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INTRODUCTION

The Developmental Disabilities Services and Facilities Construction
Act (Public Law 91-517, 1970) was designed to provide states with
broad responsibility for planning and implementing a comprehensive
program of services for developmentally disabled people. The act also
authorized the provision of formula grant funds to stimulate the con-
struction of facilities and the development of services for people who
are handicapped by the conditions of mental retardation, cerebral palsy,
epilepsy, and other neurological disorders requiring similar services
and treatment.

In order to receive federal funds under this program, it is
necessary for a state to establish a planning and advisory council
whose responsibility it is to prepare annually a comprehensive plan
for meeting the needs of the state's developmentally disabled citizens.
While the responsibilities are delineated by the legislation, the
methods for engaging in comprehensive planning and evaluating have
not been clearly described.

The mandate to state DD councils with respect to evaluation is
especially far reaching and complex. Each council is required to
assess how well existing services meet the needs of the developmentally
disabled people in its state. This requires that the council have
available two kinds of information. First the council needs to know
how many clients need what kinds of services in various parts of the
state. Secondly, it is necessary to know what services and resources
are currently available to respond teo those needs. Where gaps exist
between need and resources, the council's annual plan should be
directed toward narrowing the discrepancy. A strategy must be
developed for integrating these tasks. Since the usefulness of any
strategy depends upon how well it can be understood and utilized,
training procedures and materials must be developed to acquaint council
members with the strategy and their role in its implementation.

During the last two years, the Research and Training Center in
Mental Retardation at the University of Oregon has had the opportunity
to collaborate with the Oregon DD Council on a project which addressed
these issues. The basic purpose of the project has been to investigate
a strategy that can be employed by State DD Councils to meet their
responsibilities with respect to planning and evaluating.

During the first year progress was made in the areas of needs
assessment, utilization of regional committees, prioritization of goals,
and description of an overall strategy for understanding and implementing




the legislated responsibilities of the state DD councils. The objec-
tives for the year were approached through a series of activities

that included two workshops for the state council, individual work-
shops for regional committees, and a statewide survey of practitioners
and experts in the field of developmental disabilities. Center
Working Paper No. 71 offers a full report on the first year's
activities along with instructional materials which can be used to
implement the processes developed during the year.

The strategy that was developed at that time involved three inter--
related components: Planning, influencing, and evaluating—-sequential
activities in which a state council must engage to fulfill the legis-
lated mandate. Planning involves the establishment of goals, the
assessment of needs and resources, the identification of gaps in service
delivery, and the selection of objectives which are aimed toward the
achievement of the goals. Influencing is the vehicle through which a
council implements its objectives; lacking direct control over most
programs, the council engages in activities that will lead the respon-—
sible agencies to improve the delivery of services in accord with the
goals and objectives of the state plan. Evaluation is carried out in
two ways: (1) the state council must evaluate the extent to which the
state's service delivery system meets the needs of developmentally
disabled people in the state; (2) the council annually must evaluate
the accomplishment of its own objectives. Evaluative information leads
to the selection of new objectives and the cycle begins again.

PROJECT OBJECTIVES

The efforts of the second project year were directed toward
developing and implementing evaluation methodologies and clarifying
further the issues that are involved in the cyclical process of
planning, influencing and evaluating.

In a general sense, the outcome of this project is the description
of a two-year planning cycle which takes the Council from general goals
based on perceptions of need through systematic data collection and
interpretation to specific objectives for action. Accomplishing this
required the close collaboration of the Oregon DD Council with the Research
and Training Center project staff. The specific objectives for the year were:

1. Provide assistance to new and existing regional committees.

2. Develop procedures for evaluating services provided to DD
clients in the state.

3. Explore the development of task forces to assist the State
Council in implementing the strategy.




4. Collect data relating to the priorities of the 1974 State
Plan and provide data for the generation of objectives for
the 1975 State Plan.

5. Develop and implement procedures enabling the State Council
to update objectives and priorities for inclusion in the 1975
State Plan:

a. generate recommendations for objectives (alternatives);
b. select and prioritize objectives;
¢. provide models for implementation.

METHODOLOGIES AND RESULTS

The methodological activities of this project resulted in the
description of processes as well as specific products which emerged
after implementing these processes. Each of the objectives delineated
for the project required several activities which, for the most part,
were carried out cooperatively by the R & T project staff and the
Council (staff, task forces, and/or the Council's Executive Committee).

Objective 1: Establishment of Regional Committees

Proposed activities related to this objective included assisting
in the development of five new regional committees, conducting goal
setting workshops, and providing consultation to new and existing
regional committees. Concurrent with the second year of the project,
however, the Oregon DD Council began to raise some questions and
concerns about roles and responsibilities of regional committees.

Many questions were raised about the relationship between state and
regional committees and the feasibility and purpose of establishing
regional DD committees. Because of the concerns, the project staff
believed that action on the first objective would be inappropriate
until the problems were resolved and the State Council had established
its policy. At the end of the project year, some decisijons had been
made by the Council. Tt has now endorsed the concept of regional
planning bodies and has made decisicns on the administrative structure
which will 1link the regional committees to the State Council and the
major implementing agency. The questions of roles, responsibilities,
and staff support have yet to be answered.

Objective 2: Developing a Methodology for Evaluating Services

Definition of Services. The transition from the first project

year, which responded to the planning function, to the second year,




which focused on evaluation, required some specific changes in con-
ceptualization. It was necessary to study Oregon's 1974 State Plan
and isolate the services which were addressed in each of the eleven
goals that had been adopted. This activity revealed twenty-two
discrete services which were of concern to the State Council at that
time. With this list as a catalyst, the project staff reviewed

other documents for the purpose of developing a comprehensive list

of major services which might be needed by a developmentally disabled
person over a lifetime. Once the delineation of services was completed,
each service was defined so as to be identifiable, measurable, and
non-duplicative of any other service listed. These definitions are
presented in Appendix A of this report.

Questions To Be Asked in Evaluating Services. Once the services
were defined, it was necessary to determine conceptually what con-
siderations are essential to an evaluation of services. Three basic
components were identified: quantity, quality and effectiveness.

In evaluating the quantity of a service, the following information

was regarded as important: the number of facilities or programs which
offer the service; where they are located; how many clients are being
served; how many can be served (capacity and rate of movement through

a given type of service); and how many clients need the service in
different regilons of the state. An assessment of quality of the service
required information about the existence of standards for the service,
the content of standards, and their enforcement (how many facilities

or programs meet the standards and how does the agency assure that

they are met). Effectiveness of a program is measured by determining
the success of the program in meeting clients' needs. This information
is probably the most important but the most difficult type of data

to gather.

Types of Objectives Suited to State Council Planning. The thixd
task related to conceptualization of the strategy was the description
of the types of objectives which are suitable for potential adoption
by State DD Councils. Five types of objectives were identified as
being important: agency objectives (addressing policies and pro-
cedures of public and private agencies who serve DD clients); legis-
lative objectives (attending to federal or state legislation that
affects DD clients and/or services to them); funding objectives
(guiding the utilization of DDSA and other discretionary funds for
the improvement of services to DD clients); study objectives
(reflecting the need to examine in depth the dimensions of a particular
problem); and data base objectives (speaking to improvements in the
data that are provided by agencies). The agency, legislation, and
funding objectives relate primarily to the Council's role of influencing.
Data collection objectives relate primarily to the evaluation respon-
sibility. All five types of objectives provide the foundation for
planning.
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Objective 3: Development of Task Forces

The third objective involved two major activities: (1) deter-
mining the responsibilities and the most effective composition of
task forces; and (2) establishing working task forces to the Oregon
Council and providing training to task force members. The first
activity required an analysis of how a task force may be used as a
working arm of the State Council in each of the basic functions--
planning, influencing, and evaluating. Consideration was also given
to the kinds of information that various task forces would need as
they attempted to perform their tasks.

The composition of the Oregon task forces was developed out of
consideration of the scope of evaluation to be conducted during the
year. Early in the second year of the project, specific services
were selected for evaluation across the state. The selection of
services was based on the 1974 State Plan. {(Fuller discussion of
service selection is presented above, Objective 2, Definition of
Services.) The analysis of the 1974 State Plan revealed that 22
distinct services needed to be addressed by task forces. The 22
services cculd be sorted into 3 clusters: identification and assess-
ment; pre-school, school-aged, and family services; and adult services.
Consequently, three task forces were established for the purpose of
receiving and interpreting data related to each of those areas.

Each task force was chaired by a Council member and included in
its membership both council and non-~council people. The membership
of each task force was structured in such a way as to insure repre-
sentation by those agencies which were responsible for providing
services in the cluster being evaluated. There were two purposes
for organizing the task forces in this way. The individuals who
work in the service-providing agencies brought useful information to
the task force meetings. They acted as a resource supplementing the
data being collected by the staff. Ideally, they would be representative
of their respective agencies, presenting in an informed and authorized
way the views and plans of their agencies. In addition, the agency's
representation on task forces during the evaluating and planning
stages established vehicles which could later be used for influencing
the agency. The task force members carried back to their agencies
information about the goals and the activities of the Council. Having
been actively involved in the planning, they became friendly in-house
voices for the DD Council.

The task forces met during the first half of the year to assist
in determining types of data to be collected later in the year, to
make recommendations about methodolegy for data collection, and to
participate in the development of service definitions. Once data
collection began, the task force members monitored the process to some
extent and also acted as a point of contact for their agencies.




The final phase of task force involvement in the project, the
most time consuming and critical point of participation, occurred
after the data had been collected and compiled. It was then the job
of the task forces to study and interpret the data and recommend to
the Council specific objectives for action during the next year.

Objective 4: Collecting and Communicating Data

Assessment of Needs and Resources. Before the task forces could
attend to the task of developing and recommending cobjectives, it was
necessary to collect and organize information about the current status
of service delivery to developmentally disabled clients. Responsibility
for this effort was assumed by project staff, although it was recog-
nized that the DD Council itself would ultimately have to assume this
role.

Two types of data were sought: (1) data about the existing
services in the state as they are monitored by state agencies; and
(2) perceptions at the local level as to the availability and need
for each type of service. The second type of information was requested
of county mental health program directors and service coordinators.

Requests for information ahout the status of existing services
were made of all state agencies responsible for providing or monitoring
services to developmentally disabled people. This included the Mental
Health Division, which is primarily responsible to the target popula-
tion, as well as the Vocational Rehabilitation Division, Children's
Services, Public Welfare, Employment Service, State Board of Education,
Parks and Recreation Branch of the Highway Department, Crippled
Children's Division, Health Department, and the major private service
agencies.

Contact was made with appropriate agencies, frequently through
Council or task force members. An accountable person in each agency
was sought who would assume responsibility for communicating data
from the agency to the research staff. After identifying an appro-
priate agency contact, data were collected through mailed question-
naires. Ongoing contact by phone was maintaned with each person
responsible for the provision of data.

Responses from the state agencies were of mixed quality. A few
of the agencies had program and/or client monitoring systems which
allowed them to identify with reasonable accuracy the particular
services being provided to developmentally disabled clients and the
characteristics of the clients who received the services. Some agencies
did not identify clients by disability but provided data on facilities
and standards and occasionally offered estimates on number of DD clients
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served in different geographic areas. Some agencies which did not
have accessible cljent data were also not able to indicate which
facilities provided service to DD clients {as with foster care).
For some services, standards have been developed and implemented;
for others they were only in a stage of development. Still others
reported no standards at all (counseling, for example).

The ability of an agency to respond to data inquiries and the
completeness of the response provided useful jinformation to the task
forces. When deficiencies were noted, this frequently led to the
generation of data collection objectives to be considered for inclusion
in the 1975 State Plamn.

Communication of Data to the Task Forces. Two activities Involved
in the communication of data were the development of a useful reporting
format and the actual compilation and reporting of the data to task
forces. The format for the report was based on the conceptualization
of service categories and the issues addressed in the evaluation survey.
Various formats were presented to the task forces, and modifications
were made in response to their suggestions so that the final form
would convey the evaluation data in a useful way.

A report was prepared for each of the service clusters for which
data had been collected. The same format was used for each report,
whenever possible, in order to facilitate ease of interpretation.

The location of facilities providing each service was displayed
on a map of Oregon to provide a vehicle for quickly assessing the
distribution of services across the state. The number of clients
receiving each service was presented in terms of geographical distri-
bution, using a ratio of clients served to total population within
regions as a standard for comparison. The need for each service
was presented in terms of the surveyed perceptions of service coor-
dinators and community mental health program directors. Data on
standards were presented in 2 narrative form. Reproduction of these
reports can be found in Appendix B of this report.

Objective 5: Oregon's 1975 State Plan

Generation of Alternative Objectives. After collecting data

and presentirig reports to the task forces, attention was directed
toward the generation of objectives. Having received and studied

the reports on services included in their area of concern, the
participants first proposed objectives in a "brainstorming" fashion.
They then reacted to what had been proposed, refined some, eliminated
others, and made a final selection of objectives to be presented to
the Council.




Task forces generated five types of objectives: agency,
legislative, funding, study, and data collection. Examples of the-
objectives recommended by omne task force can be found in Appendix B
after the first data report. 1In all, over 100 cbjectives were
recommended to the State Council for its consideration.

Selecting Objectives for State Plan. The selection of objectives
and the setting of priorities for the State Plan was the responsibil-
ity of the full Council. 1n order to make the final selection of
objectives to be given high priority status in the 1975 State Plan,
it was necessary for the Oregon Council to study the data reports
and recommendations. FEach Council member received service defini-
tions, data reports, and recommended objectives as preparatory materials
for a planning workshop. The purpose of the workshop was twofold:

(1) to set priorities for the 1975 State Plan, and (2) to adopt a
procedure for implementing the Plan.

During the first day of the workshop, each set of objectives
was considered separately. The agency objectives were presented
within service clusters—-one set of objectives for each cluster., The
other types of objectives were presented across service clusters,
yielding one set of objectives in each of the following areas:
legislation, funding, data collection, and study.

The entire first day of the workshop was devoted to reviewing,
clarifying, and rating the objectives in each set. No argumentation
was made at this time regarding the merit of the separate objectives.
Each Council member individually rated each objective on a four-point
scale reflecting the extent to which he preferred that the Council
put resources into trying to accomplish the objective during the next
year. Each Council member was also able to use a "O" rating to
indicate total rejection of an objective. '

Once the Council members had concluded their individual ratings,
the results were tabulated and displayed. The objectives were ordered
according to the mean score of the ratings. Where ties appeared in
the mean score, the objectives were ordered by the frequency distribu-
tion.

During the second day of the workshop, Council members were
presented with the results of the first day's efforts. The format
of the second day allowed Council members to debate the order of items
within the following constraints. Recommended changes were entertained
where a Council member had serious concern about the relative placement
of one or more objectives and wanted to suggest a significant alteration
in the order. When such a recommendation was made. argumentation
occurred, structured by strict rules of debate agreed to by all
members at the opening of the session. At the conclusion of debate on
a given recommendation, wvoice or hand vote determined the passage or
defeat of a recommended change. All serious concerns were heard,
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debated, voted on, and when this process was completed, the revised
lists were ratified by the full Council for inclusion in the 1975
State Plan. The prioritized objectives are included in Appendix C

of this report. The accompanying charts show the results of the
ratings made the first day of the workshop (mean score and frequency
distribution) and the outcomes of the second day when priorities were
reordered.

Plans for Implementing Priorities. The third major session of
the workshop was devoted to discussing plans for implementing the
various types of objectives. The recommendation of the project staff
suggested that separate, permanent task forces should be organized
for each of the ten service areas and should be charged by the Council
with the following responsibilities:

1. to carry out agency objectives relevant to its service area.
This means developing a plan or strategy for influencing
agencies, directing the implementation of that plan, and
preparing a report at year's end on the degree of achievement
of the agency objectives;

2. to analyze the state plans of various public agencies with
respect to their involvement in its service area;

3. to interpret and report all relevant data on the quantity,
quality, and effectiveness of services contained within a
particular service area; and

4. to develop and recommend to the State Council one year later
five different kinds of objectives relevant to its service
area for inclusion in the 1976 State Plan and for guiding
its subsequent activities.

In addition to the ten service area task forces, it was recommended
that the council establish (or retain) four standing committees:
socio-legal (addressing legislative objectives), funding (recommending
funding pricrities and seeking out new sources of funds), data manage-
ment (working with state agencies to improve the multi-agency data
system), and study (implementing the study objectives). These
recommendations were adopted by the Oregon Council with minor modifi-
cations at the conclusion of the workshop.

Having made decisions during the workshop regarding what issues
to address over the next year and how to implement strategies for
influencing, evaluating and planning, the Oregon Council completed
the second phase in the cycle of planning. The processes employed
over the two years, the involvement of the Council members during
the workshop, and the structures laid out for next year's work build
a system which will permit the council, with the necessary supportive
staff, to carry out its responsibilities to developmentally disabled
people in Oregon.
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DISSEMINATION AND UTILIZATION OF RESULTS

The results of this project have been disseminated through a
variety of reports and presentations. The results of the project's
first year have been presented in Center Working Paper Number 71.
This paper was distributed to all chairpersons and staff of DD
Councils throughout the country. The results of the project's second
year are presented in this paper. The R & T Center will provide both
papers to interested parties upon request. The reports have also
been made available to the Developmental Disabilities Technical
Assistance System (DDTAS) at the University of North Carolina for
further distribution upon request.

DDTAS provides a vehicle to the R & T Center for assisting
interested councils in the utilization of information from this project
in their own states. Contacts have been made with several states
through DDTAS and on-going communication will continue. The Research
and Training Center will continue to respond to request for consultacion
from Regions IX and X directly and from other regions through DDTAS.

While the purpose of the project was to develop planming procedures
for state Developmental Disabilities Councils, the findings of the
project have application to other agencies as well. The methodologies
of the second year can be generalized for planning by other systems
which find themselves in the influencing rather than controlling
role. The Oregon Association for Retarded Citizens, for example,
used these processes to develop a five-year state plan.

Sub-elements ¢f the materials presented here can be drawn out
for use in other contexts. The definitions of services have application
to data collection systems for social service agencies in general.
They have proved useful in the development of a Mental Health Infor-
mation System in Oregon and to some local DD service coordinators in
their data collection efforts.

The slide tape training materials developed as part of this project
provided a useful vehicle for DD council training. They help council
members understand the role of the DD Council and present a framework
for carrying out council responsibilities. Using the material in the
working papers in conjunction with the slide tape, a council can
become acquainted with methodologies which can be modified and imple-
mented to achieve coordinated planning, influencing and evaluating.

The impact of the project as a whole on the Oregon Developmental
Disabilities Council demonstrates the applicability of the materials.
The Oregon State Council has utilized the methodologies over the last
two years in the development of its state plan. The Council has
committed itself to continuing the process by establishing task forces
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to carry out the responsibilities of planning, influencing, and
evaluating services to developmentally disabled citizens.

Implementation by Developmental Disabilities Councils of the
planning and evaluation procedures developed in this project could
have major impact on three aspects of programming for the develop-
mentally disabled: (1) the major public and private agencies within
the state could be influenced by a more articulate plan into providing
a higher level of service to developmentally disabled clients; (2)
monitoring systems could become more accessible and integrated in
order to provide to planning bodies essential information about
services and clients; (3) specially funded projects (DDSA formula
grant monies) could be more appropriately selected in order to meet
the state's highest expressed priorities.
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SERVICE DEFINITIONS

The essential information which should guide the activities
of the State DD Council is the body of data that can be collected
regarding the quantity, quality, and effectiveness of a variety of
services that are provided to developmentally disabled individuals
and their families. During the past year, an effort has been made
to identify and define the most important of these services. In
all, 54 discrete services have been defined and sorted into 10
clusters of direct services and one cluster of indirect services.
The former refers to services that are provided directly to develop-
mentally disabled clients or their families. The latter are services
that are provided to other people (e.g., teachers, employers,
physicians) which, if effective, have a significant and beneficial
impact upon the lives of developmentally disabled people and their
families.

Two major criteria were followed in developing each of the
definitions: (1) The defined characteristics of each service must
be discrete and unique, not overlapping with the characteristics of
other defined services; and (2) The services must be defined in a
way that makes them reportable by either agencies or individuals who
claim to provide the service. When these two criteria are followed,
it enhances the possibility of making agencies and individuals
accountable for the manner in which they provide the service.

A number of resources were utilized in the development of the
54 definitions. The goals and priorities inecluded in Oregon's 1974
State Plan were the starting point of this endeavor. Additional
resources included the 16 services as defined by federal develop-
mental disabilities legislation, service definitions that have been
prepared by the Oregon Mental Health Division, the glogsary of the
new Manual on Terminology and Classification in Mental Retardation
published by the American Association on Mental Deficiency, and
Standards for Community Agencies Serving Persons with Mental
Retardation and Other Developmental Disabilities published by the
Accreditation Council for Facilities for the Mentally Retarded.
This latter resource was particularly helpful in providing material
for many of the definitions.

Several individuals and groups were involved in critical
reviews of the definitions: task forces of the Council, service
coordinators, and representatives of the major state agencies. They
studied the list in terms of its completeness, appropriateness of
grouping, and clarity and useability of definitioms. The work of
each group brought about significant refinements in the delineation
of the services and in the substance of the definitioms. Staff from
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the Oregon Mental Health Division and personnel from other state
agencies participated in the review and development of the list with
the hope that the final product might be useful to the development
of a statewide, multi-agency information system.

Where other sources have contributed to the content of a
definition as it is offered here, the source(s) has been documented
immediately after the definition. In some cases two or more sources
were used (and so documented); occasionally the same material was
found in more than one source (all are documented).

The following codes were used to reference the resources:

JCAH' - Joint Commission on Accreditation of Hospitals, Standards
for Community Agencies, 1973.

Joan2 - Joint Commission on Accreditation of Hospitals, Standards
for Residential Facilities for the Mentaily Retarded, 1971.

AAMD — American Association on Mental Deficiencies, Manual on
Terminology and Classification in Mental Retardation, 1973.

CLS - University of Oregon; School of Health, Physical Educationm,
and Recreation; Center of Leisure Studies.

Taber - C. W. Taber, Taber's Cyclopedic Medical Dictionary; F. A.
Davis Company, 1963, FPhiladelphia.

MHD - State of Oregon Mental Health Division, MR/DD Section.

HEW — HEW Guidelines for Services and Programs for Developmentally
Disabled Persons; May 1972.

C.K.S. =~ Sigelman, C. K.; ed., Protective Services and Citizen
Advocacy. Research and Training Center in Mental Retardation,
Texas Tech University, Lubbock, Texas, 1974.

RT — Research and Training Center in Mental Retardation,

University of Oregon.
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Definitions of Services for
Developmentally Disabled Citizens

1.0 GENERAL SUPPORTIVE SERVICES

The discrete services in this cluster provide the client and

his family with support and assistance in finding and securing
the various services that they need throughout their 1lives.
Ideally, services 1.1 through 1.4 will be provided by a single
agency in order to insure continuity of services to clients with
a minimum of confusion.

1.1 Casefinding: The process of systematically reaching into
the community for the purposes of identifying persons in
need of services; alerting persons and their families to
the availability of services; and assisting persons to enter
the service delivery system, (JCAHL)

1.2 Information and Referral: The development and use of a
resource catalog and retrieval system which can supply
information about, and referral to, appropriate community
resources. This information must be made available to any
individuals who request help and whose needs can properly
be met in this way. (HEW)

1.3 Coordination of Services: The process by which responsibility
is established for implementation of the client's individual
program plan at a given point in time. This process includes
providing support to the client, proecuring direct services,
coordinating the services of different agencies, and monitoring
the progress of the client. (JCAHL)

1.4 TFollow Along: The establishment and maintenance of regular
communication on a life-long basis with clients and their
families, as they desire, for the purpose of assuring that
changes in their needs for service are recognized and
appropriately met. (AAMD, JCAHl, HEW)

1.5 Protective Services: A system of professional services that

monitors programs, and that assists disabled persons in
securing their general and specific rights. Assistance 1is
rendered by providing advice and guidance and, if necessary,
by actively intervening in social and legal processes to
safeguard the rights of the developmentally disabled by
assuring that they receive appropriate services and by
preventing their abuse. (JCAHL, C.K.S.)
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1.6 Personal Advocacy: The provision ol 2 competent citizen
to asgist and befriend an impaired person in coping with his
problems; providing help and affection in a one-~to-one
relationship. One desired outcome of this service 1s to enable
the impaired peyson, whenever possible, to become his own
advocate. (JCAH , AAMD)

1.7 Guardianship Services: The determination of whether or not
an impaired individual requires personal or property
guardianship, followed by assistance in the procurement of
guardianship when appropriate. (RT)

IDENTIFICATION AND ASSESSMENT

The discrete services in this cluster are aimed at identifying
people from the general population who might be developmentally
disabled, and then following through with specific assessment
procedures tc pinpoint the nature of the disability and develop
recommendations for specific services that are needed by the
disabled client and his family. These services should be closely
coordinated with those that have been defined as "general
supportive services”" (especially 1.1 through 1.4).

2,1 Screening: The identification of an individual who is
suspected of having a problem or possible problem related
to developmental disabilities. (RT)

2.2 Diagnosis: Interdisciplinary investigation of an individual
and his immediate environment to identify specific areas of
delay and/or deviance and to specify causes where poasible. (RT)

2.3 Evaluation: The systematic appraisal by a multi-discipline
team to determine the extent to which the disability limits
or can be expected to limit an individual's living activities;
to determine how and to what extent the disabling condition(s)
may be remediated or minimized; to determine the nature and
scope of services to be provided; to select service objectives;
and to devise an individualized action plan for intervention.
"Interdisciplinary” can include professionals from a variety
of fields such as medicine, psychology, education, social work.
(AAMD ,MHD ,HEW)

TREATMENT

The discrete services in this cluster involve primarily the health
needs of afflicted persons. Whenever possible, these services
should be provided by generic agencies and professionals who serve
the entire population, relying on special services for development-
ally disabled people only as a last resort.
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3.1 Medical Sexvices: The service of diagnosing, treating, curing,
and preventing disease, relieving pain, and improving and
preserving health. Services may be provided through in-patient,
out-patient, or emergency hospitalization treatment. (RT)

3.2 Dental Services: Preventive and restorative treatment for the
teeth including inspecting, cleaning, filling of cavaties,
extraction of teeth beyond repalr, replacement of missing
teeth with artificial ones, orthodontia, and cosmetic surgery. (RT)

3.3 Speech Therapy: The provision of services which deal with the
elimination and alleviation of speech defects or with the
development and improvement of speaking intelligibility. (RT)

3.4 Physical Therapy: Therapeutic use of physical agents other
than drugs (i.e., physical, chemical, and other properties of
heat, light, water, electricity, massage, exercise, and
radiation) to maintain or increase efficiency of neuro-musculo,
skeletal, cardiovascular, and respiratory systems. (Taber)

3.5 OQccupational Therapy: Therapeutic use of activities such as
self-help skills, arts and crafts, and perceptual motor
activities to encourage clients to become motivated toward
achieving their own normalization. (Taber)

3.6 Psychotherapy: Intensive psychological or behavioral therapy
aimed at alleviating severe emotional and/or behavioral
disorders. (RT)

EDUCATTONAL SERVICES

The discrete services in this cluster refer to programs that are
designed to enhance growth and development in the areas of motor,
self-help, communication, soclal, academic, prevocational,
vocational, and independent living skills. Most of these programs
are provided in public or private community schools, or in
institutions for developmentally disabled people. Integration with
regular school programs should be accomplished whenever possible.

4,1 Pre-school Services: Facility-based or home-based programs
for children age O to 6 years offering structured training
in communication, motor, self-help, and social skills. (RT)

4.2 School Services for Mildly Handicapped: Programs which

emphasize academic, social, and communicative skills at the
primary and intermediate levels, and pre-vocational, vocational,
and independent living skills at the secondary level. (RT)
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4.3 School Services for the Moderately, Severely, and Profoundly
Handicapped: Programs which emphasize motor, communication,
self-help, social, and appropriate academic skills at the
primary and intermediate levels, and appropriate pre-
vocational, vocational, and independent living skills at the
secondary level. (RT)

4.4 Adult Basic Education: Educational opportunities in any
of the following areas for adults who did not achieve thelr
maximum level of competency while eligible for public school:
communication, social, academic, pre~vocatiomnal, vocational,
and independent 1living skills. (RT)

4.5 Special School Services: Services which are provided in
conjunction with other educational programs that respond to
the specific needs related to physically handicapping
conditions of individuals who are blind, deaf, epileptic,
and/or non-ambulatory. (RT)

5.0 COUNSELING SERVICES

The discrete services in this cluster provide the client and/or
his family with emotional support, information, and advice which
they need in order to enhance their ability to make and implement
important decisions which will affect their style of life.

5.1 General Counseling: Regularly scheduled goal-oriented
intervention that is responsive to the decision-making
needs of the impaired individual or his family. The primary
foecus of this intervention is upon solving interpersonal
problems such as disability acceptance, overanxiety, over-
protection, and the ability to cope with dally demands which
result from the client's disability. (RT)

5.2 Crisis Intervention: Counseling services which are
available on an emergency basis, immediately responsive
to family needs at a time of extreme stress. (RT)

5.3 Family Planning: Counseling services related to all aspects
of pregnancy and child rearing, including knowledge of
contraception and careful consideration over whether or not
to parent children. (RT)

5.4 Genetic Counseling: Information and advice concerning the

biological probabilities of giving birth to a developmentally
disabled child, Karyotype analysis and interpretation of
family geneologies are frequently included in this service. (RT)
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6.0 FAMILY SUPPORT SERVICES

The discrete services in this cluster help families to cope more
effectively with the presence of a developmentally disabled person
in their home. These services include both the education and
training of family members, as well as temporary or part—time
respite care which is designed to relieve family members from the
continuous burden of providing special care. The primary objective
of all the family support services is to prevent institutional-
ization of the disabled person.

6.1 Family Education: Opportunities for the family to increase
its knowledge and understanding of mental retardation and
other developmental disabilities, and oflthe impact of these
disabilities upon the family unit. (JCAH )

6.2 Family Training: A program of training for family members
which provides them with the skills needed to assist the
impaired person in the family by augmenting the services
provided outside of the home with a program of structured
activities inside the home. 1In essence, family members are
trained to become their own service providers. (RT)

6.3 In-home Sitter Services: Services provided for the care of an
individual in his home involving temporary seperation from his
family for short periods of time on a regular or intermittent
basis for the purpose of relieving the family of his care. (AAMD)

6.4 OQut-of-home Sitter Services: Services provided for the care of
an individual away from his home involving temporary separation
from his family for short specified periods of time on a
regular or intermittent basis for the purpose of relieving
the family of his care. (AAMD)

6.5 Out-of-home Respite Care: Services provided for short-term
residential care involving temporary separation of an
individual from his family for specified periods of time on
a regular or intermittent basis. (AAMD)

6.6 Homemaking: Chore and/or personal care services which must
be provided to a developmentally disabled individual or his
family to enable him to remain in his own home. These services
may include, but are not necessarily limited to housecleaning,
laundry, meal planning and preparation, feeding, bathing,
shaving, dressing, etc. Services may or may not include
training. This service may be provided by a certified agency
such as Homemaker-Home Health Aide Services, Inc. (RT)
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7.0 LIVING ARRANGEMENTS

The discrete services in this cluster provide a wide range of
living arrangements for developmentally disabled persons. The
various alternatives represent a continuum, one end of which
provides an opportunity for nearly independent living, while the
other end provides a living enviromment in which the impaired
person's activities are almost entirely managed by other people.

7.1

7.2

7.3

7.4

7.5

7.6

Board and Room Living: 4 living situation for thogse indivi-
duals who can maintain or remain in an essentially unsupervised
living situation. Participation in a community rescurce such
as an Activity Center may be needed to sustain this level of
independence. (RT)

Group Home Care: A closely supervised living situation in a
facility serving not less than six clients. Since the goal

of this program is semi-independent living, training must

also be provided or made avallable to residents in the

following areas: self-help skills, independent living skills,
social behaviors, communication, education, wvocational

training and adjustment, recreation, and community orientation. (RT)

Foster Care: A family home which is willing to accept not
more than five persons needing supervision within the context
of a program of supporting services. The program of supple-
mental services for each resident can be provided on contract
over and above the regular rocom and board rate. (RT)

Sheltered Care: A facility which provides residential care
on a long-term basis for highly dependent persons without
severe medical problems. The program of services should
include stimulation of abilities and comprehensive recrea-
tional activities. (RT) '

Nursing Home Care: A facility of six bed capacity or more
which 1is intended for the residential care, treatment, and
training of dependent persons. The facility is geared to
serving the needs of persons with severe physical handicaps

or medical problems on z relatively long-~term basis. The
program of services should provide special medical attention,
stimulation of abilities, and comprehensive recreational
opportunities based on the general needs of the residents. (RT)

Institutional Care: A self-contained facility, usually large

in size, which provides residential care, medical treatment,
and trailning for developmentally disabled people. (RT)
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8.0 VOCATIONAL SERVICES

The discrete services in this cluster assist an impaired person
in finding employment or other meaningful adult occupation.
Economic self-sufficiency, whenever possible, is a major goal of
these services., Achievement of the maximum occupational satis-
faction that is possible for the impaired person, with or without
remuneration, is also a major goal of these services.

8.1 Evaluation: A systematic appraisal of an individual's
employability for the purpose of approprlate occupational
placement or for devising an individualized program of train-
ing. Evaluation determines expected limitations upon an
individual's vocational potential, and the extent to which
these limitations can presumably be removed, corrected, or
minimized by specific intervention services. (AAMD,HEW)

8.2 Training: An individualized program of action designed to
increase a person's employability by removing, correcting,
or minimizing problems which can be expected to limit the
individual's work activities. The program may Include pre-
vocational and occupational skills training as well as work
adjustment training. (RT)

8.3 Placement: Services which assist an individuwal in finding
employment that is consistent with his capabilities and
interests; placement services follow individual evaluation
and, where needed, tralning programs. (RT)

8.4 Sheltered Employment: A structured program of activities
involving: (1) short-term remunerative employment designed
to affect placement in the competitive labor market, or
(2) extended, long-term remunerative work in a protective
enviromment. (RT)

8.5 Activity Center Program: An organized program which provides
dignified and meaningful work, social, and recreational
activities on a daily basis for adults who are not yet ready
to engage in competitive or sheltered employment. (MHD)

8.6 Other Fmployment Services: Employers who will employ develop-

mentally disabled persons on an individual or collective basis
who require a minimum of supervision. Employment may be
secured by the individual, or an agency other than the Division
of Vocational Rehabilitation may make the placement. (MHD)




-24-

9.0 RECREATIONAL SERVICES

10.0

11.0

The discrete services in this cluster refer both to the therapeutic
use of recreation and to the use of recreation for filling leisure

time. In the latter sense, recreational activities can be planned

or spontaneous, organized or unorganized, carried on alone or with

others. This wvariability in function should be retained in recrea-
tional services.

9.1 Therapeutic Recreation: Purposeful intervention through
recreational activities to modify, ameliorate, or reinfoEce
specific physical, emotional, or social behaviors. (JCAH™)

9.2 Leisure Time Recreation: The provision of ongoing programs
and activities for the recreational use of leisure time. The
cholces of recreational activities should be of sufficient
variety to permit individualized selection based on mental,
physical, and emotional capacities, as well as urges of the
moment. The various activities should provide outlets for
physical interests (e.g., athletics), communicative interests
{e.g., group discussions, writing), information interests
{e.g., study group), creative and aesthetic interests
(e.g., hobbles), and social interests (e.g., parties).
Programs may include the teaching of skills related to the
recreational activity selected. Use of generic recreational
services should be used whenever possible., (CLS)

TRANSPORTATION

Public or private programs which enable handicapped people to

travel around the communities in which they live and work. When-
ever possible, these services should be delivered as modifications

of existing transportation systems within the general population. {(RT)

INDIRECT SERVICES

The discrete services in this cluster refer to activities and
interventions with non-handicapped people which are undertaken on
behalf of handicapped people.

11.1 Planning Coordination: Planning bodies (agencies, citizens
groups and individuals) working together toward the develop~
ment of a comprehensive service delivery system for develop-
mentally disabled citizens. (RT)

11.2 Publiec Education: Dissemination of information to the

general public, including educators, legislators, employers,
physicians, service agencies and parents, concerning needs
and rights of the developmentally disabled population. (RT)




11.3

11.4

11.5

11.6

11.7

11.8
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Primary Prevention: The elimination or mitigation of those
factors in life which frequently fesult in a higher incidence
of mental retardation or other developmental disabilities. (RT)

Basic Research: Scientific methodology related to the
prevention of developmental disabilities or community adjust-
ment of developmentally disabled people, and the design and
implementation of research relating to these questions. (RT)

Manpower Development: An integrated program of recruitment,
pre~service training, and in-service training aimed at
assuring the availability of an adequate present and future
supply of qualified personnel to proviie services to
developmentally disabled people. (JCAN )

Data Management: The systematic collection, integratiom, and
dissemination of information about the quantity, quality, and
effectiveness of services for developmentally disabled people
in order to enhance the procedures of planning, implementing,
and evaluating the impact of these services. (RT)

Funding: Identification of local, state and federal funds
specifically designated to research, programs, and services
for the developmentally disabled population. (RT)

Elimination of Architecturzl Barriers: Efforts directed

toward making all facilities accessible to the physically
handicapped. (RT)
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APPENDIX B




REPORTS AND RECOMMENDATIONS

Reports and recommended objectives were prepared for eight
of the ten service areas defined in Section Two. Approximately
50 percent of the discrete services are addressed in these reports.
The criterion for selection was whether or not a service is mentioned
or implied in the eleven priorities of Oregon's 1974 State Plan.

A standard format has been followed, whenever possible, in
the presentation of each report. First, an overview of the service
area is presented, including the definitions of each discrete
service in the cluster. The perceived availability of each service
is then presented, based on the opinions of service coordinators
and directors of community mental health programs. Additional
information is presented next on those services within the clusters
that are mentioned in the priorities of the 1974 State Plan. Data
on the quantity and quality of each service are presented to the
extent that information was available from the relevant state
agencies. The final section of each report included the five kinds
of recommendations: agency objectives, legislative objectives,
short-term funding objectives, study objectives, and data-base
objectives. Only the recommendations related to the first service
report are included in this paper as an example of task force work.




3]~

1.0 GENERAL SUPPORTIVE SERVICES

The discrete services in this cluster provide the client and
his family with support and assistance in finding and securing
the various services that they need throughout their lives.
Ideally, services 1.1 through 1.4 will be provided by a single
agency in order to insure continuity of services to clients
with a minimum of confusion.
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Since developmentally disabled people must face prcblems
which are themselves developmental, a service delivery system is
required which is not only comprehensive in scope but also extend
throughout the lifespan of afflicted individuals. Since most generic
services are not this broad in scope, an additiomal cluster of
services is needed by many developmentally disabled people which
provides a fixed point for referral and helps to arrange for the
continuity of services over the years. Seven such supportive ser-
vices have been identified and defimed at this time:

Casefinding: The process of systematically reaching into
the community for the purposes of identifying persons in
need of services; alerting persons and their families to
the availability of services; and assisting persons to
enter the service delivery system.

Information and Referral: The development and use of a
resource catalog and retrieval system which can supply
information about, and referral to, appropriate community
resources., This information must be made available to any
individuals who request help and whose needs can properly
be met in this way.

Service Coordination: The process by which responsibility

is established for implementation of the client's individual
program plan at a given point in time. This process includes
providing support to the client, procuring direct services,
coordinating the services of different agenciles, and moni-
toring the progress of the client.

Follow Along: The establishment and maintenance of regular
communication on a life-long basis with clients and their
families, as they desire, for the purpose of assuring that
changes in their needs for service are recognized and appro-
priately met.

Protective Services: A system of professiomal services that
monitors programs, and that assists disabled persons in
securing their general and specific rights. Assistance is
rendered by providing advice and guidance and, if necessary,
by actively intervening in social and legal processes to safe-
guard the rights of the developmentally disabled by assuring
that they receive appropriate services and by preventing their
abuse.

Personal Advocacy: The provision of a competent citizen to

assist and befriend an impaired person in coping with his
problems; providing help and affection in a one-to-omne relation-
ship. One desired outcome of this service is to teach the
impaired persomn, whenever possible, tc become his own advocate.
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Guardianship Services: The determination of whether or
not an impaired individual requires personal or property
guardianship, followed by assistance.in the procurement of
guardianship when appropriate,

Four of these services--casefinding, information and referral,
service coordination, and follow-along—-are provided in Oregon
under the auspices of the Mental Health Division's program of service
coordinators. The expansion and improvement of this program
emerged as the first priority in Oregon's 1974 Developmental Dis-
abilities State Plan. Since the definitions of services in this
area have only recently been formulated, the organization of this
report does not strictly follow along the limes of the defined
services. Instead, the job description of the service coordinators
has been used to structure an evaluation of this priority.

The job description includes five parts:

Identify and catalogue resources;

Identify and register people and their service needs;
Match dd people with appropriate services;

. Determine ummet needs in the community and;

. Facilitate development of needed resources and services.

Vo Wb

This report will describe the efforts that are being made by the
service coordinators to fulfill each of the above demands, the
responsibilities that are implied by each job requirement, and the
problems that are now becoming apparent to the service coordinators.

Identify and Catalogue Resources

During the first months on the job, the Service Coordinators
spent the majority of their time contacting agencies and facilities
that were serving the developmentally disabled population in their
community to find out what services were available. They each made
up a catalogue with information about the service providers. In
some counties this information was then made available to the public
on a limited scale. 1In other counties, because of printing expenses
and lack of clerical help, the notebook was only used as a reference
source for the service coordinator. With appropriate staff, time,
and monies available, the catalogue could have become part of a
resource information and data documentation service.

Feedback from the service coordinators indicated that
because of the shortage of clerical help, the time spent in compiling
the information and preparing it for publication was much greater
than they had expected. So much so, in fact, that some of the
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service coordinators felt that the information was outdated by

the time they had it all compiled. In addition, many service coor-
dinators resented this task as one which took too much time away
from direct service to clients.

Identify and Register People and Their Service Needs

The service coordinators who live in rural counties spend
from 15-25 percent of their time visiting clients ir their homes
while trying to identify what services are needed. In the metro-
politan areas, the service coordinators publicize that they are
available, and depend on other agencies to do the outreach.

The service coordinators spend time in TMR and EMR class-
rooms, nursing homes, activity centers, sheltered workshops, and
other facilities which serve the developmentally disabled. They
have all established some sort of a filing system for identification
and description of their clients. Although the filing systems
vary from county to county, they all contain the names of every
developmentally disabled person that has been directly identified
to them as a potential or current user of services. The registries
also include persons who have been referred to the service coor-
dinators from institutions because they are being placed in the
community, or legally discharged.

The service coordinators are expected to actively seek out
persons in need of services (case finding), facilitate entrance into
the service delivery system (entry), screen persons expected of
having a developmental disability, and help provide a diagnosis
and evaluation.

The service coordinators need to shorten the amount of
time spent in the office working on their filing systems, and other
documentations of need. Those who are located in Mental Health
Clinics a1l stated that they needed at least a half-time secretary
to facilitate the development of a more systematic form of keeping
data. It is difficult to find the time to organize an ongoing
outreach program for outlying areas, because of the demands of
current clients, data documentation, and need to advocate for new
services.

Several of the service coordinators stated that they felt
it was unrealistic to expect that one person could identify every
developmentally disabled individual in a whole county. Clients,
and other service providing agencies, expect the service coordina-
tors to do direct service tasks; placement into group homes,
institutions, foster homes; counseling; family training; etc.
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If the service coordinators were expected only to identify
and register developmentally disabled persons and their service
needs, this alone could be a full time job.

Match Developmentally Disabled Persons With Appropriate Services

By working with agencies and facilities which serve the
developmentally disabled population, the service coordinators keep
in constant contact with services that are available to their clients.
After screening potential needers of services, and possibly working
with staff from other agencies, they are able to make recommenda-
tions regarding which service would be appropriate for a particular
client. 1In three counties with high population density, case
development specialists have been hired to assist service coordina-~
tors in this component of thelr job.

In evaluating the extent of contact the service coordinators
have with their clients, data were collected on each client with
whom they worked during 1973. A client data sheet, which included
a five point scale showing degree of contact, was filled out for
each client. The first category was a third party contact, in which
the service coordinator never actually saw the client, but gave
information to that client's representative about a particular
service. The second category was a phone contact with the client
or a member of his family. The third was an office visit in which
the client and service coordinator met together to establish a need.
The fourth was a home visit in which the service coordinator saw
the client in his natural environment., The fifth, and greatest
degree of contact involved a staffing, in which the service coor-
dipator met with staff from other agencies who were currently
serving the client, and the client and his family to help form an
individual program plan,

The following table represents the degree of contact which
the service coordinators had with their clients. The seven counties
in which the data were collected are listed on the left. No contact
data was collected in Marion because it was the first county surveyed
and this information was not asked for at that time.

It is obvious that the types of contact utilized for matching
clients to services varies greatly among the service coordinators.
The amount of time available for direct client contact seems to be
the critical determinant in this area.
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TABLE 1

DISTRIBUTION OF SERVICE COORDINATOR/CLIENT CONTACT

Degree of Contact®*

1 2 3 4 5

Coas 15% 27% 28% 47% 6%
Linn 3% 2% 267 47% 22%
Lane 50% 12% 3z 22% 13%
Lincoln/Benton 27 5% 5% 38% 50%
Clackamas 8% 18% 9% 63% 2%
Umatilla/Morrow 3% 1% 1% 60% 35%
Klamath/Lake 35% 5% 1% 422 17%
Marion --no data available—-

Third Party

Phone contact with client
Office visit

Home visit

Interagency staffing

o o p
[ | I | I |
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Determine Unmet Needs in Community

There is no structured process by which any of the service
coordinators are collecting data to determine unmet needs in their
counties. Each of the service coordinators receive many requests
for needed services from their clients. If a request cannot be met
by providing the client with what he needs, the service coordinator
is made aware of a gap in services.

In some of the rural counties, where fewer services are
available, the service coordinators feel that they can keep in close
contact with what is offered and what is needed. 1In some of the
metropolitan counties, one of the most time—consuming aspects of the
job is to keep in touch with other agencies to find out what services
are being provided and where the gaps are.

It ig very difficult for the service coordinators to keep
all the data that i1s necessary to document need in their counties.
They each have a comprehensive idea of what services should be
provided for their clients and what the high priority needs are in
their counties, but they do not yet have the capacity to document
these needs with hard data.

Facilitate Development of Needed Resources and Services

The service coordinators spend an average of 25 percent of
their time working with local and state agencies and service pro-
viders to coordinate and facilitate the development of needed
services. They attend meetings for local committees, state councils,
city councils, service agencies, and service providers (group homes,
etc.), in order to keep current with what services are needed in
their counties. They also use these meetings to further educate
the people in the community about programs and services which are
needed by the developmentally disabled population.

In many counties, the service coordinators are working with
some of the people in the community on writing proposals to get
funding for new programs. This work takes a lot of time and energy,
and there is no promise of funds,

Facilitating the development of new programs is an ongoing,
time consuming task. The service coordinators are torn between
actual direct contact with clients, and working only with agencies
and community groups. Feedback from many of them suggested that there
are two jobs listed under one job description. All of the service
coordinators work many fifty hour weeks because of early morning
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or late evening meetings, traveling, client crises, or other demands.

Summarg

The expectation that service coordinators can completely
and successfully fulfill each of the five parts of the job descrip-
tion with little or no supporting staff is unrealistic. The dedi-
cation and hard work of the service coordinators has proven to be
very valuable in offering more and better services to developmentally
disabled clients. It has also revealed how much more can and needs
to be done.
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GENERAL SUPPORT SERVICES
AGENCY OBJECTIVES

Objective: The Mental Health Division should fund service coordin-
ators in each Community Mental Health Program by 1977.

Rationale: Sixteen service coordinators are currently serving
clients in twenty counties. The program has been implementing the
following tasks for three years: registering developmentally
disabled clients who are in need of services, documenting services
that are available in the county served, matching clients with
services, determining unmet client needs, and helping to develop
new services. We prefer that these services be available in all
communities.

GENERAL SUPPORT SERVICES

Objective: The Mental Health Division should develop a statement of
minimum qualification for service coordinators this year. Funding
of service coordinator positions within Community Mental Health
programs should be contingent upon compliance with these minimum
qualifications.

Rationale: During the initial implementation of the service coor-
dination program, minimum qualifications for service coordinators
were not described. Individuals have been hired on a subjective
basis without uniformity across the total program. There have been
no specific guidelines regarding the types of education and exper-
iences that are relevant to the position, We prefer that there be a

statement of minimum qualifications which would be applied through-
out the state.
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GENERAL SUPPORT SERVICES

Objective: This year the Mental Health Division should develop a
public information program which would publicize the services that
are available through the service coordinators. The program should
reach individuals as well as public and private agencies.

Rationale: It appears that in the twenty counties where service
coordinators are operating, a small proportion of the developmen-
tally disabled population is aware of the program. Perhaps as
little as 30 percent of the eligible population has actually made
use of the service. Repeated reports from service coordinators
indicate that some agencies in those counties are also unaware of
the presence of service coordinators. Coordination cannot be effec-
tive under these circumstances. We prefer that the existence of
service coordinators and the assistance they can offer be well
publicized. The publicity should be directed toward potential clients
as well as all the public and private agencies that relate directly
or indirectly to the developmentally disabled population.

GENERAL SUPPORT SERVICES

Objective: Developmental Disabilities Coalition (Oregon Association
for Retarded Citizens, United Cerebral Palsy, Epilepsy League) should
retain a lawyer this year to assist in the implementation of direct
legal services to developmentally disabled clients, utilizing and
educating the existing legal aid programs statewide by 1976.

Rationale: The personal and legal rights of developmentally dis-
abled clients have received the attention of legislators and consumer
groups. Those rights have been delineated. At the present time,
however, there is nc accessible, effective legal advocacy program
knowledgeable about the needs of developmentally disabled indivi-
duals which offers direct services to developmentally disabled
clients in regards to preserving their rights. We prefer that such
a program be implemented by the consumer groups.
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GENERAL SUPPORT SERVICES

Objective: Mental Health Division should accept budgetary respon-
sibility for secretarial assistance assigned specifically to each
service coordinator.

Rationale: Service coordinators must provide many services to

many clients. Without exception, they lack adequate clerical assis-
tance, As the roles have developed and more clients are being served,
administrative responsibilities have become increasingly burdensome.
We strongly prefer that assistance be made available to all service
coordinators through the assignment of sufficient secretarial help.
The purposes of this recommendation are to relieve the coordinators
of clerical office work; to improve the maintenance of related
records; and to free service coordinators for continuing and
expanding their provision of services to clients.

GENERAL SUPPORT SERVICES

Objective: Mental Health Division should develop and implement an
in-service education program for directors of Community Mental
Health Programs regarding the needs of developmentally disabled
people in order to assist them in planning for that population.

Rationale: Within the last year, directors of Community Mental

Health Programs have been given the responsibility of planning for

the delivery of services to developmentally disabled people. Formerly,
their primary concern was with the mentally and emotionally disturbed.
The needs of these populations differ in many ways. We recommend

that those who are responsible for planning for developmentally
disabled people be included in a program which will increase their
awareness of the characteristics and needs of developmentally dis-
abled individuals and the ways in which services can most usefully

be provided to them.
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GENERAL SUPPORT SERVICES
LEGISLATIVE OBJECTIVES

No legislative objectives were generated in this service area.
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GENERAL SUPPORT SERVICES
SHORT-TERM FUNDING OBJECTIVES

Objective: Funds should be allocated for a training program for
developmentally disabled people and/or their families on self
advocacy (self representation) as it applies to membership on boards
and committees, or direct contact with agencies and the community
as a whole.

Rationale: Developmentally disabled people should have a voice in
decisions that are being made regarding their individual programs

and the delivery of services as a whole. Traditionally, third

party advocates represent the interests of the developmentally
disabled population. The goal of advocacy, however, is the develop-
ment of each person's ability to represent his own interests.
Currently there is no program that addresses this goal directly.

We prefer that a program be developed which would train develop-
mentally disabled people and/or their families in the skills and
awarenesses they need to be their own advocates. This should

include their participation in committees and consumer groups as well
as theilr individual relationships with serving agencies and the community.

GENERAL SUPPORT SERVICES

Objective: DDSA funds should be allocated to training for service
coordinators. The training proposal should include a needs assess-
ment component in order to ascertain the most critical present needs
of service coordinators for in-service training.

Rationale: Three years of experience in the fleld of service
coordination has allowed the Mental Health Division and the service
coordinators to more clearly describe the potentials and problems
of the program. At this time the service coordinators are in a
position to benefit from a training program. We prefer that a
training program be provided with specific objectives related to
the job as it now is being implemented.
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GENERAL SUPPORT SERVICES
STUDY OBJECTIVES

Objective: The relationship and roles of various agencies in regards
to services coordination should be studied.

Rationale: Services coordination is provided by many agencies at
this time. The proliferation of this activity may or may not be in
the best interest of the clients. We prefer that the provision of
services coordination by a variety of agencies be studied in terms
of the impact on the client and the appropriateness of duplicating
services and cost.

GENERAL SUPPORT SERVICES

Objective: A study should be conducted of local Community Mental
Health Advisory Boards and/or local Developmental Disabilities
Councils regarding the affiliations of members, and their planning
efforts for developmentally disabled clients with respect to the
scope and impact of their plans.

Rationale: Different agencies and committees which are responsible
for planning at the local level construe their roles differently.

In planning for developmentally disabled people they demonstrate
varying degrees of concern for consumer involvement. They show
different degrees of attention to the private sector of service
delivery. Some types of planning focus primarily on state budgetary
demands; other types attend more to community development. We would
like to know how local planning is being done, who it tries to

affect, to what extent it is responsive to the concerns of develop-
mentally disabled people.
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GENERAL SUPPORT SERVICES
DATA COLLECTION OBJECTIVES

Objective: Mental Health Division should continue the development

and implement a uniform data collection system for monitoring services
to developmentally disabled clients. The system should be imple-
mented by the end of this fiscal year.

Rationale: Effective planning, budgeting, and monitoring the
delivery of services require continuous feedback about the quan-
tity, quality, and effectiveness of the services being provided to
developmentally disabled clients. At the present time, the state
has no uniform data collection system. We prefer that such a
system be developed and implemented by the Mental Health Division.




~47-

2.0 IDENTIFICATION AND ASSESSMENT

The discrete services in this cluster are aimed at identifying
people from the general population who might be developmentally
disabled, following through with specific assessment procedures
to pinpoint the nature of the disability, and developing
recommendations for specific services that are needed by the
disabled client and his family. These services should be
closely coordinated with those that have been defined as
"general supportive services."”
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Identification activities frequently provide the point of
entry into the service system for developmentally disabled people.
The activities should be sufficiently comprehensive to locate all
afflicted people who might need services and guide them into the
service delivery system.

Once an individual has been identified as having a problem
or possible problem related to developmental disabilities, he should
have ready access to an individual assessment in order to diagnose
the problem accurately and develop an effective program plan.

The spectrum of services included under identification and
assessment are:

Screening: The identification of an individual who is
suspected of having a problem or possible problem related
to developmental disabilities.

Diagnosis: Interdisciplinary investigation of an indivi-
dual and his immediate enviromment to identify specific
areas of delay and/or deviance and to specify causes where
possible,

Fvaluation: The systematic appraisal by a multi-discipline
team to determine the extent to which the disability limits
or can be expected to limit an individual's living activities;
to determine how and to what extent the disabling condi-
tion(s) may be remediated or minimized; to determine the
nature and scope of services to be provided; to select
service objectives; and to devise an individualized action
plan for intervention. "Interdisciplinary" can include
professionals from a variety of fields such as medicine,
psychology, education, social work.

In gathering data for this report, a questiomnaire was sent
to service coordinators and directors of Community Mental Health
Programs asking them to assess, from their own experiences and
perceptions, the extent to which services are available in their
communities to the developmentally disabled clients who need them.
Fach direct service that has been defined was rated omn the following
scale:

l--available for very few who need
2=-availlable for less than half who need
3——available for more than half who need
4--available for nearly all who need

The following graph (Fig. 1) shows the mean scores of the respondents
for the three services included in this report. Diagnosis and
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evaluation were rated as a single service.

Figure 1

AVAILABILITY OF SERVICE

Nearly
[T

More Than 5
Half

Less Than .,
Hatt 2

Very, |
Few !

=== N

Screening Diagnesis
and

Evaluation

MEAN SCORES

As the graph shows, the respondents believe that screening, diagnosis,
and evaluation services are available to more than half of those who
need them.

2.1 SCREENING

The Public Welfare Division of the State of Oregon has
implemented a program of Early and Periodic Screening, Diagnosis
and Treatment called MEDICHECK. The program is part of Title XIX
benefits and covers eligible children under 21 years of age.
MEDICHECK is intended to provide services to as large a number of
children as possible with minimal duplication of services. Children
who are eligible are those who are receiving protective services
through Children's Services Division or financial assistance through
Public Welfare Division.
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Facilities

As stated in Rules and Regulations for the MEDICHECK program,
screening services may be provided by any physician or facility with
staff licensed to practice medicine in the State of Oregon or spec-
ially trained nurses or para-medical personnel under a physician's
supervision. The screening may be done by a private provider as
part of the regular medical care of a family or individual, or a
screening center such as Health Clinics, Well Baby Clinics, School
Health Programs, Crippled Children's Services, Maternity and Infant
Care projects, and neighborhood health centers.

As of January, 1974, the Medical Assistance Section of the
Public Welfare Division had Medicheck Agreements (signed contractual
agreements on file) with 28 screening centers operating 31 faeilities.
The following map shows the locations of these facilities:
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Figure 2

Facilities Offering Medicheck Screening Services
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Clients

Direct client data are not available for screening services.
The Public Welfare Division was not able to provide information
regarding the number of clients with the disabilities of mental

retardation, cerebral palsy, and/or epilepsy screemned through its
programs during fiscal year 1973.

The availability of screening services as perceived by the
service coordinators and directors of Community Mental Health
Programs is shown in the following graph.

Figure 3
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The graph indicates that while many respondents believe that
screening services are available for less than half of the people
who need them, more of the respondents believe more than half or
nearly all developmentally disabled clients have access to screening.
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Standards

A document published by Public Welfare Division, '"Guide for
Early and Periodic Screening, Diagnosis and Treatment," delineates
a Schedule of Screening Services. The schedule presents the services
that are to be provided for each age group (2 months through 20
years). The screening is multi-purpose and will include health
and developmental history (physical and mental)}; assessment of
physical growth, development, and nutritional status; inspection
for physical defects; and screening for other abmormalities,
conditions, and infections. Payment through the MEDICHECK program
requires an acknowledgement that the rules and regulations set
forth in the guide have been followed. Beyond its use in the
MEDICHECK program, the guide may be seen as a useful standard for
all physicians and health programs. :

Conditions for referral are included in the guide. If,
during the screening process, a significant medical condition detri-
mental to the child's physical or mental health is discovered, the
child may be referred to a medical practitioner qualified to provide
definitive diagnosis for a prescriptive course of treatment. A
special notification form has been developed to assist in the
referral process. It is a four-part form intended to notify all
parties concerned that a referral has been made.

Statement of Progress

Medicheck is a departure in philosophy for the Public
Welfare Division, in terms of its earlier medical program, as it
embraces preventive medicine rather than the traditional posture
of providing emergent care. It adds a new screening service
that was not available last year.

It is not possible to make a comparative statement about
the number of clients served this year and last; client data were
not available in the baseline or follow-up reports.

2.2 & 2.3 DIAGNOSIS AND EVALUATION

Diagnostic services are available to eligible individuals
through the MEDICHECK program and are subject to the rule, regulations,
and procedures set forth in the guide as appropriate. Under the
program, diagnosis and evaluation may be provided through a health
center or private practitioner qualified to make the diagnosis and
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evaluative assessment. The vehicle for referral allows for client
movement into a full diagnostic center such as those maintained by
Crippled Children's Division; The Center for Neurologically Impaired
Children; and Mental Health Division.

Facilities

Crippled Children's Division currently has four sites for
diagnosis and evaluation clinics. These are in Portland, Eugene,
Medford and Corvallis. The Division also provides for specific
situations where children may be evaluated in physicians' offices
throughout the state. Public health nurses provide an additional
facet of care in enabling the division to reach out into other
communities.

The Center for Neurologically Impaired Children operates
out of Good Samaritan Hospital in Portland.

The Diagnosis and Evaluation Section of the Mental Health
Division provides services to any person with known or suspected
mental retardation. Evaluations normally are conducted at Fairview
State Hospital and Training Center, but evaluation teams may make
vigsitations to communities.

The Maternal and Child Health Section of the Health Division
supports four Child Development Clinics located in Washington,
Clackamas, Yamhill, and Polk Counties.

The neurology center at the University of Oregon Medical
School conducts evaluation for epileptic patients. Additionally,
patients seen for other medical problems may receive evaluative
services related to concomitant problems of mental retardation or
cerebral palsy.

The map on the following page shows the locations of the
diagnostic and evaluation centers referred to above.




~56-
Figure 4

LOCATION OF FACILITIES PROVIDING DIAGNOSIS AND EVALUATION
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Clients

Information regarding the actual number of clients served
through the Crippled Children's Division from July 1, 1973 to
December 31, 1973, was provided by that agency. Table 1 shows the
distribution of clients served by Mental Health Region and the
relationship of that figure to the total served and the total
population of region and state,

Table 1

CLIENTS RECEIVING D & E THROUGH CCD, JULY 1, 1973 TO DEC. 31, 1973

Number % of Total Population # of Total
Served Served in Region Population
Region 1 450 60.4 909,465 43.5
Region 2 262 35.2 1,015,037 48.5
Region 3 33 4.4 166,875 8.0
TOTAL STATE 745 1007 2,091,377 100%

The table indicates that relative to population distribution,
Mental Health Region 1 is receiving a disproportionately large
share of the diagnosis and evaluation services available through CCD
while regions 2 and 3 both receive disproportionately less.

Additional informatiom on the clients served by CCD is
available in the appendix.

Client information on diagnosis and evaluation was not
provided by Health Division, Center for Neurologically Impaired

Children, or Public Welfare Division.

The availability of diagnosis and evaluation services as
perceived by the service coordinators and directors of Community
Mental Health Programs is shown in the following graph.
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Figure 5
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As indicated in the graph, the most frequent response
concerning the availability of diagnosis and evaluation was "avail-
able for more than half of those who need it."

Standards

There are no published standards for diagnosis and evaluation
of developmentally disabled people seen through Crippled Children's
Division at this time. It is known, however, that clients in this
program are seen by a variety of disciplines; primarily pediatricians,
‘social workers, psychologists, speech pathologists (as a minimum)}.
Additionally, all the children with cerebral palsy are seem by
neurologists, orthopedists and physical and occupational therapists.
As a standard, it is required that the individuals who fumnction in
the clinics be licensed by the state in their respective disci-
plines and that the physician who functions in the program be certi-
fied in his respective specialty.

Guidelines or policies regarding standards for diagnosis
and evaluation were not available from the other agencies which
provide this service.
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Statement of Progress

Comparative analysis of FY 73 data with the baseline data
is difficult to make on two counts: (1) baseline data include,
for the most part, estimates of number served during calendar year
1972; (2) data are incomplete for FY 73 in regards to agencies
previously mentioned. It appears that Crippled Children's Division
served about the same number of people in FY 73 as in six months
of calendar year 1972 (1500 estimated as having received services

in 1972 and 744 actually received services from July 1 to December
31, 1973).

Reports recently presented to the State Developmental Dis-
abilities Council by Dr. Rhesa Penn concerning the four Child
Development Clinics indicated that there may be a cutback in that
program.
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Table 2

CLIENTS SERVED BY CCD FROM JULY 1, 1973 TO DEC. 31, 1973 BY AGE

MR CcP E M.H TOTAL
0-2 years 9 7 3 13 32
3-6 years 96 65 6 95 262
7-21 years 142 133 8 189 472
Table 3

CLIENTS SERVED BY

CCD FROM JULY 1, 1973 TO

DEC. 31, 1973 BY REGION

MR CcP E MH % of State's
population in
N % N % N Z N % region
Region 1 145 60.7 120 59.4 8 53.3 177 61.5 43.5
Region 2 85 35.6 73 36.1 7 46.7 97  33.7 48.5
Region 3 9 3.8 9 4.5 14 4.9 8.0
Total 239 100.0 202 100.0 15 100.0 288 100.0 100.0
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EDUCATIONAL SERVICES

The discrete services in this cluster refer to programs that
are designed to enhance growth and development in the areas
of motor, self-help, communication, social, academic, pre-
vocational, vocational, and independent living skills. Most
of these programs are provided in public or private community
schools, or in institutions for developmentally disabled
people. Integration with regular school programs should be
accomplished whenever possible.
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4.0 EDUCATIONAL PROGRAMS

While each person possesses the potential for growth and
development, specific opportunities for growth and development must
be provided if the potential is to be realized. Educational pro-
grams, as they are part of a comprehensive system of services for
developmentally disabled people, attend to the individual's develop-
mental needs. The programs begin in infancy and may extend into
adulthood. As it is appropriate to the individual's developmental
level, each of the following areas should become part of the educa-
tional program plan:

Motor development: the development of behaviors that
primarily involve muscular, neuromuscular, or physical
skills, and that imvolve varying degrees of physical
dexterity.

Communication development: the development of communication
skills, verbal and non-verbal, as a method of maintaining
contact with, and responding to, the social environment.

Affective development: the development of feelings, emotioms,
and behaviors that relate to, arise from, or influence
interests, attitudes, emotions, and values.

Cognitive development: the development of those processes
and abilities involved in perceiving, recognizing, remember-
ing, conceiving, judging, reasoning, thinking and knowing.

Social development: the development of skills and behaviors
conducive to appropriate and constructive interactions in
areas such as one-to—one communication, group participation,
and social adjustment.

Self-help skills development: the development of skills
which allow the individual to assume increasing responsi-
bility for independent personal care (toileting, eating,
dressing, grooming).

Independent living skills development: the development of
skills that are conducive to successful independent or
semi-independent living, relating to such tasks as cooking,
housecleaning, care of clothes, budgeting, shopping, reading
labels and directions.

Vocational development: a systematic development of skills

related to work adjustment (work habits and attitudes)
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along with job related skills directed toward increasing
mobility in the job market.

The objectives of education and training programs should
be directed to maximizing the client's development in each of the
developmental domains. Tools for evaluating client growth in each
domain should be part of the program. The tools should be designed
in such a way as to give the teacher/trainer accountability for
client change.

The spectrum of educational services includes the following:
Preschool Services: Facility-based or homebased programs

for children age 0 to 6 years offering structured training
in communication, motor, self-help, and social skills.

School Services for Mildly Handicapped: Programs which
emphasize academic, social, and communicative skills at the
primary and intermediate levels, and pre-vocational, voca-
tional, and independent living skills at the secondary
level.

School Services for the Moderately, Severely, and Profoundly
Handicapped: Programs which emphasize motor, communication,
self-help, social, and appropriate academic skills at the
primary and intermediate levels, and appropriate pre-
vocational, vocational, and independent living skills at

the secondary level.

Adult Basic Education: Educational opportunities

in any of the following areas for adults who did not achieve
their maximum level of competency while eligible for public
school: communication, social, academic, pre-vocational,
vocational, and independent living skills.

Special School Services: Services which are provided in
conjunction with other educational programs that respond
to the specific needs related to physically handicapping
conditions of individuals who are blind, deaf, epileptic,
and/or non-ambulatory.

In gathering data for this report, a questionnaire was sent
to service coordinators and director of Community Mental Health
Programs asking them to assess, from their own experiences and
perceptions, the extent to which services are available in their
communities to developmentally disabled clients who need them.

Each direct service that has been defined was rated on the following
scale:
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—— available for very few who need it
available for less than half who need it
— available for more than half who need it
available for nearly all who need it.

B b

The following graph (Figure 1) shows the mean scores of the
respondents for the two services included in this cluster that are
covered in this report.

Figure 1
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Figure 1 indicates that the respondents believe that pre-
school services for developmentally disabled children are available
for less than half who need them and that TMR school programs are
available for nearly all who need them.

4.1 PRESCHOOL SERVICES

Preschool services for severe developmentally disabled
children are provided through the Mental Health Division of the
State of Oregon. The programs are designed to provide: (1) children
ages 0~6 years with individualized training programs to enhance
their physical, intellectual, emotional, and social development;
and (2) skill training to the parents of these children so they may
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become active partners with the school program to stimulate and train
the child on an individual basis.

Programs developed for the delivery of preschool service
include infant stimulation in the home, school setting (day) programs,
and parent training. Parent training is provided throughout pre-school
years and may be conducted in the school and home settings. Parent
training augments the home-infant stimulation and the classroom day
programs. The data on parent training programs are included in
report 6.0, Family Support Services; therefore it will not be
included in this report. This report will discuss home infant
stimulation programs and classroom day programs.

Facilities

Preschool programs for severely disabled children were
operational for the 1973-74 school year in ten counties. There
were fourteen sites offering classroom services through the Mental
Health Division program; three counties also provided home instruc-
tion.

In addition to the programs administered through Mental
Health Division for severely developmentally disabled children,
some developmentally disabled children received preschool services
through the Head Start Program. FEleven counties reported serving
developmentally disabled children in Head Start classes. The
following map (Figure 2) shows the locations of the Mental Health
Division classroom program, home instruction programs, and the Head
Start Programs serving developmentally disabled children.




~71-
Figure 2

LOCATIONS OF PRESCHOOL PROGRAMS
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Clients

Information concerning the number of children receiving
preschool educational services through the Mental Health Division
is not available. Data from the Head Start Programs show that 50
developmentally disabled children were receiving services through
their classrooms during the July 1 to December 31, 1973 pericd.
{Not all programs provided data so the count is conservative.)

The children served in the Head Start Program are between the ages
of 3 and 6 years. Seventy six percent (76%) of the developmentally
disabled children being served by those reporting are mentally
retarded.

The availability of preschool services as perceived by the
service coordinators and directors of Community Mental Health Programs
is shown in the following graph. '

Figure 3
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Figure 3 indicates that the most frequent response concerning
the availability of preschool programs was "available for less than
half."
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Standards

Mental Health Division is in the process of developing
standards for the preschool services under its jurisdiction. Infor-
mation was not provided regarding the content of the standards in
draft or the vehicle for enforcement of standards. '

The Head Start office publishes a policy manual which
includes performance standards for administering and carrying out
the program. The policy manual delineates educational objectives,
gsocial service objectives, parent involvement objectives, health
services objectives, mental health objectives, and nutrition objec-
tives. Performance standards are described for each set of objec~
tives. The Office of Child Development, HEW Region X, is responsible
for enforcing the program standards. This is accomplished through
periodic on-site evaluations by Region X teams and regular reports
submitted by grantees. Compliance with the standards is a condition
of funding. With regard to facilities and staffing patterms, the
Head Start Programs must meet state day care certification require-
ments as established by Children's Services Division. Information
was not provided about the number of Head Start programs currently
meeting the program standards.

Statement of Progress

The delivery of educational services to preschool-age
developmentally disabled children has improved during the six month
period, July 1 to December 31, along three dimensions. While client
figures are not available to document these conclusions, it is safe
to assume that more developmentally disabled children were receiving
subsidized preschool programs in Fiscal Year 73-74 than in Fiscal
Year 72-73 because of two program changes. In July, 1973, Head
Start classrooms were mandated to increase the services to handi-
capped children to 10 percent of the total children served. During
the same period, Mental Health Division expanded its preschool
services to severely disabled children by funding five new programs
and expanding the number of children served in existing programs
significantly.

In addition to increasing the total number of children served,
there was improvement in the range of disabilities served. The
expansion in the Head Start Program absorbed children who are mildly
disabled and can be integrated into regular classrooms. The expan-
sion of the Mental Health Division programs provided more room for
moderately and severely disabled children.
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The third dimension along which services improved relates
to the development of standards for preschool programs for severely
disabled children. While this task is not complete, comnsiderable
time and resources have been given to the project by Mental Health
Division. The adoption of stamdards should occcur during the next
year and should lead to significant progress in the quality and
effectiveness of preschocl education.

4.3 SCHOOL PROGRAMS FOR MODERATELY, SEVERELY, AND PROFOUNDLY
HANDICAPPED

The Mental Health Division currently contracts with local
public school and private school agencies for the provision of
educational services to the trainable mentally retarded (TMR) school
age population as authorized by ORS 430,760-430,820. The programs
are funded on an "excess costs" formula: School Districts provide
their per capita cost and the Mental Health Division, with funds
allocated by Enrolled House Bill 1217, pays the excess costs of the
approved budget. Classroom programs usually are established when
six students have been identified; however, classes have been started
in several rural areas with fewer than six students, Children ages
4 through 21 vyears are eligible for these programs if they do not
qualify for programs for the educable mentally retarded. There is
no minimum IQ for eligibility.

The purpose of the TMR educational programs is to maximize
the normalization of each student by developing him to his fullest
potential in communication, social, motor/physical, quantitative,
practical and community living skills. In addition, an attempt
is made to include him in as many activities as possible with
"regular" school students.

Facilities

TMR students are being served in 119 classrooms in the state.
Classrooms are generally located in regular public schoel buildings
nearest the heaviest concentrations of eligible students. The Mental
Health Division contracts with 33 local public school and two private
school agencies in 27 counties to operate and supervise the services.
The map on the following page shows the locations of TMR classrooms.
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Figure 4

LOCATIONS OF TMR PROGRAMS
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Information regarding the actual number of clients served
through the TMR programs was provided by Mental Health Division for
the school year period September through December 1973.
shows the distribution of clients served by region and the relation-
ship of that figure to the total served and the total population of
It appears that the distribution of TMR services
is proportionally identical to the population distribution in the

region and state.

Table 1

state,
Table 1
CLIENTS IN TMR PROGRAMS, FY 1973

Number Z of Total Population % of Total

Served Served in Region Population
Region 1 522 44 .7 909,465 43.5
Region 2 546 46.8 1,015,037 48.5
Region 3 99 8.5 166,875 8.0
TOTAL STATE 1166 100.0% 2,091,377 100.0%

The availability of TMR services as perceived by the service
coordinators and the directors of Community Mental Health Programs
is shown in the following graph.
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Figure 5

AVAILABILITY OF TMR SCHOOL PROGRAMS
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Figure 5 clearly indicates that most of the respondents
believe that TMR services are available for nearly all who need them.

Standards

Oregon Mental Health Division has published standards for
Classroom Services for Trainable Mentally Retarded under Adminis-
trative Rule 41.000. The rules are currently being revised. The
standards, as they read now, describe eligibility criteria, adminis-
trative agreements, staffing standards, and facility standards.

The standard for teacher/studemt ratio is one teacher for a maximum
of ten students.

In addition to the rules described above, a basic core
curriculum, the Student Progress Record and Curriculum Guide, has
been developed by TMR teachers and the Mental Health Division, MR/DD
Section. It is a behaviorally based curriculum, specifying a
hierarchy of behaviors in successive approximation toward normali-
zation. The Student Progress Record serves two basic purposes:

(1) Tt serves as minimal required curriculum for all TMR classrocom
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programs; and (2) it serves as an evaluation Instrument to measure
student progress in the required curriculum, assuring a minimal
standard of program effectiveness.

Standards are enforced through individual child evaluations
twice each year, annual on~site reviews, and annual contract nego-
tiations. All facilities currently contracting with the Mental
Health Division for delivery of TMR classroom services are in
compliance with the standards.

Statement of Progress

It is not possible to make a comparative analysis between
baseline and follow-up data as the baseline data did not provide
the total number of TMR students receiving services.

4.2 SCHOOL SERVICES FOR MILDLY RETARDED

4.4 ADULT BASIC EDUCATION

4,5 SPECIAL SCHOOL SERVICES

Data were not collected on these educational services since
they were not identified in the priorities of the 1974 State Plan.
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COUNSELING SERVICES

The discrete services in this cluster provide the client

and/or his family with emotiomal support, informatiom, and
advice which they need in order to enhance their ability to
make and implement decisions. These services differ from
psychotherapy in that temporary impairment in decision making
ability is the reason for referral rather than severe emotional
or behavioral disorders.
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5.0 COUNSELING

In efforts to support an adaptive, communal, regulated way
of life, society has developed many institutionalized ways of
rendering help,