to be completed within one year.

4. There must be reasonably certain medical evidence that medical and nursing 
management can successfully take place without the intensive care and concentra
tion of services and facilities characteristic o f the hospital.

5. Psychological evidence that the patient possesses sufficiently strong motiva
tion to relinquish his dependent relationship with the hospital and face the less 
sheltered life of the community.

Most programs of rehabilitation have worked with the following 
disabilities with success, and it would be safe to assume that the 
Massachusetts public program would enjoy similar success in the 
rehabilitation of patients’ hospitalized with these illnesses.

Arthritis.
Cerebro-Vascular Accident.
Severe Cardiac Disease.
Parkinson Disease.
Multiple Sclerosis.
Poliomyelitis.
Severely Disabling Diabetes.
Multiple Amputation.
Severe Cerebral Palsy.
Severe Traumatic Orthopedic-Neuromuscular Injuries.
Mental Retardation.



While these disease entities have responded to rehabilitation with 
varying degrees of difficulty, demonstrable success has been attained 
with all of them.

It is important to state here that while return of the patient to a 
more normal life in his own home is the maximum goal in rehabili
tation for independent living, a more limited goal still falls within 
the definition of the program. That limited goal involves helping 
the patient reach a point where he can live in a nursing home rather 
than in the intensive care setting of the large hospital. For patients 
who have no family or whose family cannot accept them, a nursing 
home setting may be the only setting in which the patient can live 
out of the hospital and attain a modicum of independence. How
ever, rehabilitation to nursing home status is still preferable to re
maining in the highly dependent status of the hospital patient, 
Not only does it provide the patient with greater social opportunities 
and situations in which he has the satisfaction of doing things for 
himself, but results in a financial saving for the community of private 
resource, since it costs approximately half as much to provide good 
nursing home care as it does to keep a patient in a high standard 
hospital. Another alternative for the severely disabled patient 
whose own home environment is inadequate or emotionally uncon- 
ducive to independent living is foster home placement.

Placement of the aged and/or chronically ill in foster homes rather 
than in formalized institutional placements is not a new procedure. 
Family service agencies have been experimenting in this area for 
the past ten years with an encouraging degree of success. As a 
matter of fact, the family service agencies in the Boston area have 
carried out some highly creditable work in this field.

The foster home is usually a group private living resource in 
which one, two, or three chronically ill or severely disabled patients 
live together. The foster home is frequently operated by a couple 
whose children have grown and have left the home, but who are 
still young enough to provide the patients with the care they need 
as well as recreation and the motivation to constantly attem pt 
more independent functioning. The foster parents must have the 
warmth, sensitivity, and perceptiveness to empathize with the 
patient’s problems and provide him with the emotional suppoit 
which he requires to live independently. In a foster program such 
as described above there is always the danger that there will be 
foster parents in the program whose major motivation is the finan
cial gain involved and who will care little about the social and emn



tional needs of the patient. This type of foster home would be 
operated as a purely commercial enterprise and its performance in 
benefiting the patient could fall far below the standards of the 
average acceptable nursing home. Because of this danger foster 
parents must be screened very carefully and foster homes closely 
and regularly supervised. A well run foster home program is a 
highly valuable adjunct to a program of rehabilitation for independ
ent living. However, its operation requires a well trained staff of 
caseworkers to find and supervise foster homes. Since it is not 
possible to estimate the number of foster homes Massachusetts 
Rehabilitation Commission clients will require, it would be more 
economical to enter into an agreement with the local family service 
agencies to supply foster home placements when these are required 
for its independent living clients.

Referrals to the Commission for rehabilitation for independent 
living would come from several sources. Based on evaluation of 
needs and resources in communities served by the Massachusetts 
Rehabilitation Commission it is estimated that referrals will come 
from the following sources listed in the order of number of referrals 
from the greatest to smallest.

1. Public Welfare Departments.
2. Voluntary Welfare Agencies.
3. Hospitals and other Medical Agencies.
4. Private Physicians.
5. Families of the Patients.

It must be stressed that rehabilitation for independent living is as 
much an educational process as it is a medical process and often 
more so. The crucial procedure in the rehabilitation of a severely 
handicapped patient is his training to accomplish the simple routine 
tasks of personal daily living with a minimum of help. To the non 
handicapped person these activities are so quickly and easily accom
plished that they are hardly noticed or ever thought of as tasks. 
To the severely handicapped or ill person the acquisition of some 
skill in these simple tasks is a long and arduous process requiring 
tremendous effort, motivation, patience, and emotional control.

Not only does the patient require much training in these tasks, 
but his family also require training to assist the patient in the 
accomplishment of these tasks. Training of the patient and his 
relatives in the management of these daily living activities is the 
role of members of the home care medical team who make regular



visits to the patient’s home for this purpose. The visiting nurse, 
physical therapist, and the occupational therapist are the principal 
team members who teach these daily living activities to the patient 
and his relatives.

Some of the basic activities which the home care team would 
teach the patient and his relatives in the home are:

1. Assisting the patient in his use of toilet facilities.
2. Helping the patient get in and out of the bathtub.
3. Helping the patient to negotiate stairs.
4. Helping the patient to get up off the floor when he falls.
5. Teaching the patient (particularly women) to use simple kitchen and home- 

making equipment.
6. Demonstrating the use of simply built homemade equipment to be used by 

the patient and his relatives in accomplishing these tasks.

The teaching of these home daily living activities is a complex 
and difficult process which is fraught with emotional tension for 
both patient and his relatives. The writer interviewed physical 
therapists who had worked on home care teams and then reported 
that both patients and their relatives were literally often fearful 
while they were learning to get in and out of the bathtub, negotiate 
stairs, etc. Good professional care can and would accomplish results.

J u s t i f i c a t i o n  o f  t h e  P r o g r a m .

Justification of a program of rehabilitation for independent living 
sponsored by the State of Massachusetts can be established along 
three major dimensions.

1. It would result in a substantial financial saving to the Commonwealth.
2. There would be great humanistic (social and emotional value) for the success

fully rehabilitated patients.
3. Scarce medical, hospital, and other institutional facilities would be released 

for more acute cases.

Financial Jtestification.
Rehabilitation programs for independent living as successful 

financial ventures are not new. For the past ten years there have 
been experiments in this field which have not been conducted on any 
large or expensive scale. For the most part they have been sponsored 
by individual institutions or as small pilot projects of private agen
cies. A few have been goverment sponsored.

What can be accomplished in the area of financial saving is clearly



illustrated by a project undertaken at the Los Angeles Veterans 
Administration Center.

There an intensive treatment rehabilitation program was undertaken because 
an increasing number of long term patients was gradually blocking the flow of 
patients through the acute General Medical and Surgical Hospital. A  ward in 
the proximity of the Physical Medicine and Rehabilitation Therapeutic clinic was 
selected, and patients who were regarded as purely custodial and nursing problems 
were transferred to it from all wards in the hospital.

For the cost study, a plan was devised for classifying detailed data on patients 
for whom complete records had been maintained during the period they were 
actively enrolled in the rehabilitation program. From among the total number of 
General Medical and Surgical Hospital patients who were given physical medicine 
and rehabilitation therapy during 1949 and 195C, a group of 105 were selected for 
evaluation on the basis of the availability and adequacy of detail required for this 
survey. All the 105 patients were physically disabled. M any were chronically ill 
and had been considered purely custodial and nursing cases. Seventy-six com
pleted the prescribed rehabilitation therapy at a total rehabilitation cost of $18,287. 
As a result of this rehabilitation, 42 patients were able to assume the responsibilities 
of self care in the Domiciliary Unit, reducing the cost of their care from $15.08 to 
$3.04 per day (a nursing home would be the civilian equivalent of this type care). 
Thirty-four went home and the savings were even greater. The cost o f providing 
care for the group of 105 patients at the time of their referral to the rehabilitation 
program was about $1583 per day. At the time of their disposition from the re
habilitation service, the per diem cost of caring for those remaining at the Los 
Angeles Center amounted to $378, a cost reduction of 76 per cent, or an annual 
saving of approximately $440,000. Since the costs of medical care have changed 
considerably since 1950, these figures cannot be strictly applicable today. However, 
translating these figures to present day costs we can say that the savings would be 
at least as great and most probably greater.1

Another project which graphically illustrates the financial saving 
of rehabilitation for independent living is the home care project of 
Saskatoon, Saskatchewan in Canada. This project while consider
ably smaller than that of the Veterans Administration Center of 
Los Angeles is more community based than institution based and 
in this respect resembles the independent living program being 
proposed for the Massachusetts Rehabilitation Commission. The 
Saskatoon program was also dominion-province financed in much 
the same way as the Commission’s program would be state-federally 
financed.

The Saskatoon program operated very simply, but most effec
tively. It was started in 1959 under a Dominion-Provincial health 
grant in 1958 ($18,000) and was so successful that it has been con

1 Description of Los Angeles Veterans Center’s Project from: Commission on Chronic Illness, C hronic I l l 
ness in the U nited States. (Cambridge, Mass., Harvard University Press, 1956.) Volum e 2.



tinued. Saskatoon is a city of 90,000. The program started at the 
hospital of the University of Saskatchewan and later branched out. 
The basic rehabilitation team consisted of the medical specialist in 
physical medicine, the nurse, physical therapist, occupational 
therapist, and the social worker. Other specialists, such as the 
psychiatrist, were called in as needed. The entire team evaluated 
the patient in the hospital relative to his ability to live at home. 
By questioning the patient in the hospital setting about his condi
tion and his attitude toward it, the psychiatrist (director of the 
program) was able to determine his motivation to become rehabili
tated for independent living. The social worker fulfilled a similar 
function with the family. One major difference between this pro
gram and most others is that if the patient is medically able to get 
along without the concentration of medical services characteristic 
of the hospital, he is obligated to leave. If his family does not wish 
to care for him at home or is emotionally unsuited to do so, the social 
worker on the home care team arranges transfer of the patient to a 
nursing home. Not arbitrarily, but with the co-operation of the 
patient. This system of compulsory termination of hospital stay 
functions as a motivational factor for the patient and for his family 
towards rehabilitation for independent living in the home. Once 
the patient is at home, many times the same team members who 
evaluated him in the hospital provide him with the medical and 
paramedical services he needs. Sometimes special services such as 
homemakers are necessary. It has also been found that some in
tensive type therapies such as oxygen and intravenous therapy can 
be provided in the home when necessary if systematic organization 
of procedures has been worked out. The very great benefit to the 
patients themselves is discussed in another part of this report and is 
certainly most important. However, the financial success of the 
Saskatoon project is certainly a major area for consideration.

The average cost of hospitalization in the Saskatoon area is ap
proximately $25.00 per day per patient. The average cost per day 
per patient of the home care program for the first eighteen months 
was somewhat less than $4.00 per day. The statistics for the first 
eighteen months of the Saskatoon project are as follows:1

General Statistics.
Total number of R e f e r r a l s ........................................................ 56
Patients A c c e p t e d ..........................................................................46

> T . E . H u n t, M .D .,  “  Care and R ehabilitation  o f  P a tien ts in  T heir H o m e s ,"  Canadian Journal of Public 
H ealth , January, 1962, p . 25.



Patients Rejected 
Number of Cases Closed .
Temporary Hospital Readmissions 
Continuing Treatment

Closures by Results.
Excellent and Good .
F a i r ...........................................
F a ilu re ...........................................

Closures by Diagnosis.
H em ip leg ia ..................................
Multiple Sclerosis 
Senile Psychosis . . . .
Post P o l i o ..................................
A r t h r i t i s ..................................
Disco'dectomy . . . .

Causes for Rejection of Cases.
No Rehabilitation Potential 
Home Situation Impractical 
Organized Home Care Dot needed

Causes for Failure.
Progressive Disease 
Family not co-operative 
Failure of Organization

Financially speaking, then, when we consider that the Saskatoon 
project was successful in 80 per cent of the cases which it accepted, 
and that on each successful case 821.00 per day was saved for an 
indefinitely long period of time, the financial wisdom of the program 
is overwhelmingly established.

It is of crucial importance to state here that rehabilitation to 
independent living through home care is by no means second best or 
cut rate medical care. On the contrary, it is the best possible medi
cal care and the medical care of choice, because as Dr. Hunt points 
out, “ it is possible to provide a high standard of total medical care 
in terms of the services needed by the patients, rather than in terms 
of the services available in a particular institution, which would be 
less flexible and more restricted than the home care plan.” 1

The key to the favorable economics of the home-care independent 
living rehabilitation program lies in the fact that the unskilled serv
ices to the patient are provided by the patient’s family and the 
expensive hotel type costs characteristic of hospital care are elimi
nated. Home care allows patients to receive their medical care at
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1 T . E . H u n t, ibid.



costs between 40 and 50 per cent lower than i f  they were hospital
ized. The graph below indicates in a general way how the hospital 
dollar is spent.1 Naturally there are variations from hospital to 
hospital due to styles administration and geographical location. 
However, it does convey a picture of how the average hospital dollar 
is spent.

Since the average cost per patient per day in Massachusetts 
hospitals is now over 30 dollars per day, the savings involved when 
a patient is rehabilitated to independent living are formidable 
indeed.

The first experiment in providing an organized home care pro
gram was carried out at the Montefiore Hospital in New York 
seventeen years ago. The success of this program was dramatic, 
interesting, and most encouraging. Now there are over fifty organ
ized home care projects in the United States. Hunt sums up the 
reason of the success for the program thus:

The key to success of these new programs must be defined in terms of organiza
tion. It involves the working together and utilization of many community re

1 American Hospital Association, The Case fo r  H osp ita ls  (Chicago .111., 1959), p. 9.



sources in addition to those available either within the hospital or by an extension 
of its services. The family plays a large role in providing unskilled services. The 
program becomes possible through visiting services and extension into the home of 
facilities found only within the hospital.1

Of primary importance in the use of home care programs in 
rehabilitation for independent living is not merely the fact that it 
results in a substantial saving of money on individual patient care, 
but that it can be an effective means in the stemming of the flood tide 
rising hospital costs. A number of reliable studies have shown that 
the alarming rise in hospital costs is associated with and to a con
siderable extent due to the high and constantly increasing utiliza
tion rate of hospitals. The figures which follow on the cost of hos
pitalization were compiled by the American Hospital Association 
and graphically point up the skyrocketing costs. While it is true 
that these figures are for non federal short term hospitals they 
certainly reflect the major trend of the chronic hospital as well.

Hospital Spending Per Patient-Day.

1946 ...................................................................................... $ 9.39
1950   15.62
1954.............................................................................................  21.76
1958   28.17
1962   36.98
1966   48.47
1970   63.53

Figures shown are national averages. Estim ates for 1962-1970 are based on the average annual increase since 
1946.

It is generally conceded by the experts that the major portion 
of the increase in hospital costs is directly due to labor costs of per
sonnel. That is the increase in the wages of hospital personnel 
as well as the increase in the number of personnel required to staff 
and man the modern hospital. The figures of the American Hospital 
Association certainly bear out this proposition.

These statistics certainly speak loudly for the value of programs 
of rehabilitation for independent living. Each patient who can be 
rehabilitated to self-care in his own home or in a nursing home 
means that much less economic stress on our already financially 
overburdened hospitals. If steps are not taken to check the growing 
trend of hospital over-utilization, costs will continue to rise.

New hospital construction is extremely expensive. Each new bed 
not built saves an average of $20,000 in construction costs — plus

1 H u n t, op . cit.
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another 820,000 every year or two in maintenance costs. These 
figures clearly indicate the economic value of a program which elimi
nates long hospital stays by helping the chronically ill and disabled 
to become rehabilitated to live independently in their homes.

Hospital Payroll Per Patient Day.

Y e a r .
Payroll
Dollars.

Per Cent of 
Hospital 

Per Diem Costs
1946 ............................................................  $ 4.98 53.0%
1950 .............................................................8.86 57.0
1954 ............................................................  13.21 61.0
1958 ............................................................  17.13 60.5
1962 ............................................................. 23.52 63.6
1966 ............................................................. 32.47 67.0
1970 ............................................................  42.57 67.0

Figures shown are national averages. Source for 1946-58 figures is the American Hospital Association Esti
mates for 1962 and 1966 are based on the average annual increase since 1946.

Hospital Personnel Per Patient.
1946 ...................................................................................... . 1.48
1950 . 1.78
1954 . 1.98
1958 . 2.18
1962 . 2.42
1966 . 2.67
1970 . 2.96

Figures shown are national averages. Source for 1946-58 figures is Am e  
mates for 1962-70 are based on the average annual increase since 1946.

ican Hospital Association. Esti*

Another very important value of a program of rehabilitation for 
independent living is its potential for reducing the drain on the 
services of medical and paramedical personnel which are already in 
short supply. In some areas the supply of doctors, nurses, physical 
therapists, etc., is such that these professionals are highly over
burdened. This being the case, it is certainly not judicious use of 
manpower to allow a patient to draw upon the services of a registered 
nurse in a hospital when he could be rehabilitated to independent 
living and receive whatever routine nursing services he needs from 
his family, with specialized nursing procedures and training of the 
family being carried out by visiting nurses as necessary.

Rehabilitation for Independent Living and the Aging Population.

One of the major justifications for steps toward the development 
of a program of services for rehabilitation to independent living has 
its basis in our national demography. In the year 1900 there were



3.1 million aged 65 years and over in the United States; by 1958 
their numbers rose to 15 million; at present the number is over 16 
million; by 1980 the figure is expected to reach 24.5 million. This 
age group accounted for 4.1 per cent of the population in 1900, 8.6 
per cent in 195S, and is expected to account for as much as 10.6 per 
cent in 1980.

The growth in the age group 45 to 64 (an age group which is highly 
prone to disabling illness) has also been significant. From 10.5 
million in 1900, the figure rose to 35.2 million in 1958 and is expected 
to reach 43 million in 1980. This group in 1900 was 13.8 per cent 
of the population; by 1958 it amounted to 20.2 per cent of the total 
population.1

The implications of these statistics in delineating the need for a 
program of rehabilitation for independent living are strong and clear. 
Particularly, when we add the fact that over 13 million of our elderly 
citizens receive some form of financial support under the federal 
government’s social security insurance programs and that the median 
income of families whose heads are 65 years or older is approximately 
$2,600.00 per year.

Since medical costs for the elderly population are considerably 
higher than for the general population and since the elderly group 
are for the most part unable to financially sustain their own medical 
costs, the burden falls upon the community and particularly the 
federal and state governments. Thus the reduction of long periods 
of hospitalization for chronic illness among the aged can result in a 
substantial financial saving for the community. Early application 
of services for rehabilitation for independent living can greatly 
shorten periods of hospitalization.

In addition to the financial saving in meeting the medical care 
needs of the aged, rehabilitation for independent living removes the 
aged patient from the drab and emotionally stultifying life which 
the total institution imposes upon him.

Humanistic Values.

While the material values of a proaram of rehabilitation for in
dependent living cannot be dismissed as unimportant, the principal 
justification for such a program is its humanistic value. In the final 
analysis it is a service for the disabled, designed to help them become 
happier and more comfortable people. The improved social, emo

1 Statistics compiled by Social W ork  Y ear Pook, National Association of Social Workers (New York  New  
York, 1960).



tional, and medical benefits which accrue to the handicapped and 
chronically ill person are the paramount goal of the program.

Experience has demonstrated very clearly that patients make 
better progress in their normal home environment where they re
ceive the love, care, and concern of their own families. Rehabilita
tion to independent living in the patient’s own home helps to pre
serve the family’s unity which is so often disrupted by long term 
illness.

There are very pronounced medical values as well as emotional 
values to removing the patient from a status of total dependency. 
The Los Angeles Veterans Administration experiment clearly indi
cates these values. In this project, the problems in the motivation 
and rehabilitation . . . were numerous and complex. However, 
it was felt that some beneficial results could be obtained by every 
patient. The possibility of restoring all of them to the point of dis
charge from the hospital on a self-care basis did not exist. The 
immediate gcal, therefore, was to remove as many as possible, 
physically, psychologically from a dependency status to an inde
pendent or semi-independent status with the possibility of eventual 
discharge from the hospital. The long range goal was tc delay or 
prevent the necessity of future hospitalization for those discharged.

A full day’s activity program was planned for each patient with 
emphasis on making him do the maximum amount of which he was 
capable. Coupled with the exercise program wTas an equally im
portant phase . . . remotivation which was carried cut by the 
doctor, nurse, aid, therapist, and other personnel who came in con
tact with the patient. Included were seme simple therapeutic 
measures such as reassurance, suggestion, encouragement, and 
listening to family and emotional problems.1

The patients who completed the rehabilitation therapy (76 out of 
the 105) fully justified the hopes upon which the program was 
predicted. Of the 14 who at the beginning of the program were 
ambulatory with mechanical aid, 12 became ambulatory without 
any aid whatsoever. Of the initial 44 wheelchair patients, 11 of 
whom were not self-sufficient, there remained only 13 with con
tinued need of a wheelchair, and all cf them had become self- 
sufficient. Of the 14 bed patients, 6 became ambulatory and the 
other 8 became wheelchair patients, 7 of whom were self-sufficient.'

» Departm ent of Medicine and Surgery Information Bulletin, Veterans Administration, Physical Medicine 
and Rehabilitation Service. (W ashington, D . C ., October, 1954.)

2 Chronic Illness in the United States, o p . cit.



Another example which illustrated the medical value of services 
for rehabilitation to independent living are the striking results 
which were obtained in a program carried on by the Woodville and 
Mayview hospitals of the Allegheny (Pennsylvania) County In
stitution District.1

This program had the following objectives:
1. To rehabilitate patients sufficiently to leave the hospital and return to their 

homes and undertake productive employment wherever possible.
2. Train institutional inhabitants to move about with greater facility and to 

care for themselves with less nursing aid.
3. To raise patient morale and offset institutional apathy by restoring personal 

dignity, liberty, and self reliance.
4. To lessen required medical services to these patients, thus diverting more help 

to the acutely and terminally ill.

Of the 608 patients selected to participate in the program, about 
80 per cent became ambulatory or markedly improved; only 20 
per cent failed to show some objective measure of improvement. 
Of the total group 207 were discharged to their homes.

Yet these were people “ many of whom had run the gamut of local 
medical facilities, and were still bedfast or severely disabled . . . 
vegetating in complete bedfastness, or helpless discomfort in a 
chair. Many were incontinent by habituation.

Among them were amputees, arthritics, patients who had suffered 
fractures and stroke victims “ who had been out of bed only for 
the most necessary procedures. Mcst of them had forward flexed- 
heads from sagging springs, severe obesity, and extremely poor 
positioning . . . with almost every conceivable deformity resulting 
frem disuse and negligence.”

Physical and laboratory studies were made on these people and 
a carefully continuing scrutiny was maintained to insure that exercise 
programs were not overdone to the detriment of the patient. In
itially, special therapy rooms and a gymnasium were set up and 
equipped with such items as exercise mats made of salvage mat
tresses covered with rubber sheeting; home-made parallel bars and 
stair training units; pulley mechanisms made of clothes lines, awning 
pulleys, and broom handles; a shoulder wheel improvised from a 
discarded wheel chair; basic physical therapy equipment. Later 
some of these items were placed in the regular wards, where their 
presence proved to be a stimulating challenge to patients.

1 Ferdeber, Murry B ., M .D ., and Ilam m ill, Geraid P. “ An Effective Program for Geriatric P atients." 
Journal o f  A m erica n  M ed ica l A sso c ia tio n , 157:409 (January 29, 1955).



In the beginning patients were reluctant to participate, ap
parently because they feared less of residence if they should im
prove, or because they had become completely resigned to their 
miserable existence. However, the success achieved by the first 
set of patients inspired ethers, and patient interest showed a grati
fying increase.

Criteria for accepting patients on the service were flexible. Above 
all they needed a spark of courage. The return to independence 
required the spirit and ability to help one’s self. The success of 
rehabilitation was determined by the rate at which the person 
acquired personal responsibility. Some came to us with the mis
conception that we were offering an easy and miraculous procedure. 
They soon learned that most of our work was to guide and teach, 
and that the labor required for results was a responsibility which 
they had to assume. Beyond the personal criteria, the patients had 
careful surveys of their physical tolerance, the status of their vas
cular condition, and the severity of their complications. Incon
tinence of urine and feces was not a cause for rejection; in our ex
perience it abated as the patient’s personality redeveloped. Hyper- 
tt nsion as long as it was stabilized was not aggravated Renal 
functions, respiratory capacity, vasomotor responses and cardiac 
tolerance improved if the procedures were properly graded. We 
had no unfortunate experience of further breakdown as a result of 
therapy, because of careful preclinical assays and periodic checkups.1

The staff found it a heartwarming experience to observe these 
cider patients, many without families and homes, working together 
for a common purpose their own physical and personal redemption 
. . .  a gratifying sight to observe persons who had been incarcerated 
in bed shuffle or limp to the dining room, a place they had never 
been since entering the institution.

Furthermore, the staff was pleased to note that when patients had 
been retrained in the activities of daily living and had regained 
continence many families were glad to have them return home. A 
further gratification is that these public institutions, which by law 
may accept only patients who cannot pay fcr care, now receive 
requests for admission of financially independent people.

Among other things the Allegheny County Institution District 
Experience is a stimulating demonstration that an effective rehabili
tation program can be operated in completely inadequate physical

1 Chronic Illness, op . cit.



facilities with very limited equipment. The key to success, of course,
is a trained and purposeful staff.1

Perhaps the best statement concerning the psychosocial advan
tages of rehabilitation for independent living comes from Bluestone.

The hospital suffering from all the defects of its virtues, has disadvantages, as 
well as advantages for its patients. Structurally and functionally it is conducted 
on the ward principal. The management of the sick en masse, which results from 
the application of this principal, cannot compete with their management on an 
individual basis, since the hospital ward is so forbidding to the sensitive patient. 
And if, as some ward apologists hold, “ misery likes company,”  then we are dealing 
in o u r hospital wards with a perverted form of the gregarious instinct. . . . But 
the hospital that serves the public best does not limit its superior scientific facili
ties to the patient within its walls. It reaches out into the community with its 
wares because it has a monopoly which is vital to public health progiess. l\or 
does its staff remain forever out of reach of the medical practitioner: it extends 
a helping hand to him when he needs it.

There is an area of expanding opportunity —  the patient’s home where most 
pathological conditions originate —  which the hospital must take under its w ing.2

O p e r a t i o n a l  a n d  A d m i n i s t r a t i v e  P r o c e d u r e s .

Although the process of rehabilitation for independent living is a 
complex one, the basic operational procedures are comparatively 
uncomplicated and can be accomplished without the addition of 
many administrative staff. The major staff commitment would be 
to the practitioner cr counselor level and counselor staff would be 
added in proportion to the desired size of the program. Since re
habilitation for independent living involves the most intensive type 
of casework comparable to that carried on by the family service 
agency, we can logically estimate the counselor’s caseload carrying 
capacity by that of the family service worker. The counselor or 
rehabilitation co-ordinator, as he will henceforth be designated, 
would be able to carry a total of forty cases. Approximately fifteen 
of these would be in the diagnostic study and evaluation status, in 
other words undergoing an extended period of eligibility determina
tion. The remaining twenty-five cases would be in the various stages 
of actual rehabilitation for independent living which will be dis
cussed in detail below.

The initial efforts of the Massachusetts Rehabilitation Commis
sion in the field of rehabilitation for independent living would take 
the form of an experimental pilot program which would be con

1 Chronic Illness, ibid.
* E. M. Bluestone, M .D ., “ H om e Care: An Extra-M ural Hospital F u nction,”  S urvey M id m on th ly  

L X X X I V  (April, 1948), pp. 99-101.



ducted in the two district offices which are the most highly urban
ized; Boston and Lowell. These offices are chosen because they 
are located in an area which has the greatest concentration of medi
cal and welfare agencies. The services and co-operation of such 
agencies and institutions are vital to the success of any program of 
rehabilitation for independent living. Moreover, casefinding and 
referral of cases are facilitated in geographical areas in which there 
is a strong network of interagency communication. This aspect cf 
the program would require no special staff be added to the Massa
chusetts Rehabilitation Commission. Fortunately, the Metropoli
tan Boston area already has in existence well operating home medical 
care programs. The Massachusetts Memorial Hospital, Boston 
Dispensary, The Massachusetts General Hospital, and the Beth 
Israel Hospital have been carrying on creative experimentation 
with such programs for a number of years with gratifying success. 
Also the Boston Visiting Nurse Association has a large very well 
trained staff which could provide home nursing care for patients 
being rehabilitated for independent living. Naturally, agreements 
for accepting patients and payment rates would have to be worked 
out with these health agencies. However, with the application of 
community organization and planning skills these could initially be 
worked out. Thus, nc medical personnel would be required on the 
staff cf the Commission for the new program other than those which 
would be called in on a consultant basis fcr the medical evaluation 
of patients who were applying for the service.

Staff Composition.
In order to maintain operational efficiency and become an integral 

part of the Massachusetts Rehabilitation Commission’s regular 
program of rehabilitation services, the independent living program 
would be carried out within the organizational framework which 
utilized the existing administrative structure of the agency.

Staff composition would be as follows:

1. Executive responsibility for the general operation of the pro
gram would be lodged with a specialist-administrator who would be 
attached to the administrative office and be directly responsible to 
the chief of case services. This specialist would be similar in rank, 
salary7, and role to the specialist-administrators of placement, 
mental disability and physical restoration. He would assume total 
administrative responsibility for case operations in the independent 
living unit. In consultation with the Commissioner and the Chief



of Case services he would critically evaluate the efficiency, quality, 
and general functioning of the unit, and make recommendations 
concerning decisions on policy, structure, and function. This staff 
member would act as a case consultant to his counterparts on the 
staff of the district offices. (Each of the two participating district 
offices would have a supervisor-specialist in rehabilitation for inde
pendent living.) A principal function of the specialist-administrator 
in the central office would be to act as a top echelon liaise n person 
with the various medical and social agencies in the community upon 
which the Massachusetts Rehabilitation Commission would be 
dependent for the success of the program. In this capacity, he would 
interpret the program to all agencies in the community network 
and gain their co-operation. He would negotiate agreements, evolve 
referral procedures in co-operation with referring agencies, and 
arrange conferences for his staff with other agencies and act as a 
mediator when this is necessary. In short, his professional role 
would be that of administrator, case consultant, and community 
organization specialist. Although this may seem like an exceed
ingly difficult combination of roles to incorporate in a single occu
pational status, an individual with just these skills is necessary to 
launch and carry on a program which has as many complex facets 
as rehabilitation for independent living. This specialist-adminis
trator must have a good general knowledge of rehabilitation, the 
economics and administration of medical care, casework, and organ- 
zaticnal relationships. There are several professional disciplines 
from which this combination of skills might emanate.

For example, this program administrator might come from the 
field of medical social work. A medical social worker of long experi
ence as chief of a large hospital social service department could 
perform well in this role. On the other hand, an individual with a 
background in rehabilitation counseling who had extensive experi
ence as the director of a comprehensive rehabilitation center could 
also do the job very well. Such an individual usually has accumu
lated very valuable experience in working closely with all medical 
and paramedical disciplines and can co-ordinate them with a high 
degree of skill. Top level planners and administrators of the various 
voluntary state and national health agencies could also administer 
a state sponsored program of services for rehabilitation to inde
pendent living.

The second staff echelon of the Massachusetts Rehabilitation 
Commission’s independent living rehabilitation unit would be the



district specialist-supervisor. He would correspond in rank and 
duties to the district specialists in placement, mental disability and 
physical restoration. He would act as the administrative link or 
intermediary between the central office and the counselor-co-ordina- 
tors on the practice level. His major activity would be the direct 
and close supervision of the rehabilitation counselors in the inde
pendent living unit. His would be the responsibility for carefully 
screening the diagnostic evaluation of each case and making the 
final decision concerning eligibility and acceptance for service. 
Once a case was accepted for service the district specialist would 
always keep himself thoroughly familiar with it so his case discus
sions with the counselor-co-ordinator would not be mere brief checks 
on the progress of the case, but would rather take on the character 
of a teaching process in which the counselor could avail himself of 
the specialist’s broader and deeper knowledge as his client moved 
through the series of phases between complete dependence and in
dependent living. Specifically, the district specialist in rehabilita
tion for independent living would afford the counselor the benefit 
of his fund of information of community, medical, and social service 
resources as well as his highly developed knowledge of psycho and 
socio-dynamics. In other words, for administrative purposes the 
supervisor of the district office will be responsible for knowing the 
general status of independent living rehabilitation cases in his office. 
However, it will be the district specialist-supervisor who will at all 
times have detailed knowledge of all cases so that he can help the 
counselor-co-ordinator deal with his problems. He will also be in a 
position to communicate information concerning case activities to 
the central administrative office as well as to administrative per
sonnel of other medical and social service agencies who are co-operat
ing in the rehabilitation of the client.

The position of specialist-supervisor would require the abilities 
of an individual with a deep and extensive knowledge of dynamic 
psychology, rich experience in rehabilitation counseling, and an 
ability for casework teaching and supervision. Such a person might 
be recruited from the professions of psychology, rehabilitation 
counseling, or social casework. These disciplines have had some 
experience with cases at least involving rehabilitation for independ
ent living.

The members of the third staff echelon are the c o u n s e l  or-co-orch- 
nators. These are the crucial and pivotal members of the entire 
program of rehabilitation for independent living. It is these pro



fessionals at the practitioner level who would work in an intensive 
psychological counseling relationship with the client and members 
of his family, as well as mobilize and directly co-ordinate all neces
sary community health and welfare resources in the client’s behalf.

In order to perform his role well, the counselor who rehabilitates 
for independent living must acquire the knowledge, training, and 
experience to carry out the following major functions in the process.

1. He must master such casework interviewing techniques as will enable him 
to acquire adequate social and psychological data concerning the client and the 
members of his family.

2. He must be able to sjmthesize the psycho-social data he has gathered with 
the medical data he receives in order to arrive at a diagnostic formulation by which 
the rehabilitation potential of the client may be evaluated and a treatment plan 
for him worked out.

3. He must, through the medium of counseling sessions with the client and his 
family, be able to provide a supportive treatment relationship to sustain them 
during the conflictful stages of their social and psychological adjustment.

On a part time basis, but equally as important as the full time 
staff are the medical consultants. The consultant staff would be 
composed of general practitioners and specialists who are experts 
in their respective fields. They would engage in two principal ac
tivities in the program of rehabilitation for independent living.

1. They would sit as members of the reviewing or screening team which would 
select candidates for admission of the clients for rehabilitation.

2. When needed they would advise upon procedures and medical courses of 
action during the patients rehabilitation.

Casework Operations.

Perhaps the best way of understanding the manner in which the 
staff echelons would function, co-operate, and interact in the process 
of rehabilitation for independent living is to provide the reader with 
a typical case history. Although the handling of the case by the 
proposed Rehabilitation Unit for Independent Living is hypo
thetical the case itself is an actual case which was serviced by a 
casework agency.

Mr. “ B ”  is a 58 year old paraplegic who is also diabetic and suffers from rather 
severe cardiovascular impairment. He has had a total o f eight hospital admissions 
and has currently been hospitalized for a five month period in a hospital which 
has as its principal function the treatment of chronic disease. The patient has a 
fifty-five year old wife and two grown sons, ages twenty-five and twenty-eight. 
One son is married and has two children. The younger son lives in the home



and is employed as a commercial artist. There has always been a certain amount 
0 famlly confllct and tension in the home. The younger son has moved in and 
out of the home several times. The father was injured as a result of a fall from a 
painter s staging when he was fifty-two years old. Although his em ploym ent 
history was somewhat intermittent in character, for the most part he earned 
adequate living for his family.

The family is supported partly by a disability insurance allowance 
under the social security program and partly by contribution from 
his sons. While the family is not in dire financial need, their level 
of living could be defined as meager. The family lives in a neighbor
hood of marginal incomes in a city with good medical resources.

Also involved in the case was a family counseling agency which 
was providing Mrs. “ B ” with supportive casework as well as very 
minimal financial assistance for special items which her regular 
budget was not able to absorb. The medical staff of the hospital 
had expressed concern to Mrs. “ B ”  because the patient’s medical 
progress was not as it should be. They felt that although all was 
being done for the patient medically that could be done, there was 
no response to treatment. He complained of pain and discomfort 
constantly and while he was not openly negative, his co-operation 
was not maximal. When his wife visited he appeared to her to be 
highly depressed. Mrs. “ B ” became increasingly alarmed and dis
cussed the situation with her family service caseworker who in turn 
conferred with medical social service department at the hospital. 
The medical team at the hospital were in unanimous agreement that 
there was a large emotional component in Mr. “ B ’s ” failure to 
respond to medical procedures which in most cases were successful. 
It was the opinion of the medical staff that, the patient felt rejected 
and alone in the hospital atmosphere and could mobilze little positive 
motivation to constructively" utilize medical procedures which were 
designed to help him. The family service worker seriously con
sidered the possibility' that this particular patient might do much 
better medically in his own home than he would in a hospital setting, 
and contacted the Massachusetts Rehabilitation Commission.

This then is the type of case which might frequently be referred to 
the independent living relief unit of the Massachusetts Rehabilita
tion Commission for independent living rehabilitation service. The 
following is a detailed description of the various steps, procedures, 
and processes which would be carried on by the state rehabilitation 
agency in attempting to rehabilitate this client to independent living.



The first step would be the referral process. The family service 
caseworker would most probably telephone the specialist-supervisor 
in charge of the independent living rehabilitation unit in the district 
offices which serviced the geographical area in which the client 
resided. The worker would discuss the case with him pointing out 
the salient facts and something of the client’s medical and social 
history. On the basis of this brief description the specialist-super
visor would be able to screen out those cases which were clearly 
ineligible or very poor risks. In the case of Mr. “ B ” the district 
specialist-supervisor was of the opinion that further evaluation was 
merited and he assigned the case to a counselor-co-ordinator for a 
diagnostic evaluation. The first step was the determination of 
whether or not Mr. “ B ”  could live away from the concentration of 
medical services and equipment which were part of his hospital 
environment. This wras a medical judgment which could be made 
only by a highly knowledgeable and competent physician on the 
basis of a complete medical report on the patient’s current condition 
as well as data from his medical history. The counselor-co-ordinator 
would locate the sources of all this medical information and arrange 
for it to be sent directly to the chief medical consultant of the Massa
chusetts Rehabilitation Commission’s unit for rehabilitation for 
independent living. (If the patient’s medical data is extensive 
enough and spread among several medical agencies, this procedure 
can require a week or even longer. Also the unit must have enlisted 
the co-operation and established free flowing channels of communica
tion with hospitals and other medical personnel in the area.) Once 
having received and studied the patient’s medical data, the chief 
medical consultant is faced with the task of making the decision 
as to whether or not there is a good possibility of the patients being 
able to live outside the hospital and on this basis recommended that 
the patient be accepted for a complete evaluation and psycho-social 
diagnostic study. Such a study means that commitment of a sub
stantial block of professional time, energies, and money in the hope 
that further evaluation will prove Mr. “ B ” to be a good candidate 
for rehabilitation. In this case the chief medical consultant recom
mended Mr. “ B ”  for a complete evaluation work-up.

The next major step is the determination if the patient is suffi
ciently well motivated for independent living to leave the hospital, 
lo  accomplish this end the rehabilitation counselor-co-ordinator 
visits the hospital and with the highest type of diagnostic interview



mg skills talks with the client and makes this determination. In 
some cases the client is so completely unmotivated and his deep 
seated dependency strivings so great, that the decision is clear cut 
and he is considered a very poor risk for rehabilitation to independ
ent living. This type of client is considered no further. There are 
other clients, on the other hand, who are clearly highly motivated 
for independent functioning and unquestionably good risks. How
ever, for the most part, clients do not fall on these ends of the con
tinuum, but somewhere in between. While not carrying strong 
independent strivings within their personality structure they, 
nevertheless, are not totally dependent. With a supportive and 
therapeutic type of rehabilitation counseling these clients can be 
helped to move slowly, but relatively surely toward the time when 
they can leave the hospital and make a good attempt at independent 
living in their own homes.

The evaluation of where the client stands in terms of his psycho
logical potential for success in an independent living program is a 
difficult process. Clients do not always verbalize their true feelings. 
Some individuals may convey the outward impression of desire for 
independence to cover their own deep feelings of inadequacy, vulner
ability, and strong feelings of dependency. Not infrequently, these 
feelings of inadequacy and dependency are buried in the clients 
unconscious mind so that he is not even aware that his demands 
for independence are merely compensatory cover ups for his real 
feelings. On the other hand, some clients who verbalize their feel
ings of inferiorty and dependency have deep down within their 
personalities an ego strength which when nurtured and supported 
by the rehabilitation counselor blossoms into the necessary potential 
for living independently outside the hospital.

These cases in which the clients behavior involves a complex con
stellation of psycho and social dynamics would require from three to 
six interviews with the client at the hospital to arrive at a decision. 
Unfortunately, there are no existing reliable tests or rating scales 
which can be used to determine whether or not a client is emotionally 
suited for rehabilitation for independent living. At this point such 
suitability can be determined only by careful, extensive, and highly 
perceptive interviewing.

However, trained observation of the client during the process of 
his answering certain key questions provide the counselor with clues 
to the client’s inner feelings. For example, the simple question, 
“ Do you get out of bed very often?”  When answered the client



can convey a great deal of information about his motivation. His 
manner of answering, his voice, his reaction to the question; all of 
these clues when considered together by the counselor form a mean
ingful pattern useful in fathoming the mosaic of his personality 
functions.

He may answer that he would like to get out of bed if he could, 
but he just can’t; or he may state that he has been told that he 
should not get out of bed, but he just can’t stand staying in bed all 
of the time so he gets out anyway; or he may plaintively point out 
that it exhausts him so much to get out of bed, that he really doesn’t 
think it is wise of him to do it. Answers such as these by themselves 
only provide clues, but when such answers are skillfully followed up 
by other questions which amplify their meaning, the skillful rehabili
tation counselor with good casework skills is able to arrive at a 
reasonably accurate estimate of the clients motivation in the direc
tion of rehabilitation for independent living. The salient point to 
be made here is that although it is difficult, it is nevertheless, possible 
to evaluate the motivation potential of the hospitalized chronically 
ill person for a more independent mode of living.

Returning to the case of Mr. “ E ” , the rehabilitation counselor- 
co-ordinator evaluated the client as having the basic ego strength for 
a life outside the confines of the hospital. However, although 
Mr. “ B ” had the basic potential for independent living, his general 
anxiety level was high and he was fearful of attempting it and 
exposing himself to the social and emotional demands which the 
rehabilitation process would make upon him. He declined the 
counselor’s offer of help and informed him that he would not be 
able to co-operate.

However in spite of his overt fears and apparent lack of desire for 
a more independent way of life, the counselor felt that with the 
support of a therapeutic type of rehabilitation counseling, the client 
would make a good candidate for the independent living rehabilita
tion program. However, before the client could be accepted for 
service his home environment had to be evaluated for its suitability. 
Even the most highly motivated chronic patient can not succeed 
in becoming rehabilitated to independent living if there are factors 
in his home environment which are not conducive to a good social 
and emotional adjustment. Before accepting a client who will be 
rehabilitated for independent living in his own home, the following 
questions must be answered with a reasonable degree of certainty:



1. Are the physical facilities of the home adequate?
2. Does the family really want the client home with them?
3. Is the family prepared in a general way to assume the extra burden of the 

patient’s care?
4. Is there one person in the family who is able both physically and emotionally 

to assume the major responsibility for the patient’s care?
5. Does the family and particularly the person responsible for the patient’s 

care have the ego strength to tolerate the anxiety of having a seriously ill loved 
one in the home who might have an acute illness episode which could result in 
death?

6. Are family relationships sufficiently harmonious for the family members to 
co-operate smoothly in the patient’s care?

7. Is the family sufficiently free of emotional tensions which would be upsetting 
to the patient?

To gain the answers to these questions requires the counselor to 
have keen powers of observation and perception and he must make 
several visits to the patient’s home in order to acquire knowledge of 
the family’s psychological and social dynamics. Again his inter
viewing skills must be highly developed in order to understand the 
personality functioning of the family members or serious evaluative 
errors can be made.

For example, down deep within her personality structure, a wife 
may have the wish not to have her ill husband home with her, but 
because of her feelings of guilt will insist upon having him home with 
her. However, once he returns home and she is faced with the 
physical and emotional stress attendant upon his care, she de
velops strong feelings of hostility toward her husband. These 
feelings of hostility further increase her guilt and her emotional 
tension becomes almost intolerable for her. Although she might 
carry on and try to conceal this from her ill husband, it is com
municated to him in a number of unconscious ways. He then feels 
it keenly, and makes poor progress in rehabilitation.

On the other hand, a wife may express negative feelings toward the 
idea of having her chronically ill husband at home. But her refusal to 
participate in his rehabilitation to independent living stems not from 
a real rejection of the seriously ill patient himself, but rather from 
fears that he will, get sicker at home, maybe die, or that she will 
not be able to adequately cope with his illness. With supportive 
casework counseling this wife may well prove to be able to function 
as the family member who takes the principal responsibility for the 
patient’s care. In the case of Mr. “ B ” which is under discussion, 
the wife proved to be just such a person. It required five home inter



views to arrive at this diagnostic formulation. However, the coun
selor was reasonably certain that Mrs. “ B ”  would be an acceptable 
candidate for the role of the family member who would assume the 
major responsibility for coordinating and providing care for her 
husband at home if a program of rehabilitation for independent 
living was to be undertaken in his behalf.

While doing the home study, the counselor also interviewed the 
adult son who lived in the home with the goal in vieŵ  of ascertaining 
the effect his attitudes and personality characteristics would have 
upon the client and his progress in rehabilitation. Two interviews 
with him revealed that he was a rather passive inadequate person. 
He felt particularly inadequate as a male who had to compete in a 
masculine world. He felt a certain amount of guilt concerning his 
sick father and had some misgivings about the added burden upon 
the family, but in the final analysis, the counselor felt that he would 
be able to accept his seriously ill father in the home.

The physical attributes in the home were adequate. The family 
lived in a six room apartment with adequate space, ventilation, 
toilet facilities, and all adequate community services including 
medical facilities nearby.

Thus in the case of Mr. “ B ” the major criteria for acceptance for 
services by the independent living rehabilitation unit would have 
been met.

1. Initial medical screening indicated an illness state which could receive ade
quate medical management outside of the hospital setting.

2. Motivational potential within the client’s personality structure was esti
mated to be sufficiently-strong.

3. The psychodynamic structure of the family members and the social inter
actional patterns of the family were such that the ill patient would be fairly well 
accepted and cared for in the home.

4. Physical facilities in the home were adequate for the housing of a chronically 
i 1 patient such as Mr. “ B ” .

One step in the evaluation process remained to be accomplished 
before conferencing the case and arriving at a final answer. This 
step was the comprehensive medical examination and work-up by a 
member or members of the Massachusetts Rehabilitation Comis
sion’s own staff of medical consultants. In the case of Mr. “ B ” , 
he would be examined by an expert in the field of cardiology and 
rheumatoid diseases.

This comprehensive medical work-up would complete the collec



tion of data required to arrive at a final decision. The case of Mr. 
“ B ”  was brought up at the regular intake evaluation staff confer
ence held weekly by the independent living unit of the Massachu
setts Rehabilitation Commission. These staff conferences would be 
held weekly to consider new cases for acceptance to receive rehabili
tation services. Such staff conferences would be attended by the 
medical and counseling staff of the unit for rehabilitation to inde
pendent living as well as representatives from the referring agency 
and any other community agency whose services might be required 
as part of the rehabilitation program of the particular client being 
considered.

Present at the conference on the disposition of Mr. “ B ’s” case 
were the counsel or-co-ordinator, the chief medical consultant, the 
social worker from the family service agency which referred the case, 
and the supervisor of the district office of the Visiting Nurse Asso
ciation which covered the geographical area in which the client 
lived.

The chief medical consultant reported that on the basis of his 
study of the patient ’s medical history and the results of the medical 
work-up by the cardiologist, it was his considered opinion that the 
patient could be rehabilitated to a point where he could live in his 
own home without any great medical risk, if he were sufficiently well 
motivated to do so. The counselor presented the social and psycho
logical data which he gathered and expressed the opinion that on 
the strength of his findings both the client and his family had ade
quate ego strength and the basic motivation to insure a reasonably 
good a chance of success for the client in independent living. The 
counselor pointed out that while it was true that both the patient 
and his wife were extremely fearful and anxious about trying, 
the resistance was dynamically speaking, a surface phenomenon 
which could be dealt with successfully in rehabilitation casework 
counseling sessions so that they would really have a will to try. 
The counselor felt that the reassurance of an intensive counseling 
relationship would relieve the anxiety which was draining their 
emotional energies and preventing constructive forward movement.

All present unanimously agreed that Mr. “ B ” would be accepted 
for rehabilitation services. The treatment plan arrived at called for 
intensive work by two professionals. The rehabilitation counselor 
would see both the patient and his wife in frequent counseling 
sessions to encourage, support emotionally, and help them deal



with their anxieties in order to gain their complete co-operation 
toward the goal of Mr. “ B ’s ”  return home. The physical therapist 
in the hospital would begin an intensive course of treatment lasting 
eight weeks which would be designed to increase the patient’s 
mobility so that he might feed himself and take care of some of his 
own toilet functions.

Role allocations for the care of his patient when he returned to 
his home were also discussed and planned for. Once the patient 
returned home, the visiting nurse association agreed to send in a 
nurse for about an hour a day, twice a week for a period of a month 
to train Mrs. “ B ”  in giving medication and other routine nursing 
procedures necessary to make her husband comfortable. After the 
month had elapsed, if Mr. “  B ”  was doing well and his wife was 
handling his nursing care proficiently, the nurse would visit once 
every two weeks to observe the patient’s condition, take his blood 
pressure, and report her observations to the physician in the hospi
tal’s home care department who was responsible for the case. The 
physician at the staff conference representing the hospital’s home 
care department committed a physician from his department to 
make monthly visits to the home of the patient and examine him. 
The visiting nurse association also agreed to send one of its phy
sical therapists into the home once a week for a two month period 
to treat the patient and help him with his exercises and his mobility 
problems. If the physical therapist was needed for a longer period 
it was agreed that she would remain on the case indefinitely. The 
family service agency social worker agreed to commit one of the 
agency’s homemakers to come in for one afternoon per week to help 
with housecleaning and to allow Mrs. “ B ” to leave the house for 
shopping and other purposes. Since Mr. “ B ”  could be left alone 
for only short periods of time, his wife could only leave the house 
on evenings when her son stayed at home.

Thus, after thoroughly evaluating and considering the rehabilita
tion potential of a seriously chronically ill patient, several com
munity health and welfare agencies had pronounced as good the 
patient’s chance of living out of the hospital and in his own home. 
They had committed their valuable staff time, money, co-operation, 
and agreed to accept the rehabilitation counselor in the role of 
co-ordinator.

The rehabilitation co-ordinator then began his major task, namely: 
the mobilization of the client’s motivational strengths to participate



in the rehabilitation process and the alleviation of the anxiety at 
having the responsibility of caring for him at home.

When the rehabilitation counselor broached the subject of his 
working towards moving out of the hospital, the client reacted very 
negatively. However, the counselor was not daunted and con
tinued to come and talk with Mr. “ B ”  giving him a chance to pour 
out his fears and verbalize his anxieties. It became quite evident 
to the counselor that the client’s refusal to attempt the course of 
rehabilitation for independent living was not due to deep seated 
dependency needs, but was rather due to his fear of failure in the 
attempt. He admitted that if he failed, his disappointment and 
humiliation at failure would be more than he could bear. He had 
already achieved a tenuous adjustment to the status quo of his 
hospitalization and although it was not the most emotionally healthy 
adjustment, it afforded him a certain amount of emotional security. 
The abandonment of the small measure of security posed a threat 
which Mr. “ B ”  was not prepared to risk. He verbalized many 
doubts: Would his family accept him in his present state of serious 
illness; would he be the object of pity; would the burden on his wife 
be too great; would people in the neighborhood understand his 
problems; what if he should be stricken with an emergent illness, 
would he be gotten to the hospital in time. One by one the counselor 
discussed these pressing fears with him; frankly, openly, and 
honestly. The counselor attempted to reassure him that while the 
problems he feared were real and valid problems they rvere not 
insoluble and that he, the rehabilitation counselor, would be avail
able at all points along the road to rehabilitation to help in the reso
lution of these problems.

Finally, after a period of eight weeks during which the counselor 
saw him for twelve sessions, the relationship had reached a point 
where the client trusted the counselor and began to gain confidence 
in his ability to help him attain a more meaningful life.

Involvement of the wife’s participation in the plan was more 
difficult than was originally anticipated. She repeatedly reported to 
the counselor her fantasies of her husband’s coming home and having 
a serious heart attack. In these fantasies she did not know what 
to do and stood powerlessly by and watched him die before the 
doctor could get there. She complained that she would be unable 
to tolerate the “ nasty things”  which she would have to endure in 
caring for him. She stated that she didn’t know if she could stand 
living under the same roof with a man who was so sick. She com



plained that she did not think her sick husband and her son would 
get along very well. She pointed out that they had their difficulties 
when he was well. Now that he was sick and a burden to the house
hold, she felt that they wouldn’t get along at all. In short, she found 
every possible reason wThy her husband should not leave the hospital 
and come home to live with her. However,' after five weekly sessions 
with the counselor, a positive treatment relationship began to 
solidify and Mrs. “ B ” began to trust him and perceive him as an 
individual who could be counted upon to sustain her emotionally 
through crises which might develop during her husband’s period of 
rehabilitation. Moreover, once her anxieties were ventilated and 
in the open they could be rationally discussed. She was reassured 
that there was a team of concerned and capable medical and para
medical specialists which would be working with her and her husband 
in the management of his illness and his rehabilitation. Once re
assured that she would not bear the total responsibility for her 
husband’s care alone, she began to become interested in having him 
home with her. She admitted that she was quite lonely and would 
welcome his companionship and some purpose to her life other than 
watching television.

While the counselor was working with Mrs “ B ” , the physical ther
apist was having some encouraging success in expanding the pa
tient’s capability for mobility. As planned, approximately eight 
weeks from the time that the case was conferenced, the patient was 
moved to his home.

As soon as the patient returned home, there was a marked im
provement in his personality functioning. His depression im
proved, and he took a much increased interest in his environment. 
Friends and neighbors came in to see him and he was far happier 
than in the hospital. Airs. “ B ” frankly admitted that she enjoyed 
having him home and that he was far less trouble to take care of 
than she had imagined. She reported that while she did feel a con
stant concern for the health of the patient, she was not over anxious 
about this to the point where it disturbed her.

The home care team composed of the staff of the co-operating 
health and welfare agencies functioned smoothly and efficiently in 
carrying out the roles which had been allocated at the conference. 
One problem which developed unexpectedly was the attitude of the 
patient’s son. A month following the patient’s return home, his 
son became very hostile and would make rejective and aggressive 
statements concerning his father in his presence. The rehabilitation



counselor spoke with the son and quickly discerned that he was in 
rivalry with the patient for his mother’s attention. He recognized 
that this young man had been much over protected, indulged, and 
engulfed by his mother so that his attachment to her had become 
emotionally disruptive to his adequate personality functioning. 
The rehabilitation counselor was of the opinion that although he 
would be resistive to psychiatric treatment, he could probably 
accept treatment by a social caseworker. The counselor conferred 
with the family service worker who had referred the case and she 
agreed to see the patient’s son in treatment if he were willing.

The family service caseworker visited the home and talked with 
the patient’s son several times. The interviews seemed to satisfy 
the young man’s need for attention in compensation for the atten
tion which his mother had diverted from him to his father since he 
had come home from the hospital. The social worker was able to 
interpret his father’s needs and his partnership with his mother in 
helping to meet these needs. The son’s attitude toward the patient 
gradually became more positive. As of now, the patient has re
mained out of the hospital for a period of two and one half years.

Although the home care medical team would remain active serving 
the patient and his family indefinitely, the Massachusetts Rehabili
tation Commission’s independent living unit would close the case as 
successfully rehabilitated after the patient had remained out of the 
hospital for a period of six consecutive months.

As is indicated by the example above, rehabilitation for independ
ent living is essentially a community effort. A number of com
munity agencies must participate if it is to be successful. Yet the 
basic and major responsibility for the initiation, diagnostic formu
lation, co-ordination, and follow up of the rehabilitation process 
would fall to the counselor of the Massachusetts Rehabilitation Com
mission.

Rehabilitation of the Mentally Retarded for Independent Living.
Mentally retarded individuals are usually classified as educable, 

trainable, and custodial. It is the hypothesis of the writer that there 
is a certain group of patients in institutions who are classified as 
custodial, but who have the capacity and thus the potential to be 
adequately trained in the tasks of daily living so that they can live 
outside of the institution, whether with their own families or in 
special boarding homes.

Unfortunately, there has developed throughout the years a



tendency to judge a retardate’s potential for success in the com
munity on the basis of his I.Q. Experience has shown that this is far 
from the most reliable method of judging a mentally retarded in
dividual’s potential to live in the community. Naturally, below a 
certain I.Q. an individual cannot be expected to acquire skill in the 
performance of the tasks of daily living. However, the major 
criterion in the determination of whether or not a mentally retarded 
patient can live in the community is his level of socialization and 
his emotional adjustment. Many mental defectives with very low 
I.Q’s live in the community without any severe problems because 
they feel accepted and emotionally secure. This emotional security 
helps them to accept authority, respond positively to directions, 
and carry out the tasks expected of them in daily living.

There are then, two fundamental requirements which must be 
fulfilled before a mentally retarded individual can be fully rehabili
tated to live independently outside of an institution.

1. He must have learned some basic daily living skills.
2. The home in the community which he enters (be it with his own family or 

some type of foster home) must be able to accept the individual with some degree 
of equanimity, even when there are occasional lapses in the performance of his 
daily living activities. w

It. is certainly fitting and appropriate for the Commonwealth of 
Massachusetts to undertake pioneer work in the field of rehabilita
tion of the mental retardate for independent living since this state 
was one of the first to recognize that the mentally retarded required 
specialized care and medical treatment when the Walter E. Fernald 
School was established in 1848. The Fernald School wras the first 
major effort in the United States in the direction of concern for the 
welfare of the retardate and the scientific study of his problem.

The statistical dimensions of the problem of mental retardation 
are not clearly delineated. There are many estimates concerning 
the number of mentally retarded individuals in the United States. 
Nor can they be considered objective because they are compiled in a 
fragmentary way from various surveys. 1 t/.'

A major problem in estimating the incidence and prevalence of 
mental retardation arises from the various classificatory schemes 
utilized in the definition of retardation and the various psychometric 
and other means utilized in arriving at the diagnosis. Estimates 
regarding the numerical extent of mental retardation differ widely.

However, the most authoritative sources agree that the present



number of mental retardates in the United States should be set at 
approximately five million individuals or about thirty per thousand 
population. Of these thirty about twenty-five are mildly retarded 
and four moderately retarded, leaving one in every thirty per 
thousand population who is severaly retarded.

The rehabilitation of the moderately severe mentally retarded 
would fall within the province of the independent living unit of the 
Massachusetts Rehabilitation Commission. Success of the program 
would depend upon the establishment of a very close co-operative 
working relationship between the Rehabilitation Commission and 
the professional staffs of the state institutions for the mentally 
defective. The directors of the institutions would have to be con
vinced of the workability of the program since the participation of 
their medical, educational, and social service staffs would be very 
much involved.

The first step would be a screening of patients within the institu
tions to select an initial group of possible candidates for rehabilita
tion back to community living. This initial screening would be 
carried out jointly by the social service department and the counselor- 
co-ordinator of the Commission. The following criteria for selection 
would be utilized:

1. Patients would have to fall within the trainable I.Q. range or better. Prin
cipal concentration would be in the Binet 50 to 70 range.

2. No evidence of serious emotional pathology.
3. Evidence of social adaptability: that is the ability to relate constructively 

to authority and accept direction.

It would be of primary importance to rule out emotional pathology 
before accepting any retardate for the rehabilitation program. Any 
client who gets into serious difficulty in the community could 
seriously hamper the progress of the program. Since it is almost 
impossible to predict the social adaptability of a trainable mental 
retardate on the basis of test results, close observation in group 
situations within the institution becomes the major evaluative 
criterion.

Once a patient is selected as a potential candidate for rehabilita
tion he would be put through a prolonged evaluation at the insti
tution which would last from two to four months. During this 
period the candidate would be very- carefully observed by staff 
members in various situations which occur in daily living. His



co-operation in group tasks; Ins acceptance of direction; his reactions 
to emotional stress and frustration; his reaction to disappointment; 
his attention span; his ability to pursue goal directed behavior — all 
these behavior attributes would be charted and evaluated. The 
counselor-co-ordinator of the Massachusetts Rehabilitation Com
mission would confer weekly with the staff.

Certain patients would be rather quickly rejected as poor risks for 
community living. In other doubtful cases artificial social situa
tions would be contrived within the institution by the staff to test 
the patient’s reactions to conflictful situations.

Once the patient is selected, the rehabilitation process moves into 
an intensive phase and the resident staff of the institution under
take to train him in the tasks of daily living. He is taught basic 
self care skills. Such self care skills would include such activities as:

1. Dressing himself.
2. Basic toilet and cleanliness habits.
3. Simple elements of grooming.
4. Safety habits such as proper procedure in crossing the street and handling 

himself in crowds, etc.

Along with these self care skills simple pro-vocational and voca
tional operations would be taught which could be of value later on 
if the patient became sufficiently well rehabilitated to independent 
living as to warrant an attempt at vocational rehabilitation. Such 
vocationally directed training would have as its aim the establish
ment of patterns of goal directed behavior leading to some type of 
productivity.

Having achieved a satisfactory degree of mastery of the above 
mentioned activities, the next step would be the transfer of the 
patient from the completely protected environment of the institu
tion to a transitional type of foster home which might be termed a 
“ halfway foster home” . This would be one of a number of foster 
homes utilized by the Massachusetts Rehabilitation Commission 
to help the rehabilitated trainable mentally retarded individual 
make a satisfactory social and emotional adjustment to the demands 
of the complexities of the community. These1 transitional foster 
homes would have only the one retarded child living in them within 
a completely normal environment. They would not be group living 
homes within the community for mentally retarded individuals since 
such a living situation means only that the patient has been taken



from a large institution to live in a small one. The foster home 
proposed would be somewhat similar to the family care home for 
the mentally ill. Naturally, the development of a group of such 
foster homes would not take place easily. Such homes require foster 
parents of the most accepting type who can tolerate without over
whelming anxiety the initial deviant behavior of the retardate as 
he gropes to adjust to life outside the institution. The evolve- 
ment of a foster home system would require that foster parents not 
only have a personality suited to the task, but that group training 
programs for foster parents be set up in order to acquaint them with 
the problems and dynamics of mental retardation in the trainable 
category.

Regular group meetings led by a trained person would allow the 
foster parents to discuss problems they were having with the re
tarded individuals and various approaches to their solution. While 
such meetings would certainly not be designed for or classified as 
group therapy there would be the therapeutic elements of verbal 
catharsis and universalization of problems.

Once the patient made a successful adjustment in the foster home 
placement, and his initial problems were ironed out he would be 
tried in his own home with his own parents. The transition would 
be effected gradually. When the patient was first placed in the foster 
home, parents visiting would be relatively infrequent and regulated 
by the rehabilitation counselor-co-ordinator so that parents would 
not interfere with or sabotage the final adjustment training being 
carried on by the foster parent. While the retardate is in the foster 
home the rehabilitation counselor-co-ordinator would counsel with 
the parents helping them to deal with their anxieties concerning the 
return of the retarded client and preparing them for what to expect 
relative to his initial behavior when he returns home. Finally, 
when the retardate returns home, the counselor-co-ordinator will 
make follow up visits to the home to help parents cope with prob
lems as they come up and give them the opportunity for emotional 
ventilation. These follow' up visits would become increasingly less 
frequent as the retardates achieved an adequate community and 
family adjustment and finally would terminate. Naturally, the 
separation process of parent from counselor would require great 
skill. There would always be the danger of the counselor fostering 
the parent’s dependency. This would be detrimental to the progress 
of the client.

It is, of course, exceedingly difficult to predict the amount of time



which this process of rehabilitating the trainable retardate to living 
outside the institution would require. Individual cases will differ in 
difficulty. However, in general one can state that it will require 
approximately a year’s work following the client’s departure from 
the institution.

It should also be stated here that the retardate’s return to his own 
home is not the only alternative. Some of the retardates could live 
in the community by remaining in foster homes if their own homes 
were unsuitable.

The importance of getting the retardate out of the institutional 
setting where possible must be emphasized. Statistics support this 
philosophy. With 140,000 mentally retarded children and adults 
now residing in Massachusetts, the magnitude of the problem of 
providing them with needed services of high quality becomes clear. 
Furthermore, when we consider that in the twenty year span be
tween 1935 and 1955 the severely retarded population in the state 
institution increased from 43.3 per cent to 51.2 per cent, the trend 
toward the overcrowding of institutions is cause for justifiable 
concern.

Independent Living and Mental Illness.
This report will touch only briefly on the subject of the rehabili

tation of the mentally ill for independent living, since the Massachu
setts Rehabilitation Commission already does much in the accom
plishment of this goal. Although the mental disability unit of the 
Commission has as its major goal the vocational rehabilitation of 
the patient to remunerative employment, it does fulfill the function 
of getting mental patients and keeping mental patients out of the 
institutional setting.

While the mental patient certainly requires much help to become 
adjusted to community and family life, he does not require the type 
of rehabilitation to self care that the chronically physically ill and 
disabled patient requires. Unless he is being rehabilitated voca
tionally, the services he requires are more those of the psychiatric 
social worker than the rehabilitation counselor.

S u m m a r y  A n d  C o n c l u s i o n s .

If the most frequently and widely quoted definition of rehabilita
tion is accepted as a criterion, then a program of rehabilitation for 
independent living is a rehabilitation program in the fullest sense, 
and could be a function of the state rehabilitation agency and that



agency is the logical one for it. The definition referred to above 
states that “ rehabilitation is the restoration of the handicapped to 
the fullest physical, mental, social, vocational, and economic useful
ness of which they are capable.”  1 The physical, mental, and social 
usefulness which is restored to the patient through rehabilitation to 
independent living has been dramatically demonstrated by the 
experimentation which has taken place with this type of rehabilita
tion. While the restoration of the patient to vocational usefulness 
is not the principal goal, it is certainly not precluded since home 
employment is always a possibility once independent living capa
bility has been attained.

The financial saving to the patient’s family and to the community 
in the case of indigent patients is certainly significant. It is not 
possible to predict the amount of money which could be saved 
with complete accuracy since medical costs will vary greatly among 
patients with different disabilities. However, the statistics provided 
by other experimental programs indicate that such programs are 
certainly economically advantageous.

Budgetary Data.

The following budget is designed to give an approximation of the 
cost of operating a pilot program in two district offices of the Massa
chusetts Rehabilitation Commission for a one year period.

Professional Staff Salaries.
Director o f the P r o g r a m ..........................................................$8,500
Two District S p e c ia l is t s ..........................................................15,000
Four C ou n selors.....................................................................  26,000

Clerical Staff.
Three S e c r e t a r i e s ...................................................................11,000

Medical and Psychiatric Consultation.
400 hours at $15 an h o u r ............................................................6,000
Overhead and s u p p l i e s .......................................................... 12,000

T o t a l .................................................................................. $78,500

Allowing for travel, fringe benefits to employees, and other mis
cellaneous expenses the cost of the program would run approxi
mately $100,000 per year. Salary figures quoted are above starting

■N ation al Council on Rehabilitation, “ Sym posium  on the Processes o f Rehabilitation.”  (C le v e lan d  
1944), p . 6.



grade since it is assumed that the best qualified people available 
would be obtained for the positions. Medical expenses for the phy
sical restoration of rehabilitees are not included in this budget since 
they are impossible to determine with any degree of accuracy. For 
some clients such expenses will be great, for others small. For some 
public money will be required for medical bills, others will finance 
their own medical expenses. Medical insurance will also enter into 
such financing.

Nevertheless, the financial advantages of a program of rehabilita
tion for independent living are easily discernable even without 
accurate figures. To illustrate: The pilot program described in 
this study-proposal would accept approximately eighty cases per 
year. If it developed a success rate of fifty per cent (this is a con
servative estimate as higher rates have been demonstrated), this 
program would then rehabilitate and get out of the hospital forty 
patients in a given year. If we take twenty dollars per day as an 
average hospital cost (this is also a conservative figure) then 292,000 
dollars in hospital costs would not be expended if these patients 
were kept out of the hospital for one year. If patients stay out of 
the hospital longer than one year the saving would be that much 
greater.

The writer does not imply that all this money will be saved. What 
with medical costs and other unpredictable factors, it is not possible 
to make firm estimates on the economies of the program. But the 
fact is clear, that the program would save money and is an economi
cally sound undertaking.

Operationally speaking, rehabilitation for independent living 
would be a feasible program since the Massachusetts Rehabilitation 
Commission already utilizes specialized units such as the Mental 
Disability Unit. Thus, the incorporation of a rehabilitation for 
independent living unit would have the advantage of a model for 
administrative structure which has already attained success.

The Need.
There are 6,332 hospital beds for chronically ill patients in the 

State of Massachusetts, located in some forty hospitals. Twenty- 
five of these hospitals specialize in the care and treatment of chronic 
illness and severe disability. Occupancy of these hospital beds 
varies from 80 to 95 per cent. To say that all hospitalized chronic 
patients have potential for rehabilitation would be inaccurate. It



is not possible to say how many would have such potential, since 
such a determination depends on a prolonged medical evaluation 
of each patient. However, it is safe to state that a substantial num
ber do have such potential. There is a discernable need for rehabili
tation for independent living.

Certainly such a program as the one proposed would not be with
out its problems. The following are some of the problems which 
would require constant attention:

1. Acquiring and maintaining close co-operation and co-ordination among the 
various health and Social Service agenices providing the client with services.

2. Maintaining harmonious community relationships with sources of referral 
even though it would be frequently necessary to reject clients whom they refer.

3. Negative attitudes of other staff members in the Commission whose major 
philosophical committment is to rehabilitation with a vocational goal.

4. Securing professional staff with the proper experiential background and 
training to perform adequately in this new field.

The solutions to these problems are difficult, but solutions could 
and would be worked out. Perhaps it would be more correct to use 
the term tasks rather than problems since these require long term 
attention and work rather than a solution which is complete at a 
given point in time.

However, in considering the value of a program of rehabilitation 
for independent living problems and finances are not the only factors 
which take on importance. The social and emotional value of a 
program which has the propensities for transforming an individual 
from the status of being a complete burden to those around him to a 
status of self care cannot be measured by any unit yet devised. 
The alleviation of misery and the restoration of human dignity. 
These are the important goals.
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