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Special Note

Ifse of the Initials IIIMR

In ,various sections of this document, the initials HAIR
/
designating the

Itearittg-impaired mentally retarded population are used only for the 'purpose of
brevity and to expedite reading. IT IS NOT INTENDED THAT THESE INITIALS
BECOME A NEW LABEL FOR THIS SPECIAL POPULATION.
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Forewoild

The 'itociallethic" in the United States calls for public and nonpublic agencill's to interpret,
and represent the social norms and intents of the society at .large, especially as these are
expressed in law'.

Many societal services, once considered unobtainable of utopian, have become rightful.
Universal public education, social security, national health coverage, and mandai) sry service
for.the handicapped all represent social policies underlying bask attempts w ithin the society
to 'meet its citizens'. needs through the provision ochuman management sere ices 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 neeils and service costs inc.' ease, the necessity of establishing

service priorities within a complex social organization too often results in the failure to
establish othtr needed sery isfs. Further, legislation or regulations interpreting t.e! tain social
service policies tend to stereotype the_ categories of service that can be provided-by-each
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,

The service needs of the severely handicapped tend to be broad andcontinupus. Service
provisions for this population, unfortunately, are too frequent'} narrow and fragmented.
Uncoordinated, narrow, and fragmented are adjectives that aptly apply;tu services currently
avairable to most persons w, ho have the debilitating conditions of severe hearing impairment
combined with generally depressed intellectual ability. At present, residential-institutions for
the mentally retarded tend, to be the only social agencies partially but seldom adequately'
designed to provide some level oftont inuous lifetime care for the person with a dual handicap
of severe ,hearing impairment and menial retardation. Persons who have these combined
impairments and do not require institutionalization are at,the mercy of multiple agencies as
their serviceneeds chaNe and as they emerge-from the preschool years to adulthood. In both
instances, many of these persons have been denied the comprehensive services that rightfully
should be 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
intensive and often long term, and proper equipment and facilities are expensive to-purchase
and maintain.

State funding formulas too often have failed to consider each compone% 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
"ejection of persons with:severe multiple handicaps. For example, until recently many state
schools for the deaf have refused to accept' candidates who showed evidence of significant
mental retardation as a concomitant of hearing loss (Anderson, Stete and Stuckless, 1966).
Often, they rightfully argued that no special services were available inert the needs of this
population and no funds existed to support the type of program equired,

The basidpurpose of this document is to realert policyma er and the public to the needs
of this special population and to offer some guidance for meet g 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.

I
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I.

--Milllato4C. Healey, Ph.D.
Associate Secretary for

School Affairs
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Chapter 1: Introduction and Background

THE PROBLEM: AN OVERVIEW

Severe hearing impairment in combinz,tion with mental retardation prebents unique and,
complex problems,for society ,and its citizens. The burden placed on families of persons with a
dual, handicap can be devastating and immeasureable. Lack of comprehensive, quality ser-
vices has Often resulted in educational, vocational, and sodal disabilities of catastrophic
proportions for the'severely hearing-impaired mentally retarded 'population.

Currently, nins 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 titedeaf (Task Force Report on the Mentally Retarded /Deaf 1973).

PREVALENCE OF PERSONS WITH HEARING LOSS AND MENTAL RETARDATION
s.

Presently, the precise number of persons tt ith severe heating loss and mental retardOon
in-the United States is unknow n and ill remain so until additional formal studies and more
appropriate services become available. However, current prevalence studies du ieveal that
several thoaand_persons_hat e been diagnosed as having the combintial impairments. The
ertheric- an Annals of the Deaf ("Directory of Programs and Services," 1973) reports that 17% of
the children in the schoolsior the deaf are mentally retarded, and Lloyd and Cox (1972) cite
15% of children imschoulsfor the mentally retarded as hearing impaired. Johnson and Farrell
(1954), Kodman (1958);Siegentlialer (1959), Rittmanic (1959), Lloyd and Reid (1967), Nober
(1968), and Fulton and Lloyd (1968), among others, report that the incidence 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. Sil)Ce some institutions do not have audiology services available, it
is axiomatic that hearing loss in many patients often is undetected. A 10% prevalence of
hearing loss among the nearly 300,000 persons ith mental retardation in public institutions
alone yields a conservative figure of 30,000. Data from the 1972-1973 Annual_ Survey Of
Hearing Impaired Children and Youth, Office of Demographic _Studies, appear in Table I and
show the prev alence of mental retardation In programs for the hearing impaired ext.( .d 7%.

.Data on hearing loss from day schools and private institutions for the mentally retar.-ed are
not mailable. However, data from state education agencies .show that approximately

XI ,300,000 children are mildly to profoundly retarded (Weintraub, Abeson, and Braddock,
1971, p. 22). If a 10% estimate of hearing loss (per Bensberg's data) is applied to this population
and combined with the estimates of mentally retarded adults who have significant hearing
k.ss, the number of HIMR persons increases drastically to at least 165,000. These estimated
data are debatable. Howe% er, the need for comprehensive programs and sere ices that include
more precise data collection and reporting is uncon testable.

b

A NEED FOR COMPREHENSIVE SERVICES

_ This dual-handicapped population requires national attention. Historically, many of
these persons either hat e been denied sere ices or, too often, hat e been inappropriately placed
in ti aditional programs for the deaf or the mentally retarded that -am euneqbippediu.cupe_with
their instructional and other service needs. Weintraub et al.'s data (1971) indicated that
nearly 900,000 children classified as hearing impaired, mentally retarded, and multiply
handicapped were not receiving special services or instruction: If at least 10% of these
children are assumed to have some degree of combined hearing loss and mental retardation as
suggested by pret ious studies (Lloyd and Moore, 1972; Bensberg, 1974), the number of
tinsel ved children tt ith these dual disabilities might be-estiniated cunsery atit ely as exceeding
90,000.

Few comprehensit e programs hate been established. National and state prot isions for
such indit iduals are subsumed most commonly undo the general classifications of "multiply
handicapped!' 01 "developmentally disabled." Since the more severely disabled persons ere
generally assessed as needing intensit e, long -term care and since they represent a low-inci-
dence population, residential' facilities fur the deaf or the mentally letarded hat e bdcume,
primary placement sources.

Current medical advances in prenatal and perinatal care and important acliiet ements in
audiological technology have created a more positit e outlook for earlier, more accurate

1;



e

The HearingImpaired Mentally Retarded:
Recommendations- for Action

TABLE 1 Number and percentage distribution of hearing;impaireti students reported as mentally
retarded in special aducatiorial programs participating in the Annual Survey of Hearing Impaired Children
and Youth, by age and type of program: Unifed.States, 197211973.

AGES ...
1-7 years

All Ages Under r4a,ars 6-11 Ynrs 12-16 Years:. iineOvar Unknown
Typo of Program No. , . ,, No. % . ,No. % No. . No % No. -*/.

Ak programs
Repbrted mental retardation 3.373 7,7 "187 3.9 1.209 6.0 1,372 9.9 576 12.3 29
Total students 43,946 100.0 4,821 100.0 20,184 '100.0 13,915 100.0 4,695 100.0 331 100.0

Residential schools
_

. -
Reported mental retardation . 1,417 6.0 '31 3.7 343 4.9 51 6i9, 222 7.0 3 11.1
Total students 18,515 100.0 836 100.0 6,960 100.0 7,535'100.0 3,157 100.0 27 100.0

Day schOols -
Reported mental retardation 238 4.8 14 .1.8 ', 117 4.0 ° 98 "9.1 8 5.0 1 2.9
Toral students- 4,965 100.0 795, 100.0 2,903 100.0 1,072 100.0 160 10' 0 35 100.0. ii "Full-time daises-

hearing impaired 2-

r Reported mental retardation 760
.
6.r 61 3.1, 356 5.5 269 11.0 65 15.3 9 9.3

Total students 11,368 100.0 1,928 100.0 6,480 100.0 2,4 109:0 425 100.0 97 100.0k
Parttime.classes-

bearing impaired T. '
Reported menfal retardation . 375 6.2 18 4.6 128 4.7 173 8.2 44 7.6 12 8.7
Total students 6,012 100.0 451 100.0 2,749 100,0 2,095 100.0 579 100.0 138 100.0

Speech and hearing clinics'
.

Repined mental retardation 69 7.1 27 4.8 21 .8.4 12 10.9

.
0.9 Q 27.6 1 4.2

Total students 973 100.0 561 100.0 249 190.0 110 100.0 29 100.0 24 100.0« . .,
''.0thert . .

_,,......-r,
fletSortod.mental retardation -814-3£45-36--14:4-2414 28.9-'302 45.4 229 66.4 3 30.0
Toter students 2,113 100.0 250 100.0. 843 100:0 665 100.0 -, 0345 100.0 10 100.0,

'Extrapolated from data pubished .nAmenCan Annals art* Deal. 1192.76.77 (Arpn1 1970 Used by pemessan of the odo0r. Mem N Crag
yInckx1esstudents whir were creesdied as Deng on pant ten, classes. resource rooms. and rbnerant caogrami. a

Indodes students who were classriod as bang in prograV for the rmulopty handcapped:patent.chld programs. and others.

identification of thig population. In addition, progress in special eduCation °lying indi-
vidualized instruction, behavior modification, and improved media and technology haye
sparked efforts to meet the needs of multiply handicapped populations. However, a broader,
better-coordinated continuum of services is still needed to adequately meet the diverse needs
of persons diagnosed as both.hearing impaired 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 prov ide an excellent foundation for establish-
ing a comprehensive network of services. It is imperative that new systern be implemented to
include prevention se'rvices, early identification programs, comprehensive interdisciplinary diag-
nostic assessments, effective instructional and habilitative programthing, vocational services,
and recreation. Each individual must be afforded the opportunity to develop maximum
capabilities, thus minimising the effects of combined hearing loss and depre.sed intellectual
hinctioning. ___________ _ _ _

A NEED.FOR ACTIOV1

The American Speech and Hearing Association (ASHA) in cooperation with the Confer-
ence of Executives of American Schools for the Deaf (CEASD) and the American Association on
Mental Deficiency (AAMD) has recognized the need for governmental agencies and profes-
sional organizations to take positive steps to upgrade services for the multiply handicapped
hearinglmpaired population. With support from the RehabilitationoSery ices Administrations
Div ision of Developmental Dtsabtlities, a special project was initiated in 1973 entitled "Re-
habilitation and' Management of the Hearing Impaired Mentally Retarded." Objectives of this
project were to (1) review the resear ,h literature concerning the dual handicap of hearing
impairment and mental retardation, (2) obtain information on existing training and sere ice
programs, (3) publish a public information brochure about hearing loss and mental ret.,rda-
tion, and (4) develop recommendations for comprehensive services.

2
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Introduction and Background

. . i.,,

Project Planning and Organization'
. 4

.A. AtitiOintment of the SteeringCommittee
A Steering Committeewcomposed of professionals with ekpertise in the areas of deaf-

ness, mental retardation, and related fields was selected to participate in and assist with
the planning and initiating .of grant activities. The nature of the project required Sri . ..,

interdisciplinary, cooperative effort, which wad accomplished by selecting Steering Com- t -- ..,

cr . mittee representatives recOrrmended' by ASHA, AAMD, and CEASEr. In cidition, various ...
,

professionals in the field including members of the ASHA.Commit tee on MentarRetarda-,
tion, the ASHACBASD Joint Committee on.AudiOlogy and "Educatiog of the Deaf, and the
AAMD-CEASD Joint Committee on the Deaf Mentally Retarded N4,, ececillKed to idomkend, 0 , .

. members for t1 Steering toramittee.
To expedite planning, ensure interorganizatronal liaison, and.conserve project costs,

the ASHA Pt oject Staff appointed the chairmen for the ASHA-MR, ASHA- CEASD, arid.,
AAMD-CEASD committees as key representatives orythe ateering Committee. They'were
David Yoder (UniverAsity of Wisconsin), Thomas Behrens (formerly, pf Kendall School,. -
Gallaudet College), -and Lyle L. Lloyd.(National Institute of Child Health and Human
Development), respectively. In addition, 11 other persons were selected fa the Comnattel
(see Acknowledgment). ... ! i '-..

-0;1 Steering Committee members played a major role in theselec t ion of conferees.for two ,,..

conferences. They not only provided considerable input to bothrneetihgs, but also assisted
with the drafting of the present document on recoinmendations for ctariprelytsive ser-
vices. - v

. Steering Committee meetings werehqld on January 25, 1973; March 26-27, 1973; and
July 17 =19, 1974. Principal areas' of concern at these meetings wero to:

1: Develop a useable definition of tkle population;
2. Determino incidence and prevalence figm'es on which to base future programming and

.traThinoi new personnel;
3. Describe prOgrams designed to deal effectively with the diagnostic, educational, o'r

rehabilitative needs of the.population including vocational training, living anwork
arrangements, recreational services, ,nd so on;

4. Analyze present methOds of manpowerutiliiation;
,5. Study qualification criteria for personnel-who are presently employed;
6 Promote the development of more community-based programs, for example, group

, homes or halfway houses, sheltered living-work environments, work-study programs,
and on-thelob training;

7. Study the most promising new methods for teaching speech, language, and communi-
cation skills; .

8. Evaluate existing plans for coordination of services and investigateregionalization as
a possible means of providing quality services; ... .

9. Identify model programs to serve as educational lass for evaluating established in-
structional methods and developing innovative ones; 1

. .
10. Recommend procedures for enfokcement of Mandates for services at the stator local

level;and 4
%co

B. Mile House Conferente
The Nationai,idvisory Committee on Education of the Deaf with support and assis-

tance from the Office of Mental Retardation Coordination and'the ASHA Project Staff
assembled an interdisciplinary. task force of,specialists infleaf education, otology, speech_
pathology, audiology, psychiatry, social work, program planning, and program evalua-
tion. A liSt of 34 participants including the ASHA Project Staff and the Steering Committee
was compiled to represent the professional community serving the deaf and mentally
retarded in research, professional preparatioh, and program administration (see Appendix
A). This group was charged with developing a preliininary plan of action to meet the needs
61 deaf andinentally retarded persons, .

"This conference was sponsored by the Office of Mental Retardation Coordination. Thus, the focus was on a
.smaller population. namely the mentally retarded deaf. However, a broader population is discussed in this
document and therefore referred to as'the hearingimpaired Mentally retarded.

3
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* The HearIngIniaired Mentally Retarded: . -,

RecomthendatIons for Action

' .

Inv'Z'dThe partiCipants convened at the Airlie Foundati%otnhaJanuiry 25-28, 1973, by
tion from Patricia ReillyHitt, then assistant secretaryfor Community and Field Services,
U.S. Department of Health, Edircatidn, and Welfare (DHEW). The conferencewas designed
to:

1. Delineate the problems faced by persons with the dual disability of ment,a1 retardation
and deafness,

a
2, Develop recommendations for improving'services to mentally retarddd deaf persons,

and
3. Establish links of eornmunication and coop ration among professionals representing

- the fields of mental retardation and deafness.

A lengthy list of unresolved issues, observations, and recomme ndations produced
front a'previous DHEW conference in October 1972 provided a basis for the more critical
.arid targeted group interactions at this clonference. Prior to the conference, all conferees
received a set of materials selected by an Executive Advisory Committee and the AtHA

I Steqiiig4Committee. These resource materials included (1) an extensive bibliography on
:the subject hearing impairment and mental retardation containing over 600.refeTences

(11.irshoren and Lloyd, 19(12); (2) a lisling,of programs'and services available for the deaf
mentally retarded.as identified by the AA'MDCEASD Joint Commit,tee; (3) a listing of
personnel who attended the two AAMD-CEASD Joint Committee forums in 1971 plus a
listing.of other individuals miiho identified "themselves as professional workers in the field of
rnental retardation and gearing impiirment; and (4) a sgjected number of article reprints,
which served as background material for conference,parficipants.

ach participant:w.as assigned to one of four teams and the teams were asked to use the
unedited material from the October meeting as a basis for developing a more elaborate
"action document." Individual team recommendations were delineated 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 submitted to the Mice of
Mental'Otardation ordination to be printed as a. task force report (tee Appendix A).

The Airlie conference helped the project staff take important initial steps to meet three
objectives of the HIMR project, that is, to (1) critically review available literature on the
,disabilities,of hearing impairment and mental retardation, (2) collect data and informa-
tion on existing and needed research, training, and service programs; and (3) evaluate
existing manpower and make recommendations for manpower utilization and training.

C. Hunt', Valley Conference

The second conference, held August 25-28, 1974, was designed to determine ways to
achieve practical application of the information collected at the, Airlie House Conference
and to update material collected on the needs of this dually handicapped population. The
conference, entitled "Meeting the Needs of Persons with Combined Hearing and Intelle:c-
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
fornplated these actions into resolutions. Each resolution was voted on by all participants
to determine total group position. After the conference, a final draft of the resolutions was
sent to all participants to serve as a reminder of the vital needs of this pOpulation andto
assist them with positive action.at state and local lelArls on behalf of all hearing-impaired
mentally;retarded.(HIMR) persons (see Appendix B).

The resolutions have been incorporated in the chapler on recommendations. The
results of these conferences can indeed add impetus.to the development of comprehensive
services for this highly neglected population.

The recommendations from both conferences and the Steering*Committee were used
to develop this publication, Which is designed to accomplish several basic.purposes:

1 To establish concept ua l framework for comprehensive programming within which
appropriate gervices can be provided for each individual.

M. Hall and L W.Talkington, unpublished material prepared for the 4MDCEASD comennon(1971).
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Introduction and Background

sa,

, ,

2..,To Summarize relevant litigation and legislation concerning the sm erel) handicapped,

3. To, describe a network for improved coordination of new 'and existingservices,
4. To promote effective administrative structures, /
5. To-stimulate action for basic diagnostic and habilitative programs, and .

41

6. ToAliscuss the need for expanding the training of professional and paraprofessional
`personnel. 1

1

The information and recommendations contained in this document,cannot be very
definitive. since too little research is mailable on the target population and too few .
protot)pe 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 committed to the provision of quality progimmming.
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.CMptet 2: The Target Population

A reyiew of the literature confirms the generalization that no single definition, for the
' conditions of hearing impairment :and mental retAdatiOn,:either as isolated terms or in

combination, would be Acceptable to all professions, or 'to all members within a single
profession, or would completely describe the special-population under consideration.

Numerous variables must be analyzed when defining or classifying this population. The
characteristics that would best define these dually handicapped persons include various
paratneteri`within a number of discipline's and make any Comprehensive definition cuntber-
spine. In the past, definitions of this population often were formulated to serve specific
administrative needs in Medicine, law, education, psychology, and audiologi. To remedy this
situation, it is imperative that a definition be interdiSciplinary'and nonbinding so that
negative stigmata, are not permanently.edgraved onathe individuals .1 this population.

DEFINING THE POPULATION

While we recognize that rigid classification systems and categorical labels have caused
extensile and permanent damage to many handicapped individuals, it is apparent also that
some flexible classificition systems are often imperative .154oke a.population with special
needs ill be recognized and actions en to facilitate-effeCtive programming\Appropriate
d'efinitinS and Organizational schemata CA facilitate program pfanniog, encourage formula-
lion of legislation, expedite appropriation of funds, foster the'implernentation,\of service
program and help to determine program afectiv eness. the barriers created by classification
systems Aqest conquered by "constructing rele% ant longitudinal profiles and time-based,
behavioral descriptions fOr each disabled person. At to 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.

Hearing Impairment

Hearing impairment-is a generic term indicating any loss of hearing from mild to
profound as indicated otologically, audiothetrically,.and functionally. The term
generally includes the subclassifications of deaf and hard of hearing.

Four basic facto. s are normally considered when defining hearing impairment. These are
Site of lesion (the type of hearing loss: §ensorineural, conductive, or central).
Etiology (cause ofhearing loss: hereditary, Airase, or . trauma)
Age of onset (effect on language arid speechdeVelopment)

4 Degree of hearing impairment,(audiometrie annehavorial)

Types Of Hearing Impairment That May Coexist (Illinois Commission on Children, 1968, pp. 6-7)
A. Conductiyb Impairment

Conductive impairment is 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 loudness.
Perception of sounds is generally restored if the loudness of sounds is increased, Loss
resultingfipm impairment of the outer or middlt car may vgry from Mild to moderate and
rarely exceed 60 dB (ASA) or 70 dB (ISO) thMu;11 the Speech frequency range (500 to 3000
Hz) Not only are theselesions often preventable, bin a considerable number respond well
to medical treatment arid' surgery when discovered early. The use of a hearing aid, if
needed, generally Compensates for the loss.

B. SensorineuralImpairment
`Sensorineural impairment is the loss of hearing resulting. from dysfunction of the

inner car or auditory nerve. The primary effect i., a toss of roira/ clarity and loss of loudness
of* szmd. The perception of higher frequencies tends to be affected most. If the loss is
severe, both high and, low frequencies are involved. When thj speech frequencies are
affected, the clarity of words can become distorted, Intelligibility and awareness of.sound
are impaired. Since the sensory and neural mechanisms are involves!, the benefits of a
hearing aid may be limited if its use only results-in increased Loudness but limited clarity.
Sensorineural losses may vary from mild to profound and medical treatment as yet is
limited. Prevention and early education are imperative.

A
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The Target Population

C. Central Impairment

Central impairment is auditory impairrnent resulting from dysfunction along the
pathways (tracts andnuclei) of the brain from the brain stern to and including the cerebral
cortex. Too little is known concerning this disorder. Interference with the ability to
perceive and interpret sound (particularly speech) is the primary handicap. Loss ofloud-
ness is-not significant arid thus the decibel loss is inadequate for describing.this type of
impairment Central deafness apparently results.from a neurological disorder. Acuity is
not a primary factor. The value of a hearing aid in this type of hearing impairment remains
controversial.

I

1
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Classifications of Hearing Impairment (Illinois Commission on Children, 1968;:,pp. 7.8)

A. 'Slight Impairment

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.

B: Mild'Impairment
A person with a mild impairment will have some difficulty understanding conversa-

tional speech at a distance of more than five feet, will probably miss up, to 50% of some
discussions if voices are faint or if the face is not visible, may Piave defective peech if loss is
in the speech frequencies, and may have depressed vocabulary.

, c

C. Marked Impairment
A person with a marked impairment will have difficulty hearing speech under most

conditions, will have considerable difficulty, in following discussions, will generally
exhibit dev iations of articulatio; and voice, will often misunderstand directions, and will
have impaired language understanding and usage.
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D. Severe 'impairment. .

A person with a severe impairment w be unableto hear speech unless it is amplified,
will be able to hear environmental sounds such as sirens and airplanes, and will exhibit
severely impaired speech and language development.

E. Profound Impairment
A person with a profoundimpairment will. have difficulty hearing and appreciating

speech even with amplification of sound. His language will not develop without special
techniques for communication development.

Table 2 defines each degree and class of hearing impairment in terms of ptire-tone test
averages. The numbers represent the average of the hearing threshold levels in decibels at
500,1000, and 2000 Hz for two existing audiometric-standards. the American Standards
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 audiometers have not been-converted
to ISO.standards. adation;lheSe programs do not use' conversion tables.

TABLE 2. Scale of hearirig impairment (Illinois Commission oP°Children, 1968,
p. 19).

. Degree and Class Hearifig Level (dB) Hearing Level (dB)
of Impairment 1951 ASA Reference ISO Reference

, . '4.
None 1 15 or less- 26 or less.
Slight 16.29 -27-40
Mild 30-44 _ 41.55

Marked 45.59 56.70
Severe 60-79 71.90

Profound 80 or mbre 91 or more

This scale represents audiginetric loss, only and is used to verify medical diagnoses.
Audiometric loss alone should not be used to classify persons for educational purposes or foi
employ 'bent 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 of impairment, (4) intelligence, (5).motiv ation, (6) speechreading ability,
(7) physical and emotional health, (8) quality of parental and professional sere ices, (9) timing
and-management methods used in providing assistance, and (10) attitudes of the family,
school, institution, or community.

a

Mental Retardation

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

. significantly subaverage general intellectual functioning, existing concurrently
with deficits tradaptive behavior, and manifested duririg the developmental period.
(Grossman, 1973, p. 148)

AAMD's manual on terminology and.classification (Grossman, 1973) listing .of intellectual
functioning or measured in telligencekis presented in Table 3 for reference only and cannot be
used in determining the degree of mental retardation that may be present in persons with
hearing loss.

'These standards can be obtained from the Amerman Standards AssoLiation, 10 East 40th Street, gels York, New,
York 10016.

a ;
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AAMD defines adaptive behavior as

.

the effectiveness or degree with which the individual meets the standards of
personatiiidependence and social responsibility expected of his age and cultaral
group. Three aspects 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 retardation and hearing impairment is vital in
accurately determining that a person has both conditions and in establishing an accurate
adaptive behavior level. Diagnosticians must display good clinical judgmco,in order to
identify and,synthesize the most pertinent test data with significant behavioral observations
in identifying and assessing a person as dually handicapped.

Frequently used educational categories for mental retardation include (1) educable (mild)
mentally retarded (EMR), (2) trainable (moderate) mentally retarded (TMR), and (3) severely
mentally retarded (SMR) or severely,'profoundly mentally retarded. Current assessments of
intellectual functioning du not imply potential or absolute level of intelligence. Some condi ,

tions of mental retardation are no longer v iewe&as- itnmutable.Ansteadthey,,ate,
ered ameliorative.

e
t.

TABLE 3. Intellectual functioningor measured intelligence (Grossman, 1973,
p. 18).

Level of Stanfora:Binet and Wechsler
Mental Retardation Cattell* Scalest

Mild 67-52 69-55
Moderate 51.36 54.40

; Severe . 35-26 - 39.25#
Profound 19 and below %I 24 and below#

'Standard &elation e. 16.
*Standard deviation e, 15.
*Extrapolated.

The Hearing-Impaired Mentally Retarded (HIMR)
(.;

To illustrate the need for special progi-"anr ilgelopment and to identify this population
further, the following description of persons yth hearing impairment and mental retardation
has been adopted by the.Steering Committee for use ,in4his project:

7-7
'1'4 neilt, lrer*Mai.

.;

It is important that an individual not be-considered hraring impaired and mentally retarded
until he or she has had a comprehensive 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 achievement.

9
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4i( 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 a court order . Thus, judicial decrees may sometimes get things accomplished w hen all other
appeals to abstract justice and- humanitarian impulses-prove_ futile, This.section is not
concerned w ith those ser %r ;es or opportunities that w ould be helpf ul to persons ith hear ing
impairment and mental retardation or even with those in which such persons may have a
mum/ right as human beings seeking to at.hiev e full potential. Rather, it deals w ith 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
rightscertain principles or fundamental rights that are held to be so important and "in-
alienable" that they are spelled out in the solemn documents that sere e as.the foundation of
the government of this land, namely, the U.S. Constitution and various state constitutions,
and (2) statutory rightsslit:01c provisions of statutes enacted by legislatures. A number of
legal rights regarding multipLyiliandicapped persons are outlined under these tw oyateguries.

CONSTITUTIONAL RIGHTS 2

Neither the federal nor state constitutions single out persons with combined hearing loss
arkimental r etardation to afford them any special rights, liabilities, ur,duties. Consequently,

hile these-individuals may require specialized services and programs designed to meet
personalized needs, the consfiliitionar-figftS cif-SUCh a pi-it-sob are the -"same as those of
indniduals withother handicaps, in fact, 'they arc the same as the.constitutional rights of
so-called "normal" persons. Abu% e and beyond the Constitution, all per sons are created equal.

State constitutions vary greatly. Many pros ide protection in areas that go far beyond the
guarantees of the U.S. Constitution. Indeed, several states are either considering or have
already passed constitutional amendments that explicitly outlaw .discrimination against
_handicapped persons. While such pros isions ar e most encouraging and w or thy of imitation in
all states, the ensuing discrissign is limited lo rights that are either included in the U.S.
Constitution or Ore widely accepted in the constitutions of the states.-

The mere existence of a constitutional right does not guarantee its recognition andit may.
not have been enforced by court action. Frequently, people are unaware of their rights and
afraid or unable to fight for these rights.Fur these reasons, some of the constitutional rights
listed below have not yet been NS idely recognized and some have not been the subject of
definitive judicial rulings. Howe% er, all these rights are sound and substantial and w ill 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 indiv iduals. 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 right of every child, including all sever:CIS, or natiply

handicapped children, to have access to an appropriate public education program. The
applicLtion of this principle condemns as unconstitutional any attempt to exclude any
handicapped child or group of such children from the publi. education system because of
their handicaps. Thus, "zero reject". public education is mandated.

Cases t.oncerned ith equal educational opportunity and applicable to this population

1. Brown v. Board of Education, 347 U.S. 438 (1954). This U.S. Supreme Cour.t case is
a cornerstone of the right to an equal edt..-tational 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. Commonwealth 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
ordered to provide all mentally retarded children "access to a free public program
of eilettion and training" (343 F. Supp., p. 302),Also, the schools must provide
notice to parents or guardians, opportun ity.for a hearing, and periodic reevaluation

are:
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Legit Rights: Constitutional and Statutory

regarding any change in educational status. In 1972, the principles of this case were
applied to children with all types of handicaps in Mills v. Board of Education of the
District of Columbia.

4. Mills v. Board of Education of District of Columbia, 343 F. Supp.
1972). The District Court for the District of Columbia, ruled that the exclusion of
handicapped children from the public schocil system violated the right of due
process and equal protection: o

5. Reid v. Board of Education, 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. LeBanks, v. Spears, C.A. No. 71-2897, Section E (E.D. La., April 1973). This most
recent case in Louisidba declared that every child who is mentally retarded or
suspected of being.mentally retarded is entitled to "a) evaluation and developrnimt
of a special education plan and periodic review,.and(b) provisioikof a free public
program of.education and training appropriate to Ii,ts ;ige' and Nental status"
(Order, p. 3), all of which is to be performed in accordance with 'spec;fied, corn-

. prehensive procedural safeguards. Compensatory education was ordered for those
'persons, nog' adults, who had been without education as children.

The PARC, Mills, Wolf, and several New York cases hdve 'spatvned a great number of
similar actions across the nation. Indeed, the rights of handicapped persons to equal\ty in
educational opportunity have-been unanimously recognized.

1
B. The Right to 'Have Community and Residential Services Provided in a Humane And

Minimally Restrictive Environment
This right"has tWo components: .

1. When a state decides to provide a service for its citizens it must do so under conditions
that are as minimally restrictive to personal liberty as possible. In legal terminology,
this` is the concept of the "least restrictive alternative," meaning the state and its
officials must examine all possible alternatives for pro% iding services and choose the
one that is as unrestrictive as possible. This right to the least restrictive alternative was.
outlined in cases dealing withmental hospitals in 1967, Covington v. Harris, 419 F 2d.
617, 62,3 (D.D.C., 1967) and in 1972, aridLeSsard 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
'institution 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)
the court stated that the residents at the: Minnesota State Hospital for mentally retarded
persons %ifere entitled to the least restrictive prAticable alternatives."

2. The courts have ruled that when the state restricts a person's liberty for the declared
purpose of prOvidihg a service, then constitutionally it is required to actually prOv ide
that service. This concept has been specifically recognized in the area of mental hospi-
tals and residential institutions for mentally retarded persons(Wyatt v. Stickney). The
most recent case dealing with this issue is Welsch v. Likins. This case stated that when a
citizen is deprived of some right supposedly in return for the benefit of receiving a
service (treatment) the state is 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
his 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 bargain 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 principles,
amounting to elementary fairness, must be followed.

C. The Right to Equal, Employment Opportunities
No constitutional right guarantees a person a job. However, the total elimination of

handicapped persons from consideration fdr a job may be constitutionally prohibited.
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While a person may not be absolutely entitled to employ ment, 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 Trua)c v. Reich, 239, U.S. 33, 41 (1915), the U.S. Supretne Court declared that "the
-right-to -wOrk-TOF-aliVing-in-the comfit-on-amp-lions of_the..comrnunity is of ,the very
essence of the personal freedom and opportunity that it was the purpose 6f the (Fourteenth)
Amendment to, secure."

D. The Rightzto Just Payment for Labor
The right of handicapped persons to be free from discriminatory practices concerning

haring, firing, and proMotions.(the Right to Equal Emplacement Opportunity) is closely
related to the right to just compensation for labor. In.theptt, many residential institu-
tions for handicapped people have required thesesidenes IS perform strenuous-physical
labor for no pay, under the guise of "work therapy." This_sfave labor, 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 residents orsuch
institutions are covered by minimum wage and overtime compensation pros isions. Hence-

. forth, if residents are required to work, they, will be guaranteed a wage.
- - _

E. The Right to Vote
A long line of U.S. Supreme Court cases makes it clear that the right to cast one's ballot

is a constitutionally protected .right. Increasingly, it is becoming apparent that constitu-
tionally, persons with physical or mental handicaps may not be automatically deprived of
their rightful vote. Although it may be legitimate to limit 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. Reports from 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 requireinents for
voting.

In Massachusetts, the case of Pickett v. Peterlon ID. Mass., 1973)has been filed and an
injunation is being sought to protect the right of residents of Belchertown State School for
the Retarded to cast their ballots. The Board of Registrars of Voters was refusing,to allow
residents of this state school to register to vote. This practice is unconstitutional. The right
to vote is a primary ingredient of citizenship. This fundamental right may not be taken
away arbitrarily from handisppechindividuals _

F. The Right to Meaningful and
.
Fair Access to the Courts

"Due process of law" is one of the most basic.guarantees of our American gmernmen
tal system. Most people take it for granted that they have the right to sue or be sued, to
inyoke ordinary legal processes. Sometimes, however, handicapped persons have been
denied tliis right. Persons who have been labeled "mentally incompetent" are often not
permitted to sue or be sued. The lack of proper entranceways, ramps, and elevators may
make it Impossible for physically handicapped persons, especially those in wheelchairs, to
enter courtrooms. Persons in residential institulions.may be prevented from correspond-
ing with an attorney or the courts, and thereby blocked from pursuing any judicial action.

Yet, the constitutional mandate and the more modern trend is concerned with protect-
ing the right of access to the judicial system. This right gerves as. a pOmary enforcing
mechanism 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 represent himself, a guardian may be
appointed to protect his or her interests.

In addition; the courts should be reasonable andufair in their dealings with handi-
capped parties. A good example of this is noted in the case of Jackson v. Indiana, 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, he was found incompetent 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 sentence.
However, if he had been convicted of the crime for which he was charged, he would have
been 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 to stand, trial, the state could not
incarcerate him pending such re-co-very. Thus, the decision to the-boy indefinitely
to the institution was reversed.

G. The Right to Marry, Procreate; and Raise Children..
These rights have all been.declared by ,the U.S. Supreme Court to be fundamental

rights protected under the U.S. Constitution. Unfortunately, these.rights have frequently
beert denied to handicapped persons. Marriages have been prohibited or declared invalid,
inv olunta 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 cone emned 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. Ohio, 1971). Several parties-in Ohio, including.a judge who ordered sterilization
performed on a, mentally retarded girl,, the doctor who performed the operation, the
-hospital where it was performed; apd the social-and welfare_workers who suggested the
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

_voluntarily for a substantial sum of money.
ILis cleat that the rights of handicapped persons to marry and to bear and raise

offspring inano longer be taken away with impunity.

H. The Right to Be Free Unless Proven Dangerous
A very basic right is simply die right tube free, to go where one wants to go, to do

whatever one wishes to do. This concept was included in the Declaration of Independence
and the U.S. Constitution s the concept of liberty. The only_reasonable limitation on
this right of physical freeddrn is in situations where persons become a dangecto 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 constitutional dimensions. This right was contested in the Wisconsin case of Lessard v.
Schmidt, 349 T..Supp. 1078 (D. Wis., 1972), where the court ruled that a person may not be
incarcerated unless it is proven beyond a reasonable doubt that the person has committed
an overt act of violence. The asserted "good" motives of the state were held to be insuffi-
cient to justify locking up a person 'solely because of a mental handicap.

I. The Right to Contract and the Right to Own and Dispose of Property
These are rights most Americans take for granted. If we wish to purchase a television

set pr 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 rightto 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 obtaining
services and goods that arc made 'available 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
person to have a type of property that he or she was not capable of controlling or managing.

These considerations would seem to indicate that mentally handicapped hearing.
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impaired people might be competent in one context to understand a contractor to own a
particular type of property, while in anothe: context they might not the requisite
competence and, therefore,' need judicial protection. A person might he-fully capable of
owning abicycle or furniture butn.)t understand the intricacies of managing a large estate
or buying and-selling Securities.

Unfortunately, in the past; guardianship laws tended to require that a person be
declared either totally competent or totally incompetent. A person who was .unable to
manage hi% estate and was therefore judicially-declared to be incompetent lost all his
contractual-and'oWnerilicpfights. Unless another judicial determination occurred that
-declared the person competent, the guardian was the sole person who could make con-
tracts or exercise ownership.

The modern trend, and one that appears more in linevvith constitutional guarantees, is
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
i.vith regard to the particular matters involved in the determination of incompetence.
Thus, he or she retains the right to contract and to own and dispose of property in all other
areas.

Jr The Right to Fair and Equal Treatment by,Public,Agencies
A generalization that cat. be drawn from the previously mentioned rights .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 protectio nk1 due process of law. This in turn is applicable to public
agencies in that it req tres these agencies to treat all people with equality and fairness.
Stated conversely, invidious discriminations or unfair actions by public bodies or officials
are forbidden by the Fourteenth Amendment to the 1./8.-"Cons-lifirtion.

The right to fair and equal treatment by public agenci6s is a primary way in which the
legal propriety of almost any type of program for the. multiply handicapped can 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

Several other constitutional rights regarding handicapped persons do exist. A brief
sampling of additional rights possessed.by this population will include but not be limited
to:

1. The right of equal access to medical services;
2. The right to send"and receive 'mail;
3, The right tQprivacy, especially concerning one's intimate bodily functions;
4. The right to Choose and.practice.a religion;
5. The right to have relationships with one's peers, including members of the oppositesex;f
6. The right to equal access to vvelfare, social security, and other social service programs,
7. The right to freely express oneself whether it be through, the choice of one's hair length,

clothing styles, music, or otherwise;
8. The right to be free from culturally biased and other improper.testing and classifica-

tion procedures;
9. The right td equal opportunities for housing and freedom from discriminatory zoning

-,ordinances;
10. .TlieOht to nondiscriminatory treatment by policemen and firemen;
1. The righto-be free from medical experimentation;

12. The right to travel and to free access to buildings and transportation facilities, and
13. The right to be ee from governmental encroachment on a normal life-style and life

cycle.

The list need not becom endless. All rights may be capsulized under the concept of fair
and equal treatment by public agencies and officials. Such are the requirements of state
and federal constitutions.
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Legal Rights: Constitutional and Statutory.

r. STATUTORY RIGHTS
&MIL barriglifs havebeen created by legislation rather than by constitution. Legis-

lation is by its very nature much more detailed than constitutional provisions. As a result,
,the discussion of the fine points of all the sections and subsections of relevant statutes
would be a mammothundertakirig. Thus, the intent here is to use a broad brush.in painting
an outline of legislation that has major ramifications for persons with combined hearing_
and intellectual impairments: ;

A ndmber of states have,particularized statutes, that authorize special facilities or
services unique to that state. It is nut possible to examine particular characteristics and
idiosyncras.i..; of all Stateprovisiens in this document..However, some frequent errors or
inadequacies in state statutes or regulations can be noted:

State statutes often fail to require comprehensive planning across state agencies.
State regulations may mandate seryices for the "multiply handicapped,"-but enforce-
ment of-this mandate may not ensure qpality services for a specific population such as
persons with severe hearing loss and mental retardation.
Regulatory procedures for identification, assessment, and placement arc vague or
nonexistent. t'
Services to preschool multiply handicapped children are p rmissive rather than man-
datory.

Provisions are not made for the employment or certificatio)of audiologists and other
needed specialists. .

Som;! state laws or regulations also contain "waiver pros isions" to permit uncertifica. ted
personnel employment. .

Certification requirements for professionals to work with the multiply handicapped
have not been determiad or appear less than adequate to ensure quality instruction,and
services.

-Regard-harts-for minimum program-size_may_be unrealisti- c in view of these persons'
needs for individualized instruction and services.
There may be no provisions for employ merit of paraprofessionals to assist professional.
staff.

There may be no provisions for reimbursement of expenditures for facility or curriculum
modification and specialized equipment. This would discourage and even preclude
integration of hearing-impaired mentally- retarded persons into a regular school or
community setting.
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
got erning 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 the 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 services for all handicapped person's.

For additional info rmation on the legal rights of the handicapped contact:
National- Center for Law and the
Handicapped, Inc.
1'235 No. Eddy Street
South Bend, Indiana 46617
(219) 288-4751
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**Chapter 4: Federal Legislation and Finance
>I

AlthOugh federal legislation includes provisions for all handicapped persons to receive
services, federal funding has been inadequate 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 available to support cataly tic efforts, demonstra-
tion programi, research, professional training, and, at times, facility construction, Generally,
funds are appropriated to complement state and local efforts to provide quality services for
the handicapped. Legislative and funding policies afthestate level vary with each state and
with each agency within the state. The Council for Exceptional Children's State/Federal

Clearinghouse maintains a digest oflegislative. and funding proOsions for the education of
handicapped children and youth in each state. A similar digest is needed to identify legislation
and funds covering services to the handicapped through health and welfare agencies in 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 underwriting .of projects.and pilot programs with the goal of
assisting the states to establish successful programs of education for handicapped children.
The major agency charged with the responsibility of administering programs under this act is.
the Bureau d'Education for the Handicapped (BEH), Office ,of Education, Department of
Health, Education, and Welfare (DHEW). A number of the provisions of the act should be
noted:

A. Preschool and School Programs
Under Title VI B of this act, funds are -made- available to assist states with the

improvement and expansion,of educational and related services for handicapped children.
This_includes,preschool, grade school, and high school level educational programs.

B. Regiorial Centers -. -\Part Cof this act authorize the establishment of regional centers designed to piOvide
technical assistance, advice, and other information concerning appropriate educational
services for handicapped persons. Section 622 of Part C provides grants 1pr; 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 awarding of grants to states for the purpose of training

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

D. Information
Part F of this act provides funds for research contracts aimed at determining ways in

which films and other media may be .used to,enhance ,the education of handicapped
children. Money is provided far producing and distributing such educational films, and
specifically for captioned films for deaf persons. Grants are also provided under Section
633 of Part D to improve the dissemination of information concerning educational oppor-
tunities,for handicapped children.

A

"'E. Early Education
Grants are authorized under Part C, Section 623, to support model preschool projects

for handicapped youngsters.

F. Research

Substantial amounts of funds are made available for research and dernonstration
grants aimed at improving the education afforded handicapped children.

The Rehabilitation Act-of 1973 t
.1`

The third version of the Rehabilitation Act was signed into law in SOltember 1973. Its
,purpose is to foster comprehensive rehabilitation services for handicapped individuals to

o,
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suat a degree that persons may increase their skills and improve their ability to live with
greater independence and self-sufficrency..Some of the act's more notable provisions are:

A. iltle I Vocational Rehabilitation Services ,

Grants are, provided to states, for the purpbse of increasing ,the"-employability of
handicapped individuals. States desiring to participate in such programs are required to
submit to the Secretary of the Department of Health, Education, and Welfare a state plan
for rehabilitation services. An individualized written rehabilitation program developed
for each eligible handicapped indiv idual is required. Priority instate- vocational rehabili-
tation services is to be given to severely handicapped persons. The term severe handicap
refers toa ';disa6ilitywhich require-s multiple services Over an extended period of time and
results from'amputation, blindness, cancer, cerebral palsy, cystic fibrosis, deafness, }lean

e disease, hemiplegia, mental retardation, mental illness, multiple sclerosis, muscularAys-
trophy, neurological disorders (including stroke and epilep;y), paraplegia, quadriplegia
and other spinal cord conditions, renal failure, respiratory or. pulmonary dysfunction, and
any other disability specified by the Secretary in regulations he shall prescribe."

. . -...
B. Title IIResearch and Training

Funds for grants and contracts are provided to conduct research and demonstrations
_concerning the rehabilitation of handicapped individuals, and to increase the number of
trained rehabilitation- Personnel. .

. ..
G. Title IIISpectil Federal Responsibilities

Under this section,.grants are authorized for construction of rehabilitation facilities,
vocational training services for handicapped individuals, mortgage insurance for rehabili-
tation facilities, and other special projects and demonstration centers. For example, a

`National.Center for Deaf-Blind Youth and Adults has been established.
.

D. Title VMiscellaneous, .
. .. ...

This section establishes (1) an Interagency Committee on Handicapped Employees,to
guard against employment discrimination toward handicapped .individuals and (2) 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:

.m'ent under federal contracts is forbidden in Section 503. Section 504,provides that: no
qualified-handicapped individual shall, solely by reason of his handicap, be subjected to
discrimination under any program gr activity receiving federal financial assistance.

E. Rehabilitation Services Administration
Sectioh.2 of this act set up.a Rehabilitation Services Administration (RSA) in the

Department of Health, Education, and Welfare. RSA is designated the principal agency for
carrying,out the purposes cif AoIhe-Rehabilitatin Act. . .

.

Social Security Act ...

4 . . . -
. .Title XVI of this act establishes the Supplemental Security Income (SSI) Program, under,

.which Social Security payments maybe made to eligible. disabled persons and parents of
disabled children. 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
impairment %Mich can be expected' to last for a continuous period of not less than twelve
months." .

Initial payments under the program began on January 1, 1974, at $140 per month-for
individuals and $210 per month for couples. A payment increase to $146 for individuals and
$219 for couples was scheduled for July 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 die. On reaching his twenty-first birthday, 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-
prehensivp programs of services for the developmentally disabled. The term developmentally
disabled includes mentally retarded persons as well as v ictims of cerebral palsy, epilepsy. and
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similar disabilities attributable to neurological impairments. Formula grants arepto% ided to
state DDAi agencies. Thus, planning and advisory councils are enabled to devise and com-
mence implementation of services to persons with substantialhandiCaps.

In addition to fund's provided directly to the states, fundingis provided for certain
projects of national significance. Among these projects are the following:

A. Legal Advocacy ,
The Division of Developmental Disabilitie(DDD) in conjunction with the,Bureau of

Education for tlyHandicapped (BEH) is funding a legal advocacy program with a nation-
wide scope entitled the National Center for Law and the Handicapped (NCIA-1) in South
Bend, Indiana. Cosponsors of the agency are the American Bar Association, Family Law
Section; the 'University of Notre Dame Law School; the Council for the Retarded of
JosephCounty, Indiana; and the National Association for Retarded Citizens. The.goal of
this agency is to protect Ind assert the legal rights of handfealiped persons.

B. Technical' Assistance
Funds ,are p?'aideclto sponsor the Developmental Disabilities Technical Assistance

Development System (YDITADS) at the University of North Carolina in Chapel Hill, North
Carolinit. DDITADS pi'm ides not only information and technical assistance but also adv ice
to state developmental disabilities councils.

C. Child Advocacy I

Funds from DDD.are mingled with moneys from the Bureau of Education for the
Handicapped and the National Institute of Mental Health (NIMH) to fund child advo-
cacy projects.

D. National Information and Data

,Funds are beng,prm ided to a national information center and individualized data.
base at 'Pacific State Hospital in talifornia, in conjunction with the University of California
at Los Angeles, r

.E., Deinstitutionalization
Several demonstration projects are funded to explore alternatives to residential in-

stitutions for de% elopmentally disabled persons in addition to examining and developing
community alternatives. -.

Additional Laws
. :

The four preceding federal acts constitute the major legislatiGn affecting persons %ith
dualslisabilities, however, other statutes also apply. Two such laws worthy Of mention are.

A. The Wagner-O'Day Act (1938, PL 75-739)
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 employment
opportunities for blind and severely handicapped persons by pprmitting them to sell their
products to 'the federal government. Consequently, a preference is extended in bidding on
gdernment contracts to qualified sheltered workshops Tor severely handicapped indi-
viduals. In fiscal year 1969, "78 workshopsfor the blind in 35 states sold approximately $23
million worth of goods to the federal government, providing employment to some 5,000
blincl_individuals,"' This act, would indeed be applicable to hearingimpaired mentally
retartled persons. Thus, appropriate action should be takento either reinterpret ur amend
this act so that it specifically includes this population.

B. Economic Opportunity Amendments of 1972(PL 92-424)
These amendth'ent'S aim. Coinsure that a minimum of i0`70 of Project Head Start

enrollments throughout the nation are available for handicapped children:Funds are
administered through the Office of Child Dever() ment, DREW.

\I 7 %,

For additional information. contact the Committee on purchases of Blind-made Products, 1511 K Saw, NM.,
Washington, D.C. 20005
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Chapter 5: Progragi COo'rdination

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 serviec, del ery
s stem. (Joint,Commission on Accreditatidn of Hospitals, 1973, -p. 73)

,
The complexity of problems faced by persons with hearing impairment and mental

retardation requires a diversified, specialized, coordinated network of programs: Presently no
single.agency or discipline can 4ppropriatcly tiervc the total needs of this Population. Thus,
each 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 Manning, programming, and evaluation for the
multiply handicapped often 'stifles the evolution of services from conceptualization through
implementation and operation. For example, 'the creation of a-single-source center with a
m. ell-conceptualized program of prevention, assessment, management, andmil:tat/on would be
difficult without the quantitative data pros idedbya demographic center. Thus, compilation
of data fom 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 on interdisciplinary assessments and availability ofsery ices. Closer interre-
lation among parts of the service deliyery system is imperative at all levels of the. social
system. However, the mere existence of appropriate services is not the answer unless these
services are available and convenient to all people, requiring such specialized assistance.

. PROBLEMS WITHIN THE-EXIST,ING SYSTEM

Despite a general increase in funding for the handicapped by both goveipment and the
private sector, no state has implemented comprehensive services that fulfill the full range of
needs of the HIMR, population.

State officials contacted during this project cited inadequacy of funds and insufficient
resources as the major problems. A clos study of the problems, however, reveals much more
Categorically, the iproblems include:

Lack of information.. 0

,Lack of coordinated planning, management, and program evaluation (especially
among state and lotal.agencies of health, education, and welfare)

Lack orsufficient resources

Lack of Information.

On the state level, agencies concerned with HIMR persons have insufficient data to define
and implement needed prograTs 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, ho agencies have
"output" data on the effectiveness ofgervices provided to the HIMR population.' Likewise,
comprehensive data concerning both available manpower and those in training arc insuffi-
cient. .

Another problem is the lack of consensus on curricula and practica Tor those training to
work with this dual handicap. Perhaps this results from a dearth of professional expertise in
this multifaceted field. Nearly 80% of all published research.on this population involves only
the field of audiology. Mcireover, systematic studies on special instructional techniques are
remarkably limited. It appears that insufficierit information exists on the HIMR population
because responsibility is not vestedin any single federal, state, or local agency. Instead, the
service systermis fragmented andtit,coordinated, functioning as a subsystem.within numbers
otagencies and institutionsdispensing set' ices and funds for the handicapped and'clisadvan
taged. As a result, priority has emerged only recently to accommodAte this population.

'Vocational rehabilitation agencies may be possible exceptions, but their data mus be extrapolated from bask
data on perons who are rehabilitated for mental retardation, deafness, and other devel ipmental disabilities Even
then, the data fall far below the t'wmber of known cases eligible for and perhaps recci% I ng rehabilitative services
%Division of Monitoring and Program Analysts Statistical Analysis System, Fede I-Statc Vocational Rehabilitation
Program, Characteristics of Clients Rehabilitated in Fiscal Years 1968.1972). 4,

a
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Lack of Coordinated Planning, Management, and Evaluation

Legislation in several states now mandates comprehensive planning among agencies of
health, ediCation, and welfare, with their local and regional units, to better.serye the handi-

, capped Howe% er, some current state plans contain no provisions that would support effu:ts to
prevent 'hearing loss, develop interagency referral systems, implement interagency datya
systems, coordinate state-ope programs for the HIMR, or establish "single-source cen-

"ters" where,,parents or guardia..0 Of children and adults could obtain information on cord=
prehensive'services,

A 1973 review of all state education department statutes and regulations affecting the
hearing impaired showed marked inequality among the states in the types of services that
would be supported by the state for severely hearing handicapped children and youth.
'Preschool HIMR children receive no special education services in at least 20 states even
thouili the legislation in some of the states would permit such services for children who are at
least three years old. HIMR children under age three are eligible for educational services in
appryximately 18 states but officials report that many school districts presently do not make
services available for the birth to age three severely handicapped population (Jones and
Hdaley,,,1973).

It is also important tehote that many states reduce the amount of reimbursement
provided to school districts serving the preschool handicapped. Generally this practice has
developed because the funding policy assumes shorter periods of instruction fot the preschool
child The policies do not appear to have been established on the basis of actual program costs
for providing interdisciplinary services to the multiply 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 tulles the number of
hearing handicapped per capita as other states. The 19722tta from the Bureau of Education
fort he Handicapped indicate that the percentage of handicapped children served throughout
tl :states varies by more than 50% per capita.' Likewise, great iricquities in expenditures for
service exist. Some states have no special programs for the HIMR. Many institutions for the
mentally retarded that also have patients with hearing loss indicate they have no services
availak from qualified audiologists, speech pathologists, or teachers of the hearing im-
pairedInstitutions 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 who are 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 few states, such as New York,6 have attempted t6 develop a comprehensive plan for
the HIMR. Some states have selected certain, institutions 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 ser ving
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 HIM- However, few hiodels appear ready for emulation. For example, the
Vaughn House in Austin, Texas, is the only independent living facility (for severely handi-
sapped HIMR persons identified in the project. Perhaps others ,exist. The statewide work-
itudy programs between the State Departments ,of Special Education and Vocational Re
habilitation in Texas and Missouri certainly hold promise forpeeting the needs of the HEAR
population. In addition, the statc-supporled sheltered workshops in Pennsylvania and Mis-
souri can serve as examples (or other states along with prchising practico that are cited in
later sections.

.

Lack of Sufficient Resources

The absence ofcomprehensive 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 ,sery ice institutions to develop and implement comprehensive plans.and
programs.

'Further data on exceptional ch.ldren arc available from the Bureau of Education for the Flandieapped (see
Appendix C).

. .
For detailed information, refer to New York State ;TeMporary ComMission (1971).
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. Program Coordination

Since so little is generally known about the special needs of this population, it is rather.
easy to understand why inadequate resources (personnel, facilities, 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 areavailable to serve this population. Few university faculty
members appear to have developed special programs. for preparing professionals or para-
professionals to work in this field.

An.organized program of technical assistance utilizing persons with special skills in
planning, serving, and evaluating service effectiveness has not been developed but is badly
needed.

Additional cost studies must be completed before federal, state, or local agencies can
begin to determine the financial resources that are,required for comprehensive programming.
Unfortunately, many previous cost analyses are based on what exists and not on what should
be provided to create full service programs.

Summary of the Present System

The pi eseni system for severely handicapped children and adults (especially the subsyS-
tem fol the HIMR), although described somewhat negatively above, does provide some
greatly needed and beneficialser.% ices. In addition, dedicated professionals and paraprofes-
sionals are working at levels w ithin the system to achieve effective 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 %veil 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 comprehensive 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 legislation, granting funds to educational
programs and community agencies to support ongoing programs and to help establish new
programs, publishing literature-concerning the handicapped, establishing specific standards
for professional certification and program accreditation, and, finally, serving as a liaison and
spokesman for various services within a comprehensive delivery system network.

In the past decade, unprecedented concern and active involvement have occurred in the
area of mental retardation. 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 developrnent,.prevention, sere ices, and publicinformation), to
recommend federal action where needed to prevent and amelioratelhe incidence of retarda-
tion, to promote coordination and cooperation among public and private agencies, to stimu-
late Individual and group action, and to promote public understanding of the mentally
retarded. The committee is chaired by the Secretary of Heallh, 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 retarded populations. First, in 1971, the President stated that two major goals
of the-federal government shall be:

To reduce 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 instituti ons
to return to useful lives in the community. (PCMR)

Second, in 1972, the U.S. Commissioner of Education proposed a goal of full educational
opportunity for all handicapped children to be achieved by 1980 (75% by 1977).

(
The majority of federal government agencies and, national committees concerned with
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handicapped populations are found within the Department of Health, Education, and Wel-
fare. Some of those specifically equipped 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 Developmental Disabilities
(ADD) in Social Rehabilitation Services;
Office of Child Development (OCD);

Maternal and ChildHealth;'
National Institute of Child Health and Human Development (in the National Institutes
of Health);

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

.President's Committee on Mental Retardation;
President's Committee onEmployMent of the Handicapped;
National Advisory Committee on the Handicapped.

Numerous federal agencies, professional organizations, and private interyst groups pro-
side guidlince and support for the handicapped. A list orprofessional orgimizations and
governmental agencies with special interests and activities in areas related to the HIMR arc
listed in Appendix C.

Presently, no federal agency program or ofcssional organization exists that specifical
represents the HIMR population. However, major actions have been taken to begin to
nate this present void. First, in 1970, the AAMDCEASD Joint .Committee on the Deaf-
Retai ded was established to address the needs of persons with these two handicaps. This.joint
committee'has been involved in several significant activities:

In 1971, open membership forums held at the Convention for American Instructors of
the Deaf (CAID) and AAMD rvitnal meetings addressed one principal issue. profes-
sionals involved in,educating 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.
In 1972, ASIIA, in cooperation with the AAMDCEASD Joint Committee drafted a
two -year grant proposal to dev clop this report (recommendations for comprehensive
services for ihe HIMR).
The Joint Committee has compiled a bibliography on the dual' handicaps of healing
impairment and mental retardation (Hirshoren and Lloyd, 1972) containing more than
600 references (see Appendix D).

In June 1972, an HEW Task Force on the Deaf Mentally Retal ded w as created through the
cooperativ e efforts of the National Adv isory Committee on the Eifucation of the Deaf
(NACED)7 and the HEW Office of Mental Retardation Coordination (OMRC)."

.In spite of the excellent contributions made by governmental agencies and professional
organisations in expanding sell ices to the handicapped, male is presently assuming enough,
leadership to rapidly influence the development of comprehensive services for the IIIMR
population. Goaloriented programs must be expandeu to speed the development of full
sere ices by 1980.9 Therefore, in organizing a network of full sere ices, the follow ing pi ogi am
components are necessary:

Comprehensive data systems,

A national technical assistance coiner,
Regional demonstration. centers, "'

Singk-source service centers,

Now amalgamated into the National Advisor Committee on the I landicapped.

No opera tins within thc, reientl established Offue fur Ilaudiappcd Ind Moats, Dom uncut ol Ikalth,
Education. and - Welfare.

"GuaLot kilted programs- refer particulail% to IIL'A% -administeted piogiams in % elopmental (Pl.
91-517). aid to children in stale-supported schools (Pl. 89 313), educational state giants (Pl. 91-230, l'itk 11 W.
%ixational rehabilitation grants (PL 66-2631. ESEA. Titles I and III 891W, %manumit iduiation stmt. gi
90-576). !lead Start (PL 92. 424), Public Health Set vice Ail, Sec 314 d, and mater nal and child health and c ePPIL tl
children's state grants (Social Security Act. Title V).
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State and local advisory committees,
A national information center, and
Volunteer action groups.

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

CornrirehensIve Data Systems . .

Demographic data concerning the HIMR population are limited. By surveying the nature
and extent of the HIMR population and by using standardized definitions, inforr . Ition needed,
in comprehensive planning at all governmental levels can be obtained and ni turn usecho
assist program implementation. Moreover, the need for new legislation, increased financial
support., and more trained personnel could then be documented.

Many state and local agenciei need technic ,assistance and guidelines for collecting
relev ant; data. Recording necessary data on all members df the HIMR population will be a
difficult task. The medical profession, health, agencies, school districts, law enforcement
agencies,, and social welfare agencies must assist in the identification and recording process
Confidentiality must be protected. Special expertise is required and all nevi/ data systems
should be,capable of produong (over time)evaluation data on the approprhateness and effect of
services provided.

At present, one Office of Demographic Studies (ODS) exists for the hearing impaired in the
United States. This office, located at Gallaudet College in Washington, D.C., appears to be one
of the most suitable data centers at the national level to add supplementary data collection
procedures for obtaining needed information un the HIMR,pupulation and to project national
program needs. With increased funding, ODS could provide the technical assistance needed
by state and, local agencies to iinplement improved data systems.

Skate and local agencies presently collect some data on handicapped persops 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
These data systems, however, should be planned and coordinated across agency lines.

High -Risk Registry
A high-risk 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 probability of giving birth to a disabled child.

A high -ri,k registry can serve as a useful tool in developing prevention, early identifica-
tion, and intervention programs. The registry can be incorporated into hospital records (for
example, a child born of a rubella pregnancy would be clearly identified) and subsequent
appropriate scrrice can be sought. Metabolic defects such as phenylketonuria (PKU) can be
detected earlyt For example, if,a "woman-at-risk" becomes pregnant, genetic and metabolic
defects can beldiagnosed by a study of fluid taken from the mother's amniotic sac. Termed
annocentesis,iithe technique can detect a variety of chromosomal and metabolic abnor-
malities that.rv,sulOn severe mental retardation and other disorders. Parents are then coun-
seled on the risks involved and given appropriate medical treatment. Presently, PKU is
estimated to b responsible for 1% of the population in state institutions for the mentally
retarded. Univ rsity medical screening clinics can and have prevented retardation from this
inborn error o metabolism (Office of Mental Retardation Coordination, 1972). ,

In a simil r veinthe President's Committee on Mental Retardation (PCMR)" states:
\...one.per ent of births in the country now has a chromosomal abnormality that will

result in m ntal retardation or will have some appreciable effect upon the life cycle. A
high risk e ists in t'hose parents carrying chromosomal defects themselves, those who
have it-ad previotis child With Down's Syndrome; those exposed to genetically
damaging agents such as virus, repeated x-rays or chemical exposure; or those of
advanced maternal age. At age 25, a woman has a risk of about one in 1,000 of having a
child with Down's Syndrome. At age 35, the risk is one in 250. At age 40, the risk is one
in 100. And at age.45, the chances rise to at-least one out of 50 for that chromosomal
abnormalit alone. These appear to be conservative estimates.
The registr utilizesk a checklist of factors that may contribute to the de ielopment of

auditory impairlttents and mental retardation. Several criteria can be includedit a high-risk
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checklist, For example, a Johns Hopkins Collaborative Study lists the following as etiologic
factors of communication defects (Mulholland and Fellendorf, 1968).

Time of Occurrence Factor ornsult
Preconception genetic (kir example, Down's Syndrome or mongolism)

Prenatal
metabolic defects (for example, phenylketonuria or PKU)
maternal-fetal viral infection; drugs' taken by mother; fetal hypox-
ia; prematuritylow birth weight

Perinatal hypoxia/acidosis; mechanical trauma; hyperbilirubinemia; drugs
given to infant; ?? noise

Postnatal middle ear infections; upper respiratory infections; foreign bodies.
in ear; drugs; meningitis; encephalitis; mumps, measles, trauma

Environmental Influences - .

(deprivationlack of stimulation); emotional problems; mental subnormality

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 local
medical associations, university medical clinics, and the AAMD's Manual on Terminology and
Classification in Mental Retardation (Grossman, 1973).

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

Central Registry
A central registry is a systematic computerized meihod 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)
effective 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 each HIMR person by accentuating
their constitutional and legislative rights.

Although, conceptually, a computerized registry appears 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 the release of individual case records to parents and guardians upon their
request.
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 needed 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, eight
states are participating by using a common format for recording individual case histories. In
addition, the University of California at Los Angeles (Neuro-Psychiatric Institute) is develop
mg an individualized tracking system in cooperation with Pacific State Hospital. For further
information, contact The Research Group at Pacific State Hospital, Pomona, California.
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!National Technical Assistance Center

A, national technical assistance center could assist with the implementation and general
maintenance of quality comprehensive sere ices 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, go% ernmental agencies, and regional 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),10 this resource center aids program staff in developing 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 adv isory committees rad ith 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 teaching techniques.

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

Identifying appropriate technical consultants,
Providing consultants to confer with individual centers and their staff,
Assisting regional centers in working with state agencies,
Holding small group in- service and continuing education workshops,
Collecting and dispensing data concerning technical aspects of- the service delivery
system,
Identifying strengths and ,weaknesses of existing programs, and
Providing-orientation and guidance 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 centraIclearinghouse
of information on the HIMR. Unlike TADS, howev er, there does not appear to be a need for the
HIMR technical assistance center to maintain a central registry or data bank on the HIMR
population. The Office of Demographic Studies could pros ide this sere ice in cooperation w ith
the national, technical assistance center.

Regional pemonstration Centeis

Demonstration centers were conceived and have been funded by federal agencies to create
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
implement well-established effective management methods (for example, goal-oriented edu-
cational objectives with emphasis 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 too 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 (etablished 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 Disbilities. Special model centers for the HIMR

"'TADS is 1?cated in Chaikl Hill.North Carolina, and Is associated with the University of North Carolina.

, .
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represent one way to hake services available in some geographic areas and to assemble the
interdisciplinary expertise 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.

Single-Source Seriiice Centers

In some states, single-source centers function as public-supported diagnostic, counseling,
and instructional sources for local communities. They presently operate, as fixed,points of
referral in coordinated programs of lifelong planning and management for the handicapped
and their families. These centers engage in systematic follow -up for each client, thus hoping to
eliminate the possibility of program or educational drifting.

One example of a state-conceptdalized sy stem of single-source centers exists in California.
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 of single-source centers are listed below.
A single-source center.operates under contract from a state agency and is governed by a
board of directors consisting of pl.rents, professionals, and state agency representa-
tives. .

The state legislature allocates operational funds annually and charges the state agency
to set basic standards for personnel, 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
workeis, psychologists, audiologists, counselor:. speech pathologists, special teachers,
physical and occupational therapists, and so on; and (3) an administrative unit (ad-
ministrator[s], accountants, and. secretarial and custodial staffs).

Each center conducts an investigation of all existing services and determines other
posiibilities for quality care. Care in facilities outside the region may also be arranged.

In addition, the centers studied, perform 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.
Maintain a registry and individual case records.
Conduct a complete systematic follow-up of the person receiving sery ices and courses of
action indicated.
Call public attention to unmet needs in community care and services, define and
interpret standards of community care and sere ices 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.

S. Report services provided and unmet needs in the region.
Develop a plan for comprehensive services in the region.

Some centers also use the services of volunteers!'
The concept of state regional or single-source service centers is valid. However, once these

centers become operational, experience has shown that all types of handicapped persons are
referred for diagnosis and management. Therefore, these centers should not be established to

For further detail, write to the California and Missouri Departments of Health or consult the Centers and
Services for Deaf,Blind Children, 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 Services to
Handicapped Children, Summary and Recommendations. R-142011-HEW. Santa Monica, Calif.. Rand (May 1974).

c.)
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meet the needs of a single population (that is, the mentally, retarded)..They may, however,
provide additional and unique services for the multiply handicapped, profoundly retarded, or
seriously physically 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.

Placement of the centers should be based 9n geographic needs but consideration must
also beziven to the difficulties that may be encountered in attracting qualified staff to the
area. Care must be taken to prevent the centers from becoming lifetime placement institu-
tions. Thus, patients requiring institutionalization shouldTind only short-term (interim) care
at the center until suitable placement can be arranged. It is imperative that all service
programs have a clear understanding of the center's role and responsibilities.

1

Advisory Committees

Numerous advisory ,committees on the handicapped have been established through
legislative mandate at the national, state, and local levels. Although.widevariations in their
roles and scope of authority exist, these committees are generally composed of various
professionals, program administrators, parents, and.s6 forth, who are chargedl-tithiliasic
responsibility to ensure quality programs for the handicapped. Advisory committees tend to
b'e involved with, but are not limited to, the following activities:

Assessing and projecting needs of the handicapped population,
Program planning,
Recommending priorities and program policies,
Monitoring or conducting due process proceedings,
Evaluating cost effectiveness analyses, and
Reviewing and recommending Iegislative and regulatory provisions.

An analysis of state laws during this project revealed that in more 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 among the states that hate established such committees, councils, or
commissions. However, membership un these committces shows great variation throughout
the country and selection criteria often do not ensure the interdisciplinary expertise that
should be represented by persons or groups most capable to review quality plans and pro-
grams. The follow ing.examples were selected to show the variability that exists in state laws
(State-Federal Information Clearinghouse for Exceptional Children, 1973).

A coordinating-council for handitlapped children is established to coordinate
programs 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, doctors, 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 department 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 departthent 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
rehabilitation unit of the medical center, a representative of the Kansas Association
for'Mental 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 or each year. the
council WIll,submit a written .report of its activities, studies and proposals tc. the
governor. Copies of the reports will also be given to all agencies and organizto i;:n;
having membership on the council and the proper committees Of the legislature,

Kstr,las
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A state advisory commission for special education %vitt be formed consisting of
two members elected from each of the regional advisory councils, arleast one of
whom, %vill be a tparent or guardian of a .child receiving special education. The
commissioners of the departments of mental.health, public health, and public wet-
fare.will each appoint a representative to serve as an e:.officio member of the
commission. Members Al be reimbursed only for necessary expenses incurred in the

"performance of their duties. The-commission shall sub tnit an annual report to the
department evaluating the quality and adequacy of special'education programs and
recommending any improvement. The department will implement the recommenda-
tions of the commission or will state in a written,reply why the recommendations
cannot or should not be implemented. In these circu mstances, the bureau responsible
for hearing complaints and conducting investigations in. the division of special
education Will attemptto resolve the disagreement informally: however, if a settle-
ment cannot be reached the state board will conduct public hearings to investigate
the basis of the disagreement and resolve any dispute between the commission and
the departinent.Massachusetts

The commissioner shall appoint biannually an advisory council with the ap-
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 remuneration.New Jersey

.4

Presently, a few state advisory councils limit their scope of responsibility to specific
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 learning 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 seri, it./LSfor this neglected
population.

National Information Center

The promotion of public urLderstanding and acceptance of the HIMR population requires
the services of an information center. This center could disseminate information on the dual
handicap of hearing impairment and mental retardation. Specifically, it would be responsible
for informing both the lay public and professionals about (1) current resources available to the
HIMR population, (2) literature on the dual handicap (for example, Who are the HIMR?, !NIL
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.
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
To encourage volunteer work or charity projects
Brochures and newsletters
To promotOrunteer work and charitable contributions-
-To encotage family (foster) care
To alert- the public to the nature of the dual disability andservices 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
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mt:tli mental retardation. Such information could also be dissetninated under the auspices of
the Educational Resources Information Center (ERIC)," the Clearinghouse for Exceptional.
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 offer a broad range of services that include but are not
limited to: .

Teacher or classroom,assistance (that is, supervised help with behavior modification,
programmed instruction, and other activities);
Asistance with physical and occupational therapy;
Assistance with music, arts and crafts, and storytelling activities;
Transportation and escort assistance;
Participation in recreation and leisure time activities including visits, vacations, and
trips (that is, weekly 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 education.

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 complethedules and accurate records including hours
and types of volunteer service, administering an operational budget for volunteers; and
'publicly 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 positive relationships between the facility and the surrounding 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 are.

Junior and senior high school students volunteering service as part of their educational
Program or organizational:group activities and
Senior citizens forming "toster grandparent."' 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 activities with individuals on a one-to-one basis (senior
citizens and the handicapped). Senior citizens become an integral part of many
facilities in addition to establishing feelings of self-worth. Depending on the individual
facility and its budget, provisions can be made for minimal reimbursement for time and
expenses (for example, transpqrtation and meals).

Volunteers should be giv en special in- service training related,to specific population needs
and must be presented with program goals and standards. Some of the standards applicable
to volunteer 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 both sexes,\and of all ages, races, creeds, and national
origins, and (3) volunteer services shall be available tall residents, regardless of age, ability,
or handicaps.

/W.S. Department of Health, Education, and Welfare, Office of Education,..Washingto\nD.C. 20202.

"The "foster grandparent" program was developed in 1965 by MVPs Administration on )1ging and funded by
0E0. The funding and administration was transferred to [JEW in an amendment to the Olde: ArrieriLans AAA in 1969.
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. Chapter 6: A Continuum of 'Services

A comprehensive service program for children and adults with hearing impairment and
mental retardation should be designed to account for tke infinite diversity of individual
needs and abilities in this.population.

Figure 1 presents conceptually the continuum of services and program models that
should be implemented for these dually handicapped persons.

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

. .

s CONTINUUM COMPONENTS

. , .

Population Persons with severe hearing impairment Persons with Persons with mild HIMR.
Served and mental retardation (HIMR) moderate HIMR

Program
Goals

1. Provide prevention programs ,
2. Provide direct intensive individ Provide necessary sequenced,

ualized and group lifetime sof support activities to helpi
vices when necessary to effect develop appropriate behaviors
maximum development in social, educational, and

vocational contexts
3. Provide information and assist-

ance to all program partici-
pants

Services
Provided'

1).

..-

1. Identification
2. Comprehensive interdisciphnary rp-

assessment (diagnostic evalua-
tion)

.

s.3. Referral (for additional sei .
vices)

4. Parent or guardian counsehng
and instruction

5, Chent counsehng and placement "-
6, Staff counseling and in-service

.
orientation/instruction f,.

7. Direct management (medical,
educational, vocational, social,

Direct or Indirect Management

recreational) ..

'8. Program evaluation
9. Consultation individualIndividual reassessment ) (for

client or groups)
follow-up10. Dismissal and -

11. Research
12. Record and data maintenance

.

Program
Types and
Alternatives'

I Diagnostic center placement
2. Specialclass educational Specialclass educational Regular educational

placement placement or resource placement with supportive
k room placement services or resource room

services
3. Vocational placement

Prevocationala. services
b. Work-study program (emphasis . ,, ,

ion individual work skills and attitudes)r
c. Sheltered workshops
d, Activity centers i ,

t
e. Community employment .

4. Home or hospital services
Instruction5. Parentiinlant

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

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

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

-

Prevention is the process of arranging forces in the society to mitigate or eliminate
those factors in life of which mental retardation or other developmental disabilities
may be ,a consequence. (Joint Commission 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. Em, ironmental, biomedical, and special services such as genetic screening,
analysis, and counseling all play a principal role in satisfying prenention needs. Currently, it is
teLlmulogically possible to reduce the incidence of mental retardation and hearing impair-
ment through ongoing pre% en tiun programs and maintenance of high-risk registricis. Genetic
Luunseling, now mailable in many major uni'ersity medical centers, is a,prime example of a
prevention tactic. Prospective parents can be screened for genetic defects before conception
and subsequently counseled on the risks involved. This along wifh other prevention
techniquesrLould reduce the incidence of deelopmenial disabilities and, perhaps, reduce the
growing need for several speCialized services."

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

Genetic screening and counseling of parents from (;sigh -risk populations,

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
Comprehensive prenatal, natal, and neonatal care; and

Programs that include,
Nutrition education;

Detection of blood group incompatabilities and placenta abnormalities;
Precautions to eeduce complications as caused by radiation, medication, and drug
abuse;
Early identification of developmentally disabled infants;

Accident prevention;
Instruction on daily safety practices; and
Dissemination of infOmation delineating preventive measures.

Tu facilitate the implementation of pro, entiun prop ams, the Community Mental Health
Centers Construction Act of 196 (PL 88-164) was amended in 1965, 1968, and 1970 to
authorize federal grants to establish pi ogra .is stressing prodention, early identification, and
intervention for rniTial health disorders (see Figure 2).

The Health Seii, ices and Mental Health Administration administers majui prevention
prop ams. Fut more detailed information, these' agencies should be contacted at their IespeL-
tive addresses in Washington, D.C. (see Appendix C).

"rur more detailed information regarding to:Imo:tents of pre.entiun programs Luntact local.pediatm.
society.
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FIGURE 2. Flow Chart: Identification, Asseasrflent, and Direction

Preliminary (Mass) Screening FollowUp.AudiOloglc,SenvIces
including:

1. Hearing Aid Evaluations

1 2. Aural,Rehabilitation

Au dlologlc Assessment
Diagnosis and Referral A -

Management Sirylets Including:*
1. Educational and Psychologicallr (Re)Assessment
2. Special Education
3. Vocational Education,and

Medical Services. Vocational Rehabilitation
Assessment, Diagnosis, Treatment 4. Health and SOcial Services

,
1

*Single-source servic: centers can either provide these management services or contract for such services with
' those outside agencies,through which they coordinate lifelong planning. . .

fp . / 4 .- A
.

In addition, community mental health centers have been establishing 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 ip days) ,
inpatient basis. They also function as a 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
ontinnum.of ervices...for the HIMR. In this role it will be necessary for these centersto
erform,counse/hig and initial diagnostic evaluations (psychological, speech, and hearing
valuations, and s'zi on). However, the primary responsibility for diagnosis and evaluation will

(still rest with primary care centers. Day treatment, short-term hospitalization, crises inter-
vention, and individual and group counseling and therapy tend to be the major concerns of

i 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 of emental health program." However, presently not all programs include this
service. . .

a , The Mental .Retardation Facilities and Community Mental Health Centers Construction ,.

1

Act of 1963 (PL 88-164) authorized federal grants for the construction of community;ligsed
facilities to assist in the delivery of comprehensive mental health services (American Hospital
Associaiion, '1973).

Theie locally based publicly and privately funded services now exist.in all 50 states and
Puerto Rico. More specifically, approximately five such programs exist solely for the hearing.

' impaired population. Resthaven Community Mental Health Center, Los Angeles, California,

'I
is one of these programs that ,maiiitairis a staff primarily composed of clinicallkoriented
personnelo including interpreters for the deaf. Tfilir program serves an age span ranging from

l six year olds through geriatric patients.
Current trends emphasizing accountability and deinstitutionalization with special stress

on "normalization" have 'creatixi a strong movement toward the establishment of commu-
nity-bascdsery ice programs and have added to the role and responsibilities of mental health
centdrs.

.. '-
..,

EARLY IDENTIFICATION,

, Early identification of infants diagnosed as having both auditdry impairment and any
. degree of mental retardation will facilitate early intervention in habilitatiob programs. i

Auditory screeningRapen, Ruben, and Little, 19.7Q)16 and a high-risk registry can be used for
detecting and tracking such disabilities in neonates and infants. In the event that, a child is
diagnosed as mentally retarded, definitive hearing tests should be given.Studies have estab-
lished a higlier incidence of hearing impairment among retarded persons than among the
nonretarded population (Lloyd, 1970; Rnanic, 1959). Without h accurate audiologic

I.

"G. Kimberlin, Resthaven Community Mental Health Center, Los Angeles, Califoripa, personal communication
(1973).

"'This seems to be a successful method for evaluating degree of auditory impairnient among MR infants.
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assess'inent and proper tre...tment of hearing loss in mentally retarded persons, hab ilitation
programming becomes ineffectual and unproductiv e. Comprehensive audiologic sere ices are
essential and should be available to all persons 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 andlor language handicap's" (Joint Commission on Ac-
creditation of Hospitals, 1971). This service shokld consist of the following comXnents."

REFERRALReferrals ;or hearing screening should be made when behavioral changes
.occur among children and when they do not respond appopriately to auditory
stimuli.

MANOMETRIC SCREENINGMI individuals entering a program for the mentally retarded
should be audiometrically screened prior to the development and implementa-
tion of an individual program plan. In addition, periodic rescreening muss be
conducted. Routine rescreening can become less freqUent with dlder popula-
tions. Screening audiometry can be performed by an audiologist, a speech
pathologist, or trained supportive personnel under the superyision of the au-
diologist.

. .

AUDIOMETRIC ASSEISMENTOn the basis of screening results, individuals may be referred
for a comprehensive audiologic assessment. This may involve a variety of proce-
dures to assess central and peripheral auditory functioning. Due .to the wide-
spread use of unstandardized syrnbol systems in audiometric assessment, ,tfie
American Speech and Hearing Association's Committee (In Audiometric Evalua-
tion developed a set of "Guidelines for Audiometric Symbols" (Asha, May £974,
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."
Accurate interpretation of the audiologic assessment also can facilitate the "plan
of action" for subsequent habilitative programming.

OTOLOGIC EXAMINATION/HABILITATIONPrior to audiologic habilitation, all hearing-
impaired persons should have an otologic examination to determine if (1) the
impairment can be ameliorated through medical habilitation; (2) thew are
specific Medical contraindications to the use of amplification; and (3) there are
other medical implications that the audiologist should consider in audiologic
habilitation programming.

"For more detailed inforMation,aMsult Lloyd and Cbx (1972). in its entirety.

"Fur detailed information on standard audiometric symbols fur icaphically recording the results of pure-tone
audiometry, consult the guidelines in their entirety.
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AUDIOLOGIC HABILITATIONThis aspect of audiologic programming is-c,oncerned with a
brcAd 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 of individuals could
include auditory training, speilch and language development, speech- dr lipread-
ing, hearing aid evaluations, and counseling.

These five areas of service are central to' adequate audiologjc programming. In addition,
behavioral audiometry serves as the major clinical tool for audiologic assessment of retarded
individuals. In this regard, auditory acuity is tested by observingan infant's conditioned
response io sounds. play audiometry commonly used with infants is a common technique used
in this type of testing. The application of behavior modification principles in behavioral
°radiometry has.lken quite successful with severely and profoundly retarded individuals
(Lloyd and Moore,k 1972, pp. 143-144).

Sensory and cognitive deficits among mentally retarded persons can create problems in
audiological assesstnent. In the absence of sophisticated audiometric procedures, many chi!,
dren can be misdkagrosed and subsequently receive inappropriate placement. Sophisticated
audiologic 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 popralation.in addition,,appropriate facilities and equip-
menrare prerequisites for all audiologic procedures.

Early detection of hearing loss in an infani will permit a more encouraging prognosis for
future language and 'yerbal ability. Moreover, a hearing aid can be fitted immediately permit-
ting an 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 identification can also assist in decreasing the amount of emotional stress experi-
enced by the family of a developinentally disabled child. Through immediate counseling and
education, parents can acquire skills needed in the management of their child, can gain'
realistic eNpectations of their child's abilities and future role in society, and hopefully avoid,
extensive deterioration of the entire family unit.

Diagnostic Assessment Serv.icei '

Diagnostic assessments for IIIMR persons should include, but are not limited to the
educational, medical, psychological, and the sociaLsiniects 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 combined'problems add enable the development of
prescriptive remediation through an individualized program plan. (Grossman, 1973,
p. 132)

A comprehensive, interdisciplinary diagnostic assessment serves as the basic criterion for
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 include:

Medical Assessmentl9
histories: medical, developmental, and family

examination: general physical, neurologic, ophthalmologic, and otologic
laboratory: serologic, urinalysis, hematologic, and others when indicated
Comwunication Assessment"
language and speech evaluation: expressive and ieceptive skills

audiometric evaluation

"Clinical services for mentally retarded children operate in all but three states and include diagnosis, evaluation
of a child's opacity for growth, the development of a treatment and management plan, interpretation of findings,
counseling of parents, and follow -up care (Office of Mental Retardation Coordination, 1972, p. 20).
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EducationallPsycholoilcal Assessment
dogni tit (Ale% clopment. intellectual function (the assessment of pt esent performance and

\ capabilities)
-sensory-motor skill development

'-ipreactidemichicadenie achievement

Social Asstssment
social. history. family and home env ironment, and cultural/ethnic background

parenyguardian skills with client

Adaptive Behavioral Assessment: Level of Functioning
-a of combined Asess men t results wrisidet ing client's integi ated functiunability
and adaptive skills

The interdisciplinary team of specialists that represents a broad spedruin of professions,
disciplines, and set-% ices must be cognizant of both the biulugkal lioictioning and be turd
needs of each person.

Comprehensive assessment programs should also include provisions for:r
I. EARLY IDENTIFICATION PROCEDURES

Three' procedures generally are used for the .initial identification of handicapped
personscensus, 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 each community. An appro-..
priately conducted census may assist in the early identification of persons with handi-
capping conditions.

b. Screening. For vision, hearing, of other physical handicaps to be conducted on a regular
basis in each community, by teams.of specialists and supery ised pal aprofessionals. This
procedure can play a principal 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 lot selecting needed
Services for persons thought to be hearing impaired and mentally retarded
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c. Referrals. From parents, guardians, teachers, and other personnel are beneficial in early
identification. However, information and procedures must be available in each com-
munity to permit proper referrals to be made Ind acted on without undue delay.

2. DIRECTIONAL AND PLACEMENT SERVICES

The assessment of individual needs should include the subsequent identification of
available resources to acconfmodate intervention needs and the establishment of a locus of
responsibility to ensure; service provision (with the family involved in all programming
decisions, and placement).

Recent legislation and litigation have requirexl 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 Information Clearinghouse for Exceptional Children,
1973):

a. The personnel involvedin assessment,

b. The development of criteria to be utilized in making placement decisions,
c. The placement process, and

d. Placement review procedures (due process)."

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 ser% ices include an
individual program plan based on:
a. The nature and extent of the developmental disorder (including symptomatolugy and

etiologies),

b. Specialized treatment needed for cognitive and sensory deficits, and

c. Assessment of the overall needs unique to each HIMR person (emotional, educational,
and motor).

3. REASSESSMENTS ,.
Mandatory periodic reassessments of each HIMR person should be provided, espe-

"Almost 60% of the states have plai.ement t.onunittees that assist in determining the plai.ement of eadi add
(StateFederal Information Clearinghouse for Exceptional Children, 1973).
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dally at significant maturational, educational, or vocational stages, to ensure appropriate
programming.21

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;
Emphasis on individual needs in determining program type and staff, not administra-
tive convenience; and
Continual interdisciplinary assessments to monitor cognitive and sensory perform-
ance.

This section presents only an overview of the comprehensive diagnostic, assessment
sell, ices required t ensure effect iv eprogramming for HIMR persons. Appropriate behav ioral,
medical, social, communicative, educational, or psychological 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 experienced personnel do appear in the
literature (see Appendix D). .

INSTRUCTIONAL 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. (1.1,,S. Supreme Court case: Brown P. Board of Education, 347 U.S. 438,
11954))

1 4

Educational programs for years have been charged w ith the responsibility of preparing
the entire population for a useful and.meaningful life in suciety.,Therefore, these programs
must be both broad in curriculum and flexible in design in order to provide an efficient apd

effective learning environment. Furthermore, educational cliches call lin opportunities to be
provided for each individual ,to discover and grow at his or her own pace. However, until
recently many aildreiv ith severe healing impairment and mental retardation have been
rejected at will by public school districts.

''Reassessment is presently mandatory in 30% of the states. Efforts must be made to.tmreabe this 'entitlement
(StateFederal Information Clearinghouse for Exceptional Children. 1973).
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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 edUcation or training program (extrapolated from
Weintraub et al., 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 ;ngor
needed instructional services for the HIMR population w ill not become apparent until defini-
tive measures for developing and implementing appropriate services are finally mobilized.
However, in conceptualizing the general 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 impairment and mental retardation must be formulated and then adapted to
meet individual needs.
All educational programs should strive io develop maximum independence for each
HIMR person; instruction within an open social setting (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 p'rograms 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 Eligibility 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 examination,
Communication skill assessment,
Educational and psychological assessment with emphasis on ascertaining functional
!evicts and adaptability,

History and information offered by the family, and
A period of behavioral observation.

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

Placement decisions should be based on clinical observation, pertinent test data, and
utilization of all available sources of information regarding the peison'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 IQ) or level 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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formulated 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 program

philosophy and goal should be well defined and should include long-range as weV as
weekly plans.

B. A curriculum design that .delineates specific behavioral criteria_to be met should be
developed. The level of achievement should be recorded daily as an evaluative process for
each HIMR person. The inclusion of such case management or performance-based
techniques will assist programs in developing more definitive evaluative measures, im-
proving instruction, and achieving accountability.

Using these two components as general guidelines for an instructional program, sever al
principal instructional objectives can be delineated:

A Begin the learning program at birth and establish appropriate and effective teacher-pupil
ratios. The following ratios, 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
advisable; 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,a maximum ratio of 1/8. No consensus for these
ratios presently exists. They were derived after visiting several programs and discussing
proper staff-tol3upil ratios with teachers and administrators.

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

C Stress the basic developmental areas commensurate with the maximum capabilities of
each 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 selection 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 total 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 c'bunseling followed, by instruction to encourage the use of appropriate

home instructional methods to facilitate transfer and reinforcement of learning experi-
ences. .

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

G Use positi'V'e reinforceiiient and structured behavicii; modification. (The fundamental 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 to activities both in living
units and the community.

I. Use a multisensory approach. Concurrent use of all sensory modalities is essential when
critical deficits in auditory input and cognitive development exist.

J Provide activities that encourage the development of independence and safety habits. The
spectrum for this objective 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 health adjustment within a closed society (for exam-

ple, within the confines of an institution).
K. Develop occupational Skills fdr job placement.

Provide activities concerned with health, music, art, and daily, ,recreation that develop
skills for life-long participation.

In summary, all instructional programs for the HIMR have principal goals to develop
functional communication systems and occupational apd recreational skills commensurate with
the potential of each-person.'
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In organizing the program framework" so that perfui manes- based techniques can be
used and accountability augmented, the following foi.mat,is essential:

A. Develop an individual behavior profile for each HIMR person.
B. Determine initial instructional and service objectives.

C. 'Delineate a plan of specific procedures and teaching strategies including a formal system
for daily evaluation of behavioral 'changes.

D. ImplemeNt, the individual. program plan with a set of daily behavioral criteria.
E. Evaluate the outcome of the program plan by checking the percentage of criteria met.
F. Deter mine whether the individual should continue %I, ith the program plan or whether the

content or criteria should .be revised.

0

./
Developmental Needs

Individual instructional plans are effective only if they arc based on the developmental
needs of each HIMR person. For this de% elopmental 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,

Cognitive development, and

Social development.

Effective educational progilms function as learning laboratories and create an en% i-
rontnent that stimulates and facilitates learning. Instructional ser% iLes rut HIMR persons
operate on the basis of several fundamental and essential assumptions;

For additional information, consult Jones, S. A., and Healey, W. C Program Plantung, Development. Afar:age-
merit, and Evaluation (PDME). Washington. D.C. American Speech and !fearing Association (1972).

40



A Continuum of Services

Instruction must begin as early in life as possible and education shall be a continual
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.

Facilities / Equipment / Materials

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

In any event three major components of program facilities for the HIMR must include. (1)
suitable construction, design, and maintenance of the facility to afford efficient services, (2)
flexibility in accommodating service ctivities, and (3) provisions for use of multimedia

amaterials 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 all material to reduce the apcitipt of ambient noise, sufficient floor space,
bathrooms, and lunch facilities, adequate lighting (including special flashing or warn-
ing lights); and furiiishings that provide for group as well as independent learning
activities.
An instructional media room, and staff work areas 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 therapy, individual tutoring (for exam-
ple, for itinerant work), independent study, speech and language pathology, individual
counseling; and parent and guardian counseling, instruction, and program observa-
tion: Recreational areas are needed to reinforce classroom skills. 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 physical mobility or multi-
handicapped pupils.

Equipment used in programs for the HIMR should include audiompter(s) (for further
information see ANSI-1969) with provisions for field audiometry and equipment capable of,
performing at least the following diagnostic procedures. hearing screening, pure-tone air and
bone conduction with contralateral .masking, speech discrimination and spee0 reception
audiometry, site-of-lesion battery, nonorganic hearing loss battery", hearing aid evaluations
and consultation, and evoked response audiometry.

,Adequate maintenance-of all audiometric equipment (for example, at least quarterly
electroacoustical 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 activ ities, record players, film projectors, tape recorders, Polaroid cameras, telev ision sets
for receiv ing programs in classrooms as well as.for use w ith v ideotaping 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 indiv idual 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
population. Regional resource centers and indiv idnal school media centers should be respon-
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sible for supply qg programs with appropriate mate' ials (for example, enrichment games,
developmental teal. t g mate! ials, and su un) that w ill assist in the development of academic,
social, and motor sk

Program administ tors and instructional staff ha% e expressed a need for professionally
developed teaching materials specifically applicable to the HIMR population. Presently,
HIMR educational prow ams lend to depend un motet ials and-instructional des ices made by
the teachers. Mailability of materials appropriate to the ,needs of HIMR persons could
eliminate some duplication of effort involved in -the design and production of media.
Moreover, it could free staff to concentrate on the integration of appropriate media and
materials into instructional plans and program methods,

Learning ResourceSystem,

The Bureau of Education for the Handicapped (BEH) is au are of the above needs and has
invested time and effort in the organization of a new resource sy stem 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 (CORRC). In view of this, the ALRC/NCEMMH and RI2C/
CORRC networks serve as the components of this new learning resource system."

Area Learning Resource Centers (ALRCs) are designed to pros ide diversified educational
media and materials for developmentally disabled persons. Their principal concern is to
improve eduCational programs for handicapped children by providing a readily available
supply of appropriate instructional materials. This systematic, comprehensive media service
replaces both ihe 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 dei eloping materials specifically geared to the educational needs of the
handicapped;

Distributing information to teachers and parents notifying them of materials available
at the resource center;

Training persong,who design, select, or use instructional materials to be competent in
"mediated teaching"; and

'0 Providing materials to teachers or learners 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), ullit.hsery es as theil national coordinating office. In addition, the
ALRC programs are sery ed by three specialized offices concerned vc ith the s isually impair ed,
hearing impaired, and persons vt, ith other handicapping conditions. These offices arc charged
with:

Locating materials to fill specific needs,.

Field testing newly developed materials for effect ch.desired educational objectjves,
and

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

national needs 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 program 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 operational 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 instructional tnaterials/media;

"The Bureau of Education fur the Ilandicapped (BEII), Regional Office Pudding 3, Room 2019,7th and D Streets,
S.W , Washington, D.C. 20202, hi the Department of Health, Education, and Welfare, can be Lunt:toed fur a list of
existing media centers and services throughout the United States.

"NCEMMH, 220 W. 12th Avenue, Columbus, Ohio 43210.
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To provide national leadership 'and coordination for special education regional and
.media centers; and

To support and coordinate research and other projects concerned with educational
technology for the handicapped,

Currently, the. National Center is developing and' operating a nationwide information
storage.'retriev al system that w ill 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. Referred to
as the RRC;COR RC network, these centers were established to promote program planning,
development, and management. The-I3.RRCs provide demonstration models of systematic
comprehensive appraisal techniques for handicapped children. The educational diagnostic
and prescriptive process, which serves as the backbone of the entire educational program-
ming system., includes referral and screening as wellas individual assessment, dev elopment of
indiv idual program plans, placement, and follow-up care. The RRCs, which will remain in
contact w ith the ALRCs and other RRCs, are coordinated by the CORRC. This national office is
espunsible-for developing and coordinating 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 fostering im-
&roved educational opportunities for all handicapped persons.

Program Types,

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

Diagnostic center placement Nt_

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

- Resource room instruction
Regular classrooms with supportive services

a. itinerant services
b. Single building services

Home/hospital services'
Parent/infant instructional services
Residential placement (for example, schools, extended scare facilities, and so on)

Two major objectives should be considered in implementing the range of program types.
the provision of flexible programming, and emphasis un "mainstreaming" or greater integra-
tion of handicapped persons into regular educational programs w ith continuing supportive
services.

The following types of programs are needed to meet the multiplicity of needs of the HIMR
population:
A. Diagnostic Center Placement. This option is used to provide thorough differential diag-

noses as.0 ell as periods of observation to formulate appropriate_educational plans and
teaching strategies for HIMR persons. Services are provided by audiologists, teachers of
the hearing impaired, psychologists, speech pathologists, and others in an interdiscipli-

nary team approach. Such centers may operate on a local or regional basis (by cooperative
/ agreements among district's).

B. Full-Time Special Classrooms, Subsequent to a diagnostic assessment in which a pupil is
found to have severe 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, academic, social, and emotional
grow th. 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 some 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.

I Regular Classrooms with Supportive Servi Ks. This option may be used for HIMR pupils
ith mild.developmental disabilities and minimal secondary handicaps. However, sup-
rtive services will be needed' and should include direct/indirect services for pupils

Iled in regular classes by an HIMR specialist ciother team members opeiating on.
I In erant basisthe specialist provides continuous, ongoing services to pupils in more

tha one school or center. Scheduling options for this type of service include intermit-
tent s ssions on a regular weekly basis or intensive cycling, which provides daily service
in a particular school or center fora specific block of time. Flexibility of operation and
scheduling is desifable in itinerant programming to provide for the varying needs of
'HIMR

2, Single - building basisthe specialist is assigned to one building or center on a full-time
basis. Services may be provided by ether intermittent or intensive scheduling.

E Home and HospitakServices. 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 condition of the patient. Instruction should be provided by a teacher with
preparation for working\with the hearing-impaired mentally retarded,

F Parent/Infant Instructiona\ kServices. This program type provides parents with guidameN
and instruction in assisting infants and young preschoolers with hearing loss and mental
retardatiOn to develop 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 approved facilities. This program model is recommended for
children determined to be at risk,for developmental disabilities. Special assistance in
providing for the development of auditory, communicative, and cognitive skills at the
earliest age possible is *vital. \

G Residential Placement. This option shOtld,be 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 plaement. Obviously, many criteria must be con-
sidered in making a residential placement (hat is, potential availability of other appro-
priate placements, family ability to provide \care, quality of services in the residential
program, and so on). The need for continuing placement in a residential environment (or
any other special program model) should be evaluated at least annually. Specialists with
the appropriate qualifications to man* pupils with hearing loss and mental retardation
should have primary responsibility in the planning nd providing of services.
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. VOCATIONAL:AND EMPLOYMENT SERVICES'

(Produceis as Well as Consumer1)

Failing to serve the handicapped population appropriately can effect an economic drain
on the society not only because of unnecessary institutionalization but also because, as ,a
group, handicapped persons are, too often highly underemptoyed. Specifically, among more
than six million mentally retarded persons in the United $tates,,of whom three and one-half
million are adults, approximately 2,000,000 are estimated to be capable of learning to support
themseKes financially (statement by President's Committee on Employment of the Handl-
cnped).Howesver, mentally retarded persons are in great need of job training and placement
services. With adequate training, many of these people are employable and may eyene
superior to nonhandicapped workers. Studies indicate that a unimiely high work motivation
generally is prevalent among hearing - impaired persons as well as the mentally ketarded
population. These workers are loy al, their attendance is usually outstanding, they tOnd not to
job- hop,.and they can do a job well.wlien astignecf work is commensurate with. their skills.
.However, several pi,-oblems still exist with regard to their employment. Among their ien;
'mediate needs'are: .

More prevocational special education classes, training and vocational rehabilitation
programs, sheltered workshops,'work-study programs, and so on, to prepare HIMR
persons for futufe job placement;
More public promotion of their work record to build.the acceptance level of employers,
and
More provisions for transport:Mon' to andfrom wo rk.

Various professional organizations and governmental agencies can play a principal role
in mobiliziiig employers to hire HIMR persons. Among those groups whose assistance is
essential are: .

S. President's Committee on Employment of the Handicapped .
American Associalion-on Mental Deficiency

,,American PeFsonnel and Guidance Association
National Rehabilitation Association

National Education Association
American Psychological Association

Several types 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, various modifications and alternatives may be needed in considering the
individualization of programs.

Prevocational P.rOgrarns
Developmentally disabled persons require special education programs designed to pre-

pare them for useful and meaningful lives in society. Through pTevocational programs,
handicapped persons...at-the high-school level (14 to 21 years old)-are able to discover and
develop-their abilliTeS and eVenluillibe placed in an environment where they' w ill function
successfully. This training is a.prerequisite for any type of meaningful work.

Major objectives of prevocational programs for H1MR persons (including work-study or
work-experience programs) arc:

Assessing, evaluating, and developing ihe.vocational, potential of each person,
Developing work habits or general skills for occupational competency, and
Exploring indiv idual learning problems in a working atmosphere to nurture acceptable
social and work behavior to prepare HIMR persons for future vocational or job-training
employmen t.

Specifically, a prevocational (occupational) preparatory or work experience program can
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 effort
with state agenciek(for example, State Departments of Special Education and Vocational
Rehabiyrfion).
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Variances in the basic components of work experience progra'ms exist.sThespectrum of
differences includes the age at w,hich:a handicapped person becomes involved in such.a
program, hours per week that a'par*ticipant is employed (ranging from 12 to 40 hours per
week), pay per week (with considerations for minimum %%age), and the type of job. Several
possibilities can be listed: for example; Missouri's CooperativejSchool-Work Program" in-
cludes the following job's?

Clerical.and sales occupations (for example, store laborer),
Service occupations (for example, homemaker, general maintenance person, janitor,
delivery person, aicie, or helper),
Farming occupations,

Proces'sing occupatiOns (for example, produce worker),
Macliine trade occupations (for example, machinist, auto body and machinery repair,
perSon, or press operator),

Berfchwork occupations (for example, production worker or shoeworker),
Structural work occupations (for example, construction worker), and
Miscellaneous occupations (for example, car washer or painter).

Prevocational program's can make pro vision's for job experiences in sheltered workshops
as well as in the qpen community when the situation is appropriate.'

A Work-study specialist (also referred to as a voca, Tonal rehabilitation counselor, guid-
ance counselor, or work adjustment coordinator) can ha re primary responsibility for occupa-
tional eduentiOn programs. He is directly involved with day-work assignments and on-the-job
training of students who 'ai:e near completion of their educational program and are approach-
ing employinent. Although these specialists may occasionally work with pupils throughout
their training, they normally assume more direct contact with students during their last two
or three years in school,

Primary responsibilities of a work -study specialist ate:
To maintain direct contact With the Wor*Id of work" to identify (1) latest trends in th,e
job market, (2) prevailing wage laws, (3) jobs,specifically suitable for HIMR persons, (4)
hiring policies, and (5) union requirements;
To keep in close contact with each student, his or her family, and the special teacher;
and

To be familiar with vocational rehabilitation and employment agency operations.
WOrk-study specialists play a vital role in preparing students for the mainstream of life

and wor , .

A go .prevoCational program assists in the ha . station of disabled persons while
bridging the gap between the classroom and employme t. It provides for evaluation of
individual vo ational needs, counseling, superyision of trai ing, and job placement.

Vocational Programs
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' Through counseling, (raining, and job placeinent of post-school-age
persons, vocational programming prays a basic role in total programming to meet the needs of
this dually handicapped population. 4

,Thenature and ctent of vocational programs vary. The continuurli of vocational services
for postschool persons 'should. include:

Occupational training centers or sheltered workshops,
Activity centers,
Residential work`programs, and
On -the -job training with eventuaj permanent job placement.

A continuum within each of the above services is apparent. It is imperative that pro-
gramming remain flexible to accommodate the following variables. (I) the individual needs of
each person (for example, degree of disability and age), (2) the particularsetting (for example,

"For more information on Missouri's School-Work Program, contact the MissouriState Department of Educa-
tion, Section of Vocational Rehabilitation, Jefferson City, Missouri.
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0A:1.k-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 responsibility for establishing voca-
tional programs for the deyelopmentally.disabled,are:

State employment agencies and other manpower training and job placement centers,
State vocational rehabilitation agencies, arid'
Single-source service centers (for comprehensive planning and directional services).

o\

a t 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)

The 1954 Amendments to the Vocational Rehabilitation Act (PL *56) sparked several
associations for the trWiritally retarded to develop and implethent sheltered workshop pro-
grams. This, along ev ith terierally funded research and demonstration projects concerned w ith
rehabilitation, hasziven rise to over 1000 of these workshops throughout the country (Presi-
dent's Committee on Mental Retardation, 1973a). Variations in size, staffing, and nature of
training programs exist amung sheltered workshops. However, two principal objectivesiare
common to all of them. The workshops train persons for competitive employ !meth and prow ide
short-term, long-term, or even permanent employment when a person's Work skills are not
acceptable in competitive industry.

.

A

/
After acquiring work skills' through prevocational programs, some severely disabled

persuns may require placement in an appropriate sheltered workshop. Specific activities can
ary vv ith the degree of the individual's disability, living arrangements, and the availability of

work resOurcessuch as Goodwill Industries.
Sheltered workshops often become a primary consideration i1. placement de cisions for

17- to 20-year-old severely handicapped persons. During this age period, critical decisions
occur for families or guardians. With culmination of an educatiofial program, the 17- to
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 create opportunities for an alternate life-style.

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 degrees of handicap. Among these arrangements are.

Residential school programs in which older students are transported to local work-
shops on a regular basis as part of their prevocational program;
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Residents pf group homes, .theirs own homes, or institutions, who work by day in a
sheltered community-based environment and are transported home in the evenings,
and

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

In many instances, the sheltered workshop has become a major cornerstone in laying the
groundwori., for both vocational training and vocational rehabilitation programs. HIMR
persons are given an opportunity to (1) perform meaningful work, (2) earn remuneration, (3)
fill their day with productive activity, and (4) potentially advance to an "open community"
job, which allows them more independent life-styles.

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 community who are too severely disabled for a sheltered
workshop.
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Activity centers (also called developmental training centers) can function as recrea-
tional, vocational centers fur HIM R persOns tun disabled to progress to sheltered coot kshops of
they may serve as an initial placement fur those who ultimately may progress to a sheltered
workshop environment.

Activity centers pros ide programmed learning and work- related care in the follow ing
areas. self -tale and grooming (personal hygiene), communication (the use of the telephone,
speech and language development programs, and group discussion of current events), home
skills, community, wit ities (stressing dining out in restaurants, shopping, and community
courtesies), academic instruction (making change, telling time, and filling out applications),
recreation (dancing, parties, and games), arts and grafts, 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 tanges from 1.3 to 1.20. Most commonly, tt airing in
service occupations is pro% ided. Among the occupations are messenger, put ter, stuck clerk,
maid, and kitchen helper.These programs ale often sponsored of governed by associations fur
the mentally retarded as nonprofit curporatitins. Some of the programs at e funded by state
and county subsidies, public school boat ds, mental health, rehabilitation agencies, ur pri% ate
donations.

Guidelines and standards for adult acti% ity programs ha% e been established in 23 states. A
state agency is normally responsible for these standards. For example, in Minnesota, the
Denar talent of Mental Retardation (MR Licensing Law ) is responsible, while in Mary land, the
Department of Health and Mental Hygiene assumes the responsibility.

Admission criteria generally establish a minimum age of 14 y ears and specify retardation
as the primary condition and physical handicaps as a secondary condition. These critci Ia v ary
in each state according to established policies and indiv idual state legislation. In 1972, 422
centers enrolled 13,495 persons with an age range froth 14 to over 65 years. The average age
w as 25 years two months. Also, tested intelligence scores ranged from a low of 12 to a high of,
65, with a mean of 36.

Trainees are discharged front activity programs when the staff deems it appropriate to
plate thenrin a sheltered tout kshop ut in other forms of employ meth (mut e than 1000 persons
have advanced in this wa} according to the President's Committee on Mental Retardation,
I973a, p. 17).

Although activity centers first began in 1952, the mov ement.to establish them in signifi-
cant numbers did not gain impetus until the early 1960s. Minnesota (which has the greatest
number of activity centers and has also established standards fur the operation of these
programs), New Yurk, Ohio, Indiana, Illinois, 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 Yurk City Bureau for Children w ith Retarded Mental Development) is one
example of a successful activity program. Established in 1959,it has seised as a prototype fur
other activity programs in this country. As a demonstration center, it is concerned w ith
adaptive behavior and the acquisition of functional skills for both moderately and severely
retarded persons.

Currently, activity centers have become a part of many regional or single-source center
sets ices lot 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,prov ides a natural setting fot evaluations of
retarded adults in daily living activities.

Activity centers have def.nitke rules in statewide plans lot comprehensive sun ices for the
adult population. They not only assist in preventing institutionalization but also enhance
public schou; special education programs fur severely disabled adolescents andy (Jung adults.
More precisely, these centers fill the large gap between the termination of school programs
and commencement of employment either in sheltered workshops or in the "open com-
munity."

C. RESIDENTIAL WORK

Organized vocational programs should be designed to give meaningful work to HIMR
persons within residential settings. Persons able to acquit e out k skills and to increase their
employment potential un the premises can eventually often find %kw k placement outside of
their living facility.

housekeeping, laundry, ground maintenance, and janitorial sere ices are easily adaptable
and the most commonly used areas fur vocational instruction of residents. Supet v isiun of then
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work is carried out by 'Staff in each specific area (for example, supervisor of ground mainte-
nance) Specific steps must be taken, however, to eliminate communication problems. Since
the professional staff has ongoing 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. ONTIIEOB TRAINING

Subsequent to work experience acquired through prevocational and vocational educa-
tion programs, many HIMR persons can be placed in permanent job settings. Unlike prevoca-
tional programs, where general activities stress self-help, work habits, social competence, and
applied academic skills, on -the -job training involves learning a specific functional job in
depth All skills learned in prevocational or vocational programs or both will hopefully enable
the HIMR person to hinction adequately in a real-world job assignment.

Employers and counselors 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 teaching methods to be used, and
Allow time for training and work adjustment.
The HIMR individual shobld 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 effectively and to feel a sense of achievemer...

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

assistance needed 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

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

A comprehensive medicakvaluation including an assessment of the degree of disability
and its effect on employinent,

A vocational evaluation,
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Physical restoration (for example, the fitting of a hearing aid) and counseling,
Psycho-social evaluation (for example, personaiadjustment),
Prevocational and vocational training;
Maintenance (for example, liv nig arrangements) and transportation during rehabilita-
tion,

Suitable job placement, and
Follow-up services to assist handicapped persons duffing employment.

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

, satisfying, worthwhile job.
Programs used by vocational rehabilitation ary in size and type 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 rehabilitation program needed: Primary voca-
tional program objectives and structure include but need not be limited to:

Activities designed to achieve the optimal development of each HIMR person vvith
spec,ial focus on self-help skills; social competence including personal and community
adjustment, and development, of communication skills, vocational competence (for
example, sensorimotor coordination, attitudes, 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 ev aluation of the progress and present situation of each person at least ev cry
three months);
Pros isions for a designated person (for exafnple, 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, homemaking,

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

Vocational rehabilitation counselors involved in the delivery of services to HIMR persons
should have special preparation for working w ith this population. The primary qualifications
are (1) a master's degree in rehabilitation counseling or in a related area and (2) know ledge of
and experience in dealing w ith persons w ho are hearing impaired and mentally retarded. The
counselor also should be trained in the use of ,total communication methods (oral and
manual).

The responsibilities of vocational 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,

Evaluating each person's abilities and aptitudes during the rehabilitation process and
making proper arrangements, for suitable work placement,
Regular evaluations of job, placement through postplacement follow-up, and
Assistance in the coordinatiott of community rehabilitatibn services.

The lack of appropriate prevoc'ational and vocational training opportunities for the
HIMR population has been reported, 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 fqi additional planning and
programming are needed from the federal and state agencies to effect more comprehensive
services.

State and Federal Agencies
In 1972, the mentally retarded-comprised 14% of all disabled persons in vocational

rehabilitation who were rehabilitated by state-federal prc grams. Approximately 43,700 per-
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sons were reported as rehabilitated (Office of Mental Retardation Coordination, 1972). Exact
data concerning the hearing-impaired population are unavailable at this time.

Vocational rehabilitation services at the state and federal levels of go% ernment include.

' Assisting in the construction and remodeling of rehabilitation fad Nies (state agencies),
Initiating project grants concerned ss ith innovative procedures and expansion of suca-
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
wry ices, technical consultations, staff development, and so on (Rehabilitation Serb ices
Administration).

In addition, a federally supported vocational rehabilitatiyn,program administered by the
Rehabilitation Sell, ices Administration (RSA) of the Social and Rehabilitative Set-% ice (SRS)
pros ides matching funds to state rehabilitation agencies. These funds are used solely for
services that w ill assist physically and mentally handicapped individuals obtain or retain
employ ment. Federal grants are made to state vocational rehabilitation agencies on an 80%
federal-,-20',t state matching ratio, up to the limits of federally deter mined allotments for
each state. Funding is dependent upon the approval of state plans which describe the sets ices
that w ill be pros ided. The RSA has estimated that the total federal and state costs for services
to the 292,272 persons rehabilitated in fiscal year 1.971 was $631 million, w ith art av erage cost
per rehabilitant of $2150 (American Hospital Association, 1973, p:64).

Other types of federal support for vocational rehabilitation programs include:
Purchase of services from state rehabilitation agemAes for selected recipients of Social
Security benefits with Social Security trust funds;

Project grants to state rehabilitation agencies for service innovation and other public
and nonprofit private organizations for expansion of services;
Grants to state rehabilitation agencies for service innovation and whet public and
nonprofit private organizations for expansion of services;

Grants to state rehabilitation agencies and other public and nonprofit pHs ate oiganiza
tipns foi special programs to recruit and prepare handicapped persons for careers in

-public service;

Contracts w ith industrial or commercial enterprises, trade associations, of labor or
other organizations capable of pros iding training and whin employ meat plug' ants for
the handicapped in realistic work settings; and
Grants to public and nonprofit private rehabilitation facilities to assist in meeting
initial costs of compensating professional and technical staff and in imptosing pi des-
sional or business management service's 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. (Grossman, 1973)

Persons with combined healing loss and mental retardation and capable of engaging in
pi oductise and meaningful work should be gis en the opportunity to make an economic
cuntr ibution to society and to secure a decent lis Mg. Empirical ex idenci suggests.that, as
adults, store HIMR persons would be capable of sustaining themsels es w th only minimal
assistance if it were available in the community.

Pr incipal come' ns of employers of the.handippped include the ability to do the assigned
work, get along lk ith others, use public nanspoi tation, handle money, and maintain pet ;Antal
hygiene.

The Texas and Missouri Nk k-study progtants hale repot ted that unfami I iat ity with the
needs and abilities of IIIMR persons and others with handkapping conditions often makes
employers reluctant to hire members of this population. This can be osercome w hen wen-
n ainea counselors meet w ith employers to deter mine then needs and to discuss a potential
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employee. The President's Committee on Employment of the Handicapped (PCF-H)26plays a
ita ole in ublishing literature that helps both the employer and.the disabled employee in

the w setting. In pre% enting potential problems, several effective and successful methods
have become operational. A publication on 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 him on a person -to- person level, as. you would to anyone else. Only try to be
More specific, more precise and crystal-clearas if you were speaking to someone in
the upper levels of grade school. Don't "talk down" to him as though he were a small

,tot. He's not.
DO speak in concrete terms, not abstractions. lf, for example, you want him to put the

'pail away, show him where "away", is.
DO demonstrate what you want him to do; don't.just tell him.
DO show him where things are time cluck, lockers,-res-'truum, cafeteria or lunch area,.

drinking fountain, supply roomsame as you would for any new emplutyee. Only DO
take your time, don't rush and be sure he understands.

DO take extra care to explain about v.orking hours, proper clothes on the job, his work
station, to whom he reports, what his Pay will be, where the bus or.t:ummuter stops.
It's doubly, important for him to know these six points.

DO Ask a question now and then to make sure he's keeping up with you. "Now show me
your work station,"^or "Where does the bus stop?" or any kind of question that checks
his under-Standing.

DO introduce him to his fellow employees and super isurs.If he seems a bit w ithdraw n at
first, help him to know people and find one cow orkerat first with whom he can feel
free and easy; someone to answer questions and listen to problems.

DO let him knovv: he's one of the work-a-day family. He may learn to mix with others at
work, butr4, 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 tortve him a guiding hand should new situations and new problems arise
which he needs help in coping with.

DO make a note of his on-the-job strong points. When he turns out to be a good employee,
pass the v)prd on to others.

In addition, employers of severely handicappedHIMR persons should (1) capitalize on
tasks requiring nonlag,guage visual-motor abilities (keep in mind that although some of these
persons may prefer routine, repetitive jobs, other lesser involved persons will have special
skills that are needed for the production of art, industrial design, and so on), (2) avoid the use of
tests as a primary basis for evaluatingfth 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
successfully by even the more handicapped HIMR persons when the proper preparation is
provided. These include but are not limited to

stock clerk
dishwasher
vegetable peeler
landscape laborer
elevator operator
concession attendant
sewing machine operator
housemaid
farmhand
assembly worker
supermarket bagging clerk
factory worker

office cleaner
mechanic's helper
brass polisher
waitress
food handler
grouna3man
textile machine worker
fish cleaner
bookbinding worker
bottle filler
parking lot attendant
messenger, indoor

saw machine operator
bootbla' ck
usher
animal caretaker
laborer, crops
collator
mangle machine operator
maid, hotel
car washer
ticket taker
beauty operator 'assistant
warehouseman

?"The President's Commit tee yn Employment of the Handicapped, Washington, D.C. 20210, has published a great
deal of literature concerning employment fur the handicapped and all facets thereof. Fur additional information,
Contact this committee at the above address,

mg j
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kick press operator
truck loader
baker's helper
playground attendant
egg collector
freight handler
mimeograph operator
mother's helper
painter's helper
laboratory helper
railroad track worker
bottle washer
nurse's aide
wallpaperer
photocopy machine operator
housekeeper
ward attendant
apple picker
bus boy
bus girl

office clerk
janfiur
sorter
garbagecollector
carpenter's helper
mailroom assistant
drillpress operator
wrapper
niessenger, outdoor
office boy
office girt
porter
packer
truck helper
laundry worker
gas station attendant
ironer
kitchen helper
unskilled laborer
candy wrapper

building maintenance worker
cannery worker
mailbag handler
houseman
routeman's helper
gatekeeper
office machine operator
bag filler
bellhop
shoe repairer
floor polisher
window washer
newspaper deliverer
dairy hand
hand trucker
locker room attendant
doorman
stevedore
watchman
tile setter

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

Employment Assistance for the Handicapped. A Directory of Federal and State Programs to
Help theIlandicapped to Employment

Guide to Job Placement of the Mentally Retard ed

Hiring Persons with Hearing Impairment

How to Get aJob (teacher's manual available)
Jobs and Mentally Retarded People

( Opening the Doors for the Handicapped
Preparing forWork: A Guide for Special Class Teachers, School Guidance Counselors, Work
Study Specialists, andFamilies of Mentally Retarded Young People

Work and How to Get It

A limitesupply 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
are:

Architectural,Barriers
Employment Assistance
Awards andRecognition
Mental Retardation
Mentally Restored
Sheltered Workshops
Insurance
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.

Management Views
Labor. Views

' Homemaker Rehabilitation
Youth
Transportation Barriers
Veterans
"Ability Counts" Contest

Conclusion
One major message remains significant. the HI MR population can become producers as

well as consumers, and, in turn, find huh:an dignity!

FAMILY AND HOUSING. SERVICES

The presence of a person with both hearing impairment and mental retardation in a home
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
conflicts caused by the inability of a family to cope vv ith the problems of acceptance, care, and
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management of the HIMR person often requires assistance from a constellation of community
services. TheseSei'trkes 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 education \ and training,
services pertained in the home, and services proyided'outside the home. I

; Parent Orientation and Counseling

Parents and guardians generally need special assistance in obtaining appropriiate 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-,
tion about local, state, and federal resources, including information on methods for contacting
appropriate sources; discuss the HIMR's rights as citizens, encourage participation in local
parent groups; and assist with the acquisition of literature that might be helpful ,in under-
standing the conditions of hearing impairments and mental retardation.

ram.wrq
.

Counseling services must be made available to assist families in need of individual
psychological, social, or educatiOn'al guidance. An effective counseling service provides emote
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 oppgrtunities to share feelings, to interact, and to identify with those who
have similar prOblems,..Vamilies 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 educatiort, 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 regularly scheduled basis -aTCaraSwhen

specific needs are apparent. (Cultural, educating ,, arfiC.I economic attitudes and 9ppor-
tunities_ characteristit linhe families being served will influence the educational
techniques to be used.)
1 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.
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3. General information concerning developmental patterns, hearing impairmenj, and
mental retardation.

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

C. Planned conferences betw een staff membersAnd indiv idual 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
with the family in familiar surroundings,-thereby reducing family anidety_and
for a more accurate picture of 'the existing home environment.

2. Service centers/educational, programs can provide families with, an opportunity to
suggest specific concepts they would like the HIMR person to learn. In addition, they
can provide input regarding those behaviors that requireimodification.

3. Regularly scheduled progress reports should be sent horhe.

D. A planned program that uses parent leadership skills. Good educational and training
prbgrams do play a principal role in establishing positiv eand realistic expectations among
families of,the HIMR.

Services Performed In the Home
Three major services performed in the home that can be helpfid to families orthe multiply

handicappedinclude (1) hoMemaker sere ices, (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 w ith a disabled person at home or
to disabled adults living in their on homes. The home training specialist is responsible for
the two principal aspects of this seri, ice. (1) teaching home management techniques involv ing
good health care, meal planning, budgeting, and housekeeping, 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 settings) and should be pro-
vided by community agencies. ,

Although few states presently offer this seri, ice 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 Washue
Association for Retarded Children. Through this relatively new service, temporary relief can
be provided that will free par ants from ,a 24-hour caretaking responsibility.

FOSTER HOME SERVICES

Foster home services are operated in many states. Interested adults can file an application
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 pros isioqs 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 handicapped persons 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 reinforces the need for a broad spectrum of housing accommodations. Care of a disabled
person can be accommodated successfully outside the home by having agencies pros ide 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.
Enriched env ironments are becoming top- priority objectives formany_administrators. In this
regard, it is important to note that removal from an institution is not the sole answer to today's
programming problems.'Rather, the success of an indit idual is contingent on mailability of a
variety of community services and provisions foi: alternatives with regard to housing mo-
dalitiesT

GROUP HOMES .

Group homes are full-time family-style homes designed to restore a sense of personalized,
normal daily living to the handicapped: These homes Prot RIC-Waren stimulating social
settings, devoid of dehumanizing conditions, and facilitate the integration of vocational,
social, and recreational activities. People in heed of this kind of sheltered living,experience
require superb ision in the acquisition of daily domestic skills (for example, cooking, cleaning,
and so on) and in the adaptation to community lit ing. These public and private housing units,
which accommodate groups of six to eight persons, can sert e as transitions from institutions
back into the community and are also referred to as halfway houses. They can house a wide
specttum of age rangessand disabilities.

RESPITE CARE

Respite care program's provide temporary relief for parents of HI,MR persons on a weekly
or monthly basis. This sere ice can be funded through monies from community organizations
and government grants, and by minimal fees charged.to parents who are using this set-Nice.
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 hate implemented respite care programs for the mentally retarded.
Temporary care for HIMR persons should become a part of existing programs for the mentally
retarded:

RESIDENTIAL CARE

Temporary placement in residential facilities for the mentally retarded and the deaf
could seri, e as.a possible al ternatit e for families with a disabled member when they must
remote 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 facilitate the deinstitutionalization
of handicapped persons. Current trends show that residents are being discharged from state
institutions and'adrilitted 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, Imre group homes anCother long-term lit ing accommodations must also be
planned and established.

Institutionalized persons can adjust successfully to community lit ing. The reintegration
process includes personal, work, and community.adaptations. Once successful in these areas,
many handicapped people can mote out of group homes and into their (At n rented rooms or
apartments. Among those programs using group homes as a transition to independent com-
munity lit ing is the Elwyn Institute in Pennsy It ania. Similar to a handful of other prop arns in
the United States, it already has beeri successful, in reintegrating some of its residents into the
community.

.Presently, a few states hate established community based alternatit es to public institu-
tions for the mentally retarded. However, with the current goal tp move one-third of the
retarded population out 6f public institutions and back into communities, mu' c pruN isiuns fui
the establishment of group homes must be made, along with a system of accreditation and
licensure to safeguard against inadequate care.
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RECREATIONAL SERVICES

Ret.reation is the satisf)ing use of leisure tittle. Recreation and leisure at.ti.ities are
elements ola pet son's daily hire in %%111..11 participation may be planned, retplestetl, 01
sel Hated to meet zubasic need and to pro. ide personal enjo) uncut. (Joint Com-
mission In \1Act:reclitation of Hospitals, 1973)
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A Continuum of SorvIces,

The movement to develop-and implement more recreational services for handicapped
persons has gained great impetus during the past few years. Among the organizations devot-
ing their energie,s to the recreational needs of the handicapped are'the American Association

..for Health, Physical Education and Recreation (AAHPER), the President's Committee on
Employment of the Handicapped (PCEH)," and the National Therapeutic Recreation Society
(vv hich w as established as a branch of the National Recreation and Park Association in 1965).

The AAHPER has made important strides in prorniming the recreational needs of the
handicapped. This association was recently awarded a grant tosstablish an Information and
Research Utilization Center in Physical Education and Recreation for the Handicapped to
'collect, categorize, evaluate, interpret and to disseminate information about materials,
methods, ongoing programs, promising practices, research and demonstration in adapted
physical education and in therapeutic recreation" (AAHPER). Numerous bibliographies,
b oks, pamphlets, and films specifically relevant to 14,IMR persons are available from
A HPER on request.29s, 4,

TRANSPORTATION SERVICES

Felt piograins to, function effectively , pros isions for transportation must be implemented.
Ev emir a de% elopmentally disabled person is successfully identified, a lack of transportation
services might present him or her from reaching and receiv iDg_appropriate services. The
State-Federal Information Clearinghouse rot Exceptional' Children (SFICEC, 1973) has
analyzed the laws and administrative-regulations uf the states regarding transportation for
handicapped persons of school age. This material was subdiv ided into so en categories. Those
most applicable to HIMR persons are (1) eligibility, (2) transportation wry ices, (3) transporta-
tion modes, and'(4) state aid.

Eligibility

Most states pruv !de transportation. Those handicapped children unable to Nic. regular
buses, how ev er, may not receive special transportation. Approximately 10% of the states
stipulate that a child must be enrolled in a special education program to rezeive special
ti anspol cation. A distance requirement may also exist. A rev iew of existing legislitio. asug-
gusts that all school-age HIM R persons arc legally eligible for ti ansportation regardless ()Idle
type of public educational program in which they are enrolled.

Transportation Services
Most states provide transportation for handicapped children enrolled in special day

classes and regular classes within public educational *stems. Distance limitations -are
w at% ed in most states. Only a small percentage of states will fund transportation to prop ams
outside the public school *stem. However us er 30% of the states w ill supput t transput tatiun
Lusts rut deaf children to residential programs in in-state and out-of-state schools. Some

1 1 111111111 1111111

.,

, .4i..
..,.. 4,.,..., ..J

111
, . swag

114 . ...- ..... =..,..,-- "1.

eumprehensiv c programs offer all HIMR children and youth transportation to wry icesother
than public educational prugt ams.Transportation to treatment Zen ters, preschools, and w ulk
expel ience pi ogi ams should also be pros ided. (An example of this pros ision exists in Iowa,
w lici c plans al e being made to do clop a mul dummy transportation *stem for do clop men-
tally disaifled persons su they can reach treatment facilities and sheltered workshops.)

'Tilt. h LsitiL tit's Committee un Linplutnent of the Ilandis aimed distributes a nes% slettet published bx thcil
Committee on Res reation and Leisure (see Appendix C for address).

'Consult AMIPER For addition...II infoi mat ion t...o National Education Assos ration. 1201 16th Street, N.W.,
Washington. D.C. 20036 Among tilt. at publkatiuns that .shuttld be helpful MIL Giude 1117 P7111;111111S ut RttICallUti 411141

Plit,ft (I/ I dui anon for the %It oitalk Ri larded ( #246.07 972. $1.50) and Ret reation. Ph tskal Atm its jut the ,lletitallt
Rt tardid (S24(1417726. Prm owns and Reg( lattini5 PlosamILIttLattun far tilt landkaitired
t#093125, inisjultelis in tS3,30 felt thud sum) as at atlable thtutigh the Edusational Routuse law matstm
Cuuu'tLR1(4 Itutawd at the Coons il tut Cxsept tonal Children, 1920 Assos 'anon Dine, Restun. VII ginia 22091.
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Transportation Modes

Generally,/transportation is provided by Publi-c school buses. However, reimbursement
for transportation prov ided by parents or public carriers often can be arranged by approv at of
the state department of education. In special cases where transportation is not provided,
parents and other transporters should ',)e reimbursed by the state for providing transporta-
tion.

State Aid

Special transportation is.prov ided for handicapped children with an average of 70-80% of
this cost funded .by the state. Presently 41 states assist with the funding of,:ransportation
services,

Transportation services for handicapped adults vary thrdughout the states and local
communities. Many nonprofit public and priv atq organizations have begun to develop and
pros ide special transportation systems. Mass transit auho-rities should include such sell, ices
in theirplanning and the programs should be sublidized bifederal and state grants."

4

7

'RESEARCH,

Basic and applied research is a critical component of a network of services for the.HIMR
population. Both biomedical and behavioral studies are needed ty better. conceptualize and
establish quality treatment pros:ams. Such research should include audiology 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 coggition and the learning process, the de-
elopment otspeLialized educational approaches, and so forth, organizational sere ice models

(fur example, research to demonstrate the efficacy of innovative administrative arrange-
ments, coordination of services, preparation of professionals, and so on), and educatioikal
diagnoses (fur example, v alid and reliable methods of assessment, observation of dew elupmen-
tal patterns, and so On).

Three levels of research activities, as they apply to HIMR persons, are essential: (I) the
acquisition of descriptive 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 deign, investigation, and imdepth
study, and (3) the implementation of empirically developed innovative techniques in dem-
onstration prdjects to test their effectiveness longitudinally.

Specific areas of needed research could include increased investigation in areas such as
the biochemistry of the genetics of deafness, the effect of various modes of habilitation, and the

itiffect 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 1969.12 This team,is charged with the
responsibility of identify ing promising research findings and other new information that vv ill
assist in improv ing rehabilitation sere ices. Additional research agencies include the Bureau of
Education for the Handicapped (Research and Tiaining Centers Division), which sponsors
three mental retardation research and training centers, Maternal and Child Health, U.S.
Department of Heilth Education, and Welfare, which supports research to extend and im-
prove health services to mothers and children (for example, preventive measures, training of
personnel, 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 Ins.titute of Mental Health), w hich also sponsors research relevant,tu
the HIMR population. Addresses for these agencies and the RSA Division of Developmental
Disabilities. appear in Aftendiic C.

'°For additional sources of infprmation, consuls` .Transportation for the Handicapped, Selected References.
Washington, D.C., Department of Transportation. Off& of Administrati%e Operations, Library Sere ices DI% isiun
(November 1969).

"The Offjce of Demographic StUdies, Gallaudet College, Washington, D.C.. could be charged with this responsi-
bility.

"Presently, there are nine states that have experimuntal RUS projects attached to their %ucatiunal rehabilitation
agencies. They arc California, Massachusetts, New Jersey , Virginia, Alabama, Wisconsin, Texas, Missouri, andsl: tah.
These experimental demonstrations are funded principally through SR. tit the state agencies coral ibuting at Icast
10%uf project cust.lnitiated in 1969 as six-year grants, they are testing lite lue and % lability of this !undo( apprua.h
to itiereasing theuse of rehabilitation research (Baker and Glaser, 1973 19 , p.26).
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*Chapter 7: Personnel Availability and Utiliiation
.

Resources available for this project did not'permit the staff to conuuct an extensive
manpower study in the area of hearing impairment and mental retardation. Sue Ira study
w ould require at least tw o years as w ell as funding beyond that which w as provided. How ev er,
the staff and Steering Committee did take steps to identify trends in manpuw el training and
utilization. More specifically,, they determined which practices appeared exemplary and

iworthy of further study and emulation. . .

The literature on manpower was studied and data from most of the public day school and
residential programs for the deaf and, the mentally retarded were reviewed. This information
was compared with data from a prey ious study by Anderson (1966). It still appears that must
children 144 ith f earing impairment and severe mental retardation attending day schools and
residentially based programs are taught by teachers who hay e formal preparation in the field
of mental retardation. In contrast, there is a definite Arend 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 9r 4. ombined communication methods. Our study
did suggest, however, that increasing numbers of children with mild to moderate heat ing loss
and _intellectual impairment are now in public day school classrooms using oral methods Of
communication. ..

At least 25 teacher training programs for.the deaf do prov ide some course w ork in mental
retardation, as well as practicum experience in ceiltdrs for the mentally retarded. By the same ..

tukea. training program directors are quick to point out that they are exposing their students
to multiply handicapped children, but not necessarily to children who are specific; -...; diag-
nosed as hearing-impaired mentally retarded. Similarly, training programs for teachers uf the
mentally retarded are also Sriphasicing increased experience w ith multiply handicapped
populations. In contrast', little evidence was found that these training programs expose their
teachers of the mentally retarded to course work and practicum experience in management of
hearing-impaired persons.' ,o

Six state institutions for the mentally retarded and -seven state prOgramsfor the deaf
identified as hat. ing exemplary programs for HIMR persons were v isited. The staff w as able to
obtain current information on their populations, services provided, curricula used, and
manpower needs. Administrators and teachers, in these programs tended to agree that w hen I
the primary goal is educational and w hen the child's hearing loss is significant (moderate to
profound), the teachers should have their primary preparation in the area of deafness, w ith
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 preparation in
cuNict.lar design, similar to that found in programs preparing teachers of the mentally
retarded. They recommended that the National Media and Materials Center bur Education of
the Handicapped, housed at Ohio State University, work with teachers in centers for the
hearing-impai- 1 mentally retarded to assist them in developing more appropr late curriadar
materials.

1

Using the most conservative estimates of need, at least 2000 teachers of the Shearing-
impaired mentally retarded could be employed immediately throughout the United States. 4
Increased federal support for university programs to implement five-year plans for prepat a- . .
tion of professionals in this priority area is highly recommended.

Data on overall manpower needs -to serve adults vvith severehearing impairment and i

mental retardation are not available. Several variables contribute to the absence of these
data. Many institutions for the-adukmentally retarded do not have audiologic services and
cannot report the prevalence of hearing impairment among their populations. None, uf.the
agencies contacted could pros ide data on the prevalence of hearing loss ur other cum munica-
,tiv e disordeA in noninstitutionalized mentally retarded adults. There is obvious need for
increased numbers of audiologists, speech pathologists, and teachers of the hearing impaired

..

to serve in programs for the mentally retarded. Sampling data indicate that at least 10% tithe
mentally retarded have significant hearing loss and se% eral studies have show n.the pre-.alence o

of hearing loss among certain mentally retarded populations to be as high as 25%. Other
communicative disorders, depending on the age span of the pupulatipii, can ,range from 50 to
90%. , e '

Many institutional programs for mentally retarded adults donut make for mal provisions
for continuing education beyond age 18. Also, there appears to be a , rend for some of the larger
institutions to use fewer professionals for direct patient care and recreational activities,
instead, large numbers of paraprofessionals arc used to work under the direct super v isiun of a
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limited number of professierials. More in-depth longitudinal ev aluatiun studies of this sery ice
delivery arrangement are needed.

Although the new Vocational Rehabilitation Act calls for increased services to severely
disabled adults, little evidence currently exists to suggest that, per capita, significant in-
creases are occurring in the number of qualified staff employed or the number of persons
served.

Additional 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 expansion of sell, ices for HIMR persons. Additional teacher training programs
are eunsidering the prospects of preparing personnel specifically in the area of deafness and
mental retardation. The University of Wisconsin is only one of several institutions planning
and developing new programs. States such as Oregon and New York have developed plans fur
eumprehensiv e services for the hearing impaired and specifically designated the HIMR
population as a priority.

A major manpower study is essential and would add impetus to the development of
quality eumprehensive sere lees for the HIMR population. 1-low ev er, manpower needs cannot
"be realized fully until more scry ice programs become operational. This w ill eventually allow
HIMR persons to have greater access to improved assessment and directional procedures by
More qualified personnel.

USE OF INTERDISCIPLINARY PERSONNEL

An inter disciplinary professional team is; required to deliver comprehensive services to
the IIIMR population. The team needs.to function within a broad spectrum of sell lees dealing
with prevention, identification, assessment, diagnosis, educational prograniming, reassess-
ment, parental or guardian education and ,guidanee, vocational preparation and placement,
sueial and.reerentional programming, living accommodations, and longitudinal evaluation.
It was not possible in this document to specify new ur rev ised qualifications for all personnel
needed to work with the HIMR population. Nur could we, using any research or empirical
data, begin to provide specific staff -to- client ratios ur quantitate representation from each
personnel specialty. Final staffing patterns depend on program facilities and objeetiv es
established to meet client needs.

The qualifications and responsibilities recommended for each staff member by the re
speetive professional organizations tend to be greater than those required by most state
agencies. For more detailed information concerning such progr'am staff, consult the appro-
priate professional organizations listed in Appendix C.

PROFESSIONAL AND PARAPROFESSIONAL TRAINING PROGRAMS

Many professionals and paraproressiOnals are responsible for the style of life an HIMR
person will experience both currently and in the future. Tu give an overview of professional
training needs, this section is div ided into two major eategories.,(I) presery lee training and (2)
inservice training including continuing education.

Preservice Training .

Due to the present lack of substantial services, it is: difficult to specify ,definite sets.of
criteria for paraprofessional ur andergraduate and graduate level professional training pro
grams. Perhaps this circumstance will change rapidly as more definitive measures are.taken
to establish eumprehensiv e service delis cry systems and as these systems identify the eon-
tinuum of skills needed and tasks to be performed. Some basic. principles governing pi eser lee
training programs fot professionals appear to have consensus among university faculty and
program managers fontaeted during the project:

A "cornpeterfcy-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 ..urieulum 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 modifications), speech/language de-
velopmera, and management of hearing impairment and mental retardation.

Special attention must be given to training that provides more intensive pi aetiea with
multiple handicaps and not single categorical disabilities,
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Management skills in working with persons having hearing loss should be stressed.
"Systems" training in needs assessment and program planning for the hearing im-
paired and mentally retarded is needed.
Training is needed to better understand learning phenomena and effectiCe methods of
breaking down the learning process into components necessary for persons with com-
bined sensory and intellectuai jeficits and their effect on perceptual, receptive, cogni-
tive, and Orpressir 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.
Practicum experience with parent counseling and instruction and infant evaluation is
essential. /
Visits should be pros ided to several types of sere ice programs and include practicum
experiences in a variety of settings serving preschool, school-age, and adult HIMR

/
persons. Ideally, professional preparation,w ill include contact with regional or single -
source ser% ice centers, residential schools, public school programs, clinics, and so forth,
so trainees can gain a realistic overview of the comprnsive needs of HIMR persons.

There is a definite need to evaluate the present systemf of professional preparation..
/

Qualified personnel must be available to meet the needs of IMR persons. Inadequacies and 1
deficiencies in.professional training, according to the teachers and administrators inter-1
i% iewed during the project, is one present barrier to the es ablishment of quality programs.

In-Service and Continuing education
/

Additional training of professional and paraprOfessi(Inal staff can enable HIMR programs
to be upgraded continually. Through well-established In-sery ice and continuing education
programs, program staff should be gi% en the opportunity to improve their skills and acquire
new techniques (for example, a course in manual com unicat ion). The four principal grotups
that will be interested in additional training are:

i
Regular education personnel such as teachers, counselors, and administrators iwho
have an interest in or a need to become more k owledgeable about the needs of IMR
persons";
Special education personnel such as teachers f the deaf or mentally retarded, t acher
aides, and administrators who need additional skills as they create programs for IMR
persons or advance in position;
Special education personnel who are initially trained in the area of HIMR and w lo need
to remain abreast of new techniques and reed t research findings; and ,

Parents, guardians, and other key persons whys are involved in some way wit HIMR
,persons and who desire or need to acquire infor at ion and skills to deal effectively with
this group.

A v ariety.of educational programs are possible. 1" with regard to availability of1.1
resources and immediate needs of personnel will influ ce the kind of training program that
will be needed. A plan for each staff member and for th total staff should be developed and
may include: .

Guest speakers (representatives from all related isciplines),
t Films and other media-oriented presentations,

I

1

Visits to other programs (this shall include HIMR pi grams as well as those in related
fields),

College and university couses (for credit if possible),
Seminars and-workshops,

1
.

. In-house meetings (this will provide the program staff an opportunity to share ideas
and evaluate their entire program),

"The Bureau of Educational Personnel Doeloptnent (EduLation Prufessio4 Dctielupment Act PL 90-35) and
the Bureau of Edut.atlUll fur the flandiLappesi presently fund programs that pro special eduLatiun training fur
regular education personnel.
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Individualized courses of study, and

Institutes and conferences w ith specific assignments fu' staff according to theil needs,
= ' aird,t,he program needs.

Ideally university-affiliated facility concept is designed to facilitate in-service pro-
grams and create an effectiv e foundation for ongoing coupe' ati% e education (see next section).

1-t\For example, if t appropriate resources were a% ailable, a residential school could affiliate
w ith a nearby univ rsity ur college and establish a comprehensive in-ser% ice program. This
same principle is applicable to many kinds of agencies that w ish to share resources. Special -
education public school programs, uni% ersities, single-source sery ice centers, and community
mental health centers for HIMR persons can assist One another to pro% ide in-sery ice and
continuing education if rep' esentativ es from each w ill de% clop and implement a plan for such
a program..

Two cogent points must be emphasized for these prOgrams. (1) continuing education is
essential foi all personnel who are in contact w ith HIMR persons, and (2) continuing educa-
tion ul in-ser% ice training programs must be interdisciplinary in nature to accommodate the
total needs of HIMR persons.

University- Affiliated Facilities*(UAF)

A university-affiliated facility is defined as:

A university-based or university-affiliated interdisciplinary 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 etri, iron ment for
the clinical training of professional and technical personnel. This approach to training en
hances communication among the many disciplines needed to supplyvalid comprehensive
diagnostic services and encourages the use of a full range of services fur the multiply handi-
capped. Cure training within each discipline is accomplished in that the special educator at
the CAF is responsible for instructing medical students, psychologists, and social workers as
vv ell as students majoring in special education. These procedures could help prov ide a clearer
understanding of the needs of HIMR per'sons.

The Mental Retardation Act of 1963, a federally assisted program, was authorized under
PL 88-164 to grant provisions fur. the construction of university- affiliated facilities for persons
w Ito are de% clop mentally disabled. It has been extended under the auspices of the Develop-
mental Disabilities Ser% ices and Facilities Construction Act of 1970(PL 91-517). At least 20 of
these facilities were approved for funding.34

Personnel Policies

Facilities should maintain an acct.,' ate and readily available description of then pruga am
and personnel policies. This written document should include:

--Information concerning salary schedules, sick lea% e, acation time, health benefits, and
so on;

Provisions for periodic employee evaluations;

Prov isionsfor appropriate staff training programs that provide an orientation 'fur all
new employees to acquaint them w ith program philosophy, objectives, and practices,
Enforcement of appropriate staff-to-client ratios and criteria for admission in accor-
dance with individual state legislation or regulations when mandated;
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

Provisions for regular interdisciplinary staff meetings to ,discuss and recommend
necessary action on such matters as current program policies, assessment, placement,
and. development of individualized programs.

"rut a complete list of utmrerSit, -affiliated (aunties consult Mental Rcturdtatun Construt mon Prugrarn, Superin
tendent of Documents. U.S. Go% ernment 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
recomnrrendations should keep in mind the special needs of the total population from infancy
through adulthood. Continued 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 'Ions 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 w ill
become evident that several questions raised in each 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 sere ice coordination (health, education, welfare,
or social sere ices), (2) national, state, and local interfacing of sell, ice prov ision, and (3) sere ice
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 can serve as
a primary force and catalyst in.effecting program development and implementation of
comprehensive services.

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?

2. What existing legislation holds the most promise for the HIMR population?
3. Does existing legislation provide for meeting the needs of this population?
4. What legal barriers exist?
5. What additional legislation is needed at each governmental level to provide adequate

services for children? adults?
6. Does the HIMR population require a special legislative, package (for example, similar

to the deaf-blind)?
7. What specific legislative actions should be taken?
8. Should federal or state legislation give one agency total responsibility for a full

continuum of services?
9. 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 National. 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 arc 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 establishment of program
standards (in principle and in practice)?

3. Do legal provisions requiring the use of specific procedures assist or prevent im-
plementation of effective programming (for example, formal PPE systems, definitive
modes of communication, due process procedures, and so on)?
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B. Financing

Realistic financial resources are required tdimplement and maintain quality com-
prehensive services for the HIMR populdtipn. 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.

1 Do reliable and valid procedures exist for determining 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
network of services for the HIMR population (training, research, programming,/and so-
on)?

3. How can-We develop cost-effective budgeting procedures?
4. Do we have systems for projecting costs of quality programs and services?
5. Where should funding come from for this population?
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?

Developmentally d isabled persons can place a tremendous econom ic hardship on
their families. Purchasing comprehensive services can be devastiting without some kind of
subsidization. Governmental support for certain expenditures is a possible answer to this
problem. One approach, commonly referred to as income main tenance,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
income and expenses.

1 What, if any, action should be taken to ensure income niaintenance for families of the
HIMR?

C. AdmInIstratIon/OrganIzatIonal Structure

A well-designed and coordinated administrative structure is requir ed to ensure bdth
the provision of services and program effectiveness,

1. What administrative design(s) would ensure the provision of effective services(fed-
era'', state, local)?

2 What are the most critical problems faced by program administrators in providing for
each 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?

4. What are the primary barriers to comprehensive planning and programming?
5 In meeting the long-term-needs of the HIMR population, are "single-source" agencies

(agencies that acildress themselves to,the life-long planning and management of each
HIMR,person) feasible and desirable?

6. What special expertise is required of an administrator in an HIMR program?
7.' What criteria or systems should\e used 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?

-10. As an administrator, what personnel do you feel are most needed to operate a prop am
for the HIMR populati'on?

11. Is a minimal HIMR population required to maintain a viable cost-effective service?
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Isiuss and RicomniondatIons

12. What data systems are most vital to the planning, operation, and evaluation of
services?

D. Identification and Assessment
Early identification of both auditory impairment and mental retardation should'

facilitate early intervention in habilitation programs.

I. What.critical probleins exist regarding the early 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 development of his or her individual program plan at each stage of development.

1. What are the mosappropriate assessment systems?
2. What personnel should be pvolved in the assessment process?
3. What special competencies are needed by assessment personnel to accuratelyidentify

combined hearing impairment and mental retardation?
4. Whatare the moseffective procedures specifically applicable to the HIMR popula-

tion?
5. How do we ensure the availability of quality comprehensive assessment (regional

diagnostic ceniers, mobile units, and so on)?
6. How should assessment services be coordinated (what agencies, and so on)?
7. What are the critical barriers, to establishing quality assessment service?
8. What is the role of assessment in accountability systems or program evaluation?
9. How do you ensure continual assessment and follow-up care?

10. 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
identification 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 SuRervislo
Program content should be designed to prepare the HIMR population for meaningful

and productivqiyes. Many variables such as age, degree of impairment, family
background, and environmental,needs will influence the creation and management of
effective individual program plans. Some members of this target populition 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 programOf teaching, management, and supervision,

I. 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 example, institutions or day schools).
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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 that can be

provided (teacher/pupil or counselor/client ratios, and so on)?
9. What kinds of regulato-ry 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)?

11. 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?
14. What are 'the five to 10 most important actions that can be taken to ensure client-

centered programming?

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 perionnel are most needed to create'a comprehensive program for the HIMR
population?

2. What special competencies do these personnel need?
3 What types of training programs are most needed (university preyrvice, 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) to serve the HIMR
population?

0. 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 needed1?
9. What funding is most needgd? bl

Paraprofessional staff can assume principal roles in effecting quality programs. How-
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 system, personnel sexy _both in professional and paraprofessional roles
as a functioit 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.

1. Identify the paraprofessionals who are most needed (ward aides, houseparents,
teacher aides, and so on).

2. In principle, what should be the components of their training program?
3. Where should their training occur?
4. What are the most effective training models to use?
5. 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. What is the role of and utilization fot interpreters in comprehensive programming for
HIMR persons?

Most state education agencies have a legal responsibility to evaluate the quality 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 personnel (professional and para-
professional) wile are working with the HIMR population?

2. If. so, what arc the additional certification requirements 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 .

I. Professionals, parents, and public officials should continue pressing American society
and political institutions to guarantee equal rights for America's handicapped per
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 is needed.

3. Legislation in each. state should designate a single-source (directional) agency em-
powered to involve appropriate agencies and to oversee the provision of all necessary
and appropriate services needed by HIMit persons throughout their lives.

4. Legislation should be considered by the states to mandate .year -round educational
services for hearing-impaired mentally retarded persons from birth through at least 21
years of age.

5. Through legislation, Congress should assure that the secretary of HEW or other
appropriate executive officers establish guidelines that pros ide professional standards
for health, educational service, and standards of minimum human care in all federal
programs relating to 1-1FMR individuals. The secretary 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
appropriate executive officers require that all agencies (public or private) specify their
procedures for insuring compliance with established professional standards for
health, educational services, and hunian care in all federally supported programs for
persons with hearing impairmeta and mental retardation. If no such standards exist,
said agencies should specify the steps they will take in meeting standards to resolve
current problems related to client health, education, and human care services.

B. Financing
I. Federal legislation should be enacted authorizing commitment of public resources

specifically for developmerlt of programs for hearing-impaired .mentally retarded
persons.

2. Demonstration models should be fun ded and established by tiniversilaffiliated
facilities or other appropriate institutions and agencieso, begin to serve the unmet
needs of HIMR inditriduals. In addition to providing needed services, such programs
should- maintain adequate assessment and evaluation processes from which cost-
benefit and cost-efficient daft may be collected, hnalyzed,,,nd,,disseminated to ap-
proRriate agencies. .,

- .
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3, Funding should,be used to develop and implement (I) a number of model' educational
'centers for hearing-impaired mentally retarded persons to be established by federal
funding in both residential and day-class settings to provide optimum service to this
population and adequate practicum experience for professional and paraprofessional
training and (2) four or fhe centers for the hearing-impaired mentally retarded to serve
as model demonstration programs for paraprofessional preparation with the option
that additional centers be funded based on recommendations from the original de-
monstration centers and as a result of findings from the Office of Demographic Studies,
Gallaucler College, Washington, D.C.

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 criteria including (I) interest and commitment of the institu-
tion, (2) ititernal/eXternal resources and facilities available,(3) appropriate practicum
opportunities, and (4) availability of diagnostic services with special expertise in
working with multiple handicaps,' .

5. Federal funds should be made available on a matching basis to the states for the
specific purpose of providing comprehensive assessment,services.

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. Administration/Organizational Structure
I. Definition of the IIIMR Population

It is recOmended that governmental-agencies and programs use the following
description in. defining hearing-impaired-mentally retarded persons:

4 Those individuals who have hearing impairment, subaverage general
intellectual functioning, and deficits in adaptive behavior. The combination
of these three factors requires services btyond 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
eligible fiir services in a national service priority.

b The federal go% ernment should assume the responsibility for stimulating the de-
velopment of a continuing life 'prograin that includes health, education, living
environments, and occupational and recreational opportunities as they relate to the
persisting problems of this target population. I, .

c. The secretary of the Department of Health, Education, and Welfare should be
chargedwith determining and providing a.rnechanism for (I) 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

population;

and other seruices required by thehearing-impaired mentally retarded
population; (3) determining priorities in advancing services, research, and program
evaluation; and (4) advocating implementation of priority-sellices through such-.,

'strategies as drafting model legislation, undertaking public education, and dis-
seminating information to professional practititiners. ..

d Agen'cies involved with hearing-impaired'inentally retarded persons should as--.
sume a level of responsibility for services as designated by the figure on p. 114.

"Gdaltriented programs refels partitttlarls to IICW-adinintstered programs iiiDetelopmenial Disabtlities(PL
'91 517), Aid to Children in State Supported SclmI's (PL 89.313), Educational ,State Grants (PL 91.230, Title V143),
Vocational Rehabilitation Grants (PL 66-263). ESEA.TitlesThnd III (Pl. 89401, Vocational Education State Grants
(PL 90-576), head Start (PL 92-424), Public Health Sei ice. Act. Section 314 d, and Maternal and Child Ilealth end
Crippled Children's Sta,te Grants (Social #ecurity Act, Titli? V).
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An appropriate agency or institution for example, the Office for Handicapped In-
div idua Is or the National Institutes of Health) should assume responsibility for de-
v'eloping (1)a standardized system of classkfication for the handicapped population
and (2) a standardized comprehensiv diagnostic system. Both systems should be.
applicable and easily adaptable to HIMR persons.

f. The newly estifilished 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.personn'el, employment of allied profes-
sionals, and in-service training in the management of HIMR pupils.

h. Governmental agencies and professional organizations should publish additional
-literature specifically relevant to the dual handicap of hearing impairment and
mental retardation. It should consist of three kinds of-information:

New program management literature for Orofessionals in theield,
Information for the general public (such as that published by the Superintendent
of Documents, U.S. Government Printing Office, Washington, D.C.), and

Specially designed instructional literature to be used with and by school -aged
HIMP. children.

i. 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 invol% ed with speech and
hearing, mental retardation, and relateddisciplines36 to:

Establish and define standards for personnel certification specifically applicable
to .the HIMR population and

Assist with tilt development of standards for evaluating and accrediting educa-
tional programs for the HIMR.

One or more designated professional organizations shuultd help to establish parent
groups in,ge;ographie areas to meet the needs of parLts or guardians of 'the HIMR,

3. Office of Demographic Studies
a. The Office of Demographic Studies should expand its data system and, using

general operatijnal definitions for thtF HIMR population, conduct periodic demo-
graphic stgdies,,on this'.group of handieitpped-persons.

This office should conduct a nationwide survey to identify the total HIMR popula-
tion including those persons present!) receiving services and in needokger*ices at
all levels (preschool, school, and adult). Additional data should be colRs4cted on (1)
achievement levelsof HIMR pupils in educational programs; (2) vocational status
of HIMR adolescents and adults; (3) number of available personnel certified, to
teach theltearing 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 per'Sons; and (5) number of existing training
institutions, including data on nature of training and current status of trainees.

r. The data system should be designed to identify current resources and project future
needs.

d. Survey information on resources should be published in a director) and updated
annually (for.example, in the American Annals of the Deaf).

e. The Office of Demographic Studies should disseminate information on the HIMR
population a!:regular intervals to all national and state advisory committees on the
handicapped and other appropriate agencies and organizations. The secretary cif
the Department of Health, Education, and Welfare should take the necessary steps

/required to ensure adequate funding for this expanded role of the Office of Demo,-
'wphic Studies.

g.

b.

'6Th..untinu.d support uf the Ames n Speeds and !fearing ASSUI,14t IWO Ill Amman AssouatlUll un Mental
Defiwen.,, and the,Confereme uf Exe.uties uf Amert.an Si.houls fur. the Deaf is essential. These organizations
already have made substantial commitments to program development for the IIINIR.
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V

4. Single-Source-Service Centers
Diagnostic, educational, and counseling center 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 teamsand particularly
audiologists and educators of the hearing impaired. These personnel should
reevaluate each HIMR client annually and 'provide each with long-term manage-
ment plans or services. These centers should.be established in defined geoplaphic
areas vvheriPservices are needed and operate in coordination with existing pro-
grams for the handicapped.

b. These centers should provide
(a) A data bank or central registry :,f medical, psychological, educational, pnd

other evaluations. This infortnation should be designed to expedite the HIM'R's
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 research. Built-in safeguards for control of confidential-
ity are imperative.

a.

(b) A program of prevention, early identification, and intervention including a
high-risk registry.

c. Single-source centers should be used as practicum sites for training future profes-
sionals concerned with hearing impairment and mental retardation as well as other
hanaicapping conditions. These centers should serve as .research facilities and
should disseminate information regarding avalable(services (resources) for the
handicapped in their 'region.

S. High-Risk Registry .

a. High-risk registries should be developed and implehiet3ted to facilitate the identifi-
cation of auditory impairment and mental retardation among newborns.

b. These registries should be incorporated in all hospitals, medical centers, and puolic
health programs and should use a standardized system of description and classifi-
cation.

.
.

6. Central Registry
a. A task force comp6sed of representatives from appropriate professional disciplines,

the National Centerfor.Health Statistics, National Center for Educational Statis-
tics, Office of Demographic Studies, and state data systems should develop a

,prototype registry and implement itin dne or two selected states committed to
appropriate and effective programming for all HltvIR persons to test the efficacy of
the registry for possible use nationally.

b. The central registry should be designed to accommodate a cooperative interagency
plan. Data input should be received from all agencies that provide services. for
HIMR persons."

c. If the prototype registries are determined to be effective, a federal program of
technical assistance to tile states should be established to assist in their'implemen-
tation throughout the states.

d. Central registries should protect Confidentiality, Written policies governing access
to individual records must be enforced.

e. Central registries should be output oriented to permit evaluations of set-% ice quality
and the success of each HIMR person's program.

7. Community Mental Health Centers
a. Publicly supported comprehensive community mental health programs in defined

geographic areas should include service units for the i-IIMR population and perform
the following services: day treatment, short-term hospitalizatioitcrises interven-
tion, individual group therapy, family therapy, and comprehensive assessment.

"For further information on an interagency data recording system, contact the Maryland Data System for the
Handicapped, Marylan (State Department of Education, Div ision of Instruction, P.O. Box 8717 Friendship Interna
tional Airport, Baltimore, Maryland 21240, telephone (301) 796.8300, ext. 437.
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b. State governmental agencies should assume the responsibility of setting standards,
ensuring qualified personnel, evaluating program budgets, and supplying technical
assistance.

c. ComMunity menta11191th progi--ams should function as resources from.w hich other
Community agencies such as single-source service centers,.educational programs,
welfare agencies, and courts can purchase consultation and treatment for the.HIMR

14#
population. -

d. States should give financial support to community mental health programs tor1 expedite and facilitate the process of upgrading the mental health status of the
'community at large: especially the multiply handicapped. Revisions of existing
medical insurance coverage plans for mental illness, more specifically menial
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.
\b. The National Advisory Council on Developmental Disabilities should recommend
\ to the secretary of HEW that a "Request for Proposal" be issued to establish the

financial and programmatic requirements for implernenting and mA'ntaining
\ quality comprehensive services for this target population through all app Hate

agencies.

dvisory committees should develop a specific plan and actively review, evaluate,
nd promote services for the HIMR population.

d. Advisory committees should hold hearings on the HIMR and formulate goals,
o jectives, and strategies for a comprehensive network of services by 1980. These
co mittee hearings should include interagency departmental' and program offi-

0
cia s; interdisciplinary professionals with expertise in hearing impairment, mental
ret rdation, and related areas; and parents and guardians with family members
rec iving'and needing services.

e. The ational Advisory Committee on the Handicapped should (1) hold hearings on
present and projected services for the HIMR and (2) recommend that federal
3/4eneies establish the HIM R population as a priority group witlispecial funding for
research, services, and manpower preparation during the ensuing three- to five-
year period and actively pursue either new legislative provisions or an amendment
to the resent legislation establishing deaf-blind programs to include "other seri-
.ously multiply handicapped."

1

-

f. Stales iTt presently using adVisory commit tees should tike the necessary steps to
have them established and organized as an official, efficient body to monitor the
handicaprd's needs, rights, and services.

9. National Technical Assistance Center
a. A nationatitechnical assistance center for,the HIMR should be established lu assist

with quality program planning, implementation, and evaluation. This technical
assistance clenter should be operational for at least five years with provisions for.an
extended period of five years as needed.

i

b. Tb'e National Technical Assistance Center should emplby staff to provide technical
assistance to single-source service centers for the HIMR, regional demonstration
centers, and ;educational programs (local and state). I

c. The technicakenter 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 evaluations and recommendations regardin program improvement for
local, state, and federal agencies.

10. Learning Resource System
a. Area Learning Resource Centers (ALRCs) should provide assistance with educa-

tional media and materials that are specifically applicble to the HIMR population.
ALRCs should be responsible for (1) locating materials that are appropriate for the
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HIMR populatidn, (2) field Jesting new materials to lev,aluate their effectiveness
with HIMR perions, (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 dissemination of curriculum
content, techniques, and related materials for the hearing-impaired mentally re-
tarded population to (I) survey existing .curriculum content, techniques, and re-
lated materials developed within programs for thehearing impaired and programs
for the mentally retarded that have relevance for the hearing-impaired mentally
retarded population;'(2) survey existing materials, techniques, and curricula de
veloped by programs serving thchearing-impaired mentally retarded podulation,
(3) analyze the admired materials, techniques, and curricula to facilitate the gener-
ation of guidelines and objectives for evolving hearing-impaired mentally retarded
training/educational programs; (4) conduct regional seminars,- and practica o,n
promising strategies for the: hearing-impaired mentally retarded; (5) stimulate
research and dempstration proj4cts based on the data acquired in the survey, and
(6) establish procedures that will assure ongoing acquisition, evaluation, and .dis-
semination of curricula, techniques, and materials appropriate for the hearing-
impaired mentally retarded population.

L. The NCEMMH should research the possibility of serving as a national headqt arters
for continuing education, advanced study, and professional renewalfoi those who
are working with HIMR persons. These programs should be coordinated by the
NCEMMH; however, they should be decentralized and not confined to a single
facility. They should exist in such place; as,utriversities, governmental agencies,
professional organizations, and leadership training institutes.

d. Regional .Resource Centers (RRCs) should provide specific gssistance.w4h educa-
tional diagnostic 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.

I I. Regional Demonstration Centers
a. Feder al resources should be committed to creating regional demonstration centers

for HIMR populations in cooperation with existing regional Caters for the hand-
- icapped, university-affiliated progratns 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 catchment
area of approximately 250,000. Allocation of fads should be mandated for a
minimum of five years with assurances from participating states that.the programs
will be maintained if federal funds are phased out.

c. Demonstration centers should serve approximately 20 to 60 HIMR persons at one
time and carefully design programs to serve persons w ith all degrees of disability as
well as variances in age range (for,example, a model center k an institution for the
mentally retarded may serve persons from infancy through adulthood; 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 Action Groups
a. Organized and supervised volunteer service programs such as the Foster Grand-

parent Program shotild be created.and established vvithip 'all programs for the
HIMR.

b. An appropriate in-service trainingprogram for volunteers should be established. It
should include specific pi-6gram goals and standards.

c. Volunteers should assist with program activities involving both direct and indirect
service to the HIMR population.
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a d. A professionally surk,,irvised, coordinator of volunteers or, if necessary, an entire
volunteer service s should be responsible for a comprehensive-volunteer pro-
gram, natnely recruitment, training, and placement of volunteers, adequate record'

Volunteer

and so on.. 1

e. Volunteer programs should invite and initiate community involvement in as 'sting
with community activities for the HIMR population.

f. Health clearane should.be required of v olunteers, this regulation should be funded
by the specific HIMR program involyed.

g. Regular time periods should be arranged for each volunteer to work with the
professional staff to facilitpte program continuity.

h. Special procedus should be established, to acknowledge contributions of volun-
...-- teers.

i., An alternate list oron-Call" volunteers should be.established to provide back:up
support to regulorVolunteers who are absent from the Program.

13. Information Center

a. A public information sere ice (fir example, National Education Information Center
for the Handicapped) should develop information on the dual handicaps of HIMR.

b. Professional information should be disseminated underihelmspices of the Edifca-
tional Resources Information Center (ERIC), the.Clearinghouse fOr Exceptional
Children Information Center, the Office-for Handicapped Individuals," or a pro-
fessional organization funded for this purpose.

c. The proposed information center service should disseminate information with
respect to (I) current resources available to the HIMR population, (2) literture on
the nature of this dual handiCap and (3) special studies on the HIMR population.

d. Dissemination of information should be accomplished du'ough a variety of .media
and should focus on programs for HIMR persons at all levels (preschool, school age,
'and adult).

Identification and Assessment . r
Comprehensive diagnostic services (including treatment) should be provided for all

persons detected as high-risk or identified as prospective HIMR persons. These services
should include pro% isions for rot mal screening, identification, assessment, placement, and
reassessment and be av ailable through Departments of Education, Mental Health, Public
Health, or other designated community agencies such as single-source service centers.
community mental bealth ,centers, or university-affiliated facilitio. (Almost 60% of the
states have placement committ,'es that assist in determining 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 Clearinghouse for Excep-
tional Children, 1973].)

I. Prevention a ,

'a. Prev ention sell ices should be implemented as a part of single-source sere ice center
programs or other appropriate community programs incoordination -vv ith public
health control systems, information concerning prevention should be included in
all single-source sell ice center programs, comninnity agencies, and other sere ices
concerned with the HIMR population.

b. Physicians and other appropriate personnel should be sensitized to the needs rot
identifying prospective high-risk Persons and be trained to accommodate this
population either through genetic counseling and prenatal screening or through
referrals to prevention programs.

c. A high-risk registry to foci litate,the identification of mental retardation and audi-
tory impairment among newborns should be adopted; this registry should be
established as apart of single-source sell ice center, university medical center, or
public health programs. a

d. Medical care should be available to all mothers and infants considered to be at risk

"U.S. Depfirtment of Ile:11th, fiAlucation. and Welfare, Washington. D.C. 20202.
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for complications during pregnancy, birth, and the postnatal period. This care
should include such preventive measures as genetic screening and counseling and
prenatal health care (for example, immunization programs, screening for the detec-
tion of infections and metabolic disorders, and so forth).

2. Early Identification ,and Interyention
a. Programs for the early identification of hearing loss and mental retardation in

infants should be 'implemented in single-source service centers, university hos-
pitals, community medical facilities or local health departments. Theseprograms
should be established nationwide and should use multiple screeningtectniques as
well as a high-risk reg'ster. When appropriate, the national network of university-
dffiliated facilities should be used to provide training to all levels of professional
and paraprofessional staff and shbuld assist in the coordination of a national
screening and assessment program.

b. The screening process should be ulsed in combination with prevention, interven-
tion, and treatment and not in isolation; this technique should require linkage of
health care, educational, and welfare systems.

c. Screening should be vieived as a continuous process beginning at preconception
and repeated luring the course of the preschool and scltpol years. Those persons in
high-risk categories should receive more frequent monitoring whereas non-high-
risk infants should be satisfactoril diecked at regular immunization times (about
four times during the first year) .-sith various proce1dures 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.

e. Physicians-in-training and related ancillary personnel should receive instruction
on early identification of hearing loss and mental retardation.

r

3. Assessment
a. Additional interdisciPlinary diagnostiC at,scssritent teams similar to those existing

within university-affiliated facilities,sliould be available to provide complete as-
sess monis' 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 Languagd, Speech, and Hearing Programs in the
Schools (Healey, 1973). .

b. Interdisciplinary assessment and reassessment should be provided with parental
or guardian consent by competent teams of individuals and include (1) a com-
prehensive ,.udiologic evaluation to determine type 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 (ittcluding medical,
otologic, neurologic, visual, and motor function); (5) emotional and behavior as-
sessment, (6) social case histories and social functioning, (7) educational-achieve-

r ment, (8) vocational and occupational assessments, and (9) determination of recrea-
tional needs.

e. All adults with hearing impairment and Mental retardation should be provided
'Comprehensive health care, counseling, and vocational ,seivjces as assessed.

d. Auchologic 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 program that can coordinate follow-up
comprehensive care.

, e. Individuals,. -who may be hearing impaired and mentally.retarded should be pro;
vided mobile diagnostic units if they are unable to reach a single- source service
center, the mobile units should be staffed by a core interdisciplinary team corn-
pcised'of appropriate sp'ecialists 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
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responsible to a parent agency vvhere
iappropriate action on th ii,

findings can, be
taken. ./ ,

f. Efforts should be made to determine the best means for infortning parents and.
guardians w hp have HIMR children of the availability of and need fo`c comprehen-
sly e assessment sell ices, these efforts should include the del elopinent f guidelines
with respect to behavior that would prompt referral, the use of variou media, and
field testing of information service effectiveness.

g. Workshops, seminars, and other procedures should be employ id toin ,rease.
skills, of those concerned w ith the education and treatment of the tearing impan ed
so that they can differentiate intellectual deficit from other causes,of school failure.

h. Periodic rev iew of the placement of HIMR persons should occur t!o ensure ffectiv e
:.programming. In addition, those HIMR persons who are placed in com nullity

living facilities should. have a status and job review at least every five yeas
\ 3

E4 Teaching, Management, and Supervision
1. Educational 11"rograinsilnstructional Services

a. Educational services suould be available for all hearing-impaired mentally e-

tarded persons from birth through and beyond 21 years of age aid should provi
each 'HIMR person with the opportunity to develop and grow to his or hd
maxitnumPotential, if necessary, existing legislation and the courts should be useand

'achieve educational jiistice for the HIMR population. _

13/ Educational programs for the HIMR should be coordinated nd supervised 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 hearing-impaired mentally
retarded including yearly evaluations that measure client-oriented behavior
changes and yield measures of the effectiveness of total programs.

d. Staff:client ratios should be established for the hearingimpaired mentally re-
tarded that are lower than ratios established for the deaf and for the mentally
retarded at comparable developmental, levels.

e. Each educational program should encourage both parent and community inv °Iv e-
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, agencies, and persons actively
involved in providing sere ices to those who are both hearing impaired and mentally
retarded.

g. Hearing-impaired mentally retarded persons should be proyided 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 is, hearing aids or speech appliances). Provision of the
above services should be determined on an individual basis with consideration for
the primary physical or sensory needs and the individual's functional capabilities
in tolerating treatment and learning t'a manage prosthetic devices.
Comprehensive instructional services should be available, these services should
provide a broad spectrum of activities (both curricular and extracurricular) to all

. HIMR' persons from infancy through adulthood.

j. Public schools should provide special education programs for the HIMR population
unless their condition or housing arrangement precludes attendance in these pro-.

grams; public schools should assume this responsibility as soon as a person is
diagnosed as having the dual handicap.

k. Public schools should work in cooperation with singlesource service centers to
arrange appropriate program plans for each HIMR person, if needed, contractual
agreements with other programs should be used.
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I. Public schools should establish programs that emphasize indiv idualized instruc-
tion and fdcilitate the current goal to "mainstream" handicapped persons by
solidi ting assistance of additional resources.

in. When appropriate, 'public schools should assume responsibility feu educational
programs within residential settings to foster continuity among programs and
Catilitate the transfer of pupils from one program to another.

n. Early education programs (for example, FleactStart) should contain special pros i-
sions to enrich the lives of HIMR children as well.

p. Curriculum guidelhies specifically.geared to.the HIMR population should be pre-
pared for all levels of education.

p. To meet the practical educational and employment needs of HIMR persons, voca-
tional preparation programs should be expanded.

Vocational Employment /Services, 4

a. Prevocational Programs
i. Prevocational programs shouldheestabl\ ished as a part of all HIMR educational

programs; all HIMR adolescents should be involved in year-round prevoca-
tional programs for aminimum 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 community 'resources and
prospective employers.

iii Facilities and equipment for prevocational training should be adequate to meet
specificneeds for_the.work being taught(forexample, adequate kitchen facilities_
for homemaking and appropriate garden tools for ground maintenance).

iv. Transportation Shouldbe provided when necessary. (Most states have passed
legislation for transportation 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 updating of these occupational services shOuld
occur to insure 'maximum success in preparing post-school-age HIMR persons
for the current job market. ,

ii. Vocational services should incorporate a systematic progression of.instruction,
including career awareness, exploration, and experience to promote the de-

. vclopment of realistic occupational goals for each HIMR person.

iii. Activity center programs that serve adolescent And adult HIMR populations
should be improved and expanded. Where appropriate, these centers should be
apart 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 financial reimbursement by the public school board
should be established.

v. Activity centers should develop and implement standards and guidelines for all
aspects of comprehensive program operations.

vi. Provisions for enforcement of standards and licensing should be established.
Standards for Cornnu Agencies Serving Persons with Mental Retardation' and
Other Developmental Disabilities (Joint Commission on Accreditation of Hos-
pitals, Accreditation Council for Facilitieg for the Mentally Retarded, 1973)
could be used.
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ii. Assessment'procedures for admission to activity centers should be performed by
an interdisciplinary team of professionals. Provisions for a trial admission
should be established to allow for appropriate placement of HIMR persons.

viii. Vocational programs and activity centers should employ fully qualifi- .4 staff
and provide in-service training opportunities.There should be an increas ;n the
employment of teachers of the hearing impaired, speech pathologists, voca-
tional rehabilitation counselors, and otherpersonnel pertinent to the goals and
needs of the HIMR population.

ix. Federal and state governments should assume more responsibility in funding
activity centers.'

x. There should be greater integration of activity center programs into rehabilita-
tion schemes for HIMR persons. THOse centers should establish aefinitive.coles
and coordinate programming for HIMR persons with rehabilitation and educa-,
tion agencies to eliminate duplication of effort. (For-a more detailed report on
activity .centers, consult Activity Centers for Retarded Adults [President's Com-
mittee on Mental Retardation, 1973].)

xi. Vocational programs should be establigh'ed in all compt'ehensive residential
+programs for HIMR persons. s'r

xii. Sheltered workshops to accommodate the degrees of disability, versatility of
acquired skills, and different living arrangements yshott,ld be established for
HIMR persons in all geographic areas of need (including private indtistrial
plants). Where appsapriate, these workshops should supplement existing
tered environments for the mentally retarded.

xiii. HIMR persons who work in sheltered environments should receive a specified
wage per hpur established in accordance with existing state laws and regula-
tions for private or state contracts.

xiv. Supervisors of each sheltered workshop should (I) be oriented to the 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 persons.)

xv. As needed, HIMR workers should be subsidized to enable them to work and
remain in the community.

xvi. Standards for sheltered workshop facilities should be created in all states and
should be enforced.39

xvii. On-the-job training activities should `lie- encouraged, developed, and im-
plemented for all HIMR persons who exhibit the skills for such programs.

X% iii. Industries as well as small and large business establishments should be encour-
aged to make provisions for FIIMR persons who are capable of adjusting to their
particular work situation.

c. 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

overseer of state rehabilitative activities, coordinate the state's service delivery
system, and act as a liaison for both state and federal business affairs.

iii. Vocational rehabilitation programs should be improved and expanded to meet
the needs of all HIMR persons needing such services. Facility standards should
be enforced."

iv. All vocational rehabilitation programs should establish working relationships
with other community agencies and with prospective employers of the handi-
capped. Among the agencies or groups that should play a part in designing

"Fur further details consult Standards for Rehabilitation Facihties and Sheltered Horkshops, U.S. Department of
Health. Education, and Welfare, Social and Rehabilitation Ser%ice, Rehabilitation Ser% ices Administratium

a
"For additiunal information, cunsultSrandards fur Residential FaGilities fur the Mentally Retarded (ltnnt Cuintnis.

sion on Accreditation of Hospitals, Accreditation Council for Faciletes for the Mentally Retarded, 1971).
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effective ocational rehabilitation programs are (1 )state employ meni agencies.
(2) community service organizations, (3) local associations forthe mai eyed and
the hearing impaired, (4) local industries and business, and (5) national profes-
sional organizations,servilig the handicapp0.

v. Vocational rehabilitation agencies should develop outreach programs to ac,
commodate the needs of many 1 gotten 'HIMR adults.

State1vocational rehabilitation agencies, offices of the superintendent ofpubl
instruction and other appropriate agencies should make known to the fedei al

.

goverrilnent the great need for interstate regional ocatiural trainine coke' s fur ,

"HIMR persons (such centers are a necessity for students w ho are not qualified
to attend an educational program of higher learning)."

iii. Employers should be encouraged to hire the handicapped. They should elimi-
nate smrealistic.prerequisites (for example, written tests); state employ meat
personnel should carefully examine and modify procedures used by employ erb
in evaluating job performance skills.

iii. When necessary, employers should redesign some jobs so they w ill require less
skill and will accommodate HIMR persons (this should allow highly skilled
employees an opportunity to make better use of the time that has been spent un
routine matters).

ix. State rehabilitation agencies and state employ most sell ices should de% clop a
cross-referral system whereby all HIMR persons seeking training or employ-
ment could be served jointly by 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 bther woeworkers in the place of business
receive.

xi. The "Job Opportunities in the Business Sector" program of the National Al-
liance of Businessmen should.be broadened twspaifically include the HIMR
population.

3. Housing Services

a Facility standards for housing HIMR persons should be enforced a:, established by
the Joint Commission, on Accreditation of Hospitals, Accreditation Council for
Facilities for the Mentally Retarded; regular periodic site isits should be made.

b. Highly qualified personnel should be employed in all special living en ironments
for the HIMR. In-Service training should be provided and required.

c. Community-based group homes should .be established to house IIIMR persons.
These residences should be available in all geographic areas identified as hay ing
adult ,HIMR populations, '

d. kesidential settings shotil emourage more communi ty- in% ()Iv ement by promoting
parental interaction and encouraging HIMR persons to isit their respective homes

henever possible.
c.

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 ser's, ices (for example,,group agencies
such as Boy and Girl Scout camps, YMCAs, and YWCAs). State departnients di-
rectly and indirectly concerned w ith recreation should combine efforts to accom-
modate the needs of HIMR persons. Recreational programs should be designed to
ensure participation by all HIN1R persons regardless of degreeof disability , age, sex,
and so on. Recreational services should include a multiplicity of activities to
establish lifetime recreational skills and opportunities.

b. Existing public and private community recreation programs should be designed to
accommodate the HIMR population in the mainstream of ongoing aLti% i tics, pros i-
sions should be made to allow HIMR persons access to recreation and park sell, ices,
employees of these services should be informed of the needs and recreational
potentials of HIMR persons. linen, ice training opportunities for personnel should
be,provided. Adequate transportation services to recreational facilities should be
provided for HIMR perons.
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, c. Future federally funded recreational grojects should accommodate the special
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 retardation, cope vith it, and help their child in ways that will yielduparental satisfactiolare ts should be made aware of the difficulties created by
this dual handicap in the development of communication skills, educational
achievement, and socialization. .

b. An appropriate agency (for example, single-source service center or state depart-fr
ment of child and family services) should be charged with the responsibility
coordinating famPy counseling ser 'ces for-parents of HIMR persons.

c. Parents of HIMR persons should e included in the planning, management, and
evaluation of Orograms4or their children.

F. Professional/ParaprOfessional Preparation, nd Utilization
1. Professional and paraprofessional preparation programs should be expanded and

revised to include management of the hearing.impaired mentally retarded popula-
tion. These programs should include short-term (in -sere ice workshops and institutes)
preparation programs to upgrade skills of current personnel and long-term prepara-
tion programs that extend the basic preparation beyond the level of Provisional
Certification (Council on Education of the Deaf) to provide specialized preparation in
the area of mental retardation.

2. Training programs should be established in Interdisciplinary settings (for example,
university-affiliated facilities) to enhance channels of communication and promote a
clearer understanding of, and a sensitivity to, the fotal,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-year paraprofessional 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 governmental agencies at both the state
and federal levels.

6. ProfessionalIparaprofessional 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 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 IIIMR persons.

8. Ongoing cooperative 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 HIMRpopulation.

10. Conferences and regular summer institutes concerning hearing impairment and men-
tal retardation should be given for personnel in the mental health professions who are
serving HIMR persons.

11. 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 model' professional preparation
programs and to produce graduate -level personnel to work with the HIMR population.

G. Research
I. Ongoing cooperative research programs (both biomedical and behavioral) should be

expanded through universities, public schools, and community and governmental
A agencies, these programs should be supported by state and federal monies as well as

private funds to encourage interagency and interinstitutional cooperation. Longitudi-
nal research to facilitate program planning and development for HIMR persons and
research concerned with prevention, treatment, education, habilitation, an

d
abili-

tation should be conducted. \re11

Current research findings on the HIMR population should be compiled, analyzed, and
disseminated through a special publication.

3. Additional research specialists should be trai.led to accomplish specific research tasks
in the prevention, assessment, and management techniques used in programs that
have responsibilities for serving serverely and multiply handicapped persons.

4. Research to validate competency -based systems for training and utilizing personnel is
strongly encouraged.

5. Since quality research pros ides the foundation for upgrading professional preparation
and assists in the delivery of quality services,.federal and state governments should
increase their financial support for research activities.

CONCLUSIONA 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 hopelessness 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 w ith multiple handicaps must be pros ided appropriate diagnos-
tic, educational, habilitative, vocational, and recreational services. However, the creation of
comprehensive services for the population with hearing impairment and mental-retardation
will not solve, altogether, the multiplicity of problem's 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 gainfully employed, and they can learn to communicate effectively. 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 availability 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

Airlle House Conference Report.
Task Force on the Mentally Retircled/Deaf

Office of the Aisistant Secretary for Human Development
Officd of Mental Retardation Coordinafion

Washington, D.C. 20201

November, 1973

I. * Conference Ovdrview

The Problem

Mental retardation alolic and deafness -alone are significant handicapping condition
When both intellectua: and auditory deficits are present in the same indiv idual, 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 chance in ten to
avoid confinement in a public institution for the mentally retarded or to receive services in ,a
school for the deaf. MRD persons area discrele target population in the operating plans of few
governmental agencies. In recent years the focus of legislation at national, state and local
levels has been increasingly categorical. PrograMthrusts for the handicapped focused upon
"the" mentally retarded, "the" deaf, "the" learning disabled; and other unitary handicap
target populations. While, categorization is a fundamental operation in science and in law,
there is no evidence to support the notion that human beingsthe ultimate service
recipientscome packaged with tightly knit scientific or legislative labels. The prevalence of
multihandicapping conditions, particularly among the severely-disabled, is extensive and`
increasing in relative, and probably, absolute terms.' Tunnel vision policies have impeded
translation of this knowledge into program development for persons vaho do not fit squarely 6'
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 of developing policy for the handicapped
is overwhelmingly a history of narrow, categorical program thrusts at each level of govern-
ment. Many service recipients have fallen between the cracks. The mentally retarded deaf is
one such group. This is "The Problem."

Who Are The Mentally Retarded Deaf?
The mentally Aarded deaf may be defined operationally as persons having a combina-

tion df mental retard tion and hearing impairment of sufficient degree that they cannot be
appropriately served by traditional programming for the mentally retarded alonesor the deaf
alone. Other handicapping conditions may also 1?e present. Mt; incidence and prevalence of
this dual disability is unknown.

The best c)tirrent estimate is that 15,000 to 20,000 persons under the age of 20 years fit the
operational definition of MRD. This estimate is based upon studies 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. These are:,

1. Facilities For The Mentally Retarded
This category contains by far the largest numberuf identified MRD, most or

reside in public institutions. As a consequencC of his dual disability, the MRD person
\

'See, for example, Wishik, Jamuel. Georgia Study of ilandicapped Children. A Retiort on the Sigh of Pretalen;e, . .

Disability, Needs Resources and Contributing Factors. The Project, 1956. i .
.-
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seldom profits from the program offerings for the non-deaf majority. It is not unusual
for institutional staff to belatedly identify deafness as the primary handicap among
residents being,mislabeled and misser ved as mentally retarded or mentally disturbed..
In these facilities which frequently lack expertise in sell ing the deaf, sev erity of mental
retardation may be tragically overestimated. Inappropriate habilitational/educa-
tional services seriously compromise the likelihood that an MRD child can become
self-sufficient.

Public And Private Day And ResidentiqlSchools For The Deaf
The MRD is often the last accepted and least served in these programs. Quality of

programming is frequently poor. Application of interdisciplinary .technology is rare.
Huvvevcr, within the United States there are a sufficient number of quality programs to
serve as a nucleus for program development and expansion.

The precise number of MRD being denied services is unknown, but is thouglit to be
considerable. The U.S. Office of Education estimates that one millionilandicapped children
are currently denied educational sell ices. Many of these unserved children are MRD. When an
MRD person is unser. ed, his deficits advance 'progressively with advancing age, and emo-
tional disturbances are a regular consequence.

Conference Rationale

.Several factors underscore the timeliness of this Conference hich focuses attention upon
the mentally retarded deaf.

1. Awareness Of The Changing Clinical. Characteristics Of Handicapped CI:U(1mi
Improved prenatal and p4rinatal care as a result of medical advances hav e yielded

higher survival rates for mu)tihandicapped infants. At the same time, medical i-
search'has impacted significantly on the adventitious causes of 'single handicaps (such
as deafness). The net result has been an increase in the proportion of multihandicapped
children among the population of handicapped persons.

2. Progress In special Educatioital Remediaiion Techniques
Prospects for ameliorating the debilitating impact of mental retardation and

deafness have advanced in recent years because of increasing sophistication in special
educatiori. Examples portinpt to the MROinclude. early detection and intervention,
indiv idualization of instruction, expansion of the repertoire for teaching cominunica-
don skills, behavior modifitation, and improved media, materials and technology.

3. Advance In Audiology Resu ing From Basic Audiologic Research And From Relevant
Advance In The Broad Field of Electronics

The MRD can benefit directly from recent advances in diagnostic audiology and
amplification. These advances which are both conceptual and technological include
increased understanding. of the anatomy and physiology of communication, and the
elements in language development; auditory, evoked potential and impedance au-
diometry; and microminal rization of circuitry with improvement in durability,
reliability, fidelity and gain of hearing aids.

4. Increased Public Recognitio a That The Handicapped Must Not Be Deprived Of Their
Rights To Appropriate Educaition And Trea gut Services

Within the past several bears, parents, professionals and concerned, citizens have
begun to.dennand that the rillts of the handicapped (especially the retarded) must be
respected. These demands lhave taken' the forms of successful litigation against
exclusionary and abusive la vs and policies and the passage of.lncreasingly imagina-
tive legislatiod(anci administrative changes). These activities,provide an ample foun-
dation for fuller efforts to ins are for the MRD their rights'to tr 'mem and educational
services.,

Conference Structure 'Ind Ope*ratIons .

They Working Conferences assembled an interdisciplinary
,

task force of' specialists in
audiology, education, otology, pediatrics, program planning and evaluation, psychiatry,
psychology and social work. Thirty fur participants repretsented the iirufessional l,u mmuntty
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serving, the deaf, the professional coinmunity serving the mentally retarded, and-the many
related disciplines pros iding sere ices, conducting research, training personnel, and adminis-
tering programs.

/Participants con% ened at the In itatiun of Mrs. Patricia Reilly Hitt, then Assistant Secre-
tary for Community and Field Sery ices, U.S. Department of Health, Education, and-Welfare
(DHEW). Tv% o wit), king!_onferences vi. ere held at Airlie House, Warrenton, Virginia un October
0-21,1972 and,January 25-28,1973. 0/ Purposes of the sessions were:

I. To explore the many problems of the dual disability of mental retardation and deaf- ,
ness; `'-.-

2. To develop recommendations taileted upon improZing services a% ailabfe to mentally
retarded deaf persons;

3,_To establish links of communication and cooperation among profes
ing the mental retardation and deaf communities.

The 27 conferees in attendance at the first-session wife selected because each vv as known
to have a unique perception of the problem based on expectise in more than one area related to
mental retardation and auditory impairment. Pre -cunt Irence reading materials, includingt

invited papers, were sent to participants in advance o the session. Inv ited paiOs vi. ere
presented at the conference by R. J. Ruben, M.D., R. B. Devpr, Ph.D., and P.A. Ritt manic, Ph.D.
'Dr. Ruben addressed the relationship between heating lo and mental retardation, listed 12
areas of needed research and concluded with a call for early detection and treatment.
Dever discussed the d sc,i'iline of applied linguistics and its application to the language and
learning probIctins of t

1

e' RD child. He noted that certain des clop menial linguistic progi ams
may be readily adaptabl to the MRD target population. Di. Rittmanic's contribution, titled
"Program Consideration ' for the Mentally Retarded Deaf" directed the conferees' attention to
the increasing prey al pc. of multihanaicapped children and to several preliminary deter-
rents to MRD program 'development such as inadequale survey research data and terminol-
ogy as well as deficiencies in available services. Dr. It it tmanic called for the initiation of a

f .national survey to determine MRD incidence and ,resources.2

mats represent-

Conferees w re assigned to categorical work teams which focused upon needs in rdearch,
training, service, linkage (administration) and program evaluation. /

,Group- assignments. were:

Training
Madeline W. Appel!
Thomas R. Behrens
Stella Chess
William T. Darnell'
Paul A. Rittthanic
itillard B. Dever
Helen Pagir
Patrice Costello
Joseph Parnicky
Victor H. 'Galloway
Herbert Goldstein
Leo Connor
Patria G. Forsythe
Lyle L. Lloyd

Stella Chess
Thbrnas R. Behrens
Madeline W. Appel!
Louis Z, Cooper
James 'N. Moss
Robert J. Ruben

Research

Service

Victor H. Galloway
Leo Connor
Patrice Costello
Herbert Goldstein
Robert 'J. Ruben
Lyle L. LlOyd
Kenneth R. Mangan
William Darnell
Paul'A. Ritt manic
Helen Page
David Rosen
Samuel L. Ornstein
Frank Withrow
Wallace K. Babington

James J. Gallagher
Stephen P. Quigley
Doin Hicks
Richard B. Dever
John W. Melcher
Robert H. A. Haslam

2Cuples may be obtained from the OffiLe of Mental Retardation Coordination, Room 3744 11LW North
330 Independence Avenue. S.W.. Washington, D.C. 20201.
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c Linkage

r

Evaluation ,
Kenneth R. Mangan James J. Gallagher
Joseph .Parnicky Stephen P. Quigley

,Samuel L. Ornstein James W. Moss
David Rosen Louis Z. Cooper
John W. Melcher

n
Doin Hicks

Wallace K. Babington Frank Withrow

Group assignments were unstructured and provocativ e. Each team was asked to den clop
its uvv n modus operandi, to be w ide ranging and unconstrained. Each individual was encout
aged to contribute, from personal perspective, the issues subjectively believed to be germane
to program enrichment and program development for the mentally retarded deaf. A lengthy
list of unresulv ed issues, recommendations, o" bservations, laments. (and wishful thinking)
w ere prodiked and recorded by the group recorder so designated. These products of
brainstorming provided a basis for more critical and targeted group interactions at the
January session.

Each participant at the January, ,s5ssion was reassigned to one of four work teams. These
teams were expanded by, the participation of seven persons w ho attended the Task Force
meeting as part of the Steering Committee:Of the Amer ican Speech and Hearing Association
(ASHA) project entitled "Rehabilitation of the Hearing Impaired-Mentally Retarded Popula-
tion." This project is supported with funds from the Rehabilitation Sery ices Administration,
Div isiun of Developmental Disabilities. The teams were asked to use the unedited product of
the October session as 'the starting point only and were asked to develop and prioritize.on
"action document:" What should be done for' the MRD? and -How? Assignments were:

G

I II

Madeline W. Appel!
Thomas R. Behrens
Shirley Berger
Richard B. Dever
James Ve Moss
Paul A. Ritt manic
Roberti. Ruben
David Yoder

III

Louis Z. Cooper
William 'I. Darnell
PatrieG. Foriythe
Victor H. Galloway
William C. Healey
Doin Hicks
Joulava M. Leggett
John C. ',lace
David Rosen

IV

Wallace K. Babington Patrice Costello
William Castle Lyle L. Lloyd
Stella Chess Kenneth. R. Mangan
-Leo Connor John W. Melcher
James J. Gallagher ., Samuel L. Ornstein
Herbert Goldstein Helen Page .
Alfred Hirshoren % Barbara C. Sonies
Joseph Parnicky Frank Withrow

..

Each team presented its recommendations to th& entire grOup for discussion. After this
discussion, each team reconvened to refine its document briar to submission at the final
session of the conference w here priOrities were reviewed. A synthesis of this actin ity serves as
the basis for the Recommendations which appear as Part III of this document.

r
.

II. 'Conference Recommendations
This section contains a list.of recommendations for MRD program development. Central

to this list is the pi oposul of Federal legislation incorporating the intent of several Coact crux
Recommendations. Recommendations are accompanied by expwitions relating to rationale,
available resources and implementation strategy.
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Recommendation 1

An, Operational Definitth Of Mentally Retarded Deaf Should Be Adopted For Program
lilevelopment

A mentally retarded deaf (MRD) person is an indit idual who has a combination of mental
retardation and hearing impairment of sufficient degree that he cannot be appropriately
sert ed)by traditional programming for the mentally retarded ur the deaf alone. The MRD
persodinay have other handicapping conditions.

Rationale
The usefulness of a service -based definition of disability to facilitate program develop-

ment has been well confirmed by' experience with the Regional Deaf-Blind Centers.

Recommendation 2
The Mentally Retarded. Deaf Should Be Designated As A Priority Target Population-By

Apprupriate. Federal, State and Lo..al GovernmentatAgemies And ProgressionakOrganizations

Rationale and Strategy
Gut ernment policy rut-mutationis produced in an atmopshere of complex influences such

as Congressional, executit e, professional ancl_the public at large. 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 clement can necessarily impose

0 plum-Ines upon all other elements. Priorities that emerge respecting the distribution of public
resoul ces aredeter mined by the interplay and resolution of actions and compromise taken by
participants. "Priorities", therefore, can be established individually and collectively by all
interested parties.

Two key actors in this fieldof influence hate already established national goals directly
related to the development of comprehensive services for the mentally retarded deaf. On
Not ember 17, 1971 President Richard Nixon committed the Federal Government to two
major national goals:

To reduce 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 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%
by 1977). Achret egrent of the Presidential and U.S. Office of Education goals involves program
development.and delivery of services to the MRD population. The MRD in public institutions

. are some of the most neglected and unserved or poorly served target groups among the
handicapped. Deinstitutionalization means focusing 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 multiple handicapped
and the ekact number is unknown. MRD represent a large portion of such persons.

Recommendation 2 can be realized through concerted actions taken by influential
decision-makers to establish program det elopment and delivery of serf ices to the MRD as a
public priority. Actions to be taken by the Department, for example,stem froin its role in the
"Implementation- of programs already adopted by Congress. Implementation involves lot
mulatitig 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 info' ming theTdministration, Congress, priv_atein,terest
groups and the electorate on agency activitiesfoenefiting the MRD population. Therefore, the
mentally retarded deaf should be included as a priority target population in the operational
planning procedures of Department constituent agencies. Inclusion is particularly necessary
in planning procedures for each program purported to target upon achiev ing Presidential and
Departmental national goals of deinstitutionalization and full educational opportunity . For
example, the needs of the MRD present an excellent opportunity for the Bureau of Education
for the Handicapped (BEH), Div ision of Developmental Disabilities (D; DD), and Maternal and
Child Health Service (MCHS), to demonstrate coordinated, collaborative programming. Reg,
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ulations and guidelines for these goal-oriented programs' shiiuld be ainen4d to '.semi the
MRD as being a) eligible for service, and b) a national service priority. I

Actions to be taken by private interest groups to establish the MRD as a priority stem from
the nature of their role in policy formulation. This role involves mediating constituency
interests and advocating policy positions to prograth managers add program adopters in the
-Department and Congress. Hence, advocacy ofihe MRD as a priority should'be undertaken by
organizations with existing service responsibilities for this target population. 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 ofyediatrics
3. American Association on Mental Deficiency
4. American Psychological Association

5. American Speech and Hearing Association
6. .Conference of Executives of American Schools for the Deaf

7.. Couhcil for Exceptional Children
8. National Association of Directors of State Progranis for the Mentally Retarded, loc.

9. National Association for ,Retarded Children
VI. National Association of State Directors of Special Education

1.1". National Association of State Mental Health Program Directors
12. Rational Association of Superintendents of Public Residential Facilities for Mentally

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 American Association on
Mental Deficiency and the Conference of Executives of American Schools for the Deaf is
essential. These organizations already have made substantial commitRents to program
development forthe MRD.

Program development for the MRD should begin with fuller use of existing resources at all
levels. These resources all too fequently are administered through restrictively narrow
categorical programs in health, education and rehabilitation: MRD regularly "fall between
the cracks." One remedy is establishing the MRD as a priority target population. This must be
,a multi-faceted undertaking, as indicated in the foregoing paragraphs.

'Recommendation 3

Federal Legislation Should BeLitacted Arahorizing Commitment Of Public Resources Speci-
fically For MRD Program Development

Rationale and Strategy
'Program of substance 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

esent Federal commitment. The history of developing Federal policy for the mentally
retarded and for the deaf is overwhelmingly a history of program development by statutory
-mandate.-For-example,.programs_ofsubstance fur mentally retarded persons did not emerge
until statutes clearly specified, that mentally retarded personsmust be set,cd:Can the expect-
MRD interests to fare differently? '

f

' Goaloriented programs' refers particularly to Department administered programs in Decelopmental Dis
abilities (PL 91-517), Aid to Children in State Supported Schools (PL 89.313), Educational State Grants (PI. 91 230.
Title VIB). Vocational Rehabilitation Grants (PL 66.236). ESEA, Titles I and III (PL 89 10), Vocational Education
State Grants (PL 90.574 Head Start,(PL 92-120, Public Health Seri, ice Act , Sec.314d. Maternal and Child 11calth and
Crippled Childrens State Grants (Social Security Act, Title V).
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In 1955 there was not a single identifiable categorical mental retardation program or
structure in the Federal Government: The extensiveness of Congressional concern for mental
retardation between 1956 and 1962 was expresstd through legislative authorization and
appropriations in support 4a...in itiesotn mental health, vocational rehabilitation, education,-
maternaland child health, hospitid construction, Social Security, neurological diseases and
health sere ices development. Mental retardation funds for these commitments adv anted from
$1 million in FY 1955 to $22.4 million in FY 1962' Sources for this growth were protective
mental retardation ear marks applied to Department Appropriations Acts and administrative
priority attached to, Departmental developmental activities in health and rehabilitation.
Categorical legislation specifically and solely devoted to mental retardation was first enacted
in 1958 (Public Lave 8$ -926), incorporating teacher training provisions. Between 1963 and
1966, policy expansion included categorical Federal entrance into health and educational
commitments, facilities construction of Mental Retardation Research Centers, Unix ersity
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 forthcoming enactments of hellth and educa-
tional programs-pro% ided legislative vehicles for incredsed*Federal commitment to the field.
In,1967 significant support for special education in the U.S:Office of Education was inaugu-
rated w ith the statutory creation of the Bureau of Education for the Handicapped. Then Lana:
earmarkings of Congressional .appropriations for Titles I and III of the Elementary and
Secondary Education Act (1966), the Vocational Education Act (1968), and Head Start (1972).
In each 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 person's sere ices were pathetically inequitable. Hence, earmarking in appropi i-
atiqns arid substantive Congressional cominipees applied to appropriation bills and varied
categorical programs in health, education and rehabilitation are protective antecedents of the
past two decades of dev eloping mental retardation policy. Congressional earmarking of funds
for varied ?ograms sere mg the mentally retarded have been bootstraps necessary to achieve
equitable program development for a minority interest. The lesson of this history for MRD
program development is clear. Federal statute should specify that MRD persons be sere ed and
should direct resources to this end.

The Mentally Retarded Deaf in a simple and ras complex society did not constitute
major problem, The health care and knowledge for and about such chiliiren'w as so limited
that the probability of sun Ival intikIdulthood w as v e'ry !.vv. In fauthe probability of sun iv al
after birth for many of these infants was not great. With beftei medical know ledge and health
care today, many of the'se individuals have normal life time expectancies of 60 to 70 years.
Knowledgeable personnel t6 work with thi§. severely handicapped population is almost
nonexistent. Of the experts ..onv ened for this codference, only one or two persons4are working
full-time exclusively w ith the Mentally Retarded Deaf. The others are col..erned professionals
who hav;?. become aware of the problem through their commitment to either the deaf of
retarded person. The-population to be served nationally is relatively small, 15,000- 2p,000
persons. The educational and habilitation problems are difficult and the prognosis fur com-
plete success is limited since Jew of these people will become completely self-sufficient
independent citizens. On the other hand, the prognosis for deinstitinionalization of the
Mentally Retarded Deaf is realistic, for perhaps 80% of the target population. Such persons
would be able to live in the open community and work in sheltered employ ment areas. Both
the cost efficiency of such programs and the humanitarian aspects offset the dehumanizing
and costly programs currently serving.them.

Unfortunately, the costs are so great and the numbers are so small that State and local
go% ant:I-lents do uut have a critical mass large enough to move to implement prograi-ns for this
sev erely handicapped group. There is an urgent need for the Federal goy ernment to stimulate
the grow th of these very specialized educational sere ices based upon the economics of scale.
With 15,000-20,000 people nationally in need of these new programs, the Fe.deral goy ernment
should muster the national resources in know ledge, manpower, and technology revenue to
demonstrate What these people Can do. Even with the court decisions mandatingreducationfot
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,

Sotirce. Braddock, David L., Mental Retardation Funds, An Analysis of Federal Policy, Unpublished Ph.D.
Dissertation, The University of Texas at Au SON May.1973.
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deinstitutionalizatiun of the Mentally Retarded Deaf, the states can be expected to support
such programs.

Confer _tux participants recognized the .well documented hazards of categorical pro-
w attuning. In fact, the cut rent plight of the NIRD,illustrates one distressing structural flaw in
such programming. How es. et , these hazards do not outweigh the essential ads.antages of the
categorical approach lot initiation of services to pre iously excluded target populations.
Conference participants supported the concept of planned incorporation of categorical pio-

°grarns for the MRD into broad comprehensiv e program thrusts after a reasonable develop-
mental period. Therefore, special MRD legislation should be enacted dui ing the coming y eat .

This legislation should contain.at least three basic provisions: 1

A. Authorization Of A Nationwide Network Of Exemplary Service AAd Demunstiation Cen-
ters

These centers, distributed on a regional basis, should ut ilize 'experience acquired in
the Regional Deaf/Blind Centers program established., by PL 90-247 and in the Handi-
capped Children's Early Education Program established by PL 90-538. These Centers
should pro% ide a program designed to lot ing to bear upon MRD children as cal.), as possible
in life, those specialized, intensive professional and allied services, methods and aids found
to be most effective to enable them to achieve communication ith and adjustment to the
world around, them, so that they may have a useful and meaningful participation in
society. MRD Sery ice And Demonstration Centers should focus on a full range of inter-
disciplinary services such.as: outreach identification, diagnostic, evaluation, education,
treatment, vocational training, habilitation, medical and family say ices.,Research, train-
ing and dissemination components should also be included. t

B. Authorization Of A National Technical Assistance Resource Center For The MRD
Rapid expansion of MRD.programs on a national basis can be facilitated sign'ificantly

by cteeation of a center with responsibility for delivery of technical assistancetojhe model
Regional Centers. Assistance in program planning and avaluation, cuLeiculuril develop-
ment, record keeping, ir 'ormation dissemination and replication exemplify the tecknical
assistance roles which nay be undertaken. The National Technical Agsistanco,Resource
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 :feral programs. For example, the "Technical AssiltanCe Development
System" (TADS), as fostered program development in early childhood education pro-
grams through°, the United States and a Developmental Disabilities /Technical Assis-
tance System he aecome operational to serve the 56 Developntelital Disabilities Planning
and Advisory ' 'limits. The, proposed National Technical Assistance Resource Center
would serve nilar functions. The Center would assist the Regional MRD Centers in
working wit' State agencies to develop and deliver services to the MRD and would also
bear respo' ibility for deyeloping,a comprehensive registry of MRD persons.

C. Authoriz -1 Nationwide Survey To Ascertakn The Praalence Of MP And Identify Availa-
ble Pul- And Private MRD Resources

A alysis of these data would suggest directions for program development. The survey
should be supervised by the National 'MRD Technical Assistance Resource Center.
Nationwide screening and early'detection procedures should also be developed and dis-
seminated by the National Center in cooperation with the Regional MRD Service and
Demonstration Centers.

e,
Recommendation 4

Professional, Parents, And Public Officials Should Continue Pressing American.Social And
Political Institutions To Gua,rantee Equal Rights For America's Handicapped Persons

Rationale
Litigation in the previous three years has been extensive. It has included the successful

contesting or 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; the

rt

Right to just compensation for labor; and
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Right to fair classification, commitment, and protektion from harm.

Equal rightsllitiga,tion will undoubtedly continue to adorn State and Federal -court
dockets. A number of cases*int o1Ning rights of the handicapped are discussed in the public-a-
tion "Mental Retardation and the Law." .

Law isone instrument of social change. Court actions protecting constitutional rights of
the handicapped should be encouraged.

Summary
Four recommendations hate been presented by the National Task Force On the Mentally

Retarded Deaf. These focus upon piogram development for the MRD population:

Recummendanun I. The foliguing.operAtional definition of mentally retai ded deaf should
be adopted by program planners at national, state and local levels of govern*Ment: A
me ntally retarded deaf (MRD) person is an indit idual who has a combination of mental
retardation and hearing impairment of sufficient degree that he cannot be appropriately

.
seal, ed by traditional programming for the mentally retarded alone or the deaf alone. The
MRD person may have other handicapping conditions.
Recommentlatzon 2. The mentally retarded deaf should be designatedas a priority target
population b) appropriate got ernmental agencies and professional organizatipns.

wr,

Recummendatzon 3. Federal legislation should be enacted authorizing commitment of
public resources specifically for MRD program development. .

Recvmmendutzun 4. Professionals, parents and public officials should continue pressing
American society andpulitical institutions to guarantee equal rights for America's hand-
icapped persons.
Implementation of these Recommendations will offer new hope for the mentally retarded
deaf and their families.

4
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'Mailable (ruin the 011ie of Mental Retardation Coordination, Rum 3744 HEW North Budding. 330,Indepen-
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The Hearing impaired Mentally Retnided:
Recommendations for Action

RESOLUTION FORM
rt PLEASE DO NOT WRITE IN THIS SPACE

SUBMITTED 6y: Leclislationginancej
Admidistration(Group...1)

Date Submitted. August 27,- 1974 '

e'

RESOLUTION NUMBER
ACTION see ibe

NUMBER

DATE August 28, 1974

1

Page

I of pp.

WHEREAS` °

(PLEASE' USE THE FOLLOWING FORM)

WHEREAS, /

and

BE IT RES&VED, That

1

Z

BE IT FURTHER RESOLVED, That

WHEREAS, the multi-handicapped individual. has more_

olo
T.P.

and.

.

4

PLEASE TYPE OR PRINT DOUBLE-SPAC

, A
sj dgafgessandgmental retaftation often including

3 skills), add

one-kaandiEiaing condition. e

non2functtoning communicative and social

0

1:

tr

- . .

.4 4 .,

__. .........--... -

WHEREAS, the combined handicaps result in a failure of comprehensive health, social and5
. f

4*

6
educational' programming, and

7
. .

8 WHEREAS, the estimated prevalence of the Ilualittan of such SPVPV45k handicapped pprcnns
: A ,. r

.8, is approximately-20 to 25 thousand, and k.

io 1

11 WHEREAS, because of economic limits few states or other political subdivisions haVe 4

12 assumed enlightened uses of common resources to insure an equal quality of life for these

13'
individuals,

14

15

be

16

.

BE IT RESOLVED,_That the federal government assume the responsibility for stimulating the

development of a continUing life program for this target. population which includes health,

17
edubation, living environments, and occupational and recreational opportunities as related

to the persisting problems of-this target population.
18

19

20.

:21

22

Approve 43

Disapprdve 1

t

23

98

Abstain .0 %



.
I

qe

I.

. , - . RESOLUTION FORM ,,
PLEASE DO NOT WRITE IN THIS SPACE

O

4

RESOLUTION NUMBER
ACTION '4eR:_kl.031Y

_DATE' A9Dg_NA_197.4.. ..

)

4.

4"

'Appendix B

of.
,

SUBMITTED BY: Legislation/Finance/

Administration_ (Group I)

Date Submitted; August, 27. 1974

., .. ,

- . . (PLEASE' USE THE FOLLOWING FORM)

WHEREAS, P. i
4 .4 1

. ... . 4.
- , and - '.

% ..
, " i , (6

WHEREAS,
. , .

BE IT RESOLVEDrikat -t
., -,/ii

,c ./ ' ..' , ,:.% A
, . .,: ,,. ,

I.' , and

BE IffbRTHER RESOLVED, That % PLEASE TYPE OR PRINT, DOUBLE SPACE

WHEREAS some of the 'o.ula I I OS 8`. 11 '1 II'S

2 individuals will, with early intensive health and_ education interventiOn, have their
s-

3 dual disabil'ity significantly reduced so that they can function as less severely.

4 handicapped' individuals who "may be served under traditional service "agencies' of state
*

1

5
governments, -

6

7 BE IT RESOLVED That states thr II In i" :41. III III

41001.

tt

8 and establish a high priority for providing basic educational. health and_ccatinAjaa_..

'4

9 life services for tfis severely multi-handiapped populatilon. and

10

11
BEFIT FURTHER RESOLVED, That the Developmental Disabilities CoUncil within each state

12
insure the cobrdination of services for all deaf/mentally retarded persons.

13

o tly"4

14

15

17

18

19

20

21

7

Approve 45'

22
I Disapprove 1

23
Abstain ' 1

99



The HearingImpaired Mentally Retarded:
Recommendations for Action

Q
t

PLEASE DO NOT WRITE IN THIS SPACE
.

RESOLUTION NUMBER. 3'

ACTION sqg

DATE Au91151.28,19-14 ..........

RESOLUTION FORM
1

PageH_
of pp.

SUBMITTED BY. I Po4S1 atinnifin.Ancq

Administration (Grntip 1)

Date Submitted. Art 27, UM__
(PLEASE USE .THE FOLLOWING FORM)

WHEREAS,
, and

\WHEREAS,
.BE RESOLVED, That

, and

\ 'B.. IT FURTHER RESOLVE'. That PLEASE TYPE OR PRINT, DOUBLE SPACE

WHEREAS, the Deve 0 mental Oisabilities Act has as_o major priorityIbe_devolopment

of programs for the severely handicapped individual whoshas culiaupglife.D.E0blems.

and

I)
---------

thb recoeffiid- unmet needs of the deafWnially retarded population consti-

6
tote An urg'ult national problem,

7
'at

'va

8 BE IT RESOIVED, That this'problem is-of such n,;tional cignifirance_that in cnnqidering

\
I.

its major i'iorities A( e Natfonal Advis r I 1 ii 1 - ontal Disabilities

p \

10

. .

reCommend to the Secretary of HEW that a reguet for.proposaLbe issued to establish
.

.

11' ,the financial and programmatic requirements for implementing and maintaining quality
_ .

12

.

comprehensive services for this target population through all appropriate agencies, and
..

, ,
o.

" 13

' %14 BE IT FURTHER RESOLVED, That demonstration mndels he funded and estAblisheLl_by
1,

15 'iiriiversit Affiliated Facilities .nd
1 1

16 begin to serve the unmet rieeds.of deaf/mentally retarded individuals_ In addition to

1

ll providing nedded.services, such programs will mainoin adequate ass- essment and evalua-
,

1 .

.13
"tion processes from which cost eenefit and costeffihSent data may be collected.

.
e 4

14
9 analyzed, and disSeminated to appftpriate agenties. .

a

4.

I- 1 .11

20

21

(

27-

Agorae. 45

Disapprove 1

Abstain 1

23
.01,1 tk 1001.



Appendlzi

PLEASE DO NOT WRITE' IN THIS SPACE

RESOLUTION NUMBER' 4

ACTION SqQ hRipiq

DATE Auggt.2{3.....).974

RESOLUTION FORM Page I
of, / pp.

1
SUBMITTED BY Legislation/Fingnce/

" Adminictratinn (Grnup I)
Date Suhinitted....1ugust: 27. 1974

(PLEASE USE THE FOLLOWING FORM)

VVHEREM,
, and

WHEREAS,
4

BE IT RESOLVED, That
, and

BE IT FURTHER RESOLVED, That PLEASE TYPE OW PRINT, DOUBLE SPACE

WHEREAS, profdssional standards and standards of minimum humaniCar;vAry ssly frnm

2 state to state, and

4 WHEREAS, the 'federal courts have clearly - established that all hanclIcapPed People are

5
entitled to equal rights as United States citizens,

6

7 BE IT RESOLVED That Con res

or oth r algrosriate executive .ff'

I II '4

. I O' le I' O'

9

10

11

12 BE IT FURTHER RESOLVED, That Congress assure, through legislation. that the Secretary

standards for health, educational service, and standards of minimum human

federal programs relating,to deaf /mentally retarded individuals, and

care in all

d

13 of HEW seek advice from professional authorities in establishing these guidelines.

14

15

16

17

18

19,

7:

, 20

. 21

22

23

Approve "11 -

!Disapprove 20

4bstain 7

101

106

4'
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MtP

The nearing-Impaired Mentally'Retariled:
i*opRecommendations forAction

PLEASE DO SNOT WRITE IN THIS SPACE

RESOLUTION NUMBER. 5

AMON 'see below

DATE" .....

WHEREAS,
, and

444
WHEIMAS; s*

` BE IT RESOLVED, That,.
and

RESOLUTION. FORM Page

of pp.

SUBMITTED BY: Legislation/Finance/

Admlnictratinn Wnup T)
Date Submitted. August 27, 1974

(PLEASE USE THE FOLLOWING FORM)

BE IT FURTHER RESOLVED, That

WHEREAS, it is.reconized that deaf /mental

is currently not betnq 'served,

V

PLEASE TYPE OR PRINT, DOUBLE SPACE

BE IT RESOLVEY,\That the American S eech and Hearin. Associati n rrt call att n 'ion4_
-

5 .ie to the fact that deaf/mentally retarded persons comprise only one such target

6 tion; therefore, future activities of he-funding agency should consider examining

other target populations as potential priorities for services

8

9"

io°

1-1
e 9

r1?

13

14,

15

16

A E4,'

17

18

19

2Q

f

21 A rove 26

22 lUisapprove 12

23 , Abstain 3

102,

10 !)
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Appindix 13

PLEASE DO NOT WRITE IN THIS SPACE._

RESOLUTION NUMBER
ACTION
DATE"

6

RESOLUTION FORM Page

of pp

'SUBMITTEVBY. Legislation/Finance/
Administration (Grouo.I)

DateSubrnitted. August 28, 1974

(PLEASE USE THE FOLLOWING FORM)

WHEREAS,
"and' c

-WHEREAS,

BE IT*RESOLVED, That
and

BE IT FURTHER RESOLVED, That

1 WHEREAS .rof

PLEASE TYPE OR PRINT, DOUBLE SPACE

41. .14. eft .14. 4 4 II 4 0 II I 11.1 II

2 state, to state, 'and '

3

.

4 WHEREAS, the federal courts have clearly established that all handicapped people are
-J4

5 entitled to equal-rights as'United States citizens,

6

7

.

BE IT RESS / T I 410 ' i OS i OS 4

8 other appropriate executive officers require that all agencies (puhlir and/nr private)

9 specify their procedures for insuring compliance with established Drafas_sional standards

.

10 for health, educational services, and standards for minimum human care in all federal

-

11
programs for persons with deafness and mental retardation, and

, 12

13
BE IT FURTHER. RESOLVED, That if no such standards exist, said agencies should specify the

14
steps they will take in addressing themselves to the resolving of problems related to

.

15
client health, educational, and human care services.

16

17

18

' 19

20

21

22

23

1

Apprnvp 30

Disapprove 2

Abstain 11

103 . 44



The ilearIngImpaired Mentally Retarded;
Recommendatlohs for Action' /

PLEASE.DO NOT WRITE IN THIS SPACE

RESOLUTION_NUMBER 1

ACTION see belpcj

DATE August28, 1974

. -RESOLUTION .FORM
Page_______

of, pp.

SUBMITTED BY:Iden-tification/AssessMent
(Group II)

Date Submitted. August 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 SPACO

WHEREAS, not all children with hearino_impairmpnt and mental

2 school level are being identified, and

3

retardation at the pre-
er.r.70"-

a

4 WHEREAS, parents' and *hers responsible, for the care and treatment of these children may

5 not be aware of the availability. and/or need for comprehensive assessment-

6

7

8

9 development of gu'delines with respect to behavior that would prompt

Bper:n:E:OL:::,a:::tlaebfifloirttysobfeamn:d:e:: for Such asscssment services

determine the best means for

10 of various media, and field testing of effectiveness.

11

17

informing thk'e

. including the

referral, the use

13

14

15

16

17

18'

19

26

21

22

Approve 35

Disapprove 0

23 Abstain 0

104



Appendix B

PLEASE DO NOT WRITE IN THIS SPACE

RESOLUTION NUMBER 2

ACTION see '6eloW

DATE August .2$,...1.47.4 ...........

RESOLUTION' FORM Page

pf. pp.

SUBMITTED BY: Identification /Assessment
(Group II),

Date Submitted. Auclu St 27, 1974

(PLEASE USE THE FOLLOWING FORM)

WHEREAS,

WHEREAS,
BE IT RESOLVEG, That

BE IT FURTHER RESOLVED, That

1 WHEREAS,
\

children who are mentally retarded often have hearing impairments which are

2 unwAected or often difficult to confirm, and

, and

, and

PLEASE TYPE OR PRINT, DOUBLE SPACE

3

WHEREAS, the initial detection, of hearing impaired mentally retarded children is complu,

5
often requiring multiple visits and specialized personnel, and

6

7
WHEREAS, resources are frequently not available or accessible in local communities, and

8

g WHEREAS, it is frequently impractical for children to be transported long distances from

10 their homes for comprehensive assessment,

11

12
BE IT RESOLVED, That services be transportarto remote local communities and catchment

13
areas, and

14

15 BE IT FURTHER RESOLVED, That for the purposes of identification, these services consist

16. of audiologic and other appropriate'interdisciplinary services, and

O

17

18
BE IT FURTHER RESOLVED, That the home base for such services be, wherever possible,

19
located at a program that can coordinate follow-up, comprehensive care.

20

21

22

23

41

Approve 33

Disapprove 0

Abstain 0

105

Iy

1
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The HearingImpaired,Mentally Retarded:
Recommendations for Action

. PLEASE DO NOT WRITE IN THIS SPACE

RESOLUTION NUMBER
ACTION see In14.W

DATE 'August 28; 1974

3

RESOLUTION- FORM
=11M..111
Page

of pp.'

SUBMITTED BY: Identification/Assessment.
(Group I

Date Stibniitted August 27, 1974

WHEREAS,

(PLEASE USE THE FOLLOWING FORM)

WHEREAS,
BE IT RESOLVED, That

, and

, and 4

BE IT FURTHER RESOLVED, That PLEASE TYPE OR PRINT, 'DOUBLE SPACE'

WHEREAS, hearing impaired children may fail to_benefit from regular preschool and school

programs because of 'intellectual deficit, and

3

4 WHEREAS, it is important to differentiate intellectual deficit from Dther causes of school

5
failure,

6

7 BE IT RESOLVED, That workshop, seminars and other procedures be employed to increase the

8
skills of those concerned with the education and treatment of the hearing impaired so

9
th.at they can differentiate intellectual deficit from other causes of school failure.

13

14

15

16

17

18

19

20

21

22

23

106 -
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Appendix B

PLEASE DC ':=T WRITE IN THIS SPACE

RESOLUTION NUMBER 4

ACTION see below

DATE August 2QA 1974

RESOLUTION FORM' Page______1
of pp.

SUBMITTED BY Identification /Assessment
, (Group II)

Date Sitbmitted August 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, school age children and adults who may be hearing_ impaired and mentally

2
retarded are located in various day and residential institutions or habilitation programs

3
throughout any one state, and

4

5
WHEREAS, effective initial assessment of these individuals demands extended evalpation,

6

7 BE IT RESOLVED That r n II II If to_andji 1 9 1' II II
I '4 011.

8 center is not practical the parent agency sho

9

10

11
BE It FURTHER RESOLVED, That these mobile units be staffed by a core interdisciplinary

12
team composed of appropriate specialists such as an audiologist communication specialist,

13
psychologist, special education teacher, nurse, work evaluator, and social worker, and

population, and

'HO HSI ' I

. 14

15
BE IT FURTHER RESOLVED, That the mobile unit team work with and coordinate with, the local

16
professional perSonnel, and

17

18 BE IT FURTHER RESOLVED That this core interdisci linar ..11 I' ' ' r n

19 agency where action on the team's findings and recommendations can be coordinated and

20
implemented with other agencies and established programs.

21

22

23
Abstain 3

Aaprove 42

Dissaprove 1

107
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Tfve HearingImpaired Mentally Retarded:* Recommendations for Action

PLEASE DO NOT WRITE IN THIS SPACE

RESOLUTION NUMBER__ 5
ACTION see below

DATE Aent .

RESOLUTION 'FORM

.

Page

of pp.,

'SUBMITTED BY: Identification /Assessment
(Group II) .

Date Submitted. Augint 27, 1974

1

2

3

.4'

! (PLEASE USE THE 'FOLLOWING FORM)

WHEREAS;
, and

WHEREAS,
BE IT RESOLVED, That

.1 .

BE IT FURTHER RESOLVED, That PLEASE TYPE OR PRINT, DOUBLE SPACE

WHEREAS; admission criteria for residential placement -of the hearing impaired and the

retarded have not always heretofore

and evaluation, and

I

inc cludesd interdisciplinar,y_cPtprehensiy_e_d_u_ag.diagnosis

5 WHEREAS, incomplete assessments may have resulted in inappropriate placement of children

6

7

8

9

and adults into training centers for mentally retarded and educational programs for

hearing'impaired children and-adults, and

WHEREAS, inappropriate placement may prevent the maximum educational, soctl, and Personal

10 development of these persong,

11

12 BE IT RESOLVED, That new interdisciplinary diagnnstir acspccnient teams and tiancp p_victing

13 within University Affiliated Facilities provide complete ass.essmpnis at all centers fnr
4

14 the hearing impaired and mentally retarded in accordance.with the assessment_standards:of

15 the Joint Commission on Accreditation of Hospitals. and

16

17

18

19

BE It FURTHER RESOLVED, That federal funds be made aiailable

states for the specific purpoSe of providing such diagnostic

3

on a matching basis to the

and assessment services.

20

21

22

23

ApProve 37

Disapprove 0

Abstiin 6'

108
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PLEASE DO NOT WRITE IN 'THIS SPACE

1

RESOLUTION NUMBER
ACTION sea below

DATE Auguat..2....1R74.. ..... ......

6

:

Appendix B

RESOLUTION FORM Page_

of pp.

d
SUBMITTED.BY Identification/Assessment

(Grbup II)

DateSubmiued., August ?7, 1974

.
:(CLEASE USE THE FOLLOWING FORM)

WHEREAS,
4 and

WHEREAS,.
BE IT RESOLVED, That

, and

BE IT FURTHER RESOLVED, That .

WHEREAS the hearin

PLEASE TYPE OR PRINT, DOUBLE SPACE

m 1 1 ' 1 .11,

robl s wh ch are best served b a hi OBI -.1

3
haying comprehensive diagnostic facilities at their diubsal. and

4

5
WHEREAS, identification and assessment centers for the deaf/blind possess the basic

8

. ,

resources and organizational structure conducive to differential assessment of multi-

handidapped children,

- .

9 BE IT RESOLVED, That present legislation under Part C of the 'Education of the Handicapped

Act include provisions -for and funding of programs for all'children and young adults
10

1.

11
suspected of having at least one sensory impairment in a_ddiu9h to4iw_ other suspected

handicapping conditions.
1?

13

14--

15

16

17

18..

19

20

21
1. A rove 38

22
Disapprove 2

23 -
Abstain 0

109



The HearingImpalred, Mentally Retarded:
Recommendations tor Action

'PLEASE DO NOT. WRITE,IN THIS SPACE .

RESOLUTION NUMBER 7

ACTION..
DATE uuuuuuu 28i 1974

RESOLUTION FORM Page______
of pp:*

SUBMITTED BY. Identiication/Assessment

(Group II)

DateSubmitted4.usjust 27, 1974

WHEREAS,
and

WHEREAS,

(PLEASE USE THE FOLLOWING FORM)

BE IT RESOLVED, That
, and

BE IT FURTHER RESOLVED, That PLEASETYPE OR PRINT, DOUBLE SPACE

1 WHEREAS, adults who are hearing impaired and mentally retarded will need continuing care

2 and follow-up,

3

4 BE IT" RESOLVED, That all adults with hearing impairment and mental retardation be provided

5
comprehensive health care, 'counsel ing and vocational services as needed, and

'6

7. BE IT FURTHER RESOLVED. That those who are plated in _community living farilitipc have a

8 status and -.job review at least every five year.

9

10

S.

1,

16

17

p

18

19

20

21 Approve 27

22 Disapprove 5

Abstain 1123



Appendix B.,

A RESOLUTION -FORM
PLEASE DO NOT WRITE IN THIS SPACE

RESOLUTION NUMBER..._

DATE Auaust 28, 1974

Page_
o

of Op,

SUBMITTED BY Identification/Assessment
(Group

Date Submitted. August. 27, 1974

ANHEREAS,

-(PLEASE USE THE ,FOLLOWIN9 FORM)

WHEREAS,
BE IT RESOLVED, That

, and

BE IT FURTHER RESOLVED, That PLEASE TYPE OR PRINT, DOUBLE SPACE

1 WHEREAS, some hearing impaired mentally retarded individuals_ have been denied treatment

2 such as surgery indicated for otologic disuse ani palatal-dental deviations, and have

3 been denied the benefits of hearing and speech prostheses solely on the basis of their

, and

4 subaverage functioning level, and

5

6
WHEREAS, hearing impaired mentally retarded individuals have the same constitutional

7 rights to treatment and education as do all, other individuals,

8

g BE IT RESOLVED, That,hearinq impaired mentally retarded persons.beprovided the same

10 medical services that are available to non-retarded individuals, especially in the manage-

-,

11 ment of otologic disease, alatal reconstruction; and orthodontic treatment, and

12

13
BE IT FURTHER RESOLVED, That hearing impaired mentally retarded persons be provided

14
appropriate prosthetic devices (i.e. hearing aids, speech appliances), and

15

16 BE IT FURTHER RESOLVED, That provision of the above services be determined on anindividual

17
basis with due consideration being given to the primary physical or sensory -needs and to

18. the individual's functional capabilities in tolerating treatment and in managing or .

19
learning to manage prosthetic devices.

20
Approve 36

21
bisapprove 1

22
--Abstain 0

23 Is 1 U II I

I



'The HearingImpaired Mentally Retarded:
Recommendations tor Action

. PLEASE DO NOT WRITE IN THIS, SPACE

RESOLUTION NUMBER..... ,*
ACTION
DATE

RESOLUTION Ford%
of pp.

SUBMITTED BY: Identification/Assessment
(Group

Date Submitted August 28. 197'4

- (PLEASE USE THE FOLLOWING. FORM)

'WHEREAS,
and

WHEREAS,
BE IT RESOLVED, That

BE IT FURTHER RESOLVED, That

, and

PLEASE TYPE OR PRINT, DOUBLE SPACE

1 WHER A 11. C. II He. ' III 1 II

9 degrees and kinds of handicaps.

5 ..
4 BE IT,RESOLVED, That interdisciplinary assessment procedures be used in the diagnosis,

5 evaluation, program planniilg, placement and diagnostic teaching procedures for all hearing.

6 impaired mentally retarded persons, and

7

8
BE IT FURTHER RESOLVED, That interdisciplinary assessment and re- assessment be provided

9
with parental or guardian consent by competent teams of individuals and include: (1)

10
comprehensive dudiologc evaluation to determine type and degree of hearing loss and 'to

11
explore possibjlities of amplification; (2) intellectual/psychological assessments; (3)

12
assessment of.,language /speech /communication skills; (4). phySiological evaluktiOn

13
(including medical, otological, neurological`, visual, and motor function; (5) emotional

and behavior assessment; (6) social case histories and social functioning;.(7) educational
14

achievement; (8) vocational and occupational assessments; and, (9) determination of
15

recreational needs.
16

17

18

19

20

21

22

23

Approve 28

Disapprove 3

Abstain ..2

1 - h v_arni In

112

II . II
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Appendix} B

"PLEASE DO NOt WRITE IN THIS SPACE

RESOLUTION6IUMBEI2 1

ACTION 5ee..40.12.1.
. DATE A1J9.U.S.t..2.8.,...1 9.74

.

RESOLUTION FORM
of 2 pp.

SUBMITTED By.Teachin Mana emeriti ,

cs Supervision (Group III)
Date Submitted. gulust 27. 1974

(PLEASE USE THE FOLLOWING FORM)

'WHEREAS,
and

WH'EREAS,
BE IT RESOLVED, That

, and

BE IT FURTHER RESOLVED, That .....

,

PLEASE TYPE ok PRINT, DOUBLE' SPACE

WHEREAS it is n #1 HO. 'S II'S . 1 'I II'

2 supportive services throughout their life span. and
-

3

4 WHEREAS, numerous community agencies provide these services

5

.6 BE IT I. '0 01 ^ '. 0' 11. ' 11

7 agency with power to i .0# Of

8 impaired mentally retarded ,persons receive all necessaiundapgrapriat services needed

10

throughbut their lives, and

.11
BE IT FURTHER RESOLVED, That legislation-be considered by the states to mandate year-rouhd

12
'educational services for hearing impaired mentally 'retarded persons from birth through, at

least, twenty-one years of age, and
13

14
e..

15 ',BE IT FURTHER RESOI VED. That. aglcancips mhali/prl with hParing impai red mentally retarded'',

16 Persons assume a level of respi

17
I"

18

, 19,

'20

21

22 *see attactiment (p.114)

Approve i9

pisaPprove 11.

Abstain 11
23

"1/413' ,,
Ai,.
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The Heialnsmpalred Mentally Retarded: s
Recommendations fork:don ,

4

Components of State Plan Service 1\ .

1

. _.;
Life SpanI . .

Services Birth Childhood Adolescence Adulthood
. .

Aging . Death

1

,

Eg/eTnrg.

.,

Supportupport
SerVices

r-

-.
1

Case 1VAnagernent

Pre/ElemiSec.Ed.

. ...

.

Continuing Ed.

Voc. Habilitation

,Employment

Med.'Health
.

.

Fester PlaLement

(Mental Health

.

.

.

.

.

.

.

f"-

. ..

imism.r.mirm.r.40

r

.

1

' t

.

...47,..,

.

.

.

.

.

%

.

.
. .

,
..

.
i'

.

. t"

e ..

.

. .

.. ' .. .

.

,.

,'

.

.

.

,

.

..
.

.
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Appondlx B

PLEASE DO NOT WRITE IN THIS SPACE

RESOLUTION NUMBER 2*
0

Au
..-

TION see below

.DATE 4.91151_283 1974

. (

WHEREAS,

RESOLUTION FORM 1 Page1
of pp

SUBMITTED BY Teaching/Managefient/
Supervision (Group

Date Submitted. August 27, .974

(PLEASE USE THE FOLLOWJNG FORM)',

WHEREAS,

, and

BE IT RESOLVED, That

------ ---
, and

BE IT FURTHER RESOLVED, That PLEASE TYPE OR PRINT, DOUBLE SPACE

WHEREAS the arents or uardians of the he rt

2 unique responsibilities and concerns,

14 HO. -4 1 h

3

.

4 BE IT RESOLVED, That parents or guardians be encouraged to participate in professional
. .

., I. o

5
staffings assembled for interpretation of competencies, disabilities and programming needs

..,

6
of their child.

8

9

o

10

`11

12

13

14

15

16

17

18

19
Cr

20 Approve 38

Disamme 0

22 Abstain 0

21

23 .11'. I - I
115



'

The HearingImpaired Mentally Retarded:
Recommendations toaAction

RESOLUTION- FORM
PLEASE DO NOT WRITE IN THIS SPACE

Page
of pp.

RESOLUTION NUMBER
ACTION
BATE

3*

of.

SUBMITTED By. Teaching/Management/

Supervision (Group III)
DateSubmitted August 28, 1974

WHEREAS,

(PLEASE USE THE FOLLOWING FORM)

WHEREAS,

and

BE IT RESOLVED, That
, and

- BE IT FURTHER RESOLVED. That PLEASE TYPE OR PRINT DOUBLE SPACE
401

. . .

WHEREAS, a critical need exists for teachers who_posspcs specific skills fir dealing
p

with the heari n 1M aired m n T. 1 FAS 1 11 cing of

'develo mental lan ua e 'lities withlife 1

5 BE IT RrSOLVED, That

retraining of allied

O

support programs for professional trainin of school personnel,

6 professionals:and in-service training be given top priority by

7

8

9

10

X11

state departments of eduCation, and

ld

BE IT FURTHER RESOLVED, That tiuldelines for certification of teachers of the hearing

impaired mentally

agencies.

retarded be defined nationally and promulgated to state certifying

20_

21_

. 22_

Suggested Areas for Training Skills*

1. Developmental aspects of language

g. Living-learning experience programs

1_3. Functional-analyses, of behavioK (programming skills and data
,reporting and collection)

4. Psychological aspects

5. Behavioral management principles and techniques

6. Command of interaisciplinary fields, i.erelgant terminology,
knowledge of tests and measurements

- 7. Audiologic/otologic background

8. Hearing aid/amplification management

9. Coomunication training - kofidency in manual/oral (r

systems

10. Practicum withearing impaired mentally 451eid

11. Parent/client staff counseling techniques );

unicattx,

. 171

*The above areas are intended for sty and are not intenaed to, be ah
exhaustive list of training skills necessary for teachers of hearing
impaired mentally retarded individuals.

I.
23....22.e4121P21911v

116

+I

Approve 30'

Disapprove 3

Abstain 0
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0 Appendix B.

PLEASE DO NOT WRITE THIS SPACE
.

RESOLUTION, NUMBER..._ 4*
ACTION see below

DATE August 28, 1974

RESOLUTION FORM

.

Page

\
of pp.

SUBMITTED By
Supervision_ (,Group III)

DatOubalitted. August 27; 1974

(PLEASE USE THE FOLLOWING FORM);

WHEREAS,

WHEREAS,

and

BE IT RESOLVED, That

BE IT FURTHER' RESOLVED, That

and

PLEASE TYPE OR PRINT, DOUBLE SPACE

1 WHEREAS, the data comernino the incidence and charartprictirs of flap hearing impaired

2 mentally retarded population'are grossly inadequate, and

3

4
WHEREAS, the data related to the availability and quality of services for hearing impaired

5_
mentally retarded individuals are insufficient to help in providing coordinated programs

for this population,
6

7

8 BE IT RESOLVED, That tf Sev.et

g determining and providing a mechanism for: (1) reviewing the status and development of

10 services for the hearing Impaired mentally retarded population from birth :to death; (2)

;

11
setting objectives, standards, and data _procedures. for\educational and other services

4

12 required by the hearing impaired mentally retarded population; (3) determining priorities

in advancing services, research, and program evaluation; and, (4) advocating im lementa-

14
tionof priority services through such strategies as drafting model legislation, under-,'

SS .11 I. 1 f .

15
taking public education and disseminating information to professional practitioners.

16

17_-

18

19

20

21c_

22

Approve 32

Disapprove 2

23 *Appeared prOviously as Resolution 45

Abstain 3

117



* The HeeringImpelred Mentally Retarded:
Recommendations for Action

PLEASE DO NOT WRITE IN THIS SPACE

RESOLUTION NUMBER 5*
ACTION' see_helaw.
DATE Aasfus

RESOLUTION FORM

O

Page

of pp.

. SUBMITTED BY:Teaching/Management/
Supervision (Group III)

Date, Submitted. August 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, no organized stern exists for oatherirLdcinalyzing and disseminating the

a
2 available educational information regarding the h. ring impaired mentally retarded popula-

,

3 tion,

4

5 BE IT RESOLVED, That the National Center for Educational Media and Materials for the

6
Handicapped, in concert with the network of regional centers, be charged with the acquisi-

J

tion, review, analysis and dissemination of curriculum content, techniques, and related

8 materials for the hearing impaired mentally retarded population: al to survey existing

curricula content, techniques and related materials developed within programs for the

10_ hearin impaired and within the ro rams for the mentally retarded which have relevance

11
for the hearing impaired mentally retarded population; (2) to survey existing materials,

12
techniques and curricula developed by programs serving the hearing impaired mental-4

13
retarded population; (3) to analyze the acquired materials, techniques and curricula in

14
order to facilitate the generation of guidelines and objectives for evolving hearing

15
impaired mentally retarded training/educational programs; (4) to conduct regional seminars

16
and practica in promising strategies for the hearing impaired mentally retarded practi-

47'
tioners; (5) to stimulate research and demonstration projects based on the data acquired

18
in, the survey; and, (6) to establish procedures which, will assure ongoing acquisition,

19
evaluation, and dissemination of curricula, techniques, and materials appropriate for the

hearing impaired mentally retarded population.
20

21

22

23_

Approve 35 .

Disapprove 0

*appeared previously as a portion or Resolution #b & /, combine°

118

Abstain 0



Appendix 8

PLEASE_DOSQT WRITE IN THIS SPACE

RESOLUTION NUMBER._ 14-

ACTION seq keiQW
DATE Auggt za. 3'974

RESOLUTION FORM
Page

of pp.

SUBMITTED By.Teachingitlanaqementj
Supervision (Group III)

Date Submitted. August 27, 1974

2

WHEREAS,
and

WHEREAS,
BE 1.11 RESOLVED, That 0

, and

BE IT FURTHER RESOLVED, That PLEASE TYPE. OR PRINT, DOUBLE SPACE

WHEREAS, no organized system exists to serve as a central clearinghouse for all informa-

tion concerning the hearing impaired mentally retarded population,

(PLEASE USE THE FOLLOWING FORM)

3

4 _BE IT RESOLVED, That the newly established Office of the Handicappedtbe charged with

5 including the hearing. impaired mentally retarded population within the scope of its

6

7

clearinghouse services.

8

9

10

11

12

\\13

.._44

Gi5

'-.:" 1-6"
i

- 17 I

18

,..,

A appeared previously ass portion of Resolution, #6 & 7, combined
.

19

20

21

22

tsubsequent to the Hunt (alley Conference, the Office

of the Handicapped was renamed the Office for Handicap-

23
ped Individuals

Approve 35

Disapprove 0

Abstain 0



The Hearingimpaired Mentally Retarded:
Recommendations for Action

PLEASE DO NOT WRITE IN THIS SPACE

RESOLUTION NUMBER
ACTION see below

DATE__ ..8m9mA1 .. 1974

7*

'RESOLUTION FORM Page_
of pp.

SUBMITTED BY. Teaching/Management/
Supervision (Group III)

Date Submitted. August 27, 1974

(PLEASE USE THE FOLLOWING FORM)

WHEREAS,
, and

WHEREAS,
BE IT RESOLVED, That

, and

BE IT FURTHER RESOLVED, That

1 WHEREAS, this special population has no tharfugserrheiandslacinantacUltsitavaiL__

2 able on standards for and effectiveness of approaches to curricu1umteacWng, program

3 design, use of diagnostic and evaluation tools, and professional/Paraprofessional training

4 programs that would safeguard total as well as individual program development.

PLEASE TYPE OR PRINT, DOUBLE SPACE

5

6 BE IT RESOLVED, That a national evaluation system be designed that stimulates and directs

7
the collection and analysis of data from programs for the hearing impaired mentally.

8
retarded including yearly evaluations that measure child-oriented behavior changes and

9
yield measures of the effectiveness of total programs.

10

11

12

13

14

15

16

17

18_.

19-

20

21

22

23

Approve 7

Disapprove 22

Abstain 11

ell'. 'I Real s :

120



Appendix B

PLEASE DO NOT WRITE IN:THIS SPACE

RESOLUTION NUMBER 8*

ACTION ..... UR.:b2.1AW

DATE 49415.t.BA.1974

RESOLUTION FORM Page.

of PP]

SUBMITTED BY. Teaching/Management/
Supervision (Group III)

Date Submitted. August 27, 1974

(PLEASE' USE THE FOLLOWING FORM)

WHEREAS,

WHEREAS,
BE IT RESOLVED, That

, and

, and

BE IT FURTHER RESOLVED, That PLEASE TYPE OR PRINT, DOUBLE SPACE

1 WHEREAS, teacher/pupil ratios should be optimal to insure maximum progress of individuals

2 according to their abilities and should be in line with specified ratios for deaf/blind,

3
deaf, and mental retardation classes,

4

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

comparable developmental levels.7

8

9

10

11

12

.13

14

15

16

17

18

19

20

21

22

Approve. 30

Disapprove 2

23 *appeared previously as Resolution #10

Abstain 6



The HearingImpaired Mentally Retarded:
Recommendations for Action

PLEASeb0 NOT .WRITE IN THIS SPACE

RESOLUTION NUMBER 1

AciioN...5n..next..page
DATE AuNalas. lail

.RESOLUTION FORM page 1.

of 2 pp.I .

SUBMITTED BY Profes§ional/Paraprofes-

cippal Preniratinn (arniip TV)

Date Submitt.d August. 27, 1974

(PLEASE USE THE FOLLOWING FORM), '

WHEREAS,

WHEREAS,

and

BE IT RESOLVED, That

, and

BE IT FURTHER RESOLVED, That .. PLEASE TYPE OR PRINT, DOUBLE SPACE

WHEREAS demo ra h' "Of th I. II I. 'A Oil

tion is also mentally retarded, and

3

WHEREAS, the needs of the hearin' im airedmenta 0-I p.. *I If II' I.

5 in existing programs indicating that a crisis situation may be extant: and

6

WHEREAS, there is a wide range of hearing impairments, degrees of mental retardation, age

8
ranges, and educational/training settings, and

9

10
WHEREAS, all professionals preparing to work with the hearing impaired mentally retarded

11 or other multi-handicapped hearing impaired-persons should receive basic background

12
preparation in the psychological, sociological, educational, and communicative p1'oblems/

13
potentials of this population, and

14

15 WHEREAS, there are few professional/paraprofessional preparation programs,

16

17 BE IT RESOLVED, That professional and saraprofessional res.r. II e los .11 11.1.41

18 the hearing impaired mentally retarded population be established to include: short term

19 (in-service, workshop, institute) preparation programs to upgrade skills of current

20
personnel; long term preparation programs that extend the basic preparatidn beyond the

21
level of Provisional Certification (Council on Education of the Deaf) to provide special-

22
ized preparation in the area of mental retardation, and

23



Appendix B

PLEASE .D0 NOT WRITE IN THIS SPACE

RESOLUTION NUMBER )

DATE AUOPt,28, 1974

RESOLUTION FORT V

Page
of 2 pp:

SUBMITTED BY: Professional /Paraprofes-

Prpparatinm (Group IV)
Date Submitted. august 27. 1974

(PLEASE USE THE FOLLOWING FORM)

WHEREAS,
, and

WHEREAS,
BE IT.RESOLVED, That

, and

BE IT FURTHER RESOLVED, That

1 BE IT FURTHER RESOLVED That federal fundi
7

2 specialized preparation programs, and

PLEASE TYPE OR PRINT, DOUBLE SPACE

4 BE IT FURTHER RESOLVED, That such support be regional and determined on the basis of

5
appropriate criteria including: (1) interest and commitment of the institution; (2)

6
internal/external resources and facilities availability; (3) appropriate practicum

7
opportunities; and, (4) availability of diagnostic services with special expertise.

c

'8

9

10.

12

13

14

15

16

17

18

19

20

21

22

23

123

Approve . 31

Disapprove 0

Abstain 2



The Hearing-Impaired Mentally Retarded:
commencat one for Action

.. --..

PLEASE' DO NOT WRITE IR THIS`SPACE

RESOLUTION 'NUMBER__ ..... 2
ACTION .see below

DATE Au1g.t.M.1914

RESOLUTION FORM- - page

of' pp

SUBMITTED BY Professional/Paraprofes-'
sional Preparation (Group IV)

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

WHEREAS, there is a dearth of experienced professional arorams &swell as a lack of

sufficient federal and state fOndfng, and

4
WHEREAS, hearing impaired mentally retarded programming requires a low pupil-teacher

'5
ratio (1:4) necessitating large numbers of instructional and supportive personnel,

BE IT RESOLVED,. That: (1) an agency such as the Office of Demographic Studies with exper-
7

./

8
ience in conducting surveys of the hearing impaired population conduct an indepth study to

9
determine the employment needs for professionals and paraprofessionals trained to work with

. .

the hearing impaired mentally retarded; (2),the office(s) of the Department of Health,
10

11

12
obtain funding for the development and operation of one and two year paraprofessional

13
preparation programs at the junior and community college level in addition to the use of

Education, and Welfare assume responsibility fon assisting regional and state agencies to

14
non - credit approaches; (3) a number of model educational centers for'hearing impaired

15
mentally retarded persons be established by .federal funding in both residential and day

class settings to provide optimum service to, this population and adequate practiqum
16

17
experience for the paraprofessionals; and, (4) four or five centers for the hearing

18
impaired mentally retarded develop model demonstration programs for paraprofessional

preparation with the option that additional centers be funded based. on recommendations
19

from the original demonstration centers and as a result of findings from the Office of
20

Demographic Studies. Gallaudet College, Washington, D. C.
21

22

23

Approve 34

.Disapprove 1

Abstain 4



'Appendix B

PLEASE DO. NOT WRITE IN THIS SPACE

RESOLUTION NUMBER 3

ACTION
DATE

RESOLUTION FORM Page..
of pp.

SUBMITTED BY. Prpfesional /Paraprofes-
nnal Preparation (Group TV)

Date Submitted. August 27, 1974

WHEREAS,

(PLEASE USE THE FOLLOWING FORM)

, and

WHEREAS,
BE IT RESOLVED, That

, and

BE IT FURTHER RESOLVED, That

1
WHEREAS, certification standards are non - existent for professional and paraprofessional

PLEASE TYPE OR PRINT, DOUBLE SPACE

a_ personnel serving the hearing impaired mentally retarded population, and

4
WHEREAS, standards should be derived from competency based criteria,

_5

6 BE IT RESOLVED, That competencies* de_v_elned at the ASHA -HIMR Conference'of August. 1974,

7 at Hunt Valley, Maryland serve as a basis for arofessional certification at the oraduate

level, and that these competencies remain consistent with staie,rquirements as delineated

9 by the Council on Education of the Deaf (CED), and

10

11
BE IT FURTHER RESOLVED, That the question of paraprofessional certification be referred

12_
to CED for consideration, and

13

14

15

16

. 17

18

BE IT FURTHER RESOLVED That th CED work cooperatively with state departments in the

adoption and/or inclusion of de ermined standards.

19 _

20

21

22

Approve 23

Disapprove 5

Abttain- 5

23

rt,

125



It* tlearingImpalreit Mentally Retardeds-
ReOommendations for Action

t '"
PLEASE DO NOT WRITE IN THIS SPACE

RESOLUTION NUMBER. 4

ACTION see below

DATE August 28, 1974

-RESOLUTION FORM Page______
of. pp.

SUBMITTED By. Prufessional/ParaProfes-
. sional Preparation (Grbup IV)
Date Submitted: August 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 disproportionately lareIiberofpairis4entelperr,

may be,present-within various minorit 'rows and

WHEREAS, hearing imOdirea -individuals working at both professional and paraprofessional
4

5
levels might serve as effective models in that they may be more sensitive to the needs

of the hearing impaired mentally retarded population,
6

7

8 BE IT 4ESis.L Tha 1 ' j. 1. .1 0 ' 1. 1 I/ 1 OO 411 I ' 11 1

9 to training members of minority groups and/or hearing impaired individuals, and

10

11 BE IT FURTHER RESOLVED, That federal, state, and local organizations direct specific

12
attention to the utilization of such individuals in programs designed to serve the

13
hearing impaired mentally retarded population.

15

16

17

18

19

20

Approve 32

Disapprove 2

Abstain 2

21

. 22

.
23

41.

126
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Appendix B

PARTICIPANTS .HUNT 'VALLEY CONFERENCE
"Hearing-Impairid Mentally Retarded"

August 252180974

Dr, William Ambrose,
Assistant ProfessorAudio's/0
Do. mon of Exceptional ChilUren
University of Georgia
/Wien's, Georgia,30602

Mr. Ronald Anderson
Coordinator of Deaf Education
Dixon State Scheol
820 East Second Street -
Dixon, Illinois 61021

Mr. Wallace K. Babington.
Director
Office fur the Handicapped
Room 3511 South HEW
Department of Health, Education, and Welfare
Washington, D.C. 20201

Director, Research and Training Center in Mental
Retardation

Texas Tech University
Box 4510
Lubbock. Texas 79409

Mks Shirley-Berger
Director. Clinical Speech Services
Parsons State Hospital and Training Center
Parsons: Kansas 67357

Dr.A1 J. Berkowitz
Deputy Assistant Commissioner
Massachusetts Department lit &kraal Health
190 Portland Street
Boston, Massachusetts02114

Dr. Grant B. Bitter. Director
Teacher Education. Area of the Deaf
218-A MBH
Departn3nt of Special Education
University of Utah
Salt Lake City, Utah 84112

Ms. Nancy Bourey
Speech and Hearing Clinician
Wassaic Development Center
Station A
Wassaic, New York 12592

Mr, Jerry Brown
Consultant. Hearing Services
Department of Public Instruction
Grimes StateOffice Building
Des Moines, Iowa 50319

Dr. Wallace T. Bnicc, Director
TuckeOlaxon Oral School for the Deaf
2860 &E. Holgate Boulevard
Portland, Oregon 97202

Dr, William E. Castle.
Dean of Instruction
National Technical Institute for the Deaf
Rochester Institute of Technology
P.O. Box 3415
Rochester, New York

Mr. David Costello
Teaching of the Hearing Impaired-Mentally

Handicapped
Dixon State School
913 Chestnut Avenue
Dixon, Illinois 61021

Dr,Jerly B. Crittenden
Coordinator, Aural (Re) I labilitation
Apartment 029
Department of Communicology
University of South Florida
Tampa, Florida 33620

Mr: Richard J. Dowling
Director of Goveramental Affairs
American Speech and Hearing Association
9030 Olil Georgetown Road
Washington, D.C. 20014

Dr. Gilbert Delgado
Dean of the Graduate School
The Graduate School
Hall Memorial Building
Gallaudet College
Washington, D.C:20002

Ms. Patria Forsythe
Professional Staff Member
Senate Subcommittee on the Handicapped
4230 NesV,Serraic Office Building
Washington.D.C;20519 _

Mrs. Mary Gross
Teacher of the Deaf Retarded
Boulder River School and Hospital
314 13th Avenue
Helena, Montaria 58601

Mr. Ernest Hairston
Education Program Specialist
Media Services and Captioned Films
BEHIUSOE
400 Maryland Avenue, S.W.
Washington, D.C. 20202

Dr. Frieda K. Hammermeister
Coordinator, Program (cache EduLatiun of the

Hearing Impaired
University of Pittsburgh
Department oSpecial Education and Rehabilitation
Pittsburgh, Pennsylvania 15260

Dr. William C. Healey
Associate Secretary for School Affairs
American Speech and Hearing Association
9030 OldGeorgetown Road
Washington. D.C. 20014

Ms. Betty Ilcidbreder
Professional Staff Member
Senate Committee on Aging
Room G.225
Dirksen Senate Office Building
Washington. D.C. 20510

Ms. Judy Fleurnaqo
Research Assistant
Senate and Public Welfare Committee
4230 Dirk Sim Senate Office Building
Washington, D.C. 20510

Dr. Doin E. Flicks
Dean. PreCollege Programs
Director. MSSD, Gallaudct College
3 Kendall Green
Washington, D.C. 20002

Mr. Charles Hill
Executive SecrAaryPRWAD
814 Thayer Avenue
Silver Spring, Maryland 20910

MS. Ellen Horn
Administrative AssiMant
American Assoc', on on Mental Deficiency
RD. #1, Box 282
Spring City, Pennsylvania 19475

Ms. Doreen S. Karp- Norunan
Project Manager
Office of School Affairs
American Speech and Healing Association
9030 Old Georgetown Road
Washington, D.C. 20014

4

127'

Dr. James Kemp
Assistant Director of Regional Rehabilitation Center.
Florida State University
Tallahassee, Florida 32304

Mr. George Ko.pciliyk
Director s

Speech and Hearing Department
RoSewood State Hospital
Owings Mill, Maryland 21117

Ms. Faye LaBelle
Supervisor
Programs for Dea( and Hard of Hearing .

Broward County Public Schools
Department of Special Education
Ft. 1._.audcadale, F1%1433310_ _

co Dr. Glenn L. Lloyd
Associate Director. Program for thciDeaf
NYU Deafness Research and Training Center
80 Washington Square E
New York, New York 10003

Ma. Marilyn 0. Lowell
NeuroPsychiatric Institute. UCLA
Research Audiologist
3165 Motor Avenue
Los Angeles, California 90064

Mrs:Doi:why Marsh
Teacher
St, Luuu Count) Special School District
12110 Clayton Road
Town and Country, Missouri 63131

1,

Mr. Sam Mileskv
Supervisor of Programs for the Deaf
Department of Public Instruction
Madison, Wisconsin 53703

Dr. June B. &Filler, Chairman
Department of Hearing and Speech
39th and Rainbow
Kansas City. Kansas 66103

Dr. Caroline Mitchell
Clinical Psychologist
Callier Center for Communication Disorders
l96 Inwood Road
Dallas. Texas 75235

Dr. James W.Moss
Director, Planning, Evaluation and Development
Child Development and Mental Retardation Center
University of Washington
Seattle, Washington 98101

Pr. Doris Naiman
Director of Training
New York University
School of Education
Deafness Resew-eh and Training Center
80 Washiugtop Squaw, East
New Yolk, New York 10003

Dr Paul S. Niswander
Chief
Speech Pathology And Audiology
The Nisonger Center
1580 Cannon rive
Columbus, Ohio 43210

Miss Wendie K. Nowlin
Social Worker/Center Coordinator`
Georgia Center fur the Multi Handicapped
2040 Ridgewood Drive, N.E,
Atlanta, Georgia 30307

a

--



The Hearing-Impaired Mentally Retarded:
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Mr.Terrence O'Rourke
Natiorial Director for Communicative Skills Program
National Assodation for the Deaf
814 Thayer Avenue
Silver Spring. Maryland 20910

Alr. John R. Owen ,

Director, Speech and Hearing
Rim 23, Speech and Hearing Center
West Virginia School for Deaf/Blind
Romney, West Virginia 26757,

Dr. Joseph J. Parnicky
The Nisonger Center
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Professional Resourcis.

Alexander Graham Bell Association for the Deaf
3417 Volta'Place, N.W.
Washington, D.C. 20007

American Academy of Pediatrics
1801 Ilinmin Avenue
Evanston, Illinois 60204

American Annals of the Deaf
5034 Wisconsin Avenue, N.W.
Washington, D.C. 20016 .

American Association for Health, Physical Education,
and Recreation

National Education Association Building
1201 16th Street, N.W.
Washington, D.C. 20036

American Association on Nlentarbeficienuy
5201 Connecticut Avenue, N.W.
Washington, D.C. 20015

American Medical Association
535 North Dearborn Street
Chicago, Illinois 60610

American Psychological Association
1200 17th Street. N.W.
Washing tOn, D.C. 20036

American Speech and Hearing Association
9030 Old Georgeton Road
VaqiingtonrD.C. 20014

Conference of Executives of American Schools for the
Deaf '

5034 Wisconsin Avenue, N.W.
Washington. D.C. 20016

Council On Education of the Deaf
% Dr. Roy M. Stelle
New York School for the Deaf
555 Knollwood Road
White Plains, New York 10603

Pr

Council for Exceptional Childreir-
1920 Association Drive .

Reston, Virginia 22091 r
National Association of Coordinators of State Prdgrams

for the Mentally Retarded
' 2001 Jefferson Davis Highway
.Arlington, Virginia 22202

National Association of the Deaf
814 Thayer Avenue. *,

. .... Silver'Spriag, Maiyland 20910
S.ational Association of Private Residential Facifit,ies

. \for the Mentally Retarded,
6269 Leesburg Pike. Suite B5
Falls Church, Virginia 23044

.
Nat

,c

pnal Associalionlor Retarded ClkiLdrt

- D.C. 20015
22 Street,et, N.W.1:

Nation. I Association of State Directors of Special
^ Eslucation

1201 16thStrect. N.W.
Washington, D.C. 20036

National As'sociation of State Mental Health Program
Directors s', ^ .

15 E Street, W. .
Vashington. D,C. 20001 .

National Association of.Superintendents of Public
Residential FaOlities for the Mentally Retarded

% Dr. Richard C. Scheerenberger ,
"Central VisconSin Colony and Training Sclux)I,

317 Knutson Drive
Madison, Wisconsin 53704

United Cerebral k'alsv
66 East 34th Street
New Yol k, New Yolk 10016
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Governmental Resources

Bureau of Education for the handicapped
U.S. Department of Health, Education, and yelfafi:
Regiodal Office Building 3, Room 2019
7th and D Street, S.W.
Washington, D.C. 20202

Maternal and Child Hi:alth
5600 Fishers Lane
Parklawn Building
Rockville. Maryland 20852

National Institute of Child Health and Human
Development -

°National Institutes of Health
Bethesda, lyalyland 20014

National Institutes of Health
Bethesda, Maryland 20014

National Institute of Neurological Diseases and Stioke
National Institutes of Health
Bethesda, Maryland 20014

Office of Child Developmebt
460 6th Street, S.W.
Washington, D.C.200,13

Office for Handicapped Individuals and Office of
Mental Retardation Coordination - c

330 qstrect,s.w.
U.S Department of Health.t.ducatipp, and Welfare.

South Building, Room 3517
Washington, D.C.20201

Social and Rehabilitatitin Service
/330 C Street, S.W. f

, U.S. Department of flealth, Education.and Welfare,
South .

Vasliington, D.C. 202Q1

Rehabilitt4,,Services Administration
U.S. Departintnt ofillealth, Education, and NIfare.

South
330 C Street, SAV,
Washington, D.C. 202Q1 e

Division of Developmental Disabilities
U.S. Department of Health, Education, and Welfare,

South Building, Rohm 3014
330 C Street. S.W,
Vashington, D.C.20201

I

fl

Ctimmttees-

National Advisory Committee on the Handicapped
:100 Mai yland Avenue, S.W.
Washington, D.C. 20202

hesident's Con llll tee on Employment of the
handicapped

Vanguard Building
1111 20th Sticet, N,W.
Washington, D.C. 20210

President's Committee on Mental Retardation
Washington, D.C. 20201
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