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Abstract


This paper is a narrative review of nine studies from 1983 through 2007.  These studies report data on the effects of training direct care staff at residential facilities for clients with developmental disabilities.  The studies focus on training whose goals are either improving the quality of life for residential clients or increasing clients’ levels of independence through mastering various adaptive skills.  The majority of staff that participated is at entry level positions with less than a four year college degree.  The majority of clients that participated ranged from moderate to profound cognitive and/or physical impairment.  All studies report effects for both client as well as staff.  

Social Validity Background

The options for education, nurturing and support for those individuals who struggle most severely have indeed changed substantially over the years.  Tremendous gains have indeed been made as educators and caretakers continue to learn and grow.  The advances made in developing unique educational programs and curricula for this populace are indeed admirable, but the challenges remain daunting.   It is devastating to reflect upon the times in history when the most dependent among us were shunned and abused.  How easy it is to lose sight of the fact that growth is produced only through sacrifice and challenge.  The entire society becomes impoverished when the least among us do not have a place. 

Though adults with mild retardation may have the capacity to live independently, those individuals with more severe forms of disabilities have an increasing need for support staff.   The purpose of these supports is to help the individuals overcome, or compensate for, the deficits they may have in a variety of areas of adaptive behavior.  These areas of adaptive behavior may include, but are not limited to, communication, self-care, health/ safety and self-direction (Felce & Emerson, 2001).  Residential options, which maintain in-house support staff coverage, provide assistance in areas that the residents may not be able to perform, but the staff also is present to help the residents acquire and maintain adaptive skills that they might be lacking.  “The objective of good service design for supporting people with severe disabilities should be to improve not only their skills, but also the way that they live” (Felce & Emerson, 2001, p. 77).  The combination of intensive educational support within a stimulating, enriched homelike environment is noted to have the maximum beneficial impact on acquiring and maintaining adaptive skills, and thereby enhancing the quality of life (Felce & Emerson, 2001; Jones et al, 1999; Lozano, 1993).

Though research in the past has clearly shown that individuals with even severe disabilities can acquire new skills (Berdson & Landesman-Dwyer, 1977), there appears to be a discrepancy between what can be effectively accomplished in research settings and providing the same type of necessary support in a residential setting (Stancliffe, Hayden & Lakin, 1999).  Numerous factors have been identified as contributing to the absence of this necessary, effective support.  Parsons, Reid & Green (1993) indicate that direct care staff needs to be trained properly in order to effectively implement teaching procedures.  In a later study, Parsons & Reid (1995) substantiate the need for supervisors to be trained so that direct care staff can maintain their teaching skills.   Lozano’s 1993 study indicates that perhaps the most significant factor for acquiring skills is not necessarily just being taught such skills, but having the opportunity to learn them through practical experience.  Jones et al. (1999) concur that staff needs to be particularly trained in “active support”.  “People with such [severe intellectual] disabilities need carers to foster opportunity and provide help if they are to participate in typical activities to a typical extent” (p. 164). 


There can be two basic goals that a training program can be designed to achieve: 1)training staff how to facilitate clients’ progess/maintainence of adaptive skills, and

 2) training staff how to increase clients’s quality of life.  An example of a program which has the first goal is the staff training program that was designed & evaluated by Parsons, Reid and Green (1993).  This program trained the direct care staff in both verbal and performance skills. The verbal skills included learning the proper terminology that would be used for all feedback communication and further training.  The performance skills included learning the correct order of task analyses, the correct prompt using Demchak’s least-to-most assistive instruction strategy as described by the correct reinforcement and the correct error correction (Parsons, Reid & Green, 1993).  Their study results suggested that the staff not only acquired the appropriate verbal and performance skills, but, “it appeared that when staff applied the skills acquired through participation in the program, clients made progress in adaptive skill development” ( p. 182).  


Jones et al.’s training program (1999) focused on teaching the staff how to engage the residents in activities: domestic, social, and non-social.  Previous research and baseline data found that prior to training, staff gave greater attention to the more able residents.  The “active support” training provided planning for activities, planning for variety of staff:resident support, as well as training in how to interact and assist residents.  This form of training focuses on enabling the clients to experience through activity.  Though no evaluation was made regarding whether particular skills were better acquired through these activities, as Lozano’s study (1993) had indicated, certainly participation in purposeful activities adds to the quality of life.  Felce & Emerson (2001) refer to past studies which identified the lack of quality life within institutional wards because the residents underwent, “prolonged social isolation, undue passivity, or excessive repetition of apparently purposeless behavior” (p. 77).


As this research indicates, the training of direct care staff is a crucial component for providing responsible, effective care for residents with MR and/or DD.   In order to most effectively encourage the acquisition of new adaptive skills, as well as enhance the quality of life, direct care staff should be properly trained not only how to teach performance skills, but also how to plan and assist residents to become actively engaged in meaningful activities (Parsons, Reid & Green, 1993; Jones et al., 1999; Felce & Emerson, 2001).  Certainly this training also has to take into consideration the practical problems of staff turnover as both Parsons, Reid & Green (1993) and Jones et al. (1999) indicate.

 Whereas within the classroom the education can be provided by instructors that have received years of specialized training, within the residential setting the education is generally provided by individuals with little more than a high school degree (Parsons, Reid, & Green, 1993).  “Clearly it is unreasonable to expect individuals with no background in behavior modification to effectively carry out complex behavior change strategies that professionals conduct only after having received years of formal education pertaining to those types of treatment approaches” (Reid & Schiepis, 1986, p. 299).  Moreover, as we have seen at the classroom level, precise structure and techniques must be employed in order to educate individuals so that they can maximize engagement in meaningful, life-enhancing activities.  “Such training [staff training] must be maximally efficient and effective preferably by occurring in the context of actual job performance, and with methods that rest heavily on role-playing, practice and feedback, rather that on didactic, classroom instruction” (Favell & Phillips, 1986, p. 276). They also recommend, “that rather than investing most efforts at devising individualized and intensive programs, 

behavior therapists and all professionals instead devote themselves to arranging social and physical environments that are enriched, that is safe and responsive” (p. 265).


Reid & Green (1990) delineate some additional components of an effective direct care staff training program.  First, it must be effective in terms of teaching relevant work skills.  This certainly would concur with Watson (1970) that actual supervised practice on the work site, “is most effective for teaching applications of the principles to actual behavior modification situations” (p. 230).  Second, Reid & Green indicate that an effective training program must make efficient use of both the trainer’s and the trainees’ time.  Thirdly, a good program must be enjoyable for both trainers and trainees.  Next, they recommend that a self management strategy also be incorporated.  Such a strategy could take the form of goal setting and self-recording.  Lastly, peer tutoring could also be incorporated, but must use a formal, rather than informal, strategy.  

Purpose

 This narrative review will examine studies which will meet the author’s criteria in light of these recommendations.  Studies which train direct care staff to either improve the quality of clients’ lives, or teach clients to improve or maintain adaptive skills, will be evaluated to see which of the training program quality components are included.  The studies will also evaluate whether training was effective for both clients and well as staff.  Additionally studies will be evaluated for whether the training could be practically administered by the facility itself, from the perspective of training duration, necessary materials, and administrative expertise.  

Literature Search and Criteria for Inclusion

The literature search was limited to studies conducted in the last 15 years.  A key word search was conducted for the following journals: Research in Developmental Disabilities, Journal of Applied Research in Intellectual Disabilities, Behavioral Interventions, Behavioral Residential Treatment, Journal of Applied Behavior Analysis, Journal of Positive Behavior Intervention, Education and Training in Mental Retardation, Mental Retardation, Applied Research in Mental Retardation, Journal of Autism and Developmental Disorders, Journal of the Association for Persons with Severe Handicaps, and Adult Residential Care Journal.  The keywords used included: ‘direct care staff’, ‘staff training’ and ‘staff training and intellectual disabilities’.  A search was conducted through the Digital Dissertation database using the same keywords.  Ancestral and citation searches were also done.  Finally an electronic search by PsychINFO  was conducted using the search terms ‘staff training and intellectual disabilities’.  The studies that met the following criteria were included: (a) data was reported on training results for client as well as direct care staff, (b) involved clients and staff at some form of residential facility, (c) majority of staff trained had less than a four year college degree, and (d) majority of client disability ranged from severe to profoundly developmentally disabled.  The following studies or portions of studies were excluded: (a) data was reported for only staff or only client, (b) clients did not reside in some form of residential facility, (c) majority of staff had a four year degree or more, and (d) training was solely conducted for supervisors or other administrators.  Finally, a total of 9 studies were included, resulting in 6 single subject designs and 3 n>1 designs.  Because of the small number of studies that resulted based on these criteria, this review will be regarded as a probe for future research possibilities. 

Methodology: Coding

Appendix A shows the initial coding instrument that the author designed and used.  Studies were initially coded with multiple dependent variables to indicate client and staff performance in response to training intervention.  These ranged from mastering programming technique and providing active treatment for staff, to increasing skill independence and decreasing challenging behavior for clients.  These variables were later collapsed into (a) staff increased proficiency, and (b) client behavior improvement.  The training program techniques (ranging from instruction with active practice/feedback to modeling, videotaping /feedback), were also collapsed into the general category of non-didactic teaching method.  A new coding instrument was added which can be seen in Table 1.  I need to clarify the definitions of terms which are used.   This author’s definition of quality of life will include managing or decreasing challenging behaviors, involving clients in functional activities, increasing positive staff/client interaction, and decreasing clients’ levels of unhappiness.  Adaptive skill will include various levels of self-care activities. Non-didactic teaching method means any combination of non traditional classroom teaching methods, including: role playing, modeling, and videotaping for feedback purposes.  By change of structure, the author intends to include the range from: creating different staff role assignments, restructuring of time segments, to changing interaction behavior patterns.   The component of structure changing should be incorporated with training programs whose primary or secondary goal is the improvement of clients’ quality of lives.  Work site practice incorporates both on-the-job coaching as well as on site training applications with delayed feedback.   Time efficiency refers to the program training time which could realistically be covered by job substitution for the trainees.  Acceptability refers to what extent the trainees found the training both enjoyable and worthwhile.   Self-management incorporates any tools that were taught to the trainees which would facilitate their own evaluation of progressive use and maintenance of new skills.  Supervisor management refers to staff supervisors being responsible for evaluating trainees’ progressive use and maintenance of new skills.  Lastly, this author defines practicality as a training program that could be realistically implemented by a facility based on required resources, training time allotment and administration personnel limitations.  

The author coded the validity and quality of the studies according to the coding instrument shown in Appendix B.  Of the nine studies, six were found to have high validity, two to have medium, and one to have low (being a pre-post test design).  Four of the nine studies were found to be high quality, and five to be of medium quality.

Descriptives


The nine studies spanned the years from 1983 through 2007.   Four of the studies had their primary goal as making a positive impact on the clients’ quality of lives. As indicated previously, this included managing or decreasing challenging behaviors, involving clients in functional activities, increasing positive staff/client interaction, and decreasing clients’ levels of unhappiness. The remaining five studies had their primary goal of teaching adaptive skills (as previously defined) to clients in order to increase their levels of independence (see Table 1).  

 202 staff persons were trained, with 60% of them being in entry level, direct care positions. The remaining staff personnel were supervisors, teacher’s aids, or professionals who were being trained simultaneously (see Figure 1). Only two studies reported staff gender, and none reported staff ethnicity.  The mean age of staff personnel for the five studies that reported was 28.8 years.  73% of staff personnel had completed high school, but had not gone beyond two years of college.   The majority staff that underwent training had less than three years experience (see Figure 2).  

326 clients were involved in these studies whose ages ranged from 16 to below 70 years of age.   The largest primary disability categories for clients were moderate to severe cognitive impairment (44.4%) and physical/profound cognitive impairment (33.3%) (see Figure 3).  No ethnicity data was reported on clients from any of the studies.  Most of the studies took place in either Medicare certified public residences or group homes, with a few of them utilizing either day program settings, or classrooms for the severely disabled.  Only four studies indicated their geographic locations, two of them being located overseas in the United Kingdom and Ireland.  

Of the 38 dependent variable data, 13 were recorded by this author as non-codable (see Table 2).  Most of these were descriptively reported as such by the studies’ authors.   They indicated either the results of a Likert scale survey, a telephone follow-up, or results of a secondary/tertiary goal.  Felce’s (2000) study, however, reported the data that resulted from conducting Yule’s Q statistical analysis.  This author was unable to convert that data into effect sizes, and therefore had to unfortunately record these data as non-codable, so the results could not be factored into either effect size data (ES), or percent of non-overlapping data (PNDs).  I will describe Felce’s results specifically when I discuss the effect size and PND data.

Table 3 shows the data results of the mean comparisons of effect sizes or PNDs with client behavior improvement or staff proficiency.  What is most interesting to note is that though both the effect sizes for client behavior (.76) and staff proficiency (1.35) are very large, the PNDs for client behavior (.61) and staff proficiency (.53) are not.  The two studies that reported effect sizes were also studies in which the training was extensive, and therefore not practical.  One was Rosen’s (1986) study which entailed two four hour training sessions for five weeks, totally 40 hours of training.  The other was Grey’s (2007) which entailed nine full day training sessions during a six month span.  It is certainly possible that the extensiveness of the training could have had more of positive effect on the outcomes.   It is also noteworthy that the PNDs increased with the number of staff that was trained (see Table 4).   The PNDs were large for the study that trained 10 (.88) and 25 (.87) staff personnel.    When data is collected on more individuals that have undergone the training, the final results can certainly be substantially better, since there is more of a balance for the extremes.  It is therefore possible that the number of staff being trained could have had more of a positive effect on the outcome data.  Felce’s (2000) study trained 52 staff members to enhance the clients’ quality of lives by increasing active treatment.  Felce’s study reports a statistical significant increase in clients’ purposeful, active participation.  It indicates that there was an increase (though not reported as significant) in staffs’ active involvement with more disabled clients.  There was no change noted during follow-up, though the study did not indicate how soon the follow-up was conducted.  This author would also like to particularly note that even the apparent minimal PND increases in staff proficiency still correspond with an increase in client positive behavior outcomes.

Because of the paucity of studies, this author chose to collapse the primary goals (and their corresponding dependent variables) that involved overcoming or reducing clients’ challenging behaviors into the one category of quality of life.  Certainly, it must be noted that learning how to engage clients in functional, meaningful activities, or increasing their levels of happiness, might not be as challenging to master as restructuring in order to decrease challenging behaviors.  Only one study, Grey’s (2007), was involved with teaching staff how to overcome challenging behaviors.  With that in mind, this author wanted to see if there was a possible relationship between the outcome effects of the studies whose primary goals were to increase the clients’ quality of lives.  Table 5 shows those results.  It is apparent that there are too many of the aforementioned contributing factors to be able to delineate a causal relationship.  First, all four studies that are involved with quality of life enhancement training also trained at least 10 staff for the study, so we can expect the PNDs to perhaps be more favorable.  For the two of the quality studies that reported PNDs, Parsons (1989) trained 25, and Green (2005) trained 10.  The PNDs (.88) for these studies were indeed very much higher than the PNDs reported for the adaptive skill studies (.46).  Felce’s study trained 52 and reported that results of significant increases for the clients, and increases for the staff.  The effect sizes reported for both quality and adaptive studies were large: quality - .76, and adaptive – 1.34.   As was previously noted, Grey’s (2007) and Rosen’s (1986) studies incorporated trainings which were impractically extensive, so their effect sizes must be viewed from that perspective.  Moreover, the quality study was Grey’s (2007) which trained 30 staff members in ways to assist clients to overcome challenging behaviors.  It is interesting that Grey’s effect size, though large, is not nearly as large as Rosen’s (1.34) who trained 36 staff personnel.  Though there are too many competing factors, it would be logical that training staff how to facilitate decreasing challenging behaviors would be more difficult than training staff how to teach adaptive skills.

Limitations and Future Research

There were far too few studies upon which to base any conclusive results.  As was mentioned in the beginning, this author is regarding this review as a probe for possible future research.  It would also be beneficial to be able to conduct more probing statistical analyses on the basis of separating, collapsing and restructuring variable inputs.  Those tasks are beyond the author’s knowledge at this time.   It is understandable that because there are only limited federal and state regulations that apply to residential facilities, there would indeed be fewer studies being conducted.  What is indeed of most pressing interest is the practical feasibility of the training packages that are being utilized.  Only one package was indicated as having already been produced so that residential facilities can access it independently for training purposes.  This package is Reid & Parsons’ (1994)  Training to teach in a day: The teaching-skills training program instructor’s manual. It would certainly be worthwhile to research whether this program has been used, and if so, whether it was successful.  It would also be worthwhile to see whether there are any other training packages from other studies that have been produced.

Four out of the nine studies did indeed utilize self-management training; three of them in combination with supervisor management maintenance.  It would be of definite interest to see if future studies incorporate this technique in order to better facilitate progress and maintenance.  In fact, the Parsons (1989) study utilized a wonderful chain of command feedback.  It started with direct care staff recording their progress and ended with agency supervisors recording all residences’ progress visually.  The balance of accountability with self-directed responsibility is worth other studies incorporating.

Lastly, this author indicated at the beginning that change of structure was only to be found in studies that had quality of life as a primary or secondary goal.  For this review, none of the nine studies combined adaptive skill and quality of life goals.  It would be worthwhile to see if these goals are indeed combined in future research.
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Appendix A

STUDY ID NUMBER

AUTHOR NAME

YEAR

DEPTYPE

  1 STAFF/ACADEMIC KNOWLEDGE  

2 STAFF/PROGRAMMING TECHNIQUE 

 3 STAFF/ RECORD KEEPING TECH   

4 STAFF POSITIVE INTERACTION –ACTIVE CARE  

5 STAFF REINFORCEMENT TECHNIQUE  

6  STAFF/CORRECTION TECH  

7  STAFF/SELF-MONITORING  

8 STAFF/ MULTIERED (prompt, correct, reinforce) 

 9   CLIENT/INCREASED SKILL INDEPENDENCE  

10  CLIENT/INCREASED HAPPINESS LEVEL  

11  CLIENT/INCREASED ON TASK (NON SPECIFIED)  

12 STAFF/ INCREASE ON TASK (NON-SPECIFIED)  

13 CLIENT/ DECREASE AGGRESSIVE BEHAVIOR (FREQUENCY)  

14  CLIENT/DECREASE SELF-INJURIOUS BEHAVIOR  

15 STAFF/DECREASE TURNOVER 

16 STAFF/ PROGRAMMING TECHNIQUE GENERALIZED TO OTHER SKILLS

17 MAINTENANCE STAFF

18 MAINTENANCE CLIENT

19 CLIENT:DECREASE AGGRESSIVE BEHAVIOR (SEVERITY)

20 CLIENT: DECREASE MANAGEMENT DIFFICULTY

21 PROGRAM ACCEPTABILITY BY STAFF

DEPMEASURE


1 CRITERION REFERENCED   2 NORM REFERENCED  3 OBSERVATION/

  CHECKLIST   4  SELF-MONITORING CHECKLIST   5  COMBINATION (SPECIFY)  6  DOCUMENTATION  7 TELEPHONE  8 LIKERT SCALE QUESTIONNAIRE

NEFFECT                                   ES                PND            NONCODE   (1 SIG INC









2 SIG DEC 3 INSIG INC 4








             4 INSIG DEC 5 INCREASE 









 6 DECREASE 









 7 NO CHANGE

      TYPE      MEASURE     CODE                                         8 LIKED VERY MUCH                                                                                                                               

1                                                                                                           HELPFUL

2







9 LIKED SOMEWHAT

3







10 DISLIKED

4

Appendix A

5

6

7

8

9

10

SOURCE  


1 RESEARCH IN DEVELOPMENTAL DISABILITIES  2  JOURNAL OF APPLIED RESEARCH IN INTELLECTUAL DISABILITIES  3  BEHAVIORAL INTERVENTIONS  4  BEHAVIORAL RESIDENTAL TREATMENT  5  JOURNAL OF APPLIED BEHAVIOR ANALYSIS  6  JOURNAL OF POSITIVE BEHAVIOR INTERVENTIONS

DESIGN

 1= EXPERIMENTAL  2= QUASI  3=SINGLE SUB  4= PRE-POST  5= NON RANDOMIZED MATCHED CONTROL GROUP

VALIDITY  (SEE VALIDITY INSTRUMENT)

 1= HIGH  2= MED  3= LOW

QUALITY (SEE QUALITY INSTRUMENT)

  1= HIGH 2= MED 3= LOW

NSTAFF

STAFFPOSE

  1= DIRECT CARE  2= SUPERVISOR 3= MIXED: DIRECT CARE/SUPERVISORS 

4= MIXED: DIRECT CARE/PROFESSIONAL 5= TEACHER AIDS

NSTAFFEX                         NSTAFFCON

NSMALESEX                        NSMALESCON

NSFEMEX                              NSFEMCON

MSTEDEX                              MSTEDCON   1 HS  2 SOME COLLEGE  3 COLLEGE 

                                                                           DEGREE  4 BEYOND COLLEGE

                                                                            5 MIXED: HS/SOME COLLEGE

Appendix A

MSTEXPEX                            MSTEXPCON    1= 1yr or less  2= <3 yr  3 = 3-10 yr  

                                                                               4 = 10 – 20 yrs  5 = prior experience, 

Amount not indicated  99 non specified     

MSTAGEEX                            MSTAGECON

MSETHNEX                             MSTETHNCON   1 = AfroAm  2 = Hispanic  3 = Asian

                                                                                  4 = White  5 = Mixed  99 = nonspec 

NCLIENTS

CLIENTDIS


1 = mild –moderate  2 = mod – severe   3= profound  4= communication  

          5= visual impairment  6= ambulatory impairment  7= physical/cognitive severe

          8= physical/cognitive profound

NCLIENTEX                             NCLIENTCON

NMACLIEX                                  NMACLICON

NFECLIEX                                   NFECLICON

MCLAGEEX                                 MCLAGECON    (AGE: 1= <16; 2= <30; 3= <50; 4= 

                                                                                      <70)
GEOSET


1= Northeast  2= Southwest  3= Midwest  4= Southwest  5= West 6= Overseas (specify)  99 nonspec

POPSET

            1= urban  2= suburban  3= rural  4= metropolitan  5= mixed  99 nonspec

Appendix A

TRAINCHAR

1= RESEARCHER/ASSISTANT  2= STAFF SUPERVISOR/ADMINISTRATOR  3= OTHER (SPECIFY) 

TRAINSET


1= MEDICAIR CERTIFIED PUBLIC RESIDENCE  2= GROUP HOME


3= PRIVATE PAY RESIDENCE  4= OTHER (SPECIFY)   

             99= NON SPECIFIED

TRAINFOR


1= CLASSROOM/WORKSHOP  2= COACHING –ON-THE-JOB  

 3= COJ + CLASSROOM/WORKSHOP 4= < CLASSROOM/COACHING 

BASED ON VIDEOTAPING

TRAINDURCL  (IN MIN)

TRAINDURCO (IN MIN)

TRAINNUMCL

TRAINNUMCO

TRAINSPAN (IN MONTHS)

DELIVERY SIZE 


1= SMALL GROUP 2-8   2= ONE-ON-ONE   3= LARGE GROUP 9+

TRAINTECH


1= INSTRUCTION W NO ACTIVE PARTICIPATION/PRACTICE


2= INSTRUCTION W VIDEOTAPING AND CORRECTION

3= INSTRUCTION W MODELING AND ROLEPLAYING AND CORRECTION   4= SELFMONITORING AND CORRECTION

5= INSTRUCTION WITH MODELING, VIDEOTAPING AND FEEDBK

6= INSTRUCTION – NOT DELINEATED

FEEDBKFRM


1= VERBAL  2= WRITTEN  3=  GRAPHIC OR VIDEO  4= REWARD 


INCENTIVE   5= PUNITIVE CONSEQUENCE

Appendix A

FEEDBKTIM


1= IMMEDIATE  2= DELAYED  3=  MIXED

PRIMARY GOAL

1= STAFF: LEARN HOW TO TEACH BEHAVIORAL TRAINING SKILLS

Appendix A

2= EVALUATE EFFECTIVENESS OF COMPREHENSIVE STAFF TRAINING

     PACKAGE

3= CLIENT: TRAINING CAN DECREASE CLIENT CHALLENGING BEHAVIOR

SECONDARY GOAL

1= EVALUATE WHETHER TRAINING CAN POSITIVELY EFFECT CLIENTS

TERTIARY GOAL

1= EVALUATE WHETHER TRAINING PROMOTES GENERALIZATION OF TEACHING SKILLS 

2= EVALUATE WHETHER EFFECTIVE TRAINING CAN DECREASE STAFF TURNOVER

ADDGOAL

1= EVALUATE IF SELF-MANAGEMENT CAN ENHANCE SKILL MAINTENANCE                                  

Appendix A

MAIN

1= YES   2= NO

MAINASSESS

1= CRT  2= NRT  3= OBSERVATION/CHECKLIST  4= CHECKLIST BY PHONE

5= SURVEY CHECKLIST  6= OBSERVATION BASED ON STAFF SELF-MANAGEMENT

MAINDUR

1= 1YR  2= 60-90 DAYS

GENSSC

1= YES 2= NO

GENTRAINING

1= YES  2= NO  3= NOT SURE

Appendix B

	Quality Coding

1= High: All but 1 Essential + @ least 4 Desirable

2= Medium: All but 1 Essential + @ least 1 Desirable

3= Low: Missing 2 or more Essential and/or no desirables


	
	
	
	

	Essential 1: Based on sound conceptualization; rooted in sound research     
	

	Essential 2:  Compelling case made for research importance  
	
	

	Essential 3:  Valid arguments for proposed intervention and comparison group  

	Essential 4:  R Q appropriate for study; clearly stated       
	
	

	Participant Description
	
	
	
	

	Essential 5:  Sufficient information to determine presence of disability or difficulties

	Essential 6: Appropriate procedures which increase comparability across conditions

	Essential 7:  Sufficient information describing important characteristics of intervenors

	Essential 8:  Providers were comparable across conditions
	
	

	Implementation
	
	
	
	

	Essential 9: Intervention is clearly described and specified
	
	

	Essential 10: Fidelity of implementation is described and assessed
	

	Essential 11: Comparison conditions described and documented
	
	

	Outcome Measures
	
	
	
	

	Essential 12: Multiple measures closely aligned with intervention and generalizable

	Essential 13: Outcomes are measured at appropriate times
	
	

	Data Analysis
	
	
	
	

	Essential 14:  Techniques appropriate and linked to questions and hypotheses

	Essential 15: Variability accounted for
	
	
	
	

	Essential 16: Power analysis provided to describe adequacy of minimum cell size

	Desired
	
	
	
	

	Desired 17:  Differential attrition or severe attrition is documented
	
	

	Desired 18:  Reliability and validity for measures
	
	
	

	Desired 19: Data collectors and/or scorers are blind to study conditions
	

	Desired 20:  Adequate inter-scorer agreement documented
	
	

	Desired 21:  Measures taken beyond an immediate posttest
	
	

	Desired 22:  Assessment of the quality of implementation fidelity
	
	

	Desired 23: Documentation of what was provided in comparison conditions
	

	Desired 24: Audio or videotape excerpts of intervention
	
	


Appendix B

Validity Coding

1= High  

· Experimental or Quasi-Experimental Studies

· random assignment of students, classroom, and/or teachers to instructional conditions, 

· addressed reliability issues (e.g., Cronbach’s alpha),

· correct statistical tests results and/or complete descriptive statistics reported;

· fidelity of treatment is reported;

· Single-subject Studies

· replicated across participants, settings, or materials (external validity); 

· the intervention is operationalized (explained in detail); 

· fidelity of treatment is reported; 

· at least three data points in each phase; 

· stable baseline; 

· interobserver reliability reported in details; 

· social validity addressed;
2= Medium

· Experimental or Quasi-Experimental Studies

· not-random assignment (quasi-experimental),

· correct statistical tests results and/or complete descriptive statistics reported;

· fidelity of treatment is reported; 

· Single-subject Studies

· replicated across participants, settings, or materials (external validity); 

· at least three data points in each phase; 

· interobserver reliability reported in details;
3= Low

·    Experimental or Quasi-Experimental Studies

· one group only designs;

· Single-subject Studies

· single participant, setting, material;

· less than three data points in any phase.

	Study ID
	adaptive 

skill

goal
	quality

of life

goal
	non-

didactic teaching
	change of 

structure


	 work

site 

practice
	time efficient
	accep-table


	self-

manage
	super-

visor

manage
	prac-tical

  

	Rosen
	x
	
	x
	
	x
	
	
	
	x
	

	
	
	
	
	
	
	
	
	
	
	

	Kissel
	x
	
	x
	
	x
	x
	x
	x
	x
	x

	
	
	
	
	
	
	
	
	
	
	

	Grey
	
	x
	?
	x
	x
	
	
	
	x
	

	
	
	
	
	
	
	
	
	
	
	

	Parson’s ‘89
	
	x
	x
	x
	x
	x
	
	x
	x
	x

	
	
	
	
	
	
	
	
	
	
	

	Parsons ‘93
	x
	
	x
	
	x
	x
	x
	
	x
	x

	
	
	
	
	
	
	
	
	
	
	

	Parsons ‘96
	x
	
	x
	
	x
	x
	x
	
	x
	x

	
	
	
	
	
	
	
	
	
	
	

	Green
	
	x
	x
	x
	x
	x
	x
	x
	
	x

	
	
	
	
	
	
	
	
	
	
	

	Felce
	
	x
	x
	x
	x
	x
	
	x
	x
	x

	
	
	
	
	
	
	
	
	
	
	

	Sigafoos
	x
	
	x
	
	x
	x
	x
	x
	
	x

	
	
	
	
	
	
	
	
	
	
	


Table 1

Training Goals and Corresponding Crucial Components
Table 2

Frequency of Non-Codable Data
	non-codable data results

	
	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	significant increase
	2
	5.3
	15.4
	15.4

	
	increase stated
	5
	13.2
	38.5
	53.8

	
	decrease stated
	1
	2.6
	7.7
	61.5

	
	no change
	4
	10.5
	30.8
	92.3

	
	liked somewhat/somewhat helpful
	1
	2.6
	7.7
	100.0

	
	Total
	13
	34.2
	100.0
	

	Missing
	System
	25
	65.8
	
	

	
	Total
	38
	100.0
	
	

	
	
	
	
	
	


Table 3

Means of Client Behavior Improvement and Staff Increased Proficiency

	Report

	dependent variable type
	EFFECT SIZE
	Percent of Nonoverlapping Data

	STAFF PROFICIENCY
	Mean
	1.3450
	.5338

	
	N
	2
	8

	
	Std. Deviation
	.03536
	.28864

	CLIENT BEHAVIOR IMPROVIEMENT
	Mean
	.7600
	.6133

	
	N
	3
	12

	
	Std. Deviation
	.13528
	.31390

	Total
	Mean
	.9940
	.5815

	
	N
	5
	20

	
	Std. Deviation
	.33486
	.29890


Table 4

Means of Total Staff and PNDs

	Report

	Percent of Nonoverlapping Data

	total staff
	Mean
	N
	Std. Deviation

	3
	.5433
	9
	.26547

	4
	.2960
	5
	.17672

	10
	.8833
	3
	.16073

	25
	.8700
	3
	.08185

	Total
	.5815
	20
	.29890


Table 5

Means of Quality of Life vs. Adaptive Skill Studies with Effect Sizes and PNDs

	Report

	QUALITY OF LIFE GOAL
	Percent of Nonoverlapping Data
	EFFECT SIZE

	YES
	Mean
	.8767
	.7600

	
	N
	6
	3

	
	Std. Deviation
	.11431
	.13528

	NO
	Mean
	.4550
	1.3450

	
	N
	14
	2

	
	Std. Deviation
	.26097
	.03536

	Total
	Mean
	.5815
	.9940

	
	N
	20
	5

	
	Std. Deviation
	.29890
	.33486


Figure Caption

Figure 1.  Frequencies of staff positions
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Figure Caption

Figure 2.  Frequencies of majority of staff experience
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Figure Caption

Figure 3.  Frequencies of majority of clients’ primary disabilities

[image: image3.emf]
	majority clients' primary disability

	
	
	Frequency
	Percent
	Valid Percent
	Cumulative Percent

	Valid
	moderate to severe impairment
	4
	44.4
	44.4
	44.4

	
	profound impairment
	1
	11.1
	11.1
	55.6

	
	physical/cognitive severe impairment
	1
	11.1
	11.1
	66.7

	
	physical/cognitive profound impairment
	3
	33.3
	33.3
	100.0

	
	Total
	9
	100.0
	100.0
	


