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Abstract

Continuity and security includes people with intellectual and developmental disabilities (IDD)
not only having resources to meet their basic needs, but also includes the amount of change and
disruption people have in their lives and the control they have over that change. We explored the
impact of continuity and security on people with IDD’s (n = 325) quality of life by analyzing
Personal Outcome Measures interviews. Continuity and security not only significantly increased
overall quality of life, it also positively impacted two-thirds of the different outcomes, ranging
from health to relationships to rights. A stronger community infrastructure is needed to promote
the continuity and security, and, by extension, quality of life of people with IDD.

Keywords: continuity and security; people with intellectual and developmental disabilities (IDD);
direct support professional turnover; quality of life
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Continuity and security includes people with intellectual and developmental disabilities (IDD)
not only having the resources to meet their basic needs, but also includes the amount of change
and disruption people have in their lives and the control they have over that change, especially as
compared to nondisabled people (The Council on Quality and Leadership, 2017). People with
disabilities not only have less economic security and are more likely to live in poverty than
nondisabled people (Pinilla-Roncancio & Alkire, 2021) — financial insecurity hinders the
continuity and security of people with IDD — the government services people with IDD receive
also significantly impact their health, quality of life, and continuity and security (Burns, 2009).
For example, for people with IDD the period between secondary education and adult services is
often referred to as a “transition cliff” (Podmostko, 2007) because of a lack of continuity in
services. In fact, people with IDD’s “dependence on [human service] organization[s] often links
changes in people’s lives to organizational changes” (The Council on Quality and Leadership,
2017, p. 25).

Due to an underfunded service system, and the resulting lack of resources and funding,
and DSP turnover, many IDD service providers struggle to adequately support people with IDD
(ANCOR Foundation & United Cerebral Palsy, 2021; Friedman, 2020). The Centers for
Medicare and Medicaid Services (CMS) notes,

appropriate and timely provision of home and community-based services can

delay or prevent institutionalization, improve quality of life, and keep long-term

care costs lower... But success in implementing these options depends upon

having a sufficient the labor supply. (Robbins et al., 2013, p. 2)
Direct support professional (DSP) turnover is a barrier to community integration (American

Network of Community Options and Resources, 2014; Britton Laws et al., 2014; Smergut, 2007;
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Venema et al., 2015). People with IDD’s health and quality of life is also significantly hindered
by DSP turnover (Friedman, 2018a, 2021b). In fact, people with IDD who experience DSP
turnover are 6.3 times less likely to have continuity and security (Friedman, 2018a).

In particular, people with IDD with higher support needs, including those with behavior
support needs — who are already at higher risk for reinstitutionalization (Lulinski, 2014; Mansell,
2006) — are more likely to experience DSP turnover (Friedman, 2018a), thereby further
threatening their continuity and security. In addition, people with IDD who live in congregate
and larger settings are more like to experience DSP turnover than people who live in their own
homes or with family (Friedman, 2018a). People with IDD in congregate settings also have
fewer choices about where and with whom they live (Friedman, 2020), thereby making them
more dependent on the service system and more vulnerable to disruptions in continuity and
security as a result.

As a result of the many factors which can hinder the continuity and security of people
with IDD, the aim of this study was to explore the impact of continuity and security (or lack
thereof) on people with IDD’s quality of life. To do so, we analyzed secondary Personal
Outcome Measures (POM) interviews conducted with 325 people with IDD to determine the
relationship between continuity and security and people with IDD’s overall quality of life, as
well as each individual outcome area.

Methods
Measure
The POM (The Council on Quality and Leadership, 2017) is a person-centered quality of life tool
used in human services, most commonly with people with IDD. The POM includes 21 quality of

life indicators (outcomes): people are safe; people are free from abuse and neglect; people have
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the best possible health; people experience continuity and security; people exercise rights; people
are treated fairly; people are respected; people use their environments; people live in integrated
environments; people interact with other members of the community; people participate in
community life; people remain connected to natural support networks; people have friends;
people have intimate relationships; people decide when to share personal information; people
perform social roles; people choose where and with whom to live; people choose where to work;
people choose services; people choose personal goals; and, people realize personal goals.
Administration of the POM occurs in three stages. First, the interviewer has guided, in-
depth open-ended conversations with the person receiving support about each of the indicators.
Second, the interviewer speaks with someone who knows the person with IDD and about their
organizational supports and outcomes. Finally, if needed, the interviewer may observe the
participant in various settings or review records if more information is needed; otherwise, the
interviewer completes decision-trees using the data gathered to determine if each of the 21
outcomes are present (1) or not (0). The POM has construct validity (Friedman, 2018b); in
addition, all interviewers are required to pass reliability tests with at least 85% agreement with
expert interviewers prior to being certified.
Data and Participants
This study was an analysis of secondary POM data; as such, our institutional review board (IRB
(human subjects research ethics approval)) determined it was exempt from review. The data were
originally collected between March 1, 2020 and May 6, 2021 from organizations, including
local, county, and state governments, that provide human services to people with IDD. The
sample includes a total of 325 people with IDD. The average age of people with IDD in our

study was 45.4 (SD = 15.5). Most participants where White (74.9%) and primarily
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communicated through verbal/spoken language (87.1%; Table 1). Approximately half of
participants (52.3%) were men. Approximately one-quarter of participants (22.8%) had
comprehensive behavior support needs (requiring 24-hour supervision due to risk of harm),
while fewer (16.0%) had complex medical support needs (12+ hours of skilled nursing care). The
most common decision-making authority was full/plenary guardianship (46.3%), with fewer
people having independent decision-making (31.4%), or assisted decision-making (22.3%). The
most common residential type was provider owned/operated homes (46.0%), with fewer people
living in their own home (26.4%), family homes (18.6%), and ‘other’ settings (9.0%).
The participants had an average of 9.4 (SD = 4.2) total quality of life outcomes present

(out of 20). The most present outcomes were: people are safe (81.2%); people choose personal
goals (65.5%); and, people have the best possible health (64.0%; Table 1). The least present
outcomes were: people participate in the life of the community (25.5%); people choose services
(28.9%); and, people have friends (35.7%).
Variables
The main variable utilized in this study was “people experience continuity and security” from the
POM. Following the interview process, suggested questions for the open-ended discussion with
the person with IDD about continuity and security include:

e “How long have your support staff worked with you?

e Do you have the consistency you need in the staff who work with you?

e What would cause you to make changes in your current situation?

e I[s there anything you do not want to change?

e What is your source of income?
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e Do you have enough money to pay expenses (food, rent, clothing, health care, insurance,
transportation, leisure activities)?
e How do you protect your personal property and other resources?
e Are there things you have to do without? If so, what are they and why can’t you have
them?
e Is your financial situation acceptable? If yes, why? If no, what do you want to change?
e Have you experienced any changes?
e How do you feel about these changes?”” (The Council on Quality and Leadership, 2017,
p. 26)
Suggested questions for the open-ended discussion with the person who knows the person with
IDD well include:
e “What does the person consider to be important issues that would affect his or her

continuity and security?

Does the person feel secure in his or her living and working situations?

Does the person feel secure financially?

What has the person told you is important for continuity and security?

If the person has indicated concerns, what are they and what was done about them?”” (The
Council on Quality and Leadership, 2017, p. 26)
Utilizing all of the data gathered, the interviewer completes the following decision-tree
probes:

e “Does the person have economic resources to meet his or her basic needs?

e Have changes occurred over the past two years in any of the following areas: change in

place of residence; change in roommate/housemate; change in employment/employer;
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change in other daytime activities; change in relationship status; change in guardian;
change in natural support network; change in provider organization; change in direct
support staff; change in financial resources available; other changes important to the
person?
e  Who was responsible for the change (person, guardian, family, provider, employer, or
other)?
e Is the control over changes similar to that exercised by other people?” (The Council on
Quality and Leadership, 2017, p. 27)
For the outcome to be considered present (1; not present (0)): the person must have economic
resources to meet their basic needs; their control over changes must be similar to people not
receiving services; changes must be due to the person’s informed personal choice; changes must
not have had an impact on people’s lives; and, the changes must have been planned in advanced
to minimize the disruption (The Council on Quality and Leadership, 2017). Decision-trees for the
other outcomes are available at The Council on Quality and Leadership (2017).
Analysis
People with IDD’s continuity and security was first examined using descriptive statics. We then
utilized a linear regression model to explore the relationship between continuity and security
(independent variable (IV)) and total quality of life outcomes (present sum out of 20; dependent
variable (DV)); while doing so, we controlled (CV) for all participant demographics. To examine
the impact of continuity and security on each of the individual outcomes, we conducted a series
of logistic regression models with continuity and security as the IV and each of the 20 different
outcome areas as the DV in different models; participant demographics served as the CVs in

each model.
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Results
Of the people with IDD in our sample, 35.2% o experienced continuity and security, while
64.8% did not experience continuity and security (Table 2). Most people (94.7%) had the
economic resources to meet their basic needs. The most prevalent changes in people’s lives
within the past two years were changes in: activities (63.6%); support staff (62.8%); roommates
(38.3%); and, residence (29.4%; Table 2). Less than half of people with IDD (38.7%) had control
over the changes in their lives similar to that exercised by other people.
Impact of Continuity and Security on Overall Quality of Life
We utilized a linear regression model to explore the relationship between continuity and security
and overall (total) quality of life outcomes, while controlling for participant demographics. The
model was significant, F (13, 218) = 7.45, p < 0.001, R’ = 0.32. According to the model (Table
3), people with IDD who experienced continuity and security had a significantly higher quality
of life than people with IDD who did not experience continuity and security. Controlling for
participant demographics, people with IDD who did not experience continuity and security had
6.77 outcomes present (out of 20; 33.9%), while people with IDD who experienced continuity
and security had 10.90 outcomes present (54.5%).
Impact of Continuity and Security on Different Qutcome Areas
We also explored the relationship between continuity and security, and each of the 20 different
areas of quality of life. To do so, we used binary logistic regression models with each of the 20
different outcomes as the DV for each model, and continuity and security as the IV, and
demographic variables as the CVs. Findings revealed continuity and security significantly
increased the likelihood of 14 of the 20 outcome areas being present: people are free from abuse

and neglect; people have the best possible health; people exercise rights; people are treated
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fairly; people are respected; people use their environments; people live in integrated
environments; people interact with other members of the community; people participate in the
life of the community; people are connected to natural support networks; people have friends;
people decide when to share personal information; people choose where and with whom to live;
and, people choose services.

Controlling for all demographics, people with IDD who experienced continuity and
security were 2 times more likely to live in integrated environments (Table 4). The probability of
people with IDD living in integrated environments was 53.8% when they experienced continuity
and security compared to 34.3% when they did not experience continuity and security. People
with IDD who experienced continuity and security were 3 times more likely to: be free from
abuse and neglect; interact with other members of the community; participate in the life of the
community; and be connected to natural support networks. For example, when people with IDD
experienced continuity and security the probability of being free from abuse and neglect was
63.5% versus 38.3% when they did not experience continuity and security. People with IDD who
experienced continuity and security were 4 times more likely to: use their environments; have
friends; have the best possible health; be respected; decide when to share personal information;
choose where and with whom to live; and choose services. For example, the probability of
having friends was 44.1% when people with IDD experienced continuity and security and 16.0%
when they did not experience continuity and security. People with IDD who experienced
continuity and security were 5 times more likely to be treated fairly. When people with IDD
experienced continuity and security the probability of being treated fairly was 65.5% compared
to 29.3% when they did not experience continuity and security. People with IDD who

experienced continuity and security were 6 times more likely to exercise rights; the probability of
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exercising rights was 17.1% when people with IDD did not experience continuity and security,
compared to 55.5% when they did experience continuity and security.

Discussion
The aim of this study was to explore how continuity and security impacted people with IDD’s
quality of life. Our findings revealed, regardless of their demographics, people with IDD who
experienced continuity and security had almost double the quality of life outcomes present than
people with IDD who did not experience continuity and security. In fact, continuity and security
positively impacted two-thirds of the different outcome areas, ranging from health to
relationships to rights to control over ones’ life.

In addition to increasing quality of life more broadly, continuity and security is a social
determinant of health — “conditions in the environments in which people are born, live, learn,
work, play, worship, and age that affect a wide range of health, functioning, and quality-of-life
outcomes and risks” (United States Office of Disease Prevention and Health Promotion, n.d.,
n.p.). For example, one study found continuity and security was associated with a 66% decrease
in emergency department visits among people with IDD (Friedman, 2021c¢). In our study,
continuity and security significantly increased the probability of people with IDD having the best
possible health (from 61.6% to 87.0%).

Our findings also suggest continuity and security helps facilitate people with IDD’s
control over their lives and services. For example, people with IDD who experienced continuity
and security were 4.4 times more likely to choose where and with whom to live than people with
IDD who did not experience continuity and security. This increase in choosing where and with
whom to live likely has a ripple effect as people with IDD are more likely to prefer

individualized settings, such as living in their own homes or with family, which are associated
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with better outcomes (Friedman, 2019, 2020, 2021a; Hemp et al., 2014; Larson et al., 2013). In
fact, person-centered practices and self-determined choices in general are associated with better
health outcomes and quality of life (Beatty et al., 2003; Drum et al., 2005; Infurna et al., 2011;
Schalock, 2004).

While continuity and security increased the likelihood of people with IDD having
choices, it is also important to note that most people with IDD in our study did not have choices,
and choice-related outcomes were some of the least present outcomes. For example, the
probability of people with IDD choosing their services was less than 18% regardless of if they
experienced continuity and security (17.4%) or not (7.5%). While the lack of choices people with
IDD in our study had is concerning, it is unfortunately not uncommon (Friedman &
VanPuymbrouck, 2018). As such, a there must be a concerted effort to expand person-centered
practices.

People with IDD who experienced continuity and security were also more likely to have
and be satisfied with their relationships and be more integrated into their communities. Both
community integration and social relationships improve the quality of life of people with IDD
(Fulford & Cobigo, 2018; Lafferty et al., 2013; Petrina et al., 2014; Petrina et al., 2016; Ward et
al., 2013). Conversely, a lack of continuity and security makes it more difficult to build and
maintain lasting relationships. Promoting the continuity and security of people with IDD may be
one such way to facilitate the integration and relationships of people with IDD. Doing so is
particularly important as people with IDD are more likely to be isolated, lonely, have fewer close
friends and romantic partners, and see their friends less, largely due to a lack of opportunities for
creating and maintaining relationships (Fulford & Cobigo, 2018; Petrina et al., 2014; Petrina et

al., 2017; Pottie & Sumarah, 2004).
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Continuity and security, especially less DSP turnover, may also lead to stronger
relationships between people with IDD and DSPs. Stability and consistency of DSPs will lead to
DSPs being more likely to know the person’s wants and needs, better suited to help facilitate
their services in person-centered ways, and less likely to make assumptions about what people
are ‘capable’ of. These changes, in addition to the increased control over one’s life associated
with continuity and security, may be why continuity and security was associated with people
with IDD being more likely to exercise their rights, for example. In our study, regardless of their
demographics, when people with IDD experienced continuity and security, the probability of
them exercising rights increased from 17% to 56%. While an increase in rights and treated fairly
is certainly beneficial, the fact that a lack of continuity and security hindered people’s rights is
also concerning given the inherent nature of rights. As a result of this important and multifaceted
relationship, we believe more research should be conducted to explore the complex interplay
between continuity and security, and people with IDD exercising rights.

Implications

To promote people with IDD’s quality of life, efforts must be made to facilitate people with
IDD’s continuity and security. Not only did only 35% of the people with IDD in our study
experience continuity and security, only 39% had control over the changes in their lives to a
similar degree as other people. The instability that comes with a lack of continuity and security
can lead to increases in adverse mental and behavioral health symptoms (American
Psychological Association, 2020; Centers for Disease Control and Prevention, 2020). As
suggested by this study, it can also reduce people with IDD’s quality of life, including the
choices they have about their lives, the ways they integrate into their communities, their ability

to exercise their rights, and many more.
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The IDD service infrastructure is underfunded and fractured (ANCOR Foundation &
United Cerebral Palsy, 2021). As a result of the important role DSPs play in promoting the
health, safety, and quality of life of people with IDD (Friedman, 2018a, 2021b), as well as the
DSP turnover ‘crisis’ that has existed for decades, the DSP workforce must be stabilized. To do
so, proposed strategies include increasing reimbursement rates and wages for DSPs, increasing
training for DSPs, recognizing the profession as a Department of Labor standard occupation
classification, and the professionalizing the workforce (Bogenschutz et al., 2014; Keesler, 2016;
Micke, 2015; National Alliance for Direct Support Professionals, 2013, n.d.; Robbins et al.,
2013; Smith et al., 2019).

Given almost 40% of people with IDD in our study experienced a change in roommates
and almost 30% changed residences within the last 2 years, structures and systems that promote
affordable, accessible, and stable housing for people with IDD must be strengthened
(McCormick et al., 2019; Schaak et al., 2017). Not only does HCBS play a key role in housing
security for people with IDD, it also facilitates the continuity and security of people with IDD
and of disability service providers; as such, HCBS should also be expanded and strengthened
(ANCOR Foundation & United Cerebral Palsy, 2021; McCormick et al., 2019; Wong, 2020). In
fact, the Autistic Self Advocacy Network (n.d.), The Arc of the United States (2020), and
ANCOR Foundation and United Cerebral Palsy (2021), among others, have called for the HCBS
Infrastructure Act to be passed. The Act:

“would make structural improvements in the HCBS program by investing in

funding to (1) assist states to comply with the HCBS Settings Rule, (2) implement

quality measurement, (3) expand employment opportunities, (4) supercharge

workforce development efforts, (5) promote employment for people with
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disabilities, (6) improve case management, (7) assist states in developing

community housing, and (8) address necessary changes to HCBS to address

COVID-19 risk.” (ANCOR Foundation & United Cerebral Palsy, 2021, p. 18)

Finally, to facilitate continuity and security, disability poverty must be remedied (Pinilla-
Roncancio & Alkire, 2021; Pulrang, 2020; Vallas & Cortland, 2021); disabled journalist Andrew
Pulrang (2020) notes, “money is probably the single most effective and flexible tool for dealing
with any disability. It buys access, security, even respect... it absolutely cushions the practical
effects and complications of ableism” (n.p.).

Limitations

When interpreting this study’s findings, a number of limitations should be noted. All of the
participants were service recipients, which likely impacted their continuity and security. This
was not a random or representative sample. Due to the COVID-19 pandemic, some interviews
may have been conducted virtually rather than in-person as is typical. We did not explore
interactions. This was a secondary data analysis — we did not have the ability to add additional
variables or ask participants follow up questions.

Conclusions

Our findings revealed those people with IDD who did not experience continuity and security had
significantly worse quality of life, both overall and within a wide variety of areas. While
continuity and security alone will not automatically result in a high quality of life, people with
IDD will be hard pressed to have good quality of life without it. A stronger and more stable
community infrastructure is needed to promote the continuity and security, and by extension,

quality of life of people with IDD.
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Table 1
Demographics (n = 325)
Characteristic n %
Gender (n =321)
Man 170 52.3%
Woman 151 47.0%
Race (n =319)
White 239 74.9%
Black 60 18.8%
Other 22 6.9%
Primary communication method (n =319)
Verbal/spoken language 278  87.1%
Other 41 12.9%
Decision-making (rn = 309)
Independent 97  31.4%
Assisted decision-making 69  22.3%
Full/plenary guardianship 143 46.3%
Complex medical support needs (n = 250)
Yes 40  16.0%
No 210  84.0%
Comprehensive behavior support needs (n = 250)
Yes 57  22.8%
No 193 77.2%
Residence (n =311)
Provider owned/operated home 143 46.0%
Own home 82  26.4%
Family home 58  18.6%
Other 28 9.0%
Quality of Life outcomes (present)
People are safe 266  81.2%
People are free from abuse and neglect 160 49.2%
People have the best possible health 208  64.0%
People exercise rights (n = 324) 134 41.4%
People are treated fairly 168 51.7%
People are respected 175 53.8%
People use their environments 195 60.0%
People live in integrated environments 175 53.8%
People interact with other members of the community 117  36.0%
People participate in the life of the community 83  25.5%
People are connected to natural support networks 104 32.0%
People have friends 116  35.7%
People have intimate relationships 115 35.4%
People decide when to share personal information 153 47.1%
People perform different social roles 119  36.6%
People choose where and with whom to live 116  35.7%
People choose where to work 147 45.2%
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People choose services 94  28.9%
People choose personal goals 213 65.5%
People realize personal goals 195 60.0%

Note. Participants could be from more than one race.
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Table 2

Descriptive Statistics

Variable % yes
Continuity and security 35.2%
Person has economic resources to 94 7%

meet their basic needs
Change in (within 2 years):

Activities 63.6%
Support staff 62.8%
Roommate 38.3%
Residence 29.4%
Employment 29.2%
Financial resources 17.3%
Relationship 15.6%
Support network 14.0%
Provider organization 10.0%
Guardian 3.2%
Other 8.8%

Control over changes similar to that

0
exercised by other people 38.7%
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Table 3
Continuity and Security, and Total Quality of Life Outcomes
B [95% confidence
Variable t SE B interval]
Constant 4.20%** 6.77 [3.59 - 9.94]
Continuity and security (ref: not present) 6.82%** 0.41 4.13[2.94 - 5.32]
Control variables
Age 0.67 0.04 0.01 [-0.03 - 0.05]
Woman (ref: man) -1.91 -0.11 -1.06 [-2.15 - 0.03]
Race (ref: White)
Black 2.08%* 0.13 1.50 [0.08 - 2.92]
Other 0.21 0.01 0.26 [-2.12 - 2.64]
Primary communication method: Verbal (ref: other) 1.90 0.12 1.56 [-0.06 - 3.18]
Decision-making (ref: independent)
Full/plenary guardianship -3.05%* -0.22 -2.07 [-3.40 - -0.73]
Assisted decision-making -1.29 -0.09 -1.01 [-2.55 - 0.53]
Complex medical support needs (ref: no) -0.51 -0.03 -0.38 [-1.86 - 1.10]
Comprehensive behavior support needs (ref: no) -0.99 -0.06 -0.68 [-2.03 - 0.68]
Residence (ref: provider owned/operated home)
Own home 1.84 0.12 1.19 [-0.09 - 2.47]
Family home 1.45 0.10 1.25 [-0.45 - 2.95]
Other 0.12 0.01 0.12[-1.91 -2.15]

Note. *p < 0.05. **p <0.01. ***p <0.001.



Table 4
Impact of Continuity and Security on Other Areas of Quality of Life

Predicted probability
Continuity Continuity
and and Odds ratio

security: security: [95% confidence
Model 2LL df 7 R° B Wald No Yes interval]
People are safe 18338 12 1872 0.14 125 570  24.0% 52.5% 3.49% [1.25 - 9.76]
People are free from abuse and neglect 2553 12 48.26*** 0.26 1.03 8.97 38.3% 63.5% 2.79** [1.43 - 5.45]
People have the best possible health 251.81 12 3220%% 0.19 143 1327 61.6% 87.0%  4.18%** [1.94-9.03]
People exercise rights 23148 12 6439%%* 034 180 2546 17.1% 55.5%  6.03***[3.00 - 12.11]
People are treated fairly 26437 12 39.19%%% 022 152 1975  29.3% 65.5%  4.59%**[2.34 - 8.98]
People are respected 264.56 12 39.00%** 022 144 1822 22.1% 545%  4.22%%*[2.18 - 8.18]
People use their environments 25429 12 3636*** 021 135 12.69 19.1% 47.6%  3.84%%%[1.83 -8.05]
People live in integrated environments 25521 12 48.28*** 0.26 0.80 5.20 34.3% 53.8% 2.23*#% [1.12 - 4.45]
People interact with other members of the 555 6o 15 98 10 0.17 111 1076  133%  31.7%  3.03%**[1.56 - 5.86]
community
People participate in the life of the 201.00 12 24.14* 016 116 9.68  9.0% 23.9%  3.20%*[1.54 - 6.67]
community
Ezt"vlv’(lfﬂfsreConne“edtonamrals“pp"“ 22053 12 4230%%* 025 123 12.54  103%  283%  3.41%%%[1.73-6.73]
People have friends 24729 12 25.62* 0.6 142 1769  16.0% 44.1%  4.15%%%[2.14 - 8.04]
People have intimate relationships 254.67 12 30.55** 0.18 0.50 2.26 49.1% 61.4% 1.65[0.86 - 3.17]
People decide when to share personal 251.56 12 SLOI*** 028 146 18.09 42.9%  764%  4.30%%* [2.20 - 8.42]
information
People perform different social roles 250.16 12 25.78* 0.16 0.07 004  13.9% 14.8% 1.07 [0.55 - 2.10]
Ei‘épleChooseWherea“dWIthWhomto 20846 12 68.93%%* 038 148 1423  6.9% 245%  4.37%%%[2.03 - 9.40]
People choose where to work 25721 12 40.78*%* 023 031 084  30.9% 37.9% 1.37[0.70 - 2.66]
People choose services 186.39 12 53.69*** 033 149 15.28 4.5% 17.4% 4.42%** 12,10 - 9.32]
People choose personal goals 230.14 12 41.21*** 0.24 040 1.10 75.4% 82.1% 1.50 [0.70 - 3.20]
People realize personal goals 250.56 12 42.87*%* 024 0.09 0.07  68.9% 70.8% 1.10 [0.55 - 2.18]

Note. *p < 0.05. **p <0.01. ***p <0.001. All models control for participant demographics.



