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INTRODUCTION

This state plan is intended to meet the requirements as set forth
by the Developmental Disabilities Assistance and Bill of Rights
Act, Public Law (P.L.) 100-146, Part B, ‘‘Federal Assistance for
Planning Priority Area Activities for Persons with
Developmental Disabilities.”” Under this Act, federal funds are
made available to states to assist in the development of a
comprehensive system and a coordinated array of services and
other assistance for persons with developmental disabilities. To
receive federal funds under this Act, each state choosing to
participate must submit a state plan. The plan, once approved
by the Secretary of the Department of Health and Human
Services, Washington, DC, provides the basis upon which a
state will participate in programs and activities under Title I,
Part B, of the Act.

The Two-Year Transitional State Plan is a state presentation of its
review of the existing service delivery system for: (a) the
provision of services to persons with developmental disabilities
and their families; (b) a continuing response to priority areas (as
specified in the Act); and (c) the development of a work plan
leading toward the development of a ThreeYear State Plan for
the Fiscal Years 1992-1994.

A special thank you is extended to the members of the
Minnesota Governor’s Planning Council who have had the task
of making difficult decisions and to the many state agency
personnel who have provided the information needed to
assemble this plan.




1.1
What Are Developmental Disabilities?

“‘Developmental disabilities’’ are severe, chronic mental, and/or physical
impairments which occur at an early age; are likely to continue indefinitely; and
have a pervasive effect on an individual’s functional abilities and need for services.

People with developmental disabilities are, first and foremost, people with ability.
They are fundamentally more like the rest of the population than they are different
from it. Without special assistance, however, some people with developmental
disabilities cannot take advantage of the freedoms and opportunities of our society.

In Public Law 100-146, the Developmental Disabilities Assistance and Bill of Rights
Act of 1987, Congress stated its findings as follows:

¢ There are more than two million persons with developmental disabilities in the
United States;

¢ Individuals with disabilities occurring during their developmental period
frequently have severe disabilities which are likely to continue indefinitely;

* Notwithstanding their severe disabilities, these persons have capabilities,
competencies, and personal needs and preferences;

¢ Family and members of the community can play a central role in enhancing the
lives of persons with developmental disabilities, especially when the family is
provided with necessary support services;

® Persons with developmental disabilities and their families often require specialized
lifelong assistance to be provided by many agencies in a coordinated manner;

* Agencies providing both generic and specialized services to persons with
disabilities sometimes overlook or exclude these persons in their planning and
delivery of services;

¢ Public and private employers tend to be unaware of the capability of persons with
developmental disabilities to be engaged in competitive work in integrated
settings;

¢ It is in the national interest to offer persons with developmental disabilities the

, maximum opportunity to make decisions for themselves and to live in typical
homes and communities where they can exercise their full rights and
responsibilities as citizens. [Section 101(a)]

1.1.1
The Federal Definition of Developmental Disability

Public Law 100-146, as amended, the Developmental Disabilities Assistance and Bill
of Rights Act of 1987, defined a developmental disability as:

“A severe, chronic disability of a person which—

* is attributable to a mental or physical impairment or combination of mental and
physical impairments;

® is manifested before the person attains age twenty-two;

* is likely to continue indefinitely;




e results in substantial functional limitations in three or more of the following areas
of major life activity:

self-care,

receptive and expressive language,
learning,

mobility,

self-direction,

capacity for independent living, and

economic self-sufficiency; and
¢ reflects the person’s need for a combination and sequence of special
interdisciplinary, or generic care, treatment, or other services which are of
lifelong or extended duration and are individually planned and coordinated.”
[Section 101(5)]

11.2
Minnesota's Application of the Federal Definition

The Governor’s Planning Council on Developmental Disabilities uses the federal
definition in its Request for Proposal and requires grant recipients to meet that
definition in implementing grants.

1.2
How Many People Have Developmental Disabilities?

The population of persons with developmental disabilities in Minnesota is estimated
at 68,912, This estimate is based on a prevalence rate of 1.6 percent of the state’s
1988 population. The Minnesota Governor’s Planning Council on Developmental
Disabilities uses the 1.6 percent rate in estimating the population with
developmental disabilities based on studies using categorical definitions and various
studies of institutionalized and noninstitutionalized persons. This prevalence rate is
also supported by the special report prepared by the Administration on
Developmental Disabilities (ADD) on the impact resulting from the change in
definition of developmental disabilities under Public Law 95-602, Section 202(6)(2)
[ADD, May, 1981].
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How Do Developmental Disabilities Affect Individuals, Their Families,
and Their Communities?

Over the past 20 years, both society’s view of people with disabilities and the help
offered to individuals and their families have changed. Minnesota statutes and court
decisions document the changes and show a long history of concern for people
who are vulnerable. New principles call for more normal and less “‘institutional”’
program settings, integration with nondisabled people, and citizens participating in
decisions about their lives. These changes are the result of a growing concern for
individual rights, the effectiveness of advocacy groups, and the successes of people
with disabilities in community programs.

Community programs have grown to provide alternatives to placement in large
state-operated facilities. The mere presence of persons with disabilities in
community settings, however, has come to mean a group home, a day program,
paid staff, and limited integration opportunities. In contrast, community




participation, as described by Kiracofe (1985), can mean a real home, a real job, a
real friend, and a real community:

A ‘real bome’ is choosing to live where you want, with whom you want,
and for as long as you want. . . A real home is an expression of the
people who live there. . . A ‘real job’ is paid work, an opportunity to be
productive, and make a contribution. It leads to self worth. . . A ‘real
Jriend’ is a non-paid, non-professional companion, someone who
chooses to spend time with you because they want to. . . Relationships
that lead to friends, networks, and natural supports in the community
are essential. The ‘real community’ is the natural community where all
of us live, participate, and grow in.. . .The real community provides a
sense of security in knowing that you belong. (pp. 6-7)

People with developmental disabilities live, learn, and work in Minnesota
communities with support from special programs and generic or existing services
used by everyone.

Homes in the community should be family-sized, close to transportat‘ion and
services, and provide individual attention to residents. For children with
developmental disabilities, the first choice for a home is with their own families.
The help families need is varied, often short-term, and far less costly than out-of-
home care. In-home supports help keep families together. In Minnesota, some adults
with developmental disabilities live in their own homes or are in Semi-Independent
Living Services (SILS) where they learn skills they need to care for themselves.
Several hundred adults and children live with foster families. Over 4,700 people
live in community Intermediate Care Facilities for Persons with Mental Retardation
(ICFs-MR). Residents of ICFs-MR must have a plan of care and 24-hour supervision.

Implementation of policies derived on an individual approach to providing services
has resulted in a new set of residential, educational, and employment alternatives.
These alternatives are detailed in Section 4.1.1.
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What Is the Developmental Disabhilities Basic State Grant Program?

The Developmental Disabilities Basic State Grant Program is a federally assisted state
program designed:

¢ To assure that persons with developmental disabilities receive the services and
other assistance and opportunities necessary to enable (them) to achieve their
maximum potential through increased independence, productivity, and integration
into the community; (and)

¢ To enhance the role of the family in assisting persons with developmental
disabilities to achieve their maximum potential, [Section 102(b)]

The specific purpose of the Basic State Grant Program, as outlined in Section 121 of
Public Law 100-146, is as follows:

* To assist (states) in the development of a comprehensive system and a coordinated
array of services and other assistance for persons with developmental disabilities
through the conduct of, and appropriate planning and coordination of,
administrative activities, federal priority activities, and a state priority activity, in
order to support persons with developmental disabilities to achieve their
maximum potential through increased independence, productivity, and integration
into the community.




2.1
What Is the Governor’s Planning Council on Developmental Disabilities?

The Minnesota Governor’s Planning Council on Developmental Disabilities is a
planning body composed of 27 members appointed for three year terms with a
maximum of two consecutive terms. Each member is appointed by the Governor
from among the residents of the state of Minnesota.

Membership Criteria: The Developmental Disabilities Act of 1987 (Section 204)
required each state Council to include in its membership representatives of the
principal state agencies, especially those agencies responsible for administering
federal funds under:

® The Rehabilitation Act of 1973 (i.e., the Division of Rehabilitation Services of the
Minnesota Department of Jobs and Training);

¢ The Education of All Handicapped Children Act (i.e., Special Education Section of
the Minnesota Department of Education);

¢ Title XIX of the Social Security Act (i.e., the Minnesota Department of Human
Services);

* Higher education training facilities and University Affiliated Program(s) (i.e., the
Minnesota Institute on Community Integration at the University of Minnesota),
and

® The state protection and advocacy system (i.e., the Minnesota Disability Law
Center).

Other representation comes from local agencies, nongovernmental agencies, and
groups concerned with services to persons with developmental disabilities.

At least 50 percent of the Council membership must consist of persons with
developmental disabilities or parents or guardians of such persons. Of that 50
percent, one-third must be persons with developmental disabilities and another
one-third must be immediate relatives or guardians of persons with mentally
impairing developmental disabilities.

At least one individual must be an immediate relative or guardian of an
institutionalized person with a developmental disability or a formerly
institutionalized person.

The Council is charged with supervising the development of a state plan which
describes the quality, extent, and scope of needed services provided to persons
with developmental disabilities. The Council monitors and evaluates the
implementation of the state plan, and reviews state services plans for persons with
developmental disabilities. (Executive Order 87-9)

2.2
Who Are the Council Members?

Mr. Roger Deneen, Chair
Ms. Maribeth Ahrens

Ms. Anne Barnwell

Ms. Suzanne M. Dotson
Ms. Carolyn Elliott

Ms. Karen Gorr

Ms. Sharron Kathryn Hardy
Ms. Anne L. Henry

Ms. Linda Horkheimer

Ms. Paula H. Johnson

Ms. Michal Jorgens

Ms. Jeannette Kester

Ms. Toni Lippert

Ms. Virginia Marolt

Ms. Carolyn McKay, M.D.
Mr. Bill Niederloh

Ms. Mary O’Hara-Anderson
Ms. Nancy Okinow

Ms. Dorothy Peters, Ed.D.
Ms. Linda Rother

Ms. Janet M. Rubenstein
Mr. Tom Schwartz

Mr. Duane Shimpach

Mr. Edward R. Skarnulis, Ph.D
Ms. Lorrie Ufkin

Ms. Carol Werdin

The state provides assurance that
federal membership requirements
have been met.




Table 1
Minnesota State
Planning Agency

g Agency for the

tal Disabilities Program
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What is the Designated State Administering Agency?

The designated state administering agency is the Minnesota State Planning Agency.
The Developmental Disabilities Council, Human Services Division, is responsible for
providing staff and other administrative assistance to the Governor’s Planning
Council on Developmental Disabilities. See Table 1.

3.2
Who Are the Staft Members?

The administering agency staff includes:

Colleen Wieck, Ph.D.

Executive Director. Ms. Wieck has a Doctor of Philosophy (Ph.D.) degree in
educational psychology (special education). She has worked in the field of
developmental disabilities for 17 years. She has served as executive director for the
Minnesota Governor’s Planning Council on Developmental Disabilities for the past
eight years.

Audrey Clasemann

Office Coordinator. Ms. Clasemann has an Associate of Arts (A.A.) degree in graphic
arts and specialized training in format editing and report typing (technical/statistical
typing). She has been employed by the state of Minnesota for over 17 years and has
been on the staff of the Governor’s Planning Council on Developmental Disabilities
for the past seven years.

RoseAnn Faber

Human Services Planner. Ms. Faber has a Master’s of Social Work (M.SW.) degree
and has worked with the Minnesota Governor’s Planning Council on Developmental
Disabilities for almost 15 years. She is primarily responsible for legislative activities
and for reviewing and making comments on proposed policies.

Ron Kaliszewski

Grants Administrator. Mr. Kaliszewski has a Master’s of Science (M.S.) degree in
community planning and has worked for the State of Minnesota for 25 years. He
has been employed with the Minnesota Governor’s Planning Council on
Developmental Disabilities for almost eight years.

Roger Strand

Human Services Planner. Mr. Strand has a Master’s Degree in Social Work (M.S.W.)
and has worked in the field of developmental disabilities for 24 years. He has
served on the staff of the Governor’s Planning Council on Developmental
Disabilities for over 17 years and is currently responsible for public information,
interagency coordination, and policy analysis.




4.1
What Is the Environment in Which the Developmental Disabilities Program Operates in
Minnesota?

The word ‘“‘change’” best describes Minnesota’s service system for persons with
developmental disabilities and their families. A New Way of Thinking, (1987), a
publication by the Minnesota Governor’s Planning Council on Developmental
Disabilities, described the change:
Over the past several years, we have learned about people with
developmental disabilities, what they are capable of doing, what is
important in their lives, and bow they can be supported in communities.
From what we have learned we are changing our way of thinking and
our way of acting. (p. 2)

As observed by Toni Lippert who is a leading professional and Council member
in the state, the following changes are occurring:

* A shift from expanding system capacity to increasing service quality.

* A move from fixed and predetermined expectations of persons with severe
disabilities to higher and more demanding expectations by the individuals
themselves, their families, and service providers.

* A move from short-term, developmental planning to life-long, functional
planning.

* A move from providing a service continuum with emphasis on ‘“‘special
facilities and programs’’ to seeking a service array that adapts generic
resources by providing the assistance and support as needed.

* A move from a fragmented grouping of separate and independent services
(residential, day training, education) to recognition of the need for a holistic,
interdependent and integrated service system.

* A move from a system of offering models of service delivery to one where it
is possible to create individualized support. ‘ '

* A move from service payment based on facility budgets toward
reimbursement based on vendor performance and individual needs. (Toni
Lippert, personal communication, 1986, in A New Way of Thinking, 1987, p. 2)

Recent events reflect such changes, as highlighted below:

i

Regional Treatment Center Negotiations: On July 28, 1988, the Minnesota
Department of Human Services (DHS) issued a proposal which stated, “‘All
persons with mental retardation or related conditions can be served in the
community. . .It is time to identify the needed resources and plan for the
placement of the remaining (1,494) persons into small, community-based homes.”’

By issuing the proposal, DHS sought to clarify the role of the Regional
Treatment Centers over the next ten or more years, and to complete the process
of moving persons with developmental disabilities into small community homes
while retaining a role for the state in the delivery of services. The proposal was
based on a major premise that Regional Treatment Centers should not be
permanent homes. (DD Information Exchange—State Supplement, September

1988, p. 5)
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Concurrently, the Commissioner of DHS established the Regional Treatment
Center Negotiating Committee to determine the future role and function, if any,
of the Regional Treatment Centers. This Committee concluded its work in
March 1989, and soon thereafter, the 1989 Legislature acted on the proposal.

The final bill contained major provisions for people with developmental
disabilities in the areas of community services, training and habilitation
services, regional crisis management teams, Semi-Independent Living Services
(SILS), Family Subsidy, and staff training. Total cost of the proposal is
$13,452,000.

411
The Scope of Services for Persons with Developmental Disabilities

Services for persons with developmental disabilities are located in several state
agencies. The state plans developed by these agencies were analyzed and a
summary of common priorities is presented in Table 2. This table reflects only
those state programs which have plans as required by state or federal governments.
These plans serve as a possible guide for future interagency coordination and
cooperation.

The following text describes state programs and the array of services available. State
plans are summarized within the organizational context of the following agencies:
(a) Institute on Community Integration, University of Minnesota; (b) Minnesota
Department of Education; (¢) Minnesota Department of Health; (d) Minnesota
Department of Human Services; (e¢) Minnesota Department of Jobs and Training;

(f) Minnesota Disability Law Center; (g) Office of the Ombudsman for Mental Health
and Mental Retardation; (h) Social Security Administration; (i) State Board of
Vocational Technical Education; and (j) State Council on Disability.
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Summary of Minnesota State Plans

(Reviewed April 1989)
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 Technological applications X
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» Technical assistance
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Institute on Community Integration

The Institute on Community Integration (a University Affiliated Program on
Developmental Disabilities) was established in February 1985 to provide
interdisciplinary training, exemplary services, and information for Minnesota
citizens with developmental disabilities, their families, service providers, and
communities. The Institute, located at the University of Minnesota, joins 2 network
of University Affiliated Programs across the United States.

Program priorities are reviewed by both faculty and community advisory
committees. Close working relationships exist with the Minnesota Governor’s
Planning Council on Developmental Disabilities and other state agencies.

The mission of the Institute is to:

* Maximize the opportunity of citizens with developmental disabilities to
experience the benefits of family and community living while receiving services
needed to develop their full potential for personal independence, self-care, and
social participation; and

¢ Improve the quality and community orientation of professional services and
social support to persons with developmental disabilities and their families.

Interdisciplinary Training: A major program emphasis of the Institute is
interdisciplinary training. Formal coursework is available to-students who have not
yet started their careers. Placement services are provided to help students in a
variety of disciplines acquire relevant experience in working with individuals with
developmental disabilities. In-service training is available for those who are already
working with individuals with developmental disabilites but who want to update or
add to their skills. Conferences of interest to parents and family members, service
providers, and policymakers are also provided.

In 1989, there were 765 students receiving interdisciplinary training at the Institute.
Over 5,000 parents, consumers, and service providers received in-service training
from Institute personnel.

Exemplary Services and Technical Assistance: The Institute provides exemplary
services and technical assistance through numerous community programs.
Several areas are emphasized:

* Developing, evaluating, and disseminating new and effective community service
interventions;

¢ Improving the capacity of existing community agencies to provide appropriate
integrated services to people with developmental disabilities;

* Working with legislators and agency administrators to establish and refine the
type, amount, and quality of services provided to persons with developmental
disabilities with the goal of achieving the highest possible level of community
integration.

In 1989, there were 894 people with developmental disabilities receiving services
through the Institute’s community programs.




Information, Dissemination, and Research Systems: The Institute integrates
information, dissemination, and research systems into both training and exemplary
services by:

¢ Addressing the concerns of personnel who provide direct services to persons with
developmental disabilities;

* Providing researchers and government agencies with information for further
training and service related research; and

e Improving the flow of information within the UAP network and for use in
Minnesota.

Minnesota Department of Education

Special Education Services

Unique Learner Needs Section: This state agency, a division of Instructional
Effectiveness, Department of Education, is responsible for providing special
education services to students with handicaps (birth through age 21).

Authority for the provision of special education services includes, but is not limited
to: (1) the Education of All Handicapped Children Act; (2) Minnesota Statutes
120.03, 120.17 and 124.32; and (3) State Board of Education Rules Chapter 3525.

Funding for special education programs is provided through state, local, and federal
sources. Total expenditures in 1987-1988 for special education services totaled
$310,798,000 (which includes costs of early childhood education), a substantial
increase when compared to 1979-1980 expenditures of $147,552,000. Table 3
provides a breakdown by sources of revenue and compares levels of expenditures
between 1979-1980 and 1987-1988. While state and federal levels of participation
decreased over this period, local school districts increased their levels of
participation from 29.6 percent to 39.0 percent of the total expenditures.
(Minnesota Department of Education, 1989, pp. 2-3)

During the 1988-89 school year, 82,647 students (birth through age 21) received
special education services from local education agencies (LEAs). See Table 4.

Secondary Vocational Education Services: The Secondary Vocational Education
Unit of the Minnesota Department of Education is the state agency responsible for
administering vocational education programs. State law requires that federal
vocational funds for students with handicaps must be added to the state allocation.
These federal funds are distributed to local education agencies (LEAs) on a formula
basis. LEAs apply annually for program and funding approval to provide special
vocational education programs and services to students with disabilities who
require: a modified vocational education program, a specially designed vocational
program, and/or are in need of special vocational educational assistance. The
students who receive these services must have one or more handicapping
conditions as defined by the Special Education Section of the Minnesota
Department of Education.

Least Restrictive Environment: According to the Zenth Annual Report to
Congress on the Implementation of the Education of the Handicapped Act (U.S.
Department of Education, 1988), Minnesota served a higher proportion of students
in resource rooms and in separate facilities or institutions than the respective
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national averages, during the school year 1985-1986. Table 5 demonstrates that
Minnesota served a lower proportion of students with handicaps in regular
classrooms and in separate classes than the respective national averages. (Minnesota
Department of Education, January 1989, pp. 48-49)

Another national report (Danielson & Bellamy, 1989), compared states in terms of
the placement rate for students with handicaps in separate schools and residential
facilities. Minnesota ranked tenth from the bottom among those states having the
greatest number of children with disabilities in the most segregated settings. Those
states that ranked even lower than Minnesota (in descending order) were:
Connecticut, New Jersey, Ohio, New York, Maryland, Maine, Delaware, and
Washington, DC. Minnesota placed twenticth on another scale that compared
placement rates for students with disabilities in separate classes, separate schools,
and residential facilites. Oregon had the highest degree of integration in their
schools on both scales.

Table 3
Comparison of Special Education Expenditures:
1979-1980 and 1987-1988°

EXPENDITURES
1979-1980 1987-1988

SOURCES OF REVENUE Amount Percent Amount Percent
Local: $ 43,727,000 29.6% $120,825,000 39.0%
¢ Local Pro-rated 9,876,000 3.3%
State Aid (Regular): 86,788,000 58.8% 151,283,000 48.7%
o State/Summer School 4,134,000 2.8% 5,271,000 1.7%
Federal:
¢ (Including Summer School) 12,903,000 8.8% 22,798,000 7.3%

TOTAL $147,552,000 100.0% $310,053,000 100.0%

Source: Minnesota Department of Education (1989, January), pp. 2-3).

aThese amounts include Early Childhood Education.




Table 4
Unduplicated Child Count: Number of Children and Youth Receiving Special Education and Related Services in Minnesota by
Age Category and Primary Disability in School Year 1988-1989

AGES

PRIMARY DISABILITY Birth-2 3-5 6-8 9-11 12-14 15-17 18-21 Over 21 TOTAL
Speech Impairment 150 3,235 7,518 4,716 1,075 387 33 0 17,114
Educable Mental Retardation 3 144 1,330 1,685 1,745 1,879 606 5 7,425
Trainable Mental Retardation 11 159 498 564 567 648 743 15 3,205
Physical Handicaps 41 155 381 319 220 188 50 1 1,355
Hearing Impairment 57 149 312 354 251 214 45 0 1,382
Visual Handicaps 13 40 81 71 67 82 12 0 366
Learning Disabilities 2 121 5,296 10,737 9,551 7,988 1,108 2 34,805
Emotionally Impaired 2 88 1,136 2,015 3,270 3,682 487 3 10,683
Deaf/Blind 1 7 7 5 3 1 4 1 29
Other Health Impairments 18 36 117 90 83 77 11 0 432
Autistic 3 20 36 46 30 15 21 1 172
Early Childhood 1,195 4,289 195 0 0 0 0 0 5,679

TOTAL 1,524 8,443 16,907 20,602 16,862 15,161 3,120 28 82,647
Source: Minnesota Department of Education (1988, December 1).
Table 5
Comparison of Minnesota vs. National Averages:
Special Educational Environments
for Students 3-21 Years Old
School Year 1985-1986
SPECIAL EDUCATION
ENVIRONMENT MINNESOTA NATIONAL
Regular Classroom 12.62% 26.24%
Resource Room 62.69% 41.40%
Separate Classes 9.83% 24.49%
Public Separate Facility 12.28% 3.79%
Private Separate Facility 0.00% 164%
Public Residential Facility 0.47% 097%
Correctional Facility 0.03% 0.31%
Homebound/Hospice 2.08% 0.79%

Source: Minnesota Department of Education (1989, January), pp. 48-49.




Special Education State Plan: The major goal of this plan is to provide full
educational opportunities to all children with disabilities in Minnesota from birth
through age 21. The plan describes how the State Education Agency (SEA) will use
Public Law 94-142, Part B funds to accomplish the following:

® Assist local education agencies (LEAs) in ensuring that children and youth with
disabilities are provided with free, appropriate education.

¢ Monitor LEAs for program compliance.

¢ Inform parents of their child/youth’s rights to appropriate public education.

¢ Direct and assist the local identification of children and youth with disabilities.

¢ Assist LEAs in developing individualized education programs appropriate to the
needs of children and youth with disabilities.

* Accept and respond to formal written complaints from parents of children and
youth with disabilities.

¢ Assure that the requirements of the least restrictive environment (LRE) are met in
educational programs for children and youth with disabilities.

* Assure that testing, materials, and procedures used to assess children and youth
with disabilities are not racially or culturally discriminatory, and that a full needs
assessment is conducted prior to the placement of a child/youth in a special
education program.

¢ Establish a range of training opportunities that offer professional growth and

foster communication and collaboration among educators of children and youth

with disabilities.

It is the responsibility of the LEA to assure and ascertain that children and youth

residing in the district receive the education, related services, and rights to which

they are entitled.

Five percent of Public Law 94-142, Part B funds will be used for the activities
outlined above. At least 75 percent of the Public Law 94-142, Part B Funds will be
used for projects of local districts or cooperatives —‘flow through’ projects. The
difference between monies used for administration and ‘‘flow through’ projects
will be used for discretionary grants.

Interagency Office on Transition Services

As authorized by the 1985 Minnesota Legislature, the Department of Education
established an Interagency Office on Transition Services. The purpose of this
statewide program is to address the needs of students with disabilities as they
progress through school and enter postsecondary training, employment, and

community living.
Some of the responsibilities of this office include:

® Provide staff to the State Transition Interagency Committee, which is made up of
representatives from special education, rehabilitation services, vocational
education, human services, postsecondary education, consumers/advocates, and
developmental disabilities;

¢ Coordinate personnel training and develop in-service training programs;

e Provide information, consultation, and technical assistance to state and local
agencies about transition services;

® Assist agencies in establishing local interagency agreements to assure efficient and
appropriate transition from school to work or postsecondary training programs; and

s Gather and coordinate data on transition services for secondary-age students with
disabilities.




Transition—The Need: One of the most important questions that public schools
are beginning to address is what happens to youth with disabilities after they
complete their special education program. A national study conducted by Louis
Harris and Associates (1986) stated:

Not working is perbaps the truest definition of what it means to be
disabled:two-thirds of all disabled Americans between tbe ages of 16 and
64 are not working. . . Sixty-six percent of working-age disabled persons,
who are not working, say that they would like to bave a job. . .The
challenge is how society can effect policies and programs which will
bring more disabled persons into the working mainstream. . .(p. 4).

Results from a Minnesota Post-School Follow-Up Study (1984-1987) regarding the
community experiences of over 400 former special education students point out
several concerns:

* Only 9 percent of former students with moderate/severe disabilities had full-time
paid employment; another 28 percent had part-time employment.

* Most people with moderate/severe disabilities interviewed lived in group home
residential placements (59 percent).

¢ A main concern reported by former students is loneliness—few have friends,
most spend a lot of time watching TV and most have a minimal social life.

¢ Parents had significant concerns about what will happen to their children when
they can no longer care for them.

¢ Fifty-one percent of the parents reported that services related to the post-school
needs of their son/daughter were not being discussed with them.

* Fifty-two percent of the parents communicated that they were not familiar with
the types of community services available for their son/daughter following the
transition from school. (Minnesota Department of Education, 1987, p. 2)

Table 6 summarizes the estimated number of students ages 17 and over who have
exited special education services between 1986 and 1988. Of the approximately
7,659 to 7,830 students leaving school, at least 4,000 (51 percent) had substantial
disabilities. This population will most likely need further intensive and follow-along
services from the adult service system. (Minnesota Department of Education,
Unduplicated Child Counts, 1986 through 1988).

Table 6
Estimated Number of Students Who Leave Special Education in Minnesota: 1986-1988

(Ages 17 and Over)

TOTAL NUMBER NUMBER LEAVING
LEAVING WHO HAVE SUBSTANTIAL
YEAR SPECIAL EDUCATION DISABILITIES®
1986 7,659 3,913
1987 7,890 4,024
1988 7,830 4,001

Source: Minnesota Department of Education, Unduplicated Child Counts, 1986 through 1988.

This number includes Students with mental retardation, physical disabilities, hearing impairments, visual handicaps, autism, and
those who are deaf and blind, emotionally disturbed, or have other health impairments. This number excludes the number of
students with more mild types of disabilities such as learning disabilities (which comprise approximately 45 percent of the total
special education population) and speech impairments (20.0 percent).




Transition—Meeting the Challenge: Transition from special education to
secondary vocational education and postsecondary education, training,
employment, and community living has been established as a priority of the
Minnesota Department of Education. Several mechanisms are now in place to meet
the challenge:

® The Minnesota Interagency Cooperative Agreement to Plan was signed in
December 1987 by those participating on the State Transition Interagency
Committee consisting of 11 state agencies, a coalition of parents, and an advocacy
organization.

® State legislation was passed requiring that each student’s transition needs be
addressed in the Individual Education Plan (IEP) starting at age 14 or in the ninth
grade.

® Under a state legislative mandate, 70 Community Transition Interagency
Committees have been established to coordinate local transition efforts.

¢ Several technical assistance projects sponsored by the Minnesota Department of
Education and Interagency Office on Transition Services are housed at the
Institute on Community Integration, University of Minnesota. These projects
address: (a)the formation and support of the Community Transition Interagency
Committees; and (b) the development of a follow-up data system for local school
districts that will provide statistical information that answers the question of what
happens to youth with disabilities after they leave high school.

Early Childhood Special Education

In 1986, Minnesota local school districts were mandated by the Legislature to serve
all eligible children with disabilities, beginning at birth. This mandate was
implemented July 1, 1988. During the 1988-89 school year, 9,967 children from
birth through age five were served by local educational agencies.

The rationale for early intervention services is based on developmental and

psychological research which indicates:

¢ Human behavior at any point represents a series of elaborations of previous
behavior from simple to complex beginning at birth.

¢ The acquisition of motor, cognitive, and language skills is interrelated.

¢ Social behaviors are learned as early as infancy.

® Failure to learn may also begin at birth.

The framework for providing statewide early intervention services for children
with disabilities, or children who are at risk of developing disabilities, and their
families consists of the following components:

* The Lead Agency—Minnesota Department of Education;

¢ State Agency Committee;

¢ Governor’s Interagency Coordinating Council on EarlyChildhood Intervention;
* Interagency Early Intervention Committees; and

® Regional Early Childhood Coordinators.

Lead Agency: Designated by the Governor in 1987, the Minnesota Department of
Education serves as the lead agency in developing a comprehensive interagency
early intervention service system, in accordance with federal Public Law 99-457
(Part H). The Department of Education has the responsibility for the general
administration, supervision, and monitoring of programs and activities relating to
early intervention services.




State Agency Committee: This Committee consists of the Lead Agency and the
Department of Human Services and Health. In conjunction with the other members
of the State Agency Committee, the Minnesota Department of Education is
responsible for the identification and coordination of resources, assignment of
financial responsibility, development of procedures to ensure timely service,
resolution of intra- interagency disputes, and entering into formal interagency
agreements. The respective agency commissioners signed agreements in 1984 and
1987 reaffirming support for interagency collaboration in comprehensive planning
for early intervention services. The current interagency agreement addresses public
awareness activities, interdisciplinary approaches, interagency problem solving,
development of screening and assessment program models, coordination of
services, and the implementation of state and federal initiatives.

Governor’s Interagency Coordinating Council on Early Childhood
Intervention: Created in 1989, this Council advises and assists the Minnesota
Department of Education and recommends policies to the Governor, Legislature,
State Agency Committee, and other departments. Members are appointed by the
Governor, in accordance with Minnesota Statutes 120.17, to meet the requirements
of federal legislation under Part H of Public Law 99-457. Representation on the
council includes: parents of children with disabilities under age seven, public and
private providers, teacher preparation program in early childhood special
education, advocacy organizations, early childhood special education teachers, one
member from each state legislative body, State Agency Committee representatives,
and others knowledgeable about young children with disabilities.

Interagency Early Intervention Committees (IEICs): Established in 1985 under
Minnesota Statutes 120.17, there are 98 Community IEICs currently operating at
the local level. Duties include: identifying services and funding sources; establishing
and evaluating identification, referral, and intervention services; facilitating the
development of interagency coordination, especially for individual educational and
transitional plans; recommending assignment of financial responsibility; and
reviewing school district and county health and human service plans.

Regional Early Childhood Coordinators: Ten Regional Coordinators assist
school districts, other public and private providers of services, and families. Duties
include: increase public awareness of the need for coordinated services; provide
technical assistance regarding screening, referral, assessment, intervention,
cvaluation, and procedural safeguards; and develop model interdisciplinary
approaches to early intervention services.

State Plan Goals for Early Childhood Special Education include:

* Increase the quality and quantity of services available to children, birth through
five years of age; improve strategies to identify, locate, and evaluate all children
with disabilities, birth through five years of age;

¢ Improve administrative supports to maximize services to these children;

¢ Train parents in child development and the special needs of their children with
disabilities through interagency cooperation with the departments of Health and
Human Services;

* Promote the development of comprehensive services for children with
disabilities from birth; and

* Improve the transition of young children with disabilities into kindergarten.
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Early Childhood State Plan Objectives 1988-1989:

* Develop a statewide policy that includes strategies to ensure that appropriate
early intervention services will be available to all infants and toddlers with
disabilities or those at risk and their families.

¢ Coordinate the provision of early intervention services for young children with
disabilities and their families in local cormmunities throughout the state through
grants and technical assistance.

¢ Increase public awareness, advocacy and coordinated interagency systems
through the dissemination of materials and technical assistance to policymakers,
providers, and parents.

¢ Develop an evaluation system to monitor the impact of the state plan for young
children with disabilities and their families. (Minnesota Department of Education,
1988.)

Community Education

Community Education programs are available in 95 percent of all public school
districts in Minnesota. Community Education provides an opportunity for local
citizens, community schools, agencies, and organizations to become active partners
in addressing education and community concerns. The purpose of Community
Education is to make maximum use of a community’s human resources by the
schools. Through community education, community members have the
opportunity to link community needs and resources. The quality of life in a
community is enhanced by lifelong learning for all citizens. Most common
components include early childhood development, family education, adult basic
education, and youth development planning.

In 1989, 62 communities focused on adults with disabilities. These community
education programs were supported through state grants up to $30,000 which
were matched with local funding. Common goals included supporting and
enhancing the role of adults with disabilities so that they can participate more fully
in community education activities.

Minnesota Department of Health

Community Health Services (CHS)
Created by the Minnesota Legislature in 1976, the Community Health Services Act

provides for the development and maintenance of an integrated system of
community health service operated under local administration. CHS protect and
improve the health of people within a geographically defined community by
emphasizing services to prevent illness, disease, and disability. This is accomplished
by promoting effective coordination and use of community resources and by
extending health services into the community.

All 87 counties in Minnesota are participating in the Community Health Services
System through 47 locally administered Community Health Boards who work in
partnership with the Department of Health. Services include: Disease Prevention
and Control, Community Emergency Medical Services, Environmental Health,
Community Nursing and Maternal and Child Health, Health Education, and Home
Health Care. Programs are financed by a combination of state, local, and federal
funds. Total expenditures have grown from $35 million in 1977 to over $119
million, of which $91 million (over 75 percent) represents local participation in
Community Health Services funding. (See Table 7) (Minnesota Department of
Health, 1989, p.11)




Table 7 ) i
Program Expenditures for Community Health Services in 1987

Program Amount Percent
Community Nursing and Maternal and Child Health? $ 30,984,829 26.0%
Home Health $ 34,739,294 29.2
Disease Prevention and Control $ 6,680,460 5.6
Emergency Medical Services $ 20,274,827 17.0
Health Education $ 1,896,626 1.6
Environmental Health $ 15,822,511 13.3
Other $ 8,679,339 7.3 ‘
TOTAL $119,077,886 100.0%

ancludes expenditures for Women, Infants, and Children (WIC) amounting to $3,650,580.

b ““Other”” program expenditures include grants for Native American Health, Migrants, Administration, and other expenditures not
specific to a statutory program categary.

Maternal and Child Health Services

The purpose of Maternal and Child Health Services is to improve the health status of
children and youth, women, and their families by providing technical and financial
support services to local community health agencies, schools, and voluntary
organizations. Services include program planning, goal setting, technical consultation,
professional education and training, and grants for specialized purposes. These
activities are used in combination at the service delivery site so that comprehensive
Maternal and Child Health Services are provided to individuals.

Clinical services provided in local health agencies and schools include infant and
child health assessment, health maintenance services such as immunizations, health
promotion, general health screening, Early and Periodic Screening, Early Childhood
Health and Developmental Screening, hearing and vision screening, scoliosis
screening, and screening for elevated levels of lead. An assessment was made
through surveys conducted in 1987-1988 by the Minnesota Department of Heaith
revealing high levels of immunizations among school-age children (Kindergarten
through Grade 12): diphtheria, tetanus, and pertussis (99.1 percent); polio (99.2
percent); measles (99.4 percent); mumps (99.0 percent); and rubella (99.5 percent)
(Minnesota Department of Health, 1989, p. 39).

In 1987, there were 95,268 people served through clinical services provided by the
Community Health Services Agencies: 42,014 people receiving family planning
services; 27,534 in clinics serving infants and children; 13,957 in maternity clinics;
6,073 in Early and Periodic Screening clinics, and 5,690 served by screening for
clevated levels of lead (Minnesota Department of Health, 1989, p.30).

The Special Supplemental Food Program for Women, Infants,and Children
(WIC), funded through the U.S. Department of Agriculture, provides nutritious
supplemental foods and nutrition education to mothers of infants and children (up
to age five) who are at nutritional risk and enrolled in local WIC programs.
Participants receive vouchers for purchase of specified foods at authorized grocery
stores.
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The Human Genetics program provides counseling for patients and family
members with known or suspected genetic diseases, consultation, education, and
diagnostic support to physicians and other health professionals, and detection of
metabolic diseases in newborns through screening. These services help persons
manage genetic diseases and make informed decisions about family planning.

The purpose of the Child Health Screening, Health Promotion Unit is to
provide technical support for high quality and accessible health and developmental
screening for all children in the state. Services are supported by combined state and
federal funds provided through the state departments of Health, Education, and
Human Services, and administered in communities.

Services for Children with Handicaps (SCH) provides for the identification,
diagnosis, and treatment of children with handicapping conditions caused by birth
defects, congenital cardiac lesions, hereditary disease, or chronic diseases such as
diabetes, cystic fibrosis, or cancer. In Fiscal Year 1988, SCH conducted
approximately 217 field clinics throughout Minnesota, serving 6,919 children. Efforts
are made to ensure that children receiving benefits under the Supplemental Security
Income (SSI) Program are aware of services available to them through the SCH
program. SCH offers leadership in establishing guidelines and serves as a model for a
system of multispecialty care for children with disabilities.

The Hearing and Vision Conservation activity assures that children with hearing
or vision problems are identified at the earliest possible time and arrangements made
for treatment and remediation. This activity is accomplished by local and regional
personnel using state guidelines, technical consultation and training, and equipment
calibration to assure quality service and cost-efficiency. The staff provides public
education on primary and secondary prevention of hearing and vision problems.

Personnel in Family Planning work with local public and voluntary agencies to
develop quality family planning services and prenatal, postnatal, and perinatal
services which increase the potential for healthy pregnancies and newborns. The
activity administers family planning grants to community agencies, sets standards,
and provides technical support services to community programs. Special attention is
given to adolescents who experience unplanned pregnancies.

Home Health Care Services assist persons who are ill or with disabilities to
achieve maximum restoration or maintenance of health, as well as to provide the
care needed in cases of terminal illnesses. In 1987, total expenditures by the
Community Health Services agencies were $34,739,294. Local agencies reported
288,684 home health care visits by professionals for skilled nursing care in 1987. In
addition, a total of 436,681 home health aide visits for disease and disability reasons
were reported, serving 10,841 clients. Most people served (74.3 percent) in the
home for disease and disability reasons were older than 65 (p. 41).

Maternal and Child Health State Plan: The Maternal and Child Health Plan
contains several goals and objectives which relate specifically to people with
developmental disabilities:

* By 1995, the proportion of pregnant women beginning prenatal care during the
first trimester in all Community Health Service areas will be increased from 70 to
92 percent.

* By 1995, pregnant women in each Community Health Services area will have
access to comprehensive prenatal care services that include nutrition, counseling,
education, and case management components.




* By 1995, all pregnant women receiving prenatal care administered by or through
Community Health Services will have received life style risk assessment and
intervention to prevent potentially disabling conditions in their infants.

By 1995, 80 percent of the Community Health Services will have low cost family
planning for females and males of reproductive age.

* Reduce poor birth outcomes among Minnesota infants: lower the total infant

mortality rate from 8.9 per thousand to 8.0 per thousand by 1995;

—Ilower the black infant mortality rate from 22.7 per thousand to 12.0 per
thousand by 1990;

—lower the Native American infant mortality rate from 14.0 per thousand to
12.0 per thousand by 1990; and

—maintain or improve the infant mortality rate for whites and East Asian
populations through 1990.

® By 1995, the low birth weight rate in every Community Health area will be
reduced to 4.5 per 100.

® Assure that all children have quality health care services available.

® Encourage all schools to have a curriculum component on education and

intervention in suicide, chemical abuse, mental illness, depression, and child abuse

by 1990.

By 1990, promote the special health concerns of adolescents, assuring that all

adolescents be provided with necessary means to enable them to reach their

potential in physical, psychosocial, and emotional development.

* By 1990, reduce the number of teenage pregnancies before 18 years of age from

58.0 per thousand to 29.0 per thousand.

¢ Assure that all children with disabilities receive services to assist them in
developing and participating in their lives to the fullest extent possible:

—By 1990, assure that 100 percent of Minnesota counties will continue to have
access to statewide network of specialized health services for children with
learning and physical disabilities through Services for Children with Handicaps.

* Assure that all children grow up in a safe, secure, healthful environment:

—By 1990, assure that 100 percent of Minnesota counties will have injury
prevention education including information on car restraints, seat belts,
household accidents, and poisonings.

® Assure that all Minnesota mothers and children have appropriate health services
available and accessible:

—By 1990, assure that 100 percent of Minnesota’s community health services
agencies will have a plan for addressing maternal and child health needs in their
service area.

Office of Health Facility Complaints

The Office of Health Facility Complaints was established in 1976 by the Minnesota

Legislature with the following responsibilities:

® Receive, investigate, and resolve complaints from any source regarding services
provided by health care facilities, health care providers, and administrative
agencies;

¢ Make recommendations to the Commissioner of Health and the Legislature;

¢ Publish an annual report describing the activities of the office during the
preceding year;

® Assist residents of health facilities in the enforcement of their rights; and

* Work with administrative agencies, health facilities, health care providers, and
organizations representing consumers on programs designed to provide
information about health facilities to residents and the general public.
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In addition to investigating complaints of a general nature, the Office of Health
Facility Complaints has responsibility for investigating complaints or reports of
abuse/neglect of patients or residents in licensed health care facilities, as authorized
under the Minnesota Vulnerable Adult Protection Act. A total of 444
complaints/reports of abuse/neglect and failure to comply with the Vulnerable
Adults Protection Act were received during 1987.

In addition, 2,134 reports were received from designated reporters in licensed
facilities with 54 percent of the reports confirming abuse/neglect or unexplained
injury with appropriate action taken. Licensed facilities under the jurisdiction of the
Minnesota Department of Health include: nursing homes, hospitals, supervised
living facilities, boarding care homes, and state-operated Regional Treatment Centers,

In 1987, the most frequent allegation made under the Vulnerable Adults Protection
Act was neglect by health care providers (399 allegations out-of a total of 644). The
second most frequent atlegation was physical abuse (73 allegations). A total of 518
vulnerable adults were included in 444 investigations.In addition to complaints
investigated under the Vulnerable Adults Protection Act, there were 448 complaints
of a general nature related to facility conditions such as shortage of staff,
housekeeping, or dietary problems. Of these complaints, 40.5 percent were
substantiated, 45.2 percent were undeterminable, and 14.4 percent were
unsubstantiated.

ICF-MR Deficiency Reports

The Developmental Disabilities Act (P.L. 100-146), Section 122 (b)(8), requires that
¢ . .the state will provide the State Planning Council with a copy of each annual
survey report and plan of corrections for cited deficiencies prepared pursuant to
Section 1902(2)(31)(B) of the Social Security Act with respect to Intermediate Care
Facility for the Mentally Retarded (ICFs-MR) in such report or plan.”

The Minnesota Governor’s Planning Council on Developmental Disabilities routinely
receives copies of ICF-MR Deficiency Reports from the Minnesota Department of
Health. Each report is reviewed, and deficiencies concerning physical plant and
personnel are tallied. Items pertaining to active treatment, program plans,
assessments, exams, and residents are summarized.

From October 1, 1987, to April 30, 1989, the number of reports per facility size

was as follows:
Number of Reports

Reviewed Facility Size
1,558 16 and fewer beds
218 17 to 299 beds
22 300 or more beds

Among the reports reviewed, there were approximately 310 facilities with 16 or
fewer beds; 47 facilities with 17 to 299 beds; and 2 with 300 or more beds.

Minnesota Department of Human Services

The Department of Human Services (DHS) is responsible for planning, administering,
and coordinating the state’s social services and public assistance programs. Since
Minnesota has a state-supervised, county-administered system of providing human
services, few services are actually delivered by the state agency. The various divisions
of DHS are responsible for setting statute-based rules and policies that provide
needed services to a diverse population. Most of the programs are operated by each
of Minnesota’s 87 counties.




The Department of Human Services is the largest of Minnesota’s state agencies. As of
the 1987-1989 biennium, DHS administered a $4 billion budget, the largest budget of
any state agency. The majority of that money is dedicated to programs such as
Medical Assistance and Aid to Families with Dependent Children. Support for such
programs comes from various combinations of local, state, and federal sources.

DHS is divided into six major program areas: (1) Family Support Programs,

(2) Finance and Management, (3) Health Care and Residential Programs, (4) Legal
and Inter-Governmental Programs, (5) Mental Health Programs, and (6) Social
Services Programs. In addition, the Minnesota Council on Children, Youth and
Families is administered by the Department.

The following programs represent only a few of the array of services available to
persons with developmental disabilities and their families through the Minnesota
Department of Human Services.

Family Support Programs

This Program Area includes an Office for Civil Rights, Child Support Enforcement;
Refugee and Immigrant Assistance, Reports and Statistics, and Assistance Payments.
Only the latter Division is described below.

Assistance Payments Division: This division provides income maintenance
through cash assistance, food stamps, and payments to providers of medical and
health care services, to and on behalf of needy citizens of the state. Cash assistance
and medical payments help provide a basic standard of living and enable low income
citizens to have access to quality medical care.

The number of people requiring assistance and the cost of programs adjust in
relation to demographic shifts, as well as changes in national, state, and local
economic conditions.

Local agency staff, operating under Division guidelines, determine individual
-eligibility for all programs, make cash assistance payments, and issue food stamps.
Division guidelines provided to local agencies are designed to maximize the use of
federal funding while ensuring that needs of low income persons are met.

The Assistance Payments Division also carries out management control functions for
Aid to Families with Dependent Children (AFDC), food stamps, and medical
assistance. The Division reviews local agency management of the food stamp program
and gathers necessary data to claim federal funds and complete a wide range of
internal management reports. In addition, postpayment audits are conducted to detect
abuse and/or fraud by recipients or providers of the medical assistance program and
recipients of cash assistance and food stamp programs.

The Division works to develop state plans, coordinates the delivery of services
among state and local agencies, develops service standards for each disability,
provides technical assistance to counties and service providers, administers certain
categorical and federal block grant programs, monitors county and provider
