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- Special Note .
Use of the Initials HIMR LT
. - ) . . . .t . - Jy .
—_ In various sections of this document, the -initials HIMR designating the
hearing-impaired mentally retarded population are used only for the ‘purpose of . ‘ . s
brevity and to expedite reading. IT IS NOT INTENDED THAT THESE INITIALS ¥ o,
BECOME A NEW LABEL FOR THIS SPECIAL POPULATION.
, . *
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Thc‘%ocial\mh‘ic" in the United States calls for pyblic and nonpublic agencigs to interpret- .

and represent the soctal norms and intents of the society at large, especially as these are
expressed in law! - ' .

Pl

. . .
. Many societal services, once considered unobtainable o1 utopian, have become rightful.

Universal public education, social security, national health coverage, and mandatdry serviegs
for the handicapped all represent social policies underlying basic attempts within the soviety
ta ‘meet its citizens’ needs through the provision og‘human management services at public
expense. . :
At present, human management agencies find it increasingly difficult to function effec-
tively, The culture grows more complex in its laws, regulations, record and data system
requirements, and resources. As nedls and servite costs inc ease, the necessity of establishing
-service priorities within a complex social organization too often results in the failure to

establish other needed servi ¢s. Further, legislation or regulations interpreting cep tain social
", service policies tend to stcﬁcotypc the calegories of service that can be provided-by-cach
agency Consequently, few if any social service organizations become totally responsible for
comprehensive management of a citizen with special needs. As a result; denial of service or the
abdication of responsibility.is often sanctioned by the very statutes that permitted the social
policy to become operational, and the basic rationale for the policy is lost.

e n e The service needs of the severely handicapped tend to be broad and continupus. Service
provisions for this populatjon, unfortunately, are too frequently narrow and fragmented.

Uncoordinated, narrow, and fragmented are adjectives that aptly apply.to services currently

. avaifable to most persons who hate the debilitating conditions of severe hearing impairment

. . combined with generally depressed intellectual ebility . At present, residential-institutions for

designed to provide some level of continuous lifetime care for the person with a dual handicap

of severe hearing impairment and mental retardation. Persons who have these combined

impairments and do not require institutionalization are atthe mercy of multiple agencies as

their service nedds chafige and as they emerge from the preschool years to adulthood. In both

instances, many of these persons have been denied the comprehensjve services that nghtfully
% shouldbe provided under a federal constitution that intends maximum development through
™, the guaranteed right to equal opportunity.

Historically, too few incentives have existed for human service agencies to establish
comprehensive special programs for persons with severe hearing loss and mental retardation.
They represent a very low incidence population needing multifaceted services; program costs
are high because large interdisciplinary staff-to-patient ratios are required, services must be
inténsive and often long term, and proper equipment and facilities are expensive to purchase

, and maintain. - . .

State fundipg formulas too often have failed to consider each componeny, of actual
program maintenance costs. As a result, school districts, health center programs, and many
state-operated facilities have tended to establish, placement criteria that resulted in the
rejection of persons with severe multiple handicaps. For example, until recently many state

. schools for the deaf have refused to accept candidatgs who showed evidence of significant
mental retardation as a concomitant of hearing loss (Anderson, Stevels, and Stuckless, 1966).
Often, they rightfully argued that no special services were available §6 me®t the needs of this
o population and no funds existed to support 't(!,fc type of program gequired.

7 The basic'purpose of this document is to realert policymakers{and the public to the needs
of this special population and to offer some guidance for meeting those needs.

When any severely handicapped citizens are denied comprehensive services, not only are
they denied a constitutional right, but their guarantee truly becomes one of UNEQUAL

~ ~ -opportunity. ~ - ‘ < .
—Willlanx C. Healey, Ph.D.
’ Associate Secretary for
: . School Affairs
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Chapter 1: Introduction dnd Background o

THE PROBLEM: AN OVERVIEW ' ‘

e . . Y
Severe hearing impairment in combination with mental retardation presents unlquc and,
complex problems for society and its citizens. The burden placed on families of persons w itha
dual handJcap can be devastating and immeasureable. Lack of comprehensnvc, quality ser-
vices has often resulted in educational, vocational, und social disabilities’ of catastrophic
proportions for the’ sevcrcly hearing- impaired mentally retarded population. ;
Currently, rine of every ten such persons are confined to public institutions for the
mentally retarded. Few receive services through community integrated programs or in resi- .
dential schools for thesdCaf . (Task Force Report on the Mentally Retarded/Deaf, 1973).
> W

P

PREVALENCE OF PERSONS WITH HEARING LOSS AND MENTAL RETARDATION

Presently, the precise number of persons w lth severe hearing loss and mental rctardgtlon
in'the United States'is unknown and will remain so until additional formal studies and more
appropriate services become available. However, current prevalence studies do reveal that
several thousand persons have been diagnosed as having the combinéd impair ments. The
Ariterican Annals of the Deaf (" Directery of Programs and Services,” 1973} reports that 17% of
thc children in the schools for the deaf are mentally retarded, and Lloyd and Cox (1972) cite

% of children inschoolsfor the mentally retarded as hearing 1m;3a|r<.d Johnson and Farrell
(1954) Kodman (1958); Siegenthaler (1959), thtmamc (1959), Lloyd ard Reid (1967), Nober
(1968), and Fulton and Lloyd (1968), among others, report that the in.idence of hearing loss
ranging from mild to profound is significantly higher among persons with mental retardation
than within the normal population. In a recent $tudy by Bensberg (1974), officials in state
residential institutions for the mentally retarded (children and adults) reported hearing loss
for 10% of the.population. Sipce some lnsuf.utlons do not have audiology services available, it
is axiomatic that hearing loss in many ‘patients often is. undetected. A 10% prevalerice of
hearing loss among the nearly 300,000 persons,with mental retardation in public institutions
alone yields a conservative figure of 30,000. Data from the 1972-1973 Annual Survey bf
Hearing Impam.d Children and Youth, Office of Demographic Studies, appear in Table 1 and
show the prevalence of mentalretardation inprograms for the hearing impaired toexce -d 7%.

.Data'on hearing loss from'day schools and private institutions for the mentally retarued are

not_available. However, data from state education agencies ,show that approximately

WL 300,000 children are mildly to profoundly retarded (Wuntraub Abeson, and Braddock,

1971,p.22). If a 10% estimate of hearing loss (per Bensberg's data) is applied 10 this population
and combined mth the estimates of mentally retarded adults who have significant hearmg
less, the number of HIMR persons increases drastically to at least 165,000. These estimated
data are debatable. Howerer, the need for comprehensive programs and services that include
more precise data collection and reporting is uncontestable.

A NEED FOR COMPREHENSIVE SERVICES

This dual-handicapped populatlon requires national attention. Historically, man) of
these persons cither have been denied seryices or, tov often, have been inappropriately plau.d
in t aditional programs for the deaf or the mentally retarded that-are unequipped.to.copewith.

their instruetional and other service needs. Weintraub et al.’s data (1971) indicated that
nearly 900,000 children classified as hearing impaired, mentally retarded, and, multiply
handuappcd were not receiving special services or instruction: If at least 10% of these
children are assumed to have some degree of combined hearingloss and mental retardation as
suggested by previous studies (Lloyd and Moore, 1972; Bensberg, 1974), the number of
unsetved children with these dual disabilities might beestintated «.unscrmtncly as c*«.u.dmg
90,000.

Few comprehensive prog,lams have been established. Natlonal and state provisions for
such individuals are subsumed most commonly undet the general classifications of “multiply
handicapped” ot "developmentally disabled.” Since the more severely disabled persons are
generally assessed as needing intensive, lung-term care and since they represent a low-inci-
dence population, residential facilities for the deaf or the mentally et an.lu.l have bu.umc

primary placement sources.

Current medical advances in prenatal and perinatal care and nnpmtant achievements in .
audiological technology have created a lllOIC‘_p’QSIll\C outlook for earlier, more accurate -
. :

g p 8




.."-ﬁi v , M
( *
A?( . ""' o . . . . ' 3
- . . The Hearing-impaired Mentally Retarded: * M
P Recommendations’ for Action ’ . . " A
= T < L MR .
. 4, . “ . v
.o TABLE 1 Number and percentage dsstnbutlon of hearing;impaired students reported as mentally |
retarded in spécial aducational programs partscnpatmg in the Annyal Survey of Hearing Impaired Children .. .
. and Youth, by age and type of program: Unitéd States, 1972:1973.* . . *
I . “ . AGES <.
: : . . . 17y lu . I
RN " . *  AllAges  Under 6‘¢urs 6-11 Years 12-16 Yeyrs: » and’Over Unknown . K
Type of Program No . % ~a¢No. % o+ No. % No. % ‘No. % No. % |
- P d |
. . iR . : |
Al?programs A P :
Reporied méntal retardation 3373 77 ©187 39 1,209 60 1,372 99 576 123 29 @8- ‘
Total sﬁludents * 43,946 100.0 4,821 100.0 20,184 “100.0 13,915 100.0 4,695 1000 331 100.0 « . . ‘
Residential schools ’ i ) oo .- . ‘\
Reported mental retaedation . 1417 6.0 - 31 37 343 49 51 6:9~ 222 70 3 114 .
Total students 18,515 100.0 836 100.0 6,960 100.0 753571000 3,157 100.0 27 100.0 /—-\
Day sehools ’ ) B . - ‘
Reported mental retardation 238 48 1,4 18 , 117 40 98 "9.1 8 50 1 29
Total studerits: - 4,965 100.0 795 100. p? 2,903 100.0 1,072 1000 - 160 107 0 35 100.0
Fullime clajses—  ° ' . )
hearing impaired - U ) ) . .
1 Reported mental retardation 760 6.7° 61 3.1 36 65 269 110 o5 153 9 93 :
Total students 14,368 100.0 1,928 100.0 6,480 1000 2438 100.0 425 100.0 97 100.0* ’
" - Tl -
Pant.time.classes— o > R )
hearing impairedt- M . . .
Reparted menfal retardation . * 375 6.2 18 4.0 . 128 47 173 82 44 786 12 87 "\
. : Total students 6,012 100.0 451 100.0 2,749 1000 2,095 100.0 579 100.0 138 100.0 s
. 2
. ¢
Speech and hearing chmcs .
» Reported mental refardation 69 7.1 27 48 21 84 12 109 8 276 1 42 ¢ v
" To_gal stuflents ‘973 100.0 561 100.0 249 100.0 . 110 100.0 29 100.0 24 100.0 L
“ Othert Y, : e e —+
o Reported. mental retardation  ..814—38.5———86-—14:4———244~28:9"302" 454 29 664 *3 300 |
. Totar students 2,113 1000 250 100.0 | 843 10000 665 100.0 «, ,345 100.0 10 100.0,
‘g lated from data hed in A Annals oLthe Desl. 1192, 76-77 (Apnl 1974) Used by pormtssmollho . 112 W.I.amN Crag v
tinciudes students whb were classified as bang in part e, classes. rooms. and .
:‘ xdents who were classised as bewng 1n prograys for the inuidply hmcaoped. pa:omchldwogum& and others. .
. . - " * '
t . »

identification,of thi§ population. In addition, progress in special educ¢ationdnvolving indi-
vidualized instruction, behavior modification, and improved media and téchnology haye
. sparked efforts to meet the needs of muluply handicapped populations. However, a bloadcr,
better-coordinated continaum of services is still needed 1o0'adequately meet the diversé needs
of persons diagnosed as both hearing impatred and mentally retarded. Although comprehen-
sive program development is an arduous task, knowledge'gained from existing programs for
the mentally retarded, deaf, and deaf-blind can provide an excellent foundation for establish-
inga gomprchcnsnc network of services. It is imperative that new systems beimplementedto -
include prevention sérvices, early identification programs, compmhen.stve mterdisciplinary diag-
nostic assessments, effective instructional and habilitative programming, vocational services,
and recreation. Each individual must be afforded the opportunity to develop maximum
capabilities, thus mmlmlzmg the effects ofcomblm.d hc;lrmg loss and depressed intellec tual

e et s i ks s e e

functioning. R T T e e e ._;T:_;__._ .
. ~ A NEED.FOR ACTIOK
o The American Speech and Hearing Association (ASHA) in cooperation with the Confer- ’ )
ence of Executives ofAmcncan Schools for the Deaf (CEASD) and the American Association on .

Mental Deficiency (AAMD) has recognized the need for go»crnmcntal agencies and profes-
sional organizations to take positive steps to upgrade services for the multiply handicapped
‘hearing-impajred pqpulauon With support from the Rehabiljtation Services Admmlstmtmnu
Division of Developmental Disabilities, a special project was initiated i in 1973 entitled "Re-
habilitation and'Management of the Hcarmg Impaired Mentally Retarded.” Objectives of this
project were to (1) review the resear i literature concerning the dual handicap of lu.armg

L -
* impairment and mental retardation, (2) obtain information on existing training and service
¢ programs, (3) publish a public information brochure about hearing loss and mental ret..rda- .
tion, and (4) develop recommendations for comprehensive services.
. i . 2 »
Q ’ . : 3t o o *
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In—lrodﬁcllop and Background .

Project Planning and Orgamzatlon
A. Appointment of the SteeﬂngCommlttee

.

I

" P S
¢ o
*

A Steering Commltu.c compos&.d of profcssnonals with expertise in the areas of deaf-
ness, mental retardation, and related flelds was selected to participate in and assist with
the planning and initiating. of grant activities. The nature of the project required- dn
mterdisciplinary, coopcratlve effort, which wa¥ accomplished by selecting Steering Com-
mittee representatives rccommcnglcd by ASHA, AAMD, and CEASD: In addition, various
professtonals in the field muludmg members of the ASHA Committee on Meptal'Retarda-
tion, the ASHA-CEASD Joint Committee on. Audiology and Educatioy of the Deaf, and the
AAMD-CEASD Joint Commiftee on the Deaf Mentally Ruardcd W cgemﬁed tor&om{n_cnd
members for the Stccrmg ‘€ommittee.

To expedite planning, ensure interorganizatfonal Imlson and.conserve pro;cct costs,
the ASHA Pioject Staff appomtcd the chairmen for thé ASHA-MR, ASHA-CEASD, and.
AAMD- CEASD commiftees as key representatives on°the Steering Comuyittee. They were
David Yoder (University of Wisconsin), Thomas Behrens (formerly, of Kendall School,. -

Gallaudet College),»and Lyle L. Lloyd-(National Institate of Child Health and Human

Development), respectively. In addltlon 11 other p(.rsons were selected for the Commltu.c )

(see Acknowledgment).. . . va
#y  Steering Committee members played a major role in the SCI(}QIOH of conferees for two

conferences. They not only provided considerable input toboth megetings, but also assisted

with the drafting of the present dotument on recommendations for cbmprcl\}mswc ser-

vices.
- Steering Committee meetings were - held onJanuary 25, 1973; March 26-27, l973 and
, July 17: 19, 1974 Principal areas of concern at these meetings wch to:

. 1. Devtlop a useable definition o§ thc populauon,

2. Determinoifcidenceand prcvalcnce flgurcs on whlch tobase future programmmg and
traifiing: of new personnel; ‘ .

3. Describe programs designed to deal cffcct’\/cly with the diagnosuc, educational, or
rehabilitative needs of the.population including vocational training, living and’ work
arrangcmen'is, recreational services, Qnd soon; - N ‘

4, Analyze prcsent mcthods of manpower utlllzauon, -

5. Study qualification criteria for personnel-who are presently employed;

6. Promote the development of more conimunity-based programs, for example, group
homes or halfway houses, sheltéred living-work environments, work-study programs,

_and on-thesjob training; .

7. &Ludy the most promising new methods for teaching speech, Ianguagc, and communi-
“cation skills; .

8. Evaluate existing plans for coordination of services and invcstigatc.rcgionalization as
a possible means of provndmg quality services;

9. Identify model programs to serve as educational Iabs for cvaluatmg established in-
structional methods and developing mnovauvc ones;

10. Rccommcnd procedures for enfogcement of andates for services at the state-or focal

level;-and 4
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B. Airlie House Conferente

The Nauonamdylsory Committee on Education of the Dcaf with support and assis-
tance from the Offige of Mental Retardation Coordination and the ASHA Project Staff
assembled an interdisciplinary. task force ofspectalists m;lcaf education, otology, speech_
pathology, audiology, psychlatry, social work, program plannmg, and program evalya-
tion. A list of 34 participants including the ASHA Project Staff and the Steering Committee
was compiled to represent the profcssnon,al commumty serving the deaf and mentally
retarded inresearch, professional preparation, and program administration (se¢ Appendix
. A). This group was charged with dcw.lopmg apreliminary plan of action to lﬁcct the needs
6f deaf and‘mentally retarded persons® . . .

1 This conference was sponsored by the Office of Menial Retardation Coordination. T hus, the focys wason a
-smaller population. namely the mentally retarded deaf, However, a broader population is discussed in this
document and thercfore referved to as the hearing mxpalred niemall) retarded.

.
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The participants convened at the Airlie Foundation dn January 25-28
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, 1973, by invi

s

¢ .. Feceived a set of materials selected by an Executive Advisory Committee and the A%HA

tion from Patricia Reilly Hitt, then assistant secretary for Community and-Field Services,
U.S. Department of Health, Education, and Welfare (DHEW). The conference was designed
to: . - e ) "

[ . .

1. Delineate the problems faced by persons with the dual’cf’lsability'ofl menthl retardation
and deafness, - . . .

4 ¢, 5 . 4 . } .
2, Develop recommendations for improving'services to mentally retardéd deaf persons,
and ’ ‘ o

3. Establish links of.communication and coopggration among professionals representing
- thefields of mental retardation and deafnass.” . . . i

* ) * ) . . - '_\ 0 ° . -
A lengthy list of unresolved issues, observations, and recommendations produced

> from a'previous DHEW conference i%_Octobe‘r 1972 provided a basis for the more critical

and targc’tcd group interactions at this copference. Prior to the conference, all conferees

Stecihig‘Committee. These resource. materials inclugcd (1) an extensive bibliography on

:the subject of hearing impairment and mental retardation containing over 600 reféPences . *

+ . ~(Hirshoren and Lloyd, 1972); (2) a listing of programs und services available for the deaf

; mentally retarded as ide tified by the AAMD-CEASD Joint Committee'™; (3) a listing of
personnel who attended the two AAMD-CEASD Joint Committee forums in 1971 plus a
listing of other indjviduals who identified themselves as professional worhers in the field of
mnental rétardation and Rearing impairment; and (4) a s¢lected number ofarticle reprints, -
which served as background material for conference participants. .

. Each participant:was assigned to one of four teams and the teams were asked to use the
uneditéd material from the October meeting as a basis for developing a more elaborate
“action document.” Individual team recommendations were delincated and presented.to

) the~entire group for reaction. Group consensus on positions was recorded and in turn
incorporated into a final document, which was subsequently subimitted to the Office of
Mcntal"}:{"étardation CBordination to be printed as a.task force report (Sce Appendix A).

The Airlie conference helped the project staff take importantinitial steps to meet three
objectives of the HIMR project, that is, to (1) critically review available literature on the

) t,disabilitics of h?:aring impairment and mental retardation, (2) collect data and informa-
tion on existing and needed research, training, and service programs; and (3) evaluate
existing nranpower and make recommendations for manpower utilization and training.

”

e
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C. Husit Valley Conference ;o . . .
The second conference, held August 25-28, 1974, was designed to determine ways to
-achieve practical application of the information collecied at the Airlie House Conference
and to update material collected on the needs of this dually handicapped population. The
conferénce, entitled “Meeting the Needs of Persons with Combined Hearing and Intellec-
tual Impairments,” included an even distribution of representatives from four major
areas' (1) legislation, finance, and administration; (2) identification and assessment, (3)
teaching, management, and supervision; and (4) professional and paraprofessional train-
ing. Sixty persons and four interpreters participated with an average of 15 participants in
each of the four groups. Each group identified critical issues applicable to the hearing-
impaired mentally retarded population, discussed appropriate actions to.be taken, and
_formulated these actions into resolutions. Each resolution was voted on by all participants
4to determine total group position. After the conference, a final draft of the Fesolutions was
sent to all participants to serve as a reminder of the vital needs of this population and.to
. agsist them with positive action.at state and local levels on behalf of all hearing-impaired
mentally;retarded.(HIMR) persons {sec Appéndix B). ; '
The resolutions have been incorporated in the chapger en recommendations. The
results of these conferences can indeed add impetus.to the development of comprehensive
services for this highly neglected population. 4
The recommendations from both conferences and the Steering '(;ommittcc were used
. to develop this publication, ihich is designed to accomplish several basic.purposes:
I To ¢stablish a conceptual framework for comprehensive programming within which
appropriate services can be provided for cach individual, ~
. . ) \ ~
» 'S M.Halland L W.Talkington, unpublished material prepared for the )(\MD-CEASDconvcnnon(l97l).
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Introduction and Background
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2, Tosummarize relevant hugauon and legislation concerning thc severely handicapped,
3. To,describe a m.twoxk for improved coordination of new and existingservices,

4, To promote effective administrative structures, : / ) .

5. Tostimulate action for basic diagnostic and habilitative programs, and .

6. To discuss the need for expanding the training of professional and pmaplofcsslonal
“personnel. * ' "

The information and u.comnu.ndauons contained in thls document,cannot be v<.ry
definitive since too little research is available on the target population and {oo few
prototype programs exist to delineate specific recommendations. Rather, the recommen-
dations are submitted as a preliminary plan for action, hopefully to serve as a point of
departure for those who are commltu.d to the provision of quality pr o;,rammmg




. & . - . o, . .
5 . ‘Chapter 2: The Target Population .
A reyiew of the literature contirms thie generalization that no single definition for the
* conditions of hearing impairm'c‘ntla‘n_d mental retardation,’cither as isolated terms or in

combinatian, would be acceptable to all professions, or ‘to all members within a single
" ~.~. profegsion, or would completely describe the special-population under consideration,

Numeroug variables must be analyzed when defining or classifying this population. The
characteristics that- would besy define these dually handicapped persons include various ;
parameters within a number of disciplines and make any comprehensive definition cumber-
some. In the past, definitions of this population often were formulated to Scr\'q‘sﬁ’cciﬁc
administrative needs in medicine, law, education, psychology, and audiology. To remedy this
situation, it is imperative that a defigi;jop be interdisciplinary”and nonbinding s that
negative stigmata are not permanently engraved on’the fhdividqalsj this population.

. " ' DEFINING THE POPULATION ’

ax L) - A
While we recognize that rigid classification systems and categorical labels have caused
extensive and permanent damage to many handicapped individuals, it is apparent also that
some flexible classification systems are often impgratiyc-b/t;[ory a_populatign with special
needs \X}l’ll be recognized and actions tiken to facilitate-cffective programming, Appropriate

ey

definitions and org nizatiéngl schemataca facilitate program planniug, encourage formula-
_tion of legislation, éxpedite appropriatidn of funds, foster thc")’impleincntation,\of service
programs, and help to determine program effectiveness. The barriers created by classification
systems a \e\l.)cst conquered by constructing relevant longitudinal profiles and time-based.
behavioral deéscriptions for each disabled person. At 10 time should a grouping process lock a
“person into a single service delivery system. Placement of each person must be accompanied
by.continual reassessment and program evaluation. N -
* ¢

. .Hearing Impairment

-

Hearing impairment.is a generic term lndléatlng any loss of hearing fromi mild to,
profound as indicated otologically, audionietrically, and functionally. The term | . -
generally inciudes the subclassifications of deaf and hard of hearing.

Four basic fz'lc;o:s arenormally considered when defining heating impairmcn.t. Theseare:

* Site of lesion (the type of hearing loss: sensorineural, conductive, or central}

* Etiology (cause ofAhcarihg loss: hcrcﬂitary, Jfgi':asc, or .trauma)

& Age of onset-(effect on languag; and spccch;dc'vclopnicm) ) . -
- e ljcgrcc of hearing impairmenl_(audiomct;ﬂic and’behavorial) ’ ]

- .

Types of Hearing Impairment That May Coexist(lllinois Commussion on Children, 1968, pp. 6-7) -
v ) * v . ' ’ o ‘ o
. _A. Conductiy® Impairment P
~ C€onductjve impairmentsis the loss of hearing resulting from dysfunction in the trans-
*  mitting of sound through the outer or middle ear. The primary effect is a loss of Iqudncss.
Pereeption of sounds is generally restored if the loudness of sounds is increased. Loss
resulting fiom impairment of the outeror middls ear may vary from mild to moderate and
rarely exceed 60 dB (ASA) or 70 dB (1SQ) thféush the §pcccﬁ frequency range (500 to 3000 .
Hz) Notonly are theselesions often preventable, but a considerable number respond well
to medical treatment and'surgery when discovered carly. The use of a hearing aid, if.
needed, generally compensates for the loss.

B. Sensorineural Impairment . .
’ " 1 ‘Sensorineural impairment is th loss of t earing resulting. from dysfunction of the
- inner ear or auditory nerve, The primary effect i a foss of tonal clarity and loss of Ioudncs§
of sund. Thé perception of higher frequencies tends to be affected most. If the loss is
severe, both high and low frequencies are involved. When the speech frequencies are
affected, the clarity of words can becomg distorted, Intelligibility and awareness of.sound
_are impaired. Since the sensory and neural mechanisms are involved, the benefits f a
hearing aid miay be limited if its usc only results in fncreased lgudness but limited clarity.
N Sensorineural losses may vary from mild to profound and medical treatment as yet is
limited. Prevention and early education are imperative. :

g .
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C. Central Impairment

The Target Popuiation

a

o

4

’

Central impairment is auditory impairment résulting from dysfunction along the
pathways (tracts and nuclei) of the brain from the brain stem to and inciuding the cerebral
cortex. Too little is known congerning this disorder. Interference with the ability to
perceive and interpret sound (particularly speech) is the primary handicap. Loss of loud-
ness is-nof significant and thus the decibel loss is inadequate for describing.this type of
impairment Central deafness apparently results.from a ncurological disorder. Acuity is
not aprimary factor. The value of a hearing aid in this type of hearing impairment remains
controversial. ) .

v oy ¢

¢
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Classitications of Hearing Impairment (llinois Commission on Children, } 96'8,}pp. 7-8)

A.’Slight Impairment ~ * '

i A person with a slight impairment may have difficulty hearing speech under less than
ideal acoustic conditions, may not be able to hear faint or distant speech clearly, will
probably function well auditorily in most situations, and probably will not have defective
speech because’of the hearing loss.

~ T -
»

B: Mild' Impairment . v ) ‘

A person with a mild impairment will have some difficulty understanding conversa-
tional speech at a distance of more than five fect, will probably miss up:to 50% of soime
discussions if voices are faint or if the face is not visible, may have defective speech if loss is
in the speech frequencies, and may have depressed vocabulary. .

g~ M
C. Marked Impairment

A person with a marked impairment will have difficulty hearing speech undbr most
conditions, will have considerable difficulty. in following discussions, will generally
exhibit deviations of articulation and voice, will often misunderstand directions, and will-

* have ilnpaired language understanding and usage.

7 37y
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-~~~ -Dr-Severe Impairment. -~ . . »

A person with asevere impairment will be unable.to hear speech unless it is ampllfic
will be able to hear environmental sounds such as sirens and airplanes, and will exhibit
severely impaired speech and language development.

x -

-

. E. Profound Impairment w

A person with a profound.impairment will have difficulty h(.armg and appreciating
speech even with amplification of sound. His language will not dévelop without spccml
tcchmqucs for communication development.

Table 2 defines each degree and class of hcarmg impairment in terms ofpurc tone test
averages. The numbers represent the average of the hearing threshold levels in decibels at
500, 1000, and 2000 Hz for two existing audiometricstandards. the American Standards |
N Association (ASA) recommendations of 1951 and the International Standards Organiza-
tion {(ISO) recommendations of 1964.2 The ASA standards are presented in this document ‘
because some service programs reported that their audlomctcrs have not been-converted - ‘
. to ISO stantlards In addltlon “th(.SC’ programs do not use conversion tables. A v

. -
-~ - »
iy Tn - *

- * TABLE 2. Scale of heanng impairment (lilinois Commlssmn on Chlldren. 1968,

The American Association on Mental Deficiency (AAMD) defines the mentally retarded as
those who have

“

significan{ﬂy subaverage general intellectual functioning. existing concurrently
with deficits adaptive behavior, and manifested durlng the developmental perlod.
{Grossman, 1973, p. 148) N

p. 19). . ‘.
- - .Degree and Class ~ Hearihg Level (dB) _ Hearing Level (dB)  ° LN .
of Impairment 1951 ASA Reierence 1964 ISO Reference
Non‘e-, 15 or less- . ’ 26 or less. . (
Slight 16-29 *27-40
i} Mitd . 3044 . 41.55
‘ Marked . 4559 5670
- ’ Severe 60-79 - 71-90
Profound ‘ 80 or more 91 or more
. This scale represents audigmetric loss only and is used to v“c’rify medical diagnoses. .
Audiometrie luss alone should not be used to classify persons for educational purposes o1 for
employment without other considerations. Hearing impairment is a functional disorder. It
affects the total person and not just his hearing. Otologic, audiological, psychological, educa’
tional, and other services should be used to obtain a comprehensive assessment. of the
individual's total ability to function with a hearing loss. Determining adaptive behavior is
important and will depend on such variables as (1) the age of onset of hearing loss, (2) degree of
. hearing loss, (3) type df impairment, (4) intelligence, (5).motivation, (6) speechr cadmg ability, . *
. (7) physicaland e emotional health, (8) quality of parcntal and professional services. (9) timing
“ and-management methods used in providing assistance, and (10) attitudes of the family,
. « school, institution, or community.
. -] R
! Mental Retardation \ .

. . ’ - v
. AAMD’s manual on tcrmmology and.classfication (Grossman, 1973) listing .of intellectual
functionmg or measured mtclhgcnccns presented in Table 3 for reference only and cannot be
used in determining the degree of mental rctardation that may be present in persons with
hearing loss. ) .

" . 1These standards can be obtained from the Amencan Standards Association. 10 East 40th Slmu New York, New
. York 10016.

o
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The Target Population

. AAMD defines adaptive bcha-vior.as

-

. o+ the effectiveness or degree with which the individual meejs-the standards of

. pgrsonal independence and social responsibility expected of his age and cultural

group. Three aspects of, this behavior are: (1) maturation, (2) learning; and/or (3)

. social adjustment. These three aspects of adaptation are of different importance as

qualifying conditions of mental retardation for different age groups. (Grossman, -
1973, p. 122)

Extensive clinical experience with mental rctardatlon and hearing impairment is vital in
R accurately dx.tt.rmmmg that a person has both conditions and in establishing an accurate
adaptive. behavior level. Dlagnosucmns must display good clinical judgmeny,in order to
dentify and synthesize the most pertinent test data with significant behavioral obseryations
+ in identifying and assessing a person as dually handicapped.
Frequently used educational categories for mental retardation mc.ludc(l)cdmablc (m:ld)
mentally retarded (EMR), (2) trainable (moderate) mentally retarded (TMR), and (3) severely
mentally retarded (SMR) or severely/profoundly mentally retarded. Current assessments of
intellectyal functioning do not imply potential or absolute level of intelligence. Some condi .
, T tions of mental retardation are no longer viewed-as-immutable. .instead,-they. are consid-

ered ameliorative.
~ . . s t
o

<

‘%

. TABLE 3. Intellectual functioning or measured mtelhgence (Grossman, 1973,
‘ B . p.18). *

Level of
/ Mental Retardation

Stantord-Binet and
Cattell*

Wechsler -

“Scalest -

Mild
> . Moderate
7 Severe
Profound

67-52

51-36

3520
19 and below

69-55
54-40
- 39-25% *
> 24 and belowy .

z.“‘

*Standard devistion = 186,
{Standard deviation = 15.
$Extrapolated.

4 . The Hearing-Impalred Mentally Retarded (HIMR)

", ."A ,' ¢ . N . .
To illustrate the need for special progr‘anf’gévélqpmcnt and to identify this population
further, the following description of persons ayith hearing impairment and mental retardation _
_has been adoptcd b‘y thc.Stccring Committcc for use _in‘this project: b .

T P R g

sqgeul !ntellectunl

. It 1s important that-an individual not be considered hrarmg |mpa|rcd and mentally retarded
until heor she has had a comprehensnc interdiscipli .ary assessment confirming the presence
of problems-in hearing, intellectual functioning,. and adaptive behavior.

The preceding description is offered to facilitate program planning, development, and.
management. It should .be used as a guide to ensure proper services and to enhance each .

individual's opportunity for achievément. ° ’

9 . . ; : .
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Chapter 3: Legal Rights: Constitutional and Statutory

Charity may be the highest of the virtues, but in some situations.it may not be as valuable
as acourtorder. Thus, judieial decrees may sometimes get things accomplished when all other

. appeals to abstract justice and humanitarian impulses.prove. futile, This. section is not

concerned with those serviges o1 upportunities that would be helpfid tu persons w ith hearing
impairment and mental rctardatlon o1 even with those in which such persons may hawve a
moral right as human beings secking to achievefull putential. Rather, jt deals with those areas .
where these persons have a legal right that may be enforced in a court of law.

In general, legal rights are drawn from one of two basic sources: (1) constitutional
rights—certain principles or fundamental rights that are held to be so important and “
alienable” that they are spelled out in the solemn documents that serve as'the foundation of
the government of this land, namely, the U.S. Constitution and various state constitutions,
and (2) statutory rights—spu.lflc provisions of statutes enacted by legislatures. A number of
legal rights regarding multlplg handicapped pusuns arcoutlinedunder tlusc t\\us,au.gunu .

..

~ . -

* A consmunonm. RIGHTS *

Neither the federal nor state constitutions single out persons with combined hearing loss
and'mental 1etardation to afford them any special nghts liabilities, o1, duties. Consequently,
_while_these- md!wduals may require spncmhnd services and programs designed to meet

pusonahua needs, the constitutional rl"hts of such a pérson are the-same as those of

individuals with other handicaps, in fact, they are the same as the constitutional rights of

su~called "normal ™ persons. Aboy e and bey ond the Constltutlon all persons are created equal.

State constitutions vary greatly. Many provide protection in areas that go far beyond the
guararitees of the U.S. Constitution. Indeed, several states are either considering or have
already passed constitutional amendments that explicitly outlaw discrimination dgainst

handicapped persons. While such prov isiuns a1e most encouraging and wor thy of imitationin

all states, the cnsumg discussion is limited 1o rights that are cither mcludcd in the U. S
Consutuuon or gre widely acgepted in the constitutions of the states,”

The mere existence of a constitutional right does not guarantee its recognition and, mnm_
not have been enforeed by court action. Frequently, people are unawarc of their rights and
afraid or unable to fight for these rights. For these reasons, some of the constitutional rights
listed below have not yet been widely recognized and some have not been the subject of
definitive judicial rulings. However, all these rights are sound aud substantial and will be
protected by. the courts,

The advocacy movement on behalf of handicapped persons has become increasingly
litigative in recent years. As a result, many judicial precedents have been established that
recognize the constitutional rights of handicapped individuals. Among the most significant
rights of persons with hearing and intellectual impairments are:

A. The Right to Equal Educational Opportunity

Put succinctly, this is. the vight of every child, including all severely or m’altiply
handicapped children, to have agcess to an appropriate public education program. The
application of this principle condemns as unconstitutional any attempt to exclude any
handicapped child or group of such «.hlldrm from the publu. education system because of
their handicaps. Thus, ‘‘zero reject”” public education is mandated.

Casesconcerned with equal educational opportunity and applicable to this populauon
are:

1. Brown v. Board of Education, 347 U.S. 438 (1’954). This U.S. Supreme Court case is

a cornerstone of the right to an.cqual eduzational opportunity concept,

2. Wolf v. Legislature of the State of Utah, Civil No. 182646 (1969). This case dealt
with the denial of admission of two so-called “trainable” mentally retarded chil-
= dren to the public school system. Admission was granted.

3. Pennsylvania Association for Retarded Children (PARC) v. Commonuwealth of
Pennsylvania, 334 F. Supp. 1257 (E.D. Pa,, 1971) and 343 F. Supp. 279 (E.D, Pa,,
1972). The principle of equal educational opportunity was applied to all mentally
retarded-children.in Pennsylvania. The defendant public school officials were
ordgrgd to provide all mmt.llly retarded children "access to a free public program

y of, ctdd@tion and training” (343 F. Supp., p. 302)Also, the schools must provide

notice to parents or guardians, opportunity.for a hearing, and periodic reevaluation

¢ X 10 -
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Legai Righis: Constitutional and Statutory

. program of.education and training appropiiate (o ‘his dge and

> .

regarding any change in educational status. In $972, the principles of this case were
applied to children with all types of handicaps in Milis v. Board ofEducation of the
District of Columbia.” .

R

4. Mills v. Board of Education of District of Columbia, 343 F. Supp 866 (D.D.C.,
1972). The District Court for thc District of Columbia.ruled that the uclusnon of
-handicapped children from the public school system vwlatcd the right of due
- process.and equal protection:

. Reidv. Board ofEducation. No: 8742 (New York) This class action suit decided that
all students who have been diagnosed as handicapped must be placed immediately
in appropriate public school classes or, if the public school classes are not available,
in private schools under contract in accordance with the provisions of Paragraph 6
of Subdivision 2 of Settion 4404 of the Education Law (Decision, p. 6):

6. LcBanks v. Spears. C.A. No. 71-2897, Section E (E.D. La., April 1973) This mo‘t
recent case in Louisidna declared that every child who is mentally retarded or
suspected of being.mentally retarded is entitled to “a)yevaluation and developmént
of a special education plan and periodic i‘LVlL\V .and (b) provisio of afree publlc

t\qcntal status”
(Order, p. 3), all of which is to be performed in accordance with specified, com-

. prt.hensm. procedural safeguards. Compensatory education was ordered for those

~“persons, now adults, who had bc&.n withoiit cducatlon as children. i

w

similar actions across the nation. Indeed, the rights of handicapped persons to equaljty in
educational opportunity have-been unammously recognized. .
>

B. The Right to Have Community and Residentiai Services Provided in a Humane a\nd
~ Minimally Restrictive Environment ~ ) :

L IR
. [}

ThlS right’has two compom.nts

. When a state décides to provide a service for its citizens it must do so under conditions
that are as mmlmally restrictive to personal liberty as possible. In legal terminology,
this is lh(. concept of the “least restrictive alternative,” meaning the state and its
officials must examine all possible alternatives for providing services and choose the

Th(. PARC, Mills, Wolf, and several Nuv York cases have spaivned a great numxl\nr of

one that is as unrestrictive as possible. This right to the least restrictive alternative was

. outlined in cases dt.almg with mental hospltals in 1967, Covington v. Harris, 419 F 2d.
617, 623 (D.D.C., 1967) and in 1972, and Lessard v. Schmidt,-349 F. Supp. 1078, 1096
(E.D. Wis,, 1972) in 1971. The principle that the state is required to investigate the
alternatives and select the one’that is least restrictive was applied to a residential
Jnstitution for mentally retarded persons in Wyatt v. Stickney, 344 F. Supp. 373, 386
(M D. Ala.,'1971). Most recently, in Welsch v. Likins, No. 4-72-civ. 451 (D. Minn., 1974)
thccourtstatcdthatthclcsulcntsatiheancsotaStatcHospltalformcntall) retarded
persons were entitled to the “least réstrictive ‘practicable alternatives.”

2. The courts have ruled that when the state restricts a person’s liberty for the declared
purpose of providing a service, then constitutionally it is rt.qulred to actually provide
that service. This concept has been specifically recognized in the area of mental hospi-
tals and residential institutions for mt.ntaliy retarded persons (Wyatt v. Stickney). The
most recent case dealing with this issue is Welsch v. Liking. Thiscasestated that whena
citizen is deprived of some right supposedly in return for the benefit of receiving a
service (treatment) the state is'mandated by the Due Process Clause to make sure that
the service is actually provided. In addition, the Court declared that “inadequate
" resources can never be an adequate justification for the state's depriving any person,of
nis constitutional rights. .

These two principles can be summarized very simply. (1) a person should be required
to give up as little freedom as possible to obtain a service from the state, and (2) where a
person does bdrgai'n away some of his liberty to obtain a service, he is certainly entitled to
receive that service. The federal and state constitutions assure that these two pi‘m(.lplt.s,
amounting to elementary fairness, must be followed.

. The Right to Equal. Employment Opportunities

No constitutional right guarantees a person a job. However, the total elimination of
handicapped persons from consideration for a job may be constitutionally prohibited.

.
»
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D. The Right:to Just Payment for Labor
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While a person may not be absolutely entitled to employment, he cannot be arbitrarily and
unfairly discriminated against. Statistics from the President’s Committee on Employment
of the Handicapped demonstrate that handicapped persons are dependable workers.
Handicapped individuals are entitled to equal opportunities to qualify for, and to be
promoted in, employment. Denial of this right to equal employment opportunities may
violate state and federal constitutional guarantees of-equal treatment.

In Truc}v v. Reich, 239, U.S. 33, 41 (1915), the U.S. Supreme Court declared that “the
-right-to-work-for-a living-in-thé .coin mon.occupations.of_the community is of the very.
essence of the personal freedom and opportunity that it was the purpose 6f the [Fourteenth)
Amendment to secure.”

The right oﬂmndlcapped persons to be frcc from discriminatory practices, conct.rning
hiring, firing, and promouons (the Right to Equal Emplo ment Opportunity) is closely
related to the right to just compcnsatlon for labor. In.thc%’&t many residential institu-
tions for handicapped people have required the resident’s i perform strenuous’ physix_al

labor for no pay, under the guise of ‘work therapy.” This slave Iabor, termed “peonage,”

has been challenged in the courts.

In the landmark decision Souder v: Brennan, C.A. No. 482. 73 (D D.C., November 14,
1973), the. U.S. District Court for the District of Columbia ruled that rcsndcnts of such
institutions are co»crcd by minimum wage and overtime compensation provisions. Hence-
forth, if residents are required to work, they will be guaranteed a wage.

-

_EPTthlght to Vote B : T e

A long line of U.S. Supreme Court cases makes it Clear that the right tocast one’s ballot
is a constitutionally protected right. Increasingly, it is becoming appa.ent that constitu-
tionally, persons with physical or mental handicaps may not be automatically deprived of
their rightful vote. Although it may be legitimate to limjt the franchise to those who
understand its meaning and effect, there can be no blanket presumption that persons with
any particular handicap are incapable of such understanding. Report§Trom Michigan tell

. of a 1972 opinion of the attorney general stating that residents of an institution for the

mentally retarded cannot be denied the right to vote in local or national elections simply
by virtue of their residence in the facility, so long as they meet other require:nents for
voting.

In Massachusctts, the case of Pickett v. Petersoin (D Mass., 1973)has been filed and an
mjunétion is being sought to protect the right of residents ofBeIchcrtown State School for
the Retarded to cast their ballots. The Board of Registrars.of Voters was réfusing to allow
residents of this state school to register to vote. This practice is unconstitutional. Theright
to vote is a primary irgredient of citizenship. This fundamental right may not be taken
away arbitrarily from handicgpped.individuals. ..

F. The Right to Meaningful and ‘Fair Access to the Courts
"Due process of law” is one of the most basic.guaranteés of our American governmen-

tal system. Most people take it for granted that they have the right to sue or be sued, to
invoke ordinary legal processes. Sometimes, howcvcr, handicapped persons have been
denied this right. Persons who have been labeled “ mentally mcompctcnt are often not
pcrmmcd to sue or be sued. The lack of proper entranceways, ramps, and elevators may
make it impossible for physncal ly handicapped persons, especially those in wheelchairs, to
enter courtrooms. Persons in residential institutions.may be prevented from correspond-
ing withan attorney or the courts, and thereby blocked from pursuing any judicial action.
Yet, the constitutional mandate and the more modern trentl is concerned with protect-
ing the right of access to the judicial system. This right Serves as.a pf;imary enforcing
mechanisin in that it allows an individual to exer:ise other constitutional and statutory
rights. However, mere access to the courts is of little value unless judicial proceedings are
both meaningful and fair. For example, a court appearance of a deaf person who can
communicate only with manual signs is useless unless an interpreter is provided. Under-
standing along with participation is needed. In the event that a mentally retarded person is
involved in a court proceeding and is unable to répresent himself, a guardlan may be
appointed to protect his or her interests." -

In addition, the courts should be reasonable and-fair in their dealings with handl-
capped parties. A good example of this is noted in the case of Jackson v. Indlana, 406, U.S.
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715 (1972), where a hearing-impaired mentally retarded boy was charged with stealing
nine dollars. Due to his condition, ke was found m(‘ompctcnt to stand trial and was
sentenced.to a state mental.institution until he “recovered.” Since he would not recover
from his condition of mental retardation, the court’s decision amounted to alife senience.
However, if he had been convicted of the crime for which he was charged, he would have
beep liable only for a brief term of incarceration. Fortunately, attorneys engaged on the
boy’s behalf pressed the case to the U.S. Supreme Court. The higher court held that if an
accused person would not recover from his incompetency tostand trial, the state could not
incarcerate him pénding such récovery. Thus, the decision to commit the'boy indefinitely
6 the institution was reversed. = * ™ '

v
€ v he

G The Right to Marry, Procreate; and Raise Children %

2

These rights have all been.declared by the U.S. Supreme Court to be fundamental
rights protected under the U. S. Corstitution. Unfortunately, these nghts have frequently
been denied to handlcapped persons. Marriages have been prohibited or declared invalid,
involuntayy sterilizations have been_performed, and children have been removed from
homes simply because the person involved happened to have a handicapping condition.

The blanket denial to hearing-impaired mentally retarded: persons of the right to
marry, procreate, and raise children is a “permanent irrebuttable presumption” that has
been contemned by the U.S. Supreme Court. The trend of litigation will be to seek
. protection for these basic and fundamental rights.

An example of this right can be found in the case of Wade v. Bethesda, 237 F. Supp 671
(S.D. Ohipo, 1971). Several parties.in Ohio, including.a judge who ordered sterilization
pcrformcd on a. mentally retarded glrl the doctor who performed the operatton, the

‘hospital whete it was performed; and the social-and welfage workers who S}!gg‘}ﬂ?‘}_‘h‘- )
surgery, were sued for three million dollars on the basis that their action had deprived the

girl of her constitutional rights.'The U.S. District Court found that the judge was totally
without authority to order the operation and the defendants agreed to settle the case

~~..yoluntarily for a substantial sum of money.

It.is clear that the rights of handicapped persons to marry and to bear and raise
offsprmg may.no Ionger be taken away with impunity.

‘H. The Right to Be Free  Unless. Proven Dangerous .

A very basic right is snmply the- ngm\t\obc free, to go where one wants to go, todo

whatever one wishes to do. This s concept was lncludcd ih the Declaration of Independence
and the U.S. Constitution as the concept of “liberty.’ "The anly_reasonable limitation on:
this right of physical frcchm is in situations where persons become a danger_to society.

This right to be free from any.type of physical restraint unless it is proven dangerous._
belongs to handicapped persons as well. Freedom of movement and association are rights
of constltuuonal dimensions. This right was contested in the Wisconsin case of Lessard v.
Schmidt, 349.F. Supp. 1078 (D. Wis., 1972), where the court ruled that a person may not be
incarcerated unless it is proven bcyond arcasonable doubt that the person has comniitted
an overt act of violence. The asserted “good’’ motives of the state were held to be insuffi-
cient to justify lockifig up a person ‘solely becatise of a mental handicap.

1. The Right to Contract and the Right to Own andl Dispose of Property

These are rights most Americans take for granted. If we wish to purchase a television

set or an automobile, we do so. If we do not wish to pay cash, we simply sign a contract in

- which we promise to pay interest in return for the delay of our payments. Frequently,
handicapped persons have been denied the right.to acquire, use, and dispose of property, as
well as denied the right to enter into contractual arrangements.

There are two conflicting. policy considerations at work here. On one hand, a handi-
capped person should be allowed to be an owner of property like any other person.
Permission should be granted to make contracts, to allow.persons with dual impairments
the opportunity to take advantage of the numerous devices and procedures for olfnammg
services and goods that are madeavailable by modern commerce. On the other hand, it is
unfair to see a developmentally disabled person bound by the terms of some onerous
contract, which was signed only because he or she was unable to understand the terminol-
ogy and conditions included. Furthermore, it would be counterproductive for a disabled
personto haveatype of property that heor she was not capable of controlling or managing.

These considerations would seem to indicate that mentally handlcapped hearing:
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.impaired people might be competent in one coyntext to undcrstand a contract oL to own a
particular type of property, while in anothe: context they might not hav e the requisite
competence and, therefore, 'need judicial protection. A person might he-fully capable of
owning a bicycle or furniture but nut understénd the intricactes of managing a large estate
or buymg anxd scllmg Securities. i .
Unfortunatcly. in-the past, guardianship laws tended to rc.quxrc that 4 pelson be
. declared either totally competeit or totally incompetent. A person who was.unable to . .
manage his estate and was therefore judicially.declared to be incompetent lost all his .
contractual-and~ owncrsh|p Tights. Unless another judicial determinaticn occurred that
-declared the-person competent, the guardlan was the sole person who could make con-

- fracts or exercise ownership. . .
The modern trend. and one that appears morein Imc with constltutlonal guarantu.s. is ” v
’ - toward a system known as “limited guardianship.” The concept of limited guardianship .

permits a court to declare a particular person incompetent for a specific purpose and a
guardian to be appointed to act to protect his interests. The person is incompetent only
with regard to the partlcular matters involved in the determination of incompetence.
Thus, he or she retains the right to contract and to own and dlsposc of property in all other .
areas.

o

. ' I The Right to Fair and Equal Treatment by Publlc Agencles

A gcncralnatlon that car. be drawn from the previously mentioned rlghts is that
handicapped persons are entitled to be treated in a fair and equal manner by public
agencies and officials. Indeed, a simplistic summary of the Fourteenth Amendment is that
) it guarantees equal protectig n\due process of law. This in turn is applicable to public
i agencies in that it requﬁ?s/t::sc agencies to treat all people with equality and fairness.
' Stated conversely, invidious discriminations or unfaif actions by public bodies or ofﬁuals .
e are forbidden by the Fourtesnth Amendment to the US. Constitution.” = * -~ % - ——. . 1
The right to fait and equal tréatment by public agencits is a primary way in which thc .
legal propriety of almost any type of program for the multiply handicapped cdn be’
measured. Indeed, this right serves as an umbrella in that it shields and encompasses all of
the previously mentioned rights as well as several additional ones.

' : ~ Additional Rights - ' . S,

Several other constitutional rights regarding handicapped persons_do exist..A brlcf
. sampling ofaddltlonal rights possesscd by this population will include but not be limited
to: .t

1. The right of equal access to medical serviccs; . .
. —\ 2. The right to send"and receive ‘mail; N -
3. The right t@privacy, especially cv.}ncernmg one’s intimate bodlly functions;

- ' "4, Thc right to chobsc and practlce a religion;
5. Thc right to have relationships with one’s peers, including menibers of the opposite
AN sex; ¢ ' !
N ! ! r - .
N N 6. The right toequal access to welfare, social security, and other social service programs,
. 7. The rlght tofreely express oneself whether it be through thechoice of ons hair length
N clothing styles, music, or otherwise; . :
\\
8. The right to be free fiom culturally biased-and other improper. tcstmg and classifica-
tion procedures;
h 9. Theright td equal opportunities for housing and freedom from discriminatory zonmg
~.ardinances;
10. Theright to nondiscriminatory treatment by policemen and firemen; ‘ ) .
e 11. Th% t'to'be free from medical experimentation;
. 12. The right tot\vel and'to free access to buildings and transportation facilities, and
) 13. The right to befree from governmental encroachment on a normal life-style and life
cycle.
The list need not becom Qndlcss Allrights may be capsulized undc.r the concept of fair ” -
. and equaltreatment by public agencies and officials. Such are the requirements of state
. and federal constitutions.
Q- e ‘
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) e 'STATUTORY RIGHTS “ ’, :

Sume .. gal nghts havebeen created by legislation rather than by consututmn chls-
lation is by its very nature much more detailed than constitutional provisions. As aresult,
.the discussion of the fine points of all the sections and subsections of relesant statutes
would be a mammoth undertaking. Thus, theintent hereis touse a broad brush.in painting
an outline of legislation that has major ramifications for persons with combined hcarmg
. , and intcllectual impairments: - - s -

A number of states have.particularized statutes that authorize spccnal {acnlmcs or
services unique to that state. It is not possnblc to examine particular characteristics and ,
idiosyncrac.cs of all state provisicns in this document..However, some fr(.qucm errors or \
inadequacies in state statutes or regulations can be noted: . :

. ¢ State statutes.often fail to require comprehensive planning across state agencies. .

- -

ot

[N

¢ State regulations may mandate services for the’ muluply handicapped,”but enforce-
ment of this mandate may not ensure quality services for a specific populatlon such as

.- petsons with severe hearing loss and mental retardation. AU
® Regulatory procedures for identification, assessment, and placcmcnt are vague or .
"nonexistent. ¢

%, datory.

® Provisions are fiot made for thc employment or ccrtlﬁcauon)of audiologists and othcr :
needed spgcialists. .o R

¢ Services to preschool multiply handicapped childr en are p\mlsswc rather than man-

¢ Some state laws or regulationsalso contain “waiver provisions' "to pcrmlt unCLrtlflLal(.d
_; personnel cmploymcnt .

¢ Certification requirements for professionals to work with the multiply ‘handicapped .
. "have not been determindd or appear less than adequate to ensure quallty instructionand .
. ' services. -

S .
- R *

¢ Requiteménts for minimum program.size.may be unrealistic in view ofthcsc pcrsons
. needs for individualized instruction and services. . - N

e There may be no provisions for cmploy ment of paA aprofessionals tg assist proféssional .
staff. S

¢ There may be no prows:ons for reimbursement of expenditures for facility or curriculum

. modification and spccmlucd equipment. This would discourage and even preclude

integration of hcarmg impaired mentally. rctardcd pefsons into a regular school or
community setting. . L. ~c

¢ Limited or no provisions exist to support research or program evaluation.

Rather than erecting more barriers by singling out a class of handicapped people for
differential treatment, efforts should be made to channel handicapped persons into the
mainstream of American life. In 'this vein, state statutory provisions and regulations
governing services to the severely and multiply handicapped must be reviewed to ensure
the inclusion of this special population. Federal legislation with significant.impact on
these persons is outliped in thc next chapter.’ Many relevant bills have been enacted and
others are being considered by Congress. The laws must be strengthened and enforced to

. ensure comprehensive sefvices for all handicapped persons. . R
z \ .

.

For additional information on the legal rights of the handicapped contact: .
National Center for Law and the
Handicapped, Inc.

. " 1235 No. Eddy Street -
’ South Bend, Indmna 46617 B ,
- N (219) 288-4751 . "
3 « .
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_Chapter 4: Federal ngislétionland-Finance ,

> 1

- .

Although federal legislation includes provisions for all handicapped persons to receive
services, federal fundmg has been inadequatg to finance the implementation of comprehen-
sive programs to meet-the needs of every handicapped child and adult. Funds appropriated
~ through federal legislation have been made avallablc to support catalytic efforts, demonstra-
tion programs, rcsearch,professnonaltrammg, and at times, facility construction, Generally,
funds are appropriated ta complement state and local efforts to provide quality services for
the handicapped. Legislative and funding policies at’the state level vary with each state and
with each agency within the state. The Council for Exceptlonal Children’s State/Federal
Clearinghouse maintains a digest of legislative and funding proyisions for the ediication of
handlcapped children and youth ineach state. Asimilar digest is needed to identify legaslatlon
and funds covering services to the handlcapped through health and ivelfare agencies m each
state. ©

Federal legislation and funding formulas.tend to be modified at least every three years.
However, the most significant federal provisions;affecting services to the HIMR population
are outlined below. Further details may be obtained from the administrative agency charged
with.implementation of the acts and disbursement of the funds. .-

Education of the Handicapped Act ” ’ :

This act involves federal underwrltlng of projects.and pilot programs \wth the goal of
assnstmg the states to establish successful programs of education for handlcapped children.

The major agency charged with the responsibility of administering programs under this act is.

the Bureau of Education for the Handicapped (BEH), Office .of Educatlon Department of
Healc_trh Education, and Welfare (DHEW) A number of the provnsnons of the act should be
* noté

A. Preschool and School Programs -

Under Title VI B of this act, funds are-made- avallable to assist states with the
improvement and expansion of educational and related services for handicapped children.
This.includes. preschool grade school and hlgh school level educatiunal programs.

B. Regional Centers . - e e T ey
Part C of this act authonzes the establishment of regional centers de&gned to provide
technical assistance, advice, and other information concerning appropriate educational
services for handicapped persons. Section 622 of Part C provides grants for the states to

establish regional centers specifically geared to the needs of deaf-blind Children.

C. Manpower Needs - . - . -

Part D of this act authorizes the awardlng ofgrants tostates for the purpose of training

teachers, clinicians, and,other personnel necessary for quality special education pragrams.

D. ]nformatlon

Part F of thi$ act provides funds for rescarch contracts aimed at determining ways in
which films and other media may be-used to.enhance ghe education of handicapped
children. Money is provided for producing and-distributing such educational films, and
specifically for captloncd films for deaf persons. Grants are also provided under Section
633 of Part D to improve the dissemination of information concerning educatlonal oppor-

tunities.for handicapped children. a

“E. Early Education

Grants are authorized under Part C, Sectton 623,10 support model preschool projects
for, handlcapp d | youngsters.

-F. Research . N

Substantial amounts of funds are made available for research and dethonstration
grants aimed at inproving the education afforded handicapped children.
. : >

v

.

The Rehabllitation Act of 1973 | , .

\J .
The third version of the Rehabllltallon Act was sngned into law in Séptember 1973. Its
-purpose is to foster comprehensne rchabllltatlon services- for handicapped lndmduals tu
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such a degrce that persons may mcrcasc their skills and |mprove their ability to Iwc with
greater mdcpcnucnce and self- suffmency Some of the act s more notable provisions are:

A. Tiile I—Vocatiénal Rehabilitation Services -

Grants arg, provided to states, for the purpose of increasing the-employability of
handicapped individuals. States dcsnrmg to participate in such programs-are required to
submit to the Secretary of the Department of Health, Educatlon and Welfare a state plan
for rehabilitation services. An individualized written rchabnh(atnon program developed
for each Lllglblc handlcapped individual is required. Priority in_state.vocational rehabili-
tation services is to be given tq scvcrcly handicapped persons. The term severe handicap
referstoa ulsamllty which requires multiple services over an extended period of time and-
results from’ amputation, blindness, cancer, cerebralpalsy cystic fibrosis, deafnéss, hear't

¢ disease, hemiplegia, mental retardation, mental illness, multlplc sclerosis, muscular “dys-
trophy, neurological disorders (including stroke and epilepsy), paraplegia, quadriplegia
and other spinal cord conditions, renal failure, respiratory or. pulmonary dysfuncllon and
any other disability spccnf‘ed by the Secretary in rcgulatlons he shall prescribe.”

B. Titlé II—Research and Training :
Funds for grants and contracts are provided to conduct research and dcmonstrauons
_concérning the rehabilitation of handicapped mdwnduals, and to mcrcase the number of
trained rchabllltatlon‘ ‘personnel. .

C. Title lll—-Speclal Federal Responslbllltles .
Under this sectian, grants are authorized for construction of rehabilitation f’ic1llt|<.s,
. vocational training services for handicapped mdmduals hwrtgagc insurance for rehabili-
tation facilities, and other special projects and dcmonstratlon centers. For-example, a
"National Center for Deaf-Blind Youth and Adults has bccn established.

D. Title V—Miscellaneous, - .
This section establishes (1) an Interagency Committee on Handicapped Employccs to
guard against employ ment discrimination toward handicapped .individuals and () an
Architectural’and Transportation Barriers Compliance Board.to insure compliance with
standards prohibiting architectural, transportation, and attitudinal barriers directed to-
ward handicapped persons. Discrimination against handicapped individuals in employ-
.ment under federal contracts is forbidden in Section 503. Section 504.provides that:no
qualified’ handlcapped individual shall, solely by reason of his handicap, be subjcctcd to
discrimination under any program gr'activity receiving federal flnancml assistance.

E. Rehabllltatlon Servlca Administration ' :
- Sectioh.2 of this act set up.a Rehabilitation Services Admmlstratlon (RSA) in the
Dcpartmcntochalth Eduoatlon and Welfare. RSA is desngnatcdthcprmcnpalagency for
carrymg ouf the purposes of” the- Rchabllltatlon Act

e . i ‘ . .

\'

3

o

Soclal Securlty Act: " — .

.Title XVIof this act cstabllshcs the Supplcmcntal Security Income (SSI) Program unden
which Social Security payments may-be made to ellglblc disabled persons and parents of
disabled childrcn A person is considered to be disabled “if he is unable to engage in any
substantial gainful activity by reason of any medically determinable physical,or mental
|mpa|rmcnt Which can be expected-to last for a_continuous period of not less than twelve
months.” : t .

Initial b_ajmcnts under the program began on January 1, 1974, at $140 per month-for
individuals and $210 per month for coliples. A payment increase to $146.for individuals and
$219 for couples was scheduled for Juiy 1, 1974. For newly eligible persons to receive such
payments on account of disability, their yearly income may not exceed $1560 iftheir spouse is
not an eligible recipient or $2340°for a couple if both are eligible.

Parents are considered financially. liable for disabled children only until the child be-
comes 21 years of age. On reaching his twenty-first blrthday, a disabled child will-be consi-
dered for SSI eligibility on. the basis of his own earnings. .

Developmental Disabilities Services and Facilities Construction Act (DDA)

Funds are provided to the states to assist in the planning and implementation of com-
prehensive programs of services for the developmentally disabled. The term develupmentalb
disabled includes mentally retarded persons as well as victims of cerebral palsy, epiiepsy. and

o 17 ‘
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similar disabilities attributable to neurological impairments. Formula graats are providedto
. state DDA agencies. Thus, planning and advisory councils are enabled to devise and com-
mence implementation of services to persons with substantial-handicaps. *

In addition to fund’ provided directly to the states, funding s provided for certain
< o pro_]ccts of nauonal sngmflcancc Among these pro,]t.cts are the following: | ) ] )
N . . -~ 1
‘ A. Legal Advocacy . - ! - : .

>

"Thé Division of chlopmcntal Disabilities (DDD) in conjuncuon with thg‘Burcau of,

. Education for the'Handicapped (BEH)is fundmg alegal advocacy program with a nation-
. wide scope entitled the National Center for Law and the Handicapped (NCLH) in South v
T Bend, Indiana. Cosponsors of the agency are the American Bar Association, Family Law
Section; the Upiversity of Notre Dame Law School; the Council for the Retarded of St.
Joseph.County, Indiana; and'the National Association for Retarded Citizens. The goal of

3 ' this:agency is to protect and assert the legal rights of hand:cappcd persons. . ‘
) B. Technical Asslstance N \
Funds are provided to sponsor thc chlopmcntal Disabilities.Technical Assistance i
Dcu.lopmt.ntSysu.m(Bq)’TADS)at the University of North Carolina in Chapel Hill, North ., o
' Carolina. DD/TADS proides not only information and technical assistance but also advice .
to state developmental disabilities councils. L \
. . - . . ,
C. Child Advocacy ‘ 1
Funds from DDD.are mmglcd with moneys from the Bureau of Education for the
Handicapped and the National Institute of Mental Health (NIMH) to fund 11 clnld advo-
cacy projects. . .
. D. National Information and Data "
) Funds are bung provided to a national information center and’ mdmduallzcd data, ,
. . base at Pacific State Hospltalm California, in con_]unctlon with the University of California )

at Los Angeles, - " - ’

.E.. Delnstltutlonalizgtlon

. Scycral dcmonstratlon projects are funded to explore alternatives to residential in-
) stitutions for dev clopmcntall) disabled persons in addition to examining and developing
R community alternatives. .

»

Additional Laws * - . - o - .

The four preceding federal acts constitute the major legislaticn affecting persons with
dual.dlsabllmcs howcvcr. othcr statuu.s also apply. Two such laws worthy 6f mention are.
' . A. The Wagner-0' Day ‘Act (1938, PL 75-739) o

This sanctions a committee to purchase products and services for the blind and other
severely handicapped. The aim of the Wagner-O’Day program.is to increase employ ment
opportunities for blind and severely handicapped persons by pgrmitting them tosell their
products to the federal government. Consequently, a preference is extended in bidding on
government contracts to qual;f"cd sheltered workshops Tor severely handicapped indi-
viduals.Infiscal year 1969, “78 workshopsfor the blind in 35 states sold approximately $23
mllllon worth of good,s to the federal government, providing employment to some 5,000

A

. . * . Blinddndividuals,”* This act would indeed be appllcablc to hearing- lmpam.d mentally
retarded persons. Thus, appropriate action should be taken tocither reintérpret or amend .
this act so that it specifically includes this population. .
N ¥
B. Economic Opportunlty Amendments of 1972 (PL 92-424) .

These amcndmcnt’s@nm to. insure that "a minimum of 10% of Project Head Start -
enrollments throughout the nation are available for handncappcd children. Funds are

N administered through the Offlu of Chlld Dcvcfount DHEW. | . . .
o . . .
N o s ) 6 * ‘o
. \I A AR v ,
'For additional information. contact the Committec on Purchases othnd made Products. 1511 K Smcu, N. W
“ - Washington, D, C 20005
’ «v 2 18
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'* , . - L v/'
Coordination is the process of bringing together all necessary resources in the ap- '
propriate sequence in order to accomplish a given objective. Coordination involves
initiating, sustaining, and Interrelating the various parts of .the service, delivery
, system, (Joint-Commission on Accreditation of Hospitals, 1973,-p. 73) .
T o . . (" ' :
~ _The complexity of problems faced by persans with hearing ilnpairment and mental
. . retardationrequiresa diversified, specialized, coordinated network of programs.Presently no
single agency or discipline can'apprgpriatcly,;scrvc the total needs of this population. Thus,
" cach program should not only provide a unique resource to the client, but must also take
. necessary steps to establish itself as one contributing link in a chain of coordinated services.
. The lack of an integrated network of planning, programming, and evaluation for the
/ multiply handicapped often stifles the evolution of services from conceptualization through
implementation and operation. For example, the ¢reation of a'single-source center with a
well-conceptualized progrum of prevention, assessment, management, and evaluation would be )
difficult without the quantitative data provided-bya Jemograph’ic center. Thus, compilation
of data fyom a-well-operated center could facilitate implementation of a network of single-
source centers. This in turn could permit appropriate identification of needs and foster proper .
placement.based vn interdisciplinary assessments and av ailability of sérvices. Closer interre- 'y
lation among parts of the service delivery system is imperative at all levels of the social ‘
system. Fowever, the mere existence of appropriate services is not the answer unless these \
services are available and convenient to all people requiring such specialized assistance. ’
’ N

«

) .. PROBLEMS WITHIN THE EXISTING SYSTEM ! -

¢ )
.. . Despite a general increase in funding for the handicap%cd by both govegnment and the
private sector, no state has implemented comprehensive services that fulfill the fu!l range of ..
needs of the HIMR, population. .~ ) B , _ ) .
. State officials contacted during this project cited inadequacy of funds and insufficient ~ #
resources as the major problems. A closh{ study of the problems, however, reveals much moré
Categorically, the problems include: - S i . )

- ® Lack of information-s *

N o]
e Lack of coordinated planning, management, and program evaluation (especially . .
among state and local .agencies of health, education, and welfare) .
i R Lack of sufficient resourcgs | . . ‘

* Ly

 Lack of Information. B ) Cos \ : . ,
On the state level, agencies concerned with HIMR persons have insufficient data todefine * *
. and implement peeded programs and services. It'is difficult to find any agency using an
operational definition to identify and routinely collect data on children or adults with the
specific combination of hearing loss and mental retardation. Presently, fo-agencies have
“output” data on the effectiveness of.Services provided to the HIMR population.* Likewise,
: comprehensive data concerning both available manpower and those in training are insuffj-
cient. , . . N

Another problem is the lack of consensus on curricula and practica for those training to
work with this dual handicap. Perhaps this results from a dearth of professional expertise in
this multifacefed field. Nearly 80% of 41l published research.on this pcpulation involves only
« the field of audiology. Mdreover, systematic studies on special instructional techniques are
remarkably limited. It appears.that insufficient information exists on the HIMR population
: because responsibility is not vested.in any single federal, state, or local agency. Instead, the
service system.is fragmented andt.coordinated, functioning as a subsystem.within numbers
- of-agencies and institutions dispensing scrvices and funds for the handicapped and'disadvan-

taged. As a result, priority has emerged only recently to accommodate this population.

¢ » . ;

¢ “Vocational rehabilitation agencies may be possible exceptions, but their (falg mus be exirapolated from basic
< data on per-ons who are rehabilitated for mental retardation, deafness, and other devel pmental disabilities Even
S . then, the data fall far below the nygmber of known cases eligible for and perhaps receiving rehabilitative services
\Division of Monitoring and Program Analysis Statistical Analysis System, Fedegal-State Vocational Rehabilitation .
. Program, Characteristics of Clients Rehabilitated in Fiscal Years 1968:1972). . * &
. 14 °
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Lack of Coordinated Planning, Management and Evaluation

chlslauqn in sevcral states now mandates comprchcnsnc plannmg among agencies of
health, ediication, and welfare, with their local and regional units, to better.serve the handi-

. capped Howeser, some current state plans contain no provisions that would support effuststo
prevent "hearing loss, dcvclop mtcragcncy referral systems, |mplcment interagency data
systems, coordinate state-oper- * programs for the HIMR, or establish ‘ ‘single-source cgn-

“ters” where: -parents or guardla. s of children and adults could obtain information on conf,

prehensive services,
" A 1973 review of all state education department statutes and regulations afft.ctmg the
hcarmg impairéd showed marked inequality among the states in the types of services that
would be supported by the state for severely hcarmg handlcapped children and youth.
Preschool HIMR children receive no special education services in at least 20 statés even
though the legislation in some of the states would permitsuch services for children w ho are at
least th;ce year$ old. HIMR children under age three are eligible for educational services in
apprgximately 18 states but ofﬁcnals report that many school districts presently do not make
serylces available for the birth to age three severely handlcappcd population (Jones and
Hc‘aley, 1973). . .
It'is also important to*hote that many states reduce the amount of reimbursement
provided to schopl districts serving the preschool handicapped. Generally this practice has
developed because the funding policy assumes shorter periods of instruction fos the preschool
child Thepolicies do not appear to have been established on the basis of actual program costs
for providing interdisciplinary services to the muluply handicapped preschool population.

Differences can be found from state to state in programs whose functions appear similar.

For example, vocational rehabilitation agencies in some states served 45 tinfes the number of
hearing handicapped per capita as other states. The 1972 data from the Burcau of Education
, for the Handicapped indicate that the percentage of handicapped children served throughout
“1l 2states varies by more than 50% per capita.® Likewise, great ingquities in expenditures for
service exist. Some states have no specnal programs for the HIMR. Many institutions for the
mentally retarded that also have patients with hearing loss indicate they have no services
available from qualified audiologists, speech pathologists, or teachers of -the hearing im-
paired Institutions for the hearing impaired that were visited or contacted during this project
reported that too few teachers, psychologists, social workers, rehabilitation counselors, or
- physicians expressed any desire or special expertise in working with persons whoare severely
hearing impaired and mentally retarded. Previous reports such as those by Anderson et al.

(1966) and Lloyd (1970) tend to corroborate this finding.

Only a féw states, such as New York,s have attemptéd t& develop acomprehensive plan for
thé HIMR. Some states have selected certain jnstitutions to implement comprehensive ser-
vices within a single program such as the Austin State School Program (Texas) and the
Lampeer State Home and Training School (Michigan). . :

The Project Staff was unable to identify a single comprehensive state plan for scrvmg
adults with hearing impairment and mental retardation. It was hoped that model programs
might-be cited in this document as one method of assisting others in their desire to expand
services for the HIMR. However, few iodels appear ready for emulation. For example, the
Vaughn House in Austin, Texas, is, the only independent living facility for severely handi-
Zappcd HIMR persons identified i in the project. Perhaps others ,exist. The statewide work-

tudy programs beiween the State Departments.of Spccnal Education and Vocational Re
habilitation in Texas and Missouri certainly hold promise for meeting the needs of the HIMR

population. In addition, the state-supported sheltered workshops in Pennsylvania and Mis- .

souri can serve as cxamplcs for othcr states along with prdmising practices that are cited in
later sections.

' . . ®
Lack of Sufficient Resources,

The absence of comprehensive plans for serving the HIMR population helps to perpetuate
the lack of sufficient resources. Conversely, the lack of some resources results in the inability of
states and many service institutions to dcvclop and implement comprchcnsnvc plans.and
programs . .

‘Further data on exceptional ch‘ldmn are available from the Bureau of Education for the Handuappcd (su.
Appendix C).

¢For detailed informatiog, rcfcr to New York State sT:.mporary Comniission (l97l)

.
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Since so little is generally known about the special needs of this population, it is rather.
easy to understand why inadequate resources (personnel, facilitics, and funding) remain a
major problem. .

Personnel, especially teachers prepared to serve different age groups (preschool, school
age, adolescent, and adults), are in short supply. We mention each age group-because their
needs vary significantly. Adults are included because it is apparent that instructional services
should be extended beyond the arbitrary legal age limit of 21 in most states. Also, too few
audiologists and psychologists are available to serve this population. Féw university faculty
members appear to have de\eloped specnal programs fot preparmg professionals or para
professionals to work in this field.

An. organlzed program of technical- assnstance utilizing persons with specnal skills in
planning, serving, and evaluating servnce effectiveness has not been developed but is badly
needed.

Additional cost studies must be completcd before federal, statc, or local’ ‘agencies can

zgin tu determine the financial resources that argrequired for comprehengive programming.
Unfortunately, many previous cost analyses are based on what t.xnsts and not on what should
be provided to create full service programs. ~

Summary of the Present System

The pt e%ent system for severely handicapped children and adults (especially the subsys-
tem fot the*HIMR), although described somewhat negatively above, does provide some
greatly needed and beneficial services. In addition, dedicated professionals and paraprofes-
swnals are working at‘all levels within the system to achieve effectne organization and meet
the needs of all persons involved. Many individuals providing care are quite competent, but
resources must be expanded. Coordinated efforts are imperative if the goal of full services for
each HIMR person is to be reached in the next decade.

COORDINATING GOVERNMENTAL AGENCIES
AND PROFESSIONAL ORGANIZATIONS

Governmental agencies as well as professional organizations can hasten the development
of a continuum of services for the handicapped either directly or indirectly by playing a
pivotal role in wmprchcnsnc programming. They can assist the handicapped population by
supporting or conducting significant research in the field, recommending new legislation as
well as reinterpreting and amending existing lcglslatlon, granting funds to educational

* programs and community agencies to support ongoirig programs and to help establish new

programs, publlshmg literature Loncerning the handicapped, establlshmg specific standards
for professional certification and program accreditation, and, finally, serving as a liaison and
spokesman for various services within a comptehensive delivery system network.

In the past decade, unprecedented concern and active involvement have occurred in the
area of mental retardatlon This interest served as a catalyst in promoting the establishment
of the President’s Committee on Mental Retardation (PCMR) in spring 1966. This committee
was created to advise the President on current activities regarding the mentally retarded
(namely, research, manpower development, prevention, services, and public,information), to
recommend federal action where needed to prevent and amelioratethe incidence of retarda-
tion, to promote coordination and cooperation among public and private agencies, to stimu-
late individual and group agtion, and to promote public understanding of the mentally
retarded. The committee is chaired by the Secretary of Healgh, Education, and Welfare. Other
members of the committee include the Secretary.of Labor and the Director of the Office of
Economic Opportunity. PCMR is composed of 21 citizens serving three-year terms.

Two more recent commitments have also influenced the current governmental vigor to
serve mentally rétarded populations. First, in 1971, the President stated that two major goals
of the-federal government shall be: - 3

Toreduce by half the occurrence of mental retardation in the United States before the
end of this¥ century, and . .
To enable one-third of the more than 250,000 retarded persons in public institutions
Jo return to useful lives in the community. (PCMR)

Second in 1972, the U.S. Commissioner of Education proposed a goal of full educational
opportunlty for all handlcapped children to be achieved by 1980 (75% by 1977).
/Thc majority of fedgral government agencies and national committees concerned with

. "% <)21. . ®
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handicapped populations are found within the Dgpartmgnt of Health, Education, and Wel
fare. Some of -those spgcmcally quupped to assist the HIMR population are:
¢ Bureau of Education for the Handicapped (BEH is in the Office of Education),

¢ Rehabilitation Services Administration (RSA) Division of Develupmental Dlsdblhtlc.s
(DDD) in Social Rehabilitation Services; . s

s Office of Child Development (OCD); o -
e Maternal and Child.Health; - . .
o National Institute ofChild Health and Human Development (in the National Institutes

. of Health): ' ” e

¢ Office for Handicapped Individuals and Office of Mental Retardation Coordination
(OMRC);

o President's Commiitee on Mental Ritardation;
¢ President’s Committee on Employment of the Handicapped;
¢ National Advisory Committee on the Handicapped.

.

Numerous federal agencies, professional organizations, and private interpst gi uup‘s"pru-
vide guidhnce and support for the handicapped. A list oﬁprul‘usswnal org g[mmtluns and
governmental agencics with special interests and activities in areas related to the HIMR are
listed in Appendix C.

Presently, no federal agency program or professional organization exists that spu.ll'lmllw-,_

tepresents the HIMR population. However, major actions have been taken to begin to elinn-

nate this present void. First, in 1970, the AAMD-CEASD Joint .Committee on the Deal-
Retarded was established to address the needs of persons with these two Immlu.\ps This.joint
committeehas been involved in several sgmﬁcant activities:

¢ In 1971, upen membership forums held at the Convention for American Instructors of
the Deal (CAID) and AAMD na;’l’bnal meetings addressed one principal issue. profes-
gtonals involved ineducating the deaf need more information about AAMD and mental
retardation. Similarly, those who are working in the area of mental retardation need
more information to help them understand hearing impairments. .

e In 1972, ASHA, in cooperation with the AAMD-CEASD Joint Commiittee drafted a
two-year grant proposal to deselop this réport (recommendations for comprehensive
s;rvnccs for the HIMR) . .

o The Joint Commlttw has compiled a bibliography on the dual handicaps of huanng_
impairment and mental retardation (Hirshoren and Lloy d, 1972) containing more than
600 references (see Appendix D).

In June 1972, an HEW Task Force on the Deal Mentally Retatded was created through the
cooperative efforts of the National Advisory Committee on the Education of the Deaf
(NACEDY and the HEW Office of Mental Retardation Coordination (OMRC).*

In spite of the excellent contributions made by governmental agencies and professional
vtganizations in expanding services to the handicapped, nune is presently assuming cnough,
leadership to rapidly influence the development of comprehensist services for the HIMR
pupulation. Gual-oriented programs must be expanded to speed the development of full
services by 1980.° Therefore, in organizing a network of full services, the following program

Q

components are necessary: . 4
¢ Comprehensive data svstems,
- A national technical assistance cetpter,
¢ Regional demonstration: centers, >
¢ Single-source service centers,
RS

*Now amalgamated into the National Advisory Commnttee on the Handicapped,

*Now operating within the recently established Office for Handicapped fndividaals, Department of Hoahils,
Education. and*Welfare, ;

*"Guoal-otiented programs’” refer particularhs to HEW -administered programs s daselupmentad desabilivesPL
91-517). aid to children in state-supported schuols (PL 89-313), cducativnal state grauts (PL 91230, Tithe VB,
vocational rehabilitation grants (PL 66-263), ESEA, Tutles Tand 1HH(PL 89-105, vouational cdutation state ghanis {PL
90-576), Hc.ul Start (PL. 92.424), Public Health Setvice Aat, Su. 314 4, and maternal and chald health and copplad
chlhh en's state grants (Social Security Act, Title V).

@R
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* o State and local advisory committees, .
¢ A national information center, and
”
- ® Volunteer action groups.

The.implementation of these program cuompugents will require courdination at the national,
state, and local levels. Specific steps must be taken to achieve systematic interagency plan-
ning, management, and evaluation utilizing professional cxperusc Each of the program
componcnts is discussed below.

Comprehenslve Data Systems “ b

Demographic data concerning the HIMR population are limited. By surveying the nature
and extent of the HIMR population and by ysing standardlzcd definitions, inforr .ation needed,
In wmprchcnsnc planning at all governmental levels can be obtained and it turn used'to
assist program implementation. Moreover, the need for new legislation, mcreascd financial
support, and more trained personnel could then be documented.

Many state and local agencies need fechnic#l.assistance and guldclmcs for collecting
relevant; data. Ru.ordmg necessary-data on all members 6f the HIMR populauon will be a
difficult task. The medical proft.ssnon. health, agencies, school districts, law enforcement
agendies, and social welfare agencies must assist in the identification and recording process
Confidentiality must be protected. Special expertise is required and all new data systems
should bc.uapablc of producing (over time) evaluation data on the appropr.ateness andeffect of
services provided.

At present, one Office : of Demographic Studlcs (ODS)exists for the hearing impaired in the
United Statcs This office, located at Gallaudet College in Washington, D.C., appears to be one
of the moust suitable data centers at the national level to add supplementary data collection
procedures for obtaining needed information on the HIMR pupulation and to project national
program ncuds With increased fundmg, ODS could provide the technical assistance needed
by state and local agencies to implement improved data systems.

State and local agencies presently collect some data on handi.apped persoys but the data
systems vary with each agency. The high-risk registry and central registry represent two data
systems that are vital in establishing programs and services for handicapped populations

- Thcsc data systcms however, should be planned and coordinated across agency lines.

High Risk Registry

A high- nsk registry is a systematic method of recording and maintaining data on (1)
newborns who are at risk for developing one or more disabilities and (2) women who have a
high probablllty of giving birth to a disabled child.

A high-risk registry can serve as a useful tool in developing prevention, early identifica-
tion, and lntcpcntlon programs. The registry can be incorporated into hospital records (for *
example, a Cl\lld ‘born of a rubella pregnancy would be clearly identified) and subsequent
appropriate sgrvice can be sought Metabolic defects such as phenylketonuria (PKU) can be
detected early, For,example, if a “woman-at-risk” becomes pregnant, genetic and metabolic
defects can beydiagnosed by a study of fluid taken from the mother’s amniotic sac. Termed
ammocenlesx.s.1 the tcchmquc tan detect a variety of chromosomal and metabolic abnor-
malities that.rgsult.in severe mental retardation and other disorders. Parents are then coun-
seled on the risks mvolvcd and given appropriate medical treatment. Presently, PKU is
estimated to b rcsponsnblc for 1% of the population in state institutions for the mentally
retarded. University mcdlcal screening clinics can and have prevented retardation from this
inborn error o mctabollsm (Office of Mental Retardation Coordination, 1972). .

In a simildr vcm,‘thc President’s Committee on Mental Retardation (PCMR) states:

.onepercent ofblrths in the country now has a chromosomal abnormality that will
rcsult in mental retardation or will have some appreciable effect upon the life cycle. A
high risk exists in those parents carrying chromosomal defects themselves, those who
have had prcvn&us ¢hild with Down's Syndrome; those exposed to genetically
damaging agents such as virus, repeated x-rays or chemical exposure; or those of
advanced liatcrnalxagc Atage25,a woman has arisk of about onein 1,000 of having a
child with Down's Syndromc. Atage 35, the risk is one in 250. At age 40, therisk is one
in 100. Andlat age. 43, the chances rise to at-least one out of 50 for that chromosomal
abnormality alone. These appear tc be conservative estimates.

The registry utilizes a checklist of factors that may contributc to the deselopment of
auditory impairments and mental retardation. Several criteria can be included’ia a high-risk
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checklist. For example, a J(_J.hnsAHopkins Collaborative Study lists the following as etiologic
factors of communication defects (Mulholland and Fellendorf, 1968).

-~

Time of Occurrence Factor or-Insult .
Preconception genetic (for example, Down’s Syndrome or mongolism)
: metabolic defects (for example, phenylketonuria or PKU)
Prenatal maternal-fetal viral infection; drugs taken by mother; fetal hypox-
|| ia; prematurity—low birth weight
.- hypoxia/acidosis; mechanical trauma, hyperblllrubmemm. drugs
Perinatal
given to infant; ?? noise
Postnatal middle car infections; upper respiratory infections; foreign bodies .

in ear; drugs; meningitis; encephalitis; mumps measles, trauma

Environmental Influences
(deprivation—lack of stimulation); emotional problems mentai subnormallty

A more extensive checklist of etiological criteria for early detection of mental retardation
and auditory impairments can be established by contacting appropriate sources, such as Io;al
medical associations, university medical clinics, and the AAMD’s Masnual on Terminology and
Classification in Mental Retardation (Grossman, 1973). ;

A high-risk registry will enable medical staff to make appropriate arrangcmcnts forezch
infant identified as at risk. This can be accommodated at the time of dlscharge from the
newborn nursery through (1) screening evaluations of these infants (during the first year of
life) at either asingle-source service center or medical clinic, (2) referrals for acomprehensive
diagnosis, and (3) plans for’long-term monitoring or management of the child.,or both.

Central Registry

A central registry is a systematic computerized method of recording data on a specific )
population. Medical, audiologic, educational, and other evaluations also may be maintained
on each person included in the registry. ~

Compilation of data on the HIMR population in each state is essential to provide (1)
clfective and continuous services for each HIMR person, (2) information for program planning
and evaluations, (3) a uniform means of communication among all agencies and persons
contributing to individual program plans, (4) a method for recording the progress of each
HIMR person, and (5) data for use in research, education, and rehabilitation. In addition,
accurate and uniform records can assist in protecting cach HIMR person by accentuating
their constitutional and legislative rights.

Although, conceptually, a computerized registry appcars sound, the development of such
systems could also result in flagrant abuses. To avoid problems inherent in any computer-
based informational system, effective controls must be established to prevent its misuse.
Thus, a registry system must include:

¢ Authorization from each parent or guardian to maintain individual case data.

® Provisions for therelease of individual case records to parents and guardians upon their
request. 3 . -

¢ Enforcement of the confidentiality of individual case records. Records shall not be
released to any person or agency without consent from the parent, guardian, or another
appropriate authority. Identification numbers for each HIMR person may serve as a
mechanism for allowing individual records to remain confidential.

Additional experimentation and research are necded to design a system that is both successful
and compatible for a broad spectrum of programs.

The Multi-State Information System for Psychiatric Patient Records (MSIS) is a system.
analogous to the registry described above. New York's State Department of Mental Hygiene,
with a National Institute of Mental Health Grant, assisted in its development. Presently, cight
states are participating by using a common iormat for recording individual case histories. In
addition, the University of California at Lgs Angeles (Neuro-Psychiatric Institute) is develop-
ing an individualized tracking system in cooperation with Pacific State Hospital. For further
inforination, contact The Research Group at Pacific State Hospital, Pomona, California.
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kNatlonal_'i'eqhnical Assistance Center - .

A national technical assistance center could assist with the implementation and general
maintenance of quality comprehensive services for the HIMR population. Through consulta
tions, conferences, and training workshops, technical assistance concerned with quality
control in the delivery system and evaluations of program effectiveness could be provided.
Teams of professionals with expertise in such areas as hearing impairment, mental retarda-
tion, and psychology could be organized to transmit valuable information to advisory com-
mittees, governmental agencies, and reglonal and local service programs to assist them with
‘the amelioration of existing services.

A national technical assistance center has been established to aid handicapped children
in the early.education programs throughout the United States. Known as TADS (Technical
Assistance Development Systems),'® this resoure ¢ center aids program staff in develaping and
upgrading any phase of a program for which a.local center desires help. TADS provides
planning strategies while assisting approximately 100 federally funded preschool programs
and advisory committees with all aspects of program development. This technical team also
enables demonstration centers in rural areas to have access to new innovations in program
design and successful teachmg techniques.

Among the services offered by TADS that would be useful in a similar fashion to HIMR

programs-are: .- ¢
e Identifying appropriate technical consultants, .
e Providing consultants to confer with individual centers and their staff,
® Assisting regional centers in working with state agencies,
e Holding small group in-serice and continuing eduvcation workshops,

® Collecting and dlspensmg data concerning technical aspects of- the service delivery
. system, | . *

o Identifying strengths and weaknesses of, exlstmg programs, and
® Providing orientation and gundance to service center directors.

The proposed technical assistance center for the HIMR would assume. many of the same
responsibilities as TADS and would serve as a vehicle for maintaining a central clearinghouse
of information on the HIMR. Unlike TADS, however, there does not appear to be a need for the
HIMR tecl_mlcal assistance center to maintain a central registry or data bank on the HIMR
population. The Office of Demographic Studies could provide this service in cooperation with
the national technical assistance center.

Regional Déemonstration Centers .

Demonstration centers were conceived and have been funded by federal agenciestocreate
exemplary programs and serve as laboratories for experimentation and evaluation. Specifi-
cally, the responsibility of existing model centers for handicapped persons is twofold. (1) to
amplement well-established effectlve management methods (for example, goal-oriented edu-
cational objectlves with emphasns on individual behavioral assessment and overall human
development) and (2) to develop and field test innovative techniques to better serve handi-
capped persons.

Presently, it.is difficult to delineate principal ingredients of a commendable HIMR
program simply because toq few programs exist. This difficulty can be overcome partially by
synthesizing the best methods available-from programs for the deaf, the mentally retarded,
and soon. Centers for the severely handicapped HIMR population could be patterned after the

present Regional Deaf-Blind Centers (established by PL 90-247) and those developed in the

Handicapped Children’s Early Education Program (eétablished by PL 90-538).

Provisions should be made to accommodate various age levels,.individual abilities, and
degrees of disability within a demonstration center framework. Presently, no comprehensive
network of demonstration centers exists specifically for the HIMR population. Those accom-
modating other handicapped populations, however, are funded by two divisions of the De-
partment of Health, Education, and Welfare (HEW): (1) the Bureau of Education for the
Handicapped (BEH) and (2) Social and Rehabilitation Services, Rehabilitation Services
Administration, Division of Developmental Disabilities. Special model centers for the HIMR

OTADS is located in Chapel Hill.North Carolina, and is assouatcd with the University of North Carolina.
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represent one way to makc services available in séme geographic areas and to assemble the
interdisciplinary prcrusc required to address the needs of this_population. Regional lo-
cation of the centers should be determined by an.analysis of demographic data, geographic
needs, and economic feasibility. Demonstratiun centers for adults should be established
immediately since fewer comprehensive programs exist for adults than for children.

@

Slngle—Source Service Centers ‘ "

.

Insome states, smglc-sourcc. Lcntcrs function as public-supported diagnostic, counsclmg,
and instructional sources for local communities. They presently operaté as fixed,points of
referral in coordinated programs of lifelong planning and management for the handicapped
and their famiilies. These centers engage in systematic follow-up for each client, thus hoping to
eliminate the possibility of program or educational dnftmg

One example of astate-conceptdalized system ofsmgle -source centers exists in Callforma
The Lanterman Mental Retardation Services Act of 1969 mandated the establishment of

. regional centers throughout the state to accommodate all mentally retarded residents regard-

less of age, race, culture, language, or national origin. Other states have established similar
centers, such as Missouri's Department of Mental Health, to resolve both economic and
geographic service problems while providing a broad spectrum of care.
Some of the basic organizational characteristics ofsmgle -source centers are listed below.
~® Asingle-source center operates under contract from a state agency and is governed b) a
board of directors consisting of pxrents, profcssmnals. and state agency representa-
tives. R g
® Thestate legislature allocates operational funds annually and charges the state agency
to set basic standards for pcrsonpcl, program management, and rates for services.
® Each center maintains a broad professional staff including but not limited to (1) a
medical unit (physicians, nurses, and dentists ; (2) a case management unit (social
workers, psychologists, audiologists, counselors ., speech pathologists, special teachers,
phy5|cal and occupational therapists, and so on; and (3) an administrative unit (ad-
ministrator(s], accountants, and. sccn.tarlal and custodial staffs)

e-Each center conducts an investigation of all existing services and dctcrmmcs other
possibilities for quality care. Care in facilities outside the region may alsobe arranged.

In addition, the centers studied: peiform the following services:

¢ Diagnostic assessment.

¢ Counseling on a continuing basis. Counseling includes advice and guidance to the
handicapped person and his family to assist them in locating and using suitable
facilities, including, but not limited to special medical services, nursery and preschool
training, public education, recreation, vocational rehabilitation, and suitable private
and public residential facilities.

® Provide state funds to yendors of services.

¢ Maintaipn a registry and individual case records.

¢ Conduct a complete systematic follow-up of the person receivingservices and courses of
action indicated. , .

¢ Call public attention to unmet needs in community care and services, .define and
interpret standards of community care and services as used by the single-source service
center, and stimulate the community to develop such services as needed.

» Maintain a staff according to standards set by the agency.

e, Report services provided and iinmet needs in the region.

e Develop a plan for comprehensive services in the region.

Some centers also use the services of volunteers.!!

The concept of state regional or single-souxce service centers is valid. Hmvwcr once these

centers become operational, experience has shown that all types of handicapped persuns are

referred for diagnosis and management. Therefore, these centers should not be established to

"For further detail, write to the valifornia and Missouri Dcpartmt.ms of Health or consult the Centers and
Scrvices for Deaf;Blind Ch:ldrcn Bureau of Education of the Handicapped, U.S. Office of Education, Washington,
D.C.. or the section on directional service agencies in Brewer, G. D., and Kakalik, J. S., Improving Senvices to
Handicapped Cluldren, Summary and Recommendations. R~NZO/[-HEW. Santa Monia, Calif.. Rand (May 1974).
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meet the needs of a single population (that is, the mentally, retarded). Thcy may, however,
pruv:de additional and unique services for the multnpl; handicapped, profuundly retarded, or,
seriously physncally disabled. .

Program policies and management practices should not be established by a single state
agency. Instead, their standards of operation should be established by interagency represen-
tatives and interdisciplinary consultants. .

Placcmcnt of the centers should be based on geographlc aceds but consideration must
also be, glwn to. the difficulties that may be encountered in attracting qualified staff to' the
area. Care must be taken to prevent the centers from’ bccommg lifetime placement institu-
tious. Thus pauents requiring institutionalization should find only short-term (interim) care
at thc cénter until suitable placement can be arranged. It is imperative that all service

. progrﬁms have a clear understanding of the center’s role and responsibilities.

c/ e - .

Advusory Committees - ) . .

'Numerous advisory committees on the handicapped havt. been established through
Ieglslatnc mandate at the national, state, and local levels. Although wide variations in their
rol,c.s and scope of authority exist, these.committees are generally composed of various
professionals, progtam administrators, parents, and.so forth, who are charged Witha basic
nl:spunsibllity tu ensure quality programs for the handicapped. Advisory committees tend to
be involved with, but are not limited to, the following activities:

/" e Assessing and projecting needs of the handicapped population,
; ® Program planning, - .

o Recommending priorities and program policies,

¢ Monitoring or conducting due process proceedings,

e Evaluating cost effectiveness analyses, ahd

. Rcvicwing and recommending legislative and regulatory provisions. * :

.

An analy5|s of state laws during this project revealed that in morc than one-half of the
states, provisions are made for state or local advisory committees.or both. California, Dela-
ware, Kansas, Louisiana, Minnesota, New Jersey, Texas, Utah, Nebraska, Vermont, and
Massachusetts are aniong the states that have established such committees, councils, or
commissions, However, membership on these committees shows great variation throughout
the country and sclection criteria often do not ensure the mtgrdlsmplmary expertise that
should be represented by persons or groups most capable to review quality plans and pro-
grams. The fullowing.examples were selected toshow the variability that exists in state laws
(State-Federal Information Clearinghouse for Exceptional Children, 1973).

.

4

A coordinating: council for handic\appcd children is established to coordinate
prograrns for all handicapped children under age 21. The council is responsible for
maintaining a directory of services available for the handicapped in Kansas, dis-
tributing information to parents, doetors, and other persons concerhing these ser-
vices; initiating coordinated planning by and between agencies and departments,
private associations, organizations, and corporations, and recommending to public
and private agencies working with the handicapped need for additional services. The
council’'s membership consists of the director of special education, a representative of
the crippled children’s commission, the director of the division of maternal and child
health of the state depariment of health, the director of child welfare services of the
state department of social welfare, the coordinator of children’s services of the
division of institutional management of the state departrient of social welfare, the
director of the state division of vocational rehabilitation of the state department of
social welfare, the superintendent of the state school for the deaf, the principal of the
state school for the visually.handicapped, a representative of the Kansas University
rchabilitation unit of the medical center, a representauve of the Kansas Association
,  forMental Health, a representative of the Kansas Cerebral Palsy Association, a

representative of the Kansas Association for Retarded Children and a representative

of the Kansas Council for Children and Youth. By November 30 of each year, the

+ council will.submit a written.report of its activities, studies and proposals te the

.+ governor. Copies of the reports will also be given to all ageneies and organiza'iuns:
\ having membership on the council and the proper comnmittees 6f the legislature,

—Kuras

S




.. The Hearing-impaired Mentally Retarded: . AN -
- Recommendations for Action . AN '

=
-
N

7

A state advisory commission for special education will be formed consisting of
. two members elected from éach of the regional advisory councils, ag‘least one of s,
) whom, will be a sparent or guardian of a.child receiving special education. The ~
. commissioners of the departments of mental-health, public health, and public wel-
fare,will each appoint a representative to serve as ap excofficio member of the
commissjon. Members will be reiinbursed only for necessary expenses incurred in the . N
“performance of their duties. The commission shall subrﬁ_it an annual report to the . \
department evaluating the quality and adequacy of special education programs and , N
recommending any improvément. The department willimplement the recommenda- - '
tions of the commission or will state in a written reply why the recommendations
cannot or should not be implemented. In these circumstances, the burcau responsible
for hearing complaints and conducting investigations in. the. division of special - |
education will attempt+o resolve the disagreement informally; however, if a settle- |
ment cannot be reached the state board will conduct public hearings to investigate .
N + the basis of the disagreement and resolve any dispute between the commission and
the department.—Massachusetts - ’
’ The commissioner ‘shall appoint biannually an advisory council with the a[;-
proval of the state board which will consist of between seven and 15 members
representative of professional and lay interests. The advisory council shall advise in
the promulgation of rules, regulations,.and the implementation of this chapter and
the establishment of standards and qualifications for the professional personnel. The !
. council shall serve. without remunceration.—New Jersey :

handicaps. However, Oregon has a state advisory council for emotionally handicapped chil-
dren to review_all aspects of comprehensive program planning for these children. Texas has
utilized two councils. one for children with léarning disabilities and one.for language-
handicapped children. It also has established a state, Commission on the Deaf.

With the dearth of current comprehensive services for the HIMR population, advisory
committees should assume greater leadership in promoting quality servies for this neglected
. population. ' 5

. o \

§

7
The promotion of public understanding and acceptance of the HIMR population requires
the services of an information center. This center could disseminate information on the dual
o handicap of hearing impairment and mental retardation. Specifically, it would be responsible
forinforming both the lay public and professionals about (1) currentresources available to the
HIMR population, (2) literature on the dual handicap (for example, Who are the HIMR?, Hown
many people have this dual disability?, and What is the effect of dual disability? and What are
their needs?). In addition, this center could be helpful to programs in institutions for the
mentally retarded, residential schools for the deaf, regional centers, and public or private
educational systems. : .

To insure reaching the widest audience, the following variety of media can be utilized:

Presently, a few state advisory councils limit their scope of responsibility to specific \ l

. National Information Center

N

® Public television and radio programs

—To sensitize the public to the nature of the dual handicap
. —To provide public service announcements about service availability ;

® Speaking engagements . .

—To inform civic, religious, professional, and student groups about the nature of the
) dual handicap L . .

—To encourage volunteer work or charity projects -

® Brochures and newsletters - ) ‘
—To prom%ﬁélﬁmecr work and charitable contributions.
—To encourage family (foster) care _ . .

. —To alert the public to the nature of the dual disability and-services available .

A public education and information center can receive broad input from the professional
organizations and programs that are concerned with hearing impairment and mental retar-
dation. Such a center will not only make the public more cognizant of the nature and needs of
persons with the dual.handicap, but it can help assist in the removal of social barriers and

§ |- . encourage acceptance of disabled persons by employers and the community. .
\ The National Education Information Center for the Handicapped is, most likely, the
proper center to develop information on the dual handicap of hearing loss in combination

\&7 - | 3, 28
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w:ih menta) rctardatlon Such informallon could also be disseminated under the auspices of
the Educational Resources Information Center (ERIC),"? the Clearinghouse for Exceéptional.
Children Information Center, or a professional organization funded for this purpose.

- ‘

Volunteer Action Groups . }

Volunteer service programs can provide support to paid staff in meeting the respon-
sibilities for quality care. They may offcr a broad range of services that include but are not
limited to:

® Teacher or classroom,assistance (that is, supervised h(.lp with behavior modification,
programmcd instruction, and other activities); .

e Assistance with physmal and occupational therapy;
® Assistance with music, arts and crafts, and storytelling actlvmes,
¢ Transportation and escort assistance;

,,0_ Participation in recreation ‘and leisure time activities including visits, vacations, and
trips (that is, weckly bowling, swim programs, and trips to the circus, zoo, restaurants,
and so on).

In addition, indirect services.may include clerical and lab assistance, gift shop and canteen
operations, and public relations and community cducation.

A coordinator of volunteer services should be appointed and given responsibilities for the
following activities. recruitment of volunteers; training and supervision of volunteers;
placement of volunteers in positions helpful to the program and personnel and most meaning-
ful to the volunteer, maintenance of compléteschedules and accurate records including hours

.and types of volunteer service, administering an operational budget for volunteers; and |

spublicly recognizing volunteers through provisions established to acknowledge their as-
sistance.

‘Volunteer services aid in (1) ameliorating the quality of services and programs and (2)
creating pusitive relationships between the facility and the surroundmg community. Promo-
tion of community understanding of specific disabilities is carried out through encourage-
ment of local youth and senior citizens to volunteer their services. Two such examples dre.

¢ Junior and senior high school students volunteering service as part ofthclr educational
program or orgamzauonal group activities and

o Senior citizens forming "oster grandparcnt 3 programs which'involve the assigning
of one senior citizen to approximately one to four handicapped persons. These pro- ,
grams are designed to enrich the Social environment of institutionalized children and
adults. Such basic human needs for attention, guidance, love, and understanding are
promoted through meaningful activitics with individuals on a one-to-one basis (senior
citizens and the handlcappcd) Senior citizens become an integral part of many
facilities in addition to establishing feclings of self-worth. Depending on the individual
facility andits budget, provisions can be made for minimal reimbursement for timeand
expenses (for example, transpgrtation and- meals).

Volunteers should be given special in-service training related, tospecific populatlon needs
and must be presented with program goals and standards. Some of the standards applicable
tovolunteer services include the following. (1) volunteer participation shall comply with state
laws, such as those relating to labor, insurance, and health examinations; (2) volunteer
participation shall be open to persons of bothsexes,and of all ages, races, creeds, and national
origins, and (3) volunteer services shall be available t({all residents, regardless of age, ability,
or handicaps. .

N ) . \ .

. .
. ' a8

) N

N
ol

3().S, Department of Health, Education, and Welfare, Office of Education,.Washington D.C. 20202.

""The “foster grandparent” program was developed in 1965 by HEW's Adminisiration on\\gmg and funded by
OEOQ. The funding and administration was transferred to HEWin an amendment 10 the Older Americans Actin 1969.
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.. Chapter 6: A Continuum of Services

e

A comprehensive service program for children and adults with hearing impairment and
mental retardation should be designed to account for- lh\c infinite diversity of individual
. ‘ needs and abilities in this population.
Figure 1 presents conceptually the continuum of services and program modt.ls that
should be |mplcm<.n!<.d for these dually handlcappcd persons,

Y
»

FIGURE 1. The Continuum of Services for Children and Adults with Hearing Impairment and. .
Mental Retardation . :

A ' CONTINUiJM COMPONENTS ' )

Populatlon / Perséns with severe hearing impairment  Persons with Persons with mild HIMR.
Served and mental retardation (HIMR) moderate HIMR . .

( 1. Provide prevention programs - >
2. Provide direct intensive individ- > Provnde necessary sequenced
- uahized and group lifatime ser- support activities to help
Program vices when necessary to effect develop appropriate behaviors
Goals 4 maximum developmenl in social, educational, and

vocational contexts
. 3. Provide information and assist.
. ance to all program particis :
_ pants l

¥

1. {dentification

2. Comprehensive interdisciplnary
“assessment (diagnostic evalua:
tion) L

3. Referral (for additional ser-
vices) ’

4. Parent or guardan counsehng -
and instruction R

5. Clent counseling and placement

6. Staff counseling and in-service-
orientationvinstruction N

oy 7. Direct management (medical, Direct or Indirect Management

educational, vocational, social, , .

recreational) -

«8. Program evaluation

9. Individual reas ment - » Consultation (for indvidual

B client or groups)

Yy

Y

\

Services
Provided’

Yy

Y

10. Dismissal and follow-up
! 11. Research
12 Record and data mamxenance
.

Yvyy

~

| 1 Diagnostic center placement o
2. Special-class educational Special-class educational Regular educational
placement placement or resource placement with supportive
' N room placement servics or resource room
A services

3. Vocational placement
a. Prevocational services

Yy

Program b. Work-study program (emphasis .t : .
Types and < on indwidual work skills and attitudes). ¢ >
Alternatives’ " ¢. Shettered workshops

d. Activity centers * o

a. Community employment ~

4. Home or hospital services
5. Parentfinfant instruction

6. Community and residential placement
. 7. Organized recreation
L 8. Special living arrangements

YYYVY

»

Yy

Participants Parents, teachers, administrators, aides, rehabiitation counselors, psychologists, physicians, psychra-
(most trists, social workers, nurses, occupational therapists, physical therapists, dentists, audiologists, speech
common) pathologists, recreational specialists, employers

.

. Ial .
*Transportation purchased services may be required to facilitate provision of a service continuum. .
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. 'PREVENTION SERVICES

t

Prevention is the process ofarranglng forces in the soclety to mitigate or eliminate
those factors In life of which mental retardation or other developmental disabilities
may be.a consequence. (Joint Commlsslon on Accreditation of Hospitals, 1973)
Multiple etiologies of mental retardation and hearing impairment command the estab-
lishment of broad ranged prevention programs designed to reduce the incidence of these
handicaps. Environmental, biomedical, and special services such as genetic screcm;;g.
analysis, and counseling all play a principal role in satisfying prevention needs. Currcntly. itis
technologically possible to reduce the incidence of mental retardation and hearing impair-
ment through ongouing prevention programs and maintenance ufhlgh risk registries. Genetic
counseling, now available in many major university medical centers, is a prime example of a
prevention tactic. Prospective parents can be sereened for genetic defects before conception
and subsequently counseled on the risks involved. This dlong wifh other prevention
techniques could reduce the incidence ofduc.lopmcntal dlSablllllLS and, pcrhaps rcducc the
growing med for several specialized services.'

¢

" . . . . -
The special services of prevention programs include: but are not limited. to:

¢ Genetic screening and counseling of parents from hlgh -risk populauons.

e Prenatal health care for prospective high-risk mothers (for example, maternity and
infant care projects) including the following biomedical preventive activities:
—Immunization programs (for example, for rubella); ~ ’

—Screening programs for detection of infections and endocrine and metabolic dis-
orders; and v
—Comprehensive prenatal, natal, and neonatal care; and , 7

e Programs that include. . ) .
—Nutrition education; o
—Detection of blood group mcompatablhtus and placenta abnormalities;
—Precautions to reduce complications as caused by radiation, medication, and drug

abus¢;
—Early identification of dwdopmcntally disabled infants;
—Accident prevention;
—Instruction on daily safety pracfices; and .
~Dissemination of infofmation delineating preventive measures,

To facilitate the lmplcmcntatlon of prevention programs, the Community Mental Health
Centers Construction Act of 1963 (PL 88-164) was amended in, 1965, 1968, and 1970 to
authorize federal grants to establish progra s stressing prevention, early identification, and
intervention for méntal health disorders (sce Figure 2). .

The Health Services and Mental Health Administration administers major prevention
progtams. Fot more detailed information, these agencies should be contacted at their 1espec-
tive addresses in Washington, D.C. (see Appendix C).

"“For more dclmltd mfurmalmn regarding conpunents of presention programs contact your local_pediateic

society,
4
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* FIGURE 2. Flow Chart: Identification, Assessment, and Direction

Y - 1  Preliminary (Mass) Screening Follow-Up Audiologic Services ) .
N ) ) Including:
; 1. Hearing Aid Evaluations .
o ' : I 2 Aural-Rehabilitation _
, . D Audlologic Assessment . l/' -
I . Dmgnosns and Referral - :
) ) Mamgomont SQrvicu Includlng-"

. Educational and Psychological «| . )
{Re)Assessment ) ) *

¢ ' I ,
- &
™

2. Special Education
: 3. Vocational Education,and
- . Medical Services: . Vocational Rehabsmation
« | Assessment, Diagnosis, Trealmenl 4. Health and Social Semces

-~

*Single-source servicz centers can cnhgr provide these management scr.‘wccs or comract for such services with
those outside agencies,through which they coordinate hfclong planning. 4 ey .
> . b} - " - . M
In addltion community mental health centers have been estabhshxng some major pro- .
grams as alternatives to state institutions for the mentally ill and mentally retarded so that
. - many clients can be cared for on either an outpatient or short-term intensive (up.to 30 days\ ¥
. inpatient basis. They also function asa referral center for local schools or: regional community
programs when.continuing therapeutic or educational intervention is;indicated. . .
. .Community mental health centers must assume a major role in the comprehensive
) continuum-of services for the HIMR. In this role jt will be necessary for these centers to , ’7
perform counss\h-lg and initial diagnostic evaluations (psychological, speech, and hcarmg
valuations, and soon). However, the primary responsibility for diagrosis and evaluation will
still rest with primary care centers. Day treatment, short-term hospltallzatlon crises inter-
/\cntlon and individual and group counseling and therapy tend to be the major concerns of

L]
4

mental health centers. Family therapy and intense psychological workups can also be in-
cluded. In addition, vocational rehabilitation and work evaluation programs may be a major
component ofia mental ‘health program. '* However, presently not all programs mcludc this
service, )
" . The Mental Retardation Facllmcs and Community Mental Health Centers Comstruction
| Act of 1963 (PL 88-164) authorized federal grants for the construction of community; sbased’
facilities to assist in thc deliv ery ofcomprchenswc mental health services (American Hospital
¢ . l Association, 1973).
- These locally based publicly and pnvately funded services now exist.in all 50 states and
| Puerto Rico. Mor¢ specifically, approximately five such programs exist solely for the hearing.
lmpalrcd population. Resthaven Commumty Mental-Health Center, Los- Angelcs California,
F is one of these programs that.ma{atains a staff pnmanTy composcd of clinically oriented
personnel including interpreters for the deaf. Thllr program serves an agespanranging from
* / six year olds through geriatric patients.
Current trends cmphasnzmg accoyntability and dcmstltutlonallzatlon with special stress
on “normalization’ have créated a strong movement toward the establishment of commu-
) nity-based service programs and have added to thc role and responsibilities of mental health
;’ centers. toe .

s N L] . .

5 " EARLY IDENTIFICATION

‘Early identification of infants diagnosed as having both auditory impairment and any

' dcgrcc of mental retardation will facilitate early intervention in habilitation programs.
Auditory screening(Rapen, Ruben, and Little, 1970)'¢and a hlgh risk registry can be used for
detecting and tracking such dlsabllltlcs in neonates and infants. In the event that,a child is
diagnosed as mentally retarded, definitive hearmg tests should be given. ‘Studies have estab-

| lished a higher incidence of hearing impajrment amo?lg retarded persons than among the
| nonretarded population (Lloyd, 1970, Rl)mmc, 1959). Without dy accurate audiologic

’
4 B . 4
- . . .

"*G. Kimberlin, Resthaven Community Mental Health Center, Los Angclcs Californta, personal communication "
(1973). ,

'$This scems to be a sticcessful method for evaluating degree of auditory impairment among MR infants.
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assesstnent and proper tre..tment of hearing loss in mentally retarded persons, habilitation
programming becomes ineffectual and unproduc.tnc Comprehensive audiologic services are .
essential and should be"av allablc to all persornis in need in order to maximize their communi-
cation skills as well as provide for the evaluation, counseling, treatment, and rehabilitation of _
those persons with speech, hearing and/or language handicaps” (Joint Commissjon on Ac:
creditation of Hospitals, 1971). This service shodld consist of the following com&)ncnts " ) )
REFERRAL—Referrals Jor héaring screening should be made when behavioral changcs
soccur among children and when they do not respond apiﬁ‘opnatcly to auditory
. ' stimuli. :

AUDIOMETRIC SCREENING—AII individuals entering a program for the mcntallx retarded

- should be audiometrically screened prier to the development and implementa-
' . tion of an individual program plan. In addition, periodic rescreening musg be
. conducted. Routine rescreening can become less frcqucnt with dlder popula-
tions. ScreCnmg audiometry can be performed by an audiologist, a. speech
pathologist, or trained supportive personnel under the superyision of the au-
dlologlst ) g . o

3
AUDIOMETRIC ASSESSMENT—On the basis ofscx ccnmg rcsults individuals may be referred

.o fora comprchenswc ‘audiologic assessment. This may involve a variety of proce- ) .

- “dures to assess central and pcnphcral auduory functioning. Due 4o the wide- )

. spread use of unstandardized symbol systems in audiometric assessment,the .

American Speech and Hearing Associatjon’s Committee & Audiometric Evalua-

tion developed a set of “Guidelines for ‘Audiometric Symbols” (Asha, May 1974,

pp. 260-264). Standardization of audiometric symbols should decrease the pos:

sibility of misinterpretation of data when records are exchanged among various

agencies, and in turn facilitate appropriate placement of the HIMR person. 1

Accurate lntcrprctatlon of the audiologic assessment also can facilitate the‘plan .

¢ - of action” for subsequent habilitative programming. .
|
|

QJ"OLoc"lc !-:xA'iuNATmN/uAmuTATION—Pnor to audiologic habilitation, all hearing-
impaired perséns should have an otologic examination to determine if (I) the ‘
impairment can be ameliorated through medical habilitation; (2) there are
specific medical contraindications to the use of amplification; and (3) there are

. other medical implications that the audiologist should consider in audiologic
habilitation programmmg .

7For more detailed mformatlon consuh Lloyd and Cox (1972).i inits entirety.

'#For detguled information on standard audiometric symbols for g(aphlcally recording the results of pure-tone
audiometry, consult the guidelines in their cntlrcty , .
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AUDIOLOGIC HABILITATION~This aspect of audiologic program ming is-concerned with a
broad range.of activities regarding the .HIMR population and accommodates
both direct and indirect communication needs. Areas covered in a comprehen-
sive audiologic habilitation plan to meet the specific needs ofmﬂlvnduals could
include auditory training, spe¢ch and language development, speech- &r I|pread- P
ing, hearing aid evaluations, and counseling.

e [

These five areas of service are central to’adequate audiologic programmmg’ In addition,
behavioral audiometry serves as the major clinical toul for audiologic assessment of retarded
individuals. In this regard, audltory acuity is tested by observing an infant’s conditioned
response tosounds. Play audiometry commonly used with infantsis acommon techniqueused .
in this type of testing. The application of behavior modification principles in bt.haworal

audiometry has Bten quite successful with severely and prnfoundly retarded mdmduala

(Lloyd and Moore,‘i972 pp. 143-144), . .

Sensory and cognitive deficits among mentally retarded persons can create problems in o
audiological assessthent. In the absence of sophisticated audiometric procedures, many chil:
dren can be mlsdlag‘ osed and subsequently receive inappropriate placement. Suphlstlt.at(.d
audlologlc methods, do exist, and such errors can be avoided when adequate- audiologic
services are available. Qualified audiologists should be employed to offer comprehensive
services to the mentally retarded popylation..In addition,. appropriate facnlmes and LQUIp
ment ‘are prerequisites for all audiologic procedures :

"Early detection of hearing loss in an infant will permit a more encouraging prognosis for
future language and yerbal ablllty Moreover, a hearing aid can be fitted immedjately permit-
tingan infant to make the most of his or her residual hearing. In contrast, a delayed diagnosis .
_ of a hearing loss could cause sensory deprivation and retardation in language and speech skills.

' Early |d<.nt|f|cat|on can also assist in d‘ccreasmg the amount of emotional stress experi-
enced by the famlly ofa developfnentally disabled child. Through immediate counseling and
education, parents can acquire skills needed in the management of their child, can gain
realistic expectatlons of their child's abilities and future role in society, and hopefully avoid,

extensive deterloratlon of the entire family unit. * . , . :

kY

e Diagnostic Assessment Services * -
N hY

£

Diagnostic assessments for Hlel persons should include’, but are not limited to the
educational, medical, psychological, and the social asgects of the individual that
. identify. the presence of hearing impairment and mental retardation as well as other
| related-conditions. Diagnostic assessments should examine the causes, complica-
tions and consequences of the combinedproblems and enable the development of
prescriptive remediation through an individualized program plan. (Grossman, 1973, /
p.132) , s ~

] e

H @ 4

A comprehensive, interdisciplinary diagnostic assessment serves as the basic criterion for i
the development of an effective individual program plan. Through interdisciplinary investi-
gation, a team of specialists can administer and interpret appropriate clinical examinations
leading to the goal of providing full services. A systematic appraisal with mandatory periodic
reassessments should serve as a basis for determining the kind of programming needed for

each person. A complete diagnostic assessment would inelude:

Medical Assessment! ~ .-

—histories: medical, developmental, and family
-—examination: general physical, neurologic, ophthalmologic, and otologic
—laboratory: serologic, urinalysis, hematologic, and others when indicated . \
. Communication Assessment!® ; .
- ) —Ilanguage and speech evaluation: expressive and- receptlvc skills . R i
/ —avdiometric evaluation -

"*Clinical services for mcntally retarded children operate inall but three states and include dlagnOSIs. evaluation
of achild’s apacity for growth, the development of a treatment and management plan, interpretation of findings,
counscling of parents, and follow-up care (Office of Mental Retardation Coordination, 1972, p. 20).

* I . . 34 . ' ’
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\ s
e * % Educational{Psychological Assessment
. dognitivdden elopment.intellectual function (the assessment of present performance and
,~ . . capabilities)
: ’ &-scnsol ‘v-motor skill development
; \plcac ndcmulacadum achievement

I

Soclal Assi:ssment .
—soaul history. family and home environment, and Lultumllcthnu background
. »—pmumgum dian skills with client

. Adaptive Behavionl Assessment Level of Functioning
“a profile of combined assessment results considering client’s mtq,mtc.d functionability A
- and adaptive skills

.

The interdisciplinary team of specialists that represents a broad spectrum of professions,
disciplines, and services must be cognizant of both the bivlugical functiomng and behavioral
. needs of each person.
Comprehensive assessment 'nogmms should also include provisions for:

. . EARLY IDENTIFICATION PROCEDURES
Three procedures generally are used for the initial identification of handicapped
. . persons—census, screening, and referral. These procedures are required to locate persons
. in need of comprehensive assessment or other special services.
a. Census: Supported by the state and taken annually in ¢ach community. An appro-
prlatglv conducted census may assist in the ear Iy ldmuficmlon of persons with handi-
capping conditions.

b. Scnenmg For vision, hearing, ot other physical handicaps to be conducted on a regular
basis in cach community, by teams.of specialists and supervised paraprofessionals. This
procedurecan play apr mupal role in the early detection of infants and others with signs
of hearing impairment, mental retardation, or both. However, screening results inde-
pendent of comprehensive assessment must not be used as the basis for selecting needed
services for persons thought to be hearing impaire and mentally retarded,
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identification. However, information and procedures must 'be available in cach com-
munity to permit proper referrals to be made and acted on without undue delay.:

2. DIRECTIONAL AND PLACEMENT.SERVICES ’ .

The assessment of individual needs should include the subsequent identification of

available resources to acconimodate intervention needs and the establishmentof alocus of

- responsibility to énsure service provision (with the family involved in all ploglammmg
decisions and placement). e

Recent legislation and litigation hav e required an upgrading of assessment procedures

for handicapped persons. A broader range of reliable and valid data must be used for
\ decisions concerning service denial or service placement. Thus, state regulations should

, specify the following (State-Federal Informatlon Clearinghouse for Exceptional Children,
h 1973):

a. The personnel involved.in assessment, ) i
b. The development of criteria to be utilized in making placement decisions, \
¢. The placement process, and ’ K \
d. Placement review procedures (due process).2° C
Syrthesis, interpretation, and utilization of overall assessment results should be
presented to the appropriate personnel charged with case management responsibilities
|
|

and used by them for appropriate program direction. Directional services include an
individual program plan based on:

a. The nature and extent of the developmental disorder (including symptomatology and
ctiologices),
+ b, Specialized treatment needed for cognitive and sensory deficits, and

¢. Assessment of the overall nuds unique to cach HIMR person (emotional, educational,
and motor).

*

3. REASSESSMENTS : .

«. Referrals. From parents, guardians, teachers, and other personnel are beneficial in carly
1

Mandatory periodic reassessments of each HIMR person should be prowdnd espe-

@ Almust 607% of the states have placement commuttees that assist in determining the placement of cach hild
(State-Federal Information Clearinghouse for Exceptional Children, 1973).

*
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A Continuum of Services

cially at significant maturational, educational, or vocational stages, to ensure appropnatc
programming.?* - : :
The efficacy of . diagnostic assessment services depends largely on several significant
variables that often have been neglected:

¢ Behavioral descriptions of the persons’ deficiencies, skills, and needs;

. Emphasns on individual needs in determining program type and staff, not admmlstra
tive convenience; and

¢ Continual mtcrdnscnphnary asscssmcnts to monitor cognitive and sensory perform-
ance.

This section -presents only an'overview of the comprchcnsivc diagnostic_assessment
services required to ensure effective programming for HIMR persons. Appropriate behavioral,
medical, social, communicative, educational, or psychologlcal assessments could not be
discussed in adequate.detail as they apply to this special population. However, the in-depth
procedures that should be used by qualified and c.xpc.ncna.d personnel do appear in the
literature (sece Appendix D). . .

'INSTRUCTIGNAL AND HABILITATION SERVICES

In these days, it is doubtful that any child may reasonably be expected to succeed in
life if he is denied the opportunity of an education. Such an opportunity, where the
state has undertaken to provide it, is a right which must be made available to all on
equal terms. (U,S. Supreme Court.case: Brown v. Board of Edtication, 347 U.S. 438,
(1954 -~

Educativnal programs for years have been charged with the responsibility of preparing
the entire populatlun for a uscful and. mc.anmgful life in society, Thercfore, these programs

must be bouth broad in curriculum and flexible in design in urdc.r to provide an c.ffu.u.nt apd
\ .

effective Ic.'unmg environment. Furthermore, educational clichés call for opportunitics to be
pwwdc.d for each individual to discover and grow at his or her own pace. However, until
recently many children with severe heating impairment and mental retardation have been
rejected at wxll by public school districts.

""Reassessment 1s presently mandatory in 30% of the states. Efforts must be made tu increase this tequitement
(State-Federal Information Clcarif}ghousc for Exceptional Children, 1973).

37 K4
§/




Q

ERIC

Aruitoxt provided by Eic:

The Hearing-impaired Mentally Retarded:
Recommendations for Actlon

&

The current wave of popularity for such terms as accountability, performance contract-
ing, and competency-based assessment and evaluation techniques has increased the realiza-
tion that education must accommodate the needs of a broader range of children. The. HIMR
population must be included in this quest for quality instruction, regardless of their degree of
disability. Data compiled in 1970 revealed that only 33% of school-age HIMR children
identified were provided for in a public cdl:lcation or training program (extrapolated from
Weintraub etal., 1971, p. 87). Furthermore, state and local administrators interviewed during
this project reported that many of these children presently enrolled in special education
programs are receiving inappropriate instruction. More detailed data regarding exis ingor
needed instructional services for the HIMR population will not become apparent until defini-
tive measures for developing and implementing appropriate services are finally mobilized.
However, in conceptualizing the genéral framework of comprehensive instructional services
for this dual-handicapped population, three principal goals become apparent:

® All instructional programs must strive to unlock the potentials of each HIMR person

and permit self-actualization to whatever degree his or her condition will allow.

® Fundamental instructional techniques and objectives relevant to the dual handicap of
hearing itnpairment and mental retardation must be formulated and then adapted to
meet individual needs.

® All edicational programs should strive to develop maximum independence for each
HIMR person; instruction within an open social s¢tting (a communitylike atmosphere
with major emphasis on.community involvement, for example, sheltered workshops)
rather than a closed and limiting environment is advisable.

A general continuum of instructional services is presented. However, specific instruc-

tional objectives or curricular material are not discussed'in this document since too few

comprehensive programs exist, and curriculum guides outlining a full complement of learn-
ing activities especially designed for this dually handicapped population are virtually
nonexistent. Of 60 programs contacted during the project, three offered curriculum guides
and all other respondents requested information on appropriate curriculum design.

Population Eligibliity and Placement

.

* All persons with any degree of hearing impairment in combination with mental retarda-
tion should be eligible for training and educational programming. Procedures for admission
should include the following: :

® Medical examination,

® Audiologic cxaminbtion.

® Communication skill assessment,

® Educational and psychological assessment with emphasis on ascertaining functional
levels and adaptability,

¢ History and information offered by the family, and

® A period of behavioral observation. '

Alth:)ugh admission criteria may vary with local program operating policy, diagnostic
and plarement decisions should be made by an interdisciplinary team of professionals who
understand severe hearing loss and mental retardation.

Placement decisions should be based o clinical observation, pertinent test data, and
utilization of all available sources of information regarding the peas(r)‘)g;s daily behavior. In
addition, placement teams should maintain evaluations of current available resources and
should be prepared to.conduct a periodic review of placement alternatives.

Flexibility in admission criteria is recommended and special regard should be given to
adaptive behavior (rather than 1Q) or level of audiometric functioning as the primary consid-
eration for-placement. .

Instructional grouping should be based on functional achievement levels, chronological
age, social maturity, method of communication, type of instruction required, and mobility of
the individual.

Program Structure and Objective~

Although no generalized solutions to total programming for the HIMR person can be

»
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formulatcd at the present time, two principal components are mandatory in laying the
groundwork for all effective instructional services:

A. A description of behavioral and educational objectives consistent with a progi'n
. philosophy and goal should be well defined and should include long-range as welf as
weekly plans. .

B. A curriculum ch|gn that .delineates spc.mfic behavioral criteria-to be mc{t should be

dcvcloped The level of achievement should be recorded daily as an evaluative process for
. cach HIMI& person. The \mclusion. of such case management or performance-based
techniques will assist programs in developing more dcfmmvc cvaluatlvc measures, im-
% . provmg instruction, and achieving accountability.

Usmg these two components as- general guldclmcs for an mstructlonal program, several
principal instructional objecuvcs can be delineated:

—ra
.

A Begin the learning program at birth and establish appropriate and effective teacher-pupil
ratios. The following Tatios, are offered only as a rule of thumb. For example, with
preschool-age children (ages one to three) a maximum ratio of one teacher to two pupils is
advigable; with children ages three to six, a maximum ratio of 1/4; ages six to 12 a
maximum ratio of 1/6; and above age 12 3 maximum ratio of 1/8. No consensus for these
ratios presently exists. They were derived after visiting several programs and discussing
proper staff-to-pupil ratios with teachers and administrators.

B Provide systematic learning and behavioral objectives based on a thorough diagnostic
assessment and pcrlod of observation to identify appropriate teaching strategies.

. C Stress the basic dcvelopmental areas commensurate with the maximum capabilities of
- cach HIMR person. Specifically, highest priority should be given to self-care activities and
) to the acquisition of proficiency in communication skills. Development of these skills .
should be related to the capabilities of each-HIMR person with sclection of the most - .
appropriate method of communication. With the HIMR population, those who have severe
learning problems most frequently use a combination of oral and manual communication .

. (commonly called fotal communication) simultaneously. Variations of the McGinnis )
method were also observed in some programs. . %
D. Promote learning through a variety of direct (learn by doing) experiences,

E Provide parental counseling followed. by instruction to encourage the use of appropriate
home instructional methods to facilitate transfer and rcmforccmc.nt of learning cxpcrl- )
€nces. N \

F Use a behavior-oriented prescriptive approach through intensive individualizcd instruc-
tion including both human resources and technological systems such as programmed
instruction when possible.

- " G Use positive reinforcemient and structured behavior, modification. (The fundamcmal as-
sumption underlying a behavioral approach is that behavior is acquired, maintained, or
eliminated by events or contingencies in the environment.)

. H. Coordinate learning experiences to promote their carry-over 1o activities both in living
. units and the community.

’ I. Usca multlscnsory approach. Concurrcnt use of all sensory modalities is essential when
critical deflcns in auditory input and cognitive development exist.

. . J Provide activities that encourage thc development of independence and safety hablts The
spectrum for this ob]cctlvc would include:

1. Complete economic, social, and mental health assimilation-into open society;
2. Self-sufficiency in an open society in coordination with case service assistance, and

3. Occupational, social, and mental hecalth adjustment withina closcd society (for exam-
LI ple, within the confines of an institution). . . ’

. " K. Develop occupational $kills for job placement.

L." Provide activities concerned with health, music, art, and daily recreation that develop
skills for life-long partmpatlon . /

In summary, all mstructlonal programs for the HIMR have principal goals to develop

functional conmnunication systems and occupational and recreational skills commensurate with
the potential of each-person. :
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In organizing the program framework?? so that perfor mance-based techniques can be
used and accountability augmented, the following format.is essential:
A. Develop an individual behavior profile for cach HIMR person.
B. Determine initial instructional and service objectives, |

C. Delineate a plan of specific procedures and teaching suatugus including a formal system
for daily evaluation of behavioral chang.s .

D. Implemest the individual program plan with a set of daily behavioral eriteria.
E. Evaluate the outcome of the program plan by checking the percentage of criteria met.

F. Detetmine whether the individual should continue with thc program plan or whether the
content or cmcl ia should.be revised.

Developmental Needs ’ ‘ ’ :

Individual |nsuuct|onal plans are effective onl\ if they are based on the du clopmental
negds of cach HIMR person. For this de clopmmtal potential to be realized fully, attention
must be given to needs in each of the following areas: .

¢ Independent functioning or self-help skills,

¢ Sensorimotor development, " ; :
¢ Communication development, N

¢ Cognitive development, and

Social development.
Effective educational programs function as learning laboratories and create an envi-

ronment that stimulates and facilitates learning. Instructional services for HIMR persons
operate on the basis of several fundamental and essential assumptions;

>

2 For additional information, consult Jones, S. A, and Healey, W, C,, Program Planmng, Develupment, Manage-
ment, and Evaluation (PDME). Washington, D.C.. American Specch and Hearing Association (1972).
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lf * Instruction must begin as early in life as possible and education shall be a ¢ontinual
’ dynamic process throughout the entire life span of an HIMR person, the.continuum of

services will thus include early childhood programs and continue through to include

continuing educational, vocational, and recreational activities in adulthood.

® Learning should occur in a planned, sequential manner.

® Each HIMR person, regardless of degree and nature of handicap, possesses great
potential for continuing growth and development and specific opportunities for learn-
ing and development must be provided for all HIMR persons regardless of age.

. .
] S .

Facilities / Equipment / Materials .

Appropriate environmental designs are difficult to discuss in this document. Facilities,
furnishings, and equipment depend largely on age group served, specific service objectives,
and degrees of disability involved. To fully accommodate the diversity of individual needs of
the HIMR population, each service center should obtain architectural consultation, as well as
guidance from specific dlsc1plmcs served.

Inany event three major components of program facﬂmcs for the HIMR must include. (1)
suitable construction, design, and maintenance of the facility to afford efficient services, (2)
flexibility in accommodating service activities, and (3) provisions for use of multimedia
materials with specific emphasis on auditory and visual-equipment.

In addition, educational facilities should have:

® Classrooms or learning modules that are acoustically treated with carpeting and
nonechoing wall material to reduce the amqﬁnt of ambient noise, sufficient floor space,
bathrooms, and lunch facilities, adcquatt: lighting (including special flashing or warn-
ing lights), and furnishings that provndZ: for group as well as independent learning
activities. . ) . .

&=

An instructional media room and staff work ageas. for preparation of materials.

Adequate and appropriately designed consultative and treatment space for each disci-
pline providing services, such as sound-treated rooms for audiologic services (for
maximum noise levels, see recommendations in ANSI-1960, R-1971) and specially
designed rooms for physical and occupational therdpy, individual tutoring (for exam-
ple, for itinerant work), independent study, speech and language pathology, individual
counsclmg. and parent and guardian counseling, instruction, and program observa-
tion. Recreational areas are needed tc reinforce classroom skllls Suitable office areas
for program administrators, supervisors, and secretarial staff are essential. Mobile or
prefabricated units may be used on a temporary basis in lieu of facilities listed above
when approved by the appropriate state agency.
-~ >

¢ Architecturally barrier-free environments to facilitate physmal mobility or multi- -~
] : ’ . handicapped pupils.

Equipment used in programs for the HIMR should include audlomctcr(s) (for further
information see ANSI-1969) with provisions for ficld audiometry and equipment capable of,
performing at least the following diagnostic procedures. hearing screening, pure-toneé air and
bone conduction with contralateral maskmg. speech discrimination and speech reception
audiometry, site-of-lesion battery, nonorganic hearing loss battcry, hcarmg aid evaluations

) and consultation, and evoked response audiometry. L
,Adequate maintenance.of all audiometric equipment (for cxamplc. at least quarterly
elcctroacoustlcal calibration of audiometers) must be provided. In addition, amplification
equipment such as hearing aids, portable auditory training units, and instructional equip-
ment should be available. Overhead projectors, unbreakable mirrors for speech and lipread-
ing activities, record players film projectors, tape recorders, Polarondcamcras television sets
for receiving programs in classrooms as well as for use with videotaping lessons, apparatus for
independent study (for example, computers and self-teaching machines) language masters,
and other audiovisual devices should also be included in the educational program.
Materials including both durable items and expendable supplies (for example, paper,
workbooks, psychological test forms, and so on) should be available at all times. Specific age
levels served, degree of disability, and individual needs require a great variation.in the design
and objectives of instructional media for the HIMR population. Many of the instructional
devices developed for other populations are easily adaptable and can be used with the HIMR
pupulation. Regional resource centers and individdal school media centers should be respon-
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slblc for 5% rograms with appropl iate matetials (for example, enrichment games,
. developmental I(. matctials, and so on) that will assist in the development of academic,
social, and motor s E\

Program administPhtors and instructional staff ha\c expressed a need for professionally
developed teaching materials specifically applicable to the HIMR population. Presently,
HIMR educational progiams tend to depend on matesials and-instructional devices made by
the teachers. Availability of materials appropriate to the peeds of HIMR persons could
climinate some duplicatidn of effort involied in -the design and production of media.
Moreorer, it could free staff to concentrate on the integration of appropriate media and

materials into instructional plans and program methods.

\ M

Learning ResourceSystem. ' ’

The Bureau of Education for the Handicapped (BEH) is aware of the above needs and has
invested time and effort in the organization of a new resource system that includes a National
Center on Educational Media and Materials for the Handicapped (NCEMMH), Area Learning
Resource Centers (ALRCs), 13 Regional Resource Centers (RRCs), and one Coordinating Office
for Regional Resource Centers-(CORRCQ). In view of this, the ALRC/NCEMMH and RRC/
CORRC networks serve as the components of this new learning resource system.2>

Area Learning Resource Centers (ALRCs) are designed to prov ide diversified educational
media and materials for dc\clopmcntall) disabled persons. Their principal concern is to
improte educational programs for handicapped children by providing a readily avatlable
supply ofappropnatc instructivnal materials. This systematic, comprehensive media service
replaces both the Special Education Instructional Materials Centers and Regional Media

Centers for the Deaf (SEIMC/RMC Materials Network). The ALRCs are designed to work .

closely with state and local education agencies and are responsible for:

® Acquiring and det cloping materials specifically geared to the educational needs of the
handicapped; .

¢ Distributing information to teachers and pnrcms notifying them of materials available
at the resource center; - .

U Tramlng persons.who design, select, or use instructional materials to be comgetent in
“mediated teaching”; and z

-

‘e Providing materials to teachers or I(.m ners through an efficient materials supply and
retrieval system

The ALRCs have access to the National Center on Educational Media and Materials for the
Handicapped (NCEMMH), which serves as theiy ndtlunalwuldmatmg office. In addition, the
ALRC programs are served by three sp(_ualm.d offices concerned with the isually impaiied,
hearing impaired, and persons with other handicapping conditions. These offices are charged
with: .

e Locating materials to fill specific needs,”

e Ficld testing newly developed materials for effect ourdesired educational objectives,

and
® Planning for the development of new materials as they become identified through a

national n®eds assessment concerned primarily with the pressing unmet needs for,

media and materials.

A fourth specialized office serves as a depository for the ALRC/NCEMMH network. Those
materials tested and accepted by an ALRC prugram are entered into this depository and then
loaned out to teachers, parents, and learners through the regional centers.

"The NCEMMH, located at.the Ohio State University?* became eperational in June 1972
under Public Law 91-61 and is charged with three major tasks:

® To improve the educational status of handicapped children by developing, delivering,
and evaluating quality instruction\al materials/media; -

“"The Bureau of Education for the Handicapped (BEH), Regional Office Building 3, Room 2019, 7th and D Streets,
$.W, Washington, D.C. 20202, in the Drpartiment of Health, Education, and Welfare, can be contacted for a list of
existing media centers and services (hmughoul the United States. ,

HNCEMMH, 220 W. 12th Avenue, Columbus. Ohio 43210, ,
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e To provide national leadership ‘and coordination for special Lducatlon regional and
media centers; and

® To support and coordinate research and othu projects concc.rm.d with educational
technology for the handicapped, 3

Currently, the National Center is developing ard operating a nationwide information
storage.retrieval system that will serve as a national.clearinghouse for special education
materials, It also has initiated a.national needs assessment of instructional materials to
remain in touch with needs in.the field and to develop new instructional tools. .

Regional Resource Centers (RRCs) and one Coordinating Office for Regional Resource
Centers (CORRC) comprise an added component to the learning resource system. Reférred to
as the RRC/CORRC network, these centers were established to promote program planning,
derelopment, and management. The-13.RRCs provide demonstration models of systematic
comprehenzive appraisal techniques for handicapped children. The educational diagnostic
and preseriptive process, which serves as the backbone of the entire educational program-
ming system, includes referral and sereening as wellas individual assessment, development of
individual program plans, placement, and follow-up care. The RRCs, which will remain in
contact withthe ALRCs and other RRCs, are coordinated by the CORRC. This national office is
respunsible for developing and wordlnatlng procedures for sharing resources through joint
planning and management. The CORRC is also conducting needs appraisals of and training
for professionals involved in educational assessment and prescription.

It is intended that this new organizational scheme serve as a catalyst in fostgring im-
Jbproved educational opportunities for all handicapped.persons. .

*

Program Types,

A continuum of program models is,required to meet the varying educational needs of
persons with different degrees of hearing itipairment and mental retardation. They include.

® Diagnostic center placement W

e Full-time special classrooms (with opportunities for mtc.bratlon into regular class-
rooms when-the situation permits this transition)

- Resource room instruction

® Regular classrooms with supportn’c services
a. Itinerant services ’ “
b. Single building services

¢ Home/hospital services®
. ' ‘¢ Parent/infant instructional services
® Residential placement (for example, schools, extended care facilities, and so on)

Two major obj«.ctn es should be considered in |mplcmc.ntmg the range ofprogram types.

. the provision of flefible programming, and emphasis un “mainstreaming” or greater integra-

tivn uf handicapped persons into u.gular cducational programs with continuing supportive

services.
The following types ofprograms are DCLde to meet the mlllllpll(:ll) of needs of the HIMR

e population:

. A. Diagnostic Center Placement. This optlon is used to provide thorough differential diag-
noses as.well as periods of observation to formulate appropriate_educational plans and
teaching strategies for HIMR persons. Services are provided by audlologlsts u.achcrs of
the hearing impaired, psychologists, speech pathologists, and others in an mt(.rdlsmpll-

/lary team approach. Such centers may operateon a Iocal or regional basis (by cooperative
agreements among districts).

.B. ,Full-Time Special Classrooms, Subsequent to a diagnostic assessment in which a pupil is

found to havesevere hearing loss and mental retardation, placement in a special class may

" be indicated. The specialized instructional classroom program is designed to serve small

groups and emphasize the development of preacademic, acadeinic, social, and emotional

growth. As HIMR pupils demonstrate successful performance, integration into regular
classes for specific instructional activities can be planned and provided.

C. Resource Room Instruction, This option permits sume HIMR pupils to remain in regular
classrooms for a major, part of the day, but they are scheduled into the resource room for
one or more periods of individualized instruction by a specialist in hearing impairment

’
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and mental retardation. The resource room serves as an alternative educational strategy to
special classroom placement for pupils with mild to moderate dual disabilities.

B Regular Classrooms with Supportive Services. This option may be used for HIMR pupils
ith mild.developmental disabilities and minimal secondary handicaps. However, sup-
. . oL - Al . N\ . ™ 0 . N .
purtive services will be needed and should mCh\xd_c dlrec\:tlmdlrcct‘ services for pupils
. enrglled in regular classes by an HIMR specialist oRother team members operating on.

1 Itigerant basis—the specialist provides continuous, orrgoing services to pupils in more
than one school or center. Scheduling options for this type of service include intermit-
-tent sgssions on a regular weekly basis or intensive cycl'i(]g. which provides daily service
. in a particular school or center for a specific block of time. Flexibility of operation and
sche‘dulﬁkg is desirable in itinerant programming to provide for the varying needs of
4 'HIMR pupils. .

2, Singlc-builé'ng basis—the specialist is assigned to one building or center on a full-time

- basis. Servicg may be provided by either intermittent or intensive scheduling.

E Home and Hospital Services. This option is used to serve pupils who are confined to their

homes or a hospital. The right to education must be accommodated even when a condition.

precludes a pupil’s at\endance at school. Length of time of educational instruction will
depend on the conditicn of the patient. Instruction should be provided by a teacher with
preparation for working'with the hearing-impaired mentally retarded.

: and instruction in assisting IQ_fants dnd young preschoolers with hearing loss and mental

retardation to develdp early communicative behavior and other skills. The guidance-and

instruction provided for parents by HIMR specialists may be given in schools, diagnostic

centers, homes, or other approoed facilities. This program model is recommended for

. children determined to be at risk.for developmental disabilities. Special assistance in
providing for the development of iu\xdi}tory, communicative, and cognitive skills at the
carliest age possibleé is vital. ' ‘

G Residential Placement. This option sho‘u\ld‘bc reserved for pupils with profound disorders
who are determined by an interdisciplinary assessment team to be unable to profit from
other program models at the time of placement. Obviously, many criteria must be con-
sidered in making a residential placcmcn‘tnhat is, potential availability of other appro-
priate placements, family -ability to prQVidc\éarc. quality of services in the residential

. program, and so on). The need for continuing placement in a residential enyironment (or

any other special program model) should be evaluated at least annually. Specialists with

the appropriate qualificatiors to manage pupils with hearing loss and mental retardation
should have primary responsibility in the plannin‘iand providing of services.
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C . VOCATIONAL AND EMPLOYMENT SERVICES:

N . f

(Produce:r's as Well as Consumers) -

.

Failing to serve the handicapped population appropriately can effect an economic drain | )
on the socncty not only because of unnecessary msutuu‘onahzauon but also because, as a°
group, handicapped persons are too often highly underemployed. Specifically, among more
than six million mentally retarded persons in the United States, of whom three and one-half
million are adults, ,approximately 2 ,000,000 are estimated to be capable of learning to suppor
tht.msclu,s financially (statement by President’s Commlttcc on Employment of the Handi-
L@ppcd) Howeyer, mentally retarded persons are in great need of job training and placement, .
services, With adcquatc training, many of these people are employable and:may even-be,
superior to nonhandlcappcd warkers. Studies indicate that a uniqtely high work miotivation
generally is prevalent among hcarmg-nmpalrcd persons as ‘well as the mentally !retardcd
population. These workers are loyal, their attendance is usually outstanding, they ténd not to
job-hop,. and they can-do a job well. when as$igned work is commensurate with. their sKills.

. . However, several problems still exist with regard to their employment. Among their im;
"medidte needstare:- .

® More prcvoqatlonal spt.cnal education classes, training and vocational rt.habllltauon
programs, sheltered workshops,*work-study programs, and so on, to prepare HIMR
persons for futureé JOb placamcnt' . i .

- - . . * More publlc promotlon of their work record to build.the acccptanc&. ILVCI of employers,
and @
. ‘& More provisions for transportauon fo andfrom work. ?
. . Various professional organizations and governmental agencies can play a principal role
.in mobilizing employers to hire HIMR persons. Among those groups whose assistance is
essential are: . :

¢ President'’s Committee on Employment of the Handlcappcd . -
® American Association-on Mental Deficiency
. . * esAmerican Personnel and Guidance Association
v #‘National Rehabilitation Association
¢ National Education Association
e . Amcrican Psychological Association .

‘

Several txpcs of training centers in coordination with living arrangements can exist.
Specific categories most applicable to the HIMR population are discussed in the following
sections. However, varipus modifications and alternatives may be needed in considering the P
individudlization of programs.

Prevocational Prograrns . e

Dcvclopmcntally disabled persons rcqun}r&spccml ci]uc./auon programs dcsngm.d to pre-
pare them for useful and meaningful lives in society. Through p;cvocauonal programs,
handicapped persons_at-the hlgm)chool level (14 to 21 years old) are able to discover and
o _develop-their abifities and eventually be placed in an environment where they will function

e -~ “successfully. This trammg is a.prerequisite for any type of meaningful work.
Major objectives of prevocational programs for HIMR persons (including work-study or
work-experience programs) are: .

o Assessing, cvaluatmg. and developing the.vocational, potential of each pcrson,
, ¢ Developing work habits or general skills for occupational competency, and

, e Exploring individual learning problems in a working atmbsphere to nurture acceptable
social and work behavior to prepare HIMR persons for future vocational or job-training
employment. .

' Specifically, a prevocational (occupational) preparatory or work experience programecan
be described as a_three + year program usually operating at the high-school level or an
equivalent thereof, such programs place emphasis on acquisition of practical occupational
skills in coordination with remediation of basic skill weaknesses (that is, communication,
reading, arithmetic, social and personal adjustment, industrial arts, homemaking skills, work
habits, and JOB attitudes) and sometimes offer on-the-job training through a cooperative cffort
«  with state agcncu%(for example, Staté Departments of Special Education and Vocauonal

Rehab)urflon) , ,

. . !
" 45 L « o .

El{lC ° : o D’/ '

1 .



[T

The Hearing-Impaired Mentally Retarded: . e *
. Recommendations {er Action

5
Y -

.. Variances in the basic components of work expericnce programs exist. The spectrum of

- : differences includes the age at which a handicapped person becomes involved in such-a
program, the hours pér week that a'participant is employed (ranging from 12 to 40 hours per -

. week), pay per week (with considerations for minimum wage), and the type of job. Several

’ possibilities can be listed: for example; Missouri’s Cooperative School-Work Program?* in-

cludes the following jobs: : Teo.

-3

) 9 Clerical.and sales occupations (for example, store laborer),

v

. ! . * 1 [ * . .
® Service occupations (for example, homemaker, general maintenance person, janitor,

. ; A F h ¢

- . _ delivery person, aide, or helper),
e Farming occupations, -

® Processing occupa.tio'hs (ft;r example, produce workcr),. e -
) Macl‘ling trade occupations (for example, machinist, auto body and machinery repair,
person, or press operator), . . ' o
! Berlch work occupations (for example, production worker or sh?C\vorqu),
* @ Stractural work occupations (for example, construction worker), and
e l\/l'isccl.la_ric?LE occupations (for example, car washer or painter).

Prevocational programs can make p‘rovision's for job experiences in sheltered workshops
as well as in the gpen community ivhen the situation is appropriate.* ’
A work-study specialist (also referred to as a voca.ional rehabilitation counselor, guid-
ance counselor, or work adjustment coordinator) can ha ve primary responsibility for occupa-
tional education programs. He is directly involved with day-work assignments and on-the-job
training of students who are near completion of their educational program and are approach- s
ing employment. Although these specialists may occasionally work with pupils throughout
their training, they normally assurne more direct contact with students during their last two
or three years in school, .
*+ Primary responsibilities of a )\;;J‘I‘:lg-study specialist are:
® To maintaih direct contact with the Cavorld of work” to identify (1) latest trends in the
job market, (2) prevailing wage Iaws,\(3)jobs,spccifically suitable for HIMR persons, (4)
hiring policies, and (5) union requirements; - .
® To keep in close contact ngh each student, his or her family, and the special teacher;
and : .

.

[ R
X ® To be familiar with vocational rehabilitation and employment agency operaticns.
Work-study specialists play avital role in preparipng students for the mainstream of life
and wor § ) .
A gosd_prevocational program assists in the habiljtation of disabled persons while
) bridgiig thé\gap between the classroom and employmeyt. It provides for; evaluation of

individual vodational needs, counséling, supervision of trai)ﬁg. and job placement.
[} N .
Vocational Programs . : ‘ ) . A
" HIMR persons can be habilitated vocationally through training programs specifically
geared toward the development and improvement of job skills, as well s academic and
. communicative skills. Through counseling, {raining, and job placement of post-school-age
persons, vocational progtamming plays a basic role in total programming to meet the needs of
. . ) - - ) o
R this dually handicapped population. ‘ . g
‘Thenature and extent of vocational programs vary. The continuum of vocational services
for postschool persons should. include: .
® Occupational training centers or sh“:ltcl’cd workshops,
® Activity centers,
® Residential work’programs, and - "
® On-the-job training with eventua] permanent job placement.
C L A continuum within each of the above services is apparent. It is imperative that pro-
gramming remain flexible to accommodate the following variables. (1) the individual needs of
each person (for example, degree of disability and age), (2) the particular setting (for example,

*For more information on Missouri’s School-Work Program, contact the Missouri State Department of Educas
tion, Scction of Vocational Rehabilitation, Jefferson City, Missouri.
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wurk-experience programs coordinated with living accommodations), (3) the amount of time
spent in the program, and (4) the availability of community resources and the source of
services rendered. Among the agencies that may assume 1 esponsibility for cst‘]blishing voca-
tional programs for the dgvelopmentally-disabled, are: )
¢ State employment agencies and other manpoywer training and jou placement centers, . .
¢ State vocational rehabilitation agencies, and® ' W ' . T,
® Single-source service centers (for.comprehensiye planning and directional services).
. . o\ M .,

ot A. SHELTERED WORKSHOPS ) . \ '

‘

&

A sheltered workshop provides a structured program\of activities involving (1) work
evaluation, work adjustment, occupational skill training, and short-term remunera-
tive employment designed to effect placement in the competitive labor market; or(2)
extended, long-term remuneration for selected work.in a protective environment
(Grossman, 1973) . ) . 2 . ”

The 1954 Amendments to the Vocational Rehabilitation Act (PL 56) sparked several
,associations for the m¢ntally retarded to develop and implcrqcrit.shcltcrcd workshop pro-
grams. This, along with{ederally funded research and demonstration projects eoncerned with
rehabilitation, has given rise to over 1000 of these workshops thioughout the country (Presi- . .
dent’s Committee on Mental Retardation, 1973a). Variations in size, staffing, and nature of |
< training programs exjst among sheltered workshops. However, two principal objectivesjare
common to all of them. The workshops train persons for competitive employ ment and proyide i
short-term, long-term, or even permanent employment when a person’s work skills are not  » -
v . _acceptable in competitive industry. C e

|-
\ . to "
. | .
|
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After acquiring work skills through prevocational programs, some severely disabled
persons may require placement in an appropriate sheltered workshop. Specific activities can
vary with the degree of the individual’s disability, living arrangements, and the availability of
work resources.such as Goodwill Industries. . ’ )

Sheltered workshops often become a primary consideration ii. placement decisions for,
17- tg 20-year-old severely handicapped persons. During this age period, critical decisions .
occur for families or guardians. With culmination of an educatiofial progfam, the 17- to ' L
20-year-old and his or her family are frequently left with the question of “What next?”
Admission to a workshop may be sought to eliminate the prospect of permanent in-
stitutionalization and to crea.c opportunities for an alternate life-style. N .

. Living arrangements in coordination with a sheltered work environment, however, must

also be considered. Effective plans for the HIMR population should include work-living
resources that can accommodate all dcgr(ccs of handicap. Among these arrangements are.

¢ Residential school programs in which older students are transported to local work- ’ 1

shops on a regular basis as part of their prevocational program; . -

: ' C .4 VY5 ‘
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® Residents of group homes, their own homes, or institutions, who work by day in a
sheltered community-based environment and are transported home in the evenings,

- and . N .0

¢ Residents of institutions or hospitals involved in a sheltered workshop program on the
premises (climinating problems with transportation but often restricting residents
from community-based- activity).

. 2
2 -

- "In many instences, the sheltered workshop has become a major cornerstone in laying the . 2.
groundwori. for both vocational tra‘ning and vocational rehabilitation programs. HIMR
LR . . .
persons are given an opportunity to (1) perform meaningful work, (2) ecarn remuneration, (3)
R fill their day with productive activity, and (4) potentially advance to an “open community”
’ job, which allows them more independent life-styles. ' :
\ ‘e Readers.may be interested in reviewing provisions for state-supported sheltered work-
: / shops in Missouri and Pennsylvania. -
. B. ACTIVITY CENTERS ’ :
) . Activity center programs also can be designed to meet the needs of handicapped adoles- .
. " cent and adult persons in the communijty who are too severely disabled for a sheltered
workshop. : o :
¥ k2 e \
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Activity centers (also called developmental training centers) can function. as recrea-

‘tional.vocational centers for HIMR persons tou disabled to progress to sheltered workshops ot

they may serve as an initial placement for thuse who ultimately may progress toa sheltered
workshop environment,

Activity centers provide programmed learnjng and work-related care in the following
arcas. self-care and grooming (personal hygiene), communication (the use of the telephone,
speech and language development programs, and gruup discussion of current events), home
shills, community. activities (stressing dining out in restaurants, shopping, and cuommuaity
courtesies), academic instruction (making change, telling time, and filling out applications),
recreation (dancing, parties, and games), arts and orafts, and remunerative work (contracts
involving operations of collating, assembling,-and sorting).

The organizational structure for activity centers varies considerably throughout the
country. The ratio of instructor to trainee ranges from 1.3 to 1.20. Most commonly, training in
service oceupations is provided. Among the vecupations are messenger, potter, stock clerk,
maid, and hitchen helper. These programs ate often spunsored or governed by associations for
the mentally retarded as nonprofit corporations. Some of the programs are funded by state
and county subsidies, public school boai ds, mental health, rehabilitation agencies, or private
donations.

Guidelines and standards for adult activity programs have been established in 23 states. A
state agency is normally responsible for these standards. For example, in Minnesota, the
Depar unent of Mental Retardation (MR Licensing Law ) is responsible, while in Maryland, the
Department of Health and Mental Hygiene assumes the responsibility.

Admission criteria generally establish a minimum age of 14 years and specify retardation
as the primary condition and physical handicaps as a secondary condition. These criteriavary
in each state according to established policies and individual state legislation. In 1972, 422
centers enrolled 13,495 persons with an age range from 14 to over 65 years. The average age
was 25 years two months. Also, tested intelligence scores ranged from alow of 12 to a high of
65, with a mcan of 36.

Trainees are discharged from activity progtams when the staff deems it appropriate to
place thenmin asheltered workshop or 1n other forms of employ ment (mor ¢ than 1000 persons

have advaneced in this'way according to the Pr LSldLnl s Committee on Mx.ntal Rué;lrdatlun,

19734, p. 17).

Although activity centers first began in 1952, the moyvement.to establish them in signifi-
cant numbers did not gain impetus until the carly 1960s. Minnesota (which has the greatest
number of activity centers and has also Lstabllshcd standards for the operation of these
programs), New York, Ohio, Indiana, Ilinois, Florida, Kentucky, and California are among the
states that have a substantial number of activity centers. The Occupation Day Center in New
York City {the New York City Bureau for Children with Retarded Menta] Development) is une
example of a suceessful activity program. Established in 1959, it has served as a prototy pe for
other activity programs in this country. As a demonstration center, it is concerned with
adaptive behavior and the acquisition of fun«.tlonal skills for both moderately and severely
retarded persons.

Curu.ntl) activity centers have bx.comc a part of many regional or single-source center
services for the retarded (Missouri's Sikeston-Delmo Project is one example of an activity
center program in conjunction with a regional diagnostic center for the retarded). This
arrangement can be highly beneficial in that it provides a natural scttmg for evaluations of
retarded adults in daily living activities.

Actiyity cénters have defonituve roles instatewide plans for comprehensive services for the )

adult population. They not only assist in preventing institutivnalization but also enhance
public schoo! special education programs for severely disabled adolescents and-young adults.
More precisely, these centers fill the large g gap between the termination of school programs
and gommx.nu.mcnt of x.mploymx.nt cither in sheltered \wrkshups or in the "upen com-
munity.”

C. RESIDENTIAL WORK

Organized vocational programs should be designed to give meaningful work to HIMR
persons within residential settings. Persons able to acquire work skills and to increase their
employment potential on the premises can ey entually ufu.n find work pla“mcnt outside of
their living facility. .

Housckeeping, laundry, ground maintenance, and janitorial services are easily adaptable
and the most commonly used areas fur vocational instruction of residents. Supervision of theit
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work is carried out by $taff in’cach specific area (for example, supervisor of ground mainte-
nance) Specific'steps must be taken, however, to eliminate communication problems. Since
the professional staff has ongging direct contact with and exposure to the needs of HIMR
persons and the residential staff, the program can implement procedures to accommodate the

needs of both.

. D. ON-THE.JOB TRAINING .
Subsequent to work experience acquired through prevocational and vocational educa-
tion programs, many HIMR persons canbe placed in permanent job settings. Unlike prevoca-
tiénal programs, where general activities stress self-help, work habits, social competence, and
applied academic ski,ls, on-the-job training involves learning a specific functional job in

depth Allskills learned in prevocational or vocational programs or buth will hopefully enable

v the HIMR person to f'tinction adequately in a real-world job assignment. ¢
Employers and colinselors will increase the probability of positive results if, during the - -

period of on-the-job training, they: .
—Break down the job into its basic tasks and teach one task at a time,

—Analyze each task in terms of required performance levels,
—Develop a plan for the tez_xcliing methods to be used, and

. : —Allow time for trajning and work adjustment.
The HIMR indiyfdlfal shotild have his or her progress evaluated periodically. Care must
be taken to avoid placing the person in frustrating, demanding situations that provide little
opportunity for them to function éffectively and to feel a sense of achievemer..
¥ . ‘ .

Vocational Rehabilitation Programs
Vocational rehabilitation services provide those elements of training, counseling, and

. assistance needéd by HIMR persons who have finished or are about to terminate formal
schooling. Vocational rehabilitation is greatly needed by HIMR persons at many different
stages in life. The ultimate objective is to assist each handicapped person in moving as far as

” .

AN

possible along a continuum from acquiring preliminary vocational skills to remunerative
employment and, finally, entry into the mainstream of society as an independent citizen and
worker. Arhong the services provided by state vocational rehabilitation agencies are. ~

N |
® Acomprehensive medical'evaluation including an assessment of the degree of disability : |

and its effect on employment, ‘ : \

8 A vocational evaluation, i
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Physical restoration (for example, the fitting of a hearing aid) and counseling,
Psycho-social evaluation (for example, personal adjustment),

Prevocational and vocational training, . -

Maintenance (for example, living arrangements) and transportatno’l during rehabilita-
tion, .

Suitable job placement, and
¢ Follow-up services to assist handicapped persons du#mg employment.

With adequate vogatjonal rehabilitation programs, persons shcuid not have to traw.l a
painful trial-and-error route in job hunting once they are past school age. Skillful testing,
evaluatiofy, and appropriate training can assist each person in finding and maintaining a

« satisfying, worthwhile job.

Programs used by vocational rehabilitation \ary insizeandtype of population served (for
example, degree of disability, age, and abilities). Specific work-training objectives will be the
determining factors for the type of vocational rchabilitation program rieeded: Primary voca-

s tional program objectives and structure include but need not be limited to:

® Activities designed to achieve the optimal dcw.lopmt.nt of each HIMR person with
special focus on self-help skills, social competence including personal and community
adjustment, and development; of communication skills, vocational competence (for
example, sensorimotor coordmatlon.atutudcs and abilities), and independent living,

® Services provided through individual counseling (individual vocational plans), prevo-
cational programs, vocational programs (including occupational training centers),
activity-centers, sheltered workshops, on-the-job training, and postplacement follow-
up (regular evaluation of the progressand present situation of each person at least every
three months); -

¢ Proni isions for a designated person (for exafple, a vocational rehabilitation counselor)

to be responsible for carrying out each person’s individual vocational rehabilitation

_program plan effectively; . - ,
¢ Job placement services that assist each person in obtaining appropriate employment,

trade training programs, competitive and remunerative employment, homcmakmg,

--hgmebound employment, and shelteréd cmploymcnt and

® Assistance with off-the-job needs and activities such as living arrangements, social and
recreational activities, educational needs, medical services, and transportation.

Vocaional rehabilitation counselors involved in the delivery of services to HIMR persons
should have special preparation for working with this population. The primary qualifications
are (1) a master’s degree in rehabilitation counseling or in arelated area and (2) knowledge of
and experience in dealing with persons who are hearingimpaired and mentally retarded. The
counselor also should be trained in the use of total communication methods (oral and
manual).

The responsibilities of v ocational rehabilitation counselors include but are not limited to
the following (see Missouri’s Vocational Rehabilitation, Plan, 1967): .

¢ Appraising and determining eligibility of HIMR persons for necessary rehabilitative
services, I

¥
¢ Evaluating each pcrson's abilities and aptitudes during the rchabilitation‘ process and
. making proper arrangements for suitable work placement,

¢ Regular evaluations of job, placement through postplacement follow-up, and
® Assistance in the coordinatior{'of community rehabilitation services.

The lack of appropriate prevocational and vocational training opportunities for the
HIMR population has been rcported by many program directors interviewed during this
project to be one of the most serious omissions in service. These vocational programs are
. essential to complete the task of vocational rehabilitation. Funds for additional planning and
programming are needed from the federal and state agcnucs to Lff(.cl more comprehensive
services. .

N

State and Federal Agencles .
In 1972, the mentally retarded comprised 14% of all disabled persons in vocational '
rehabilitation who were rehabilitated by state-federal pregrams. Approximately 43,700 per- |
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sons werereported as rehabilitated (Office of Mental Retardation Courdination, 1972). Exact
data concerning the hearing-impaired population are unavailable at this time.
Vocational rehabilitation services at the state and federal levels of government include.

o AbSISlmg in the construction and remodeling ofrghabllnallon facilities (state agencies),

e Initiating project grants concerned with innovative procedures and expansion of voca-
tional rehabilitation services to improve effectiveness of programs for handicapped
populations (state and regional agencies); and

* Administering facility improvement grants designed to upgrade sheltered workshop
. services, technical consultations, staff dey elopment, and soon (Rehabilitation Services
"Administration).

Inaddition, a federally supported vocational rehabilitation program administered by the
Rehabilitation Services Administration (RSA) of the Socia) and Rehabilitative Service (SRS)
provides matching funds to state rehabilitation agencics. These funds are used solely for
services that will assist physically and mentally handicapped individuals obtain or retain
employment. Federal grants are made to state vocational rehabilitation agencies on an 807
federal —20v state matching ratio, up to the limits of federally determined allotments for
cach state.Funding is dependent upon the approval of state plans which describe the services
that will be provided. The RSA has estimated that the total federal and state costs for services
to the 292,272 persons rehabilitated in fiscal year 1971 was $631 million, with an average cost
per rehabilivant of $2150 (American Hospital Association, 1973, p64).

Other types of federal support for vocational rehabilitation programs include:

¢ Purchase uof services from state rehabilitation agencies for selected recipients of Souial
Security benefits with Social Security trust funds;

¢ Project grants to state rehabilitation agencies for service innovation and other pubhu
and nonprofit private organizations for expansion of services;

e Grants to state rehabilitation agencies for service innovation and other public and
nonprofit private organizations for expansion of services; -

¢ Grants tostaterchabilitation agencies and other public and nonprofit private organiza
tions fou special programs to recruit and prepare handicapped persons for careers in

*public service;

e Contracts with industrial or commercial enterprises, trade assodiations, or labor or
other organizations capable of providing training and other employ ment pr ogl ams for
the handicapped in realistic work settings; and

¢ Grants to public and nonprofit private rehabilitation fauilitic.s to assist in meeting
initial costs of compensating professional and technical staff and in impioving p1ofes-
sional or business management serviees or other aspects of their operations. -

Employment

Employment is ... productive behavior directed toward the accomplishment of an
end that contributes to the development of self-worth and economy of the individual
and/or his environment. A “‘contributor to society” is defined as an individual who is
able to perform an act which is necessary and would have to be paid for if done by
another individual. In this context, an individual able to care for his own personal
needs should be considered employed. (Grossimman, 1973)

' \

Persons with combined hearing loss and mental retardation and u\[\\ublc of engaging in
productive and meaningful work should be given the opportunity to make an economic
contiibution to society and to secure a decent living. Empirical evidencg suggests.that, as
adults, more HIMR persons would be capable of sustaining themselves \s\l\th only minimal
assistance if it were available in the community. \

Principal concerns of employeis of the. Imndimmxd include the ability todo the assigned
wot k, get along with others, use public tianspor tation, hdndlcmunu..md mdmmln personal
hygiene.

The Texas and Mlssuull wotk-study programs have repot ted that llllfdlllllldl ity with the
needs and abilities of HEMR persons and others with handicapping conditions often makes
employers reluctant to hire members of this population. This can be overcome when well-
trained counselors meet with employers to determine thein needs and ty discuss a putential

N ¢
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employee. The Presgident’s Committee on Employment of the Handicapped (PCEH)?. plays a
\ ltaLg;léﬂ/pubhshmg literature that helps both the employer and.the disabled employee in
the worksetting. In preventing potential problems, several effective and successful methods

.have become operational. A publicationon the “do’s " (PCEH, 1969) of orienting the employer

to a handicapped person are applicable to HIMR persons and are listed-as follows (the

* masculine pronoun is used for brevity)

DO talk to himon a person-tu-person level, as'you would to anyong else. Only try to be

. more Spt.lelL. more precise and ery stal lear—as if you were speaking to sumeone in
the upper levels of grade school. Don't “talk down™ to him as though he were a small
.tot. He's not. n

DO speak in concrete terms, not abstmutiuns. If, for example, you want him to put the
‘pail away, show him where * away”

DO demonstriite what you want him to do don’t.just tcll him.

DO show him where things are—timé clock, lockers, restroom, cafeteria or lunch area,
drinking fountain, supply room—same as you would for any new cmplu&u. Only DO
take your time, don’t rush and be sure he understands.

DO take extra care to explain about working hours, proper clothes on the job, his work
statjon, to whom he reports, what his pay will be, where the bus or.commuter stups.
It's doubly important for him to know these six points.

DO isk a question now and then to make sure he's kecpmg up with you. "Now show me
your work station,” or “Where does the bus stop?” or any kind of question that checks
his understanding.

DO introduce him tohis fellow employ ces and supervisors.Ifhe seems a bit withdrawn at
first, help him to know people and find one coworker at first with whom he can feel
free and easy; someone to answer questions and listér to problems.

DO let him know he's one of the work-a-day family. He may learn to mix with others at
work, bu& tend to be by himself after work. After-hours friendships shouldn’t be
forced; he may be vocationally ready but not quite socially ready.

DO be ready to givehima guldmg hand should new situations and new prublems arise
* which he needs help in coping with.

~

. DO make anote of his on-the-job strong points. When he turns out to be a good employee,
pass the word on to others.

In addition, cmploycrs of severely handicapped.HIMR persons should (1) capitalize on
tasks requiring nonlanguage visual-motor abilities (keep in mind that although some of these
persons may prefer routine, repetitive jobs, other lesser inyolved persons will have special
skills that are needed for the production of art, industrial dc51gn andsoon), (2)avoid the use of
tests as a primary basis for evaluating j6b ability, and (3) comply with state and federal wage
and hour laws while also making provisions for holidays, sick leave, workmen's compensa-
tion, health insurance, retirement, and recognition of oustanding contributions. “Preparing
for Work,” a pamphlet published by PCEH, lists several types of jobs that could be filled
succcssfully by even the more handicapped HIMR persons when the proper preparatlon is
provided. These include but are not limited to:

stock clerk office ¢leaner . saw machine operator
dishwasher mechanic’s helper bootblack

vegetable peeler | brass polisher usher

landscape laborer ) waitress animal caretaker
clevatéroperator * , ° “food handler laborer, crops

concession attendant grounazman collator .
sewing machine operator textile machine worker mangle machine operator
housemaid fish cleaner maid, hotel ¢ -
farmhand ; » bookbinding worker car washer -,

assembly worker bottle filler , . ticket taker ‘-
supermarKet bagging clerk parking lot attendant beauty opuratoi' hssistant
factory worker messenger, indoor warehouseman

*The President s Comimnittee un Employ ment of the Handicapped, Washington, D.C. 20210, has published a great
deal of hiterature wnu.mmg empluyment for the handiapped and all facets thercol. Fur addmunal information,
contact this committee at the above address. - ]

7
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kick press operator offige clerk building maintenance worker
truck loader janiiPor cannery worker
. baker's helper : sorter mailbag handler - -
playground attendant garbage collector . houseman
egg collector . carpenter’s helper routeman’s helper ~.
freight handler mailroom assistant gatekeeper
mimeograph operator drillpress operator ___ office machine operator
mother’s helper wrapper ~ bag filler
painter’s helper .niessenger, outdoor bellhop
laboratory helper office boy shoe repairer
. railroad track worker office girl ’ flgor polisher
’ bottle washer porter window washer
nurse’s aide packer newspaper deliverer <
wallpaperer truck helper dairy hand ' :
photocopy machine operator . laundry worker hand trucker
housekeeper gas station attendant , locker room attendant
ward attendant ironer doorman
" apple picker kitchen helper . stevedore
bus boy p unskilled laborer watchman
) v bus girl candy wrapper \ tile setter

The President’s Committec on Employment of the Handicapped has published the follow-
ing documents applicable to the employment of HIMR persons:

. e Employment Assistance for the Handicapped. A Directory of Federal and State Programs to
Help the’ Handicapped to Employment -

o ‘Guide toJob Placement of the Mentally Retarded:
e Hiring Persons with Hearing Impairment
® How to Get aJob (teacher’s manual availaglc) . ‘ »
® Jobs and Mentally Retarded People
te Opening the Doors for the;Handicappgd

e Preparing for Work: A Guide for Special Class Teachers, School Guidance Counselors, Work
Study Specialists, and Families of Mentally Retarded Young People

o Work and How to Get It . N !
A limited supply of pamphlets is available from this committee on request. The pam-

phlets listed above, and similar informational materials, can also be ordered by requesting
them under general categories of information rather than by specific titles. These categories

L

are:
Architectural Barriers Management Views
Employment Assistance Labor.Views
X Awards and'Recognition ' Homemaker Rehabilitation
Mental Retardation ’ Youth >
»  Mentally Restored Transportation Barriers .
Sheltered Workshops Vetcrans
Insurance "“Ability Counts” Contest
Recreation

Films, exhibits, posters, and banners are also available by writing to the President’s
Committee on Employment of the Handicapped, Washington, D.C. 20210.

ey

Conclusion N -

One major message remains significant. the HIMR population can become producers as
well as consumers, and, in turn, find huinan dignity! »

FAMILY AND HOUSING. SERVICES

The presenceof a person with both hearing impairment and mental retardation in ahome

creates a variety of complex problems involving all family members and all facets of family
, life. To meet the needs of the HIMR population, supportive services must be available to their -
families. The unavailability of immediate, appropriate resources can destroy the family unit . |
and precipitate many community problems, only some of which are financial. The emotional 3
conflicts caused by the inability of a family tocope with the problems of acceptance, care, and ‘ ‘
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‘management of the HIMR person often requires assistance from a LOHSlC“leiO\P of community
services. These‘sérvices are often provided in the home as well as at a community agency.

The scope of family services required will vary as specific needs change.;Major areas of
family service include parent orientation and counseling, parent cdlication\and training,
services perfofimed in the home, and services provided outside the home. |

. - ]

s Parent Orientation and Counseling S

Parents and guardians generally need special assistance in obtaining appropriate services .
and, perhaps, financial aid. Orientation and counseling services must provide parents and
guardians with a meaningful description of the dual handicap, offer a general overview of the
educational, social, and vocational needs of the HIMR population, provide specific informa-
tionabout local, state, and federal resources, including information on methods for contacting ™
appropriate sources; discuss the HIMR's rights as citizens, encourage parti}:ipatiqn in local
parent groups; and assist with the acquisition of literature that might be helpfuliin under-
standing the conditions of hearing impairments-and mental tetardation. \

\# f

Counseling services must be made available to assist families in need of individual
psychological, social, or educational guidance. An effective counseling service provides emo-
tional support and helps parents or guardians interpret and understand diagnostic results,
accept the person who is handicapped, and initiate plans for proper care. \

Group counseling for families should also be available to encourage parent-to-parent . .
activities, including opportunities to share feelings, tointeract, and to identify with those who
have similar probl,cms).’.,Familics should have access to highly qualified staff. Parents and '
guardians generally need counseling before they will be ready for a structured program of

- education and training. .

-

Education and Training

The family is one of the major educational institutions. Thus, educational programs for
family members will enable them to assist in the overall educatiors and training of the
individual with hearing impairment and mental retardation. An education and training
program should include: \

A Provisions for family education classes on a rcgullz_\_flz_sg_h,(;dulcd basis a5 well as when :
specific needs are apparent. (Cultural, educational, and economic attitudes and oppor- :
_tunities- characteristit of the families being served will influence the educational
techniques to be used) » . \ .

I Information regarding management techniques (for example, behavior modification). \

2. Information regarding instructional methods, techniques, and materials. For example, \
activities at home should maximize carry-over by reinforcing concepts learned in the \ |
client’s educational program and by transmitting the HIMR's experience at home to |
school staff. . R 1
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3. General mformauon concerning dcvelopmental pattcrns, hcarmg impairmeny, and
‘mental relardatlon. ,

B. Opportunities for families to observe the HIMR person in a service setting (for example,
. visits to the classroom, sheltered workshops, and so on). N

, C. Planned conferences between staff membersand individual family members. These should
, be held regularly and as needs arise either in a service setting or at home. ,

1. Home visits allow professionals (such as social workers and special educators) to visit ) o
with the family in familiar surroundings; thereby reducing family anxiety and allowing . . v
for a more accurate picture of the existing home environment.

N 2. Service centersfeducational programs can provide famlllcs with. an opportunity to
suggest specific concepts they would like the HIMR pérson to learn. In addition, they’

can provide input regarding those behaviors that rcqulreimodlflcatlon.
)

3. Regularly scheduled progress reports should be sent home.

D. A planned program that uses parent leadership skills. Good educational and trammg
programs doplay a principal role in establishing positive and realistic expectations among
families of the HIMR. - ,

. .

Services Performed In the Home

. .
N Three major services performed in the home thai can be helpful to families of the multiply .
handicapped include (1) homemaker services, (2) sitter services, and (3) foster home services.

* HOMEMAKER SERVICES

This service includes assistance in caring for the family in the home during periods of
special need or crisis and can be made available to families with a disabled person at home or
to disabled adults living in their own homes. The home training specialist is responsible for
the two principal aspects of this service. (1) teaching hume management techniques involving \
good health care, meal planning, budgeting, and houstkeeping, and (2) assisting the family of -
the disabled person to learn effective procedures for coping with problems that arise in the
home.

SITTER SERVICES

Sitter services provide in-the-home care for disabled persons (for example, the HIMR) on
a temporary or long-term basis. Such a service needs to be available on an hourly or weekly
basis, as necessary. Sitters should be specially trained to manage disabled persons (for
example, foster ‘grandparents who were trained in residential settmgs) and should be pro-
vided by community agencies.

Although few states presently offer this service to the HIMR population,a good example of
such ,Assistance can be found in Nevada. Sitters are provided through a program jointly
sponsored by the Nevada State Hospital, the Foster Grandparents Program, and the Washoe
Association for Retarded Children. Through this relatively new service, temporary relief can
be provided that will free par :nts from a 24-hour caretaking responsibility.

e

FOSTER HOME SERVICES

s Foster home servicesare operated in many states. Interested adults canfile anapplication
with the appropriate agency in their vicinity declaring their desire to house a handicapped
person. After a thorough review of the interested party, the agency authorizes the release of the
HIMR person from his or her present living arrangement (usually an-institution). In some
instances, state hospitals have established provisions for the release of a child to the home of
an appropriately screened adult. Presently, too few foster homes exist, but community agen-
cies are working to increase their availability. In-service educational and training programs
regarding all aspects of the dual handicap of hearing impairment and mental retardation
should be offered to all foster parents. The potential outcomes of quality foster care are
apparent. the deinstit.tionalization process will be expedited, and handn.apped persuns will
experience more¢ normal family and home environments. ' °

Services Provided outside the Home (Housing)

& \
Currently, goals for the handicapped include a national trend toward normal living. This
goal reinforees the need for a broad spectrum of housing accommodations. Care of a disabled
person can be accommodated successfully outside the home by having agencies provide for
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respite care or temporary home care as well as more permanent care within residential
centers, community mental health centers, hospital centers, and group homes. All these play a
vital role'in satisfying the total program needs of the HIMR population. .
Community-based programs are receiving considerably more attention. Major thrusts
are being directed toward the elimination of “custodial care” in isolated, crowded residences.
Eariched environments are becoming top-priority objectives for many administrators. In this

_regard, it lSlmportant tonote thatremoval from aninstitution is not the sole answer to today’s

programming problems. Rather, the success of an individual is confingent on availability of a
variety of community services and provnsnons fot alternatives with regard to housing mo-
dalities?

GROUP HOMES e

Group homes are full-time family-style homes designed to restore a sense of personalized,
normal daily living to the handicappéd. These hories provide warm stimulating social
settings, devoid of dehumanizing conditions, and facilitate ' the integration of vocational,
social, and recreational activities. Peoplc in need of this kind of sheltered living experience
require supervision in the acquisition of daily domestie skills (for example, cooking, cleaning,
and so on) and in the adaptation to community living. These public and private housing units,
which accommodate groups of six to ught persons, can serve as transitions from institutions
back into the community and are also referred to as halfway houses. They can house a wide
spectrum of age rangesand disabilitics. '

RESPITE CARE ‘ -

Respite care programs provide temporary relief for parents of HIMR persons on a weekly
or monthly basis. This service can be funded through monies from community organizations
and government grants, and by minimal fees charged.to parents who are using this service.
Respite care should be initiated to relieve families of care to "*1) restore their physical and
mental well-being, 2) initiate training procedures in and out of the home, 3) meet planned and
emergency needs” (Grossman, 1973, p. 157). Wisconsin, California, and Connecticut are
among the states that have implemented respite care programs for the mentally retarded.
Tcmpor(;xry care fur HIMR persons should become a part of existing programs for the mentally
retarde

RESIDENTIAL CARE

Temporary placement in residential facilities for the mentally retarded and the deaf
could serve as.a possible alternative for families with a disabled member when they must
remove the handicapped person from the home. At present, entry requirements into residen-
tial settings tend to be rigid and, as a result, promote permanent rather than temporary
placement. ) .

NURSING CARE (COMMUNITY MENTAL HEALTH CENTERS) ' .

Community mental health centers are being used to faciljtate thc deinstitutionalization
ofhandlcappnd persons, Current trends show that residents are being discharged from state
institutions and adrhitted to short-term (30-day) community mental health center programs
as a first step in providing a more homelike atmosphere. Authorities in states where these
practices have been initiated suggest that such actions can be temporarily appropriate.
However, more group homes and.other long-term Inmg acLommod'ltlons must also be
planned and established. . ’

Institutionalized persons can adjust successfully to community living. The reintegration
process includes personal, work, and community. adaptations. Once suceessful in these areas,

many handicapped people can move out of group homies and into their own rented rooms o1
apartments. Among those programs using group humes as a transition to independent com-
munity living is the Elwyn Institute in Pennsylvania. Similar to a handful of other progiams in
the United States, it already has been suceessful in reigtegrating sume of its residents into the
community,

Prcscntly, a few states have established community based alternatives to public institu-
tions for the mentally retarded. However, with the currént goal to move one-third of the
retarded population out Of public institutions and back into communities, mot e provisions for
the establishment of group homes must be made, along with a system of acereditation and
licensure to safeguard against inadequate care. :

.
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. RECREATIONAL SERVICES

N . »
Recreation is the satisfying use of leisure time. Recreation and leisure activities are
clements of a person’s daily life in which participation may beplanned. requested, o
self-initiated o meet abasic need and 10 provide personal enjoy ment. (Joint Com-
mission by Acgreditation of Hospitals, 1973)

.
. .

Recteational sars ices are anessential facc tol HIMR prograns These semices can pros e
planned and supervised activities that are unrguels destgned o assist the HIMR personoi
meetmy speditic necds Tha peutic needs tar self-eapression enertamment. and sodial
mtetadtion can also Be accommodated m reareational programs ’ ¢

The priomary goal of reacational activities s o etiable HIMR persoris o acquire and
Jdevelop napmediate and Tonsze tetad shills that can be uéed 1o bl lesue tnie i mcanuggtul
wat Speaitic provtam objectinves are necded tor effecise lum.mun.ll programming One
st obge v is totegiate HIVMR posons mto the teareational méinstream ol the comiuu-
ity by desigming tadhiiies that accommuaodagte then disabilities and also encoutage thea
patticipation Anothor obiccnine is o provide both otgamized ad sell-directed activities that
promiot upluu.ll phvsical and mcntal hicalth as wldl as sensotiiotor, cogpitive, and social
desUopmont auddudime tree st aprosgon and good sportstanshuph I addition eas -
putative that those activities endoutage the development of interests ot example hobbics)
whilc tentaning vdu\.num.nlaml i ?.lpx utic whonneeded tthe Tormt Comnmdsion on Accredi-
tation ol Hospirals dehines therapoutic tacreation as - putposiseantenvention throughnccrea
Hote activities 1o modits wnchordte or tendoree specdie phvsical emotional o socrad,
hoehaviors 71971 p 92y Fanally prograns should ciiplor quahified physical educatioi
toctcational statt and suppottive personnel who have knowledpe th asssell as experience with
HIMR persons

The Jomt Conunssion on Acareditation of Hospitals 119710 recommends « vanety ol
capeiicnces includine excarsions outings and tps that Lundhasize HIMR persons with
avatfable community tesontces as wdlas spectaton actisitigs such as movies, plavs sporting
events and tdevision Pasticipation i mdisedual dual and tcam sports tlor exanple bowld
e telay rames archony smmatireeolt and gomp toper imasie dramiac and dance canalso
b otranized for avatiots of settings Both the avalabihits 3t group actiivies such as das and
stner cunps and v\pu\uu\r:. hibrary services such as reading Listening to records, and

view e himstps o shdes afsmeammnglud wass of blling letaure nme ™
:
+
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.The movement to devejop: and implement more rgcrnatlonal services for handlcapped
persons has gained great impetus during the past few years. Among the organizations devot-
ing their energics to the recreational needs of thc handicapped are-the American Assbciation
Jor Health, Physical Education and Recreation (AAHPER), the President’s Commlttcc on
Emplu_\, ment of the Handicapped (PCEH)* and the National Therapeutic Rccrcatwn/Socwty
(which w as established as a branch of the National Récreation and Park Association in 1965). .

The AAHPER has made important strides in promboting the recreational needs of the
handicapped. This assuciation was recently awarded a grant toestablish an Information and

, Research Utilization Center in Physical Education and Recreation for the Handicapped to
eollect, categorize, evaluate, interpret and to disseminate information about materials,
mcthuds, ungoing programs, promising practices, n.scan.h and demonstration in adapted
ph\su.al education and in therapeutic recreation”™ (AAHPER). Numerous bibliographies,
by oks, pomphlets, and films specifically relevant to HIMR persons are available from

. AAHPER on n.qugst % .

i~

’

TRANSPORTATION SERVICES !

>

\

Four programs to.function Hectiv cly, provisions for transportation must be implemented.
Evenif a developmentally disabled person is successfully identified, a lack of transportation
services might prevent him ot her from reaching and receivipg-appropriate services. The
State-Federal Information Clearinghouse for Exeeptional’ Children (SFICEC, 1973) has

- analy zed the laws and administrative regulations of the states regarding transportation for
handicapped persons of school age, This material was subdivided into seven categories. Those
most applicable to HIMR persons are(1) cllglbllm (2) transportation services, (3) transporta-
tion modes, and'(4) state md .

Eligiblity =~ ° ' )

Most states pros ide transportation. Those handicapped childrenunable to xﬁ 2on regulai
buses, however, may not receive special transportation. Applo.\lmatcl) 10% of thé states
stipulaty thm a child must be enrolled in a special education program to rezeive special
transpot tation. A distance requirement may also exist. A review of existing legislation sug-
gests that all schoul-age HIMR persons are legally cligible for transportation regardless of the
type of public educatiohal program in which they are envolled.

. Transportation Services
Most states proyide transportation for handu.appx.(l children Lnrolltd in special day
classes and regular classes within public educational systems. Distance limitations .are
waned in most states. Only a small percentage of states will fund transportation to progt ams
vatside the public school system. However, over 30% of the states will supputt transput tation
costs fur deaf children to residential programs in in-state and out-of-state schools. Some

..umpu.lunsnc programs offer all HIMR children and youth uanspurtatwn to services other
. than public cducational pr ograms. Transportation to treatment Lenters, pluc.huuls,and work
eapetience programs should alsu be provided. (An example of this provisign exists in fowa,
where plans are being made to develop a multicounty transportation system for des elopmen-
tally disapled persuns so they can reach treatment facilities and sheltered workshops.)

. . H E3 T
*The Prosidunt’s Cummittee un Employ ment of the Handiapped distrabutes a newsletter pubhished by then
Commiittee on Recreation and Leisure (see Appendix C for address).

“Consult AAHPER fur additionil infurmation .o Natronal Education Assocation, 1201 16th Street, N.W,,
Washangton, D.C, 20036 Awong thon publicatiuns that shuuld be helplul wie Geude for Programs ain Recreation uml
\ Pl swal Fdiation for lln Uonally Rutarded (#246-07972, $1.50) and Recreanton. Physteal Aunas for the Mentally
\ Rutundid (#246-07726, $2.50), Laddation, Stan Pron istons and Regalattoms for Physecad Vdueation for e Handieapped
\ #UY3123, 3075 fur ancrobiche ur $3.50 fur bard cupy ) is s ailable thivugh the Educational Resoutee Tnformation
Comter (ERIG) huused at the (.uunul fur Exceptional Children, 1920 Assuciation Duise, Restun, Virginta 22091, .
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" Transportation Modes - . '

Generally, transportation is provided by public school buses. However, reimbursement
for transportation provided by parents or public carriers often can be arranged by approval of
the state department of éducation. In special cases where trangportation is not provided,
parents and other transportcrs should Je reimbursed by the state for providing transporta-
tion. . .

State Aid . ‘ !

Special trangportation is.provided for handicapped children with an average of 70-80% of
this cost funded by the state. Presently 41 states assist with tlu. fundmg of.: ransportadion
services,

Transportation services for handlcappcd adults vary thrdughout the states and local
communitigs. Many nonprofit public and privatg organizations have begun to develop and
provide special transportation systems. Mass transit authorities should include such services
in their-planning and the programs should be sublidized bﬂcdcral and state gxants 1o

RESEARCH .

Basic and applied research is a critical componént of a network of services for the. HIMR
population. Both biomedical and behavioral studies are needed tg better.conceptualize and
establish quality treatment prug: ams. Such research should include andivlogy and medicine
(for example, the effectiveness of audiologic measures such as evoked response audiometry,
identification and-prevention techniques, evaluation of treatment modalities, and so on.
instructional techniques including, studies of cognition and the learning process, the de-
velopment of specialized educational approaches, andso forth, vrganizational seryice models
(for example, research to demonstrate the efficacy of innovative administrative arrange-
ments, coordination of services, prcparatlon of professionals, and so on), and Lduu’.lllulf'\l
dmgnusx.s (for example, valid and reliable methods of assessment, observation of developmen-
tal patterns,andsoon). .’ .

Three levels of research activities, as they apply to HIMR persons, are csscntlal (1) the
acquisition of descriptise data (factual data concerning the magnitude and nature of ¢ educa-
tional needs collected through formalized surveys and so on)* to assist in educational
planning, (2) activities requiring actual experimental dcsﬁgn. investigation, and in«dépth
study, and (3) the:implementation of empirically developed innovative techniques in dem-
onstration pro_u.cts to test their effectiveness longitudinally. c.

Specific areas of needed research could include increased mvcstlgatlon in areas such as
the biochemistry of the genetics of deafness, the effect of various modes of habilitation, and the
gffcct of hearing loss on mental retardation.

More definitive measures must be taken to establish ongoing, cooperative research pro-
grams. One example is a unique nationwide network of professionals called Research Utiliza
tion Specialists (RUS), which was established in 1969.32 This team.is charged with the
rcspunslblllt) of identifying promlsmg research findings and qther new information that will
assistinimprovingrehabilitation services. Additional research agencies include the Burcau of
Edugatlon for the Handicapped (Research and Tiaining Centers Division), which spunsors
three mental retardation research and training centers, Maternal and Child Health, U.S.
Department of Hu}lth Education, and Welfare, which supports research to extend and im-
prove health services to mothers and children (for example, preventive measures, training of
p(.rsonng.l and so on), and the National Institutes of Health (that is, the National Institute of
Child Health and Human Development, the National Institute of Neurological Diseases and
Stroke, and the National Institute of Mental Health), which also sponsors research relevant.to
the HIMR populatlon Addresses for these agencies and the RSA Division of Dc\clopmcntal
Disabilities. appcar in Appendix C.

. “For addnl\ional sources of mfgrmalwn. consuly .Transportation for the Handicapped, Selected References.
Washington, D.C.. Department of Transportation, Off¥¢ uf Admunistratine Opgrativns, Library Ser iwes Divisivn
(November 1969).

will “"The Omcc of Demographic SludlLS Gallaudu Culkgc. Washungton, t) C. .could be charged with this respunsi-
ility.

“Presently, there are nine states that have experimgntal RUS projects attached 16 their sucational rehabilitativn
agencies. They are California, Massachusetts, New Jersey, Virginia, Alabama, Wisconsin, Texas, Missuuri, and Utah,
These experimental Jdemnunstrations are funded principally through SR th the state agencies conttibuting at least
107% uf project cost. Instiated in 1969 as six-year grants, they are lesting the dalue and viability of thiskindof apprua.h
to increasing theuse of ichabilitation reseaich (Baker and Glaser, 1973 l9 , . 26).
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= Chapter 7: Personnel Availability and Utilization

Resources available for this pro_|<.ct did not” permit the staff to conuuct an extensive .
meanpower stud) in the area of hearing impairment and mental retardation. Suelt"a stud) PR
would require at least two years as well as funding beyond that which was provided. However,
the staff and Steering Committee did take steps to identify trends in manpowel training and
utlhmtlon More specifically,, th(.) determined which plaCllC(.S appeared L\cmplar) and
. worthy of further study and emulation. - ..

The literature on manpower was studied and datafrom most of the publn. da) SLhOOI and
residential programsfor the deaf and, the mentally retarded were reviewed. This information
was compared with data from a previous study by Anderson (1966). It still appears that most
children with Rearing impairment and severe mentél retardation attending day schouls and
rcsndcntlally based programs are taught by teachers who have formal preparation in the field |
of mental retardation. In contrast, there is a definite trend among programs for the hearing
. impaired to utilize educators of the deaf to teach the hearing-impaired mentally retarded.

Most of these teachers currently use manual or combined commuzication methods. Our study ~

did suggest, how ever, that increasing numbers of children with mild to modeg ate heating loss . -
and jntellectual impairment are now in public day school classroums using oral methods of

communication,. .

At least 25 teacher tr ammg programs forthe deaf do prov idé some course work in mcntal
retardation, as well as practicum experience in centérs for the nu.ntally retarded. By thesame .
tokea, training program directors are quicK to point out that they are expusing their students
to multiply handicapped childred, but not necessarily to children who are specific; I, diag-
noused as hearing-impaired mentally retar ded. Similarly, training programs for u.a..hcrsufthc ' -
mentally retarded are also é?nphasmng increased experience-with multiply handicapped
populations. In contrast; little evidence was found that these training programs expose their
teachers of the mc.ntalh retarded to course work and practivum experience in management of
, hearing-impaired persdns.

Six state instjtutions for the mcntall-y retarded and-seven state programs_for the deaf
identified as having exemplary programs for HIMR persons were visited. The staff was able to )
vbtain current information on their populations, services provided, curricula used, and (
manpower needs. Admmistrator§ and teachers in these programs tended to agree that when
the primary goal is educational and when the child’s hearing loss i is significant (moderate to -
profound), the teachers should have their primary preparation in °the area of deafness, with
supplemental training and experience in mental retardation. Professionals working in pro-
grams for the HIMR also felt that teachers of the hearing impaired needed more preparativn in
curricelar design, similar to that found in programs preparing teacheis of the mer.tally
retarded. T h(.) recommended that the National Media and Materials Center for ] Education of
the Handicapped, housed at Ohio State University, work with teachers in centers for the’
hearing- lmpi)r Imentally retarded to assist them in developing more appropriate curriular i

) materials. - : T
) Using the most conservative estimates of need, at least 2000 teachers of the hearing- '
impaired mentally retarded could be employed lmmcdlatcly throughout the United States.
Increased federal support for university programs to implement five- -year plans for prepaia- . .

tion of professionals in this priority area is highly recommended. . !

Data on overall manpow er needs to serve adults with. severe hearing impalrmcnt and ;
mental rctardatlon are hot available. Several variables contribute to the absence of these
data. Many institutions for the'adult mentally retarded do not have audiologic services and
cannot report the prevalence of hearing impairment among their populations. None of the
agencies vontacted could provide data on the prevalence of hearing loss ur other communica- .
tive disordcrlg in noninstitutionalized mentally retarded adulis. There is obvious need for
‘increased numbers of audiologists, speech pathologists, and teachers of the hearing impaired R
tuserve in programs for the mentally retarded. Sampling data indicate that at least 10% of the
mentally retarded have significant hearing loss and several studies have show n the prevalence °
of hearing loss among certain mentally retarded populations to-be as high as 25%. Other
communicative disorders, depending on the age span of the populau,on. canrange from 50 to
© o 90%.. . .

Many institutional programs for mentally retarded adults do nut make formal provisions .
for continuing education beyond age 18. Also, there appears to bea’, rend for sume of the larger
institutions to use fewer professionals for direct patient care and recreational activities, * .
instead, large numbers of paraprofessionals are used to work under the direct supervision of a

-
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hmn«.d rumber of professienals. More in- dgpth Iung,nudmal e aluauun studies of this service
delivery arrangement are needed.

Although the new Vocational Rehabilitation Act calls for increased services to sey urcly
disabled adulis, little evidence currcntly exists to suggest that, per capita, significant in-
Lreases are uu.urrmg in the numbcr of qlnhfu.d staff employed or the numbet of persons
served. .

Addmunal research efforts related to personnel training and utilization are needed to
assist the advancement of services. Heightened visibility has already begun to foster added
interest'in the eaxpansion of services for HIMR persons. Additional teacher training programs
are considering the prospects of preparing personnel specifically in the area of deafness and
mental-retardation. The University of Wisconsin is unly one of several institutions planning
and develuping new programs. States such as Oregon and New York have developed plans for
comprehensive services for the hnarmg impaired and specifically designated the HIMR
populauon as a priority. .

A major manpower study is essential and would add impetus to the development of
quality comprehensive services for the HIMR population. However, manpower needs cannot

» <

‘be realized fully until more service programs become operational. This will eventually allow

HIMR persons to have greater access to improved assessment and directional procedures by
more qualified personnel. i .

USE OF INTERDISCIPLINARY PERSONNEL

. Aninterdisciplinary professional team is;required to deliver comprehensive services to
the HIMR pupulation. The team needs.to functjon within abroad spectrum of services dealing
with prevention, identification, assessment, diagnosis, educational programming, reassess-
ment, parental or guardian education and guidance, vocational preparation and placement,
sucial and recreational programming, living accommodations, and longitudinal evaluation.
It was not possible in this document to specify new or revised qualifications for all personnel
needed to work with the HIMR population. Nor could we, using any research or empirical
data, bt.gm to provide specific staff-to-client ratios or quantitate representation from cach

. personnel specialty. Final staffing patterns depend on program facilities and objectives

established to meet client needs.

The qualificationis and responsibilities recommended for each staff member by the re
spective professional organizations tend to be greater than those required by most state
agencies. For more detailed information coneerning such program staff, consuft the appro-
priate proft.ssnonal oxgamzatlons listed in Appendix C.

PBOFESSIONAL AND PARAPROFESSIONAL TRAINING PROGRAMS

Many professionais and paraprofessiohals are responsible for thestyle of life an HIMR
person-will expericnee both currently and in the future. To give an overview of professional

t'ammgnccds this section is divided into two major categories. (1) preservice training and (2)

in-service training including continuing education.

N

Preservice Training “ o,

-

Due to the present lack of substantial services, it is: difficult to specify definite sets.of
cniteria for parapruf&sslunal or andergraduate and gladuatc level professional training pro-
grams. Perhaps this circumstarnice will change rapidly as more definitiv e measures are.taken
to establish comprehensive service delivery systems and as these systems identify the con-
tnuum of skills needed and tasks to be performed. Sume basic principles governing preservice
tratning programs for professionals appear to have consensus among unisersity faculty and
program managers gontacted dur{ng the project: -

® A “competercy-based” approach for professional preparation is desiral . scientifi-

cally determined competencies should serve as the basic criteria on which to build
course work including the presentation of theory and development of skills.

® An interdisciplinary urriculum concerned with human dynamics is needed that will
include such areas as child development, general and specific learning disabilities,
psychology (for example, principles of behavior modilications), speech/language de-
velopmem, and management of hearing impairment and mental retardation.

® Special attention must be given to training that provides-more intensive practica with
multiple handicaps and not single categorical disabilities..
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Personnel Availability and Utilization

resources and immediate needs of personnel will influ
will be needed. A plan for each staff member and for the total staff should be dwelopgd and
may include: - .

' —

e Management skills in working with persons having hearing loss should be stressed.

® “Systems” fraining in needs assessment and program plannmg for the hearing im-
paired and mentally retarded is needed.

© Training is needed to better understand learning phenomena and gffutnc methods of
breaking down the learning process into components necessary for persons with com-
bined sensory and intellectuai deficits and their effect on perceptual, receptive, cogni-

v tive, and gxprgssnzc ability.

 Special exposure to the spectrum of communication methods should be required.

¢ Opportunities to use a variety of teaching techniques and materials and to develop
curricula are necessary.

. Practlcum experience with parent counseling and instruction and infant c\aluatlon is
<.ss<.nt|a|

¢ Visits should be provided to several types of service pro;,rams and include practicum
experiences in a variety of settings serving preschool, school-age, and adult HIMR
persons. Ideally, professional preparation will include contact with regional or single-
source service centers, residential schools, public school programs, clinics, and so forth,
s0 trainees can gain a realistic overview of the compn?hcnsivc needs of HIMR persons,

There is a definite need to evaluate the present sys

¥

N

In-Service and Continuing Education

Additional training of professivnal and paraprgfessional staff can enable HIMR programs

to be upgraded continually. Through well-established jn-service and continuing cducatgon
programs, program staff should be given the opportumz

new techniques (for example, a course in manual communication). The four prmupalgroups
that will be interested in additional training are:

y ty improye their skills and acquire

¢ Regular education personnel such as teachers, counselors, and administrators who
have an interest in or a need to become more klowledgeable about the needs of HIMR
persons?s;

® Special education personnel such as teachers of the deaf or mentally retarded, teacher
aidés, and administrators who need additionaliskills as they create programs for HIMR
persons or advance in position;

¢ Special education personnel whoare mltlally u"amcd in the areaof HIMR and who need
to remain abreast of new techniques and recent research findings; and

¢ Parents, guardians, and other key persons wh are involved in some way with HIMR
persons and who desire or need toacquire information and skills to deal effectiyely with
this group. \

A variety.of educational programs are possible. Location with regard to availability of
e the kind of training program that

® Guest speakers (rgprcscntatlws from all related djsciplines),
¢ Films and other media-oriented presentations,

fields),
¢ College and university coutses (for credit lf possible)) / o
© Seminars and-workshops,

.* In-housce meetings (this will provide the program staff\an opportunity fo sharc ideas
and evaluate their entire program), \ /

"The Bureau of Educational Personnel Development (Education }‘mfcsslon\z Des clopment Au-—PL 90-35) and

the Burcau of Educativn fur the Handicapped presently fuad prugrams that proyude special edycation traning for
regular education personnel.
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em of professional preparation..
Qualified persunnel must be available to meet the needs of HIMR persons. Inadequacices and ,
deficiencies in.professional -training, according to the tgachcrs and administrators mu.r-,
viewed during the project, is one present barrier to the establishment of quality programs.
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¢ Individualized courses of study, and ’ . -

e Institutes and conferences with specific assignments for staff according to theit needs
-+ andshe program needs.

Ideally,Nhe unisversity -affiliated facility concept is designed to facilitate in-service pro-
grams and create an effective foundation for ongoing cooper ative education (see next section).
For example, if tRy appropriate resources were available, a residential school could affiliate
with a nearby univirsity or college and establish a comprehensive in-service program. This

same principle is applicable to many kinds of agencies that wish tu share resources. Special-
education public school programs, universities, single-source service centers, and community
mental health centers for HIMR persons «an assist one another to provide in-service and

untmumg education if representatives frum cach will develop and implement a plan for such
a program..

Two cugent points must be emphasized for these programs. (1) continuing education is
essential for all personnel who are in contact with HIMR persons, and (2) continuing educa-
tion o1 in-service training programs must be mtcrdlsuplmdr) in nature to accommodate the
total needs of HIMR persons.

' 'Umversny -Affiliated Facilities (UAF)

A university-affiliated facility is defined as:

A universlty-based or university-affiliated interaisciplinary program for the de- ,
velopment of skilled manpower in the field of mental retardation-and other de-
velopmental disabilities. (Grossman, 1973, p. 163)

The principal concern of a university-affiliated facility is to provide an environment for
the clinical training of professional and technical personnel. This approach to training e¢n
hances communication among the many disciplines needed to supply-1alid comprehensive
diagnostic services and encourages the use of a full range of services for the multiply handi-
capped. Core training within each discipline is accomplished in that the special educator at
the UAF is responsible for instructing medical students, psychologists, and social workers as

~well as students majoring in special education. These procedures could help provide a clearer

understanding of the needs of HIMR persons.

The Mental Retardation Act of 1963, a federally assisted program, was authorized under
PL 88-164 to grant provisions for. the cunstruction of uni ersity -affiliated facilities for persons
who are developmentally disabled. It has been extended under the auspices of the Develop-
mental Disabilities Services and Facilities Construction Act of 1970 (PL 91-517). At least 20 of
these facilities were approved for funding.’

Personne! Policies

Facilities should maintain an accar ate and readily asailable description of their progiam
and personnel policies. This written document should include:

-o~Information concerning salary schedules, sick leav e, vacation time, health benefits, and
S0 on; .

¢ Provisions f?r periodic employee evaluations;

o Provisiuns for appropriate staff training programs that provide an orientation for all
new employees to acquaint them with program philusophy, objectives, and practices,

¢ Enforcement of apprupriatc staff-to-client ratios and criteria for admission in accor-
dance with individual state legislation or regulations when mandau.d

¢ Provisions for staff members to improve their skills by :
—attending staff meetings, conferences, and workshops
—visiting other facilities
—participating in professional organizations
—having access to current literature in the field; and
e Provisions for regular interdisciplinary staff meetings to-discuss and recommend
necessary action un such matters as current program pulicies, assessment, plac.cmcnt.
and- development of individualized programs

“For a coumplete list of university -gffiliated facilities consult Mental Retardution Constrie tion Program, Superin
tendent of Documents, U.S. Governmgnt Printing Office, Washington, D.C. 20402.
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Chapter 8: Issues and Recommendations

The recommendations in this chapter represent, with few exceptions, concensus positions
taken by the Steering, Committee and participants at the Airlie House and Hunt Valley
Conferences. The rationale for each recommendation can be found in the text or in the
resolutions from the Hunt Valley Conference (see Appendix B).

Governmental agencies, program administrators, and others working to implement the
recommendations should keep in mind the special needs of the total population from infancy
through adulthood. Contmuegi study and planning is imperative to identify the most promis-
ing and practical procedures for meeting the disparate needs of the hearing-impaired men-
tally retarded adult population. In addition, recommendations generated nationally often fail
to consider issues and quest}ons at the state.or local level. The issues and questions presented
to participants at the Hunt Valley Conference precede the recommendations as a means of
orienting the reader to the types of questions for which answers and actions are needed. It will
become evident that several questions raised in éach category were not or could not be
addressed in the section on recommendations.

Persons studying these issues and deriving answers to the questions that follow should
give special consideration to (1) interagency service coordination (health, edpcauon welfare,
or social services), (2) national, state, and local interfacing of service prov lSlon and (3) service
needs for the total population from-infancy through adulthood. \

Hopefully, state and local program authorities (including parent and guardian advocates)
will use this material in effecting quality services.

ISSUES

A. Legislation

By 1980, comprehensive services to meet the needs of the hearing-impaired mentally
retarded (HIMR) population should be developed and operational. Legislation canserve as
a primary force and catalyst in.effecting program development and implementation of
comprehensive services. X :

1. What should the legal responsibilities be at the national, state, and local levels for the
health, education, and welfare of HIMR children and adults?

. What existing legislation holds the most promise for the HIMR population?

. Does existing legislation provide for mecting the needs of this population?

. What legal barriers exist?

w H W

. What additional legislation is nceded at cach governmental level to provide adequate
services for children? adults? |

6. Does the HIMR population require a special l(.g,lslatng package (for example, similar
to the deaf-blmd)" :

7. What Sp(.CIflC legislative actions should be taken? w

8. Should federal or state legislation give one agency total responsibility for a full
continuum of services?

v

Should legislation require interagency coordination to achieve full services?

10. Should any agency be given legislative authority to initiate legal action to ensure
comprehensive services (for example, the Nauonal Center for Law and the Handi-
capped)?

The existence of legislation may not ensure comprehensive services to all HIMR
persons. Although programmatic standards, regulatory procedures, and enforcement au-
thority are an integral part of legislation many agencies currently use generic or limited
management criteria.

1. What program standards are needed to ensure quality comprehensive services for the
target population? .

2. What relationship should exist between legislation and the Lstabhshmcnt of program
standards (in principle and in practice)?

3..Do legal provisions requiring the use of specific plocedurt.s assist or prt.vt.nt im-
plementation of effective programming (for example, formal PPE systems, definitive
modes of cominunication, due process procedures, and so on)?
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B. Financing . oo |

. ¥
Realistic financial resources are required to’implement and maintain quality com-
prehensive services for the HIMR popul:ftion. Presently, no single governmental agency
has been given total responsibility for funding the full continuum of services. However, |
Senate Bill 6 (HR 70) would provide for federal funding on the state and local level based on |
a determined average of program costs for various types of handicapping conditions. |

I Do reliable and valid procedures exist for deter.nining actual costs of services for the
HIMR population (public and private day and residential schools; institutions)?

|
|
|
2. What are the areas of greatest financial need in order to achieve a comprehensive .
rietwork of services for the HIMR population (training, research, program ming.}nd s0- ‘
on)? ' ) /
3. How can"we develop cost-effective budgeting procedures? A
4. Do we have systems for projecting costs of quality programs and services? .
5. Where should funding come from for this population? T )
6. How can we interface funds for services among existing agencies?
7 Is there a preferred, effective procedure for transferring funds across political subdivi-
sions to cover the costs of service (counties, states, regions, and so on)?

8. What funding formula(s) would be most effective to permit coverage of costs (federal,
state, local)?

. 9: What has happened to state and local programs when federal catalytic monies have
expired? . s

. . 2

Developmentally disabled persons can place a tremendous economic hardship on
their families. Purchasing comprehensive services can be devastating without some kind of
subsidization. Governmental support for certain expenditures is a possible answer to this
problem. One approach, commonly referred to as income maintenance,'involves financial
support of expenses incurred by the developmentally disabled person’s family to maintain .
a minimal standard of living. It is based on a cost formula involving individual family

ihcome and expenses. v s
I What, if any, action should be taken to ensure income miaintenance for families of the
‘ HIMR? .
¥
. C. Administration/Organizational Structure - . . >

A well-designed and coordinated administrative structyre is required to ensure both
the provision of services and program effectiveness.

<

1. What administrative design(s) would ensure the provision of effective services+(fed-
. eral, state, local)? ‘

- 2 Whatare the most critical problems faced by program administrators in providing for
¢ach HIMR person (federal, state, local’ public, private)? - .

3 Should there be a centralized interagency structure to plan and coordinate the provi- .
sion of comprehensive services? N . . ) :

4. What are the primary barriers to comprehensive planning and programming?
In meeting the long-termneeds of the HIMR population, are "'single-source” agencies
(agencies that address themselves to the life-long planning and management of cach
HIMR=person) feasible and desirable? ‘

: 6. What special expertise is required of an administrator in an HIMR program?

7." What criteria or systems should be uséd by administrators in determining program
effectiveness? . .

8. Should administrators be required to delineate program standards to become eligible
for funding? .

9. What factors influence the implementation of a formal management-by-objectives
program? e \ ‘

“10. Asan administrator, what personnel do you feel are most needed to opcratc:; program
. ' for the HIMR population? ' '

' ! I'1. Is a minimal HIMR population required to maintain a viable cost-effective service? .

1
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12; What data systems are most vital to the planning, operation, and evaluation of
services?

D. Identification and Assessment

Early identification of both  auditory impairmént and mental retardation should’

facilitate early intervention in habilitation programs.
1. What.critical problems exist regarding the carly identification of this target popula-
. tion?
. 2. Who is best equipped to conduct and participate in early identification programs?
3. What are the key parameters of identification? .
- 4, What steps must be taken to effect quality identification systems?
Comprehensive assessments of an individual should be available and should comple-
ment the developmentof his or her individual program plan at cach stage of development.
1. What are.the most.appropriate assessment systems?" N
2. What personnel should be Oinvolved in-the assessment process?

3. What special campetencies are needed by assessment personnel to accurately identify
combined hearing impairment and mental retardation? .

4. What-are the most.effective procedures specifically applicable to the HIMR popula-
. tion? .
5. How do we ensure the availability of quality comprehensive assessment (regional
diagnostic centers, mobile units, and so on)?
. How should assessment services be coordinated (what agencies, and so on)?
. What are the critical barriers, to establishing quality assessment service?
. What is the role of assessment in accountability systems or program evaluation? !
. How do you ensure continual asspssment and follow-up care?

O O &~ O

. What is the role of assessment personnel in individual program placement, direction,
and long-term monitoring? . . ) :

11. Should special training programs be developed for personnel to serve specifically in

iden(ification‘and assessment programs for the HIMR population? )

12. Do assessment personnel need special communication skills and techniques (for

example, total communication procedures)?
13. Do assessment responsibilities and skills differ for children vs adults?

.E. Teaching, Management, and Supervision. '

. Program content should be designed to prepare the HIMR population for meaningful
and productiveslives. Many variables such as age, degree of impairment, family
background, and environmental .needs will influence the creation and managemént of
effective individual program plans. Some members of this target population need life-long
services that are instructional, habilitative, vocational, social, and recreational. Many
professionals and paraprofessionals become involved in developing and providing a se-
quential program-of teaching, management, and supervision.

1. Should instructional programs be available to HIMR adults as well as to children
through a life-long educational program?

, 2. What modifications within existing programs should be implemented to effect a
sequenced learning program from childhood through adulthood?

3. What are the most critical issues (barriers) facing workers with the HIMR population
(teachers, social workers, rehabilitation counselors, and so on)?

4. What specific actions should be-taken to resolve these critical issues?

5. After listing the most effective techniques used with the HIMR population for.instruc-
tion, vocational placement, recreation, and so on, discuss the advantages and disad-
vantages of each (McGinnis Method, SALT program, total communication, and so on)
Be sure to state whether a specific technique is more effective with certain living-
educational arrangements (for éxample, institutions or day schools).

3
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6. What significant differences exist between a curriculum for the HIMR group vs other
developmentally disabled populations?

7. What, if any,.special curriculum materials or guides are needed? -

8 What program rules and regulations affect the type and quality,of services thatcan be -
provided (teacher/pupil or counselor/client ratios, and so on)?

9. What kinds of regulatory measures should exist to ensure effective individual pro-
gramming? - .
10. What special competencies are required of workers with this target population (for
example, communication skills)? )

H. What special certification criteria, if any, should be established for the different
personnel working with HIMR populations?

12. What training opportunities are most important (within preservice preparation and
& : inservice and continuing education’ programs)? .

13. What guidelines are necessary in defining professional/paraprofessional roles? i .

14. What are the five to 10 most important actiohs that can be taken to ensure client-
* centered programming? R

F. Professional/Paraprofessional Preparation and ‘Utilization

HIMR programs need qualified personnel to assume a variety of responsibilities. At
present, little consensus exists for the type of personnel needed or the nature of their

training. . .
.
. 1. What personnel are most needed to create’a comprehensive program for the HIMR
population?

2. What special competencies do these personnel need?

What types of training programs are most needed (university preservice, short-term
specialty training as a part of inservice or continuing education, and so on)?

4 What are the essential components of academic and practicum preparation for each
worker? ° ' .

5. Should and can present training programs in deafness or mental retardation be
modified to accommodate the need for teachers (or other personnel) toserve the HIMR
population?

6. What faculty are necessary and who are best equipped to provide training in this ~
specialty area? ¢

- - 7. Should professional preparation in this specialty area occur at the graduate level?
- 8. Should special training programs be established? If so, how many are ncedcd]?
: 9. What funding is most needed? 5

Paraprofessional staff can assume principal roles in effecting quality programs. How- i

/ ever, numerous questions about their training and responsibilities remain unanswered.
Also, the concept of the paraprofessional is under reconsideration. Some people prefer the
“lead agent” concept. A lead agent concept of paraprofessional/professional indicates the
lead person who is managing specific program aspects and has adjunct professional
services In such a sysfem, persorinel serye both in professional and paraprofessional roles
as a function of client-centered objectives. If the problem is primarily medical, other
personnel providing services to help meet the medical objective are paramedical. If the
prime objective based upon client-centered goals is educational, then adjunct services are
paraeducational. If the major objective is recreational, then adjunct actions become
pararecreational. - : : :

+

- 3 .
I. Identify the paraprofessionals who are most riceded (ward aides, houseparents,
teacher aides, and so on).

- In principle, what should be the components of their training program? s
. Where should their training occur? . -
. What are the most effectivé training models to use?

How can paraprofessionals be retained and are reclassifications necessary to accom-
modate more of the paraprofessional’s needs (for example, salary and status)? .

.
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6. Whatis the role of and utilization for interpreters in comprehensive programming for
HIMR persons?

‘Most state education agencies have a legal responsibility to evaluate the quallty of
programming provided for the handicapped. However, additional regulatory measures
often need to be developed and enforced to ensure effective programming

1. Are special, certification requirements needed for pcrsonm,l (profcssnonal and para-

professional) who are working with the HIMR population?
. 2. If so, what are the additional certification requl}‘cmcnts needed?

3. Should there be special accreditation standards for HIMR training programs?

_The implementation of comprehensive services for the HIMR population requires a
. good estimate of both current and future manpower needs.

1. What is the market (present and future) for trained personnel in the area of hearing
impairment combined with mental retardation?’

2. What'would be the most effective methods to attract personnel into this specialty area,
(professionals and paraprofessionals)? *

RECOMMENDATIONS

A. Legislation . - .
1. Professionals, parents, and public officials should continue pressing American society

sons.

2. Present legislation under Part C of the Education of the Handicapped Act should
include provisions for and funding of programs for all children and young adults
suspected of having at least one sensory impairment in addition to any other suspected
handicapping conditions. In addition, legislation should assure that.all adults with
hearing impairment and mental retardation be provided comprehensive health care,
counseling, and vocational services as needed.

Legislation in each.state should designate a single-source (directional) agency em-
powered to involve appropriate agencies and to oversee the provision of all niecessary
and appropriate services needed by HIMR persons throughout their lives.

w

4. Legislation should be considered by the states to mandate year-round educational
services for hearing-impaired mentally retarded persons frombirth through at least 21
years of age. . .

5. Through legislation, Congress should assure that the sccrctary of HEW or other
appropriate executive officers establish guidelines that provide professional standards
for health, educational service, and standards of minimum human care in all federal
programs relating to HBMR individuals. Thesecretary of HEW should seek advice from
professional authorities in establishing these guidelines. .

6. Through legislation, Congress should assure that the secretary of HEW or other

procedures for insuring compliance, with established professional standards for
health, educational services, and hunian care in all federally supported programs for
persons with hearing impairmeht and mental retardation. If no such standards exist,
said agencies should specify the steps they will take in meeting standards to resolve
current Qroblcms related to client health, education, and human care services.

B. Financing

. Federal legislation should be enacted authorizing commitment of publ'ic. resources
specifically for development of programs for hearing-impaired*mentally retarded

- persons. ‘« .

2. Demonstration modcls should be funded and cstabllshed by u‘mvcrsﬂy" affiliated
\ . facilities or other appropriate institutions and agencies “to, begin to serve the unmet
. needs of HIMR inditiduals. In addition tg providing needed services, such programs
should: maintain adequate assessment and evaluation processes from which cost-
benefit and cost-efficient dafa may be collected, analyzed, gnd,disseminated to ap-

», proRriate agencies. ' v ’2 .
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and political institutions to guarantee equal rights for America’s handicapped per- .

appropriate executive officers require that all agencies (public or private) specify their
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3. Fundingshould-be used to develop and implement (1) a number of model educational
‘centers for hearing-impaired mentally retarded persons to be established by federal
funding in both residential and day-class seitings to provide optimum service to this
population and adequate practicum experience for professional and paraprofessional
training and (2) four or five centers for the hearing-impaired mentally retarded to serve
as model demonstration programns for paraprofessional preparation with the option
that additional centers be funded based on recommendations from the original de-
monstration centers and-as aresult of findings from the Office of Demographic Studies,
Gallaudet College, Washington, D.C. )

3 ' 4 Federal funding should be provided for the support of professional/paraprofessional
specialized preparation programs, such support should be regional and determined on
the basis of appropriate ctiteria including (1) interest and commitment of the institu-

- tion, (2)internal’external resources and facilities available,(3) appropriate practicum

~ opportunities, and (4) availability of diagnostic services with special expertise in
working with multiple handicaps.’ o

5. Federal funds should be made available on a matching basis to the states for the
specific purpose of providing comprehensive asscssmx/:nhscrviccs.

6 The American Speech and Hearing Association’s report should call attention to the
fact that HIMR persons comprise only one such target population; therefore, future
activities of the funding agency should consider examining other target populations as,
potential priorities for services. .

C. Adminlistratlon/Organizationdl Structure .
1. Definition of the HIMR Population -

It is reconimended that governmental-agencies and programs use the following
. description in defining hearing-impaired mentally retarded persons:
" Those individuals who have hearing impairment, subaverage general
intellectual functioning, and deficits in adaptive behavior. The combination
of these three factors requires services béyond those traditionally needed by
. persons with either mental retardation or hearing impairment alone.

2. Governmental Agencies and Professional Organizations .

a Appropriate governmental agencies (for example, BEH) and professional organiza-
tions should designate the HIMR as a priority target population. They should (1)
exert pressure to formulate governmental policies committing public resources to
quality comprehensive services for the HIMR, (2) assist in the reinterpretation of
existing legislation to serve this population adequately, and (3) amend regulations
and guidelines of goal-oriented® programs to identify the HIMR population as
tligible fOr services in a national service priority.

b The federal government should assume the responsibility for stimulating the de-
velopment of a continuing life program that includes health, education, living
environments, and occupational and recreational opportunities as they relate to the

) persisting problems of this target population. ! L
¢. Fhe secretary of the Department of Health, Education, and Welfare should be
charged'with determining and providing a.mechanism for (1) reviewing the status
and development of services for the hearing-impaired mentally retarded popula-
. tion from birth to death; (2) setting objectives, standards, and data procedures for
*ducational and ofher services required by the hearing-impaired mentally retarded
population; (3) determining prioritics in advancing services, research, and program
' evaluation; and (4) advocating implementatjon of priority-services through such
. ‘strategies as drafting model legislation, undertakirig public education, and dis-

. ) o seminating informatign to professional practitidners. - -

T

- . n . " . . . . . M I3
£ . d Agencies involved with hearing-impaired mentally retarded persons should as-
s iy . N
sume a level of responsibility for services as designated by the figure on p. 114.

*G@al brientéd prograns refers partilularly 1o HEW-admigistefed programs in Dex clopmental Disabiities (PL
91 $17), Aid to Children jn State Supported Schogls (PL 89.313), Educational State Grants (PL 91.230, Trle VEB),
Vocational Rehabilitation Grants (PL 66-263). ESEA, Titles1%nd IH (P1, 89-10, Vocational Education State Granis
(PL 90-576), Head Starl (PL 92-124), Public Health Service Act. Section 314 d, and Maternal and Child Health and
/. Crippled Children’s State Grants (Social sgeeurity Act, Titld V).
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An appropriate agency or institution (for example, the Office for Handicapped In-

dividualsor the National Institutes of Health) should assume responsibility for de-

véloping(1)a standardized system of Llassification for the handicapped population

and (2) a standardized comprehensiye diagnostic system. Both systems should be.
applicable and easily adaptable to HIMR persons.

. The newly estaBlished office of the handicapped should be charged to include the

hearing-impaired mentally retarded population within the scope of its clearing-
house services.

. State departments of education should give priority funding to support programs

for professional training of HIMR school.personnel, employment of allied profes-
. sionals, and in-service training in the management of HIMR pupils.

. Governmental agencies and professional organizations should publish additional

diterature specifically relevant to the dual handicap of hearing impairment and
mental retardation. It should consist of thlec kinds of-information:

e New program management literature for professionals in theTield,

e Information for the general public (such as that published by the Superintendent
of Documents, U.S. Government Printing Office, Washington, D.C.), and

e Specially designed instructional literature to be used with and by school-aged )

HIMR children.

A national Committee for the HIMR such as the one established by the American
Speech and Hearing Association should be supported federally. It should be com-
posed of members from several professional associations involyed with speech and
hearing, mental retardation, and related- disciplines?® to:

¢ Establish and define standards for pusonm.l certification spu.lfually applicable
to-the HIMR population and

¢ Assist with the development of standards f0| evaluating and accrediting educa-
tlonal programs for the HIMR.

One or more designated professional orgammuons shouuld help to establish parént

groups in geographié areas to meet the needs of parents or guar dians of the HIMR,

3. Office of Demographic St,udu.s ‘

a.

b.

"%

e.

The Office of Dt.mogr'\phlc Studies should expand its data system and, using
general opc.ratlonal definitions for th¢ HIMR population, conduct periodic demo-
graphic studies on thlsgroup of handicapped-persons.

This office should c.onduc.t a nationwide survey to identify the total HIMR popula-
tion including those persons presently receiving services and in needof€erVices at
all levels (preschool, school, and adult). Additional dsdta should be co?I\Q(:tcd on(l)
achievement levels'of HIMR pupils in educational pmg'rams (2) vocational status
of HIMR adolescgnts and adults; (3) number of available personnel certlfleq. to
teach the' hearing impaired, the mentally retarded, and the hearing-impaired men-
tally retarded; (4) employment needs for professionals and paraprofessionals who
are trained to work with HIMR persons; and (5) number of existing training
institutions, including data on nature of training and current status of trainees.

. The data system should be designed to identify current resources and project future

needs. .

. Survey information on resources should be published in a directory and updated

annually (for-example, in the American Annals of the Deaf).

The Office of Demographic Studies should disseminate information on the HIMR
population af regular intervals to all national and state advisory committeeson the
handicapped and other appropriate agencies and organizations. The secretary of
the Department of Health, Education, and Welfare should take the necessary steps

(uqu!rcd to ensure adequate funding for this expanded role of the Office of Demo-
gx;;\phic Studies.

’

*The

whtinued support of the Amerian Speech and Hearing Assuctation, the Amenican Association un Munital

Deficsency, and the Cunfercnce of Executives of American Schouls fur. the Deaf is essential. These urganizations
already have made substantial wmmnm?‘gs to program development for the HIMR.
. L
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4.Z Single-Source-Service Centers

a.

/

Diagnostic, educational, and counseling centers should be established in more
states to provide single-source comprehensive differential diagnoses, assessment,
and lifelong planning for the handicapped in general and specifically for HIMR,
persons. They should be staffed with qualified diagnostic teams.and particularly
audiologists and educators of the hearing impaired. These personnel should
reevaluate each HIMR client annually and provide cach with long-term managc-

. ment plans or services. These centers should.be established in defined geogr aphlc

s

areas wherdservices are neededdand operate in coordination with existing pro--

grams for the handicapped. )

These centers should provide
(a) A data bank or central reg,lstry sf medical, psychologlcal cducatlonal nd
other evaluations. This inforfation should be designed to c.xpc.dltc the HIM
placement and eliminate any duplication of effort. These records should be
maintained in an electronic storage and retrieval system for state planning,
service provision, and rcscarch Bmlt -in Safcguards for control of confidential-
ity are imperative. .- ©- -

(b) A program of prevention, carly identification, and intervention mcludmg a
high-risk registry.  *

rS

. Single-source centers should be used as practicum sites for training future profes-

sionals concerned with hcarmg impairment and mentalretardation as well as other
handicapping conditions. These centers should serve a_s.rc.scarch facilities and
should disseminate information regarding available,services (resources) for the
handgcappcd m their region. .

5. High- Risk R(.nglly

-

]

a. High-risk registries should be developed apd |mplemu1u.d to facnlltau. the identifi-
cation of auditory impaifment and mental rctardauon among newborns.

b. These registries should be incorporated inall hospltals. medical centers, and puolic

6. Central chistry

health programs and should use a, standardlzcd system of dcscnptnon and classifi-
cation. . .
& . . .

.

. . . PN T
a. Atask force compdsed of representatives from appropriate professional disciplines,

the National Center.for.Health Statistics, National Center for Educational Statis-
tics, Office of Demographic Studies, and state data systems should develop a

_prototype registry and implement it-in ¢ne or two selected states committed to

appropriate and effective programming for all HIMR persons to test the efficacy of
the registry for possible use-nationally. -

. The central registry should be designed to accommodate a cooperative interagency .

plan. Data input should bé rccclvcd from all agencies that provide services.for
HIMR persons.’?

. If the prototype registries are dc.tcrmm(.d to be effective, a fcdcral program of

technical assistance to the states should be established to assist in their’ implemen-
tation throughgut the states.

. Central registries should protect confidentiality, Written policies governing access

" to individual records must be enforced.

7. Community Mental Health Centers

a.

.

. Central rcglstrles should be output oriented to permit ev aluations of service quality

and thé success of each HIMR person’s program.

.

]

Publicly supported comprehensive community mental health programs in dcﬁm.d
geographic areas should include service units for the HIMR population and perform
the following services: day treatment, short-term hospitalizatiof¥crises interven-
tion, individual group therapy, family therapy, and comprehensive assessment.

-
v

Y’For further informalion on an interagency data recording sysh.m. vontact the Maryland Data System fur the
Handiwapped, Marylan { State Department of Education, Division of Instruction, P.0. Bux 8717, {mndslup Interna

tional Airport, Balumon: Maryland 21240, u.lcphonc (30!) 796-8300, ext. 437, |,

h
/ -
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. v

. b. State¢governméntal agencies shouid assume the responsibility of setting standards,
¢énsuring qualified personnel, cvaluatmg program budgets,and supplymg technical
assistance. :

c. Commumty mentalheglth programs should function as rCSOUICLS from which other -

v community agencies such as single-source service centers, educational programs,
\ welfgre agencies, and courts can purchase consultation and treatment for the HIMR ,
populaticn. . .

/ d. States should give finagcial support to community mental health programs to
expedite and facilitate the process of upgrading the mental health status of -the

o ‘community at large, especially the multiply handicapped. Revisions of existing
medical insurance covérage plans for mental illness, more specifically, mental

|

retardation, hearing loss, and emotional disturbance should,be executed;

. . Advisory Committees .
a. The developmental disabilities council within each state should insure the coordi-
\ nation of services for all hearing-impaired.mentally retarded persons.

to the secretary of HEW that a “Request for Proposal” be issued to cstabllsh the
\ financial and” programmatic requirements for implementing and mainsining

quality comprehensive services for thls targct population through all apNTmtc

agencies. :

{). The National Advisory Council on Developmental Disabilities should recommend

c. Advisory committees should develop a specific plan and actively review, evaluate,
and promote services for the HIMR population.

d. Advisory committees should hold hearings on the HIMR and formulau. goals,
objectives, and strategies for a comprehensive network of services by 1980. These

*  committee hearings should include interagency departmental and program offi-
cials; interdisciplinary professionals with expertise in hearing impairment, mental .
retardation, and related areas; and parents and guard-ans with family members
recdiving ‘and needing services.

o

The National Advisory Committee on the Handicapped should (1) hold hearings on
presént and projected services for the HIMR and (2) recommend that federal
a‘gcncncs establish the HIMR population as a priority group wit special funding for
_research, services, and manpower preparation during the ensuing three- to five-
year pcnod and actively pursue either new legislative provisions or an amendment
to the chscnt legislation establishing deaf-blind programs to include“other seri-
ously multiply handicapped.” .~ ‘ -

f. States npt presently using advisary committees should take the necessary steps to ,
have them established and organized as an official, efficient body to monitor the
handlcap%ud s needs, rights, and services,

9, National Technical Assistance Center | ~

a. A nationaftechnical assistance center for the HIMR should be established jo assist

with quali&y program planning, implementation, and evaluation. This technical
assistance denter should be operational for at least five years with provisions for.an
extended period of five years as needed. ;

.

b. Thc National Technical Assistance Center should cmploy staff to provide technical
assistance to single-source service centers for the HIMR, regional demonstration
centers, and ‘educational programs (local and state). .

c. The technical.center should (1) conduct small group workshops for state and local . '
staff concerned with quality programming for the HIMR, (2) collect and dispense
information concerning quality components of services for the HIMR, and (3) make
formal evaluationis and recommendations regarding program improvement for
local, state, and federal agencies. : 7

' '

Learning Resource System )
a. Area Learning Resource Centers (ALRCs) should provide assistance with educa-

tional media and materials that are specifically appllchblc to the HIMR population.
ALRCs should be rcsponsnble for (1) Iocatmz, materials that are appropriate for the
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HIMR population, (2) field testing new materials to {cvjfilu,atc their effectiveness
with HIMR persons, (3) developing new materials that are applicable to the HIMR
population, (4), distributing information to teachers and parents of HIMR persons
and notifying them of available materials, and (5) providing instructions on the use
.of materials including a systematic checkout system for all media.

b. The National Center for Educational Media and Materials for the Handicapped
(NCEMMH), in concert with the network of regional media centers, should be
charged with the acquisition, review, analysis, and disseinination of curriculum
content, techniques, and relate'd materials for the hcarmg -impaired mentally re-

- tarded population to (1) survey existing.curriculum content, techniques, and re-
lated materials developed within programs for the hearing impaired and programs
for the mentally retarded that have relevance for the hearing-impaired mcnkally
retarded population;(2) survey existing materials, techniques, and curricula de-
veloped by programs serving the hLarmg impaired mentally retarded population,
(3)analyze the acquired materials, techniques, and curricula tofacilitate the gener-
ation of guidelines and objectives for evolving hearing-impaired mentally retarded
training/educational programs; (4) conduct regional seminars.-and “practica an
promising strategies for the hearing-impaired mentally retarded; (5) stimulate
research and demgnstration prOJL‘cts based on the data acquired in the survey, and
(6) establish procedures that will assure ongoing acquisition, evaluation, and djs-
semination of curricula, techniques, and materials appropriate for thc hcanng-

«impaired mcntally retarded population.

¢. The NCEMMH should research the possibility of servingasa nauonal hcadql arters
for continuing education, advancéd study, and professional renewal for those who
are working with HIMR persons. These programs should be coordinated by the
NCEMMH; however, they should be dccuntrallud and not confined to a single
facility. They should exist in such places as: uhiversities, governmental agencies,
professional orgam?auons, and leadership training institutes. )

d. Regional Resource Centers (RRCs) should provide specific %ssmtanc;.wuh educa-
tional dlagnosuc and prescriptive techniques to the HIMR ‘population.

e. Teachers in programs for. the hearing-impaired mentally retarded should send
descriptions of their curriculum needs (materials and media) to the NCEMMH.

N

. Regional Demonstration Centers

a. chual resources should be committed to creating regional demonstration centers

for HIMR populations in cooperation with existing regional centers for the hand-

. icapped, university-affiliated programs willing to develop a special interdiscipli-

nary training curriculum and practicum, and service programs for the hearing
impaired and the mentally retarded.

b. Demonstration centers should be funded in at least 20 states and have a catchmcnt
arca of approximately 250,000. Allocation of funds should be mandated for a
minimum of five years with assurances from participating states that.the programs

will be maintained if federal funds are phaséd out.

. Demonstration centers should serve approxlmatgly 2010 60 HIMR persons at one
time and carefully design programs to serve persons with al! degrees of disability as
well as variances in age range (for gxample, a model center a(an institution for the
mentally retarded may serve persons from infancy through adul thood; a school for
the deaf may maintain a center that accommodates persons from birth to age 21).

d. Demonstration centers should evaluate and disseminate information on new and
improved methods for teaching.and managing the HIMR population.

12 Volunteer }\ction Groups PR *
a. Olgamud and supervised volunieer service programs such as thc Foster Grand-
parent Program should be created.and LSlabllShLd within all programs for the
HIMR. . .

b. An appropriate in-service training program. for volunteers should be cstabllshcd It
should include specific program goals and standards.

v

¢. Volunteers should assist with program activities involving both direct and mduu.t
s;rvncc to the HIMR popu,lauon
é) ' . .
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. 3 d. A profcssiopally sufervised coordinator of. volunteers or, if necessary, an emir:
volunteer service stall should be responsible for a comprehrensive” volunteer pro-
gram, natnely recruitment, training, and piacement of volunteers, adequate record’
Sccping,. and so on. )

olunteer programs should invite and initiate community involvement in as' *sting
with commumty activities'for the HIMR population.

f. Health clearanée should.be required of volunteers, this rcgulatioﬁ should be funded
‘ « ' by the specific HIMR program involyed.

7 4 . . L3S

(L8

g. Regular time periods should be arranged for each volunteer to work wuth the
professional staff to hcnllt;uc program continuity. . ov

. h. Special procedures should be established. to acknowledge contributions of volun-
- . teers. - .

An alternate list of ““on-call” volunteers should be.established to provide back:up -
support to rcgular"voluntccrskvho are absent from the program.

. . 13, Information Center . .
a. Apublic information service (for example, National Education Information Center

for the Handicapped) should develop information on the dual handicaps of HIMR.

-~ b. Professional information should be disseminated under-the-auspices of the Eduta-

tional Resources Information Center (ERIC), the Clearinghouse for Exceptional ¥
Children Information Center, the Office-for Handlcappgd Individuals,’® ora pro- -

. fessional organization funded for this purpose. -

\ -

(Y

s

; ¢. The proposed information center strvice should dlssmnnatc information with
respect to (1) current r&.sOUICLS available to the HIMR populatlon (2) Iltcrz(tul ¢ on
the nature of this dual handicap and (3) special studies on the HIMR population.

d. Dissemination of information should be accomplished through a variety of media
and should focus on programs for HIMR persons at all' levels (preschool, school age,
and adult). . ‘

‘y .

¥

D, Identification and -Assessment ) . .

Comprehensit e diagnostic services (including treatment) should be provided for al]
persons detected as high-risk or identified as prospective HIMR persons. These services |
should include provisions for formal screening, identification, assessment, placement, and
reassessment and be available through Departinents of Education, Mental Health, Public
Health, or other designated community agencies such as single-source service centers,
community mental health centers, or university-affiliated facilities. (Almost 60% of the
states have placementcommitt.es that assist in dc.u.rmmmg the appropriate placement of . .
each child. Reassessment is presently mandatory in 30% of the states. Efforts must be

, made to increase this requirement [State-Federal Information Clcalmghousc for Excep-

tional Children, 1973].) , a ' .
. . o . .

. Prevention o ?

[ ¢ .

"a. Prevention services should be implemented as a part ofsinglc -source seryvice center
programs or other appropriate community programs in-coordination-with public
health control systems, information conctrning prevention should be included in
all single-source service center programs, community agencies, and other services

concerned with the HIMR population.

b. Physicians and other appropriate pcrsonncl should be sensitized to the needs for .
ldgnuf)mg, prospective high-risk persons and be trained to accommodate this
population cither through genetic counseling and prenatal screening or through . . -
referrals to prevention programs. h

c. A Ingh risk registry to facilitate.the identification of mental retardation and audi-

tory impairment among newborns should be adopted; this registry should be

v established as a. part of single-source service center, university medical center, 01
public health programs. .

d. Medical care should be available to all mothers and infants considered to be at risk

2

#11.S, Dephrtment of Health, Education, and Welfare, Washington, D.C. 20202,
: : : £ .
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i
for complications during pregnancy, birth, and the postnatal period. This care
should include such preventive measures as genetic screening and counseling and

prcnatalhcaltluarc(fort.xamplc immunization programs, screening for the detec-
tion of infections and metabolic disorders, and so forth).

/

a. Programs for the early identification of lu.armg loss and mental retardation in
infants should be implemented in émglc-sourcc service centers, university hos-
pitals, community medical hcnlltu.s, or local health departments. These programs
should be established nationwide and should use multiple screening, tcc%mQucs as
well as a high-risk rcg “ster. When appropnatc the national network of university-
affiliated facilities should be used to prov|d<. tramlng to all levels of professional
and paraprofessional staff and sh6uld assist m the coordination of a national
screening and assessment program.

Eurly Identification and Intervention

c

The screening process should be uged in combmatnon with prevention, ipterven-
tion, and treatment and not in isolation; this technique should require Iml\agc of
health care, educational, and welfare systems. . s

¢. Screening should be viewed as a continuous process beginning at preconception
. and repeated \}uring the course of the preschool and school years. Those persons in
high-risk categories should receive more {requent monitoring whereas non-high-
risk infants should be satisfactoril- checked at regular immunization times (about
four times during the first year) a.th various procc/dun.s tailored for a given age.

d. Screening and assessment should be seen as a dynamic process that continuously
surveys children in the course of their maturation and development. Screening
should not be used as.a labeling process; rather, it should serve as a device for
delineating appropriate service plans. }

¢. Physicians-in-training and related anc;llal) personnel should receive instruction
on early identification of hearing loss ang mental retardation.

Assessment Coi .

a. Additional interdisciplinary diagnostic a8scssment teams similar to those existing
within university-affiliated facilities,should be available to provide complete as-
sessments at all centers for the hearing impaired and mentally retarded in accor-
dance with the assessment standards of the Joint Commission on Accreditation of
Hospitals (1973) and the American Speech and Hearing Association Standards and
° Guidelines for Comprehensive Language, Speéch, and Hearing Programs in the
Schools (Healey, 1973) \

b. Interdisciplinary assessment and reassessment should be provided with pdrental
or guardian consent by competent teams of individuals and include (1) a com-
prehensive wudiologic evaluation to determine typc and degree of hearing loss and
to explure possibilities of amplification, (2) intellectual/psychological assessments
(including tests that are nonverbal and culture free), (3) assessment of language/
speech/communication skills, (4) physiological evaluation (ifficluding medical,
otologic, ncurologlcT vxsual and motor function); (5) emational and behavior as.
sessment, (0) social case histories and social functioning, (7) education&lachieve-
ment, (8) vpcational and occupatlonalas%scmcnts and (9) determination of recrea-
tional needs. . . .

& All adults with hearing impairment and mental retardation should be provided

"‘comprehensive health care, counseling, and vocational servjces as assessed. ‘

d. Audiologic and other appropriate interdisciplinary services should be transported

. to remote local communities and catchment areas; the home base for such services

should be, whenever possible, located at a prograrn that can coordinate follow-up
comprehensive care. ;

. ¢. Individuals.who may be hcarmg |mpa|rcd }nd mcntally rctardcd should be pro.
vided mobile diagnostic units if they are unable to reach a single-source service
center, thébe mobile units should be staffed by a core interdisciplinary team com-
posed-of appropriate specialists such as an audiologist, communication specialist,
psychologist, special education teacher, nurse, work evaluator, and social worker.
These teams should provide coordination for local professional personnel and be

3
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E,; Teaching, Management, and Supervision
1. Educational l"rogramsllnstructional Services
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responsible to a parent ageney where appropriate action on theirfindings can be
taken. \ \\
f. Efforts should be made to determine the best means for infor nin\g parents and
guardians whp have HIMR cliildren of the availability of and nefd fo‘( comprehen-
sive assessmentservices, these efforts should include the development of guidelines
with rcspu.t to behavior that would prompt referral, the use of vhriou media, and

field lLblln[, of information service effectiveness.

g. Workshops, seminars, and other procedures should be employdd to ingrease the
skills,of those concerned with the education and treatment of the hearingjmpait ed
so that they can differentiate intellectual deficit fr om other causesof schoolfailure.

h. Periodijc review of the placement of HIMR persons should occur 1o ensure \ffuu\e
programming. In addition, those HIMR persons who are placld in com glumty
living*facilities should. have a status and job review at least evdry five yca\

3

-

#

a. Educational: services suould be.available for all hearing-impaired mentally Ye-
ardt.d persons from birth through and beyond 21 years of age apd should provide
each' HIMR person with the opportunity to dwclop and grow to his or hé
maumum\potcntml if necessary, existing legislation and the courts should be use
to-achieve educational jlistice for the HIMR population. _
Educational programs for the HIMR should be coordinated and superised by .

/ qualified persons.

‘c. A national evaluation system should be designed that stimulates and directs the
collection and analysis of data from programs for the hearin ~|mp'1|r<.d mentally
retarded including yearly evaluations that measure client-oriented behavior \

A

changes and’yield measures of the effectiveness of total programs.

d. Staff:client ratios should be established for the hearing. ilﬁpain.d mentally re.
tarded'that are lower than ratios established for the deaf and for the mentally
retarded at comparable dc\clopmcntal levels. i \

¢. Each educational program should encourage both parent and community involve-
ment. Parents or guardians should be encouraged to participate in professional
staffings assembled for interpretation of competencies, disabilities, and program-
ming needs of their.child. \

f. A professional journal or a section of an existing Journal‘ should be devoted to
information and materials regarding education of the HIMR population, this jour-
nal should be widely disseminated to all.programs, agt.ncws and persons actively

involved in providing services to those who are both hearing mlpaln.d and mentally
retarded. - . \

g. Hearing-impaired mentally ruardcd persons should be prowdcd the same medical
services that are available to nonhandicapped individuals, especially in the man- |
agement of otologic disease, palatal reconstruction, and orthodontic treatment. \

h. Hearing-impaired mentally retarded persons should be provided appropriate
prosthetic devices (that 1s, hearing aids or speech appliances). Provision of the 1
above services should be determined on an individual basis with consideration for ‘
the primary phiysical or sensory needs and the individual’s functional capabilities

1in tolerating treatment and It.armng to manage prostheuc devices. I
. ,Comprehensive instructional services should be available, these services should i
prowdc a broad spectrum of activities (both curricular and extracurricular) to all .
. HIMR persons from infancy through adulthood i

i

. j. Public schools should provide special Lducatlon programs for the HIMR population

t
tmILSS their condition or housing arrangement precludes attendance in these pro- |
grams; public schools should assume this responsibility as soan as a person is
dmgnoscd as having the dual handicap. \
i

k. Public schools should work in cooperation with single-source service centers to
arrange appropriate program plans for each HIMR person, if needed, contractual
agrccmcnts with other programs should be used.

) 77 ¢ ¥
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I. Public schools should establish programs that emphasize individualized instruc-
tion and fdcilitate Lht. current goal to “mainstream” handicapped persons by
soliciting assistance of additional resources. -

m. When appropriate, ‘public schools should assume l'LSpOﬂolbllll\/ for educational
programs within residential settings to foster continuity among programs and
fatilitate the transfer of pupils from one program to another.

n. Early education programs (for example, I-’cad Start) should contain spu.ml proi-
sions to enrich the lives of HIMR children as well.

0. Curriculum guidelines specifically.geared to.the HIMR population should be pre-
pared for all levels of education.

p- To meet the practical educational and t.mploymt.nt nu.ds of HIMR persons, \oca-
tional preparation programs should be cxpandcd .

. o . -
2. Vocational Employment/Services . \ L
a. Prevocational Programs

i
i. Prevocational pr'ograms shouldbeestablished as a part of all HIMR educational
programs; all HIMR adolescents should be involved in year-round prevoca-
tional programs for a-minimum of three years. .

ii. Appropriate personnel including special educators, worl.-study specialists, and
vocational rehabilitation counselors should act as supervisors of prevocational
programs. They should have direct contact with communltv resources and

[y

prospective employers. -
iii Facilities and equipment for prevgeational training should be adequate to meet

specificneeds forﬁth‘g.work being taught(forexample, adequate kitchen facilities.

for homemaking and appropriate garden tools for ground maintenance).

iv. Transportation should.be provided when necessary. (Most states have passed
legislation for transporjation of school-age pupils and these provisions should
include transportation to work centers as’necessary.)

v. Work-study specialists who are adept at serving as a liaison between educa-
tional programs and the world of employment should be on the staff of all
educational programs that serve HIMR adolescents (14 years and over).

b. Vocational Programs

i. Comprehensive vocational services should be established to meet the needs of
all HIMR persons; continuous updatmg of these occupational services should
occur to insure maximum success in preparing post-school-age HIMR persons
for the current job market. N

ii. Vocational services should incorporate a systematic progression of.instruction, ,

including career awareness, exploration, and experience to promote the de-
velopment of realistic occupational goals for each HIMR person.

iti. Activity center programs that serve adolescent and adult HIMR populations
should be improved and expanded. Where appropriate, these centers should be
a_part of regional demonstration projects.

iv. Activity centers should establish programs to promote the growth and de-
velopment of personal, home, community, and work-oriented skills. As appro-
priate, these programs could establish a joint agreement with neighborhood
special education programs. The activity center schedules the HIMR person (14
to 21 years) for one-half day and the public school for the other half. In this
situation provisions for financtal reimbursement by the public school board
should be established.

v. Activity centers should develop and implement standards and guldcllm.s for all
aspects of comprehensive program operations. <

vi. Provisions for enforcement of standards and licensing should be established.
Standards for Community Agencies Serving Persons with Mental Retardation’and
Other Developmental Disabilities (Joint Commission on Accreditation of Hos-
pitals, Accredifition Council for Facilities for lh(. Mentally Retarded, 1973)

-, could be used. «

N - 78

o)

-

’ &

hd




ERIC

Aruitoxt provided by Eic:

Issues and Recommendations

.
-

vii. Assessment’procedures for admission to activity centers should be performed by

Xiii.

. Xiv.

XV.

Xvi.

Xvii.

Xviii.

an interdisciplinary team of professionals. Provisions for a trial admission

. should be established to allow for appropriate placement of HIMR persons.
. Vocational programs and activity centers should employ fully qualifi-+ staff

and provide in-service training opportunities. THere should be an increas :inthe
employment of teachers of the hearing impaired, speech pathologists, voca-
tional rchabllltatlon counselors, and other, pc.rsonm.l pertinent to the goals and
needs of the HIMR population.

. Federal and state governments should assume more responsibility in fu.,ndmg

actmty centers.’

. There should be grcater mtc.grauon of activity center programs into rehabilita-

tion schemes for HIMR persons. Thése cefiters should establish definitive.roles
and coordinate programming fox‘ HIMR persons with rehabilitation and Lduca-
tion agencies to eliminate dupllcauon of effort. (For_a more detailed report on
activity centers, consult Activity Centers for Retarded Adults (President’s Com-
mittee on Mental Retardation, 1973).) .

.

i. Vocational programs should be established in all comprehensive rc.sndc.nual
«programs for HIMR persons. o A

i. Sheltered workshops to accommodate the degrees of dlsablllty, versatility of
acquired skills, and different Iwmg arrangements should be established for
HIMR -persons in all geographic areas of need (including private industrial
plants). Where appropriate, these workshops should supplc.mcnt existing shel-._

tered environments for the mentally retarded.

HIMR persons who work in sheltered environments should rcccivg a specified
. wage per hour established in accordance with existing state laws and regula-
tions for private or state contracts.
Supervisors of each sheltered workshop should (1) be oriented to lh(. special
needs of HIMR persons and (2) have an appropriate background and knowledge
of appropriate teaching methods. (Manual or total communication skills may be
necessary in communicating effectively with HIMR persoris.)

As needed, HIMR workers should be subsndlzcd to enable them to work and
remain in the community.

Standards for sheltered workshop facilities should be created in all states and
should be enforced.

On-the-job training acuvitics should 'b¢ encouraged, developed, and im-
plemented for all HIMR persons who exhibit the skills for such programs.
Industries as well as small and large business establishments should be encour-

aged to make provisions for HIMR persons who are capable of adjusting to their
particular work situation.

¢. Vocational Rehabilitation
i. Vocational rehabilitation agencies should commit themselves to the goal of

comprehensive services for the HIMR population.

ii. A-state rehabilitation agency consultant should be appointed to serve as an

iv.

overseer of state rehabilitative activities, coordinate the state’s service delivery
system, and act as a liaison for both state and federal business affairs.

. Vocational rehabilitation programs should be improved and expanded to meet
the needs of all HIMR persons nccdmg such services. Facility standards should
be enforced.*®

All vocational rehabilitation programs should establish working relationships
with other community agegcies and with prospective employers of the handi-
capped. Among the agencies or groups that should play a part in designing

“For further details consult Standards 707 Rehabilitation Facilities and Sheltered W orkshops, U.S. Department of

Health, Education, and Welfare, Social and Rchnblhlahon Serviee, Rehabilitation Services Administration.

“For additivnal information, wnsullS!andards for Residential Facthities for the Mentally Retarded Jupnt Comtuis
sion on Accreditation of Hospitals, Accreditation Council for Facilivies for the Mentally Retarded, 1971).
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effective v ocational rehabilitation programs are (1) state employ ment agencivs,
(2) community service organizations, (3) local associations forthe retarded and
the hearing impaired, (4) local industries and business, and (5) sational profes-
sional organizations serving the handicapped.

"v. Vocational rehabilitation agencies should develop outreach programs to ac.
commodate the needs of many f zgotten 'HIMR adults. »

Vil Statc;\ ocational rehabilitation agencies, offices of the superintendent of public
instr ucuon and other appropriate agencies should make khown to the federal
gover ‘minent the great need for inter state regional vocational training ceftgers for

“HIMR persons (SULh centers are a Becessity for students who .ncnotquahflcd
to attend -an educational program of hlghcr learning).”

\{ii. Employers should be encouraged to hire the handicapped. They should elimi-
nate unrealistic prerequisites (for example, written tests); state employ ment
personnel should carefully examine and modify procedures used by employers
in evaluating Job performance skllls. .

viii. When necessary, employers should redesign some jobs so they wilkrequire less
skill and will accommodate HIMR persons (this should allow highly skilled
employees ah opportunity to make better use of the time that has been spent on
routine matters).

ix. State rehabilitation agencies and state employment services should dev elopa
cross-referral system whereby all HIMR persons seeking training or cmplox-
ment could be served jointly b_v these agencies.

x. HIMR persons should be paid no less than prevailing wages in the area. Also,

they should be given all the benefits that vther \\'or]&{.::n the place of business
receive. . .

xi. The “Job Opportunities in the Business Sector” pl'ogrgm of the National Al-
liance of Businessmen should.be broadened tesspicifically include the HIMR
population.

-

3. Housing Services

a

(;

T . v t
Facility standards for housing HIMR persons should be enforeed as estabhished by

the Joint Commission, on Accreditation of Hospitals, Accreditation Council for
Facilities for the Mentally Retarded; regular periodic site visits should be made.
. Highly qualified personnel should be employed in all special living ensironments
for the HIMR. In-service training should be provided and required.
. Communijty-based group homes should .be established to house HIMR persons.
These residences should be available in all geographic areas identified as having
adult-HIMR populations,

. Residential settings shoq_ﬂ encourage more community-im olvement by promoting
pm ental interaction and encouraging HIMR persons to visit their respective homes
+ henever possible,

& o

4. Recreational Services

a.

Comprehensive recreational services should be established to meet the specific
needs of all HIMR persons; recreational services should be coordinated with or
incorporated within existing programs and services (for example,.group agencies
such as Boy and Girl Scout camps, YMCAs, and YWCAs). State departnients di-
rectly and indirectly concerned with recreation should combine efforts to accom-
modate the needs of HIMR persons. Recreational programs should be designed to
ensure participation by all HIMR persons regardless of degree of disability, age, sex,
and so on. Recreational services should include a multiplicity of activities to
establish lifetime recreational skills and opportunities.

. Existing public and private community recreation programs should be designed to
accommodate the HIMR population in the mainstream of ongoing activitics, provi-
sions should be made to allow HIMR persons access to recreation and parh sertvices,
employees of these services should be informed of the needs and recreational
potentials of HIMR persons. Inservice training opportunities for personnel should
be provided. Adequate transpor tation services to recreational facilities should be
provided for HIMR persons.
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c. Future federally funded recreational projects should accommodate the spccnal
recreational needs of HIMR'persons. .

5. Family Services

a. Universal counseling for parents of young HIMR children should be coordinated
with early identification and educational programs. In such counseling, care should
be taken to help parents develop realistic acceptance of hearing impairment and
mental retardatign, cope Vith it, and help their child in ways that will yield
parental satlsfacuoruarc\its should be made aware of the difficulties created by
this_dual handicap in the!development of communication skills, educational
achievement, and socialization. a

b. An appropriate agency (for uample single-source service center or state dcpa"f}/
ment of child and family services) should be charged with the responsibility
coordinating famjly counseling jcyiccs for-parents of HIMR persons.

c. Parents of HIMR persons should ¥e included in the planning, management, and
evaluation of programs.for their children.

F. Professional/Paraprofessional Preparation and Utilization

1. Professional and paraprofessional preparation programs should be expanded and
revised to include management of the hearingsimpaired mentally retarded popula-
tion. These programs should include short-term (in-sersice workshops and institutes)
preparation programs to upgrade skills of current personnel and long-term prepara-
tion programs that exténd the basic preparation beyond the level of Provisional
Certification (Council on Education of the Deaf) to provide sbccializcd preparation in
the area of mental rctardatlon.

2. Training programs should be established in mu.rdlsaplmary settings (for example,
university-affiliated facilities) to enhance channels of communication and promote a
clearer understanding of, and a sensitivity to, the total HIMR person.

3. Competencies should be developed to serve as a basis for professional certification in
the area of hearing impairment and mental retardation, these competencies should be
based:on requirements delineated by the Council on Education of the Deaf (CED);
paraprofessional certification should be referred to CED for consideration.

4. CED should work cooperatively with state departments in the adoption of upgraded
. standards. Guidelines for certification of teachers of the hearing-impaired mentally
retarded should be defined nationally and promulgated.to state certifying agencies.

5. One-and two- )c.ar paraprofcssmnal preparation programs at the junior and commun-
ity college level should be established in addition to continual use of noncredit ap-

proaches, these programs should be funded by gov ernmental agencu.s atboth thc state
and federal levels. .

6. Professional/paraprofessional training programs should give high priority to training
members of minority groups or hearing-impaired individuals, federal, state, and local
organizations should direct specific attention to the utilization of such individuals i in”
programs designed to serve the hearing-impaired mentally retarded population.

7. Professional preparatory programs should be established for counselors, vocational
instructors, and so on, to accommodate the comprehensive needs of HIMR persons.

8. Ongoing cuoperative in-service training programs should be available to all persons
working with the HIMR population, continuing education should be required of all
professionals and paraprofessionals who are working with HIMR persons.

9. In-service training programs should be provided.in a variety of settings and include all
disciplines involved in serving the HIMR-population.

10. Conferences and regular summer institutes concerning hearing impairment and men-
tal retardation should be given for personnel in the mcntal health profcssnons who are
serving HIMR persons.

1. University-affiliated facility programs should be established for the purposes of train-
ing professional and technical personnel who work with HIMR individuals in.an,
interdisciplinary -setting; when appropriate, these university-affiliated facilities
should be established in cooperation with services such as single-source service cen-
ters, residential schools, and so on.
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12. Specific universities should be funded to develop m‘odcl\professional preparation .

programs and to produce graduate-level personnel to work with the HIMR population.
G. Rwearch

% Ongoing cooperative rescarch programs (both biomedical and b(.ha\loral) should be
(.xpanded through universities, public schools, and community and governmental

A agencies, these programs should be supported by state and federal momes as well as
private funds to encourage interagency and interinstitutional coopcratloQ Longitudi-
nal rescarch to facilitate program planning and development for HIMR persons and
research concerned with prevention, treatment, education, habilitation, and rehabili-
tation should be conducted. .. ; \\

. Current research findings on the HIMR population should be compiled, analy zed, and
i disseminated through a special publication.
3

. Additional research specialists should be trai.ied to au.ompllsh specific research tash&s

in the prevention, assessment, and management techniques used in programs that i

have responsibilities for serving serverely and multiply handicapped persons.

4. Research to validate competency-based systems for training and utilizing p(.rsunnel is
strongly encouraged. .

5. Sincequality research provides the foundation for upgrading prof<.5510nal preparation
and assists in the delivery of quality services,.federal and state governments should
increase their financial support for research activities.

/
CONCLUSION—A NEW ERA: CONCERN AND ACTION

Today 's new era of concern for the handicapped, involving the establishment of a national
goal to provide full services (innovative teaching methods, mandatory legislation, the affir-
mation of legal rights to service, positive pressures for deinstitutionalization, and accounta-
bility) make attitudes of despair and hupelessness untenable. A reorientation in thinking will
require a concerted effort to inform public officials, professional workers, and the lay public
that special groups of people with multiple handicaps must be provided appropriate diagnos-
tic, educational, habilitative, vocational, and recreational services. However, the creation of
comprehensive services for the population with h(.anng impairment and mentalretardation
will not solve, altogether, the multiplicity of problems resulting from this dual handicap.
Communities still must learn how to accept the handicapped. An environment typified by
genuine understanding must prevail, and salient features with regard to the capabilities of
this population need more emphasis. Many of these persons can become self-sufficient, they
can become gamfully employed, and they can learn to communicate cffex.twely Sympathy
and misconceptions must be replaced by positive attitudes. All persons have the right to live,
to work, and to preserve their human.dignity.

Although the HIMR population has been recognized, gross inequities in the a\allablllty of
services can be identified in every state. Recognition of existing problems is not sufficient.
National, state, and local officials must strive cooperatively to correct and change the current
self-perpetuating status of inequality for these citizens.
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APPENDIX A
Airlie. House Conference Report:
Task Force on the Mentally Retarded/Deaf

‘ .
I
Office of the Assistant Secretary for Human Development
Office’ of Mental Retardation Coordmaflon
Washington, D.C. 20201

November, 1973

l. - Conference Overview

The Problem v ‘ /

Mental retardation alone and deafness alone are significant handicapping conditions.
When both intellectua; and auditory deficits are present in the same mdmdual the summa-
tion of the two handicaps is frequently disastrous for the individual and his family. In fact,
under current conditions, a mentally retarded deaf person (MRD) has only one chancein ten to
avoid confinementin a publie lqstltutlon for the mentally retarded or to receive services in.a
school for the deaf. MRD persons are.a discrete target population in the operating plans of few
governmental agencies. In recent years the focus of legisfation at national, state and local
levels has been mereasmgly categorical. Program'thrusts for the handicapped focused upon
“the" mentally retarded, “the” deaf, ““the” learning disabled, and other unitary handicap
target populations. Whilg categorlzatlon is a fundamental opération in science and in law,
there is no evidence to support the notion that human beings—the ultimate service
recipients—come p,ackaged with tightly knit scientific or legislative labels. The prevalente of
multlhandxeappmg conditions, particularly among;the severely-disabled, is extensive and

)

_ — e

increasing in relative, and probably, absolute terms.' Tunnel us;i)n policies have impeded
translation of this knowledge into program development for persons who do not fit squarely
within .the categorical confines of narrow legislation, Congressional and State legislative
committee structures are narrow .and categorical. Professional interest groups represent
narrow and categorical interests. Indeed, the history ofde\elopmg policy for the handicapped

is overwhelmingly a history of narrow, categorical program lhrusts at each level of govern-

ment. Many service recipjents have fallen between the cracks The mentally retarded deaf is
one such group. This is ”The Problem.” . ;

-

o

. 1

Who Are The Mentally Retarded Deaf?” P :

The mentally r&rded deaf may be defined operathnally as persons having a combina-
tion of mental retardAtion and hearing impairment of sufficient degree that they cannot be
appropriately served by traditional programming for the mentally retarded alone or the deaf
alone. Other handicapping conditions may also he present. The mcrdence and prevalencc of
this dual disability is unknown. \.

The best &Jrrent estimate is that 15,000 to 20,000 persons under the age of 20 years fit the
operatlonal definition of MRD. This estimate is based upon studles of children enrolled in

&

residential schools for the deaf and in public institutions for the. mentally retarded More

}
precise data will not become available until full service programs are created.,
Current placement of MRD persons is usually one of two service modes The';e are:,

1. Facilities For The Mentally Retarded PR !
This category contains by far thelargest numbex\ofldenmfled "MRD, most of Whom

reside in public institutions. Asa consequence of his dual disability, the MRD  person .

- N RN

!See, for example, Wishik, samuel. Georgra Study ‘of Handicapped Chldren. A Report on the SM/ I\ of Pmah:nw .

Dlsabxhlv. Needs Resources and Conmtributing Factors. The Project, 1956.
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seldom profits from the program offerings for the non-deaf majont) It is not unusual
for institutional staff to belatedly identify deafness as the primary handicap among
residents being mislabeled and misserved as mentally retarded or mentally disturbed..
In thesefacilities which frequently lack expertise in serving the deaf, severity of mental
retardation may be tlaglcally overestimated. Inappropriate habilitational/educa-
tional services scriously compromise the likelihood that an MRD child can bu.ome.
self-sufficient.

2. Public And Private Dav And Res:dennal Schools For The Deaf

The MRD is 8ften the last acccpu.d and least served in these programs, Quality of
. plogrammmg is frequently poor. Application of interdisciplinary .technology is rare
How evdr, within the United States there are a sufficient number of quality programs to

J. . cServeasa nucleus for program dew.lopmt.nt and expansion.
‘¥

ThL precise nuinber of MRD being denied services is unknown, but is thought to be
considerable. The U.S. Office of Education estimates that one million’ handicapped childien
are currently denied educational services. Many of these unserved children are MRD. When an
MRD person is unseryed, his deficits advance progressively with advancing age, and emo-

tional disturbances are a regular consequence.

fh

Conference Rationale’ .

- 1

JSeveral factors underscore the. tlme.lmess of this Conft.rt.nu. which focuses attention upon
the mentally retarded deaf.

1. Awareness Of The Changing Clinical. Characteristics Of Handicapped Childreri

Improved prenatal and pdrinatal care as aresult of medical advances have yielded
hlghcr survival rates for multihandicapped infants. At the same time, medical re-
search’has impacted significahtly on the adventitious causes of single handicaps (such
asdeafness). The net result ha's been anincrease in the provnortion of muluhanduappcd
children among the popu]atlon of handicapped persons.

2. Progress Iu Special Educanonal Remediation Techniques °

Prospects for amchoratmg the debilitating impact of mental rctardauon and
deafness have advanced i inrecent years because of increasing sophlstlcatlon in special
educationi. Examples portinent to the MRDsinclude. early detection and intervention,
indiyidualization of instriiction, expansion of the repertoire for teaching com®nunica.
tion skills, E_)eha\ jior modifitation, and improved media, materials and technology.

.

3. Advance I'n Audiology Resu ﬂng From Basic Audiologic Research And From Relevant
~ *  Advance In The Brodd Fieldlof Electronics

Thé MRD can benefit’ directly from recent advance.s in dlagnostlc audiology and
amplification. Theése advances which are both conceptual and technological include
increased understanding ofithe anatomy and physiology of communication, and the
elements in language dt.vcfopmt.nt auditory, evoked potential and |mpedance. au-
diometry; and microminatfirization of circuitry with |mprovcm¢.nt in durability,

* reliability, fidelity and gainjof hearing aids. .- 1
. 4. Iucreased Public Recognitioh That The Handtcapped Must Not Be Deprwed Of Their
: Rights To Appropriate Education And Trea  ent Services

Within the past several years, parents, professionals and concernedcmnns have
begun to demand that the néhts of the handicapped (especially the retarded) must be
respected. These demands 1havc taken the forms of successful litigation against
exclusionary and abusive lafvs and pollcu.s and the passage ofincreasingly imagina-
uve legislation’(and adminidtrative changes). These activities provxdt. an ample foun-
dationfor fuller efforts to insfire for the MRD theirrightsto trétmt.r. tand educational |
services., S

* .

Conference Structure 1nd Ope'railo’ns .

The, Working Conferences assembled an interdisciplinary task force of specialists in
' audiology, education, otology, pediatrics, program planning and evaluation, psychiatry,
psychology and social work. Thirty (bur participants représented the professivnal communuty

< }' 88
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serving the deaf, the professional community suwi‘ng the mentally retarded, and-the many
related disciplines providing services, conducting research, training pgrsunnc , and admmls-
tering programs. , -
/Participants convened at the invitation of Mrs. Patricia RCI“) Hitt, then Asmstant Secre-
tary for Community and Field Services, U.S. Department of Health, Education, and-Welfare
(I HEW) Two wurking conferences were held at Alrllc Huusx. Warrenton, Virginiaon Octobet
19.21, 1972 and-January 25-28, 1973, ¢

.

. To explore the many problems of the dual disability of mental rgtardatlon and deaf-
ness; e

2. To develop recommendations targeted upon lmpl oving services available to mx.ntally
retarded deaf persons; .

3, To establish links of communication and coopcration among profes nals represent-
ing the mental retardation and deaf communities.

The 27 conferees in attendance at the first-session ware selected because cach was known
to have a unique peteeption of the problem based on gxput*tlsc in more thanone arearelated to
mental retardation and auditory impairment. Pre- conférence reading materials, lm.ludmg
inyited papers, were sent te participants in advance '\(thc session. Invited pafigrs were
presented at the conference by R.J. Ruben, M.D., R. B. Dever, Ph.D., and P.A. Rittmanic, Ph.D.
Dr. Ruben addressed the relatwnshlp between heating Io& and mental rgtardatlon listed 12
areas of needed research 'md concluded with a call for early detection and treatment. .
Dever discussed the dfsciBline of applied linguistics and its application to the language and
learning problems ufth‘ RD child. He noted that certain dey elopmental linguistic progi ams
may be readily adaptabl to the MRD target population. D1 Rittmanic’s contribution, titled

"Program Consldgrathn for the Mentally Retarded Deafl” directed the conferees” attention to
the increasing prevalénge of multihandicapped children and to several preliminary deter-
rents to MRD program '(i 2velopment such as madcquau. survey research data and terminol-
ogy as well as deficiencies in available services. Dr. Rittmanic called for the initiation of a
national survey to determine MRD incidence and resources.?

1Cupies may be obtained from the Office of Mental Retardatiun Courdination, Ruom 3744 HEW North Building.
330 Independence Avenue, S.W.. \Vqshir‘lgton, D.C. 20201. /
' . ‘ 89 .

Conferces w re assigned to categorical work teams which focused upon needsi m rcﬁcargh
training, service, linkage (administration) and program evaluation. t /
Group assignments. were: - .t ¥
T Training . / Service _
3 N Madeline W. Appell ) Victor H. Galloway
Thomas R. Behrens . Leo Connor*
Stella Chess ’ Patrice Costello ‘
) William T. Darnell Herbert Goldstein
Paul A. Rittmanic . * Robert'J. Ruben - .
) &hard B. Dever * ¢ . Lyle'L. Lloyd
Helen Page - , Kenneth R. Mangan
Pafrice Costello — ! ; Wlllmm Darnell =
Joseph Parnicky | Paul’ A. Rittmanic
Victor H. Galloway o " Helen Page
. Herbert Goldstein ) David Rosen .
™, 7 7 Leo Connor G Samuel L. Ornstein
Patria G. Forsythe . Frank Withrow ;
Lyle L. Lloyd ‘ Wallace K. Babington
. Research ,
. Stella Chess James J. Gallagher '
Thomas R. Behrens " Stephen P. Quigley .
Madeline W. Appell - Doin Hicks
Louis Z. Cooper Richard B. Dever
James W. Moss John W. Melcher
Robert J. Ruben . . Robert H. A, Haslam oo .
’ ~ “
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. . . : s Linkage ‘. Evaluation ,
" Kenneth R. Mangan . James J. Gallagher
Joseph ‘Parnicky - Stephen P. Quigley

. Samuel L. Ornstein ' James W. Moss .

R _David Rosen u Louis Z. Cooper -
r John W. Melcher . Doin Hicks
‘ . " . Wallace K. Babington _ Frank Withrow .
o * e . .

- Group assignments were unstructured and provocative. Each team was asked to develop
its own modus operandi, to be wide ranging and unconstrained. Each individual was encout -
aged to wntrlbutc from personal perspective, the issues subjectively believed to be germane
to program enrichment and program deselopment for the mentally retarded deaf. A lengthy
list of upresvlved issues, recommendations, observations, laments (and wishful thinking)
were prodiced and recorded by the group recorder so dcmgnatc.d These products of
brainstorming provided a basis for more critical and targeted group interactions at the
January session,

Each participant at the szuar) sgssnon was reassigned to one of four work teams. These
teams were expanded by _the participation of seven persons who attended the Task Foree
meeting as part of the Stu.llnz, Committee of the Amesican Speech and Hearing Assodiation
(ASHA) project entitled “Rehabilitation of the Hearing Imparred-Mentally Retarded Popula-

. tion.” This project is supported with funds from the Rehabilitation Services Administration,
Duvision of Developmental Disabilitics. The teams were ashed to use the unedited product of
. i thc Octuber session as the starting point only and were asked to develop and pnontllc&m

“action document;” WHat should be done for the MRD? and ‘How? Assignments were:

I I
€
. . Madeline W, Appell ¢ . Louis Z, Cooper
Thomas R. Behrens | 7| William 7. Darnell
Shirley Berger Patria“G. Forsythe
. Richard B. Dever Victor H. Galloway .
James W Moss . ‘ Willizm C. Healey
Paul A. Rittmanic . Doin Hicks . .
Robert.J. Ruben . Jowava M. Leggett
David Yoder - John C. Nace ‘ ’
- { David Rosen ’ .
: ' ’ 11 - eIV
, S Wallace K. Babington : Patrice Costello
. William Castle . o Lyle L. Lloyd
. Stella Chess ' . Kenneth.R. Mangan
Leo Connor - John W, Melcher
N  James J. Gallagher »  Samuel L. Orastein
v S - Herbert Goldstein " Helen Page ¢
: - Alfred Hirshoren Barbara C. Sonies
Joseph Parnicky Frank Withrow
. s o
Each team presented its reccommendations to thé c‘ntilc grbup for discussion. After this
. discussion, cach team reconvened to refine its document prior to submission at. the final
N _ session of the Conference where e priorities were reviewed, A synthesis of this activity serves as
’ the basis for the Recommendations which appear as Part III of this document.
* F . 3 \\
] . ‘ ) N
» .A R LY - * ) / \\
v Il. "Conference Recommendations h
a ° v . . . v . M
! . This section contains a list.of recommendations for MRD program development. Central
to this list is the propusal of Federal legislation incorporating the intent of several Conference
Recommendations. Recommendations,are accompanied by expusitions relating to 1ationale,
® available resources and implementation strategy. “ <
. . 90
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Recommendation 1

An.Operational I)eﬁmmm Of Mentally Retarded Deaf Showld Be Adopted For Program
Qevelopmenl .

A mentally retarded deaf (MRD) person is an individual who has a combination of mental

,ruardauun and hearing impairment of sufficient degree that he cannot be appropriately

servedby traditional programming for the mentally retarded or the deaf alotte. The MRD
pgrson ay have other handlcapp;ng conditions.

Rationale

The uscfulness of a service-based definition of disability to facilitate program develop-
ment has been well confirmed by experience with the Regional Deaf-Blind Centers.

¢ ~

-
(544

Recommendation 2 ‘ -

The Mentally Retarded. Deaf Should Be Desxgnatcd As A Prxomy Target Population-By
Appropnate Federal, Stute and Local Governmental: Agencies And ProgressxonaI(Orgam._alwn.s
)

-

Rationale and Strategy -

Gorvernment policy formulation-is produced in an atmopshere of complex influences such
as Congressional, executive, professional and.the public at latge. These many centers of
influence, such as the Congress and its leaders, the “administration,” executive agencies and
private interest groups, exert many pressures, but no single element can necessarily impose

o priorities upon all other elements. Priorities that emerge respecting the distribution of public
resoulLes dre dt.tu mined by the interplay and resolution of actions and compromise taken by
partiupants. “Priorities”, therefore, can be cstabllshcd individually and collectively by all
interésted parties.

Two key ‘actors in this field of influence hayve already established national goals directly
related to the development of comprehensive services for the mentally retarded deaf. On
November 17, 1971 President Richard Ninon committed the Federal Government to two

» major, national goals: . . -

. To reduce by half the occurt epce of mental retardation in the Umtgd States before the
end of this century, and-

To enable one-third of the more than 200,000 retarded persons in public institutions™
to return to useful lives in-the community. °

In 1972. the U.S. Commissioner of Education, Sidney P,Marland, adopted a goal propos-
ing that full educational opportunity for all handicapped children be achieved by 1980 (75%
e by 1977). Achievement of the Presidential and U S. Office of Education goals involves program
duclupmmt.and delivery of services to the MRD pupulatnon The MRD in public institutions
are some of the most neglected and unserved or poorly served target groups among the
handicapped. Denstitutionalization means fuuusmg, new program thrusts upon unique MRD
health and educational needs. The Bureau of-Education for the Handicapped,.U.S. Office of
Education, estimates that approximately one million handicapped children are presently
excluded from a free, public education. Many excluded children are multlplc handicapped
and the exact number is unknown. MRD represent a large portion of such persons.
Recommendation 2 can be realized through concerted actions taken by influential
. dedision-makers to establish program dey clopment and delivery of services to the MRD as a
publu priority. Actions to be taken by the Department, for example, stem from its role in the
. mmplementation” of programs already adopted by Congress. Implementation involves for-
mulating appropriation requests and budget justifications for categorical programs obligat
ing the amounts Congress appropriated, promulgating and enforcing program regulations
and guidelines, and reporting to and infor ming the Administration, Congress, private interest
groups and the electorate on agency activities benefiting the MRD population. Therefore, the
mentally retarded deaf should be included as a priority target population in the operational
planning procedures of anartrﬁlnt constituent agencies. Inclusion is particularly nécessary
in pLummg procedures for cach program purported to target upon achieving Presidential and
Departmental national goals of deinstitutionalization and full educational opportunity. Fot
example, the needs of the MRD present an wallcnl opportunity for the Bureau of Education
for the Handicapped (BEH), Division of Develop mental Disabilities (D./DD), and Maternal and
Child Health Service (MCHS), to demonstrate coordihated, collaborative programming. Rgg

.

-
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ulations and guidelines for these gual vriented programs® shéuld be amended to “lentiy the

MRD as being a) chglble for service, and b) a national service priority. .-
Actions to be taken b) private interest groups toestablish the MRD as a priority stem from
_the nature of; their role 1n policy formulation. This role involves médiating constifuency
. interests and advocating pulicy pusitions to prograim rmanagers and program adopters in the
-Department and Congress. Hence, advocacy ofthe MRD as a priority should be undertaken by
vrganizations with existing service responsibilities for this target pupulatlon A list of the
responsible organizations would include, but not be limited to, the following:

-
-

1. Alexander Graham Bell Association for the Deaf .
2. American Academy of Pediatrics * .
3. American Association on Mental Deficiency \\ ¢

4. American Péychological Association .

. American Speech and Hearing Association *

7.. Council for Exceptional Children
8. National Association of Directors of State Programis for the Mentally Retarded, Inc.
9. Natlonal Association for Retarded Children . -
\0 Natlonal Association of State Directors of Spncnal Education
_IT. National Association of State Mental Health Program Directors '

12. National Association ofSuermtmdcnts of Public Residential Facilities for Mcntally
Retarded

13. United Cerebral Palsy, Inc.,

The private organizations listed above should direct their individual and collective
. energies toward establishing and dramatizing establishment of the MRD as a priority target
.population. These actions should be directed toward Federal, State and local agencies,
Federal, State and local legislative leaders, and also to..ard their own members. The con-
tinued support of the American Speech and Hearing Association, the Amerlcan Association on
Mental Deficiency and the Conference of Executives of American Schools for the Deaf is
essential. These organizations already have made substanual commitmgnts to program
development for-the MRD.

Program development for the MRD should bcgm with fuller use of existing resources at all
levels. These resources all too fiequently are administered through restrictively narrow
categorical programs in health, educaticn and rchabllltauon MRD regularly “fall between
the cracks.” One femedy 1s establishing the MRD as a priority target population. This must be
a multi-faceted undertaking, as indicatéd in the foregoing paragraphs.

. k3
‘Recommendation 3

Federal Legislation Should Be Enacted Authorizing Commutment Of Public Resources Speci-
- fically For MRD Program Development

Rationale and Strategy, .

"Program of substancc for the MRD will not evolve until legislative statutes specify their
existence and until program managers attach administrative priority to service delivery for
this target population. Such ministerial priority can be attached to existing programs as
indicated above in the discussion of implementation strategy for Recommendation 2. Confer
ence participants, however, concluded that certain acute MRD needs cannot be met with
present Federal commitment. The history of developing Federal pohcy for the mentally
fetarded and for the deaf is overwhelmingly a history of program development by statutory
-mandate,-For-example,.programs of substance for mentally retarded persons did not emerge
- untl statutes clearly specified, that mentally retarded persons must bé seived. Can we expect:

* MRD interests to fare differently? -

<

.1.Goal-oriented programs’’ refers particularly to Department administered prograns in Developmental Dis
abllnu.s (PL 91517}, Aid to Chuldren wn State Supported Schools (PL 89-313), Educational State Grants (P1. 91 230,
Title VI-B), Vocational Rehabilitation Grants (PL 66-236), ESEA, Titles 1 and 111 (PL 89 10), Vocational Education
State Grants (PL 90.576), Head Start(PL 92-424), Public Health Scrnu. Act,Sec. 314d, Mau.rnaland Child Health and
Crippled Childrens State Grants (Social Sccurity Act, Title V). )

i
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In 1955 there was not a single identifiable categorical mental retardation program or
structute in the Federal Guvernment: The extensiveness of Congressmnal concern for mental
retardation between 1956 and 1962 was uplessé’d through I(.glslatne authorization and
apprupriations in support ufautnltu.som mental health, vucational rehabilitation, education,”
maternal and child health, huspital construcyon, Social Security, neurvlogical diseases and
health services development. Mental retardation funds for these commitments advanced frum
$1 million in FY 1955 to $224 million in FY 1962.* Sources for this growth were protective
mentgl retardation earmarhs applied to Department Apprupriations Acts and administrative
privrity attached tu Departmental developmental activities in health and rehabilitation.
Categorical legislation speyifically and solely devoted to mental retardation was first enacted
in 1958 (Public Law 85-926), incorporating teacher training provisions. Between 1963 and
1966, pulicy expansivn included categorical Federal entrance intv health and educational |
commitments, facilities construction of ‘Mental Retardation Research Centers, University
Affiliated Facilities, and Community Facilities (PL 88- 164). The 88th Congress had enacted
Public Law 88-156, the Maternal and Child Health and Mental Retardation Planning ; Amend-
ments of 1963, and Public Law 88-164, the Mental Retardation Facilities Construction Act.’
Escalation was firmly established now, and forthwmmg enactments of health and educa-
tivnal programsprovided legislative vehicles for incredsed Federal commitment to the field.
In-1967 significant support forspecial education in the U.S. "Office of Education was inaugu-
rated with the statutory creation of the Bureau of Education for the Handicapped. Then car.ie
carmarkings of Congn.ssnonal appropriations for Titles I and III of the Elementary and
Secondary Education Act (1966), the Vocational Education Act (1968), and Head Start (1972).
In cach case, a portion of the total appropriations was specifically protected by earmarking
appropriations for services to the handicapped. Prior to these earmarkings, expenditures for
handicapped pb’\rsun's services were pathetically inequitable. Hence, carmarking in appropii-
atigns agd substantive Congressional commigtees applied to appropriation bills and varied
categurical programs in health, educativn and rehabilitation are protective antecedents of the
past two decades of developing mental retardation policy . Congressivnal earmarking of funds
for varied p‘?ugrams serving the mentally ret tarded have been bootstraps necessary to achieve
equitable program development for a minority interest, The lesson of this history for MRD
program develupment is clear. Federal statute should spu.lfy that MRD p(.rsons beserved and
should direct resources to this end.

The Mentally Retarded Deaf in a simpx and 1€3s complex society did not consti.tutc a
major problem. The health care and knowledge for and about such children’was so limited
that the probability of survival mtg,adulthood was very !»w. In fact.the probability of survival
after birth for many of these infants was not great. With befter medical know ledge and health
care today, many of these individuals have pormal life time expectancies of 60 to 70 years.
Knowledgeable perspnnel t¢ work with thiy severely handicapped population is almost
nonexistent. Of the experts wony ened for this conference, only one or two persongare w orking
full-time exclusively with the Mentally Retarded Deaf. The others arz cot. .erned professional$
who hav@ become aware of the problem through their commitment to cither the deaf vl
retarded person. The-population to be served nationally is relatively small, 15,000-20,000
persuns. The educational and habilitation problems are difficult and the prognosis for cum-
plete success is limited since few of these people will become completely self- sufficient
independent citizens. On the other hand, the prognosis for deinstitationalization of the
Mentally Retarded Deaf is realistic for perhaps 807 of the target population. Such persons
would be able to live in the upen community and work in sheltered employ ment areas. Both
the ost efficiency of such programs and the humanitarian aspects offset the dehumanizing
and costly programs currently serving.them.

Unfortunatcly. the costs are so great and the numbers are so small that State and local
governments do ot have a critical mass large enough to move to implement prograins for this
severely handicapped group. There is an urgent need for the Federal government to stimulate
the grow th of these very speaalized educational services bascd upon the economics of scale.
With 15,000-20,000 peuple natluna]ly in need of these new programs, the Federal government
should muster the nativnal resyufies in knowledge, manpower, and technology revenue to
demonstrate what thesé people &an do. Even with the court decisions mandating.education for

-

all, these children are likely to be the last to be served because of the great uncharted ground

‘required to be covered. Once the worth of such programs can be demonstrated in terms of

a

4Source. Braddock, David L., Mental Retardation Fumls, An Analysis of Federal Policy, Unpublnslud Ph. D.
Dissertation, The University of Texas at Ausun, May.1973.
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deinstitutionalization of the Mentally Rntal ded DLat the states can be eapected to support
such programs.

Confer.nee participants recognized the aell documnntnd hazards of categorical pro-

gramming. In fact, the current plight of the MRD illustrates one distressing structural flaw in

such programming. Howevet, these hazatds do not outw eigh the essential adv antages of the .

categotical approach for initiation of services to previously excluded target populations.
Cunfuun.n participants supported the concépt of planned incorporation of categotical pio-
“grams for the MRD into broad comprehensive program thrusts after a reasonable develop-
mental period. Therefore, special MRD legislation should be enacted during the coming year.
This legislation should contain.at least three basic provisions: N

A. Authorization Of A Nauomnd; Network Of Exemplary Service And Demonstiation Cen-
ters | - M

Tthc ccntus distributed on a regional basis, should utilize* C\erILnCC acquired in
the -Regional Deaf/Blind Centers program established, by PL 90-247 and in the Handi-
capped Children’s Early Education Program LSlabllSth by PL 90-538. These Centers
should provide a program designed tobiing to bear upon MRD children as eagly as pussible
in life, those specialized, intensive professional and allied services, methods and aids found
to be most effective to enable them to achieve communication with and adjustment to the
world around, them, so that they may have a useful and meaningful participation in
society. MRD Service and Demonstration Centers should focus on a full range of inter-
dls«.lplmal) servicts such as: outreach identification, diagnostic, evaluation, education,
treatment, \u«.atlonaltrammg.habllltatlon, medical and family services. Research, train-
ing and dissemination components should also be mcluded R . 4

B. Authorization Of A Natlonal chhmcal Assmtanc; Rcsourcc C(.ntcr For The MRD

Rapid expansion of MRD programs on a national basis can be facilitated’ S|gn|f|cantl)
by «feation of a center with 1esponsibility for delivery of technical assistance tothe model
Regional Centers. Assistance in program planning and evaluation, cupriculury deévelop:
ment, record keeping, ir “ormation dissgmination and replication cxcmpllf) the tecknical

assistance roles which aay be undertaken. The National Technical AgsistancesResource

Center would insure ost-effective program development and minimize duplication of

effort. Utilization of . centralized technical assistance center has been successfully dem-

onstrated in other F deral programs. For example, the “Technical AssiStance Development

System” (TADS), as fostered program dcwlopmcnt in early childhood education pro-

grams throughot the United States and a Dcvclopmcn‘al Disabilities/Tethnical Assis-

_ tance Systemhe secome opcratlonal o serve the 56 Developaterital Disabilities Planning

and Advisory ‘ suncils. The, proposcd National Technical Assistance Resource Center

~ would serve ¢ nilar functions. The Center would assist the Regional MRD Centers in

working wit' 3tate agencies to develop and deliver services to the MRD and would also
bear. respo'  1bility for developing-a comprehensjve registry of MRD persons. .

C. Authoriz 4 f\lationwicjc Survey TE)‘Asccriai‘n Thie Prevalence Of MRD And Identify Availa-
- ble Put < And Private MRD Resources

A alysis of these data would suggest directions for program development. The survey
should be supcrvnscd by the National MRD Technical Assistance Resource Center.
Nationwide screening and early’ dctcctlon procedures should also be developed and dis-
seminated by the National Center in cooperation with the Regional MRD Service and
Demonstration Centers,

‘Q Y
¢ _ o
Recommendation 4 -
Professional, Parents, And Public Officials Should Continue Pressing American.Social And
Political Institutions To Guarante,e Equal Rxgh!s For America’s Handicapped Persons

Vol .
Rationale . .

« % -

Litigation in the previous three years has b(.cn extensive. It has included the successful
contesting of certain State laws and policies regarding the:

—Right to appropriate treatment for handicapped residents of public institutions, the
~Right to public education for all persons, regardless of degree of disability, !ﬁhc
—Right to just compensation for labor; and
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—Right to fair classification, commitment, and protedtion froin harm. ~ **

Equal nghtsqlmga;uon will undoubtcdly continue to adorn State and Federal -court
dockets. A number of cases involving rights of the handicapped are discussed in the publica-
tion “Mental Retardation and the Law.”$

Law is one instrument of social change. Court actions protecting «.onsutuuonal rights ol'
the andlcappcd should be encouraged.

[

Summary - ’ :

Four uwmmcndatlons have been prcsnnu.d by the Natlonal Task Force on the Mentally
Refarded Deaf. These focus upon program development for the MRD population:

Recummendutwn 1. The loljpw mgopcmtlonal definition of mentally retai ded deaf should
be adopted by program planners at national, state and local levels of governinent: A .
méntally retarded deal (MRD) person is an individual who has a combination of mental

. utardatwn and hcarmg, impairment of sufficignt degree that he cannot be appropriagely,
served by traditional programming for the mentally retarded alone or the deaf alone. The
MRD person may have other handicapping conditions. -

Recommendation 2. The mentally retarded deaf should be designated as a priority target
population by appropriatc governmental agencies and professional organ]zations.

Recummendatwn 3. Federal legislation should be (.nactcd authorizing commitment-of
pubhc resources specifically for MRD program development. . '

Rwonmwndutwn 4. Professionals, parents and public officials should continue pressing
American society and political institutions to guarantee equal rights for America’s hand-
|cappcd persons, -

Implgmcnmubn of these Recommendations will offer new hopc for the mentally rctardcd
‘ deaf and thur families. v .

v

’ kg

* DHEW Publication No. (OHD) 74-22001 . ’

}/
&

«

-

*Avarlable from the Office of Mental Retardation Coordination, Ruom 3744 HEW Norlh Building, 330.Indcpcn
‘dence Avegue, S.W., Washington, D'C. 20201.
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¥ 4 The Hearingimpaired Mentally Re'tmd'ed: ; A . . . )
- Recommendations for Action . ‘v N ,
, . o ' * . RESOLUTION FORM- N
* PLEASE DO NOT WRITE IN THIS SPACE |, ' ; < N Pp.
£ d L - iy
\RESQLUTION NUMBER...coe. e, ) SUBMITTED BY: Leq1s]at1on/F1nance}
ACTION...Seebelow .. N . Administration (Group..I]
DATE....... /.\. ugust 28, 1974 ....0. . y Date-Subm}tted Auqust 27,1974
. . oon e )
S ~ ‘ (PLEASE USE THE FOLLOWING FORM) A V.
) WHEREAS, --X et , . L
............. e . and . - <., ..
WHEREAS, / ....... WSRO SOOI rrrnarnearaassad o} . SN L.
BE IT RESC?L’VED 17 e N ep s - .
N Lt et &, and . Lot e ] ” ¥
. * BE IT FURTHER RESOLVED That ......... .PLEASE TYPE OR PRINT. DOUBLE SPACE
s . I e el ]
1 WHEREAS the multi-handicapped 1nd1v1dua1 has more,than ahe: hand1cann1nq cond1t10n (i.e.
.‘f‘) N v N e .
o 3 deafness and menta1 retardation often 1nc1ud1nq non= funct1onjnq commun1cat1ve and social
p - - . . ‘ ‘ . )
' 5 skills), and ‘. . ) g . o
- - Y » . . A ) \‘~, R
'4‘ . * . " . . P

5 WHEREAS, the combmed hand1caps resu]t in a faﬂure of comprehensive health, soc1a1 and
r [ 2

educa t1qnal programm'i ng R and ,

»

N 7 i . - _ . . \

> -« IS g <~ ~
- A

g WHEREAS, the estlmated Ur‘eva]ence of the population of such spverp'hv handicahped persons

£ P

. M . N

g»_1is approx1mate1y 20 to 25 thousand and - '( - \' -

St

. - Y -

« r ' : ’
10 £ . . *

. T - ;
11 WHEREAS, because of economic limits few states or other political subdivisions have *

12 assumed enh'ghtened uses of common resources .to insure an equal quality of life 'for' these

g

~

13: individuals, ] i

o

14 ~
15 BE IT RESOLVED .That the fedéra] government assume the respons1b1hty for st1mu1at1ng the

16 development of a continuing 1ife program for th1s target population which 1nc1udes hea1th

education, living env1ronments, and occupat1ona1 and recreat1ona1 opportunities as related

17

18 to the pers1st1ng prob]ems of th1s target popu]at1on ~' N

19 - - AL — \

20 : : ;
. . ‘ : __Approve 43

oo . ‘ I e . . Qisappro‘ve 1

23 : t . * Abstain 0
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N

state, to state, and o

¢

3

‘a NHEREAS, the federal courts have clearly established that all handicapped people are

entitled tb equal rights as'United States citizens,

.5 .
e .. . - " - 3 l _ - b
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10 for hea]th, educational services, and standards for mininum huma;;gare in all fedgra1
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ACTION.....se€..below : (Gmun u)
DATE........AUQust 28,..1974 _ Date Submitted: Audust 27, 1974 .
7 (PLEASE. USE THE FOLLOWING FORM)
WHEREAS .
and °
" WHEREAS, ‘
BE IT RESOLVED That ‘
, and ‘ o . : .

BE 1T FURTHER RESOLVED, That .............. PLEASE TYPE OR PRINT, DOUBLE SPACE'
1__WHEREAS, not all children with hearing impairment and mental retardation at the prp-i =
o schooi level are being identified, and N
3 J
4 wHEREAS, parents and~~ hers responsible: for the care and treatment of these children may

¢ not be aware of the availability and/or need for comprehens1ve assessment ;

Py

7

T

7_BE IT RESOLVED, That efforts be made to determine the hest means far informifg these

g persons of the‘availability of and need for such assessment services, including the

o__development of gu’delines with respect to behavior that would prompt referral,

the use

\ -

10_of various media, and field testing of effectiveness.

11

1? . .

13

14

15

16,

17

18- ' ~ s

19

20

21

Approve

35

22

Disapprove

0

Abstain

At
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v ) T ’ Appendix B
. : RESOLUTION' FORM Page
PLEASE DO NOT WRITE IN THIS SPACE . of oo,
RESOLUTION NUMBER.......... 2 . SUBMITTED BY: _Ldennﬁsmgnﬂgs_e_gmt )
ACTION...5ee. below ~ (Group 11)
DATE.....Auqust 28, 1974.......... » i Date Submitted: Auau§t 27, 1974
‘ (PLEASE USE THE FOLLOWING FORM)
WHEREAS, i~ ' . .
" feeoren. , and
WHEREAS, SRR L
BE IT RESOLVED, That . -
, and & .
BE lT FURTHER RESOLVED That weeeeeeeeeenee PLEASE TYPE OR PRINT, DOUBLE SPACE .

1 MHEREAS ch11dren who are mentally retarded often have hearing 1mpa1rments wh]ch are

» unaetected or often difficult to confirm, and

- #
“ » n

4 WHEREAS, the initial detection of hearing impaired mentally }etarded children is compl~x,

*

£ often requiring multiple visits and specialized personnel, and

7

WHEREAS, resources are frequently not available or accessible in local communities, and
: -

8

o WHEREAS, it is frequently impractical for children to be transpo}ted long di§tance; from

lhgitheir homes for comprehensive assessment,

11

»

12 “BE IT RESOLVED, That services be transported to remote local comnunities and catchment
. . M i - °

4

13 areas, and

14

. . .
15_ BE IT FURTHER RESOLVED, That for the purposes of identification, these services consist

16__0f audiologic and other appropriate’interdisciplinary sehvices, ahd

17 : -

-

18 BE IT FURTHER RESOLVED, That the home base for such services be, wherever possible,

19 located at a program that can coordinate %011ow-un comprehensive care,

20— -

21 5 Approve 33
22 \ ' Disaﬁprove 0
23 - : . = MAbstain @




~ The Hearlng-lm,;aired‘Menully Retarded: ’ .. ’
‘Recommendations for Action . L o

: RESOLUTION- FORM - Page
. PLEASE DO NOT WRITE IN THIS SPACE . of  pp.
RESOLUTION NUMBER......c..3.-errene _ SUBMITTED. BY: Ldentification/Assessment.
ACTION...5€e.below......... ' (Group I1)
DATE......August 28; 1974 L ) ) Date Stubmitted:; August 27, 1974
(PLEASE USE THE FOLLOWING FORM) -
WHEREAS, .
o and [
WHEREAS,
BE IT RESOLVED, That
. , and
BE IT FURTHER RESOLVED, That .ov.vovee PLEASE TYPE OR PRINT, 'DOUBLE SPACE

1 WHEREAS, hearing impaired children may fal] to benefit from_reqular preschool and school
. ” k4

_. 2 _programs because of ‘intellectual deficit, and

-

1Y

]

L4

4_ WHEREAS, it is important to differentiate intellectual deficit from other causes of school

- PR

g failure,

[y

. .
6 ° N - . [
- - ’

-~ & BE IT RESOLVED, That workshopé, seminars and other procedures be employed to increase'the

q Skills of those concerned w1th the educat1on and treatment of the hear1ng impaired so

"

R

N that they can d1fferent1ate 1nte11ectua1 deficit from other causes of school failure.

10

11

12 :

13 . .

14 : . . 'm‘ - ‘ i .

15. ‘ e

1

16 AP R -

17 : ‘ : -

18

19

20,

21 :

22

na . .
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) Appendix B
. F - . —
: .~ "RESOLUTION FORM - ‘
,"" PLEASE DE *I=T WRITE IN THIS SPACE ~ zfgf‘-—;
RESOLUTION NUMBER..........4...cco.....  SUBMITTED BY: L_entiﬁcatwnZAssessmen
ACTION....S€e.below . ... . T ‘ (Group 1) -
DATE........Auqust..28..1974............ . Date Sitbmitted:_Auqust 27, 1974
e N , _ -
i — .(PLEASE USE THE FOLLOWING FORM) : >y
) WHEREAS, <evovzeeenrene R :
: ; , and
WHEREAS, .
BE IT RESOLVED, That
..... »and . ' - R
BE IT FURTHER RESOLVED. That ....co..c.. PLEASE TYPE OR PRINT, DOUBLE SPACE

1 WHEREAS, school age children and adults who mav be hearing impaired and mentally

1

» retarded are located in various day and residential institutions or hab111tat1on programs

o throughout any one state, and

. . R N .
~ v v t

T4 . ] . )
- ' ‘ . - “ ) ) . b
g WHEREAS, effective initial assessment of these individuals demands extended evaluation,
— - — T -
. . A ]
6 i . _ : _ , \

\

-

7__BE IT RESOLVED, That when tranéportation to and housing of these individuals in a regional

g center is not;pract1ca1 the parent aqencv shQuld_emnlQx_mQb1le_un1Is_IQ_reach_Ihlﬁ_________
9 popu]at1on, and i : - \

11_BE IT FURTHER RESOLVED, That these mobile units be stafféd by a core interdisciplinary

10—

., .. ‘
1o team composed of appropriate specialists such as an audiologist, communication specialist,

13 psychologist, special education teacher, nurse, work evaluator, and social worker, and

. 14 i .
15 BE IT FURTHER RESOLVED, That the mobile unit team work with and coordinate with the local

16 professional personnel, and s : -
v iy
17 - , _ - — —

1g__BE IT FURTHER RESOLVED, That this core interdisciplinary team be responsible to a_parent

19___agency where action on the team's findings and recommendations can be_coordinated and

2o__implemented with other agencies and established programs, .
01 ‘ X Anprove - 42
P : Dissaprove 1

03 ‘ ) - . Abstain 3




“ "7

. The Hearing-impaired Méntally Retarded: ‘ X )
. Recommendations for Action . to .

; RESOLUTION ‘FORM
 PLEASE DO NOT WRITE IN THIS SPACE .. X zfg&j
RESOLUTION NUMBER.......... T "SUBMITTED BY: i se
ACTION...s€¢. below (Groun II) .
DATE......August. 28,..1974 . Date Submitted:_August 27, 1974
. R ; , - 4 (PLEASE USE THE FOLLOWING FORM) "

 WHEREAS, ... . - | o ,

..... -~ SOOI - : | . .

WHEREAS, . , ) )

BE IT RESOLVED, That..... e y

...... - ,and - v

BE IT FURTHER RESOLVED That eeoocerereeees ‘ PLEASE TYPE OR PRINT, DOUBLE SPACE

~ N - —

]
1 wHEREAS admwsswn cr'ltgr"la for residential olau:menf .of the hearing impaired and the

2 retarde/d have not always heretofore 1nc1uded mtermscmlmarv cqmnrphenswe diagnosis
/ .

3 and evaluation, and

-

- R

4

" & WHEREAS, incomplete assessments may have resulted in inappropriate placement of children

¢ and adults into training ce;nters for mentally retarded and educational programs for

LS

T 5 _hedring impaired children and-adults, and -

8
o_ WHEREAS, inappropriate placement may prevent the maximum educational. social, and personal
‘ . ! ) . “ B ) )
10__development of these persons, S .
* 11 > ‘ -

12__BE IT RESQLV.EMWMEWW&M&MWQ_

13 w1th1n Un1vers1ty Affiliated Facﬂ]hes rmonde complete aqseqsmpntq at all centers for

14__the hearing impaired and mental]v retarded in accordance ‘mih_the_ﬁsmsn{en;_sianu_

“15__the Joint Commission on Accreditation of Hospitals, and

L3

16.

17 BE IT FURTHER RESOLVED, That federal funds be made available on a matching basis to the

18__States for the specific purpoie of providing such diagnostic and assessment services. . -

<

e o ‘ x
20
21 _ : . Approve 37
9\9 S b : Disapprove 0

24 i - » Abstain 6
“ 108 ‘

s .




s ~ ' ; ' Appendix B8

. PLEASE DO NOT WRITE INTHIS SPACE

RESOLUTION FORM

Page__.‘ - )
of pp.

"RESOLUTION NUMBER..........§ .......

SUBNHTTED BY: Ident1f1cat1on/Assessment

ACTION...S88.DE1OW....oroverccserrreen o (Group I1)
DATE...... August..28.. ]9741 Date Submitted;August 27, 1974
_ - (PLEASE USE THE FOLLOWING FORM)
WHEREAS, ..vueersarrnsenassecssnsssrssssnssrmassssassserss ]
eeescatara Ceredisanace vereesy AN ) - .
WHEREAS, . ..... = . L
" BE IT RESOLVED, That wrovrrmivsrtrsres . <
....... ) ang ) T .
BE IT FURTHER RESOLVED, That . N PLEASE TYPE OR PRINT, DOUBLE SPACE

.1 WHEREAS, the hear1nq 1moa1red mentally retarded child and adult present unique d1aonost1*
5 prob]ems whlch are best served by a highly soohlst1cated 1nterd1;c1n]1narv assessment,temn
3__having comprehensive diagnostic facilities at their disposal. and

. , . |
5 WHEREAS, identification and assessment centers for the deaf/blind possess the basic
6 . resources and organ1zat1ona] structure condt-cwe to differential asséssment of mu1t1—

7 hand1capped& children, ‘ B .
8 - S— i
g BE IT RESOLVED That present 1eq1s1at1on under Part C of the Educatmn of the Handicapped

10 Act 1nc1ude prov1s1ons for and fund1ng of programs for aH chﬂdren and young adu]ts ’
11 suspected of having at least one sensory 1mpa1rment in add1t1on to-any other susoectedw
19 handicapping conditions. , . T T T

13 " ‘ '

1 4 :

16 |

17 R
18- .
19, ' - ’

20 ‘ /

217" ' ) " ) L Approve . 38

09 Disapprove 2

03 " Abstain . 0

109 Y ’

.




The Hesring-impaired Mentally Retarded: . ' ' .
Recommendations for Action . . .
. L'l .

. RESOLUTION FORM
'PLEASE DO NOT. WRITE N THIS SPACE . : . ’ ﬁfge—pp ,
RESOLUTION- NUMBER.......... AR SUBMITTED BY: Identification/Assessment
ACTION...588.D810M. . oo cecrccecercen . __(Group 1I)
DATE.....AUQUst. 28: 1974, ..o | Date Submitted: _Auqust 27, 1974
. ' S (PLEASE USE THE FOLLOWING FORM) | B v
1 WHEREAS, .. p— . : '
K o freeesneey NG ' C
WHEREAS, ..... - o
BE IT RESOLVED, That ..... chsemaruesssenessesenes 4 . ) . '
...... , and ..
’ ermmnmnmmWDTMt .............. MMﬁTWEmammrDmmwswms

1 NHEREAS adu]ts who are hear1ncL1mpa1red and menta]ly retarded wﬂ] need continying care

en

'c 2 and fo]]ow-up,

3 -

'4 BE IT RESOLVED That all adu]ts w1th heamng 1mpa1rment and menta] retardatmn be provided

5 r‘omprehenswe hea]th care, counsehng ahd vocational services as needed and

_‘ ' 43. .
I E

7__EJLHLRIHER_RES.QLMEQLIhaI_thQ&e_NhD._ane_pJﬁced4n_meumfv lwma famhhm have a

-~

g__status_and- iob rev1ew at least every five years,

-

- <
. .
9 —_—
" . -

10

‘1

21~ 4 \ Lo Approve 27 .
22 . \ . D1sapprove 5

23 " N " pbstain 11 .‘

HN ' .




o

Appen&lx B,

)

Y RESOLUTION FORM e L Page-—
PLEASE DO NOT WRITE IN THIS SPACE ' . of bp.
RESOLUTION NUMBER...-..,..&.’S..’ ........ ¢ SUBMITTED BY: Identification/Assessment
. | ACTION...588..halgW.~................ - : (Group II)
. | DATE....Rugust 28, 1974, ... Date Submitted:_August. 27, 1974
. - (PLEASE USE THE FOLLOWING FORM).
‘WHEREAS, funs - e L
. ., and .
WHEREAS, ..ereeececrcnnerssnacrssnesnans . . ’ R - -
BE IT RESOLVED B 13- SO )
,and Je . . -
BE T FURTHER RESOLVED That .. .- ) PLEASE TYPE OR PRINT, DOUBLE SPACE
* - AR
1__WHEREAS, some hearing impaired mentally retarded individuals have been denied treaiment
2__such as surgery indicated for otologic disease ang‘nalatal-dehta] deviations. and have
3__been denied the benefits of hearing and speech prosthéses solely on the basis of their
a Sub-average functioning level, and ‘
. q . . v

6 NHEREAS hearlng impaired menta]]y retarded individuals have the same constitutional
7 rights to treatment and educatlon as do all other 1nd1v1dua1s,

8 . : : ’

9_ BE IT RESOLVED, That hearing impaired mentally retarded persons be provided the same
10__medical services that are available to non-retarded individuals, especially in the manage-
11 ment of otologic disease, palatal reconstruction,” and orthodontic treatment, and

: u

12
11' BE IT FURTHER RESOLVED, That hearlng 1mpa1red menta?]y retarded persons be prOV1ded
14 appropriate prosthetic devices (i.e. hearing aids, speech appllances), and
15 . .

16 BE IT FURTHER RESOLVED, That provtsion of the above services be determined on an_individual
17 basis with due consideration being given to the primary physical or sensory needs and to
. ' - . 7
. 18, the individual's functional capabilities in tclerating treatment and in managing or .
10__learning to manage prosthetic devices. - ' ’ ' —
20 Approve 36
21 oLl bisappfove 1

22

~~Abstain 0

¢




.

‘The Hearing-Impaired Mentally Retarded: ) .
Recommendations for Acfion ‘ ’
e *

RESOLUTION FORM )
_PLEASE DO NOT WRITE IN THIS SPACE s fag"—g .
RESOLUTION NUMBER ........ 9%, SUBMITTED BY: Ident1f1cat1on[Assessment
ACTION.... : ' . (Group 'IIY
DATE .. mseeeeeemescereeseseeseemnassssenes “ . ) Date Submitted: _August 28, 1974
g . - (PLEASE USE THE FOLLOWING. FORM) )
'WHEREAS ................. . , : S .
b eesesrence : and )
WHEREAS e, ) )
BE IT RESOLVED That .......... meenenssseenenns -~ oo . <.,
..... , and - ) I
BE IT FURTHER REEOLVED. That ceeeremeneene PLEASE TYPE OR PRINT, DOUBLE SPACE

1__WHEREAS, the hearing impaired mentally retarded_pqpulaf?ﬁg encompasses a multiplicity of

5 degrees and kinds of handicans, ‘

K4

3. . .5 ) ' ‘ . ° ) < '

BE’IT RESOLVED, That interdiscip]ina#xfassessment procedures be used in the diaqnosis,

5 eva]uatlon, program p]annlng, p]acement and diagnostic teach1nq4procedures for all hearing.

-~

6 1mpa1red menta]]y retarded persons, and

o

7 i _ ) . Lo : _- A
q BE IT FURTHER RESOLVED, That interdisciplinary assessment and re-assessment be provided
(1)

comprehensive audiologic eva]uat1on to determ1ne type and degree -of hearing loss and to

g With parental or guardian consent by competent teams of individuals and include:

10
1 explore poss1b111t1es of amp11f1cat1on, (2) 1nte11ectua1/psycho1og1ca1 assessments; (3)
19 assessment of 1anguage/speech/commun1cat10n skills; (4). physiological evaluation
13 (1nc1ud1ng med1ca1, oto]og1ca1, neurological, v1sua1, and motpr function; (5) emotiona]
1 and behavjor assessment; (6) spcial case h%steries and social functidning;‘(7) educatienal
15 achievement; (8) vocational and occupational assessments; and, (9) determination of
6 recreational rieeds.
17
R " : ,
19"
) 20 - Approve 28
v 21 Disapprove 3
.- i i Abstain .2




- Ty - ¥ I3
Appendix B
. N RESOLUTIGN FORM
'PLEASE DO NOT WRITE IN THIS SPACE , ?“755
RESOLUTION(NUMBER....c..... | . SUBMITTED BY: Teachmg/Managemenc/
ACTION..... 888,080 c.ccomeecnicmncernnns ision .
DATE.........AUQUSE..28.. 1974 - “ Date Submitted: August 27, 1974 -
X (FLEASE USE THE FOLLOWING FORM)
WHEREAS, .eruuuenrieumsemsensmassssens . . .o .
. , and , . - s
_ WHEREAS, . - . < - RN
BE IT RESOLVED THL oo x . : =
and ! 2t : .
BE IT FURTHER RESOLVED That .. oo PLEASE TYPE OR PRINT, DOUBLE SPACE

1_ WHEREAS, it i< necessary for l}eari.na im.na.ired_ mentally retarded persons to redeiu%
p supbo‘rtive'z services throughout their life span, and
- . B . ] . v

3 T ;

4 WHEREAS, numerbus community age?éies providg these services, - . ) \"

- : B | R

6 BE IT RESOLVED, Thé;t legislation in each stat&dpsigr;a'rp a_single soupce (r!i_m:rf‘inraj)’ -

7___agency ;ith power_to_involve appropriate agencies to insure (nvprspp)'that,heaﬁing,

8_ impai&eq mentally retarded persons receive all necessary and_apnronriéf% services needed

o~ throughout their lives, and i - »

T, ‘ ' i s . N

10 — - — — = - » ' — =
11 BE IT FURTHER RESOLVED, That 1egi§1ation'be considered by the states to mandate year-round
12 ‘educational services for hearing impaired mentally 'rjetarded persons from birth through, at
13 1éast, twenty-one years-of age, and ) | .
] — . — — v v ;

1 , .

\'.1;'; “BE IT FURTHER RESOLVED, Thaf acpncmc. mvn'tved mih_heamng_lmpalned_m..__.]lgLneiax:de.d_
16___persons assume a level of respons1b1'l1tv fo?\servwm as designated hy the attached chart. ‘
17 — H—

18 - -
Ty 19— _
20 e .
21 : ., - - . _Approve ']‘9
22 ‘*see attachment (p.114) Disapprove 11
- ' - Abstain 11

&




BN A ) B \ ' - S v ~
‘ ~ 3 te ' : N t
The Hearing-impaired Mentally Retarded: ¢ / .
Recommendations for Action LENN .
o_{ L4 S
L ! Components of State Plan Sefvicesy .
1
3. | , ) Life Span - . . i
- 7 v - . - . <1
’ Services ;‘ .Birth Childhood |Adolescence | Adulthood Aging . Death__| \
i « . © '
¥ - 7 PRI
g ' h 1‘
N ’ w3 .
- I N . )
| * -
Case MAnagement S - ,
S | S : Bl
: \ S 4 . : ’ —
1 ) N
Pre/Elemy/Sec.Ed. - _q
TR | . | \ Ed/Trg.
Continuing Ed. s § > g{:nf:-” .
‘ ¢ > N - 'R O
Ay
1 4 .
« a - -
. . . .:.. . \-f‘ .
Voc. Habilitation | ' , ——— , .
. R . - .
L T
! A ( ” . ot
. , . N )
.Employment _ﬁ *
:‘«1 r\ “ 2 ‘ - A
hd L
‘ , - - -
ﬂ [y e " - .
. | :
Med 'Health _—ﬁw
A ! -
y . . ¢ i e
LI . ' 4 N ' . ’
’ . . iN Support
Wélfare __ﬁ > pl?_
. ’ : ' e ! Services
N ,
5 < .
s - F] . -
Fuster Placement '—ﬂ
L] ' w
Je L ' ' . |1 ’ 1
kM('ntal Health - —
. «. ) \
. - - . . .
’ oy “ |
] - |
s _ NI '
Q . ~ : . "
D ‘ !
ERIC . | 1 :




*,

Appendix B

PLEASE DO NOT V/RITE IN THIS SPACE

RESOLUTION NUMBER.......... 2k
- ACTION see below . .

oo RESOLUTION FORM

of

1 Page

pp-

SUBMITTED BY:
Supervision (Group III)"

..DATF August..28.,..1974 Date Submitted: Auoust 27, 1974
Y ‘ 4 ' i
) - (PLEASE _USE THE FOLLOWJNG FORM)". ; <
"WHEREAS, . ‘ o . K
eeeeeeetseeatesseaeatesmsestassmessasasestassasaraass lu,and - . . - s
© WHEREAS, ..... R , " .. R N

BE IT RESOLVED L 171 ST -

: \
BE lT FURTHER RESOLVED, That .............. PLEASE TYPE OR PRINT DOUBLE SPACE

wHEREAS the parents orjuardmns of the hearmq 1mna1redmgn_.a]_u_r_e_tﬁrdgnggngm_]Ly_

-

un1que re;ponS1b111t1es and concerns, , . . -

»

——

‘BE IT RESOT_VED That parents or guard1ans be enc0uraged to Qart1c1pate in professwna]

staff1ngs assemb]ed for 1nterpreta£1on of competenc1es, d1sab111t1es and programm1ng needs

of their child. e . T ‘ )

10

‘11

12

13

of

14

15_

16

17

18.

19

20

&
N Approye 38

21

Disapprove 0

22

~ i Abstain 0

23

*appeared previously as Resolution #3

115 - .
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The Hearing-impaired Mentally Retarded:

Recommendations forAction

-t

. L2 -
' ) : RESOLUTION FORM
PLEASE DO NOT WRITE IN THIS SPACE S?g&T
RESOLUTION NUMBER.........3%.......... SUBMITTED BY_Eacmﬂngm
-ACTION : - Supervision (Group IIJ) 7
DATE Cevaeieenes ) . “ Date: Submltted August 28, 1974
- . . «'  (PLEASE USE THE FOLLOWING FORM)
WHEREAS, : "' fananns; ) ‘ .
: ) , and
WHEREAS, : , :
BE IT RESOLVED, That . ( . : -
Cevenmnsermassaeness . , and b i
- BEIT FURTHER RESOLVED, That .......... P PLEASE TYPE OR PRll‘j'T' DOUBLE SPACE
ry ..
1__WHEREAS, a critical need exists fon teachers uhq possess specific skills for deahno .
9 wﬂh the hearmq 1mpa1red menta]kv retarded nonu]atmn (such as tha1nter¥ac1ng of
3 'deve_lpgﬂgf_tgl 1ir:_qpaqe (Bﬂwms w1th life sityation needs).
- 'ﬁ‘w“f"" | | |
5 BE IT RESOLVED, That support programs for professional training of school personnel,
¢ retraining of allied professionals, and in-service training be given top priority by
; state departments of education, and '" : T
g N -
¢ ' -
9 BE IT FURTHER RESOLVED, That ™ quidelines for certification of teaghers of the hearing
_10__mpaired mentally retarded be defined natwnaﬂy and promqlqated to state certifying
11__agencies. ]
. : 70 . - f . =
vz Suggested Areas for Training Skills* <
13— 1. Developmental aspects of language ) '
14 * 2. ULiving-learning experience programs . .
e oK 3. Functional-analyses of behaviog (programming skills and data
o5 . reporting and collection) .
15 Psychological aspects ,
16 _5. Behavioral management principles-and techniques
- Command of interaisciplinary fields, i.e: (el'mant termino]ogy,.
. - knowledge of tests and measurements
17 5. Audiologic/otologfc background -
18 8. Hearing aid/amplification management
-l 9. Comunication training - proficiency in manual/ora] ...umcati; .
systems * o
19— 10. Practicum with .hgaring impaired mentally m%r/deﬂ
20 11. Parent/client staff counse]ing techniques M Approve 30
' 2 A - . \ :
21| *The above areas are intended for stlidy and are not intenaed to. be h Disapprove 3
. exhaustive 1ist of training skills necessary for teachers of hearing “ ’
22| impaired mentally retarded individuals. . ” \ . 6 Abstain 0
=5 7 7 .
23__*appeared previoysly as Resofution #4 ° !
E . Lo g . g
N . ')
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. . ol \f . Appendix B -
: : — ‘
) Co RESOLUTION FORM - - Page
PLEASE DO NOT WRITE IN THIS SPACE : . o o
RESOLUTION NUMBER.........4..coc. ' y SUBMITTED BY%J%hchinq/Managgment/
| ACTION...s€€..belaw. = ..: - ~ . Supervision (Group III)
" | DATE..... August 28, 1974 T Datq Submitted: _Auqust 27, 1974
(PLEASE USE THE FOLLOWING FORM);
WHEREAS, . : -
- : ! , and . , ~%5 . .
WHEREAS, +eersee e : o)
1N T TRV P {1 S ——— ’ :
: , and :
BE IT FURTHER RESOLVED, That v.o....o..... "PLEASE TYPE OR PRINT, BOUBLE SPACE

1__WHEREAS, the data concerning the incidence and characteristics of the hearing impaired

5 mentally retarded populatiohsare grossly inadequate, and

3

4_ WHEREAS, the data related to the availability and quality of services for hearing imﬁaired

mentally retarded individuals are insufficient to help in providing coordinated programs

5

6 for this population, .,/’/

7 + - . :
q BE IT RESOLVED. That the Secretary of Health, Fducation, and Welfare be charged with

. ’
o__determining and providiny a mechanism for: (1) reviewing the status and development of

10__services for the hearing ympaired mentally retarded population from birth to death; (2)

- s . i . .
11__setting objectives, standards, and data procedurec for educational and other services

M

12 required py the hearing jmpaired menta]iy retarded pppu]ation; (3) determining priorities
;q gin advancing services, research, and program‘évaluation; and,‘(4) advocating implementa-
14 tion'of‘priority serviges‘thrOugh such strategies as drafting model legislation, under-»
15 taking public education and"aisseminating infarmation to professional practitioners.
16 - - Y _
17 ' : ’

18, : -

19— , " )

oo ] Approve 32

21 Disapprove 2

o ' - : Abstain 3

23__*appeared previously as Resolution #5
- - Q

P
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The Hearing-impairéd Mentaily Retarded:
Recommendations for Action ~

. . RESOLUTION FORM ’ -
PLEASE DO NOT WRITE IN THIS SPACE | ol

RESOLUTION NUMBER...........5%........ x ' . SUBMITTED BY:Teaching/Management/  °
ACTION.....see.helaw............. reenenenes A Supervision (Group ITT)
'DATE......... Augustzs 974 Date. Submitted: Auoust 27, 1974
) (PLEASE ‘USE THE FOLLOWING FORM)

WHEREAS, ...... . <, ’

, and ' . .

WHEREAS, ..o.eeene : . . _

BE IT RESOLVED, That ......... Feesenesesssvsssdanee v s
R 3. and \

BE IT FURTHER RESOLVED, That ...cccccceuue . PLEASE TYPE OR PRINT, DOUBLE SPACE
L NHEREAS no organized sﬁstem exists for gathering, analyzing and disseminating thg
2 avaiiabie educational 1nf0rmation reqardina_the hearing 1mpa1red mentally retarded popula-

- . d
g tion, . .
L ». -

4 - -
s BE IT RESOLVED, That the National Center for Educational Media and Materials for the
€ Handicapped in concert with the network of regional centers, be charged with the acquisi-
7 tion, review, ané]ySis and dissemination of curriculum content techniques, and related
e materials for the hearing impaired mentally retarded population: (J) to survey existing
g__ Curricula content, techniques and related materials developed within proqrams for the

.

hearing impaired and within the programs for the mentally retarded which have relevance

10_

11 for the hearing impaired -mentally retarded population; (2) to survey existing Tateriais,

i? techniques and curricula developed by programs serving the hearing impaired menta\ly

13__retarded population; (3) to anaiyze the acquired materials, techniques and curricula in

14 order to faéi]itate the generation of guidelines and objectives for evoivipg hearing

15 impaired mentally retarded training/educationai programs; (4) to conduct'regionai seminars

16 and ppactica in promising strategies for the hearing impaired mentally retarded practi-

17: tioneps; (5) to stimulate research and dcmonstration projects based on the data acquired

1a in the survey, and (6) to establish procedures which\w111 assure ongOing acquiSition,

19 evaluation, and dissemination of curricula, techniques,Aapdvpateriais appropriate for the

20 hearing impaired mentally petarded population.

21 ’ Approve 35

05 Disapprove 0

o ) Abstain 0
~~*appeared prev1ousuy as a porcion 57 ResoTution #6 & 7, combingd

118

19




Appendix B
.9 . : i
| ¢ A RESOLUTION FORM Poge_
PLEASE_DO_NOT WRITE iN THIS SPACE N of -
RESOLUTION NUMBER........f%........ ' SUBMITTED BY:Teaching/Management
ACTION.....588..helau. ... . Supervision (Group III;A )
DATE........ UQUSE 285 1004 e | .- Date Submitted: Auqust 27, 1974 :
. ‘ B (PLEASE USE THE FOLLOWING FORM)
| WHEREAS, . g ) ot
................................... Leveghenrassaespenssaley AN . ) .
| WHEREAS, ... . )
BE IT RESOLVED, That e.m.eeomeeecromecrscrsceene .
" . K , and ‘
BE IT FURTHER RESOLVED, That .............. PLEASE TYPE. OR PRINT, DOUBLE SPACE

1:’ WHEREAS, no organized system exists to serve as a central clearinghouse for all informa-

» tion concerning the Hearing impaired rﬁenta]]y retarded population,

. \‘
3

+

4_..BE IT RESOLVED, That the newly established Office of the Handicapped+be charged with
\ ‘ !

5 including thé hearing. %mpajred me!ntaHy retarded popu]ation within the scope of its

6. _clearinghouse services.!
.\ -

7 © ~ s .
. - ~ " o

8

9

10

11 : -

12_ RS
. i

L

13 :

18

I

19 *appeared previously ag L porti\oh of Resolution #6 & 7, combined

- |
20 \ - Apprave 35
- — g
Tsubsequent to the Hunt Qalley Gonference, the Office

%

of the Handicapped was renamed tf)e Office for Handicap- ~

Disapprove _ 0

Abstain 0

“' ped Individuals 1 \

e s




The Hearing-Impaired Mentally Retarded: ) "
Recommendations for Action .
L . RESOLUTION FORM Pa
PLEASE DO NOT WRITE IN THIS SPACE - of ge——pp. N
RESOLUTION NUMBER.......... A SUBMITTED BY:_Teaching/Management/
ACTION...5ge.below ' Supervision {Group IIT)
DATE.....August 28..1%74............ \ Date Submitted:_August 27, 1974
(PLEASE USE THE FOLLOWING FORM)
WHEREAS, +veoeeeeeecessceesmemmaseesnssensemssesasasssnss .
., and ,
WHEREAS,
BE IT RESOLVED, That \
frasreceoss , and t ‘
BE IT FURTHER RESOLVED, That .......... .. PLEASE TYPE OR PRINT, DOUBLE SPACE

1 WHEREAS, this special population has no thoroughly researched and documented data avaijl-

5 __able on standards for and effectiveness of approaches to curriculum, teaching, program

4 design, use of diagnostic and evaluation tools, and professional/paraprofessional training

-

4 programs that would safeguard total as well as individual program deve]gpment.

5. % s

e BEIT RESOLVED, That a national evaluation system be desfgned that stimulates and directs

7 the collection and analysis of data from programs for the hearing impaired mentally

retarded including yearly evaluations that measure child-oriented behavior changes and

yield measures of the effectiveness of total programs.

10

11 _ _ - S

12

13 - . _ . *

c 14—

15

16

17

18

19.. : -

20 : Approve 7

-

21 - _ . Disapprove 22

22 . ‘ Abstain 1

23__*appeared previously as Resolution #9
' 120

. ’ er
- -




Appendix B

- T RESOLUTION FORM [ page
PLEASE DO NOT WRITE IN-THIS SPACE ’

of | PP.
RESOLUTION NUMBER........... 8 e . SUBMITTED BY: .Teaching/Management/
ACTION.....S88. - 081 0W..ceonrereecrens ) Supervision (Group TII)
DATE......... August 28..)974............. N Date Submitted: Auqust 27, 1974
- : (PLEASE USE THE FOLLOWING FORM)

. WHEREAS, ... SR, .

. , and

WHEREAS ot

BE IT RESOLVED, ‘That ..........

/ . and '
BE IT FURTHER RESOLVED, That ......... .. PLEASE TYPE OR PRINT, DOUBLE SPACE

1 " WHEREAS, teacher/pupil ratics should be optimal to insure maximum proqress of individuals

» according to their. abilities and should be in line with speqified ratios for deaf/blind,

3 deaf, and mental retardation classes,

v . - .

5 BE IT RESOLVED, That ratios be established for the hearing impaired mentally retarded

6 which are lower than ratios'established for the deaf and for the mentally retarded at

7__comparable developmental levels.

11

12

13

14__

15

16

17-

18

19

20 - ' Approve” 30

21 : : Disapprove 2

e Abstain 6

22 - s —_— -

23 *appeared previously as Resolution #10
' 121 .
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The Heul'ng-lmpaired Mentally Retarded: - )
Recommendations for Action
g 7 i

" RESOLUTION FORM

L . P 1.
PLEASE'DO NOT WRITE IN THIS SPACE ‘ ot 2 o
| RESOLUTION NUMBER..ooc e | ,, " SUBMITTED BY:_Professional/Paraprofes-.

ACTION...S88..NEXL. . RAGL...ccrerrneecrnens sional Preparation (Group IV)

DATE......Auqust. 28..1974....onveunne. . Date Submitted:_August 27, 1974

= (PLEASE USE THE FOLLOWING FORM), = '
WHEREAS, ‘ ' ,
, Y R S
' WHEREAS, _ y : . T
.| BE IT RESOLVED, That . :
- ; , and
BE IT FURTHER RESOLVED, That .. .. . .. PLEASE TYFE OR PRINT, DOUBLE SPACE

1 WHEREAS, demographic studies repart that 8 to 12 pbrcent of the hearing impaired popula-

» tion is also mentally retardedJ énd

.

0

4_ WHEREAS, the needs of the hearing impaired .mentally retarded population are not being met

in existing programs indicating that a crisis situation may be extant: and

7 NHEREAS, there is a wide range of hearing impairments, degrees of mental retardation, age

¥
e

q ranges, and educational/training settings, and

10__WHEREAS, all professionals preparing to work with the hearing impaired mentally retarded

11_0r other multi-handicapped hearing impaired persons should receive basic backaround

12 preparation in the psychological, sociological, educétiona], and communicative p,oblems/

13 potentials of this population, and

14 ' _ , i

15__WHEREAS, there are few professional/paraprofessjonal preparation programs :

16 S S

17_BE IT RESOLVED, That professional and.paraprofessidnql preparation programs for managing _

18__the hearing impaired mentally retarded bbpulation be established to 1nc1ude:' short term
- - . A

19 (in-service, workshop, institute) preparation programs to upgrade skills of current .

- ™

20 personnel; long term preparation programs that extend thg basic preparatioh beyond the»

' 21 level of Provisional Certification (Council on Education of the Deaf) to prbyide special-

o jzed preparation in the area of mental retardation, and

23
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‘Appendlx B'

S ' RESCLUTION EORM 7 .Page__2_
PLEASE DO NOT WRITE IN THIS SPACE ( of 2 pp:
R
RESOLUTION NUMBER.......... LI SUBMITTED BY.&IE&SUQ&QLLj_iQuljﬁ__
ACTION..$8€.RELOM. .ccrvoevermncrrececnnee D
DATE...... AHQH§L”284"1924 ................ ] > Date Submitted: August 27. 1974
' (PLEASE USE THE FOLLOWING FORM) ~ R .
WHEREAS, .......... - » '
...... » , and
WHEREAS, ..... Srusent
BE IT .RESOLVED, That .
....... , and - ’ - .
BE IT FURTHER RESOLVED, That .............. " PLEASE TYPE OR PRINT, DOUBLE SPACE

1 BE IT FURTHER RESOLVED, That federal funding be porovided for the support of such
. ¢ - . X -

» specialized preparation programs, and ' .

BE IT FURTHER RESOLVED That such support be regional and determ1ned on the bas1s of

-
5 appropriate cr1ter1a including: (1) 1nterest and comm1tment of the institution; (2)

e

o)

‘internallexternal resources and facilities ava11ab1]1ty, (3) appropriate practicuam

opportunities; and, (4) availability of diagnostic services with special expertise.

~

!
. N * <
©og B N
h .

10

11

12

13 _ : D

14

15

16

17

18

19

20

21 < Approve . 31

29 o _ ___Disapprove 0

23_ ” . _Abstain 2

123 )
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The Hearing-impaired Mentally Retarded: . ) N « . -
) . Recommencations for Action . . : . AN
’ Vq -‘ E ’ X ) ’ ' [N o :

RESOLUTION FORM- .

PLEASE DO NOT 'wm'rs IN THIS SPACE . ':fage——w
RESOLUTION ‘NUMBER...ooscoe2ucurreren SUBMITTED BY- Professional/Paraprofes= |
ACTION...3ge..below.. ... o : ] . sional Preparation (Group IV) N
DATE......August 28,1974 Date Submitted:__Auqust 27,'!974

h - — S -
¢ L -(PLEASE USE THE FOLLOWING FORM) .
' WHEREAS, ; , L ,
R R - foenenesy and . . N
’ WHEREAS .
BE IT RESOLVED, That ... . )
: - , and : \
BE IT FURTHER RESOLVED. That .............. PLEASE TYPE OR PRINT, DOUBLE SPACE

1 WHEREAS, there is a dearth of experienced professional programs as well as a 1ack.of'

5 sufficient federal and state funding, and

. i
. ?
3 —

.. -

4 WHEREAS, hearing impaired mentally retarded programming requires a low pupil-teacher

- ratio (1:4). necessitating large numbers of instructional and supportive personnel,

...-s——-—-”""""‘"“
i O

6 . By

———

BE IT RESOLVED,. That (1) an agency such as the Offlce of Demographnc Stud1es with exper-

ience in conduct1ng surveys of the hearing 1mpa1red population conduct an 1ndepth study to

/
determine the employment needs for professionals and paraprofess1ona1s trained to work with

10 the hearing impaired menta]]y retarded, (2) the offlce(s) of the Department of Health,

1 Education, and Welfare assume responsibility for assisting regiona] and state agencies to
12 obtain~funding for the development and operation of one and two year paraprofessional

T
preparat1on programs at the Junlor and community cc]]ege 1eve] in addition to the use of

13

non-credit approaches, (3) a number of model educat1ona1 centers for’ hear1ng impaired

14

15 mentally retarded persons be estab11shed by federal funding in both res1dent1a1 and day

16:- class sett1ngs to prov1de optimum service to, this population and adequate practicum éﬂl

17 experience for the paraprofessionals; and, (4) fo.r or five centers for the hearing

18 impaired mentally retarded develop model demonstration programs for paraprofessional

19 preparation with the option that additional centers be funded based. on recommendations

20 from the original demonstration centers and as a result of findings from the Offire of

. Demographic Studies. Gallaudet Co]]ede, Washington, D. C. .
2 : —

20 Approve 34 >
Disapprove 1

-~ Abstain "4
~ o Rl




‘Appendix B

N : : RESOLUTION FORM . .

PLEASE DO NOT WRITE IN THIS SPACE ‘ . (‘:;‘8&—1.;
RESOLUTION NUMBER........... K I SUBMITTED BY_ELQES.SJ.QMJ.LQLQELQIQL
ACTION.....ovrerezernn S )

DATE...occurumms ~| Date Submitted:_August 27, 1974

(PLEASE USE THE FOLLOWING FORM)

‘WHEREAS, ... ' - )
v and 7 . .

WHEREAS, : , .

BE IT RESOLVED, THat ...eeccceomerremsusnseens: . -

- ! . , and . ) .

BE IT FURTHER RESOLVED, That ...oo..c...... PLEASE TYPE OR PRINT, DOUBLE SPACE

d .

. /[ .
WHEREAS, certification standards are non-existent for professional and paraprofessional

personnel serving the hearing impaired mentally retarded population, and )

2
a
4 WHEREAS - standards should be derived from competency based cr1ter1a,
5 R "'*“““’f“““""”_'"*w—i*““—#"—#“ <
6__BE IT RESOLVED, That competencies* developed at the ASHA-HIMR Conference ‘of August, 1974,
7__at Hunt Va]ley, Maryland serve as a basis for professional certification at the graduate
g level, and that these competenc1es remain consistent with state requ1rements as delineated
g__by the Council on Education of the Deaf (CED), and
" 10 ,///
- — -
11 BE IT FURTHER RESOLVED, That the question of paraprofessional certification pe referred
'19 to CED for consideration, and
13 . — -
14__BE IT FURTHER RESOLVED, That th£ CED work cooperatively with state departmepts in the
15__adoption and/or inclusion of deiermined standards.
16 -
‘17 3 » \\
- ' \
18 -
’ N
19 S
20 ~__ Approve 23
21~ \\Qiéaﬁprove 5
99 ABEtain' 5
. “\\
23 <
- 125 A
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. “The Hearing-Impaired Mentally Retarded: . . * o !
Roéommenda“ons) for Action i : . ’ :

: o - "RESOLUTION FORM
 PLEASE DO NOT WRITE IN THIS SPACE . | e B
RESOLUTION NUMBER....eiveusrnnenns SUBMITTED BY: Prufessional/Paraprofes- -
ACTION...5€€. below . sional Preparation (Group IV) .
DATE...... August. 28,1974 " Date Submitted:- Auqust 27, 1974
- (PLEASE "USE THE FOLLOWING FORM) - - -
WHEREAS
...... - , and
WHEREAS, .. -
BE IT RESOLVED, That
, and
BE IT FURTHER RESOLVED That ... PLEASE TYPE OR PRINT, DOUBLE SPACE
1 WHEREAS, a dxsproportwnatew large _number of hearing ]mpalr:ed menta]ly retacded persons
2 may be. present w1th1n vamous minority groups, and !
Q ” I — o :ﬁ”,#__________,___.*r.
2 NHEREAS ‘hearing 1mpa1r‘é3"fﬁ?i'1v1duals workmg at both professional and paragrofesswnal
5 1evels might serve as effectwe models in that they may be more sensitive to the needs
6 of the hearing impaired mentally retarded population,
7 - - » .
g_ BE IT RESCL T__j_gmﬁe&smnal[namnmfessmna__mmng_pmgmms_gu_igmpuogﬁ_
o to training members of minority aroups and/or hearmo impaired individuals, and
10 -
11 BE IT FURTHER RESOLVED, That federal, state, and Jocal organizgtions direct specific
1o attention to the utilization of such individuals in programs designed to serve the
13 hearing impaired mentally retarded population.
14 _
15 >
‘ 1]
16
17
18 :
1q 2 v . . ~“
\ / —ar " ay Ay '
20 —
21 Approve 32 ,
22 Disapproye 2 ™ )
- Abstain 2 : .

126
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. . Appendix B
- ARTICIPANTS — HU} ' ENCE | '
“Hearmg lmpaired Mentally Retarded” - ST
: - : August 25-28,1974 ) ’
N N N ' . . 2 .
Dr. William Ambrose. / i Mr.Richard J. Dowling Dr.James Kcmp .
Assistant Protessur—Audivlygy . Director of Guveraniental Affairs . Assistant Director of Regivnal Rdmb)hlauon Center.
Division of Exceptional Children American Speech and Heaning Association Florida State University
Ur;‘l\ ersity of Georgia 9030 Old Georgetown Road / . Tallahassee, Florida 32304 S
}\\: c.;{\s G;.:;gl: 30602 \l;las(l;ll;;);ilon. li Cd200|4 Mr. Gc.orgc. Kopchlgk » .
Mr. Ronald Anderson r. Gilbert Delgado . Director ¢ o . ¢
Loordinator of Deaf Education Dean of the Graduate School Speech and Hearing Department : )
Dixon State Scheol The Graduate School Rosewood State Hospital .
820 East Secomd Street -~ Hall Memorial Building . Qwings Mill, Maryland 21117 L
Dixon, lllinois 61021 * Gallaudet College . " .
Mr. Wallace K. Babington. " + Washingtori, D.C.20002 ‘ g‘ls Foye baelle ’ -
upervisor : P
Director Ms. Patria Forsythe ’
Office for the Handicapped * Professiona) Staff Member gﬁ%’f{:ﬁﬁs&mﬂgaﬂf‘ Hsar‘d oiiHc.armg ’
y Public Schools A
. Room 3511 South HEW Senate Subcommittee on the Handicapped De snt of Spe ; .
, partment of Special Education .
Departinent of Health, Education, and Welfare 4230 New, Senfaie Office Building R Lauderdale, Flonda 33310 e
Washington, D.C. 20201 ] Washington.D.C320510,_ . . . . — - —- e - o
-----Dr'GcmldJ Bewsberg : Mrs. Mary Gross «Dr. Glenn L. LIO)d
Dircctor, Research and Training Center in Mental Teacherof the Deaf Retarded | QsYs%cgnchlnc[l{or Pmﬁram [;." the! D"éf
Retardation Boulder River School and Hospllal 80 W ;‘1 ness S"b“mf Eand raimng Center
Texas Tech Um\crsily b 314 13thAvenue . - 'an "l?uon'Yqunr:OOM !
Box 4510 e Helena, Montana 58601 New York, New York
Lubbock. Texas 79“09 . . Mr. Ernest Hairston Mr}» Marilyn O. Lowell -
Miss S_hlrlc_v-Bcrgcr - - Education Program Specialist Neuro-Psychiatric Institute, UCU\
Director, Clinical Speech Services Media Servicesand Captioned Filins \ Research Audiologist s -
Parsons State Hospital and Tr'\mlng Center BEH/USQE : . 3165 Motor Avenue
Parsons: Kansas 67357 400 Marylznd Avenue, SV, Los Angeles, California 90064 v R
Dr. Al J. Berkowitz Washington, D.C. 20202 Mrs.Dorothy Marsh . -
Deputy Assistant Commissioner Dr. Fricia K. Hammermvister Teacher '
Massavhusetts Departiment of Mental Health Coyrdinator, Program fur the Education of the St. Louis County Spevial Schoul Distriet
- 190 Portland Street -, Hearing Impaired 12110 Clayton Road .
Boston, Massachusetts 02114 University of ?msbu h d habili Town and Country, Missouri 63131
N . Dc.parum.m of'Special Education and Rehabilitation N
Dr. Grant B. Bitter. DII‘:.C(OI“ . De . Pitisburgh, Pennsylvania 15260 Mr. Sam Milesky ’
Teacher Education, Areaof the Deaf
» : . Supervisor of Programs for the Deaf 3
218-A MBH Dr. William C. Healey Department of Public Instruction
Department of Special Education Associate Secretary for School Affairs Madison, Wisconsin 53703 .
University of Utah » American Speech and Hearing Association "
Salt Lake City, Utah 84112 9030 Old Georgetown Road Dr. June B, Miller, Chairman N
Ms. Nancy Bourey Washington, D.C. 20014 . Depariment of Hearing aid Spu.ch ,
b - . :
Speech and Hearing Cliniciap Ms. Betty Heidbreder t iglh and R?';‘\bo“ .
Wassaic Development Center . Professional Staff Mcmber ansas City. Kansas 66103
Station A Senate Committee on Agin ine Mitche
Wassaic, New York 12592 © RoomLG~225m e on EInE br. ~(-:nmhm M“d‘}"
. irksen Semate Office Building Cliniicat Psychologist . ] .
Mr. Jerry Brown {)lrk‘&_n Senate Office Building Callier Center for Commumication Disorders . .
Consultant, Hearing Services Vashington, D.C. 20510 1966 Inwood Road )
Departinent of Public Instruction Ms. Judy Heumann Dallas. Texas 75235 ¢ *
Grimes State'Office Building Research Assistant ¢ D W,
Des Moines, lowa 50319 Senate and Public Welfare Commlllc.c r.James W. Moss .
) 1230 Dirksen Senate Office Bluldmg Director, Planming, Evaluation andjDevelopment
Dr. Wallace T. Bruce, Director Washington. D.C. 20510 Clhild Development and Mental Regardation Center
Tucker-Maxon Oral School for the Deaf ¢ 8 University of Washipgton b .
2860 S.E. Holgate Boulevard Dr. Doin E, Hicks , Seattle. Washington 98101 H
Portland, Oregon 97202 Dean, Pre-College Programs Dr. Doris Nai . ,
. . Director, MSSD, Gallaudet College 2r. Doris Naiman
Dr. William E. Castle. 3Ke dﬂ"‘G . 8 ) Dircetor of Training *
Dean of Instruction pene reen New York University
' « National Technical Institute for the Deaf Washington, D.C. 20002 p orn

School of Education

Rochester Institute of Technology Mr. Charles Hill ) ining Cente
P.0.Box 3415 Exccutive Secrétary—PRWAD 35:5’;;;;?‘;“‘;“:;‘;3 Training Center ,
Rochester, New York 814 Thayer Avenue New Yo k!’\l , ? ‘k |0063 .
Lol yer New Yok, New Yor N
Mr. David Costello . Silver Spring, Maryland 20910
Teaching of the Hc.:u ing Impaired-Mentally Ms. Ellen Horn Dr.. Paul §. Niswander o
Handieapped® Administrative Assistant Chicf s . .
Dixon State School . American Associ.  ob on Mental Deliciency Speech Pathology dnd Audiology
913 Clicstnut Avenug R.D, #1,Box 282 i T;'goN(;’sl‘::‘i"nrg::"i‘r - ¢
Dixon, Illinois 61021 Spring City, Pennsylvania 19475 Columbus, Ohio 43210
. DrJenry B Crittenden : Ms. Doreen S.Karp-Nortinan
Coordinator, Aural (Re) Habilitation Project Manager . Miss Wendic K. Nowlin
Apartiment 029 . Office of School Affairs Social Worker/Center Coordinatott
Department of Communicology . Ameran Speech and Heanng Association Georgia Center fur the Multi Handicapped s
University of South Florida 9030 0ld Georgetown Road , 2040 Ridgewood Drive, N.E, .
Tampa, Florida 33620 Washington, D,C. 20014 - Atlanta, Georgia 30307
R 2 ’ , =
¢ ’ 127

.

ERIC o 12 : |

¢ QTR 7




The Hearing-impaired Mentally Retarded:

Recommendations for Action . " ’ '

Mr Terrence O Rourkc Mr.James Raymondjock Mr. Maxfield Shields . .
National Director for Communicaive Skills Program  Chief Y Chief ™~ '

A National Assotiation for the Deaf Children's Habihtation Services Consultant Division of Special Edu\,atnun
814 Thayer Avenue ) Monroe Developmental Services Administration
Silyer Spring. Maryland 20910 620 Westfall Road Department of Special Education

N ) i Rocliester, New York 14620 Texas EducationAgency

Mr.JohnR.Owen . Austin, Texas 78701

Dircctor, Speech and Hearing . Mr. William Robertson
Box 23 Speech and Hearing Center Director o
West Virginia School for Deaf/Blind District of Columbia Consumer Affairs
Romncy,Wcsl Vu'gmm 26757 ' 1407 L Street, N.W.
Washington, D.C. 2/00/%)5

" Mr. Alfred Rose , !
Assistant to the Director

Dr Joseph J. Parnicky
The Nisonger Center

1580 Cannon Drive | T .
s . Division of Developmental Disabilitics
Columbus, Ohio 432 l(i - : DHEW, Room 3006 s Mary Switzer Building
v k . . 330C'Street, S.W. *
B I[\)lll;cig::,lrhc , Washington, D.C. 20201
* Oregon School for the Dcaf e, Mr. Edward F. Rose

999 Locust Street, N.E.
Salem, 0n.gon973|0

Deputy Executive Director
R - - —President’s Committee on Employment of the
- . Handicapped
., Mrs. E'mm&’Omf . Room 636, 1111 20th Street, N.W.

Spu.ch Pathologist 1
Dade Coanty Public Schools Washington, D.C. .202 0
Dr,Rachel E. Stark-Seitz

601 Gondolicre Avenue
. Coral Gables, Florida 33143 Assistant Professor
. Dircetor, Hearing and Speech Center
Dr Stephen PP Ounglc.y John F, Kennedy Institute
Professor of Education and Sru:ch/Hcanng Scienct  Johns Hopkins University School of Medicine
39 Children's'Rescarch Center Traylor,Building, Room 417

* . University of lllinois _Baltiniore, Maryland 21205 -
Champaign. lllinois 61820
Dr."'Wayne L. Sengstock 3
Miss Mary Rapu.r ) ¢ Associate Professor: :
. Supervisor of Deaf Programs Department of Special Education
« Lubbock State School d Georgia State Upiversity
- ~.Box 5396 33 Gilmer Street
Lubbocl;. Texas 79417 Atlanta, Georgia 30303 .
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Ms. Brenda G. Smith
Intern

President’s Committee on Mental Ruardmlon
GSA Building, 7th and O Street, S.W.
Washington, D.C. 20201

Mr. Robert Stewart

Director—Special Studies.

Western Pennsylvania School for the Deaf
408 Franklin Avenue

Pittsburgh; Pennsylvania 15221

Dr. Charles A. Tait

Program Director for Audiology

Institute for the Study of Ménial Retardation and”
Related Disorders (ISMRRD)

130 S. First Street

Ant Arbor, Michigan 48108

Dr. Raymond J. Trybus
Deputy Director, Office of Dcmo;,nplnc Studies

-Gallaudet College

Washington, D.C. 20002

Dr. David Tweedie

Assistant Professor of Education
Departmen. of Education
Gallaudet College

7th Street and'Florida Avenue, N.E.
Washington, D.C. 20002
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Battelle Institute
505 King Aventie
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; APPENDIX C o
. - oo
Professional Resources -
‘»\ .
Alexander Graham Bell Assocmuon for the Deaf Council for Exceptional Childreir .
3417 Volta'Place, N.W. 1920 Association Drive .
Washington, D.C. 20007 . ' Reston, Virginia 22091
American Academy of Pediatrics | National Association ofCoordmmors ofSlmc Prd{,rams v
-1801 Hinman Avenue - \ for the Mentally Retarded °
Evanston, Mlinois 60204 + 2001 Jefferson Davis Highway .
American Annals of the Deaf Arlmglon Virginia 22202 .
fg::h\lz;c::sl')ng";&ulz NW. National Association of the Deaf | ’ v
814 Thayer Avenue. 0&
American Association for Health, thsncal Eduuauon, ¢ \Silver’ Spring, Maryland 20510 °
and Recreation $ . e e
National Education Association Bmlding @ atlonal Association of Private Residential Facilities
1201 16th Street, N.W, 3 for the Mentally Retarded.
AN . 6269 Leesburg Pike, Suite BS ° .
Washington, D.C. 20036 ARG N
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Regiofal Office Building 3, Rooin 2019
7thand D Street, S.W.

* Washington, D.C.20202 PR

Lo Maternal and Child Health
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Rockville, Maryland 20852 ¢
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Development =
© National Institutes of Health
Bethesda, Maryland 20014

; National Institutes of Health
, Bethesda, Manland 20014

National Institnte of Nenrological Discases nnd Stroke
_ National Institutes of Health

Bethesda, Maryland 20014

Office of Child Developmeht -
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Washington, D.C.200}13
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Office for Handicapped Individuals and Office of
Mental Retardation Coordination
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South Building, Room 3517
Washington, D.C.20201 -
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Division of Developmental Disabilities
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South Building, Room 3014 .

330 C Street, S.W, .

Washington, D.C. 2020|
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National Advisory Committee on the Handicapped
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