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Authors’ Preface
In reporting the findings from Making Life Good in the Community we have made
links between our research and the evidence published in the literature, especially
the peer-reviewed academic journals. Other connections can be made with what
is known as the ‘grey literature’. This is research that is either unpublished or has
been published in non-commercial form, which makes it is harder to find.
After we had written As good as it gets? we were sent a report published by the
National Disability Authority in Ireland, who commissioned a number of experts in
Ireland, the United Kingdom, and the United States of America, to review the
recent research on the outcomes and costs of supported accommodation for
people with intellectual disabilities (Walsh et al., 2007).
Their review of ‘deinstitutionalisation’ and ‘post-deinstitutionalisation’ studies
published between 1995 – 2006 supplement the extant reviews that covered
earlier periods (for example, Emerson and Hatton, 1994; Young, Sigafoos, Suttie,
Ashman, and Grevell, 1998). We have added a preface to this report because the
outcomes of this most recent review allow us to locate our findings in the
broadest contemporary international context.
Most importantly, Walsh et al. (2007) found no systematic evidence to suggest
that larger or more institutional settings were associated with better outcomes for
any quality of life domain. Amongst other things, they reported that people living
in larger facilities have:


less choice and self-determination than people living in group homes



less frequent contact with people in their social networks than people living in
group homes



less participation in community-based activities.

This is further evidence to suggest that if people with intellectual disabilities are
to lead a life that is comparable to other citizens, then the policy to close
institutions and replace them with community-based services is the correct one.
They also make a number of key points, which support the claims that we have
made in our reports, and endorse the particular research approach taken in
Making Life Good in the Community:


There is overwhelming evidence that outcomes for people with intellectual
disabilities, in most ‘quality of life’ domains, are closely linked to people’s

- iv -

level of impairment or adaptive behaviour, with people with severe and
profound intellectual disabilities having poorer outcomes.


Staff activity and support is central to enhancing the ‘quality of life’ of people
with intellectual disabilities.

Both ‘level of intellectual disability’ and ‘staff practice’ have been two topics that
have featured strongly in our reports.
David Felce (2008) and his colleagues summarise a key outcome of this review,
by stating that the replacement of institutional settings with smaller communitybased forms of accommodation, ‘has been associated with modest improvements
in the quality of life of residents with intellectual disabilities’ (p.87, bold added).
One of the intents of the redevelopment of Kew Residential Services was to
achieve better outcomes across all ‘quality of life’ domains for the people moving
to community-based group homes. This included the more ambitious goals of
assisting people to develop relationships and friendships, supporting them to be
involved and engaged in their communities, providing supports in more
individualised ways, and supporting people to be meaningfully involved in
household activities.
In addition to measuring broad ‘quality of life’ outcomes, the evaluation has paid
particular attention to how well the service was doing in achieving these higher
level outcomes. In doing so, it has had a tighter focus than many other
‘deinstitutionalisation’ studies and adopted a different methodological approach.
The summary of the findings in this report, for 26 residents who moved from Kew
Residential Services to five new group homes, suggests that although there have
been improvements in their lives, they are still short of the hoped-for outcomes.
A further point made in the Walsh et al. (2008) review is that:
The quality of any approach to providing supported accommodation for
people with intellectual disabilities, such as group homes, varies
considerably, and the research to date has largely failed to identify
indicators of support practices that are reliably linked to ‘quality of life’
outcomes for people with intellectual disabilities.
In this regard, Making Life Good in the Community seems timely. Walsh et al.
(2007) identified a number of gaps in the available evidence which includes a
significant lack of information on people with severe and complex disabilities, and
‘organisational culture’ as a potentially important determinant of quality. The
majority of the residents in the five group homes had a diagnosis of severe or
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profound intellectual disability and ‘culture’ has also been a key feature of the
research.
In this report we describe the effort to realise the hoped-for outcomes for people
with severe and profound intellectual disabilities as a ‘struggle’. The series of
Making Life Good in the Community reports, culminating in this one, is an
important contribution to the literature on providing services to people with
severe and complex disabilities.
Although we have deliberately not used the concept of ‘organisational culture’,
because it is a contested term (Martin and Frost, 1996), our ethnographic
approach and systemic orientation means that Making Life Good in the
Community has had a strong ‘cultural’ emphasis. There are very few published
studies of group homes that have attempted such a broad focus and interpretive
depth. At one extreme, we discuss the mops and buckets purchased for the
houses, whilst at the other we interrogate the fundamental assumptions that
underpin the policy and practice of building inclusive communities. An
appreciation of this breadth and depth can only be gained by reading the entire
series of reports. In this regard, the entire research output is a significant
contribution to researching and understanding why service quality is so variable.
This remains a critical area of research, if quality is to be enhanced across all
group homes, for all people with intellectual disabilities, regardless of level of
impairment.

Tim Clement
Christine Bigby
School of Social Work and Social Policy
La Trobe University
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Chapter 1: Introduction
‘Mountains are climbed one step at a time. It is always possible to reach
the top, even if it means taking a variety of pathways, using different
techniques, and resting at frequent intervals.’
‘We live constantly with the paradox of the ideal: we imagine the way
things could be, but as soon as we start to think we have an answer, we
simply find more questions. The current situation is always short of
the ideal. Yet the current situation is the best yet; and this is the
excitement of living in the now. Now is the best yet. Your present
thinking is your best yet thinking, but you know it is going to
change and get better. Each day that you have is the best, and you
know that tomorrow will be even better’.
(McNiff, Lomax, and Whitehead, 1996, p.44/45)

Chapter 1: Introduction
1.1

Background

In 2004, as part of the redevelopment of Kew Residential Services (KRS), the
Victorian Department of Human Services sought expressions of interest to
evaluate quality of life outcomes for residents moving from KRS into purpose-built
group homes (Victorian Department of Human Services, 2004)1. Dr Christine
Bigby, from the School of Social Work and Social Policy at La Trobe University,
and Dr Kelley Johnson, from the School of Social Science and Planning at RMIT
University, were the successful applicants, leading a project that came to be
known as Making Life Good in the Community. Following Kelley’s departure to
Ireland early in 2006, the project was led by Christine Bigby.
The project has two major strands. The first is a large-scale outcome survey
measuring changes in a range of quality of life domains for 100 residents.
Findings from this survey will be reported in 2009. This is because 50 of the
participants did not move from KRS until April 2008, and as a consequence the
12-month follow-up data cannot be collected until 2009. The survey data has
been collected by Pamela Salmon and will be analysed by Dr Brian Cooper, a
Senior Research Data Analyst at Monash University.
The second research strand is a number of interlinked projects that primarily
employed ethnographic and action research methodologies in five of the new

1

In this report the term ‘group home’ is preferred to Community Residential Unit or CRU.
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group homes, together with two research projects that investigated the concept
of ‘homeliness’ and the role of a group home’s manager, the house supervisor2.
Dr Tim Clement, Alan Robertson, and Dr Patsie Frawley completed the research
team who worked on this research strand. Alan’s presence on the research team
reflects an important trend in investigating issues related to intellectual disability:
the inclusion, as researchers, of people with this ‘label’ who have direct
experience of receiving services. Patsie supported Alan to undertake the
‘homeliness’ project.
This report is a synthesis of the papers and reports related to this second
research strand, which includes a number of ‘foundation papers’ dealing with
methodological and contextual issues (Bigby, 2005; Bigby and Johnson, 2004;
Clement and Bigby, 2006; Clement, Bigby, and Johnson, 2005, 2007a; Fyffe,
Johnson, and Bigby, 2005; Fyffe, Johnson, Bigby, and Clement, 2005; Johnson
and Bigby, 2005); descriptive accounts of life in five group homes (Bigby and
Clement, 2007; Clement, 2006, 2007a, 2007b; Johnson, 2007); and the findings
from a number of focused research projects (Clement and Bigby, 2007, 2008a,
2008b; Clement, Bigby, and Johnson, 2007b; Clement, Bigby, and Warren, 2008;
Robertson et al., 2008). This is shown diagrammatically in Figure 1.
The report is organised in four chapters:
Chapter 1 provides the general background to the project and locates it in
existing selective research findings.
Chapter 2 gives a sketch of the methodological approaches that underpinned the
research and the methods used to collect data. A summary of the separate
research projects is provided, together with the questions they set out to answer.
Brief details are given of how the data was analysed and the procedures used to
establish the trustworthiness of the project are highlighted.

2

These five group homes came from an original list of sixteen houses that had been selected to
encompass a range of criteria, such as being from country and metropolitan areas; being homes for
older people, and so on. In the original proposal there were going to be ten focal houses. This
changed as the project evolved. See Clement et al. (2007a, 2007b).
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Figure 1. Shaping the final report: A synthesis of earlier writing
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Chapter 3 provides a synthesis of the project’s findings. It begins by discussing
how making a judgement about the quality of a service is difficult. The ‘resident
outcomes’ are presented from a quality of life perspective, in the form of a
composite picture that illustrates the dominant outcomes. In the sections that
follow we discuss key factors related to these ‘outcomes’. We begin by examining
the practice of direct support staff, then focus on the role of the house supervisor
and team manager, before highlighting systemic issues. In doing so we move the
analytic lens outwards from the ‘interactional space’ between residents and direct
support staff to the broader organisational context. A summary of the findings is
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presented that helps to explain how the overall service produces the resident
outcomes.
In Chapter 4 we suggest that the findings lend support to a ‘weak
implementation’ thesis and argue that in order to produce better ‘outcomes’
organisations must attend not only to issues of ‘structure’ and ‘agency’, but also
to the way that combinations of important variables produce the ‘outcomes’ we
want.

Outcomes in group homes: Important factors and
approaches to research
Almost every institutional closure has been accompanied by some form of
evaluation to investigate the impact of the residents’ move to community-based
accommodation. Much of this research has been quantitative in nature and has
used repeated follow-up measures to record changes in people’s life
circumstances. These ‘deinstitutionalisation’ studies have contributed much to our
understanding of people’s quality of life in group homes. In the main, these
evaluation studies show a relatively clear picture: community-based services are
better than institutions (Emerson and Hatton, 1994; Mansell and Ericsson, 1996).
For some, moving to community-based accommodation has resulted in better
material conditions, more contact with families, increased participation in
community-based activities, greater developmental progress, and higher levels of
engagement in household activities. It would be a surprise if the quality of life
survey in this study contradicted these generally positive outcomes.
Figure 2 shows the findings from a review of Australian studies of
deinstitutionalisation (Young et al., 1998).

-4-

Chapter 1: Introduction

Figure 2. Results form Australian studies of
deinstitutionalisation (from Young et al., 1998)
Adaptive behaviour
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The majority of studies reported positive effects in six of the nine domains:
parent and client satisfaction; contact with family and friends; interactions with
staff; community participation3; and adaptive behaviour. In the remaining three
domains, health/mortality; community acceptance; and problem behaviour, the
majority reported no change. Two studies reported a negative change in problem
behaviour and adaptive behaviour.
This generally positive picture is complicated by the fact that research studies
show significant variation in outcomes. Different services of the same type (e.g.
group homes) produce very diverse results, and models that one might expect to
produce weaker outcomes, such as small institutions, can achieve results that are
as good as those found in small group homes (Mansell, 2006).
The group home is now the dominant form of residential accommodation for
people with intellectual disabilities in Australia and many other developed
countries (Braddock, Emerson, Felce, and Stancliffe, 2001). Approximately onethird (11,414) of the 35,566 Australian service-users who use accommodation
support services live in group homes (AIHW, 2007) and therefore this type of
service will remain a central plank in the program to support an ‘ordinary life’ for
people with intellectual disabilities in the coming decade. Discovering the factors
that predict high-quality outcomes, not only in group homes, but all supported
3

In this review ‘community participation’ had a different meaning from the O’Brien (1987) definition
we drew upon in our research. Young et al. (1998) used a somewhat broader definition.
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accommodation, remains a significant research issue. Research over the last 20
years has identified a number of important factors, but how these factors relate
to one another operationally remains unclear.
A number of attempts have been made to organise these factors into relational
frameworks, but they all remain underdeveloped and have not been tested
empirically (Felce, 1996; Felce, Lowe, and Jones, 2002; Hastings, Remington, and
Hatton, 1995; Mansell, Beadle-Brown, Whelton, Beckett, and Hutchinson, 2008;
Parmenter and Arnold, 2008). One such framework, shown in Figure 3, attempts
to show the possible associations between factors identified by past research and
resident outcomes.

Figure 3. Possible associations between service characteristics, staffing,
processes and outcomes (Felce et al., 2002, p.391).
Environmental structure
• Size
• Building design

Other influences
Resident
outcomes

Staffing
• Level
• Staff characteristics
• Qualifications
• Prior experience

Staff activity

Formal service/
workplace culture

Goals
Activity plans
Staffing plans

• Operational policies
• Job descriptions
• Working methods
• Training
• Mentoring

Informal workplace culture
Staff views
• Reasons for working
• Ambitions
• Values
Staff relationships
• At work (staff and residents)
• Out of work (family and friends )

Staff assessment of their jobs
e.g. Satisfaction
Variety
Role clarity
Coping

A problem with this diagram is that it conveys an over-simplified understanding of
causality, but it serves our purpose here, in illustrating that a variety of factors
impact on resident outcomes.
The single-headed arrow indicates causality operating in one direction, and the
words in the boxes suggest a number of abstract and concrete concepts that lead
to resident outcomes (Becker, 2007). Explaining the ‘resident outcomes’ we
uncovered is more complex than this. We return to this discussion in the final
section.
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With so many contributing factors, it is not surprising to find that group homes
which look very similar can produce very different results. In short, none of these
factors have been consistently identified as predicting high quality outcomes.
They may be necessary for people with intellectual disabilities to realise a ‘good
life’, but in real-life settings we do not understand the processes that enable this
outcome.
The use of ethnography and action research approaches as the principal
methodologies in Making Life Good in the Community made the project somewhat
innovative. The quantitative research methods that have been used in the
majority of previous relevant studies are poorly suited to investigating some of
the factors in Figure 3. Although it has been recognised that outcomes in group
homes are influenced by informal factors, this informal service culture has
received little research attention. Ethnography, in particular, is well-suited to the
investigation of poorly controlled real-life settings, such as a group home. It also
allows researchers to focus on context and process, and uncover aspects of
informal service culture over a period of prolonged engagement ‘in the field’4.
In a sense, Making Life Good in the Community has pioneered an approach to
researching community-based accommodation, which may help to explain how
different factors in the ecology of a group home for people with intellectual
disabilities work together to produce outcomes for its residents5.

1.2
Specific contextual factors in Making Life Good in the
Community
Although group homes can appear to be very similar, once you dig beneath
superficial appearances you can discover significant differences between houses.
There are individual differences in the people who live and work in group homes.
In one house a resident may have diabetes, whilst in another a person may
exhibit self-injurious behaviour. A number of staff in one setting may have poor
English literacy, whilst in another one third of the staff team may not be able to
drive the minibus. Settings vary both in the level of available resources and the
organisation of those resources. One group home may have four residents, whilst
another may have six. The staff team in one house may be comprised of five
people; in another it is twelve. These are important contextual factors that are
likely to be important in explaining the outcomes found in a particular house.

4

We wrote our first fieldnote on July 20th 2005 and our final one on December 12th 2007, a period of
125 weeks.
5

An ecological perspective looks at the relationships between people, social groups, and their
environment.
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Having stated that differences are important, we want to highlight a number of
ways in which the five focal houses had a degree of similarity that had
consequences for how we approached the research, and have implications for the
transferability of the project’s findings.

The residents
Given that the background to this project is the redevelopment of KRS, it goes
without saying that all of the residents had spent a significant amount of time
living in that institution (Mean = 41 years; Range 28-62 years) 6.
Twenty of the 26 residents who were living in the five group homes at the start of
the research had been assessed as having either a severe or profound intellectual
disability. This is important for a number of reasons. Firstly, this meant that they
were more likely to have secondary disabilities and a significant number of
health-related needs (Hutchinson, 1998). By definition, you would also expect
these individuals to have low levels of expressive and receptive communication,
which was borne out by results of a communication assessment designed for
adults with severe intellectual disabilities. This had a very specific consequence,
in that it excluded the residents from being meaningful participants in the
research process. It also made it more likely that we would uncover weaker
resident outcomes, as research has consistently shown a negative association
between ‘ordinary life’ outcomes and severity of impairment. This is despite
evidence from demonstration projects that good outcomes are possible (Felce,
1989).
Basic demographic details of the 26 residents are shown in Table 1.

6

This average is broadly accurate. We were aware of two residents that had spent some time in other
institutions. One resident moved to KRS in 1963. The years in the other institution are not included.
Another resident moved from KRS to another institution, before returning. These years are included.
The significant point is that all the residents spent most of their lives prior to the move in institutional
settings.
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Table 1
Demographic information for the 26 residents
Years
lived at
KRS

Level of
intellectual
disability7

N=25

N=25

M

57

53

Severe

Stage 4

M

51

41

Profound

Stage 4

M

51

47

Severe

Stage 5

M

53

53

Severe

Stage 4

M

48

31

Severe

Stage 4

M

42

42

Moderate

Stage 5

F

64

42

Severe

Stage 6

M

43

32

Moderate

Stage 6

F

55

50

Severe

Stage 6

M

51

40

Moderate

Not available (n/a)

F

55

47

Moderate

Stage 6

M

70

62

Severe

Stage 3

M

57

48

Severe

n/a

M

50

38

Profound

Stage 2

M

52

49

Severe

n/a

M

35

28

Severe

Stage 1/2

M

34

29

Severe

Stage 2

M

42

42

Profound

Stage 4

M

39

31

Profound

Stage 3

M

39

n/a

n/a

Stage 2

M

51

46

Profound

Stage 1/2

M

49

42

Profound

Stage 3

M

49

31

Severe

Stage 4

M

45

33

Moderate to severe

Stage 5

M

45

40

Severe

Stage 5

M

41

34

Severe

Stage 4

18 Finch Grove

16 Temple
Court

96 High Street

64 Penny Lane

Sex
N=26

9 Burton
Avenue

Communication
level (Triple C
Bloomberg and
West, 1999)

Age when
moved to
group
home

N=23

Five of the residents died during the research period. A new resident moved into
one of the houses during this time, but his details are not shown in the table.
7

Diagnosing people with a severe or profound intellectual disability is an inaccurate science. We have
not included the resident who has been diagnosed as ‘moderate to severe’ in the ‘population’ of 20
residents with severe or profound’ diagnoses. In some of the historical records we noticed that
people’s diagnostic label changed over time. Where we read this, we used the more recent diagnosis.
The important point is that most of the residents are labelled as being towards the more
severe/profound end of the intellectual disability continuum.
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Twenty-three of the residents were men; three were women. When they moved
into their new homes the average age was 49 years (ranging from 34 to 70
years). All of the houses had a staffing level that we described as providing the
residents with a pervasive support intensity (Luckasson et al., 2002). Four of the
houses had active night staff.

The staff
There is a view that direct support staff working in institutional settings are prone
to become ‘institutionalised’, by means of a similar process that has been
described in relation to people with intellectual disabilities. Of the 30 staff whom
we met at the ‘transition training’ events that preceded the opening of each
house, about 75 per cent had transferred to the group home from KRS (the range
within respective staff groups was between 33 and 100 per cent). Many of these
employees had worked at the institution for a significant number of years (from
less than a year to 31 years).
Moving to a group home requires direct support staff to take on an expanded
role, which is underpinned by a ‘different’ service philosophy. It is subject to
greater role ambiguity, requires higher levels of input, and receives more
pressure from management (Rose, 1993). Although it is absurd to blanket all
staff who worked in an institution as unsuitable employees for community-based
services because they are ‘too institutionalised’ (Allen, Pahl, and Quine, 1990), it
must be stated that at the end of the project a number of these staff were not
working in a way that is consistent with their ‘new’ role, and this undoubtedly
impacted on the resident outcomes we observed. As the report tries to make
clear, ‘staff activity’ is a complex concept that is influenced by a variety of
factors.

Group homes
Rather than use ‘ordinary’ housing stock, the houses in this phase of the KRS
redevelopment were purpose-built from a small number of designs. The architects
took account of broad disability standards, and additional criteria determined by
the Disability Services Division of the Victorian Department of Human Services.
One consequence of this is that as you move between the new houses it is easy
to notice the physical similarities rather than their differences.
In contrast to institutional settings, group homes are relatively free from the
direct gaze of more senior managers. We therefore labelled the ‘team’ of staff in a
house as an autonomous work group (after Handy, 1993). Figure 4 shows a
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generalised schematic representation of the managerial hierarchy within Disability
Accommodation Services8.

Figure 4. Schematic representation of the managerial hierarchy.
DAS
Manager

The title of these positions varies from
region to region. As a rough guide a
team manager will supervise seven
house supervisors and an area manager
three team managers.

Direct
Support
Staff

Direct
Support
Staff

House
supervisor

House
supervisor

House
supervisor

Direct
Support
Staff

Direct
Support
Staff

Direct
Support
Staff

DAS stands for Disability
Accommodation Services

Area
or Sector
Manager

Team or
Cluster
Manager

House
Supervisor

House
supervisor

House
Supervisor

House
Supervisor

The number of direct support staff
varies from house to house.

The work of individual direct support staff within a group home may receive little
scrutiny from the home’s ‘on-site’ manager, the house supervisor, who is
physically present less than a quarter of an entire week9. In such circumstances,
staff performance is hard to monitor. They have a significant amount of autonomy
and their practice often takes place between individual workers and ‘silent’ clients
in unobserved settings (Evans and Harris, 2004). This creates a context in which
‘change’ may be hard.

Significant external support
Action research projects were completed in three houses and they had the
potential to benefit from significant longitudinal external support to achieve the
respective projects’ goals. A researcher became part of the group seeking to
change things for the better. In addition to an ‘active’ researcher, all three houses
received support from a Victorian Department of Human Services’ employee

8

This diagram no longer holds true for one metropolitan region where the cluster and sector
managers have been replaced by Domain manager.
9
A house supervisor works 38 hours each week, which is 23 per cent of the total number of hours in a
week.
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called the Community Inclusion Officer. When taken together, this represented a
significant injection of resources that are not available to many group homes.
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Chapter 2: Methodology and methods
2.1

Making Life Good in the Community: A topography

A chronological reading of the separate research reports reveals ways in which
both the project itself, and our thinking about key issues, evolved over its course.
It is not our intention to identify either the methodological changes or the ways in
which our thinking evolved in this report, but to provide a map that highlights the
chief features of the research project that we carried out.
Figure 1 suggests that we employed four methodological approaches,
ethnography, action research, evaluation, and job analysis. In this chapter we
outline these broad approaches, before giving more specific details about the
methods that we used to collect data10. A series of tables provide a summary of
the separate research projects and the questions that we set out to answer. We
do this for the sake of completeness, in order to provide some information about
the research design, which is the logic that links the data collection to the original
purpose of the research (Yin, 1994). Readers who want more than a brief outline
of the techniques that we used for gathering the data should read the original
reports, which contain more detailed accounts of how we conducted the separate
research projects.

Ethics approval and consent
Ethics approval was granted by the Department of Human Services Research
Ethics Committee, and the relevant Ethics Committees at La Trobe University and
RMIT University.
Consent for the residents to participate in the research was obtained from a
proxy, a named family member in most cases, as it had been determined that
they could not give their own consent. Consent was also obtained from the
respective staff teams and five family members who expressed an interest in
participating in the research11.

2.2

Methodological approaches

Ethnography
Ethnography describes both the research process and its end product
(Hammersley and Atkinson, 2007). We used participant-observation, an
10

Although they are discussed separately, a careful reading of the original papers will show that they
overlap. For example, we used the ethnographic fieldnotes to evaluate practice in the houses prior to
beginning our action research projects. We continued to use participant-observation as a way of
collecting data during the action research projects.
11
Some of the staff group at 18 Finch Grove would not sign consent forms, although they gave verbal
consent. We did not undertake an action research project in this setting.
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ethnographic method, in order to describe the workings of five group homes. This
was the groundwork that preceded five separate research projects. The
ethnographic work allowed us to closely examine the day-to-day ‘culture’ in each
group home and to explore how this impacted on the lives of people living and
working there. It gave us time to get to know the residents and the staff, and
those families that we came into contact with. Table 2 summarises our contact
with the five houses and the volume of fieldnote data we collected. On average,
by the time we had completed our ethnographic work, the residents had been
living in their new homes for eight months (a range of five – 12 months).

Table 2
General information about ethnographic data
Domain
Hours of
participantobservation
Number of days
on which data
was collected
Number of
interviews
Data set
(number of
words)

64
Penny
Lane

96 High
Street

16
Temple
Court

18
Finch
Grove

9
Burton
Avenue

Total

46

36

59

34

34

209

9

9

11

8

8

45

9

0

1

4

0

14

58,000

20,000

29,000

28,000

16,000

151,000

As the introduction makes clear, and the project’s title suggests, research starts
with a problem or series of issues. The research was concerned with discovering
ways of supporting people with intellectual disabilities to lead the best possible
lives and determining what factors are important in ensuring an improved quality
of life.
Our observations were guided by the key questions outlined in the original tender
document (Box 1). Many of our observations focused on the interactions and
styles of support between staff and residents at the houses; the support that the
residents received to participate in meaningful activities inside and outside the
homes; and the skills and knowledge of support staff to promote ‘community
inclusion’.

- 14 -

Chapter 2: Methodology and methods

Box 1
Original set of key questions
(Department of Human Services, 2004, p.2)


What are the reported and observed changes in quality of life for residents
moving from KRS into community houses? What are the critical success
factors which contribute to an improved quality of life?



Are residents, family members, significant others and support staff
satisfied with the quality of new accommodation support arrangements?
Does satisfaction change over time?



Are disability support staff adequately skilled and supported to promote
community inclusion of residents? Do these skills and support mechanisms
change during the life of the Evaluation?



How does the relationship between staff and residents change over time? If
so, what impact does this have on interaction and styles of support?



How are the residents supported to participate in meaningful activities both
at home, and outside of the accommodation setting? What is the quality of
these supports?



What impact has moving into the community had on residents’ health and
wellbeing? What are the critical success factors which contribute to
improved health and wellbeing?



To what extent have former residents of KRS who have moved into the
community achieved the aspirations of the State Disability Plan?

Yet we also entered each house mindful of the fact that the knowledge that we
had about deinstitutionalisation, and the workings of group homes, should not
overly constrain our thoughts and observations. We wanted to be open to the
unexpected and prepared to modify the research if necessary (Creswell, 1998;
Hammersley and Atkinson, 2007). The ethnographic work highlighted the
importance of keeping a systemic approach in mind when explaining the
outcomes we observed.

A systemic orientation
Systems thinking posits that ‘everything affects everything else, everything is
part of something bigger and nothing can stand on its own or be understood on
its own’ (Handy, 1993, p.22-23).
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We borrowed the term ‘upstream issues’ from Egan and Cowan (1979) to suggest
that some of the issues that we uncovered in the houses arose from the broader
employing organisation, the Department of Human Services. By giving attention
to the broader organisational context, we moved ‘upstream’, focusing on the
resources and organisational structures that need to be in place to establish and
maintain high quality services.

Action research
We used an action research approach in three of the five group homes, which is a
generic term for a wide and confusing array of related approaches (Coghlan and
Brannick, 2001). What they have in common is the intention to bring about a
situation that is congruent with a value position (McNiff et al., 1996). We adopted
an organisational action research framework, where the aim was to try to change
staff practice towards predetermined aims that were set by senior managers
within the Victorian Department of Human Services (Hart and Bond, 1995). The
respective staff groups were active participants and were involved in the process
to identify the principal issues about which action was planned and taken. Table 3
provides an outline of the three action research projects.
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Table 3
Outline of the three action research projects

96 High Street

16 Temple Court

64 Penny Lane

Research project

Broad research goal

More specific goals

Building
inclusive
communities
for people with
disabilities in a
group home for
five men with
severe
intellectual
disabilities.

To expand the men’s social
networks, so that they would
experience being part of a
growing network of personal
relationships that included the
possibility of making close
friends. We were particularly
interested in attempting to
expand the men’s social
networks with non-disabled
people, rather than facilitating
relationships with staff
members, relatives, or people
with intellectual disabilities.



What could we learn about
trying to implement the goal
of building inclusive
communities?

Implementing
person-centred
active support
in a group
home for five
men with
profound
intellectual
disabilities.

To work with the house
supervisor and team manager
to implement active support in
order increase levels of
resident engagement in
‘meaningful activities’



To what extent did the staff at
16 Temple Court implement
the ‘organisational systems’ in
the way that their training
stipulated?



What role did the house
supervisor and team manager
have in supporting, enabling
and monitoring the
implementation of active
support?



What impact did the changes
made to the ‘original’ active
support ‘organisational
systems’ have for
implementation and
sustainability?

Developing
more
individualised
services in a
group home for
three men and
three women
with intellectual
disabilities.

To support the staff group to
explore the concept of
keyworking, and support the
house supervisor to develop,
implement and reflect on its
use.

Successfully implementing a
keyworking system was seen as
requiring the completion of three
phases:



clarifying the role

To use the learning from this
project to inform the way the
keyworking concept is used in
other houses.



informing the staff group
about the role



implementing and monitoring
the role.

Job analysis
In a North American study, Hewitt et al. (1998) identified 142 competencies
required of house supervisors. We used a job analysis approach to validate their

- 17 -

Chapter 2: Methodology and methods
findings in the context of Victorian Department of Human Services’ group homes
(see Table 4).
A job analysis is: ‘A systematic process of collecting data for determining the
knowledge, skills, and abilities (KSAs) required to perform a job successfully and
to make numerous judgements about the job’ (Berman, Bowman, West, and Van
Wart, 2001, p.142).

Table 4
An outline of the job analysis
Research
project

Broad research
goal

More specific goals

To identify the competencies
required of house
supervisors to work
effectively in group homes
and implement
contemporary support goals
for people with intellectual
disabilities

Practice
leadership
and the role
of the house
supervisor



To clearly define what is expected of
house supervisors



How can people in the role of the house
supervisor best be supported and
developed by the Department?



To make clearer the meaning of the
practice manager/leader term.

Evaluation
The purpose of an evaluation is to consider the effects or effectiveness of
something (Robson, 1993). Although Making Life Good in the Community in its
entirety can be understood as an evaluation, because we sought to find and
describe the effects of moving to new group homes, we have labelled the project
on ‘homeliness’ as having an evaluative approach. The goals were to come to a
judgement about the ‘homeliness’ of five group homes and make suggestions for
the development of ‘homeliness’ in group homes more generally (see Table 5).

Table 5
An outline of the ‘homeliness’ evaluation
Research project
When is a house a
home?

Broad research goal
Looking at how homely community
houses are for people with an
intellectual disability who have
moved out of an institution.

More specific goals


Are the houses homely?



Are they the best they
can be?

Readers with an interest in including people with intellectual disabilities in
research projects are advised to read When is a house a home? (Robertson et al.
2008). This report raises a number of issues about structuring and supporting
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inclusive research, and outlines ways in which collecting and analysing data may
have to be adapted, developed or extended.

2.3

Research methods

All of the projects used more than one method for gathering data. An advantage
of using multiple sources of data is that it allows data from one source to be used
to assess the dependability of findings from another source. Table 6 summarises
the data collection methods that were employed in the research, which is followed
by a brief description of how they were used.

Table 6
Summary of data collection methods
Methods of
data collection
Diaries
 Timelogs
 Activity
Learning
Logs
Document
analysis
Interviewing
 Semistructured
Participantobservation
‘Structured’
observation12

Facilitating
community
participation
64 Penny
Lane

Implementing a
keyworking
system
96 High Street

Implementing
active support
16 Temple
Court























When is
a house
a home?

What is
expected
of a house
supervisor
?








Interviews
Semi-structured interviews make use of questions that are set in advance, but
also give the interviewer the flexibility to probe responses and explore particular
areas of interest (Brewerton and Millward, 2001). In the house supervisor job
analysis project, for example, we developed an interview protocol based on the
142 competencies identified by earlier research, but had the freedom to ask
supplementary questions.

Document analysis
Organisational documents are a useful source of information into different
employee and group interpretations of organisational life. They should be
understood within an organisation’s broader context and with reference to other
12

The table makes the distinction between participant-observation and ‘structured’ observation, which
are both observational methods. We wanted to preserve a difference between a more open-ended
ethnographic approach and a project that had a greater degree of structure in its approach to data
gathering.
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forms of data (Forster, 1994). Where necessary we referred to documents to
check the accuracy of our findings and used selected documents to illustrate
certain points. We were alerted to look at specific documents when gathering
other types of data. For example, in discussing house supervisors’ use of formal
supervision meetings we made links to the Professional Development and
Supervision Policy and Practice Guidelines (Victorian Department of Human
Services, 2005c).

Diaries
Robson (1993) considers a diary a ‘kind of self-administered questionnaire’
(p.254). As far as possible we tried to make use of information that was being
routinely collected by the staff groups, rather than impose new ways of gathering
data. In the action research studies staff had to record information on a
document called Activity Learning Logs, which is a structured diary that asks a
specific set of questions.
However, in the house supervisor job analysis project, we created a new
document, a ‘timelog’, in order to find out how house supervisors were spending
their time at work.

Structured observation
A more structured approach to observation begins with predetermined categories
for recording what is observed (Robson, 1993). In the ‘homeliness’ project a
framework was developed that distinguished between the physical, social, and
atmospheric dimensions of this concept.

2.4

Analysis

‘Words’ comprised the bulk of the data that we collected and analysed − spoken
words from interviews, which were recorded and turned into written transcripts;
written fieldnotes of our observations; diaries and organisational documents.
Some of this data was dealt with quantitatively, in that we used predetermined
categories to count their occurrence. Figure 5, for example, shows the types of
activities that the residents in one group home were supported to engage in
outside the house (Clement et al., 2008).
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Figure 5. Graph showing the type of activities
supported at 64 Penny Lane at two separate times
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Other

We have been cautious about what we can reliably say about data of this kind,
unless we compared it with data from another source. The use of diary records on
their own, for example, has been shown to have some limitations in regard to
their accuracy (Joyce, Mansell, and Gray, 1989).
The bulk of the data was handled qualitatively, using systematic methods to
reduce the large volume of data (Miles and Huberman, 1994), so that we could
draw conclusions about the day-to-day working of group homes. As soon as we
began our fieldwork we started analysing data, as writing fieldnotes involves
interpretation and sensemaking (Emerson, Fretz, and Shaw, 1995; LeCompte and
Schensul, 1999).
We coded the data both deductively and inductively. Codes are labels that are
attached to chunks of data. Depending on the type of study, a chunk can vary
from a single word to much longer pieces of text. For example, O’Brien’s (1987)
distinction between community presence and community participation were two
of a ‘provisional “start-list” of analytic codes’ (Miles and Huberman, 1994, p.58)
that we used to label pieces of text.
A code that was developed inductively was ‘Passion for the role’. This was a
theme that we had not anticipated in our interviews with house supervisors, who
spoke about working with people with intellectual disabilities with great
enthusiasm. Having identified this theme we re-read our raw data looking for
examples of their ‘passion’.
As well as using ‘cut-and-paste’ techniques, we also used two qualitative data
analysis tools to facilitate data analysis, Atlas.ti (Muhr, 2005) and NVivo
(Qualitative Solutions and Research, 1999), which helped to manage the large
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volume of data. In particular, these tools assisted with the coding and storage of
data, the searching and retrieving of information, and memoing, a term for
analytic writing (Hammersley and Atkinson, 2007).

2.5

Trustworthiness

Qualitative researchers have developed alternative terms by which to discuss
issues of validity and reliability (Creswell, 2007). We have used Lincoln and
Guba’s (1985) notion of trustworthiness and the related concepts of credibility,
transferability, dependability, and ‘confirmability’ throughout this report to discuss
the research.
Creswell (1998) lists eight verification procedures for establishing the
trustworthiness of a study, and recommends that qualitative researchers engage
in at least two of them in any given study. When considered as a whole, we have
employed seven of these procedures (Table 7)13.

13

Creswell’s (1998) final verification procedure is ‘external audit’, whereby an external consultant
examines both the process and the product of the research account. It is possible to make a case that
the Making Life Good in the Community research products have been widely audited, given the
scrutineering role played by the research steering committee and the wide circulation of the research
reports.
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Table 7
Verification procedures used in
Making Life Good in the Community
Procedure

What we did

Prolonged
engagement
and persistent
observation



We collected data for 125 weeks.

Triangulation



We used data from one source to assess the validity of findings
from another source.

Peer review and
debriefing



Fieldnotes were shared with the research team, who met
regularly to reflect on the data and discuss emerging
propositions and interpretations. Researchers who were not
engaged in fieldwork in specific settings were able to adopt the
role of ‘critical friend’, giving feedback and probing for
alternative interpretations (Winter and Munn-Giddings, 2001).

Negative case
analysis



We asked staff groups for disconfirming evidence.

Clarifying
researcher bias



Qualitative research emphasizes a continuous examination of
the assumptions that are operating in the research arena. We
aspired to operate in a reflexive manner from the project’s
outset. In our reports we clarify our assumptions about the
research goals and about how support to people with intellectual
disabilities should be organised.

Member checks



We gave data, analyses, interpretations, and conclusions back to
research participants so that they could judge the accuracy and
credibility of the accounts.

Rich, thick
description



Our reports are lengthy, containing detailed descriptions of the
research settings.

A particular strength of this research has been the use of multiple research
methods, which has allowed the triangulation of data (Brewerton and Millward,
2001). This helps us to have a good deal of confidence in the findings that are
presented in the chapter that follows, both in relation to the resident outcomes in
the focal houses, but also the more transferable findings associated with the
internal organisation of the service.
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Chapter 3: Findings
3.1

Introduction

This chapter provides a synthesis of the project’s findings. It begins with a
discussion of issues related to the making of judgements about service quality. A
composite picture of dominant resident outcomes is then presented, using a
quality of life framework. In the sections that follow we discuss key factors
related to these ‘outcomes’. We begin by examining the practice of direct support
staff, then move the analytic lens outwards, stopping to focus on the role of the
house supervisor and team manager, before ending on the broader organisational
context. The chapter ends with a summary of the findings, which is used to
explain how the overall service produces the ‘outcomes’ for the 26 residents in
the five focal houses.

Outcomes, outputs and the importance of interactions
Making a judgement about the quality of a service is fraught with difficulties,
because there are many conflicting, competing, and confusing definitions of
‘quality’ and ways of measuring it (Dickens, 1994). In this section we try to frame
our discussion primarily in terms of outcomes and outputs. In the main, the
former refers to the effect of the service on people with intellectual disabilities,
whilst outputs typically denote measurable ‘products’. A focus on outcomes might
describe the life of a person with intellectual disabilities as ‘socially included’ or
‘socially excluded’, whereas an emphasis on outputs might report on the number
of times that staff members supported residents to go to the supermarket in a
month. Sometimes people draw conclusions about outcomes from output
measures. For instance, many active support studies measure the number and
type of interactions between direct support staff and people with intellectual
disabilities in order to say whether residents are ‘meaningfully engaged’ or
‘disengaged’.
In many respects the quality of services for people with severe and profound
intellectual disabilities is a result of the interactions between service-users and
direct support staff. This is because people with severe and profound intellectual
disabilities rely on other people, particularly direct support staff, to plan,
organise, identify and coordinate the support they need (O'Brien, 1987). The
residents’ levels of intellectual disability and their relative ‘passivity’ places
greater responsibility on direct support staff to deliver a high quality service.
In service industries, the point where service-providers and service-users interact
is known as ‘the moment of truth’, and Dickens (1994) argues that it is the key to
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quality. It is hard to separate what staff ‘do’ from outcomes or outputs, because
they come together in this ‘interactional space’. At times therefore, we discuss
what staff ‘do’ or ‘do not do’ and suggest that this is linked to the outcomes we
observed for the residents. Whether a direct support worker makes a resident a
cup of tea, or whether she supports the person to make their own cup of tea, is
related to how that staff member organises the support and interacts with that
person. Both behaviours might be used to make inferences about how ‘engaged’
the resident is (the outcome), whilst supporting a resident to make their own cup
of tea might be recorded as a measurable output.
One important measure of service quality is missing from this research − the
subjective views of people with intellectual disabilities themselves, which were
inaccessible to us. The residents could not tell us how the they perceived their
lives or the goals that had been set on their behalf. They could not advise the
staff how they wanted to be supported. Unlike customers in other service
industries they certainly could not ‘walk away’ and take their ‘custom’ to another
group home if they were dissatisfied14.

Hoped-for and actual outcomes
The managerial literature uses the notion of ‘outcome’ in two different ways
(Pinnock and Dimmock, 2003). Firstly, we can think of hoped-for outcomes,
which are desired goals, or intentions. Human service organisations abound with
this type of outcome, which reflects a number of assumptions about the type of
lifestyles that people with intellectual disabilities could be leading. These can be
found in the Disability Standards (in Victorian Department of Human Services,
2002a, 2007c), the Victorian State Disability Plan (Victorian Department of
Human Services, 2002b), Our Values (Victorian Department of Human Services,
n.d.) and most recently the The Quality Framework for Disability Services in
Victoria (Victorian Department of Human Services, 2007a).
Alternatively, we can think of the actual outcome. In this context, this is the
effect or impact that the service is having on the 26 residents with intellectual
disabilities living in the group homes that were the focus of this research
(Dickens, 1994).
In our writing we have referred to both hoped-for and actual outcomes. The
notions of ‘decision-making’ and ‘choice’, both of which appear in the same
standard for disability services, are hoped-for outcomes against which we can
14

Involved family members are also constrained by this dynamic. In the absence of any alternative
options, family members may have to see their relatives ‘make do’ with a service they regard as
inadequate.
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evaluate actual outcomes. Highlighting the gap between the two is the starting
point for organising this chapter.
Although it over-simplifies the case, it helps to think of the data that we gathered
as occurring at two points in time, T1 and T2. The original phase of ethnographic
research (T1) painted a detailed picture of life in five group homes. This data was
used by the researchers and respective staff teams to evaluate staff practice and
resident outcomes at a point in time, prior to embarking on three action research
projects. The end of the action research projects can be considered as the second
point in time (T2), where we would have anticipated that the actual outcomes for
residents would have moved significantly closer towards the hoped-for outcomes.
Yet in all three action research projects we concluded that this was not the case,
and that there had been little change in the key outcomes of community
participation, individualised support, and meaningful engagement in household
activities.
Our original analysis allowed us to reduce our data into themes, most of which
were reported as organised patterns of behaviour. What follows is a partial,
generalised, composite picture of resident outcomes formed over a two-and-ahalf year period, which illustrates the dominant outcomes for the residents in the
five houses. These are organised under eight quality of life domains. Each domain
has a number of sub-domains (Figure 6). This represents a substantial
compression of our findings into a small number of abstract terms, which must
inevitably lose the richness and subtlety of the earlier reports.
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Figure 6. Quality of life domains (Adapted from Schalock et al., 2002)
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We could have organised our findings under a whole number of frameworks, for
example the Outcome or Industry Standards for Disability Services in Victoria
(Victorian Department of Human Services, 2007c), but we wanted to encode the
findings in a manner that was congruent with the Department’s original
conceptualisation of this project, which was quality of life (Victorian Department
of Human Services, 2004).
Although quality of life is a contested concept, these domains represent current
‘best thinking’ and are ‘widely accepted as being key indicators of the fullness and
interconnectedness of life’ (Schalock et al., 2002, p.462). Our research has not
been a comprehensive quality of life evaluation. The shaded areas in Figure 6
show the domains that we discuss below. Of the 29 sub-domains, we only discuss
13 (45 per cent). As we suggested earlier, our research was initially guided by the
Department’s broad key questions, which were then refined as the project
evolved into separate research elements. This meant that some quality of life
domains received more attention than others.
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The gap between hoped-for and actual outcomes: A
demanding test of service quality
In Chapter 1 we stated that an important contextual factor in this research was
that 20 of the residents in the five houses had been labelled as having severe or
profound intellectual disabilities. These levels of intellectual disabilities are
generally related to poorer ‘ordinary life’ outcomes. In a sense, finding excellent
outcomes across all quality of life domains would have been remarkable. We
know from demonstration projects that providing high quality services to people
with severe and profound intellectual disabilities is possible, but achieving it and
sustaining it over time is a challenge.
As our benchmarks have been hoped-for outcomes, the potential for
disappointment has been made more likely. Yet these are the benchmarks that
have been set for all people with disabilities, and they remain the standards that
we must strive for.
The findings from the forthcoming survey are likely to read more positively than
the tone of this report, because the basis for comparison is very different. The
survey will similarly compare data gathered at two points in time: quality of life
measures recorded when people were still living at KRS (T1) and the same
measures taken when they have been living in group homes for 12 months (T2).
This is a less demanding comparison than the one that has been made in this
research strand.
The real value of this research comes not from describing the residents’ actual
outcomes, but from drawing out the lessons that have been learnt in the struggle
to realise the hoped-for outcomes.

Severe and profound levels of intellectual disability
We have commented on the current trend to ignore references to levels of
intellectual disability in contemporary policy documents. Although there were
problems with the borderline, mild, moderate, severe, and profound mental
retardation categories (Luckasson et al., 2002), they did at least point towards
variance or difference within the population of people with this label. In our
reports we have brought the concepts of severe and profound intellectual
disability to the fore, in order to make a number of linked points. One important
concept is that the abstract ideas that exist in the hoped-for outcomes, whether
they appear as goals, espoused values, or formal policy, are much harder to
apply to people with these labels. We discuss this point in relation to each quality
of life domain.
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There is a tendency to lump the categories of severe and profound intellectual
disability together, which we have done at times in our reports, for the sake of
brevity. Cleland (1979) thinks that it is poor practice, because on a number of
criteria, there are significant differences between people with severe and
profound intellectual disabilities. For instance, at the extreme ends of the severeprofound continuum, one person may be able to make a real choice between two
activities or two items of food, whilst at the other end, the concept of choice has
no relevance and direct support staff have to ascribe preferences from
interpretations of that person’s behaviour.
This is an important point, and draws our attention to both the broad context and
the subtle ways in which direct support staff must apply and understand the
Department’s goals.

3.2

Resident outcomes

Emotional well-being
Stable and skilled environments
From a resident’s perspective, any staffing change has some impact. It may be
the case that staff turnover is more detrimental to people with profound
intellectual disabilities because of the time and effort that it takes to understand
their needs and wants (Zijlstra, Vlaskamp, and Buntinx, 2001). Therefore,
providing people with intellectual disabilities with a stable and skilled workforce
is integral to providing quality services (Lakin et al., 2005).
A snapshot of 12 houses revealed that just under 19 per cent of the total number
of roster lines were vacant (Clement and Bigby, 2007). Vacant roster lines and
the egress of staff impacted on resident outcomes at the five focal houses,
contributing to variable and inconsistent support. The management of complex
issues, such as challenging behaviour, was harder when the staff group was
unstable. In these houses some part-time positions have remained vacant since
they opened. In such circumstances vacant roster lines are filled by casual staff.
Although some houses made use of the same casual staff, the residents also
received support from significant numbers of ‘new faces’ who were unfamiliar
with them15.
Residents were more likely to miss out on specific activities when the staff group
was unstable. In such circumstances the staff focus became one of ‘keeping
things going’, concentrating on meeting basic needs rather than a higher-order
15

We are using the distinction between ‘new faces’, ‘known faces’ and ‘well-known faces’ in this
section (Zijlstra et al., 2001).
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goal like community participation, which requires medium to long-term planning
and continuity of support.
Staff turnover can also disrupt continuity in the ‘model of support’. In one house,
three of the staff group who attended the active support training left the house
within the following eight months, and were replaced by employees who had not
received this formal training.
Staff turnover is often flagged as being detrimental to residents’ quality of life,
without making the link to the staff group’s skills. Lack of turnover or stability
within a staff group can be equally detrimental to the residents, if individual staff
members are lacking important skills, or the group is working in a dysfunctional
manner.
In two of the focal houses, stability of the staff group was implicated in the
degree of stagnation we observed with regard to resident outcomes. The ‘wellknown faces’ were not best equipped to socialise either new employees or casual
staff into the day-to-day running of active support at one house; and at the other
group home, unresolved issues within the staff group meant that support to the
residents was less coordinated than it might have been.
Safety
People with intellectual disabilities should be exposed to the benefits of ordinary
risk-taking, and trying to provide a home that is free from ‘risk’ is dehumanizing
and not in the interests of either service-users or direct support staff (Perske,
1972).
We observed that safety needs were privileged over practices that would, for
example, encourage greater self-determination. This is not surprising, since at a
broader level, the preoccupation with risk has become so extreme that it has
compromised the possibility of service-users’ undertaking certain household tasks
(Sykes, 2005). There was not, for example, a consensus amongst staff groups
about the extent to which residents should be involved in the preparation of their
food, where concerns about the risks of sharp knives, hot stoves, and boiling
water surfaced. At one house the implementation of person-centred active
support challenged these views, where thorough preparation, which considers
issues of safety, is one facet of good direct support staff practice.
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Interpersonal relations
Intimacy and friendships
Supporting people with intellectual disabilities to pursue individual lifestyles
begins with discovering their goals. In a group home context, direct support staff
are expected to have a key role in achieving this task. The extent to which the
residents are ‘known’ by the staff impacts on this outcome.
Discovering what a person’s needs and wants is harder in some contexts than
others. This is especially the case when supporting people with severe and
profound intellectual disabilities, whose needs and wants, likes and dislikes,
strengths and weaknesses, only become known after a great deal of effort has
been spent becoming familiar with the individuals concerned (Zijlstra et al.,
2001).
Other than ‘getting to know’ people at a basic level, minimal progress had been
made in discovering the residents’ interests and preferences beyond their basic
needs. Whereas direct support staff knew foods that people liked, could name
specific dietary needs, whether they liked a bath, and so on, they struggled to
identify people’s interests at a broader level.
We completed a small number of detailed social network assessments using the
social network map (Tracy and Abell, 1994; Tracy and Whittaker, 1990), which
gathers information about both the types of support and the nature of
relationships within people’s networks.
None of the residents were reported to feel ‘very close’ to any of the people that
they lived with. Specific direct support staff were named as having the closest
relationship, underscoring the view, which we develop below, that staff
relationships are inextricably related to service-users’ quality of life (Marquis and
Jackson, 2000). In the absence of meaningful relationships, characterised by
intimacy and friendship, it is easy to go beyond the data and interpret the
residents’ lives as being relatively lonely. We have discussed the applicability of
concepts like ‘friendship’ and ‘reciprocity’ to people with profound intellectual
disabilities and noted how the boundaries of these terms stretch beyond more
generally accepted definitions.
The social network assessment distinguishes between concrete, emotional, and
informational support. The residents relied on direct support staff in particular, for
all three types of support. It is hard to imagine ways in which residents with
profound intellectual disabilities could give any of these types of support to
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someone else. In those instances where residents were said to be able to offer
support, they were generally only able to offer concrete help.

Material well-being
A framework we used for exploring the concept of ‘homeliness’ distinguished
between physical, social, and atmospheric dimensions of this concept (Annison,
2000; Robertson et al., 2008). In this section we concentrate on the first of these
dimensions, relating to the physical or material world.
In contrast to KRS, there was a consensus that the group homes had given the
residents an improved material environment. The buildings were brand new, and
aside from a few personal items, so were the furnishings and equipment. The
gardens were newly landscaped and planted. Each house had its own minibus.
Group homes are not typical ‘homes’, in that they are settings where people live
and work. They have a number of features that accentuated the houses’
workplace characteristics, such as offices and separate staff toilets and showers.
Certain aspects of the design suggest that there is something slightly ‘different’
about the residents. For example, the emphasis on accessibility has resulted in
large empty bathrooms, wide passages and doorways, and specialist equipment,
such as grab-rails and Arjo Parker baths, (Figure 7)16.

Figure 7. A house interior. From Robertson et al. (2008)

The decision to use purpose-built houses, rather than use ‘ordinary’ housing
stock, and certain constraints in equipping them, made their physical similarities
noticeable. Similar designs, decorated in a limited range of colours, equipped with
comparable furnishings, detracted from perceptions of ‘homeliness’. The material

16

An Arjo Parker bath is a freestanding bath, which has side entry access and powered raising,
lowering and reclining options.
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environment shaped the perception that the group homes had a ‘service’ rather
than a homely ‘feel’.
Creating a home takes time, and in some houses there was evidence that greater
personalisation was taking place. The most outstanding example was a number of
large paintings, completed by the residents, hanging on walls around the house.
The residents’ personal possessions tended to be confined to their bedrooms, and
the lack of personal possessions in common areas made them look somewhat
bare. There were very few games, puzzles, magazines, and so on, in common
areas that the residents could engage with. The residents varied in the extent to
which they spent ‘leisure time’ in their bedrooms.

Personal development
One aspect of this domain is being involved in ‘purposive activities’, or what we
referred to as ‘engagement in meaningful activity’. Keeping busy and being
engaged enriches anyone’s life. The group home is a vehicle for supporting
‘ordinary’ living, where people with intellectual disabilities should be involved in
the undertaking the same range of activities as other people. People with severe
and profound intellectual disabilities require staff support to be involved in
‘meaningful activities’.
Figure 8 shows a scale that we developed, which can be used to rate the extent
that residents are involved in the running of their household. Both the hotel
model, and an imagined polar opposite, the active support model, are used in
Disability Accommodation Services to discuss modes of service delivery.
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Figure 8. A participation continuum
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Our ethnographic research found that the residents spent a significant proportion
of time unoccupied and disengaged in the five homes. As their role in the running
of the household was relatively minor, they had little to do between mealtimes
and the occasions when personal care was necessary. In general, therefore,
practice was skewed towards the left-hand end of the continuum. We also found a
similar pattern when we observed residents being supported to participate in
community-based activities. For example, the supporting staff bought the
residents a drink in a café, rather than supporting each person to buy their own
drink.
Relieving the residents of involvement in day-to-day household activities was
most apparent in the house where people with the most profound impairments
lived. The staff at this group home were provided with training in person-centred
active support (Mansell, Beadle-Brown, Ashman, and Ockenden, 2004), and the
residents were subsequently supported to participate in many aspects of ‘ordinary
living’. Higher levels of engagement were still possible at this house.

Physical well-being
The residents’ lives were highly structured around routines associated with ‘care’.
These ‘care’ tasks related predominantly to ‘personal care’ and ‘nutrition’, such as
showering, dressing, eating, and attending to health needs.
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Given the average level of the residents’ intellectual disabilities, accompanied
with low levels of adaptive behaviour, health issues, and additional sensory and
physical disabilities, we would be surprised if this was not the case. After all, this
is life-sustaining support. In one house, health-related goals in the residents’
General Service Plans accounted for 42 per cent of the total number of goals.

Self-determination
Choice
Self-determination is comprised of a number of concepts that are difficult to apply
to people with severe and profound intellectual disabilities, such as choice,
control, decision making, and goal setting. This is because at the severe and
profound levels of intellectual disability, a person’s capacity for human agency,
reason, and free-will is affected (Reinders, 2000).
‘Choice’ is one of the Victorian State Disability Plan’s four guiding principles. For
the residents in this study, decisions related to what we might call the ‘macrodomains’ had been made by other people, such as involved family members, case
managers, and KRS employees. These individuals had decided that the residents
should live in a group home, in a certain suburb, with certain other people, and
attend a particular day program. In most cases the residents did not choose the
décor or furnishing for their home, or how the household should be organised.
The behaviours that we observed, which could be classified as ‘choice’, were
narrow in scope. To refer back to an earlier example, at the most able end of the
severe-profound continuum, residents were offered choices of activities or foods.
At the other end, we have argued that ‘choice’ has little or no relevance to people
with profound intellectual disabilities, because it is left to direct support staff to
interpret their reactions to events, and label them as a like or dislike, preference
or aversion. Those staff who professed to know people well stated that they gave
the residents food and drink that they liked.
The amount of choice that the residents had was curtailed at every level,
sometimes as a consequence of the personal restrictions of intellectual disability,
on other occasions due to staff practice. Sometimes the residents made choices
that created ‘practice dilemmas’ for the direct support staff. These were occasions
when a resident’s behaviour made a staff member feel uncomfortable, for
example, how a person was wearing clothing or not participating in domestic
tasks.

- 35 -

Chapter 3: Findings
Individual vs group experiences
As a congregate setting, a group home sets up a tension between meeting the
needs of each individual resident and considering group interests. Personalised
support should be at the heart of services, but the goal of Pursuing Individual
Lifestyles, and the strategy to reorient disability supports towards Individualised
Planning and Support (Victorian Department of Human Services, 2002b) are
harder to realise in a group home. We can therefore rate a group home in relation
to the extent that the individualised or group dimension is privileged.
In some areas, moving to a group home has provided the residents with a more
individualised service. The house affords greater opportunities than KRS for
personal private space, especially through better bedrooms, bathrooms and
toilets. Many aspects of the service the residents received were organised along
individual lines, such as health-related issues and personal care (for example,
medical appointments, medication, and particular dietary needs). However, many
external activities were commonly organised along group lines. Although there
were occasions when it seemed appropriate to do things as a household, such as
a meal out to celebrate the anniversary of moving into the house, a group outing
was the primary way of organising leisure activities at weekends. On occasions
we also witnessed examples of ‘block treatment’ (Goffman, 1961/1978), for
example, where all the residents were brought the same drink and cake in a café.
In one house where a system to promote better individualised care and support
for service-users was developed, there were minimal changes to the pattern of
service delivery. In another house, we observed a significant change in practice,
where planning for and supporting individualised activities on weekday evenings
was instigated.

Social inclusion
‘Social inclusion’ is one of a number of ambiguous terms that are often used
interchangeably. We suggested that trying to make sense of the various concepts
that have been used to understand the social relationships of people with
intellectual disabilities was like trying to find a way through an impenetrable
forest (Clement et al., 2008). We preferred ‘building inclusive communities’ as
our overarching term for ‘social inclusion’ in order to make a link with this goal in
the State Disability Plan (Victorian Department of Human Services, 2002b).
We framed building inclusive communities as a complex and multifaceted goal
that embraces a number of related terms, and suggested that an outstanding
academic task is to bring clarity to it. We found O’Brien’s (1987) distinction
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between community presence and community participation helpful in
differentiating between two important outcomes.
Figure 9 depicts some of the concepts that we addressed in the relevant report
(Clement et al., 2008), in a manner that is intended to suggest that these
building blocks are elements of this over-arching goal. The blank boxes hint at
additional terms that we either referred to in our report, or remain uncovered.

Figure 9. The building blocks of an inclusive community
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In the absence of a shared understanding of what building inclusive communities
means, it is difficult to describe an inclusive community, measure one, or
intervene to build one, although we suggest that people with intellectual
disabilities should be supported to pursue all of the elements in Figure 917.
We described the residents’ lives as a complex web of ‘inclusionary’ and
‘exclusionary’ experiences and borrowed the term ‘distinct social space’ to refer
to the their generalised pattern of social relationships (Hall, 2005; Todd, Evans,
and Beyer, 1990). In this regard, their lives were typical of many people with
intellectual disabilities − organised around residential and day services, and
characterised by interactions with other people with intellectual disabilities,
service workers, and immediate family members that varied in quality and
17

In a similar vein, it is interesting to note that in a recent report prepared for the Victorian
Department of Human Services, Parmenter and Arnold (2008) recommended that, ‘…the concept of
“community living” is closely examined. It is a much richer concept than mere physical presence in a
community setting’ (p.96).
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frequency. We have tried to represent this ‘distinct social space’ diagrammatically
in Figure 10, and show that it is linked to the idea that the residents are
physically present in ‘the community’ but not yet part of it.

Figure 10. A representation of the ‘distinct social space’
occupied by many people with intellectual disabilities
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Most of their ‘inclusionary’ experiences were brief interactions with non-disabled
members of the public, often in customer service relationships. This remained the
case in one house, even after sustained work to change this pattern of
relationships.
We do not know for sure whether people at the extreme end of the severeprofound intellectual disability continuum experience their lives as socially
excluded and want more friends, more contact with neighbours, improved social
networks, greater intimacy, and so on, because it is probably the case that these
concepts have no meaning for them. Our belief − that the sub-goals subsumed by
building inclusive communities are worthwhile for all people with intellectual
disabilities − remained unchanged by undertaking this research.

Rights
Since 1948, when the United Nations published the Universal Declaration of
Human Rights, the concept of ‘rights’ has been extended and applied to many
spheres of human (and non-human) activities (Bobbio, 1996; Leahy and CohnSherbrok, 1996). Most recently, on May 3, 2008, the United Nations Convention
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on the Rights of Persons with Disabilities, to which Australia is a signatory, came
into force.
Of note here, is that ‘rights’ were not a significant feature of everyday language
in the focal houses, and as a consequence ‘rights’ have been little discussed in
our reports. It would be interesting to apply the concept of ‘rights’ to our data as
a retrospective analytical lens.
Where we have drawn attention to the notion of ‘rights’ it has been to suggest
that some direct support staff may perceive certain ‘rights’ as not being
applicable to people with severe and profound intellectual disabilities (Allen et al.,
1990; Clement et al., 2008). ‘Rights’ therefore joins the lexicon of words that we
have identified as being hard to define and apply in intellectual disability services.

Summary of resident outcomes
A focus on actual outcomes tells us something about the lives of the residents in
these five houses as it was during the research project. Outcomes associated with
‘caring for people’ are highlighted from this perspective. The primary research
reports with their rich description do this more eloquently than this summary
based on broad quality of life domains.
Emphasising the gap between actual and hoped-for outcomes reveals something
about the tasks still to be achieved and the agenda that must be set in order to
realise them. Improvements still need to be made in:


providing a stable and skilled workforce



getting the balance right between ‘ordinary’ risk-taking and over-protection



getting to know people’s needs and wants



improving the homeliness of the settings where people live



facilitating higher levels of engagement in meaningful activities



providing more opportunities for meaningful choice



encouraging greater individualisation, especially in relation to communitybased activities



working towards an inclusive Victorian community



defining and applying terms like, choice, friendship, rights, reciprocity, and
self-determination to people with severe and profound intellectual disabilities.

In the sections that follow we discuss key factors that appear to be related to the
‘outcomes’ we have discussed. We begin by summarising findings related to the

- 39 -

Chapter 3: Findings
practice of direct support staff, because the way in which they provide support to
people with intellectual disabilities has been singled out as a key determinant of
outcome (Mansell, 2005). We frame these findings in relation to the knowledge,
skills, abilities, and orientations that direct support staff are expected to have to
be competent workers18. Then we focus on the role of the house supervisor and
team manager in supporting direct support staff to achieve the required
standards. The house supervisor, in particular, is expected to establish a wellfunctioning work environment in a group home, and influence the behaviour of
direct support staff. Finally we move to a broader discussion of the context in
which house supervisors and team managers are operating, because they need
adequate, well organised resources, complemented by effective organisational
structures.

3.3

The practice of direct support staff

Knowledge, skills, abilities, and orientations of direct support
staff
The Disability Development and Support Officer’s (DDSO) job description outlines
what incumbents are expected to do, and in order to complete the listed tasks a
DDSO must have the necessary knowledge, skills, abilities, and orientations
(KSAOs) (Dipboye et al., 1994). Having a clear understanding of what employees
have to do, together with the related KSAOs, are crucial if the Department is to
fulfil the related ‘personnel’ functions effectively. The recruitment process should
select DDSOs to do the job in the way that it has been designed. House
supervisors must evaluate direct support staff performance in relation to the key
tasks, give clear feedback about that performance, and some form of ‘training’
must be given when there is a gap between actual performance and what DDSOs
are required to do.

Individual attitudes
Whether we refer to attitudes, beliefs, or values, they are all assumed to impact
on how people behave (Emerson, Hastings, and McGill, 1994; Rokeach, 1968). If,
for example, a staff member believes that ‘ordinary’ members of the public make
judgements about the residents on the basis of their personal appearance, he
may emphasise a certain style of dressing.
Our research methodology enabled us to uncover people’s beliefs about their
work and the assumptions they held about the specific residents they worked
18

‘Orientations’ refer to the specific temperaments or attitudes that are needed in a job (Dipboye,
Smith, and Howell, 1994).
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with. We found, as would be expected, varied attitudes towards the same
resident or goal, but we also found that the same or similar attitudes were shared
by enough people to be characterised as a sub-group within a particular house.
The beliefs they expressed about individuals they worked with were often
different to those expressed towards people with intellectual disabilities in
general. Some staff members talked about people with severe and profound
intellectual disabilities as if they were a ‘special population’. In this regard these
diagnostic labels and social categories were important in shaping the ‘outcomes’
experienced by the residents. We do not want to suggest a straightforward
relationship between beliefs and outcomes, but it is not unreasonable to suggest
that staff members who expressed the belief that the Victorian public has an
indifferent or negative attitudes towards people with intellectual disabilities are
more likely to look towards the use of specialist services and facilitate
relationships with other people with intellectual disabilities. Staff who question the
worth of community participation are more likely to work towards community
presence.
Similarly direct support staff who believe that ‘ordinary living’ is less practical for
people with profound intellectual disabilities, will do things for the residents rather
than involve them in household activities. If ‘keeping people safe’ is held as being
more important than ‘engagement in meaningful activities’, then opportunities to
get involved in ‘risky’ cooking activities are likely to be restricted. These beliefs
are more congruent with ‘caring’ and ‘looking after’ people − the hotel model −
rather than the active support model.
Our fieldnotes contained numerous examples where the values of the staff group
impacted not only on how the preferences of individual residents were perceived,
but on the day-to-day running of the house. Some of the practice we observed
therefore reflected the values of individual staff members, not the service’s
principles and values. The staff member who told us that she liked to ‘settle in’ on
cold, dark winter nights, rather than leave the house, organised support to the
residents that reflected her inclination, rather than the preferences of the six
residents in the setting where she worked.
Throughout the period of research we had numerous discussions about
participants’ different ‘value positions’. However, the research did not emphasise
changing attitudes as a means of changing behaviour. Rather, we tried to change
the organisational context, by imposing new roles and responsibilities on the
group home staff (see Beer, Eisenstat, and Spector, 1990). Examples were
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clarifying the keyworker role and expecting staff to behave in ways that were
congruent with active support.
Although we cannot claim that the action research projects resulted in real
changes in the attitudes of direct support staff, in some instances they discussed
and undertook their work in a way that reflected such a shift. This is consistent
with the view that situations ‘force’ new attitudes and behaviours on employees
(Beer, 1992).

Understanding the direct support role and related policy
We did not really see ourselves as forcing ‘new’ roles and responsibilities on the
group home staff, but rather attempting to clarify their role in a way that was
congruent with our understanding of the service’s values and aims. However,
from the perspective of some direct support staff, this must have seemed like a
‘new’ role, because it conflicted with their understanding and current practice. As
we stated earlier the direct support role in a group home is more demanding than
the role at KRS.
Although the opening of each new house was preceded by a period of ‘transition
training’ that aimed to orientate staff to the ‘new’ practices and procedures, we
were not surprised to find that some direct support staff were working in a way
that was inconsistent with their ‘new’ role in the immediate months after a house
opened. Yet we were still observing practices that are more associated with the
negative consequences of institutional living during our ethnographic work, which
was completed between five to twelve months after the staff had begun working
in the new houses19.
We found that, in relation to the key areas we looked at, the purpose and
objectives of the direct support role were unclear. As a consequence, a significant
number of employees did not know what they are supposed to do, or thought that
what they were doing was what they were supposed to be doing.
We found that staff took a lead role in completing domestic activities, rather than
making opportunities for residents to engage in such activities and giving them
the support necessary to participate in them. Therefore, they carried out their
role in a way that was incongruent with promoting high levels of resident
engagement.

19

Landesman (1988) refers to institutionalization to the processes by which any residential setting
actively or passively adopts depersonalised and regimented practices that were associated with the
negative consequences of institutional living.
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We found that direct support staff understood the goal of building inclusive
communities in a narrow way that reflected the types of activities that they were
supporting, which was primarily about creating community presence.
Therefore they did not conceptualise the direct support role as a ‘supports model’,
which has a strong educational and facilitative role that looks to make use of
‘natural supports’ (Luckasson et al., 2002).
We found that little attention had been given to managing the tension between
individual and group needs, which put constraints on the goal of pursuing
individual lifestyles.
It was no surprise therefore, that ‘outsiders’ attempts to impose these roles and
responsibilities were characterised by ‘mild conflict’ and a degree of defensiveness
about their practice; nor was it a surprise that the research outcomes were not
stronger, because each staff group retained the major role in implementing the
respective research goals. We attempted to use this ‘conflict’ as a creative force
which allowed us to explore ideas, engage opinions, and generate change (Ford
and Hargreaves, 1991).

Use of planning systems
Planning, the process for establishing goals and courses of action for achieving
those goals, is one of the cornerstones of modern organisations (Stoner,
Freeman, and Gilbert, 1995). Systems for planning, supporting, and monitoring
resident activity are associated with positive outcomes (Emerson and Hatton,
1994).
We encountered a number of formal planning tools or the outputs of planning
processes during the course of the research. These included broad plans, such as
General Service Plans, Individual Program Plans, and Person Centred Plans; and
more specific plans, such as reactive strategies that a staff group should follow in
response to challenging behaviour. All the action research projects required direct
support staff to undertake planning activities. Keyworkers had to write a monthly
report, which included a discussion of activities for the coming month; Activity
and Support Plans and Opportunity Plans had to be completed by direct support
staff implementing active support; and those staff working to realise community
participation had to carry out a planning process to identify and take actions that
had the chance of building relationships with non-disabled people.
Many of the outputs associated with the formal planning processes were weak.
The Individual Program Planning system was effectively dormant, with little
attention given to reviewing progress towards the identified goals. In part, this
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could be attributed to the proposed transition to Person Centred Planning, which
had effectively put the older system in abeyance. There was little use of formal
systems for identifying what the residents could and could not do, and therefore
there was no systematic way for establishing individual teaching programs. There
was no formal system for planning what the residents did at the house on a dayto-day basis, beyond the basic routines, such as getting-up, showering and
mealtimes. Staff could comment in greater detail about what had happened, but
not about what was going to happen in the future; little attention was given to
planning for the medium- to longer-term.
Much of the time it was left to the staff on duty to work out for themselves how
they would organise support to the residents. They had the aforementioned
routines to structure the day, and some staff groups had established ‘norms’ for
external activities − patterns of behaviour that were accepted by the staff group
(and by the residents). Community-based activities were not planned around
individual interests or with community participation in mind, but on the basis of
what had happened before or more spontaneously. Consequently residents ended
up going on similar trips to parks, beaches, and other settings.
Informal planning allowed the staff to achieve short-term goals and immediate
priorities, such as doing the shopping or going to the beach for a picnic. This
more intuitive approach to planning may not necessarily equip staff with the
knowledge or skills that are required to make medium to long-term plans. In fact,
we noted that there was a general antipathy towards longer-term forwardplanning. Yet many of the hoped-for outcomes require more formal planning and
a longer planning cycle. Achieving positive outcomes in regard to community
participation, for example, requires focused effort over a long time (O'Brien,
1987).

English literacy
Planning processes require direct support staff to have a certain standard of
English literacy. Many organisational systems rely on direct support staff being
able to read and write. A direct support staff must come to work and read the
communication book. The active support ‘organisational systems’ require staff to
read and write Opportunity Plans. Good practice in relation to paperwork and
recording is a core competence for employees in the direct support role, some of
which is directly related to the quality of support (College of Direct Support, nd;
Yocum, 2002).
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In the three action research projects, we encountered a number of direct care
staff who struggled with reading and writing English. They found it difficult to
undertake those aspects of their job that require basic English literacy. For these
staff, the paperwork requirements were almost certainly aspects of their work
that they neither valued nor viewed as having any intrinsic worth for themselves
or the rest of the staff team.
It may be that having staff in the direct support staff role with inadequate English
literacy is an historical anomaly20. All of these staff had worked at KRS for a
number of years, when the position and recruitment criteria were defined
differently. Nonetheless, this had significant implications, because it meant these
incumbents could not undertake certain aspects of their job, and some other
tasks were done poorly. This impacted on resident outcomes, relationships
between staff, and the management of the group home. An inadequate standard
of English literacy is unlikely to be rectified by a training course or short-term
coaching.
In the absence of an ‘upstream’ organisational response, the problem of
managing existing staff without the prerequisite levels of English literacy has
been left to each house supervisor.
Getting direct support staff to appreciate the value of documentation is an issue
that stretches beyond those staff with poor English literacy. There is a strong
belief that most direct support staff do not like completing written records and
regard it as an administrative burden. Certainly the use of documentation should
be constantly reviewed, but some documentation is related to the residents’
quality of life. The active support paperwork, for example, seems to be an
integral part of the scaffolding that embeds and maintains active support.
Reflective practice
One way that a direct support worker might challenge his own beliefs and
continue to develop competence is through the practice of reflection. In our
reports we have referred to the reflective practitioner, a concept that comes from
the work of Donald Schön (1983). A key to ongoing development involves
‘reflecting on practice’, which is a key stage in the learning cycle (The Open
University, 1994).

20

The Department of Human Services has noted in relation to this issue: ‘There are a small number of
former KRS staff working in group homes established through the redevelopment who have challenges
with English literacy. The same issues are not generally apparent, however, across all disability
accommodation services where most staff are qualified at Certificate IV level and are expected to have
adequate literacy skills’.

- 45 -

Chapter 3: Findings
We described many of the routines we observed as running by habitual action,
which is a non-reflective practice (Mezirow, 1991). By labelling such routines as
habitual action, we were suggesting that there seemed to be little conscious
understanding as to why these things were done the way they were. This can be
useful at times, as it frees up our minds to do other things, but it can also
become problematic.
During the period of participant observation we were aware of little reflective
practice that went beyond describing incidents and expressing related feelings
(see Table 8, Richardson and Maltby, 1995)

Table 8
Levels of Reflection
(Based on Richardson and Maltby, 1995)
Level 1
Descriptive Reflectivity
Level 2:
Affective Reflectivity
Level 3:
Discriminant Reflectivity
Level 4:
Judgemental Activity
Level 5:
Conceptual Reflectivity
Level 6:
Theoretical Reflexivity

Involves recall of an incident or experience and a
description of what took place.
Involves an awareness and expression of feelings about
the experience.
Involves and assessment of some kind which may include
an analysis of different aspects of the situation.
Might involve a review of your own attitudes, an
awareness of value judgements and their subjective
nature; consideration of other avenues that might have
been pursued.
Involves a consideration of learning needs.
Consideration of how theory might inform practice and/or
practice inform theory.

However, learning through reflection is inherent to action research methodology.
In our meetings with staff groups they showed, given the right prompts, that they
could engage in higher levels of reflection, re-evaluate the experience, and
generate new ways of doing things, clarify an issue, and so on (The Open
University, 1994).
We suggest that better outcomes for service-users are more likely if direct
support staff can critically engage with their practice and the ideas that underpin
it. Developing the skills of a reflective practitioner is one way that a direct support
staff can engage with some of the issues we have highlighted, such as ‘practice
dilemmas’, or discovering a specific resident’s preferences.21

21

Reflection is even more important for practitioner development when there are few opportunities for
discussion with a supervisor (The Open University, 1994). This is precisely the situation we found.
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Communication skills
Earlier we stated that although discovering the needs and wants of people with
severe and profound intellectual disabilities is hard, it is also a prerequisite to
realising individual lifestyles.
All of the residents in this study, apart from one, used non-verbal means as their
primary method of expressing themselves and had low levels of comprehension.
In these circumstances, the onus is on the staff to facilitate the communicative
skills of the people they support. We found that time spent in the company of the
residents with severe and profound intellectual disabilities was merely a
necessary, but not sufficient condition, for ‘getting to know’ them. Direct support
staff need a certain level of ‘communicative competence’, which requires skills,
strategies and motivation (Zijlstra et al., 2001).
We found that most individual staff were lacking in the skills to effectively
communicate with the residents or enable the residents to communicate with
them. All of the residents moved into the houses with a recently updated
communication assessment, with suggestions for understanding their sounds,
gestures and behaviour, but there was little in our observations to suggest that
staff were using the information proactively.
Staff, of course, spoke to the residents, particularly during times when they were
supporting people in personal care tasks, but at other times much of the
conversation was between staff and went on around the residents. The
implementation of active support probably improved the ‘conversation’ between
staff and residents, because it increased the number of times they interacted.
But on a day-to-day basis direct support staff need to become more skilled at
observing, perceiving, interpreting and responding to people’s behaviours (Brost
and Johnson, 1982; Disability Services Division, 2007), so that they can establish
the ‘communicative competence’ of these service-users. Direct support staff need
more training and support in this important area (Perry, Reilly, Bloomberg, and
Johnson, 2002).

Team-work
It is generally accepted that a group home that has a highly performing staff
team will deliver better outcomes for its residents than either a dysfunctional
‘team’, or a group of staff that has not made a commitment to team-working. The
lack of team-work was associated in many of the resident ‘outcomes’ we
described earlier. Team-work, for example, is implicated in the successful
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implementation of active support (McCubbery and Fyffe, 2006); developing
‘communicative competence’ (Perry et al., 2002); and effective keyworking
(Pearce and Smith, 2000).
In our writing we deliberately referred to ‘staff groups’, to reflect our judgement
that we were observing staff that had yet to form effective teams. Successful
teams have particular characteristics and team members bring a mix of
contributing knowledge, skills, and abilities (Belbin, 1981). We borrowed the
notion of ‘distributed competence’ to suggest that competence must be spread
throughout a staff team (Booth and Booth, 1994, 1998).
A number of factors contributed to the lack of team-work. In this section we have
highlighted weakness in individual skills. In later sections we highlight systemic
factors that impact on team-work.

First-line management and direct support staff practice
Overall, these findings highlight significant gaps between the observed
performance of DDSOs and what they need to do to achieve high-quality
outcomes. One might expect that all of the issues raised in this section should be
addressed by the house supervisor and team manager: challenging and shaping
attitudes; clarifying roles, responsibilities, and managing conflict; establishing a
‘model of support’ that is congruent with the service’s values and policy;
facilitating reflective practice and discussing ‘practice dilemmas’; assisting with
planning; monitoring the completion of documentation; coaching people towards
‘communicative competence’; and developing the team. We now turn to the role
of these key personnel.

3.4

The practice of house supervisors and team managers

The role of the house supervisor: A complex and difficult job
The house supervisor’s job description states that it is his or her duty to, ‘Manage
a component of a residential program providing direct care services to clients’
(Victorian Department of Human Services, 2002c, p.1). It follows therefore, that
the house supervisor, supported by the team manager, has a key role in ensuring
the hoped-for outcomes are realised for users of Disability Accommodation
Services.
Relevant literature supports this view. At a general level, the house supervisor
establishes a well-functioning work environment in a group home, shapes the
‘culture’, influences how direct support staff behave, and is an important channel
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between direct support staff, service-users, family members and more senior
managers (Georgiades and Phillimore, 1975; Hewitt et al., 2004; Reynolds, 2003)
Even from reading the preceding paragraphs one should not be surprised to hear
that Hewitt and Larson (2005) claimed that the house supervisor’s position is one
of the most complex and difficult jobs in the field of community human services.
Their responsibilities are reflected in a document that lists 141 competency
statements, which captures both the complexity of the house supervisor’s job and
provide a thorough outline of the role (Clement and Bigby, 2007). The
competencies are organised into 14 areas, which are shown in Table 9.
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Table 9
Competency areas for DHS house supervisors
Competency
Area
1.

Enhancing staff
relations

2.

Providing direct
support

3.

Building inclusive
communities and
supporting
residents’
networks

4.

Support planning
and monitoring

5.

Managing
personnel

6.

Leading training
and staff
development
activities
Maintaining
homes, vehicles,
and property

7.

8.

Promoting public
relations

9.

Protecting health
and safety

10. Managing
financial
activities
11. Rostering and
payroll
12. Coordinating
Weekday
Daytime
Supports
13. Coordinating
policies,
procedures, and
rule compliance
14. Office work

Definition
House supervisors enhance staff relations by using effective communication
skills, encouraging growth and self-development, facilitating team-work,
employing conflict resolution skills, and providing adequate supports to staff.
House supervisors provide direct supports to residents and role model such
supports to direct support personnel by assisting with living skills,
communicating and interacting with residents, facilitating community inclusion,
maintaining an appropriate physical environment, providing transportation,
maintaining finances, developing behaviour support plans and demonstrating
the importance of residents becoming active citizens in their neighbourhoods
and local communities.
House supervisors facilitate and support the development and maintenance of
resident support networks through outreach to family members, community
members, and professionals and through coordination of personal planning
sessions in collaboration with the individual served.
House supervisors oversee support planning and monitoring by planning and
developing individual goals and outcomes with residents, coordinating and
participating in support network meetings, monitoring, documenting, and
reporting progress toward meeting outcomes, and communicating with other
service organisations.
House supervisors participate in processes to hire new staff, provide
professional development and supervision, facilitate team-work and staff
meetings, delegate tasks and responsibilities, encourage effective
communication, defuse crises/conflicts between staff, and in conjunction with
his/her manager respond to grievances and offer, monitor, and review fixedterm contracts.
House supervisors coordinate and participate in direct support staff training by
orienting new staff, ensure that staff to attend training sessions, document staff
participation in training events, and support on-going staff development.
House supervisors coordinate and participate in maintaining homes, vehicles,
and personal property in proper order.
House supervisors promote public relations by educating community members
about people with intellectual disabilities, advocate for the rights and
responsibilities of people with intellectual disabilities, contribute to in-service
promotional materials and accept students on educational placements.
House supervisors ensure that residents are safe and living healthy lives by
monitoring safety issues, coordinating, monitoring and documenting medical
supports, practicing appropriate emergency procedures, responding to
emergencies, and promoting residents’ rights regarding health and safety
issues. As the home is also a workplace, house supervisors ensure that the
house is a safe and healthy workplace for staff, contractors and visitors.
House supervisors ensure financial responsibility by managing the Client
Expenditure Recording System (CERS), supporting residents in the
management of their finances; reviewing, managing, and implementing
household budgets; arranging payment for specific bills, and completing audits
of household and resident finances.
House supervisors ensure direct support professionals are rostered, paid, and
receive time off when requested.
House supervisors monitor residents’ involvement in external activities (for
example, day programs) and/or ensure that schedules are created for residents
who are ‘at home’ on weekdays that are based on their individual preferences
and needs.
House supervisors understand and implement current state rules and
regulations, Department of Human Services’ policies and practices, and the
protection of individual rights.
House supervisors communicate effectively in writing and via the telephone;
complete various office tasks; and utilise the computer effectively for word
processing, developing spread sheets, and managing databases.
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Within the Department of Human Services, the house supervisor’s role is
beginning to be re-framed as a practice leader, which is underpinned by the
concept of practice leadership (Mansell, 1996; Mansell et al., 2004). This seems
to be a helpful thing to do, although we believe that practice management or
practice-led management (Reynolds, 2003) more accurately describes what
house supervisors do. However, practice leadership seems to have greater
currency within certain circles of the Department.
In either case, both concepts have been inadequately theorised in the intellectual
disability field. Our research has begun to make clearer the meaning of the
practice leader term, by making links with well-known frameworks from the
management literature and using language spoken by house supervisors ‘on the
ground’. Developing a more academic understanding of practice leadership
remains an outstanding task, which will help to clarify whether there is anything
unique about the concept.

Towards an understanding of practice leadership
Our research suggests that practice leadership seems to have a number of
important dimensions. Firstly, it is enacted in interactions between a house
supervisor and one other person. This could be a resident or his relative, an
employee, or member of the general public. Secondly, it has a group dimension,
which suggests that a practice leader has an orientation to ‘team-work’. Thirdly,
practice leadership takes place in a broader organisational context, bolstered by
organisational structures and resources. We return to this point in the next
section.
Some of the everyday terms we used to define practice leadership were coaching,
directing, role-modelling, supervising, and supporting. We stated that practice
leadership is something that needs to be visible. Not only must house supervisors’
practice be competent but it must be seen by direct support staff. House
supervisors must consciously and deliberately demonstrate ways of behaving for
others, so that they learn that this is the way that they are expected to behave.
The notion of practice leadership is also reflected in more academic terms, like
reflective practitioner and leadership styles. House supervisors therefore, need to
have a knowledge and understanding of management, so that they can use
different management styles and discuss and demonstrate good practice. This will
be done informally and in more formal spaces, such as house meetings and
planned formal supervision.
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Observed practice leadership
The concept of practice leadership, coupled with the 141 competencies, outline
what is required to be a successful house supervisor. In a similar vein to the
quality of life domains, they represent the hoped-for practice or standards against
which actual practice can be measured. This can be done by incumbents
themselves or other people. In the focal houses we described gaps between
hoped-for and actual practice in relation to the house supervisors we observed.
In part, this was related to these house supervisors being unclear about their role
to varying degrees and in relation to different issues, but certainly in relation to
the research goals.
We described the house supervisor’s position as a practising managing
professional (Causer and Exworthy, 1999) − a person who works directly with
people with intellectual disabilities who has primary responsibility for the
management of the direct support staff in a group home. Yet the house
supervisors acted more as practitioners who undertook some activities of a
managerial kind. Perhaps this not so surprising, because a conservative estimate
from a time-log study suggests that a typical house supervisor is working at least
16 hours a week directly supporting the residents (Clement and Bigby, 2007).
Their managerial role was also undermined by some direct support staff who
expressed resistance to the idea that their practice should be monitored. We also
found that managing unsatisfactory work performance was something that house
supervisors both found difficult and did not like doing.
Perhaps as a consequence, practice leadership in the focal houses could be
characterised as weak, evidenced by low levels of directing, coaching, modelling,
close supervision, problem-solving and monitoring. This weak practice may
extend beyond the focal houses, as in the aforementioned time-log study only 0.5
per cent of the total coded activities were coded as being related to teaching
direct support staff the most effective ways of achieving the direct support
competencies.
Given the earlier summary of findings related to practice of direct support staff,
leaving these direct support staff more or less to their own devices is not the way
to ensure good outcomes.
In the research settings, primary responsibility for ensuring that the staff group
were working towards community participation, implementing active support and
keyworking correctly fell to the house supervisors. The leadership in these houses
was not therefore conducive to the successful implementation of these research
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goals. The respective house supervisors failed to show strong positive leadership,
either lacking specific KSAOs and/or having different priorities. We coined the
term negative leadership to suggest that house supervisors had the capacity to
stop or delay a service from moving in the direction set by the Department, or
distort the organisation’s goals.
The importance of the house supervisor in establishing a well-functioning work
environment was clearly illustrated in one of the research projects, where there
was a change in house supervisor. Only after the new appointment was
significant progress made towards achieving the research goal. This supports the
proposition that a house supervisor can have a big influence on the practice of
direct support staff in a particular house.
Two important arenas where practice leadership can be exercised are in the
supervisory relationship and staff meetings. These are spaces for the house
supervisor to review how staff are doing, keep direct support staff ‘in touch’ with
the aims of the service, develop and maintain practice to agreed standards,
develop reflective practice, canvass opinions, and communicate information. A
well-run house meeting is a key forum for facilitating team-work and enhancing
staff relations. All of the research goals should have been regular, if not standard,
items on the agenda for the respective meetings.
We used Ford and Hargreaves’ (1991) distinction between formal versus informal
and planned versus ad hoc supervision to discuss four modes of supervision
(Figure 10), which we believe that house supervisors need to be skilled at and
use.
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Figure 10. Supervision modes. From Ford & Hargreaves (1991)
Formal mode
Supervision takes the form of a planned
meetings on an individual or group basis;
with an agreed agenda and methods for
reaching objectives. Such meetings can be
arranged for a limited or indefinite period of
time, for general or specific purposes.

Supervision takes the form of unplanned
discussions and consultations on an
individual or group basis, where the agenda
has to be agreed on the spot; often when an
unforeseen crisis or problem has arisen.
However some space and time is created
away from service-delivery to work on the
problem.

Planned

Ad hoc

Agreements are reached between
individuals and members of the group to
give help, advice, constructive criticism and
other forms of feedback, while working with
clients or carrying out the service tasks.
These agreements are made in advance,
according to predetermined objectives and
made subject to monitoring and regular
review.

Supervision is tacitly given while individuals
are working with clients or engaged in
service-delivery tasks. It may take the form
of help, advice, constructive criticism or
offered through demonstration and example.
This activity may become the focus of
discussion in a more formal context to be
developed into an explicit supervision
agreement; but first occurs as unplanned
activity because of needs and
circumstances.

Informal mode

We were not able to look at the content of planned formal supervision meetings in
particular. However, our research findings added weight to the Department’s own
research, which acknowledged that employees had insufficient supervision and
the supervision that people did receive was not always appropriate (Victorian
Department of Human Services, 2005a). No staff member reported having
planned formal supervision meetings that met the Department’s ‘minimum’
standard and house supervisors’ practice was skewed towards the unplanned and
informal ends of the two dimensions.
There ought to be a reasonable balance between the four supervision modes.
Planned informal supervision was highlighted as probably the least frequently
employed mode, which we only witnessed being used as part of active support’s
‘interactive training’. This is an agreed way for house supervisors to improve the
performance of direct support staff, where for example, a house supervisor would
watch a staff member support a resident to prepare his breakfast, which is then
the basis of a discussion between the house supervisor and the staff member.
This is a significant gap in the house supervisor’s repertoire of interventions and
we think it is an area worthy of development that could have real benefits in
relation to resident outcomes. The weak planning exhibited by direct support staff
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that we described earlier could be addressed at planned formal supervision
meetings.
All of the focal houses had a monthly meeting scheduled on the roster, where the
research goals were regularly discussed. However, many of these meetings were
relatively poorly managed, which meant that the potential to realise many of the
benefits we described above was untapped. Nonetheless the house meetings were
still an important forum, where for example, the theory and practice of active
support was discussed.

The team manager
Earlier we stated that the team manager is part of the staff group that is
responsible for service delivery in a group home. As the team manager’s role is
more removed from day-to-day practice, he or she has a greater focus on
monitoring staff practice and resident outcomes. The most obvious ways of doing
this are through attending house meetings and ‘Management by Walking Around’
(see Peters and Waterman, 1982).
The team manager is also the house supervisor’s first point of contact in the
organisational hierarchy, is responsible for managing the practice of the house
supervisor, and is expected to coach and develop his or her practice through
planned formal supervision.
As the project evolved we tried to involve team managers to a greater extent in
the implementation of the action research projects. This was an attempt to instil a
sense of leadership in the next managerial layer, and bolster the coaching and
other supportive behaviours on offer to the house supervisor. Our ongoing
contact with house supervisors revealed a significant turnover at the team
manager level, which frustrated this initiative, and is an issue we return to in the
next section.
Our findings suggest that team managers’ direct contact with individual members
of the staff group and residents was limited, and the support house supervisors
received was inadequate. Team managers’ presence and contributions at house
meetings were variable, and at the one house where the team manager tried to
program informal visits to observe staff performance and give feedback, the
incumbent was unable to meet his goals.
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3.5

Systemic issues

The organisational context
A good house supervisor, supported by a competent team manager, are only two
elements of establishing and maintaining high quality services; we also need to
pay attention to the context in which they are managing (Henderson and
Atkinson, 2003). High-quality services need adequate resources, which are well
organised and supplemented by strong policies and procedures that facilitate
effective management practices (Emerson and Hatton, 1994; Sines, 1992).
In this final section we summarise findings related to systemic or ‘upstream
issues’. Incorporating this standpoint suggests that in part, the resident outcomes
we uncovered in the houses arose from the Department of Human Services’
broader organisational context. This is consistent with a model which suggests
that service structures and processes mediate service outcomes (Felce et al.,
1998), and the design of services shapes what people do (Wolfensberger, 1975).
Figure 2 (page 5) hints at some of the resources and organisational structures
that need to be in place to establish and maintain high quality services. A
comparison of group homes suggested an uneven playing field. Group homes
differ in both the availability of resources and their organisation. For example,
some houses have their own transport, others do not.

The organisation of resources
Since the way in which staff provide support to the residents has been identified
as a key determinant of service-user outcome, then the allocation of direct
support workers’ time and the assistance given to those employees is absolutely
crucial to developing high quality services. Felce (1989) states that the
organisation of staff is as important as levels of staff.
Our findings support those from the Disability Services Workforce Study
(Victorian Department of Human Services, 2005a), which highlighted the need to
improve the utilisation of staff, particularly through less reliance on casual staff,
exploring client-centred rosters, and promoting greater staff flexibility.
We argued, for example, that how staff are deployed will impact on whether good
outcomes are realised in relation to the goal of building inclusive communities,
where continuity of support is an important factor. A fixed roster constrains the
activities that can be supported on a particular day, and also determines which
member of staff supports an activity. At one house, a resident was supported by
a different member of staff on each occasion he attended a yoga class.
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We described the rosters we looked at in detail as being staff- rather than clientcentred. There were a number of hours attached to some full-time DDSO
positions in particular that were not used effectively or efficiently. Even in those
instances where there was some flexibility, hours were utilised unimaginatively
and in a rigid manner.
The roster at one house had the option of using an extra staff member for four
hours at weekends, which was intended to support more individualised activities.
The house supervisor did not realise that these extra hours could be used flexibly
to fit in with the needs of the residents, so they were used rigidly from 12.00pm
to 4.00pm (Bigby and Clement, 2007).
We found that some house supervisors were constrained by organisational
structures. The way in which the house supervisor’s job is currently structured,
particularly through the roster and the balance of tasks, does not allow them to
fulfil the role optimally. The roster impacted on their relationships with direct care
staff, and limited the extent to which they could exercise practice leadership.
A fixed roster does not allow the house supervisor to target his hours in response
to many of the issues we have described, such as modelling practice in a formal
way; offering extra support to staff who are struggling with the paperwork; or
observing each staff member’s practice.
In order to monitor staff performance, a prerequisite is watching how staff are
interacting with the residents. Yet the design of the rosters meant that house
supervisors spent a disproportionate amount of time with certain staff members.
In one house the house supervisor spent 71 per cent of her rostered hours with
one staff member and between 13 and 17 per cent with the others. Contrary to
policy expectation, supervisors may not be aware of the day-to-day work of their
employees, nor be able to provide them with adequate supervision.
Although the house supervisors we observed could have given direct support staff
more direction, coaching, and support, the rosters also meant that in some
respects house supervisors had no ‘choice’ but to leave some DDSOs more or less
to their own devices.
House supervisors ought to have been able to achieve planned formal supervision
in line with the verbal guidance that suggests that full-time staff should have
supervision every month and part-time staff every two months. We argued how
little sense this guidance made, when some part-time staff were at work on more
days over the 28-day roster than full-time staff. Their need for good ‘supervision’
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was not half as much as that of full-time staff. Finding time to supervise all staff
equally may be more problematic within the current roster structure.
What about staff members who are performing poorly? If we put to one side the
roster’s lack of flexibility, it is unlikely that there is enough capacity in the current
roster to give poorly performing staff the weekly or fortnightly supervision
meetings required by the Improving Work Performance Policy (Victorian
Department of Human Services, 2005b).
The presence of some employees whose ‘personal limitations’ prevent them from
achieving the required standards had significant implications for house
supervisors. The rosters did not provide either the structure or the capacity to
enable sufficient support to these employees. In this situation, some of the
strategies used by house supervisors were not desirable. Turning over the
responsibility to accomplish tasks to staff without the prerequisite skills set them
up to fail. Keeping hold of tasks that other staff are being paid to do contributed
to their own overload.
To date, the process for reviewing rosters has generally resulted in minor
changes. Greater flexibility and client-centredness will require more substantive
changes.
Supervision is recognised in the design of most supported accommodation as a
foundational management structure. Another is the provision of regular staff
meetings. The allocation of resources for house meetings is a good example of
the unequal playing field we alluded to earlier, and how the current structure is
partially helpful, but also creates issues of its own. Although the focal group
homes had a monthly scheduled house meeting, this is not universal. Some older
houses do not have a rostered meeting, and in one region each house has a
meeting every two months.
In the three houses where the action research projects took place, some parttime staff were not scheduled to attend the house meeting. At one house this
meant that a third of the staff group were not included at this important forum
and that the part-time staff had to use a proxy to deliver their monthly keyworker
report. This makes the house supervisor’s task harder because it demands that
he finds ways to ensure that absent employees can contribute to discussions and
that they are aware of the meeting’s outcomes. We found in practice that parttime staff were marginalised in collective discussions about the residents,
problem-solving, and decision-making.
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The house meeting is an important place for facilitating team-work. Without a
commitment to team-work, many of the outcomes experienced by the serviceusers were the result of individual staff effort rather than a collective one. Not to
have a house meeting at all is a serious impediment to achieving good resident
outcomes. Our own experience suggests that a house meeting every eight weeks
is not frequent enough. In one of the original demonstration projects the staff
roster allowed for a weekly staff meeting (Felce, 1989). A flexible service would
be able to schedule additional meetings on an ‘as needed’ basis, perhaps to
address the dysfunctional ‘team climate’ that we described at one house.

Clarity in relation to policy goals
We have shown that people’s practice is influenced by their own beliefs, and in
some instances this runs counter to what the Department requires. In order to
provide a framework in which employees work, the Department has codified its
values, set goals, and written job descriptions, policies, and practice guidance.
Employees are socialised into the organisation through orientation, induction, inservice training, and so on.
In respect to the key areas we looked at, we found some weaknesses within this
framework. For example, we suggested that the absence of a formal appraisal
system for direct support staff left a procedural gap, which encouraged weaker
management practices. The day-to-day operation of the Client Expenditure
Record System limited opportunities for residents to handle money, because
messages about monitoring emphasised that staff remain in control of the
financial management process. We highlighted weaknesses in the Professional
Development and Supervision Policy and Practice Guidelines (Clement and Bigby,
2007; Victorian Department of Human Services, 2005a) and showed that since its
release it has been poorly embedded.
Most importantly, we demonstrated ambiguity in relation to a significant number
of policy goals. This was done most thoroughly in relation to the goal of building
inclusive communities, where a plethora of terms were often used
interchangeably. Even when people used the same phrase, it did not necessarily
refer to an identical situation or have the same meaning (Pålshaugen, 2001).
Figure 9 depicts building inclusive communities as a complex and multifaceted
goal.
Many of the Department’s documents refer to other key terms or concepts that
are similarly ambiguous, inadequately defined, and hard to apply. Some of the
concepts we highlighted and discussed were: choice, control, decision-making,
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independence, friendship, meaningful engagement, quality of life, reciprocity,
rights, and self-determination. Even though people did not disagree with these
abstract concepts in principle, we found that many of them did not translate
readily into settings for people with severe and profound intellectual disabilities in
particular. This ambiguity had a number of consequences:


house supervisors and direct support staff working with people with severe
and profound intellectual disabilities either worked out their own versions of
these concepts or decided that they were not applicable



planning became hesitant when there was some uncertainty as to what the
end goals were



it generated interpersonal conflict because people understood their role
differently or prioritised related tasks in another way.

We have also established group homes as places where direct support staff
currently have a significant amount of autonomy to apply rules and procedures,
because much of their practice is unobserved by managers, and not commented
upon by service-users.
A common vocabulary for the concepts we use is necessary if we are to describe
the outcomes we want to see for people with severe and profound intellectual
disabilities. The meanings of many of these terms are not intuitive, and
commonsense understandings are not good enough. If policy-makers leave it to
direct support staff to interpret vague policy goals for themselves, then their final
meaning rests with direct support staff (Becker, 2007). This is just the situation
we have described with regard to some of the hoped-for outcomes.

Role clarity
Ambiguity also had consequences for how house supervisors and direct support
staff understood their roles. Neither the house supervisor nor direct support role
was entirely clear. Earlier we stated that house supervisors perceived their role in
a way that downplayed their management responsibilities. Before the research
interventions the direct support staff had little understanding of what a keyworker
did; little recognition that they had an active role in engaging the residents in
meaningful activities and making use of natural supports.
This meant that we spent a significant amount of time clarifying these aspects of
their role. Without ‘official’ policies and procedures that had organisational
legitimacy this meant that conflict was more likely.
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Training
Very few direct support staff or house supervisors begin their employment with all
the KSAOs they require to be proficient employees. One solution to this is to
provide training to bridge the gap between actual and desired performance. Much
of the training we observed in relation to supporting the residents was heavily
weighted towards mandatory requirements, such as Fire and Emergency
Evacuation Training and, not surprisingly, given the residents’ severe and
profound intellectual disabilities, meeting health care priorities.
The research was not undertaken with a view to identifying a comprehensive list
of training needs for direct support staff and house supervisors. We have however
highlighted a number of areas where there seems to be a significant gap between
actual performance and what employees are required to do, such as facilitating
relationships between people with intellectual disabilities and non-disabled
people; discovering people’s needs and wants; communicating with people with
severe and profound disabilities; and medium to long-term planning skills.
Undertaking a thorough training needs analysis is a different project that requires
an entirely different approach (Goldstein and Ford, 2002).
Providing training is another of the ‘personnel’ functions that the Department has
to fulfill. Many of the issues that were the focus of this research required training
that is beyond current mandatory training. Providing effective training is a difficult
and complex task and many of the sessions we observed fell short when
measured against best practice models.
We observed classroom-based training related to two of the action research
projects; a one-day workshop Developing Community Connections at a Local
Level; and a two-day classroom-based active support training. Comparing the two
is instructive because the former had little impact on staff performance, which in
part is due to the contested nature of the end goals, whilst the latter had a
greater influence on practice.
The Community Connections training was weak in designing-in any learning
transfer or post-training learning support, whilst the classroom-based active
support training was followed by a practice-based session known as ‘interactive
training’. The successful implementation of active support is thought to require
this practice-based session (Jones, Felce, Lowe, and Bowley, 2001). The
Community Connections training could be characterised as more of

a ‘train and

hope’ strategy, whilst the originators of active support have gone out of their way
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to consider how training that is delivered in a classroom setting will be applied in
the workplace.
The Department spends a lot of time, effort, and money on staff training. This is
necessary if staff are to acquire the knowledge and skills that result in the hopedfor performance. The differences we observed in staff performance suggest that
well-developed training, which is based on good research, may be more beneficial
than training events built on less secure foundations. Training that is inadequately
focused does not serve the purposes of the trainers, the learner, or the
organisation (Boydell and Leary, 1996).

Workforce stability
Earlier we stated that providing people with intellectual disabilities with a stable
and skilled workforce is integral to the resident’s emotional well-being and
outlined a number of ways that instability had impacted on resident outcomes.
Stability is a systemic issue because organisations act in ways that enhance or
reduce it. Instability was caused by a number of factors: people leaving the
organisation or being promoted; the practice of removing incumbents to act-up or
be seconded elsewhere; and being unable to fill some DDSO positions. In this
section we supplement the findings we presented earlier, concentrating on
instability in relation to the team manager and house supervisor positions.
All of the house supervisors had multiple team managers during the course of the
research. For example, during a 12-month period at one group home, the house
supervisor was managed by four different team managers. Instability in this
position decreased the chances of a team manager giving good support and
developing a relationship with the house supervisor, the staff team, the residents
and their families. It lessened the likelihood of good supervision, and made
inconsistent messages more probable. Urgent issues, such as health-related
matters were more likely the focus of attention, whereas important issues that
require consideration over a longer time-frame, such as the management of poor
performance or building inclusive communities, were more liable to be delayed or
put to one side.
For direct support staff, similar consequences resulted when the house supervisor
was absent for whatever reason. For example, during the active support project,
an acting house supervisor covering for the incumbent’s recreational leave had
not completed the active support training, and was therefore not in a position to
give informed support to the individual staff members. Across the duration of the
project, the worst example in one group home was when there were three acting
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supervisors in a month and two full-time staff ‘acting up’ in other areas of the
service, which created a leadership and management vacuum in the house. The
staff working in this house reported a decline in the quality of service they were
providing.

‘Everything affects everything else’
Mansell et al. (1987) made the point that it is important to scrutinise every
decision made in the design of services. Throughout the research we have
commented on ‘high-level’ decisions that have had an impact on outcomes for
residents. We had the advantage of doing this retrospectively, rather than prior to
their implementation. We list some of the areas we have discussed to reinforce
the point that the design of services influences outcomes for service-users:



providing accommodation services to former residents of KRS in group homes.
Related to this were judgements about group size and how residents should
be ‘placed’ together.



the areas where group homes are sited. Areas have better or worse
community resources available to the residents.



the provision of a mini-bus makes it more likely that groups of residents go
out together and impacts on the places they go.



aspects of house design, which undermined the aspiration to be ‘home first’
and enhanced the group homes as workplaces. Using a small number of basic
house designs resulted in environments that are architecturally very similar,
and decorated and furnished in a similar style.



the provision of separate staff facilities. These are possibly related to the
development of informal practices that make distinctions between residents
and staff, such as staff mugs, plates, and cupboards.



purchasing decisions that have had an impact on practices in the houses and
outcomes for clients. For example, mops and buckets with an emphasis on
‘Occupational Health and Safety’, which are harder to operate for people with
atypical motor skills; telephones that exclude ways in which the residents can
use them; washing-machines and tumble driers that have been purchased
with size and durability in mind, which shapes how the task of completing
laundry is organised.

We also raised issues related to job design in order to show that an organisation
has choices about the way jobs are defined and these choices have consequences
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for how the role is perceived and enacted. We used the issues of hiring staff,
improving work performance and managing discipline to open up debate about
ways in which the house supervisor’s managerial role can be strengthened or
weakened. We suggested that the role of the house supervisor as a practising
managing professional could be strengthened if incumbents had more control and
responsibility for recruitment and the management of poorly performing direct
support staff. We argued that not being involved in the recruitment process
allows people to deflect the responsibility for poor hiring decision elsewhere and
makes the house supervisor less accountable for managing that person.

3.6
A summary of findings and synthesis of
recommendations: Explaining the outcomes
Figure 11 provides a summary of the findings we have discussed in Chapter 3. It
is a reworking of an earlier diagram (Figure 2, page 5), which showed possible
associations between service characteristics, staffing, processes and outcomes.
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Other influences





Broader social climate
Recruitment climate
Significant external ‘support’
Family members

House
supervisor
and team
manager

Environmental structure






4-6 residents
Functional grouping
Purpose built design
Separate staff facilities
Decorating and furnishing decisions not made
by residents
 Location of houses
 Provision of minibus

Staff assessment of their
jobs
 Variable attitudes, some incongruent with
hoped-for outcomes
 People with profound intellectual disabilities
seen as a ‘special’ population
 Understanding of role sometimes
incongruent with hoped-for outcomes
 Paperwork as an administrative burden
 Characterised by mild conflict
 Resistant to monitoring by managers
 House supervisors find managing work
performance difficult
 No verbal feedback from service-users
about the service or goals

Staffing









Direct
support
staff activity

75% of staff from institution
Gaps in KSAOs
Low levels of ‘communicative competence’
Some staff who struggled with reading and
writing English
Intuitive approach to planning
Long-standing vacant roster lines
Instability and stability in staff groups both
related to ‘stagnation’
Use of casual staff

Informal workplace culture
 Autonomous work groups
 Localised understanding of policies
 Clear distinctions between staff and
residents
 Unplanned and informal supervision
 Habitual and non-reflective practice
 Weak planning, focused on short-term goals
 Limited review of progress
 Ineffective teams
 Poorly run house meetings
 Interpersonal conflict
 Weak practice leadership
 High turnover at team manager level
 Limited direct contact by team manager with
house
 Part-time staff marginalised in formal
decision making

Formal service/workplace
culture
 Uneven playing field – variability between
houses
 Differential supervision
 Expanded direct support role for 75% of staff
 Procedural gaps
 Inadequate job descriptions
 Little understanding of practice leadership
 Ambiguous, conflictual and poorly embedded
policy
 Policy goals that are harder to apply for people
with profound impairments
 Fixed staff-centred rosters
 Ineffective and inefficient use of staff hours
 Training with limited learning transfer, weighted
towards mandatory requirements
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Residents
 Average of 41
years in
institution
 Severe and
profound
intellectual
disabilities
 Health needs
 Multiple
impairments
 Male
 Challenging
behaviour
 Unable to
communicate
verbally

 Receive variable and inconsistent
support
 Privileging of safety
 Few ‘close’ relationships
 ‘Known’ only at the most basic level
 High-quality material home
environments
 Houses have a ‘service’ rather than
‘homely’ feel
 Low levels of meaningful engagement
 Lives highly structured around routines
associated with ‘care’
 Choices at macro-levels made by others
 Limited opportunities for choice-making
at micro-level
 Web of ‘inclusionary’ and ‘exclusionary’
experiences
 External activities in groups
 Living in ‘distinct social space’
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We have kept that diagram’s original headings, but have substituted the authors’
abstract categories with statements that reflect our findings. For example, under
‘Staffing’, we have replaced ‘Level; Staff characteristics; Qualifications; and Prior
experience’ with more concrete statements such as, ’75 per cent of staff from
institution’ and ‘Low levels of communicative competence’.
We have also reordered the boxes and made minor additions and deletions to
better illustrate the relationships we have described. We have made a clear
distinction between the first-line manager positions and DDSOs to illustrate that
they are expected to influence the day-to-day work performance of staff (Reid,
Parsons, and Green, 1989).
We have created a box for the residents in order to flag the importance of their
interactions with staff. In the quality literature, the point where service-providers
and service-users interact is known as the ‘moment of truth’ (Dickens, 1994).
Outcomes for people with severe and profound intellectual disabilities are closely
related to what staff do in this ‘interactional space’22. To return to an earlier
example, a direct support staff can leave a resident disengaged whilst she makes
that person a cup of tea or she can support the resident to make their own drink.
These face-to-face encounters also impact on a DDSO’s perception of the person
and influence future interactions. The active support training demonstrated to one
staff group that the residents could participate in activities they had previously
considered unsuitable.
In this synthesis we have not paid as much attention to the broader social context
as we did in the earlier reports. However, adopting a systemic orientation means
that we must consider the relationship that the organisation has with its
environment. From this perspective both family members and researchers like
ourselves can have an influence on outcomes; DDSOs are recruited from the
available pool of applicants in the general population; and the goal of building
inclusive communities must take in account the attitudes of the Victorian
community towards people with intellectual disabilities. These ideas are shown in
the box labelled ‘Other influences’.
At the risk of oversimplifying a complex set of relationships: the formal service
‘culture’, which encapsulates the staffing and environmental structure, aims to
establish the framework within which employees work. The house supervisor
should draw on this framework to establish a well-functioning work environment,
which in turn should lead to outcomes for the residents. However, these

22

This is equally true of relatives and members of the public.
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outcomes are mediated by the staff group working directly with the residents. The
informal workplace culture is shaped by how these staff understand and enact
their role. In an ideal situation, a separate informal culture would not exist in a
group home, because the workplace culture would mirror the formal service
culture.
However, in this instance, Figure 11 maps out certain characteristics of the
Department’s formal culture, provides an aggregated account of the informal
culture from the five focal houses, and lists the resident outcomes we have
described. Instead of the abstract framework that appeared in the original
document, we have produced a concrete example of how this framework works in
practice.
Mapping out our findings in this way helps to explain how the service produces
the outcomes for these 26 residents. The resident outcomes are a consequence of
the way that the system works, and to a degree they are the end result of the
way in which the system has been designed and planned. For example:

 The policy goal of building inclusive communities is inadequately defined and
takes no account of the specific issues faced by people with severe and
profound intellectual disabilities. Even though direct support staff receive
related training, the participants can ‘graduate’ with their pre-existing, narrow
understandings of the goal intact. With no built-in learning transfer or posttraining learning support, the current pattern of community-based activities
that results in community presence but not community participation endures23.
Occasional indifferent or negative encounters with members of the general
public results in some direct support staff avoiding places where any
meaningful interactions with non-disabled people are likely. In the absence of
regular, high-quality planned formal supervision there are few opportunities for
direct support staff to work through these experiences. Without strong internal
leadership direct support staff do not develop the skills and confidence to
facilitate relationships with non-disabled people. A focus on short-term
planning means that activities that could help to break-out of existing routines
receive little or no attention. Inflexible rosters do not lend themselves to
continuity of support at regular activities. Staff choose and support communitybased activities that maintain the residents in a ‘distinct social space’, and as a
consequence they remain present in the community but not part of it.
23

Community presence refers to the sharing of ordinary places, rather than the use of segregated
facilities. The aim of community participation is to expand people’s typically small social networks to
include non-disabled people, so that they experience being part of a growing network of personal
relationships that includes close friends. See O’Brien (1987) and Clement et al. (2008).
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 The residents are ‘known’ at the most basic level. At the policy level there is
little differentiation between people with intellectual disabilities, even though
the research informs us that enabling good outcomes for people with severe
and profound intellectual disabilities is a challenging task. DDSOs are recruited
with gaps in the KSAOs they need to work with severe and profound intellectual
disabilities. The mandatory training does not address issues of ‘communicative
competence’. ‘Getting to know’ a person with severe or profound intellectual
disabilities is not intuitive. The practice manual has a section on ‘Complex
communication needs’, but it gives little practical guidance and its language of
‘rights’ has little resonance with many of the staff24. A speech pathologist has
completed a communication assessment, but it is not referred to by the staff
group. House supervisors do not watch DDSOs communicate with residents;
nor do they help DDSOs to think about how the residents might be trying to
communicate with them.

 In the informal workplace culture there is an expectation that DDSOs will be
keyworkers. Yet there is no formal guidance that explains this role, and it is not
included in the DDSO’s job description. There is no training to enable DDSOs to
be keyworkers. It is left to house supervisors to coach the staff about this role
in a procedural vacuum. Some of them have to do this with incumbent DDSOs
who do not have either the prerequisite English literacy or planning capabilities.
In a ‘culture’ where paperwork is seen as an administrative burden, and the
house supervisor manages the house in a way where there are no
consequences whether the relevant paperwork is completed or not, the
residents receive less individualised support than might otherwise be expected.
Describing how the system works in this way suggests particular kinds of actions
that can be taken (Eden and Huxham, 1996). All of our earlier papers contain
implicit suggestions for action, but also include more explicit recommendations.
Table 10 provides a synthesis of those recommendations, organised along the
lines of the ‘hierarchical ordering’ we have used throughout this report. It begins
by highlighting KSAOs required by direct support staff to undertake those aspects
of their role addressed by this research; then it describes enabling management
practice for the house supervisor and team manager, and ends with the
organisation’s responsibilities.

24

For example, ‘People who have complex communication needs have a right to…be listened
to…choose their preferred method of communication…make decisions in all life areas’ (Victorian
Department of Human Services, 2007b, Part 4.10.1).
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Table 10

Organisational level

House supervisor and
Team manager

DDSOs

A synthesis of recommendations
 Prerequisite English literacy skills.
 Knowledge about the role and responsibilities of a keyworker.
 Knowledge about how to support people with severe and profound intellectual
disabilities using an active support framework.
 Strategies and skills to ‘get to know’ people with severe and profound
intellectual disabilities.
 Knowledge about how to communicate with people with severe and profound
intellectual disabilities.
 Strategies and skills for planning.
 Strategies and skills to develop reflective practice.
 A positive orientation towards ‘useful’ paperwork.
 Implement and monitor organisational systems.
 Keep recording systems fresh and relevant.
 Analyse data regularly and give feedback.
 Prioritise planned formal supervision meetings.
 Enable the staff group to become reflective practitioners.
 Plan for community participation.
 Manage effective house meetings.
 Observe DDSOs interact with residents.
 Use the physical environment to promote the desired work culture.
 Identify coaching and training needs.
 Ensure a stable and skilled workforce.
 Minimise the use of casual staff.
 Work to keep core processes and principles in focus during times of change.
 Recruit DDSOs with prerequisite skills.
 Provide an organisational response to manage incumbents without the capacity
to develop prerequisite skills.
 Recruit house supervisors and team managers with prerequisite skills.
 Use the competency document to recruit house supervisors.
 Use the competency document to communicate to house supervisors what they
are expected to do.
 Use the competency document to develop a self- and peer-assessment tool.
 Develop a more theorised understanding of practice leadership.
 Review and clarify the DDSO2 role.
 Review and clarify the team manager’s role.
 Provide comprehensive job descriptions.
 Provide training/coaching to bridge competency gaps (e.g. running effective
house meetings).
 Introduce comprehensive supervision and appraisal systems.
 Clarify and embed the Professional Development and Supervision Policy.
 Develop training that reflects the four modes of supervision.
 Ensure adequate and good use of resources, particularly in relation to flexible
rosters, house meetings attended by all, planned formal supervision for all, and
time for planned informal supervision.
 Provide practice guidance for working with people with severe and profound
intellectual disabilities. Translate Departmental goals into practical guides for
action. Acknowledge the personal restrictions of profound intellectual disability.
 Clarify what is meant by the goal of building inclusive communities and align
related documentation and guidance with this goal.
 Enhance planning and assessment tools.
 Experiment with specific schemes to enhance community participation.
 Review and clarify the ‘type’ of relationships direct support staff can have with
service-users.
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A key question is: To what extent does this explanation for the outcomes we
observed, and the recommendations we have made, have any relevance beyond
the five focal houses? Certainly, some of the findings related to the informal
workplace culture will not be applicable to all of the Department’s group homes.
Other settings may have effective team-work, well-run house meetings, and the
DDSOs may demonstrate expert practice in relation to documentation and recordkeeping. On the other hand, most of the issues we have raised in relation to the
Department’s formal culture will impact more widely. The absence of a formal
appraisal system for direct support staff, for example, has implications for the
management of all the Department’s group homes.
The feedback we have received about our descriptions of life in the five group
homes is that they resonate with people with experience of similar settings
beyond the boundaries of the Department of Human Services. When we locate
these findings from Making Life Good in the Community within the broad body of
relevant research, then the gap between actual and hoped-for outcomes is very
much a typical finding. The resident outcomes in the five focal houses have much
in common with those from previous research studies (see Emerson and Hatton,
1994, for example). In general, when we compare non-disabled people’s quality
of life to the lives of people with intellectual disabilities, then there is still a big
gap (Dowson, 1997).
These factors suggest that the issues we have highlighted are not unique to these
five houses. They did not simply surface during the specific research period, but
are part of the wider and longer-standing problem of managing group homes. It
is to a discussion of these issues that we turn in the final chapter.
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Implementation issues and informal service culture
The failure of many group homes to fulfil their potential has been explained as a
problem of ‘weak implementation’ (Mansell, 2005; McGill and Mansell, 1995). The
Department’s group homes, of relatively small size and having all the features of
a typical house are no guarantee of quality outcomes (Felce, 1998). They merely
provide the opportunity to realise ‘ordinary’ living (Mansell et al., 1987).
The findings from the three action research projects lend support to the ‘weak
implementation’ thesis. We argued, for example, that it was the poor
implementation of the keyworking system that accounted for the findings we
observed, rather than concluding that there was something flawed with either the
group home model or the concept of keyworking itself. From the residents’ point
of view the ‘outcomes’ were disappointing. Yet from a research perspective,
attempts to change practice in the focal houses, coupled with some of the staff
groups’ efforts to maintain the status quo, taught us a great deal about the dayto-day working of Disability Accommodation Services (Wolcott, 1994).
One of the important features of this research has been its focus on informal
service culture, which has received little research attention to date (Felce et al.,
2002). Much of the research we have cited used methods that are unsuitable for
identifying the ‘informal’ factors that operate in specific group homes. An
ethnographic approach allowed us to gain insights into these dynamics in a way
that is not possible from quantitative studies. We uncovered people’s beliefs
about their work; assumptions held about people with intellectual disabilities; and
processes by which staff adopt a shared orientation. We also revealed that they
could maintain individual notions about their job.
Figures 2 and 11 intend to show that ‘staff activity’ arises from the variety of
factors illustrated in the diagrams (Felce et al., 2002). Although an organisation
establishes the fundamental boundaries of a job through the provision of work
places, rosters, job descriptions, and so on, most staff who work in group homes
also have a great deal of freedom to decide what they will do and how they will
do it. The diagram therefore incorporates two key sets of ideas that explain how
organisations work; what Becker (2007) calls the ‘famous dilemma of agency
and structure’ (p. 204, bold added). At the risk of oversimplifying the
complexities of sociological theory: the Department tries to control employee
behaviour through formal organisational structures, but they also have varying
degrees of freedom to act of their own volition.
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The fact that staff in group homes have this autonomy helps to explain why
research findings in relation to community living are variable (Mansell, 2005). In
particular, it helps to explain:

 why different services of the same type (such as group homes) produce very
diverse results

 why small institutions can achieve better outcomes than some group homes.
We can use the example of active support to illustrate why there is a variation in
outcomes. In an earlier report we used our discussion of the active support
system to introduce a scientific approach to management and organisation
(Morgan, 1997). We framed the development and ‘design’ of active support as a
rational response to high levels of resident ‘disengagement’. Active support
teaches staff to pre-plan many interactions with residents, and as such is a
technology to control or shape what they do. Yet we showed that the ‘human
factor’ undermined the thorough implementation of active support because people
did not always do what they were supposed to.
For the sake of argument, let us suppose that two group homes within the same
organisation share many characteristics − the number of residents, levels of
intellectual disabilities, size of the staff group, and so on. One staff team may be
implementing active support well, whilst the other is not. The first produces high
levels of resident engagement in meaningful activities; whilst in the other the
residents spend a lot of time disengaged. Similarly, a staff group in a small
institution may be implementing active support well, which will compare
favourably on this single measure to the underperforming group home.

High quality outcomes are the result of combinations of
factors
A further important outcome of this research is that it has highlighted the
complex way in which key factors operate in combination with one another. To
this end we must develop a point that we made earlier: it is not so much that we
must discover the individual factors that predict high-quality outcomes in group
homes, rather we must seek to explain the combinations of factors that result in
high-quality outcomes. This remains a significant research issue.
In Chapter 1 we suggested that a problem with Figure 2 is that it conveys an
over-simplified understanding of causality25. The single-headed arrow indicates
causality operating in one direction, and the headings in the boxes suggest

25

This same charge can be levelled at Figure 11.
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concepts that lead to resident outcomes (Becker, 2007). As we have shown,
explaining the ‘resident outcomes’ we uncovered is more complex than this.
At present we are not aware of an adequate theoretical framework that can be
used to explain how different factors work together in a group home to produce
the hoped-for outcomes. The conceptual work still required to do this is beyond
the capacity of the Making Life Good in the Community project26. What we have
tried to do is illustrate how certain factors might relate to one another in real-life
settings.
It is important to understand that the factors do not work in an incremental way.
That is to say, we should not expect the addition of a weekly staff meeting to
necessarily lead to an improvement in resident outcomes. The meeting may still
be poorly run, a number of the staff group may not be rostered to attend, and
some incumbents in the direct support position may be struggling in their role.
We have suggested that policy makers must do the necessary work to make the
goal of building inclusive communities clear. Yet this may similarly not lead to an
improvement in resident outcomes. The related operational policies and practice
guidance may simply gather dust on a shelf in a group home office, and never be
the topic of conversation in house or supervision meetings. Training may be
given, but in the absence of any learning transfer, the prerequisite knowledge and
skills may ‘remain in the classroom’.
It is the presence of combinations of variables, working together in a critical way,
that produce the outcomes we want. Becker (2007) calls this a multiplicative
analysis. Important factors are only effective when they operate in concert. A
weekly house meeting has an effect, but only if the meeting is well led, the entire
staff team are present, the content is relevant, minutes are taken, action points
are recorded, and so on. In the absence of all or some of these factors, the
weekly staff meeting may serve little purpose. At the moment we do not know
what combination of factors have to be present to produce the hoped-for
outcomes. Nor do we know whether more than one combination of factors can
realise the same outcomes. This is obviously not helpful to organisations that
need to focus resources and implementation efforts. In the meantime, they must
rely on heuristics, such as Figure 2, and organisational knowledge to guide them.

26

To this end, we have submitted an application to the Australian Research Council to develop such a
theoretical framework.
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However, this does suggest that in order to produce better outcomes
organisations must attend not only to structure and agency, but also the way that
factors operate together. Our findings from the five focal houses have exposed
some limitations in the Department’s organisational structures, and these need to
be attended to by addressing the recommendations in the earlier reports and in
Table 10. This may not be possible in the ‘real world’, where there are
constraints; but we should not be surprised if future evaluations reveal
disappointing outcomes if we elect to build our organisations on less than optimal
foundations.

Practice leadership and autonomy
One course of action is to try and reduce the agency of the direct support staff
who are not acting congruently with the formal practice requirements. Of all the
issues that we have discussed, the concept of practice leadership, exercised
primarily through the house supervisor, seems to have significant potential. It is a
useful example that illustrates how structures enhance or limit autonomy, but
also how we need to pay attention to the combination of factors if practice
leadership is to work.
We have made the point that very few direct support staff begin their
employment with all the KSAOs they require to be proficient employees. They do
not always receive the required ‘training’ to bridge the gap between actual and
desired performance. At the moment, too many direct support staff have too
much autonomy to interpret and apply rules and procedures. This is one reason
why clear policies and procedures will not automatically give management greater
control of front-line practice. The current organisational structures establish the
conditions for autonomy.
In addition, the existing structures challenge the most competent house
supervisor to be an effective practice leader. The roster may be structured in such
a way that house supervisors cannot satisfactorily observe direct support staff. A
house may not have space on the roster for a house meeting at all. There may be
no time on the roster for planned formal supervision. We can begin to put in place
the chain of factors that need to be in place to achieve good outcomes. Yet, even
if these things are in place, with an underperforming house supervisor, they may
make no difference to resident outcomes at all.
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Minimum acceptable standards: As good as it gets?
Our final diagram, Figure 12, shows the actual resident outcomes mapped against
Maslow’s ‘hierarchy of needs’ (in Glassman, 1995). In many ways, the bottom
two levels in the pyramid, the ‘physiological’ and ‘safety’ needs, represent an
‘unspoken’ or ‘unofficial’ minimum acceptable standard for supported
accommodation services for people with severe and profound intellectual
disabilities. Making sure that people have food and drink, are clean and wellclothed, free from pain and discomfort, and living in decent accommodation
where they are warm and safe, are standards that everyone can agree on. They
are, in many ways, ‘easier’ to achieve. They are often associated with ‘caring for’
people with intellectual disabilities, and it is in these areas that the five focal
houses scored the greater number of notional ‘ticks’.

Figure 12. Actual outcomes mapped against Maslow’s
hierarchy of needs. Adapted from Glassman (1995)
Actual resident ‘outcomes’
 Low levels of meaningful engagement
 Choices at macro-levels made by others
 Limited opportunities for choice-making
at micro-level







Self-actualisation
Esteem

Few ‘close’ relationships
‘Known’ only at the most basic level
Web of ‘inclusionary” and ‘exclusionary’experiences
External activities in groups
Living in ‘distinct social space’
Houses have a ‘service’ rather than ‘homely’ feel

Love and
belongingness
Safety

 Receive variable and inconsistent support
 Privileging of safety
 High-quality material home environments
 Lives highly structured around routines
associated with ‘care’

Physiological

All of the other levels on the hierarchy are harder to achieve for people with
severe and profound intellectual disabilities. For the duration of Making Life Good
in the Community they were the areas that received greater attention. It was in
these domains that ‘outcomes’ were weaker, receiving the greater number of
‘crosses’. Meeting people’s ‘social needs’, through friendships, intimacy, and being
accepted by the Victorian community, requires hard work. Profound intellectual
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disability is not a positively valued characteristic, and so being respected as a
person will not come easily. Notions of self-esteem, confidence and ‘becoming all
that we are capable of becoming’ are difficult concepts to apply to people with
severe and profound intellectual disabilities; and consequently they may be seen
as having no relevance.
A comment from a house supervisor who we encountered during the course of
the research is most telling with regard to whether services can realise good
outcomes in these ‘harder to achieve’ domains. She said:
We do the best we can, one step at a time. First and foremost in the house
the priority is client care. Recreation and other things come along. Client
care is our priority. If there is spare time you can go for involvement.
People should be fit, clean, and comfortable. The other things come after
that (Clement and Bigby, 2008b, p.32).
We argued in the relevant report, as we argue here, that once basic needs are
met, there is no certainty that staff activity designed to meet higher needs will
simply ‘come along’. This will require organisations to address the issues we have
discussed during the course of Making Life Good in the Community. Unless we
can attend to these issues, then for many people with intellectual disabilities,
these actual outcomes may be ‘as good as it gets’. The hoped-for outcomes will
remain aspirational and the possibilities offered by group homes will remain
unfulfilled.
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Afterword – Disability Services Division
The Disability Services Division welcomes this final report of the Making Life Good
in the Community Project, which considers practice in group homes during a point
of critical transition for people with a disability relocating from an institutional
setting.
The report helps us to better understand culture and practice change that
supports more individualised support approaches.
The report reinforces the challenges in supporting people with severe and
profound disabilities, and highlights the importance of creating a culture and
practice that promotes and enables opportunities and experiences for people with
a disability to participate in the community. The report also helps us better
understand the barriers to, and opportunities for, inclusion.
The recommendations address diverse matters and acknowledge the importance
of whole of government collaboration.
Some of the report’s recommendations highlight issues which have action plans to
address them already in place, including:


the ongoing improvements to the practice requirements for Disability
Accommodation Services outlined in the Residential Services Practice Manual



the continued rollout of the person centred active support practice framework



the introduction of the Quality Framework for Disability Services



the introduction of a program of cyclical internal service review, called
Promoting Better Practice



the introduction of Independent Monitoring from 2009.

Other recommendations have, and will continue to be, considered in Disability
Services’ business planning cycle for continuous improvement in Disability
Accommodation Services. The Division is also already planning the review of the
house supervisor role as part of the Enterprise Bargaining Agreement
implementation.
The Quality Framework for Disability Services in Victoria promotes a culture of
continuous improvement across the disability sector. Effective implementation of
the framework will assist service providers to support people with a disability to
experience the same outcomes that are valued by the broader Victorian
community. The evidence indicators in the framework are well aligned with the
recommendations contained in this report.
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The introduction of Person Centred Active Support as the required practice
framework in Disability Accommodation Services is aimed at enriching the quality
of life of people with a disability living in group homes. Staff are supported to use
every available daily opportunity to actively promote people’s:


participation in household and community activities



relationship-building with other people



choice in all aspects of decision-making that affects them



dignity and respect in all aspects of their lives



skills that are used and developed to create achievement.

The nature of the skilled staff support provided is identified through a person
centred planning approach.
Over time there is an increasing requirement for the disability support industry to
adapt to a changing environment in the provision of support for people with a
disability. This support depends on building and maintaining a workforce that has
a broad range of skills and capabilities, resilience, and an individual and
community focus.
A Disability Workforce Planning and Development Strategy is being developed and
will be finalised in late 2008. A number of recommendations in the ‘Making Life
Good in the Community: As good as it gets?’ report have been considered within
the context of the four key priorities identified in this draft strategy, including:


Priority 1 – Strategic approach to workforce improvement



Priority 2 – Attracting workforce



Priority 3 – Designing attractive work arrangements



Priority 4 – Learning, development and support

In 2002 the department commenced a comprehensive regime of workforce
capacity building activities including:


the development and implementation of a detailed recruitment program



the development of job related competency sets and competency based
position descriptions



a statewide traineeship program which established the Certificate IV in
Disability Work as the minimum competency requirement



the implementation of a range of learning programs for both direct support
staff and supervisors and managers.
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In recognition of the key role house supervisors and managers play in the
provision of high level support for people with a disability, a range of leadership
and management development programs have also been implemented statewide. These include frontline manager training, training in competencies from the
Advanced Diploma in Disability Work, New Supervisor Induction training plus
region specific leadership activities for house supervisors.
As part of the Kew Residential Services redevelopment strategy, a specific
approach was implemented and managed locally. This approach, which aimed to
meet the specific learning needs of KRS staff, was not necessarily reflective of the
broader activities occurring state-wide.
Disability Services is committed to the coordination and delivery of continuous
improvements in service quality, business systems, and the adoption of best
practice.
Disability Services would like to acknowledge this report as a valuable
contribution to highlighting issues for consideration in current and future planning
for continuous focus on delivering individualised support to people with a
disability.

Disability Services Division,
September 2008
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