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Good Afternoon Senator Gerratana and Representative Ritter.  We appreciate the opportunity to 
testify on Raised Bill 1088, An Act Concerning Services for Individuals with Intellectual 
Disability and thank the Committee for raising this very important bill.   
 
As articulated in the Developmental Disability and Bill of Rights Assistance Act “Disability is a 
natural part of the human experience that does not diminish the right of individuals with 
developmental disabilities to enjoy the opportunity to live independently, enjoy self–
determination, make choices, contribute to society, and experience full integration and inclusion 
in the economic, political, social, cultural, and educational mainstream of American society.”  
For members of the disability community this means, among other things, making choices for 
yourself; living in a home of your own; a real job for real pay and the opportunity to be a 
member of a work community; participating and being valued as a member of your community; 
freedom to worship and be a member of a faith community of your church. 
 
The Office of Protection and Advocacy for Persons with Disabilities (P&A) is a legally based 
advocacy organization that works to protect the civil and human rights of persons with 
disabilities in Connecticut.  Since the late 1980s, P&A staff and contractors have provided 
advocacy representation for C.A.R.C. v. Thorne class members as they moved out of Mansfield 
Training School and into community settings.  For the past 12 years, agency staff and contractors 
have also advocated for residents of Southbury Training School, including residents leaving STS 
as a result of the Messier v. Southbury Training School consent decree.  The following are 
lessons learned from our advocacy: 

 A plan to eliminate intermediate care facilities (ICF) and move people with 
intellectual disability out of institutions and into community settings is long overdue 
and it is the right thing to do.  The Americans with Disabilities Act and the Olmstead 
decision affirm the right of people with people with intellectual disability to live in the 
community with appropriate supports and services.  Living in the community provides 
opportunities for choice, freedom and belonging that cannot be found in an institutional 
environment.    
 

 It is possible to close institutional environments successfully – Fourteen (14) states 
have successfully closed all intermediate care facilities.  Connecticut has the ability to be 
the 15th state.  Let’s finish what we started more than 20 years ago when Connecticut 



successfully closed Mansfield Training School and the class members thrived as 
members of their communities.  Even today, class members continue to live in their 
communities having benefitted from twenty years of experience that would not have been 
possible if they had continued to live in the institution.  I have attached a brief story about 
“Rachel” and her life since leaving Mansfield Training School.   
 

 The plan to close the intermediate care facilities must be developed with an 
established closure date for the facilities.  In its current form, Raised Bill 1088 does not 
call for the closure of the facilities by any particular date.  The consent decree in 
C.A.R.C. v. Thorne included a closing date for Mansfield Training School, allowing 
families to move forward with the process of planning for properly supported placements 
in community homes.  The Messier v. Southbury Training School settlement does not 
include a closing date and approximately 200 families are in a holding pattern. These 
families need a closure date to enable them to move forward with planning a move to the 
community.  P&A respectfully requests that the Public Health Committee amend RB 
1088 to include a closure date of June 30, 2020 for all intermediate care facilities in 
Connecticut. 
 

 All residents of intermediate care facilities benefit from placement in community 
settings.  You have probably already heard many of the fears (see Attachment 2) 
surrounding deinstitutionalization, such as individuals with severe disabilities cannot be 
served effectively in community settings and that because of the severity of the disability 
their lives do not change when they move into the community.  The reality is that these 
fears are myths and the reality experienced by this agency is that everyone, regardless of 
the severity of disability, can move to a community setting.  The lives of Mansfield 
Training School class members were enriched after they left the training school as they 
became members of their communities, reunited with families, began living in homes of 
their own, experienced real work and joined faith communities.  Southbury Training 
School residents who moved as a result of the Messier settlement, have also found 
success in the community. Attachment 3 is a brief story about Nilda, a former Southbury 
Training School resident who moved to a new home in the community within the past 
year.  

 
Thank you again for the opportunity to comment on Raised Bill 1088, An Act Concerning 
Services for Individuals with Intellectual Disability.  P&A urges the Committee to amend the 
Bill to add a June 30, 2020 closure date for all intermediate care facilities in Connecticut.  Let’s 
make Connecticut the 15th state to close its institutions! 



Attachment 1 

Rachel (not her real name) 

Rachel was born in 1962 in Manchester, Connecticut.  She was placed at Mansfield Training School 

(MTS) at 2 ½ years old.  She had very little family contact during her years at MTS.  Her behaviors 

escalated over time and her quality of life suffered as a result.  In May 1991, she moved into a 

community living arrangement in Coventry, Connecticut. 

A move into the community opened Rachel’s world in amazing ways.  She was able to reconnect with 

family and explore personal preferences in a manner that was inconceivable prior to the move.  Rachel 

let her staff and family know that she enjoyed being well groomed, dressing up, wearing make‐up, nail 

polish, perfume and jewelry.  As her personality emerged, she was able to decorate her own room to 

her taste and display her wardrobe and possessions.  Musical preferences were explored and Rachel 

became an active member of her household and community. 

Most importantly, she was reconnected with her family.  She presently continues to visit with her mom 

and brothers once or twice a month, spending most of the holidays with her family.  She is now a 

member of her mother’s church and her pastor comes out and visits with her every two weeks.  She is a 

charming individual who is most often happy and smiling, an amazing difference from the behaviorally 

challenged young woman who moved into her home in 1991. 

Since Rachel’s charming personality has emerged, staff respond to her in ways unthinkable when she 

resided in the institution.  They have had jewelry parties at the home, where staff and friends come and 

share evenings of laughter and shopping.  Staff regularly save magazines for Rachel so she can peruse 

the latest fashions.  Mom especially has been made welcome in this environment and is welcomed in 

her daughter’s home.  Over the years, mom’s regular visits include pizza dinners and movies and, 

especially, a new found camaraderie with her daughter.  Rachel has been included in formal family 

portraits and is now a present member of her family, for the first time in her life. 

Rachel enjoys going to camp each summer and is now able to laugh at jokes and participate in activities 

with peers.  A huge change from the behavioral challenges she faced years ago.   

Rachel is a living example of the difference a community placement can make in the life of an individual 

with severe intellectual disability who is given the chance to be a part of her family and community. 



Attachment 2 

 

Deinstitutionalization: Unfinished Business 

National Council on Disability Report  

October 2012 

 

Excerpt of Myths about Myths and Realities about Deinstitutionalization 

 

Full report can be found at: 
 http://www.ncd.gov/publications/2012/Sept192012/ 

 

Myth 1. Serving “Difficult to Serve” Populations 

Statement of Myth 

Some institutions must remain open to provide residential and therapeutic services for 

populations that are the most difficult to serve in the community, including people who 

are medically fragile, those who are dually diagnosed with ID/DD and mental illness, 

and those who are involved with the criminal justice system.  

Statement of Reality 

Eleven states have succeeded in closing all their state institutions and have developed 

a variety of approaches to provide necessary services and supports in community 

settings for all populations. These approaches include PCP that integrates ID/DD 

supports with medical or psychiatric care, crisis teams, short-term stabilization services, 

and specialized housing.  

 

Myth 2. Severity of Disability 

Statement of Myth 

People who are currently housed in institutions are more severely disabled than those 

who live in the community, and no evidence shows that they can be served effectively in 

the community. 



Statement of Reality 

More people with extensive support needs are served in the community rather than in 

institutions, demonstrating that all people with ID/DD can be served effectively in the 

community. While many people in institutions have very significant impairments and will 

require extensive supports to live in the community, many people with the same level of 

impairments are already successfully receiving those supports in the community. Many 

are living with families, with few paid supports. 

 

Myth 3. Cost Comparison by Setting 

Statement of Myth 

Closing an institution and moving its residents into the community does not save money.  

Statement of Reality 

The average cost of residential services varies dramatically by type of setting. In 2009, 

the average annual per capita expenditures were as follows:i 

 Large state institutions—$196,735 

 ICF/DDs (including private institutions and smaller ICF/DD settings)—$138,980 

 Home and community-based services—$43,969 

On the basis of these figures, it might seem that moving residents from large state 

institutions to home and community-based services would save more than $150,000 per 

capita. However, because these figures are average costs calculated across all people 

residing in each setting, and the average level of need of people in institutions is higher 

than that of people currently living in the community, the actual savings are somewhat 

lower and vary significantly by state.  

A number of studies show that although community-based services may be more 

expensive for a small number of people, closing an institution yields cost savings.ii  

However, there is a risk in framing the deinstitutionalization debate as a cost issue 

rather than an issue of civil rights and quality of life. Although cost savings can motivate 

state legislators in the short run, the media may represent the decision as unwillingness 

to spend funds necessary to care for our most vulnerable citizens.  



Myth 4. Funding of Services and Supports 

Statement of Myth 

The major funding source for services to people with ID/DD are state taxes and local 

levies. Each state chooses the programs, services, and supports it will make available 

to people who live in institutions and those who live in the community. 

Statement of Reality 

Funding for services for people with ID/DD comes from a variety of sources, but 

Medicaid pays the lion’s share. In 2009, Medicaid, with a combination of state and 

federal dollars, accounted for 76 percent of the $53.2 billion of public expenditures on 

services for people with ID/DD. The bulk of these expenditures are paid through the 

ICF/MR program and the HCBS waiver program.iii The states’ decisions about how to 

spend funds on Medicaid-eligible people are strongly influenced by Medicaid rules.  

 

Myth 5. Community Capacity and “Waiting Lists” 

Statement of Myth 

There is no room in the community-based service systems for people who are currently 

in institutions. Waiting lists are a testament to that reality. 

Statement of Reality 

People with ID/DD who are leaving institutions are entitled to HCBS waiver program 

services and supports, which must be made available in the community. The necessary 

services and supports are identified during discharge planning. Even though almost all 

states have waiting lists for services, the people who are leaving an institution do not 

compete with those on the waiting list. Waiver services, including residential supports, 

can be developed more quickly than institutional care; therefore, once funding is 

available, services can be quickly put into place.  

 

Myth 6. Benefits of Community Living 

Statement of Myth 

The lives of people with ID/DD do not change significantly when they leave the 

institution and move into the community. 



Statement of Reality 

Life in the community provides the possibility for “freedom, dignity, and a sense of 

belonging” that is not possible in an institutional setting.iv  

 

Myth 7. Institutional Closure and the Impact on the Economy 

Statement of Myth 

We should keep institutions open to retain good jobs in the small towns and rural areas 

where many of them are located.  

Statement of Reality 

People with intellectual and developmental disabilities have a right to live in a setting of 

their choice; the impact of their choice on the economy of an area that houses an 

institution is not their responsibility. Moreover, with proper planning, states can mitigate 

the economic impact of closing institutions.  

 

Myth 8. Mortality 

Statement of Myth 

People with ID/DD who live in the community will experience higher mortality than those 

who receive care in an institutional setting.  

Statement of Reality 

The mortality rate of people with ID/DD is a function of quality of care and the availability 

and quality of services and supports, not the setting in which they receive care.  

This myth is based on a 1998 study by O’Brian and Zaharia that statistically analyzed 

the mortality rate of people who were transferred out of institutions in California between 

1993 and 1999. Their methodology and findings have been discredited by numerous 

other researchers, who have found no increase in mortality rates as a result of moving 

out of institutions.v  



Myth 9. Olmstead and Choice 

Statement of Myth 

The Supreme Court ruling in Olmstead guarantees people the option to choose, 

including the right to choose an institution. 

Statement of Reality 

The Olmstead decision was intended to ensure that people with disabilities have the right 

to treatment in the “most integrated setting appropriate to [their] needs.” In most of the 

recent lower court decisions addressing the issue, the courts generally agreed that the 

ADA’s antidiscrimination position does not provide an actionable right to institutional care.  

i. Lakin et al., 2010.  

ii. Stancliffe et al., 2005. 

iii. D. Braddock, R. Hemp, M. C. Rizzolo, Haffer, E. S. Tanis, and J. Wu (2011). The 
State of the States in Developmental Disabilities (8th edition) (Denver: University of 
Colorado, Coleman Institute for Disabilities).  

iv. Gelser, 2010. 

v. K. F. O’Brian and E. S. Zaharia (1998). Is it Life Threatening to Live in the 
Community? Commentary. Mental Retardation. October 1998. 
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