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FOREWORD

Congressional hearings last year on vocational rehabilitation
legislation clearly reflected the great degree of interest in
the provision of more and better services-for the severely
disabled, Congress itself, more than ever before, expressed
the conviction that there should be a substantial increase

in the number of severely handicapped persons served in the
State-Federal program.

Plaﬁners for the Eleventh Institute on Rehabilitation Services,
in a timely decision, selected the severely disabled as a topic
for one of the prime study- groups. .

This training guide represents the combined thinking of numerous
persons in the State-Federal program and the universities.

A conscientious effort has been made to provide a practical

training guide that will be helpful 4t the development of
programs and for the provision of services to the severely

disabled.
l
e hla
Corbytt Reedy 67~‘

Aeting Commissioner '
Rehabilitation Services Administration

iii

v}




.PREFACE .
A

During the past fifty years Vocational Rehabilitation programs have operated
as competitors. In lean budget years, the competition was for survival and
maintenance of effort; the more affluent years brought an eagerness to com-
pete for mandates, to accept new responsibilities and enlarge the traditional
territory of the program.

One of the significant results of the 92nd and 93rd Congresses was the state-
ment in the Conference Report: H.R. 8395 ~ clarifying the roles to be played
by the Federal-State grant-in-aid program for Vocational Rehabilitation. The
Conference Report states that the order of selection be modified to require
serving first those individuals with the most severe handicaps. (1)

There has never been a more appropriate time thian now to clear up the con-
fusion of role ambiguity and overlap in Vocational Rehabilitation programs.

The severely disabled and the severely handicapped populations are indeed
the first priority of Vocational Rehabilitation programs. The challenge is
to find means to pursue the objective in ways that work.

-~
This publication attempts to describe an intense program of Vocational
Rehabilitation services in which time, money, and effort are spent in
ascertaining what reasonably can be expected to improve the severely
disabled and severely handicapped’s ability to live independently and
function within a vocational setting.

v
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A

CHAPFTERI

REHABILITATION AND THE SEVERELY DISABLED

From its inceptiori jp 1920, we have seen trie State/Federal Vocational
Rehabilitation program grow and mature in numbers served from less

than 1,000 rehabilitations in 1921 to over one third of a million in 1972,

The scope of persons served has been broadened from primarily ortho-
pedically and neuromuscularly disabled to include the mentally ratarded
and mentally disabled. Available services have been refined from job
training and provision of prosthetic devices to sophisticated diagnostic
and treatment procedures, extended evaluation, personal adjustment
training, adapted housing, and an evolved concept of acceptable client-
program goals.

The Vocational Rehabilitation program s.emphasis on work, though
expanded, has been constant from the cutset. Frora the beginning of
the program to the present, competitive ernployment has been the main
theme of the program. Homebound employment, sheltered work, and
homemaking have now beep accepted as valid program goals But this
hes not always been the cage. The by-product of the work goal, with
deliberate mtent has been'independence and self-sufficiency.

t

C‘hanging Concept. in Rehabilitativn

In the early years, proposals for \ocatianal Rehabilitation reflected
little concern for the handicapped who could not become employable.
“Dependency was another matter, still seen as a moral issue, as a
private family matter, or a case for private philanthropy, and dealt
with by society only when the conditions of dependenzy bacome
conspicuous and publicly offensive. The public provisions which

were made for various kinds of dependency were all similar; incarcer-
ation in public institutions maintained at the least possible expense
and isolated by distance or high walls from the ‘good society”."” (2)

2 -
Statistical data show the extent to which the program is now serving

a population markedly different from earlier years. (5, 6)
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1

During the 20' aud 30's, 75% of those rehabilitated vrere
di: "bled from amputations or other orthopedic impairments
{a Fiscal Year 1970, only 17.8% of ail persons rehabilitated
had an orthopedic impairment as the primary disability.

..... Since the Eractment of the 1943 Vocational Rehabilitation
Amendments, which provided for physical restoration services
and extended services to the mentally ill and mentally retarded,
the number of mentally disabled chents rehabilitated has rien
steadily to over 93,000 in Fiscal Year 1970, or 36 87 of all

persons rehabilitated in that year. —

...... . Tuberculosis was a relatively prominent disabling condition m
the mid-1950's. Tzﬁ(ay the percentage of rehabilitated clients
disabled by tuberculosis is Jesd than 2%.
7
. ‘ '
For more detailed information on legislative history reievant to the severely
disabled, see appendices A and B.

Definitions of Severely Disabled

B

Committee hearings of the 92nd Congress on Vocational Rehabilitation leg-
islation emphasized the difficulty in developing a workable definition of the
term “severely handicapped.” During Senate hearings, E. B. Whitten pointed
out that the determination of the severity of disability, in addition to the
measurement of phyﬁical function, must consider the cultural level, the

family circumstances, the ediicational level and other factors which aid in ~—
1ssessing the person's ability or inability to function: (2)

‘The term "‘severely handicapped individual”” means any handicapped indi-
yidual whose ability to engage in gainful employment, or whose ability to
function normally and independently in his family or community, is so
limited by the severity of his disability that vocational or comprehenéive
rehabilitation services appreciably more costly and of appreciably greater
duration than those vocational or comprehensive rehabilitation services
normally required for the rehabilitation of a handicapped individual are
required to improve significantly either his ability to engage in gainful
employment or his ahility to function normally and independently in

his family or conimunity. ‘




Fuerto Rico, Guam, American Samoa, and the Trusr Territory of the
Pacitic {slands, and for the pu;‘pOh*zs of Awmencan Samoa and the Trust
Terntory of the Pacific Islandr, the appropriate State agency designated
a5 provided in section 101 (a) (1) shall be miGoxfernor of American

- ~
The tecm "Siate” mcludes the Distnct of Columbia, the Virgin slands, _
Samoa qr the High Cormmissioner of the Trust Tesritory of the Pacific (

Islands, as the case may be

The term “vocational rehabilitation services’ means those services
identified in section 103 which are prownded to handicapped idividuals
under this Act

In House lequslation, the defimtion was expressed in functional terms

The wndividual is “*(1) under a physical or mental disability so severe .
thatut limits substantially his ability to function in his family and com-

munity as one without such serious disability may be expected to

function, and (2) who, with the assistance of comprehensive rehabili-

taticn services can re>sonably be expected to improve substantially

s abiity to live independently and fuaction ngrmally in his family

and commumty.” (3) /

’
’

The differences were reconciled in conference by referring to handi-

capped individuals with “the most severe handicaps " The term severe

handicap was defined to,mean “‘a disability which reguires ruitiple

services over an extended period of time resulting from blindness,

cancer, cerebral palsy, cystic fibrosis, deafness, héart disease, henuplegia,

respiatory or pulmonary dysfunction, mgntal retardation, muitiple

sclerasis, muscular dystrophy, Peurologioal disorders (including stroke

and eplepsy), parapleqia, quadraplegia, and other spinal cord condi-

nons, renal failure, and any other disabﬂiti' specified by the Comns-

noner In requlatioﬁs he'shall piescribe.” (2) /

N
— N

The inherent weakness in definition by disability category 1s due to
- the wide range of functional ll’rrlltatxtgxl\s caused by a particular disability.
\ As an ezample, certam mdividuals with cerebral paksy may exper\ience

few, if any, significant limitations; others may be confined to a whesl
% kN

char and have a profound speech problem.

C

\
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Potential Client Population

¥ ' ' ¢ ' .
} > . . 4
, In Senq\e hearings, the Rehabilitatson Services Administration was asked - .
) 1o estinitde the toal dollar amount negded to serve all potential clients.

&Ltbsequently, the agency provided the following data:

PR P Y - .

+ “Recently available data from the 1970 census indicates a potential o
VR universe of 7 million persons. The total cost for services for

thas aumber js estimated to be $13 billion, complited as follows
PR ' ” ] s Y ;
. 7 f#i .
‘ T ‘ » Billions
. . 3 Y . ' —_—
| o : 6 million m‘\rsons‘ at :sz 00c : 512

! -\

H mx},hon pérsons at$l 090 " R |

+ ! ~

Totad  $13

“The larger number of disabled persons are those who would have
vocational potential and would receive all services necessary to

prepare them fora qainful occupation. The smaller nuinber would
b(e‘ sited to improved living status ata !éssér cost.” (2). ,

C e

[}

Current Services 1o the Severely Dissbled . | “ :

The Sen.azt‘e Subcommittee on the Handicapped requested an estimate
of the number of severely disabled persons who are rehabilitated by
the State Vocationalﬂghabilitation Agencies. The foliowing ir}formia-'
tion was provided by the Rehabilitation Services Administration (2)°

“Severity of disability must be assessed in'relationship to all of

the factors that impinge on the individual-such as physical or
_mental, sociz], economic, educational, age, sex, and race -as well

as the environmer tal variables operative in his immediate situation-

such as servives available, general ezonomic conditions, climate,

transportation, and ¢type of employment opportunities.

" “Even given these factors, some physical or mental conditions are
more handicapping than others. In order to give some idea of the
extent to which individuals with particular physical or mental
lomutations are being served, the attached chart was developed’
from data rcvvinely reported by the State voeational rehabilitation

"agencies at the fime the case is tlosed. These data reflect the

i
|
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* “

abs\tract.physlcal or mental status of the 1ndmdua1 a do not take
into account the other personal and environmental qualmes that might
be affecting the\mdmdual Hence, the data are probably a very con-

servative estmnte of the numbers of/severely dwabled served.

7
~

o

-

These data do.not reflect the cause of the physical or mental limitation.

For example, an individual with cerebral palsy may be recorded as having
three or more limbs affected, or one lower 'and one upper extremity in-
volved, etc,, depending on the actual hmltatlon Further, the data does +
nqt accurately“reﬂe;:t mulnple prebiems, but—only the major disabling
condition, so that if a person were both.blind and mildly mentally re-
tarded for example, he would probably be recorded as blind,in 3
subjective estimate by the cmmielo: of which was the greater disabling
9on§i(ion.” : .

}
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J Rehabilitation, FY 1970
Disability bodes Number Percent
\e *
Y o \ i %
Blindness, botheyes............. e 7,364 2.9
Deafness. ...oovvvviniininninnr venns " 5915 2.3
¥ Orthopedic .., ooveeeee e e 13,210 5.1
1. Involvement of three or more
limbs or entire body ~ ..... 3,915 1.5
2. Involvement of one upper and .
onelowerlimb  ..... 3,375 1.3
3. Involvement of one or both
upper limbs T L. 5,920 2.3 4
Amputations...........ccovvvver vevnn 2,114 0.8
1. Loss of at least one upper
and one lower major extremity ..... 247 0.1
2. Loss of both major upper )
extremities ... 103 (1)
3 Loss of one major upper .
extremity  ..... 1,764 0.7
- ‘ Psychotic disorders .. ............ ..... 16,089 6.3 -
Alcoholism.................... ..... 11,120 43
Drug Addiction ................ .. 832 0.3
Mental retardation, severe . .......  ..... 2,299 0.9
Laryngectomies................  ..... 220 0.1
Leukemia ... . vvivivrirrnnnnr  vuaen 18 (1)
Emphysema................... ..... 569 0.2
Pneumoconiosis and absestosis..... ..... 16 (1)
Total .......ovvvvvnnnn. 59,766 23.3
[
(1) Less than 1%. .
X
Y
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" The number of severely disabled rehabilitated in 1970 represented approx-
imately 25% of the total. Rehabilitation Services Admmxstratlon represen-
tatives said a higher target close to 40% would be established. It was also
stated that the Department wanted to “overcome the tendency to make
the numbers look as good as possible in the existing program by instituting
a new weighted case closure system, which will give greater credif to an
agency which undertakes a difficult gase thr ‘t would if it undertook an
easier case.” (2) . ; '

/ ~
Distinction Betweén Severe Disability and Severe Handicap

) %
Hamilton aptly stated in 1950, “A disability is a condition of impairment,
physical or mental, having an objective aspect that can usually be described S
by a physician. It is essentially a medical thing. A handicap is the cumnu-
lative result of the obstacles which disability interposes between the indi-
vidual and his maximum functional level.” (1) Otherwise stated, a condition

which can be labeled “disability” does not necessarily constitute a “handicap”’.

It is necessary to have somte common understanoing about the concept of
severe dxsabxhty Disability can be considered as a form of inability to
perform roles and tasks required or expected within one’s social and
physical environment. These roles and tasks tend to cluster into areas of
human activity such as self -care, mobility, work, social relations and
recreation. Severe is a'comparative term which represents the degree of
limitation or inability to meet the physical, mental or other demands of '
these roles and tasks.

.

All too frequently the terms *handicapped” and “disability” are inter- -
preted as synonymous ax\1d used interchangeably. It is most important

L}

that a clear distinction be made between these two terms.

The Vocational Rehabilitation program for many years has been operating
under an evaluation model emphasizing the rehabilitation process, narpely
client study from the med\xcal psychological, sociocultural, and \7icationa1
point of view. Therefore it is suggested that counselors evaluate handlcaps

" __ifi the light of specific limitations to the four client study areas: hm;’tatmns '

imposed by the disability (medical and biological), those imposed ‘t}y the
individual on himself (psychological), those imposed by societal forces
(sociocultural) and by the work environment (vocational). /

‘A

-
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It is recognized that severity of disabiliﬁ-cg;elates highly Wwith severity

of handicap. But the same biological disability visiting itself upon two
individuals may manifest itself to one individual as merely an iriconvenient
annoyance which is easily overcome. To another individual, this-same
disability could entirely?disrupt and uproot his total existence. Other-
wise stated, two individuals may have the identical medlcally diagnosed
condition; both are dlsabled but both are not necessarﬂ]? handicapped.
Conversely someone might be only moderately disabled from a medical
standpoint but by virtue of concomitant (psychological, sociocultural

and vocational) factors this individual might be severely disabled.

Therefore, we can define the term severely handicapped as a person who
is so specifically limited as to prevent him from engaging in vocational
endeavors, without the provision of intensive and #xtensive rehabilitative
services.

Requirements to Serve Severely Handicapped Persons

The report of the National Citizens Advisory Council on Vocational
Rehabilitation emphasized the fact that “‘many disabled individuals
are not receiving the services they desperately need to permit them
to become independent, self-respecting citizens” (4). Although the
dimension of the unmet need is not precise, t: 2re is widespread
agreement that much more needs to be done to serve the severely
handicapped than has been done. The importance of more funds
for the purchase of services is generally accepted There are many
other important factors, however, that influence the number and
kinds of severely handicapped persons that can be served. These
additional factors include:

1. Monetary factors

The existence of an inadequate funding base to implement a
program of Vocational Rehabilitation services for the severely
disabled. A formula funding grant specifically earmarked to
extended evaluation may be the answer to that prob}em.

Availability of good rehabilitation facilities.
e

-
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Agency and organizational faétors f

Adequate number of well-trained rehabilitation personnel.
Effective job developmeént arid placement activities.

Research and demonstration projects to constantly find better ways
to serye the needs of handicapped persons.

Community factors ¢

>

Removal of architectural barriers.

Employer and community attitudes toward the handicapped.

: /
Good transportation facilities. ’

The capability of the State Rehabilitation Agency to provide the client
with the services he needs, when he needs thgm, and in the appropriate

amount, order, and quality.

Philosophical factors

Attitude of some administrators and supervisors of State Rehabilitation
Agencies.

&

Attitude of some rehabilitation counselors.
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CHAPTER 2

RESOURCE UTILIZATION

The traditional rehabilitation system is familiar to most people,who will
use this document. No attempt will be made to restate the system, but
this chapter will hopefully highlight and emphasize certain system com-
ponents that will be essential if services to the severely handicapped are
to be improvéd and expanded.

Referral

The present referral method available to most State Rehabilitation
Agenties can serve asa basis upon which to build a more sophisticated
and comprehensive mtake system. An inter-agency referral network
should be developed that will encompass the state health, welfare and
social agencies in such a manner that a referral to one is automatically
routed to the appropriate agency or agencies. Volunteer agencies, civic
clubs, service clubs, similar organizations and agencies should also be
included in this referral network.

‘A uniform state-wide system for the reporting by'hospitals, doctors
and other medical personnel must be encouraged to cover certain
catastrophic disabilities such as spinal cord injury, renal failure, total
deafness, major heart attacks, blindness, etc. In those areas where
trauma centers have been established, these too should be considered
part of the referral network.

Case Development and Initial Evaluation

*

This phase of the service delivery system wrill basically be the same for
both the client who has apparent vocational potential and those with
disabilities so severe that vocational potential is uncertain.

Those clients with vocational potential will be integrated into the
rehabilitation process and the normal case flow will follow. However,
the severely handicapped will require a more extensive evaluanbn to
truly assess ultlmate vocanonal potential.
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At this stage in the rehabilitation process, the counselor must exercise
extreme cautiO&and care not to exclude those cases which appear to
have little vocational potential. At this point in the case flow, a client
should undergo a comprehensive medical, vocational, psychological
and sociocultural evaluation to determine eligibility. The counselor.
also has the choice of considering extended evaluation and this should
be used if there appears to be a chance that a reha@filitation objective
could be determined. Program data has shown that extended evalu-
ation has been used in a limited manner by Vocational Rehabilitation
programs. (1)

COMPREHENSIVE REHABILITATION EVALUATION

This phase of the delfvery systen{ should be considered one of the most
important especially where extensive evaluation services may be needed
to determine vocational potential. The rehabilitation counselor must
determine the information needed and what will ¢onstitute a corapre-
hensive evaluation for each specifiﬁ‘c&n\t. A

One of the questions which must be addr)esséd is whether services for
the severely handicapped should be handled by ‘‘generalists” or by
“specialists.”

One approach to serving severely handicapped individuals could involve
the use of a highly trained and experienced counselor, one who would
be particularly astute in recognizing the needs and in delivering the
appropriate services. Under this approach each district might have
such a counselor who would not only provitle direct counseling services
to his own caseload, but also be used as a resource person and provide
technical consultation to other counselors within the district who have
severely handicapped persons in their caseloads. He would be particu-
larly sensitive to the needs of the severely handi~apped client and
thoroughly knowledgeable about current community facilities at the
disposal of these clients. ,

Such a counselor, like any other effective helper, should have certain
skills and abilities: knowledge of medical aspects, understanding of
the social factors in disability, vocational considerations, group pro-
cesses, psychological behavior associated with certain severe handicaps,
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interviewing skills, ability to empathize and establish rapport, and the
ability to establish a truly helpful counseling relationship. Of paramount
importance is a value system based on respect for individual ngmty and
mdmdual differences. ? .
Though comprehensive evaluative services may differ from clit;it to client
or from area to area, there are certain basic dimensions that must be care-
fully assessed in order to obtain a clear profile of the severeliy handicapped.
The most significant dimensions are: the medical aspects, psychologiéal
factors, sociocultural, as well as vocational considerations. These factors
have heavy import on the achievement of a satisfactory level of life adjust-
_ment for the severely handicapped individual, New counselor attitudes and
a change in agency philosophy may be necessary to prov1de services to this
population. The following briefly sets forth the 1mportance of each of
these factors and their relevanc‘y in the rehabilitation process.

Medical Aspects

7
Thorough and appropriate medical examinations are essential to the rehabil-

 itation process. When talking about the severely disabled, this area needs
to be particularly underscored and emphasized. The complexity of the
medical problems among the severely disabled often requires evaluation
beyond what is traditionally regarded as a general medical examination,
and is referred to below as a comprehensive medical evaluatior:, Ideally,
through medical diagnosis, we can obtdin comprehensive objective infor-
mation concerning the client’s limitations and potentials. From this
starting point, we can begin to formulate realistic judgments regarding
feasibility as well as possible goals (medmal social and other) for the
client. -

The medical examination is useful also in bringing to light other medical '
problems about which the client may be unaware. The counselor can
learn whether or not the condition is amenable to treatment and how
much progress can reasonably be expected from such treatmept.

¢
Psychiatric and psychological examinations can offer significant in-
s1g}}t into the client’s emotional state and intellectual ab111ty These
factors will be important in determining the client’s ability to follow
through with a planned rehabilitation program. The degree of client




) e
e

-1

-14-

cooperation and his ability to work actively with the counselor in formu-
lating goals is a major ingredient in a successful rehabilitation program.

. //
The counselor should supply the physician with background information
on the client and, if possible, a tentative'projection concerning a rehabili-
tation program for the client. The physician or the medical team should
provide the counselor medical information including: history, diagnoses
of primary and secondary disabilities, limitations in activities of daily
living, orognosis for improvement, and projected need for medical treat- .
ment and management. The need for prescribed drugs, prostheses,
surgery, and oth.or r(nedically related items'should also be provided by
the physician. Armed with such comprehensive medical information,
the counselor can map out with a high degree of certainty specific
goals with his client. He knows where the client stands medically, and
can make judgments as to what can bereasonably expected of him in
the future.

Ideally, many severely disabled clients should be evaluated as residents
in a comprehensive rehabilitation facility due to the severity of their
conditions. A comprehensive medical evaluaticn should include a
complete medical work-up and an evaluation of the client’s ability to
carry out his activities of daily living. For example, can a client ade-
quately manipulate his wheelchair? Ts he capa‘ble of self care? Does
he need physical therapy? Occupational therapy? Further, a planned
program, from a medical standpoint, can be established setting attain-
able medical goals. To answer questions like these, qualified medical
opinions are obviously required.

Such comprehensive evaluation can also reveal a good deal about the
client’s emotional adjustment, e.g. willingness to work with staff,
degree of cooperation, etc.

Three distinctive aspects of the counselor’s role should be highlighted:

1. The usual role of service coordination.

2. Liaison between client and evaluation staff.

<

3. Responsibility for initiating and maintaining a good, solid working
relationship with client and comprehensive evaluation staff.
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The physician is the key member of the team when medical evaluation is
the primary concern. Ii is the physician who will make the final judgments
as to the client’s medical condition, the possibility for improvement, and
the means by which to obtain that improvement. He is most likely the
individual who will interpret these findings to the client hang previously
dxscussed the findings with the counselor.

The physician and the counselor should have a mutual understanding of the
referral process and the method of determining feasibility of the client for
services. This flow of information between counselor and the physician is
vital, not only in avoiding medically non-feasible referrals, but in keeping
the counselor thoroughly and currently informed about the condition of
each of his clients. The client may at times identify more closely with the
counselor than with the physician and, therefore, the counselor may from
time to time be called upon to assist in\the area of explaining medical find-
ings. A breakdown in communication between the counselor and physician
can bring the wheels of the rehabilitation process to a grinding halt.

Psychological Factors

. Frequently we encounter clients whose most handicapping condition is a
psychological reaction arising from the primary physical problem. Psycho-
logical maladjustment can be the most difficult barrier to overcome in a
rehabilitation program. To varying degrees, we can expect that mos. ...ents
who are severely handicapped will come to us with some measusg of psycho-
logical disturbance. \

During the initial evaluation, the counselor w?} wish to determine the level
of the individual's emotional adjustment. First, the counselor should ascer-,
tain an adequate picture of the client's ego strengths, revealing his attitudes
] towards himself, and his life roles as he now perceives them in his disabled

N ) state. Such things as the client's body image, awareness and acceptance of
his condition, are important factors, / He may employ certain psychological
defense mechanisms in order to assjst him in coping with the enormity of
his situation. Defense mechanism¢ in themselves are not necessarily harmful
unless they are used to such an ex/tent that they significantly distort reality
and impede the progress of the fe_habilitation process.

evaluation as well as personality assessment. These will'give the counselor
a profile of the client’s functionallevel as well as a measure of resources
which he mxgh,z have available to him to deal with the various dlmenmons
of adjustmens.

|
It is, therefore, necessary that the client undergo mtellec;ual -cognitive '
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- Sociocultural Factors

Frequbntly the physically disabled individual is so‘cialiy—qadesirable, ,
especially if his dizability is unsightly. #The disabled person®will have
to struggle with this state of affairs in order to acltieve maxirnum ad-

" justment. Unless the client is convinced that he is OK, it will be

virtually impossible for him to overcome the attitudinal barriers in
others. Beyond this, the client must develop the means to cope with the
reactions of those around him toward his disability.

The adjustment problems relative to one’s peers, though significant,,

~are small when compared to the adjustments which must be made
" within the family. When one member of a family unit becomes

severely handicapped, the repercussions are felt by each of the family
members. Each of the members must learn to accept the disability
and learn to adjust to a new life role.

The attitudes of the family towards the client's disability and teward

e client as a family member can be powerful assets or liabilities to a
successful rehabilitatidn program. A family group with a healthy
supportive attitude toward the rehabilitation program and the client
is extremely helpful to rehabilitation success.

»

4
It is conducive to rehabilitation to actively include the family members
in any comprehensive rehabilitation program. Group information ses-
sions are helpful in educating the entire family as to the nature and
extent of the client’s disability and what can reasonably be expected
of him. Further, family members may be called  :pon to assist the
client not only in the activities of daily living but also in the execution
of his daily rehabilitation functions, i.e. physical therapy, occupational
therapy, dialysis, administration of medicines, etc. It is extremely
important that the counselor evaluate the family’s strengths and weak-
nesses to deliver appropriate services to family members.

Transportation Needs

The severely handicapped client cagﬁequenﬂy find himself isolated
from the opportunity to engage in vocational pursuits and isolated
from medical facilities, shopping areas and restaurants. Many handi-
capped people are immobilized by their disabilities due to lack of




adequate means of transportation. The severely handicapped client may
be limited to public transportation which is often physically difficult
for him. To the wheelchair client, boarding a public bus can be an im-
possible task.

It is basich&l: client’s complete rehabilitation that he maintain some
,,‘S\easure of mability. The counselor will wish 40 make an assessment of
.#ach individual client's abilities andgesources in this area, The counselor
can provide, where indicated, such items as taxi coupons and bus passes.
However, in the long view, the best solution to the transportation prob-
lems of the handicapped is an improved public transportation system.

“Public transportation in its present state is a trying ordeal for even the
most abled-bodied person. Lonyg waits for public transportation in
inclement weather ]osthng, pushing, high steps on busses, the need to
move quickly to-avoid closing doors, attempting to pay a fare and be
seated on a maving bus, are all physically difficult tasks for the handi-
capped. Airports and train travel can also present barriers. The neces-
sity to walk long distances to the terminal gates, the absence of wheel-
chair ramps in boarding a public vehicle, the absence of elevators, and
of course, the ever present hustle-bustle at rush hours impedes the
severely handicanped client's mpobility. ¢

—

The United States Department of Transportation in 1968 sponsoreda ~ *

. study of public transportation and the handicapped (2). One result of
the study was the formulauon of guidelines for community planners N
relative to mass transportanon for the handicapped. Local communities
should be urged to structute their future transportation facilities taking
into consideration the needs of the severaly handicapped. It is unlikely
that present facilities will be altered to any great degree. But, perhaps
any new busses, vehicles, terminals and facilities can have included in

their design aids for the severely handicapped. ©—

If we are going to deal with the severely handicapped from a vocational
standpomt mobility is of paramount 1mportance and careful consider-
ation should be given to ways and means of makmg this mobility possxb{e

Housi J Needs

Every man's home is his castle, but o the severely handicapped individual,
his own home can become a hostile, foreboding place in which to Live.

) : 4 :
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Whenever the handicapping condition will permit, the severely handicapped
client should continue to maintain his own private domicile. In moving
away from the concept of institutional care and towards a lite style approx-
imating the norm, it is deswrable in most cases for the client to live in private
facilities.

Althcugh modification of public and private housing to assist the activities

of the handicapped usually costs very little and does not impede the able-

bodied, adequate barrier-free housing is difficult to find. In apartment ' =
houses such things as wide doorways to acconimodate wheelchairs, hand

vails in hallways and rest ronms, wide elevator doors, placement of elevator

buttons within reach of wheelchair clients, elevator signals equipped with

raised numerals for the visually impaired, covered entrance ways, and step

free lobbies, would all be @ds to the handicapped and woulﬁ in no way

mconvenience the able-bodied.

The intertor of a few apartraents: on the ground floor could be planned to
accommodate the needs of the severely handicapped. Accessible placement

of electrical gutdots, kitchen and laundry equipment, bathroom equipment

vith handrails and/or weight-supporting towel racks could be included

Private housing constructed with.camps to the entrance way, elimination .
of steps, use of sliding doors instead of swinging doors, are all aids 1o the

handicapped and are frequently prefened by the able-bodied. In some

caves, there are, of eourse, spectal L.eeds for each client. In such situations,

renoval of archutectural barriers 1o the client’s home is a must. The chent

may need 1o have 5pae~§;aiized equiptneat. For enavaple, the dialysis patient

would need special plumbing and electnical wiring to enable him to carry .
out dialysis withs Fis home.

Those ehients whose homes peed renovation to remove architectural

bariers or who need jastallation of special equipment should be provided

wnth the necessary items. The rehabilitation caunselor and other team

merabers should make a hoame visit ;m order to determine what alterations

should be made within the client’s private home in order to facilitate his

sctivities of daily lwing and enhance his vocational capabilities. The

caanselor and elient, an part of the team, shauld participate actively in

the decision- making process as well as i the planning for such renovations.

Such home improvement items are as essential to some clients as 3 pros- -

thetic dovice would be to the amputee.
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Efforts should’be made to liberalize current legislation in terms of pro-
viding Federal hcme loan funds for remodeling existing homes for
handicapped individuals in all areas. The physically handicapped were
among the groups in 1968 who were made eligible for mortgage interest
subsidies and for some mortgage insurance programs. The hope here is
to achieve low interest rates on mortgages for the handicapped.

Summary

To restate, a comprehensive rehabilitation evaluation of the severely
hand;capped client is inclusive of severa! facets: medical,’psychological,
sociocultural, and vocational, as we'l as houstng and transportation needs.
The client's past history, present functioning and projected future attain-
ment must be studied in light of these significant factors.

This is merely a suggested model and not to be considered a rigid formula

. to be applied to each client. Depending on individual need, such things

as financial status, legal needs and other dimensions may have to be-
examined. We must bear in mind the fact that we are dealing with human
reings who cannot bie dealt with through assembly line techniques.

Each area of study in a comprehensive rehabilitztion evaluauon must be
wexghed and considered in conjunction with every other area of assess-
ment. We must take this compilation of data and formulate an overview
of the total client. Although each area is undertaken separately, they
must all be considered in relation to each other to set forth a complete
evaluation of the client’s total needs.

While the comprehensive evaluation of the client is being done, the
rehabilitation counselor should be noting the family and community
resources available for use in any plan of rehabilitation that may be
developed. A thorough analysis of available resources should include
areas not covered in the evaluation process. The counselor may desire
the answer to such azestions as: .

1. What rehabilitation or medical facilities will be needed to serve
this client? Are they available?

)

What are the medical services available to client?
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3. What individual and group transportation is available?

4. What service clubs or volunteer agencies might be needed to carry Tt—
out this specific plan?

5.  Are specialized rehabilitation engineering services and equipment
needed and available? '

6. What special housing is needed? Is it available within the comrunity?

7. What architectural barriers are there in the family home? Can modi-
fications be made or will relocation be necessary? -

8.  Will either day care or domiciliary care be needed? Is it available?

9.  What supportive services and personnel are available to maintain
¢ improvement?

10, What.is the family profile? What other family members will need
to be considered in the development of a plan?

The list of questions above is not a complete list but merely serves as
examples of what will need to be taken into consideration in planning
for Vocational Rehabilitation services.
A separate area of consideration for the rehabilitation counselor is the
financial support necessary for the delivery of services to the client. It
iz highly unlikely that Vocational Rehabilitation will have all the nec-
exsary funds to provide comprehensive services. The rehabilitation
counselor will need to explore other sources of funding. In the devel-
opment of a plan of services for the severely handicanped, the rehabul-
itation counselar must consider all funding sources including public,

, -\private, comn?unity‘ and family. It ?s doubtful if services can he
provided the severely handicapped using only the funds available
through state and federally supported progranis.

With the abundance of evaluation data available (by the process '
. described above) the counselor is now ready. to determine elwibility
' for service. '

»
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PLANNING AND PROVIDING SERVICES

-~

The coordination function of the rehabilitation counselor is of prime
importance in the development of a rehabilitation plan. The counselor
shou:? be aware, at this point in his case development, of a number of
potential agencies that could be involved in the provision of services to
his client. Extreme care must be exercised to see that no needed agency
or individual is excluded.

The importance of involvement by cooperating individuals and agencies
cannot be over-emphasized. If any agency or individual is excluded, the
rehabilitation counselor may have to, at a later date, use valuable time in
re-establishing good relations and attempting to get cooperatiou from the
excluded individual or agency. It is vital that the counselor report back
to all agencies involved concerning the progress of the client. All too
often, agencies are called upon for service but not informed of the final
outcome. This failure to report back often brings about three problems:

1.  Agencies do not share in the success or failure of their efforts.
2. They feel used by Vocational Rehabilitation.

3. They have no means of evaluating their particular input into the
program which affects futura planning.

Consideration must also be given to client and client’s family involvement,

They must be involved in the development of the rehabilitation plan,
since without their understanding and active support, any plan developed
will have diminished chances of success.

Any rehabilitation counselor or agency could prepare a list of services
that could be provided for the severely liandicapped. Perhaps some
counselors would operate more comfortably with such a list but in
most cases it would be restrictive and would limit the extent of services
that could be used in reaching the objectives of the program.

Each established service ohjective should be considered separately. The
following items are offered to help facilitate questions as they arise.

I.  What service is needed to successfully accomplish this objective?




" 2. Who can provide this service?

«

What will be the cost of this service?

4. What is the time'limit of the service and will this particular service
extend over the entire time limit?

5. HAre there alternative services that would accomplish the same
objective? '

6. What are their costs?

.

‘7. Who can provide the alternative service? .

8.  Will the provision of this service defer or postpone the accomplishiment
&f other major objectives?

.

9. If sn, what is the hierarchy of services?

A service delivery system devised by answering the above questions must
include a decision as to what individual or agency can best provide the
service and at what cost.

At this point in the delivery systern, the services ngeded have been outlined,
the appropriate person or agency to deliver the service designated, the cost

of the service covered, time limits and appraisal methods established. It

would appear the rehabilitation counselor could now relax and breaihe a

sigh of relief. It would be nice if things were that simple. The rehabilitation
counselor must expect problems and interruptions of services to arise because
of the severity of the handicapping condition.

Use of Volunteers in Providing Services to the Severely Handicapped

Help provided by volunteers is motivated by as many coraplex forces as
there ure persons who volunteer to help. One factor which runs through
rnost motiviation, however much its dominance may vary, is idealism.
Idealism may mean simply a vivid idea of how things ought to be - a
drear:.

For the person needing rehabilitation services the potential value of having
his own volunteer is tremendous. The less likely a handicapped person is

§
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able to take up a vocation and become independent and self sustaining,
the more some volunteers with truly idealistic motives are stirred to
come to his rescue. The relationship can be a go_odv‘one, if the volun-
teer is helped to understand the situtation of the handicapped person:
what the problem is, what the physical, social and mental prognosis
is likely to mean to him, what kind of aspirations he can encourage
realistically and what having a volunteer will mean to the pefson
~ under care. The fact that expectations of change and improvement
.are low can be a real incentive to volunteers to see what difference
they tan make in the lives of the persons they touch. The volunteers
can ake time and demonstrate caring in many ways closed to staff.

Volunteers will need reassurance and help to get involved with severely
handicapped persons. Not everyone will be able to do so and compas-
" sionate staff leadership enables volunteers to become-involved. Per-
sonality characteristics are more important than high level skills or
education: warmth, a positive attitude, faith and hopefulness are
essentials to reinforce the strivings of the person being helped. Such
personality characteristics must be somewhat tempered with realistic
expectations. The volunteer can learn the high significance of seem- o
ingly small evidences of progress and should not build up unattainable
hopes either in themselves or the clients.

With the severely handicapped, physical and mental needs are so great
that rehabilitation gounselors may not have time or resources left for
cultural and other esthetic needs. Often volunteers can mobilize re-
sources for the extras which make life more bearable and m§eresﬁng,
even discovering talents and interests which will help the cliént go
beyond self-imposed limitations. Generally if rehabilitation staff pay
attention to basic physical, psychological and vocational needs, then
the esthetic and spiritual is left out of the client’s life. There just
isn't time for attention to such “‘unimportant’ things. But time is’
what the volunteer has to give! He wants to fill his time with worth-
while activity — we must match him to the people who need him
most. The esthetic, social or the spiritual may be tne special interests
of the volunteers.

\

Volunteers can devise partial care arrangements by day or by night
and make the difference between independence and surrender. Meals
on wheels, friendly visiting, telephone reassurance, home repair
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projects and student-foster grandchildren assignments are a few examples
of the sustaining relationships which keep people going on their own.
“Adopt a client” project for groups and families make humane experi-
ences and supportive services possible to meet the special needs of the
severely handicapped rehabilitation client. The challenges and the
satisfactions are great for the volunteers.

_Client Role

Counselors are obligated to advise clients that refusal to accept a service
will not, in and of itself, preclude the provision of other rehabilitative
services. glients are not inanimate objects and are entitled to and should
be encouraged to pa;ticipate in their rehabilitation planning and prégram«
ming. Rehabilitation cannot be effective unless attention is given to the
clients' emotions and feelings. Client reaction must be given full consid-
eration in light of the severity of the impairment and the accompanying
psychological, familial, social, economic, cultural and environmental
factors.

The client should demonstrate genuine acceptance and interest in the
rehabilitation objective he has helped develop. His role in cooperating
with rehabilitation staff will probably need frequent encouragement.
Each successful step in working toward the eventual goal of satisfactory
employment should help spur the client onward to the next level.

Throughout the rehabilitation process, the client’s comments, suggestions
and recommendations must be taken into consideration and discussed
openly with e counselor and other staff members. The client’s right
to ventilate feelings regarding the rehabilitation plan is not to be abro-
gated. Successful rehabilitation is dependent upon client involvement.

Follow-along

The rehabilitation counselor's job cannot be considered finished until a
formaliZed plan of follow-along services has been developed for each
client. The counselor should again call upon other state agencies,
individuals, local service clubs a 1d volunteer groups to help develop and
implement the follow-along plan. The mechanism to assure adequate
follow-along should be developed prior to closure. The client and the
chent’s family will need to understand thoroughly the follow-along plan
and just what can be expected from this part of the rehabilitation pro-
cess.

L
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> services to prevent this process itself from creating dependency. While
the process should aid the client, it should not prevent him from estab-
lishing goals for himself and attempting to carry out other goals.

Consideration, of course, would be given to who can best provide these .
services and at what cost.

»
Extreme care must be exercised in the development of the follow-along
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CHAPTER 3

EXTENDED EVALUATION .

Historical Background

¢

Prior to the 1965 amendments to the Vocational Rehabilitation Act, many
severe.y handicapped people were excluded from the Federal/State Voca-
tionul Rehabilitation program because it was not possible to determine
whether or not they had *‘rehabilitation potential”. State agencies had to
determine after an initial diagnostic work up, but before /any services were
rendered, whether or not a handicapped individual could reasonably be
expectéd to become employable after a program of services was completed.
- ,
For many handicapped persons with severe diéabﬂiﬁeé, this prediction was
difficult. As a result, State agencies were unable to provide services to many
of these handicapped individuals.

The late Mzry E. Switzer, who at the time was Commissioner of Vocational
Rehabilitation, testified at hearings of the United States Senate Subcom-
mittee on Health of the Committee on Labor and Public Welfare concerning
the proposed 1965 amendments to the Vocational Rehabilitation Act. Miss
Switzer outlined the difficulty in providing Vocational Rehabilitation ser-
vices to severely handicapped individuals caused by the necessity to determine

: and certify probable rehabilitation potential before any services other than

N initial diagnostic work ups could be rendzred. She said:

“We propose an amendment to the act for a program of formula grants
to States to enable the State agencies to work with many severely dis-
abled who now cannot be accepted for services.

“As the present law operates, a State agency cannot begin a plan of

services to a disabled person unless the agency can first determine

that the individual has reasonable prospects for employment when

services are completed. We propose that the law be revised to

encourage the State agencies to accept disabled persons where the

vocational potential is not clear, provide services for a limited period

of time, observe the response to services, and then decide whether or

not the person can become employable, >




.28.

“Qur experience has shown that this amendment ‘i.!!ecessary if we are

to make full use of the vocational rehabilitation program in this country....
we are dealing with increasing numbers of severely disabled pecple, many
of whom have been out of the labor market for long periods of time or
have never had a job. This means that the task of predicting employ-
ability in advance becomes extremely difficult. At the same time, we
know from our research and demonstration programs and from the
experience of the State agencies with special projects, that a substantial
number of these long-time unemployed and sevérely disabled people

can be returned to employment with the provision of vocational re-
habilitation services......." (5).

Testifying before the same committee, Howard A. Rusk, professor and
chairman of the Department of Physical Medicine and Rehabilitation,
New York University Medical Center, said:

“.......As a physician I know quite well the difficulty of making early
predictions about what a disabled person can or can't do. I have told
/‘ ’ auciences all over this country that there is one maxim in rehabilita-
tion which must never be violated: Never tell a disabled person he
cannot do something without first giving him a chance to do it.

“Yet under our present Federal léw, we are asking the rehabilitation
counselor in the State agency to make an initial prognosis about a
disabled person which nobody should be asked to make. He is ex-
pected, after initial diagnostic work up, to decide whether or not
the person will be able to get and hold a job at some time ir the
future when the rehabilitation program has been completed. For
literally thousands of disabled people, who are the victims of
serious disabilities plus many associated difficulties, it is simply
impossible to make this kind of prediction at that very early stage.
Because of this, large numbers of severely disabled people who
might be helped must be turned away by the State vocational
rehabilitation agencies before they even begin a program of re-
habilitation services.......” (5). '

The extended evaluation provisions became part of the 1965 amend-
rents to the Vocational Rehabilitation Act which were effective

July 1, 1966. The Federal provisions for this extended evaluation

are outlined in Chapter 16, Section 1 of the Vocational Rehabilitation
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Manual which states, “The amended law makes it possible for State
agencies to provide vocational rehabilitation services to handicapped
individuals before a determination has been made that there is a
reasonable expectation that vocational rehabilitation services can fit
him for employment. The major purpose of providing such services
is to evaluate their effect on the individual, thus facilitating making
a determination that there is or is not a reasonable expectation that
vocational rehabilitation services will render the individual fit to
engage in a gainful occupation (the third condition of egqibility). !

(9). : /

In order to place a prospective client in a program of extended eval-
uation to determine his rehabilitation potential, a State Vocational
Rehabilitation Agency must show that the MsHowing three conditions
exist: -

a. The presence of a physical or mental disability.

b. The existegof a substantial handicap to employment.

¢. Anin-bility to make 2 determination as to the third condition of -

eligibility (that there is a reasonable expectation that Vocational
Rehabilitation services will regder the individual fit to engage in
a gainful occupation).

Extended evaluation, including the provision of Vocational Rehabili-
tation services, may be provided for a period of up tc 18 months if
necessary in order to determine the rehabilitation potential of indi-
viduals whose disability is 1) mental retardation, 2) deafness, 3)
blindness, 4) paraplegia, quadraplegia, and other spinal cord injuries
or diseases, 5) heart disease, 6) cancer, 7 strf:ke, 8) epilepsy, 9)
mental illness, 10) cerebral palsy, 11) brain damage, 12) arthritis,
13) muscular dystrophy, 14) cystic fibrosis, orﬁlS) renal failure;

and up to 6 months for individuals with other disabilities.

A wide variety of Vocational Rehabilitation services is available
through extended evaluation. Occupational tools, equipment,
initial stocks and supplies, management services, supervision for
vending stands and other small\lzusiness enterprises, and occu-
pational licenses if necessary to determine the vocaticnal rehabil-
itation potential of an applicant are examples of services avai]‘?ble
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under extended evaluation. Further details of Federal requirements and
requlations concerning extended evaluation of rehabilitation potential -~
can be found in Chapter 16 of the Vocational Rehabilitation Manual and
Section 401.31-33 of the Regulations(9,3).

Extended evaluation would appear to be a major step forward in providing
Vocational Rehabilitation services to severely handicapped people. Of the
9,000 clients who received extended evaluation case services in Fiscal Year
1968, 58% were not accepted for reqular VocationalRehabilitation ser-
vices (8). Thirty-six percent were closed rehabilitated, while the remaining
6 percent were closed not rehabilitated. What is of particular significance,
3,780 people were accepted for'segular Vocational Rehabilitation services
after being provided with services under extended evaluation.

3 .
During Fiscal Year 1971 State Vocational Rehabilitajion Agencies placed
25,570 clients in extended evaluation services. Over 13,700 clients given
extended evaluation were processed into the active caseload while just
over 10,000 were closed from extended evaluation as not eligible for
regular Vocational Rehabilitation services due to their lack of feasibility.
During the three year period beginning July 1, 1968 and ending June 30,
1971, sorne 112,828 extended evaluation cases were identified; 37,090
or 32.7% of these were certified for Vocational Rehabilita\&ion services (6).
Moving on to Fiscal Year 1972 data, the following table presents a break-
down of the cases processed threugh extended evaluation.

b FISCAL YEAR 1972

%

Processed during year _ 26,024 100 L

Certified for VR 1 ™. Lo | .
) 6 months 4,323 17 - )
18 months 10,545 40 - . »

_Closed, not certified ‘ ]
6 months 3,566 . 14 : C
18 months 7,590 | - 29

Remaining on June 30 20,422

Ns the above data suggest extended evaluation has made it possible to .
provide rehabilitation services to thousands of severely handicapped




» , people who formerly might have been declared ineligible after an initial
diagnostic work up.

Importance ' ‘ .

a

The importance of careful evaluation has been reemphasized as a result
s of Congressional interesg T extending the program to handicapped per
sons evén though their vocafiogal potential is uncertain. This fact i3
demonstrated by the Senate report (4) on Vocatxonal Rehabilitation
lengahon emphasizing the need to utilize effectwely ex{ended eval- ~ )
uation. These statements in the report are pértncularly significant. '

7
-

\
|
“The basic purpose of the Committee bill is to continue and ekpand
N rehabilitation services to handicapped individuals by providing an
expansion of authorization and changes in legislative authority de- ‘
signed to ensure full services to handicapped individuals and-better
enable this program to serve individuals with more severe handi- ;
caps,.... . !

“The Commxttee bill,-in recognition that a preductive life is of

pnmary 1mportance, alsé attempts to insure that no individual may

be excluded from vocational training, counseling and related ser-

vices aimed at a Vocational goal without thorough and detailed

evaluation of his rehabilitation potential and an exzplicit statement

4 by the rehabilitation counselor encompassing the reasons why he \
. has concluded beyond a reasonable doubt that a vocational goal s

- o not appropnafe . :

’

Attention is directed to certam key'words in the previous par aph
: “thorough and detailed evaluatidn of his rehabﬂxtatnon potential,”

P _ Although evaluation has always been an 1mportant service in rehabil
itation, it assumes even'greater importance wken working with the
. severely handicapped. The Full Stufly Group of the Institute on
Rehabilitation Services believes that in most cases extended evaju
ation will be necessary to deterraine the kmgs wof services needed
to help the severely handlcapped person achieve his poténtial.

Fd
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- It was apparent to the Full Study Croup of the Institute on Rehabilitation
Services that extended evaluation has not been utilized as extensively as
the law origially intended. Some possible reasons for the underutdization
of extended evaluation may be worthy of mention.

' Extended evaluation presumes the expenditure of Section 2 funds, a
fund source usually exhausted before the fiscal year ends. In most
states, Section 2 monies have been diverted to many target popula-
tions and the priority given to extended evaluation cervices was
negligible.

PR

it a client in extended evaluation secures ernploymént, administes-
tive regulations preclude the counselor from recording a 26 closure
upless the ~ounselor chooses to accept the case, write a plan and
implement recvices. Therefore, the rehabilitation counselor may
be more inchined to be lenient in applying the “reasonable expec-
tation'" test for ehgibility for Vocational Rehabilitation services

Componcnts in Extended Evaluation

in 1 pragram concemed with extended evaludtion and with services for
the everely handicapped, @ important that careful atention be qiven
ro the sbibity of the indindual to function in his present commuruty
enviopment  Carefud assessment should be wade of hes abdity 1o res
pond to the requuired capacities for the performance of basic roles and
soates Each of tne arezns of human activity mentioned caclier con
Foevaluated oo of thr degres of abilioy inabuity

Planmn ) -ay 2" The need L tor an evsluation of the total physical
ond oUBsA) asct, of the whole person for activitie, around the
ek aer sady For the acnivites of waiking, os is often done, but
slow for the dute, of dudy tvimg Regardless of dagnosis or status,
Vrde fe bane que.ton remans the ~arae for each preson m turn ‘
D ending on i 9 r vrucue bulogee of fitne: , and unfitnes for
Payng setaly ) Ry can B uhteg his g't)ﬂ,’f»if.‘g{ abhites to qet the

’ post ot of e wotnont hushiag hang <1077

O
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Careful consideration should also be given to a determination of vocational,

potential, that s, the work status a client may: be capable of reaching after

he receives extended evaluation services  There are many technieal methods
for the measurement of work readiness. Competent evaluation must 1v-
clude careful medical examination and accurate measurement of functional
capacity. Oune workable classification mav be outhined as follows.

] cadurance.

7 strength:

% mobility
4 dexterity
\ » o OXpTeTIONn

H SOVELOFY

perceptcn

7 mtelligence

Te—
g resistance
(! mohvation

Y -

the apnluy to perform continuously, phy%xca} tasks
\
i

over a qiven period of time \

the abihity to overcome mechamcal resxsta&ce vathout
heip '

the abiity to walk without assistance, climb stairs, elc
the ablity to coordinate and moanipulate body members

’

the ubility 1o commumecate through sprech or writing

the abdity to taste, touch, hear, smell and see

the abbity to mentally identify and evaluate wtormation

collected by the senses

<the indimdusl's capacity to overcome damage from il

fOLSEs OF injuries or traumatic soctal expenence:

deterrmination toaprove one's pecformance

Ll 1956, the Nmencan Wedical Assocation created the Cornrmatiee on Rating
of Mental and Physical Impawment  The revised guides (1) developed by the

Comrasttes pronide 3 practical =ystern for the evalustion of permanent impau

ment The avnbencsl value . ueed in dhe quides provide quantitative mues e

ment ond avord the ue of yeneral forme such as “haht™ "rmoehed’ and
3
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“moderate”. Medical siqns, symptoms, and laboratory findings provide
useful kinds of information but are not a substitute for a clear and concise
surmmary of functional limitations, Use of the guides by physicians will
peovide the rehabilitation counselor with complete medical information
and an objective measurement of function. Counselors should become
familiar with the quides and encourage physicians to use them.

Costs for Diagr;osis and Evaluidtion

The State Vocational Rehabilitation Agencies make periodic reports to
the Rehabilitation Services Admipistration concerning costs for case
services. The following data on costs for diagnostic and evaluation ser-
vices for the past six years is interesting and informative. (7)

Percent of Average Cost

Fiscal Case Service Per
. : Service Year Cost. Expenditures  Client
Diagaosis and 1967 $14,570,000 9.2 $35.00
Evaluation /&
A :
Diagnosis and 1968 $31,953060 ~ 164 $64.00
Evaluation ‘
; Diaqnosis and 1969 $36,678,000 16.0 $68.00
j Evaluation '
!:' Disgnosts and 1970 341,924,000 155  $72.00
( Evaluation T
Diagnosis and 1971 $55,341,000 157 $82.00
Evalvation
Diagnosis and 1872 £60,142,000 15.1 $82.00

Evaluation

i

nstructions to the State Rehabih tation Rgencies in Chapter 12, Section 1 of the
Vocational Rehabilitation Manual {9) as to costs to be assigned 1o diagnoses and
evaluation sarvices are as follows.




.35,

“Include in these accounts the cost of diagnostic and evaluative servige=
or procedures including the necessary cost of transporting clients in
connection with such services and the cost of hospitalization for such
purposes. Diagnnstic and evaluative services may be obtained ffom re-
habilitation facilities, or ntfher sources. Medical, psycholoqx}'z,‘ social
ard vocational diagnostic a{nd evaluative procedures are algo included
when authorized for the pﬁrpo..e of determining the cli z: eligibility
or to throw light on the naJture and scope of vocatxonj rehabilitdtion
services needed in a perxod of extended evaluation 16 determine the
clien.'s rehabilitation potential or those needed after ehglbxhty has )
b:en determined. Diagngétic and evaluative zervices may be provided
at any stage of the rehabilitation process, if they are required for a
more thorough underétanding of the client’s capacities and limitations.
They are not restrieted to an initial medical examination or ppychiatric
or psycho}oqical fz{raluation or to the early stages of the czﬁf
£
Role of the Rehabilitation Counselor .

The rehabilitation counselor, as he endeavors to serve substantial numbers
of the severely handicapped, will frequently be faced with this important
question: If a vocational goal is not apparent, are there services which, if
provided to the severely handicapped, would permit the individual to im-
prove his ability and enhance his vocational potential? It is the rehabili-
tation counselor who must decide whether the individual is severely hand
rcapped and could benefit from extended evaluation services. He must
carefully 'weigh the medical information and other kinds of assessment
data in making this determination. '

The Full Study Group of the Institute on Rehabilitation Services feels that
extended evaluation: if properly funded:through a formula funding grant,
can indeed be the vehicle - which would increase Vocational Rehabilitation
services to a greater number of severely handicapped indivi(%uals.
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CHAPTER 4

CONSIDERATIONS IN MEASUREMENT -

In order to evaluate adequately the impact of rehabilitation services on the
client, a minimum of three types of measures should be available to the
program evaluator. These are: (1) an index of case difficulty; (2) an mdex
of client change and client functionin ng and (3) a closure status.

Case Difficulty

" Measures of case difficulty are needed in order to see whether rehabilitation
is, in fact, meeting its goal of serving the handicapped. Essentially case dif-
ficulty deals with: (1) the intrinsic limiting factors present in the client; and
(2) resources available to overcome these limitations. Case difficulty would
refer to the limitations imposed on the client by his disability and his reaction

Ao the disability. Case difficulty might be seen as what the client presents to
Vocational Rehzbilitation. The other aspect of case difficulty concerns the

tesources the Vocational Rehabilitation program can employ in attempting
to alleviate the client’s problem. This second aspect concecns things such as

~ availability of facllmes .the money available to the counselor and the coun-

selor’s skill and effort in providing services.

Client Change ,

Measure of client'change refers to the status of the client in relationship to

medical, péychological, sociocultural and vocational factors at a\y given

period of time. The measure is called client change, rather than progress,
to leave open the possibility of negative change or deterioration. This

. measure is related to the client’s starting point and is measurable at any

time after the original measurement of the client’s status.

Closure Status

Closure status would indicate the client’s status in relation to his environ-
_ment and the world of work. Closure information would isolate the extent
of adjustmant made by the client in the perspective of the outside world.

\
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i
LEVELS OF CLIENT FUNCTIONING .

/ ) Productive Life Activities

Successful gainful activity or
gainful work

; . Purposeful Life Activities

Restricted Workshop Employment
Activity Centers ~
Complete Self-Care and
Self-Reliance

‘ Marginal Life Activities

No Employment - . {
Supported Self-Care
. Day Care Center Activities
Y , - Mobility

Confined Life Activities

Homebound
Domiciljary Care
" Special Living Arrangements
Increased Self-Care & Mobility
In Home & Neighborhood

Life Sustaining Activities

Difficulty in - Communications
Ambulation
Manipulation
And Self-Care
(Toilet, Grooming, Feeding, Etc.)
Protective Services

A

Life Threat Stage

Complete Incapacity
Substantial Improvement Potential
Not Present




.oy |

A system of closure statuses would include breakdowns similar to, although
more refined than, the traditional closure system. Categories could be de-
fined in terms of work status, weekly earnings, vocational level, client's
financial independence, etc. The categories of closure statd® could then be
the base for determining the costs of rehabilitation.

|
|
\
\
\
In essence, these three measure (case difficulty, client change, closure status) 1 ‘
are not measuring totally different types of things, but are viewing the effect ‘
of rehabilitation services upon three different aspects of the program, each |
of which is important to the goals of rehabilitation. To eliminate any of
these three aspects would not only result in the losq of valuable information, ‘
but also - when implemented - would distort the actual operation of the ' |
system hy placing undue emphasis on some aspect at the expense of the -
others. If measures of this sort are devised and implemented, the programg
will be able to be evaluated more adequately and, therefore, place better
information in the hands of program planners. ‘
l

MEASUREMENT SYSTEM

A suggested format to measure levels of client functioning, client change,
and casewaik difficulty is provided for review and deliberation. -

The format is a systems approach to measuring severity of handicap,
periodic determination of individual levels of client performance, and .

an actuarial or predictive mechanism for providing an index of case-
work difficulty. ' -

Client Functioning and Severity of Disability

One way to establish whether or not “substantial improvement'’ has
occurred is to establish a hierarchyvof activity levels. Then, by comparing
the client’s functioning to the levels of activity, it would be possible to
mak® an accugate appraisal of substantial improvement. If the client has
been able to move upwards on the hierarchy, there has been substantial
improvement. Or if the client has been maintained at the same level and
further deterioration has been prevented, this would be important to note.

A suggested hierarchy follows: ILevel One: successful, gainful activity
and/or gainful employment; Level Two: capable of all self-care and

¥
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household tasks, can travel independently, pursues social and recreational
interests, is capable of marginal types of employment; Level Three: capable
of all personal care and some household duties, is somewhat mobile but not
completely independent in terms of traveling alone (shopping activities,
medical appointments, etc.); Level Four: capable of important required
personal care,activities, can do some household activities, is basically home-
bound; Level Five: individual can carry out little or no self-care, needs
constant personal attendant or institutionalization; Level Six. complete
incapacity, terminal illness.

Client Change

Once the levels of client functioning have been determined, the counselor
would be expected to indicate and record changes made in the client’s
levels of functioning resulting from the provision of Vocational Rehabili-
tation services.

If a rating scale is constructed which addresses itself to the appropriate
problems of the severely handicapped and to five of the six hierarchial
levels, it could reflect the changes effected by the program. It could
portray the client’s strengths and weaknesses, and indicate areas in which
additional resources ed to be erected. By using this model in Voca-

_tional Rehabilitation, it ‘5 possible to measure client change or movement,

and at the same time given an index of the client’s present status whenever
the instrume\nt is applied.

Form A makes use of such a method (See Appendix C). The information
can be put in quantified terms, and a ‘mean’ performance level established.
This approach to determine client change could be called a Functional
Model Movement Scale. The form can be used ac an assessment tool to
assist in the counselor decision making process to establish eligibility for
rehabilitation services. It may also be administered periodically to measure
client gain. ’

The rehabilitation counselor’s work affects many areas of the client’s total
life. These areas might be categorized as physical, educational, vocational,
economic, and psychosocial. Utilizing Form A or a similar breakdown, a
client’s strengths and weaknesses in terms of functioning could be estab-
lished.
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In the physical area, questions could be asked about the client’s general
tolerance, the time he could be involved in physical activity and the type
of activity. Does the client have any compensatory skills and if so, to
what degree does this help compensate {or his disability? Does he have
secondary or multiple disabilities to cope with? What is the client’s
general health status other than the disability? The following are ex-
amples from Form A covering physical functi\oging:

\

w \

D. Work Tolerance \ \

-+

2. Occupations limited to light physical activity but
) able to work full-time \
Sedentary work, low stress, or closéf supervision
required; but able to work full-time
Unable to work full-time because of mental or
physical condition
Current disability status precludes employment

1. Minimal restrictions to type oNv;rk client can do
h

[

o s

F. Compensatory 3kills

). Has developed :n other skill areas or with the use of
devices, almost total compensation for Hisability

2. Hassignificant development in other skill areas, or
with the use of ’devices, abilities which help com-
pensate for disability

3. No real development in other skill areas and minimal
use of devices

4, Some deterioration in other skill areas

5. Substantial deterioration in other skill areas

*

Educational background — how much? what type? The clisnt’s learning

ability and skill leve} attained are important questions Form A includes:

I EDUCATION

A ___ 13 years and above
B. 10 - 12 years

C. 7 - 9 years

D. 0-6 years -,

E.

Special Education

P
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A. Language Facility

—_— 1L

Reads and writes well; has no trouble understanding
and communicating common vernacular and could
learn to use technical language

Reads, speaks, and writes adequately; hasno particular
problem filling out employmeat applications, or hold-
ing job interview .

Reads, speaks, and writes adequately for job applica-
tions and interview, but speaks slowly and may have
some difficulty with other than simple written in-
structions

Reads, speaks and/or writes poorly, and will have
difficulty interpreting even simple written instructions

. Almost complete lack of language, functionally illiterate,

extremely small vocabulary

The client’s past education may offer clues to his interests and abilities and
indicate under-developed skills which may be sharpened, allowing the client
to live with a grea{er degree of independence and self-sufficiency.

The vocational and eccnomic areas would address themselves to the client’s
dependence on others for financial support, source of support or pressing
financial problems that might lead the client to terminate services early
and, thereby, not reach his optimal functioning level, such as:

1L

E. Dependency of Client on Others for Financial Support

- L
2.

4,

5.

Completely independent

Approximately 25% of income comes from sources
other than earnings

Approximately 50% of income comes from sources
other than earnings

Approiimately 75% of income comes from sources
other than earnings %

Totally dependent on sources other than earnings

The phychosocial area may be the most subjective, but information is
needed in reference to interpersonal skills or other social'skills. How
does the client respond to others attempting to aid him? Are his

&
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expectations realistic? Is the client able to make decisions and implement

plans for attaining future goals? Is his family supportive, or do they mis- °
understand his illness and present an obstacle to the client’s rehabilitation?
Examples from Form'A are:

V.
B. Compatibility of Employment Expectations with Client’s Personality
and Physical Condition

. -

1. Client seems ideally suited for the work he desires ~

2. Client’s employment expectations are reasonable,
although not ideal '

3. Client has no ideas concerning possible vocational
goals, or his ideas are more “day dreams’’ than
employment-expectations

4, Client’s employment expectations are very un-
realistic and impractical

5. Client’s employment expectations are so totally
unrealistic and impractical, counselor must work
with other professional persons, agencies, or in-
stitutions before client can proceed in the rehabil-
itation process 2N

] r
VI Y
D. Family Support

1. Good; family shews great deal of understanding of
client; very supportive and helpful

2. Moderate; although not ideal, support is adequate

3. Fair; support given but is inappropriate; evidence
of underlying ambivalence on thelpart of the family

4. Poor; supi)ort given but there is definite indifference
on the part of the family toward client or his rehabil-
itation ‘

5. Very poor; family definitely non-supportive, strong
opposition p

e

These are the types of questions a model concerned with functional
capacity asks in rating difficulty or movement. These are not factors )
unrelated to the medical dnd psychiatric models, but they concern \

themselves directly with the work of Vocational Rehabilitation.



; Let s come at the same thing but from a different angle: the fea31b111ty test
- for provision of Vocational Rehabilitation services. What does that mean?

" If you just ls:i:yute the word rehabilitation for insurance, you can see that

. a counselor has to make.

" Sermon has taken these data and converted them into an expectancy table.

44- ‘ .

Actuarial Approach to Measurement and Casework Difficulty ' T j
o ' o \
Why Actuarial? You may already have heard the term “‘actuarial”’. Probably |
in the context of life insurance. Actuanal tables are devices for.computing 1
things like life expectancies. ' . .
What does actuarial have to do with measuring program function'in'g? What

does it have to do with the severely disabled?

To answer these questions, another has to be agked. What s the difference AN
between someone who i is severely disabled ahd dne who isn't? \

It's harder to rehabilitate the one who is severely disabled.

. P .
But, what does “harder to rehabilitate’” mean? It means you don't EXPECT
rehabilitation to be as Iikely.‘

It means there is a reasonable EXPECTATION that - given the provision
of services — rehabilitation will be achieved. Again,expectation.

Mo matter how you slice it, the feaSibility test is radically an a'ﬂ;ua;ial type
of thing. '
\

A

v

the decisio give vs. deny insurance is similar to the Status 10 plan develop -
ment and defermination of eligibility vs. Status 08 closed from referral choice

Examples. Some actuarial approaches to program measurement have already
b;aen initiated. Sermon’s studies in the anesota Agency are one example.
(1) Here, caseload dlfflculty is weighted accordmg to disability. The weights
are derived from the comparative profile of successful vs. unsuccessful clients.

For example, data show that the expectation of rehabilitating a drug addict
is - everything else hging equal — a lot less than rehabilitating someone
whose primary disability is dental. SoeSermon’s index wovid qve appro-
priate weight to their differential expectation.

@

o
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Sermon’s work (and other like it) is a good stort. A nice thing about it is
that it is drawn from routinely available R-300 of State Agency informa-
tion. A drawback to this approach is that the expectancy table and re-
sultant weghts are based on only one factar—pnmary disability.

|

L The insurance expecta{lcy tables are based on more than one factor. So,
too, research conducted at several sites {e ¢., West Virginia Research anu
Training Center) indicate that the R-300 itself has a lot more actuarnal
potential. :

The following factors have been identified as significantly related to
expectancy of rehabilitation or- if you prefer -severity of handicap:

Referral source
Sex R
Age
Marital status
Dependents
Education
Work status at entry
- Seurce of support

DD e

[N

® N O U e

\ ’ t should Le pointed out that all of the above list ate R-300 information and
. routinely collected by State Agency. Thednformation 15 available at the pomt
of cLent apphcation or referral n other woeds, pretiy early wn the ballgame

Computer programs can be made avalable that can take these cight factors
and combine them s as to yield a composite severity mdex that s of tugher
accyracy than using just disabihty * '

- “ N *

- S A A
Potential Use
et e ~

[ NS

! Incentive Value, With increasing emphasis in serving the severely disabied,
‘the counselor i51n a bind. The mast commonly used accountability o
teria is a raw number of successful rehabilitanon ciosures. The prablem
here 15 that a sueeessful rehabilitation closure counis the same whether
chient was a parapiegic or a hernia repair. The raw nursher account-
ability test actually provides negative incentive to serving the severely

/ disabled. Why? Because a cloyue 15 stiff chalked up a | whether 1",
a chent who is severely disabled or one who is only mnidly dirabled '
To be sure, the profeséionalism of the caunselor and supervizary wense
of mtegrity exert corrective forces on this.

~




Pt the tha g to Beepon mared s that both Supeoviuory ingegrity
ane courerdor profec aonabism are imtormal influences agans?
the anquiar “olticead” entena of raw number of elosure pro-
diuction N actuanalbebased weighting scheme creates s
formabized incentve for workung with the sevecely dicsbled

It gves management an equatable, impartial incentive for

: , workang with the more severaly drabled

o Proman Bvaduation Imphications Any atfemp? to wieaaurs fo

habilitation effectivenesr .5 hampered of 1t does not take into
acconnt expectency of rehabditation

Cxample  Twocardanjured conters & ard B are aa operalion
1 g state Both produce 1QU sucerssfol rehabsiitents o yen
{And fet's anurme that hoth have exartly the same proporhon:
by disabiliey code ) But faonry & dos ot for a per closure ¢t
ot () 310,000 Fuaabey B doesit et a per cdosyre cont of
5000 Is facihry Blew efficien? thar 47 That gueston

Ctotally unsnawerable unles vou have some weght for the
dithiculiy ot closures 21 the respeetive faoihnes

S ot avan g that wonht aee o uffioent peeccandition fou

preriie proop e vaduation Bat they are a nece, - ey pre-condi

ton for S

Voo Pragrern Dinde Warth o ac e vrad mesuremont Ly e s powidly
.

JEE— i

1o momtor progr s dntt For eample, dor s the rehobihtation
program s fact produce more seyeraly dissbled o responme 16 e
vired priontes Uslew rehabiditation pfiMagers have some opor
thonally bredandv o o8 coverity .Lﬂ:;') mAmtoering of progeam

Aottt ctoave s notdlusory

| i Lecorng Polincst Valnerabiity i progreras mave 1o deal with

the e severely dvabled, s reducton in succesafud rehabilitaton

closures & not ot ot the question Rehabdbiration adminsteator,
woubd Meen be vulnerztls 1o caticsm from leaislators and othe
Dohte b catatives Decaoe 10w ould appear that efficiency
ey Auctoaainy A0 iovusoatly bred measurerent scheme would

et wvulneraiility ot admanetiators by providing an abjoc
tve Beas ten peatying devee oo i rak nuniber, by toerease iy

coptiy O Crar ey d
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roblems

1 Artituding! Beastance  Rehabiitation 1s a humanitanan enterpeie

Implementing an actuarial measurement system with its seemng re-
durtion of a nersan 1o a cold impersonal fly speck on an expectancy
fuble  all thi might not grab rehabiliration people (uat right

“ '

2 Technological Rewsstance Right now rehabihtation ayencies use

computers mostly to generate routine fiscal and administrative types
of emtput  To develop the kind of actuanial sydtem we are discuromg
heie requires the avalability of novel software  Such ~ofterare 1
trutinely available at most computer centers But the problem i
how 1o estabhinh .4p~propnate harson with such centers The mhatwre

tor such contact eadl hav to come worm the agency

Cetting Dowin to Particulars

N Background

To dlustrate how an actuanal system works i nractice, we'lt qo through
an example  This 2zample is taken from R-300 data derwed from one

State Ngency,

A anslyns of these data showed that eight factors present at referral
had 3 stanhstically significant bearimg on ultimate tehabihitation rate

boample vofereal source

b Referral Sonece
Referrad Souree , Rehabibitation Rate
#
Seif, Other ’
Indiidual
o Physicians 561
Mental or Cor-
rectional -~ ‘
I tuutions VA
' Other | ‘ 277 & »

Thi choact midieates ihat 50,0 of thuse who were self yeferced (cte ) wound up

rehabihtated, but only 7.0 of those from mental or correctional inshitutions




Sex

Males
Females

Twenty-seven percent (277} of the males wound up rehabilitated versus 437,

of the females.

5 Age
Age
35 or older
Under 35

4. Marital, Status

Status

Married
Never Married

Dependents

Dependents

One or more
None

6. Education
‘Education

3 or more
Lesg than 8

Rehabilitation Rate

27%,

43,

Rehabilitation Rate

42%
21?.’)

Rehabilitation Rate

Rehabhilitation Rate

497,
29%

Rehabhilitation Rate
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7 Work Status at Entry
Status | Rehabilitation Rate
¥
4
Employed ; 657
Unemployed ! 250
)
!
& Source of Support !
Source . Rehabihitation Rate
o
’ self | 65% 4
Family o EXv8
Public Assistancg” 229,
. )
B Rehabilitation Success Profile (RSP) l

V/ith ihe exght factors Jisted above, plus disability cateqory, it's posuble
to develop at acceplance (or at referral) a Rehabilitation Success Profile
(RSP} for each client ;

The RSP looks hike this

REHABILITATION SUCCESS PROFILE

. FACTOR REHABILITATION RATE
Referral 7o
Sex vo27
Age 21
Marital Status 16
Dependents 29
Education 30
Work Status 23
Source of Support 22
Disability 66

Re:habilitation Success Index 241
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What you see is the profile for a male, under 35 referral by a mental
institution. He has never been married, has no dependents and less
than 8 years of education. He is unemployed, on public assistance,
dnd his primary disakbility is a psychotic disorder.

Contrast this case with a self-referral female, over 35, who is married

with one dependent and more than 8 years of education. She is self-
supporting through employment and her primary disability is dental.

REHABILITATION SUCCESS PROFILE

FACTOR REHABILITATION RATE
Referral 50
Sex 43

Age 42
Marital Status 40
Dependents 40
Educat")n 39
Work Status 65
Source of Support 65
Disabiity 92
Rehabiitation Success Index 476

By adding the rehabilitation rates for each of the 9 factors, it’s possible
to derive a composite Rehabilitation Success Index (RSI).

As you can see, the first client has an RSI of 241, while the second has
a much larger score of 476, thus providing numerical documentation
that the first client was moro severely handicapped than the second.

The higher the number, the greater the chances of rehabilitation. The
fower the number, the harder the case. The maximum index score

would be 476.

Advantages

The advantages (o this system are.
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1. It's objective, not a piece of guesswork.

2. It combines and weights a number of relevant factors rather than

just disability.

~

be easily developed by a state agency. The chart for factor nine
can be developed from Rehabilitation Services Administration
statistical reports. Computers are not necessary.

4. It's easy to use. Once the charts are developed, the RSl is a
matter of consulting the table, writing down nine numbers and

adding.

5. An RSI can be computed on a client even in the absence of a

face-to-face interview. This makes it a very flexible method of

assessing severity of handicaps.

]

6. It's economical. It requires only a few minutes of time and doesn’t

require collecting any information other than that routinely ob-
tained from the R-300 which all State Agencies collect.

Further Uses

In addition to assessing severity of handicaps on a case-by-case basis,
it's possible to average RSI's by state, by districts within a state, by
counselor within a district, etc.

Cautions

1. The RSI provides a device for rank ordering case difficulty. In

other words, an RSI of 400 indicates less severity of handicaps
than an RSI of 200. It does not mean that the 400 client is

twice as easy as the 200 client.

2. When using the RSI approach for comparison purposes (e.g.,
from district to district within a single state) other factors

LBV

It's easy to develop. The charts for factors one through eight can
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need to be kept in mind. For example, differing employment
conditions might have a significant impact on ease of rehabili-
tation across-the-board. Everything else being equal, if you're
disabled in an area of high unemployment, chances of getting
a job are less than in a low unemployment area. Also differ-
ential availability of rehabilitation facilittes and resources can
have a similar across-the-board effect.

In summary then, use the RS! for comparative purposes only .
if other prevailing factors are equivalent. To the extent such

equivalency isnot present, the interpretation of the RSI type e
comparison needs to be correspondingly adjusted.

' 3. The RSI approach described above is simple but has some  *
methodological limitations not present with more elaborate
techniques (e.g., multiple regression analysis). But the RSI
is a good place to start if you're interested in developing a
basic tool to define severity of handicap. As rehabilitation
researchers dig into this area, improved RSI models can be
expected. .

Ciient/Case Performance and Evaluation

The two systems discussed above measuring (1) client change and levels
of functioning and (2) casework difficulty provide a base from which
Vocational Rehabilitation programs can establish criteria for performance
patterns and evaluation activities. With further refinement one can estab-
liskl appropriate and more objective goal-setting for individuals to be
served.

If the two systems of measurement are developed in a co:nprehensive

manner, we may find that they also become tools by which a counselor

can objectively screen out the severely handicapped client. Using a

measurement system such as the one outlined in this Chapter, we may

find that a client is referred to a Vocational Rehabilitation agency with

the following known factors: e

The client is functioning at level 5 with difficulty experienced in life
sustaining activities of communication, ambulation, manipulation and
self-care. Indices developed by actuarial data reveal the client has an
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unfavorable or difficult set of factors to overcome. She has been referred
by a welfare agency, age 44, never married, two-dependent daughters,
each have one illegitimate child, sixth grade education, infrequent work

*as a fruit:picker, and has derived her source cf support during the last ten

years from welfare aid.

Taking all factors into consideration a counselor may find, with a sophis:
ticated measurement system, that the above client has all the factors
necessary to be considered severely disabled and severely handicapped.

The measurement system may also equate the rehabilitation of this client
1o fifty clients having less severe disabilities or handicaps. The measure-
ment system might also reveal that client change in the example case would

be slow and may never reach the objective of competitive or gainful work.
A comprehensive measurement system may in fact generate more activity
in screening out the'severely disabled and handicapped from Vocational.
Rehabilitation services than has previousl; existed.

Thiese measurement tools may be used by agency administrators and
counselors to justify not serving the severely disabled and handicapped.
Fortunateiy or otherwise the Vocational Rehabilitation program may
be faced with a dilemma of whether to serve the severely disabled for
humamtarlan reasons or to serve those severely disabled who through
objective measurement techrfiques exhibit those factors which con-
tribute to successful Vocational Rehabilitation.

However, if a Vocational Rehabilitation agency is serious about pro-
viding services to the severely disabled, a measurement scheme such
as the one presented above can provide administrators with a concrete
monitoring device that allows for checking whether or not agency
intent is being reduced to reality.

(4

Othtr Uses Derived From a Comprehensive Measurement System

The measures described in this Chapter may also be used by Disability
Determination Examiners as a mechanism for screening Disability In-
surance beneficiaries and Supplemental Security Income recipients for
referral to the Vocational Rehabilitation agency.

Administrators of Disability Examiners programs may wish to analyze
case profiles to determine the nature and extent of “severely handicapped”
individuals receiving monetary benefits. ° N

P

bk
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APPENDIX A

LEGI(SLATI\)F. HISTORY RELEVANT TO SEVERELY DISABLED

~

Throughout the history of the Federal/State Vocational Rehabilitation
program, there has been significant legislative development relating to
the sevarely disabled. Each succeeding piece of legislation made possible
solne advance in terms of the ability of the program to provide services
to people with more serious handicaps.

Legislation is cited below that has had the most significance in terms
of the severely disabled and indicates the trend toward providing more
services to this population.

1920.

1936.

1943,

The Smith-Fess Act (The National Civilian Vocational Rehabil-
itation Act) marked the beginning of the Federal/State Vocational
Rehabilitation program. The ability of the program to provide
meaningful services to the severely disabled was somewhat limited.
Public Law 66-236 provided for services to the physically handi-
capped; people with mental disabilities were not included. The
funding level was a modest $1,000,000 to be matched by States
at a 50 - 50% ratio. The expenditure of funds was limited to
vocational training, counseling, prostheses, and placement ser-
vices. During the period 192C - 1943, there were no changes in
the kinds of services which could be provided.

The Randolph-Sheppard Act alithorized the states to license
qualified blind persons to opérate vending stands in federal

buildings or federally sponsored buildings. This has been ex-
panded to include non-federal buildings. During Fiscal Year
1972, 3,229 vending stands provided employment for 3,583

operators under this program.
AN

When it became law on July 6, 1943, Public Law 78-113
superseded the act of 1920 (as amended up through 1942)
and authorized major amendments to broaden| the Vocation-
al Rehabilitation program. The law, frequently referred to

+




1954.

1965.

-56-

as the Barden-LaFollete Adt, had a substantial impact on the .
program in terms of author}zed services and clients eligible for
rehabilitation. For the first time, services were extended to the
mentally handicapped and to the mentally ill.

The législation provided that clients could be furnisl.ad any
services necessary to prepare them for employment. For the
first time, funds were made available to provide clients with
medical, surgical and other physical restoration services required
to eradicate or alleviate their disabilities. The authorized services
included surgery and therapeutic treatment, hospitalization,
transportation, occupational licenses, tools and equipment, pros-
thetic deviqes', and maintenaace during training. '

Under this law, the separate State Agencies established to serve
the blind first came into the Federal/State Vocational Rehabili-
tation program. At the present time there are 28 separate blind
agencies providing services to the blind and the visually handi-
capped.

The Vocational Rehabilitation Amendments of 1954 (Public
Law 565) were far reaching in their impact on the provision of
rehabilitation services to the handicapped. The law provided

for training grants in support of educational programs for pro-
fessional rehabilitation personnel, including trainee scholarships
and stipends. A new system of extension and improvement
project grants provided funding to states to develop new aspects
of their programs amd to extend their services to disability groups
and geographical areas previously reached inadequately or not at
all. The new law‘also authorized for the first time the use of
federal grants to states for establishment, alteration or expansion
of rehabilitation facilities and workshops, many of wrich provide
services and employment to the severely disabled.

The Vocational Rehabilitation Act Amendments of 1965 (Public
Law 33{) were nateworthy for a number of reasons. The amend-
ments:

..... Liberalized federal financial support to the Federal/State
prograrh providing for ug*to 75% federal funding

')
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. . Provided for a strong program to improve, strengthen, and
assist workshops and rehabilitation centers, and, for the first
time, the construction of new facilities

Encouraged states to bring more of the severely disabled into
the program for evaluation and services. Under this provision,
an extended evaluation can be provided for up to 18 months -
to clients suffering from 15 specified disabilities, and up to 6
months to clients with other disabilities, in order to deterrnine
the rehabilitation potential of persons where expectation of
employability cannot be determined by the regular diagnostic
and evaluation procedures. '

Public Law 90-341 amended the Vocational Rehabilitation Act, ex-
tending and expanding the basic programs and establishing a new

program of vocational evaluation and work adjustment to serve the
disadvantaged. Funding for this program has never been authorized

by Congress.
Ty

The federal share for basic support grants to the states was increased
so that up to 80% federal funding wgs possible. States were required
to maintain the Fiscal Year 1969 level of state expenditures in 1970
and future years so that the increased federal funding would provide
for program development and growth and not merely substitute
federal dollars for state dollars. Up to 10% of a state’s allotment in
any given year can be expended for construction of rehabilitation
facilities.

Provision was made for the recruitment and training of handicapped
persons in public service employment and to encourage individuals
to enter rehabilitation work. Another amendment authorized pro-
jects with industry to train handicapped persons.

Rehabilitation services were broadened to include follow-up services
and services which promise to contribute to the rehabilitation of a
group of individuals. Services can be provided to family members
when such services will contribute substantially to the determina-
tion of rehabilitation potential or the rehabilitation of the handi-
capped individual.
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1972. While each piece of major legislation in the past contained some
authority that would make increased services to the severe}y dis-
abled.possible, the Rghabiljtation Act of 1972, which was passed
by Congress and vetoed by the President, was probably the most
far reaching. This legislation gave special recognition to the fact
that there are severely handicapped ihdividuals who may not have
a vocational goal but who can greatly benefit from rehdbilitation {
services. It was felt that every effort should be expended to pro-
vide services to individuals to reach a vocatjonal goal, but there
are individuals who can benefit from rehabilitation services which

¢ enable them to live more independentlg and to be more self-
sufficient.

0

The legislation, while not eniacted, reflected current Congressional
' interest and intent.

Innovation-Expansion Grants

A minimum of $50,000 for each state could be used for innovation-expan-
sion grants or, at their option, to public or nonprofit organizations. These
three year grants could b‘e directed to the most severely handicapped'or
those who have unusual or difficult problems in connection with their
rehabilitation, particularly those who are poor.

Comprehensive Rehabilitation Services

This part of the legislation would have established a new, supplementary
grant program for handicapped individuals not capable of achieving a
vocational goal but who may achieve substantial improvement in their
ability to live independently or function normally.

Special Federal Responsibilities

. Technical assistance grants to rehabilitation facilities and to public
or nonprofit agencies for the removal of architectural or transpor-
tation barriers;

. Funds for the construction and operation of a National Center for i
Deaf-Blind Youth and Adults;
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..... Establighment and operation, including research, of comprehensive
rehabilifition centers for deaf individuals;

. .. . Establishment and operation of Naticnal Centers for Spial Cord
{ Injuries;

.. Crants for services, including transportation, dialysis, artificial
kidneys and supplies for individuals with end-stage renal disease,

A new grant program for comprehensive rehabilitation services
for older blind individuals (age 55 and over),;

. Establishment of a 20 member National Advisory Council on
Rehabilitation of Handicapped Individuals, of whom 8 would
be handicapped persons or those who have received vocational
rehabilitation services;

..... Funds for the establishment of State Advisory Councils if so
desired by the states.




APPENDI)’( B

Excerpts of testimony at hearings before the Subcommittee on the Hand-
icapped of the Commuttee on Labor and Public Welfare, United States'
Senate, 92nd Congress, Rehabilitation Act of 1972, H.KR. 8395, [

Senator Jennings Randolph, West Virq\i\nia: “Many severely dizabled
persous are not now being adequately served through legislation and
through implementation of existing programs. ‘Large segments of our
handicapped population which I think have been ignored and neglected -
the deaf blind, the older tlind person, the spinal cord disabled, and the
victims of sudden kidney failure who can only hope for survival by means
of enormously expensive dialysis treatment of transplant.”

George E/ Schreiner, M.D., National Kidney Foundation, testified regard-
ing end-stage renal disease. He indicated the Jack of funds has stymied
Vocational Rehabilitation agencies since 1966 from initiating and con-
ducting programs to benefit the severely disabled kidney diseased indi-
vidual. Fe:s states under Medicaid provide dialysis and related treatment.
Lieutenant Governor J. Garrahy, Rhode Island, says that the National
Kidney Foundation sstimates there are from 55,000 to 60,000 end-stage
kidney disabled patieats of whom 15,000 could be trained to have dialysis.
. \
E. B. Whitten,-Executive Director, National Rehabilitation Association,
stated that since 1959 the National Rehabilitation Association has made
proposals to Congress to establisﬁ, under the Vocational Rehabilitation
program, rehabilitation services for severely handicapped indivi-uals,
wheq such services promise to improve tneir ability to function normally
.at home and in the community.

Milton Ferris, Chairman, Vocational Rehabilitation and Empleyrn.ent Com-
mittee, National Association for Retarded Children, stated that fifty percent
of six million retarded individuals are employable. From 1948 to 1970 less
than two.percent of all rchabilitz ats were retarded (34,000 of 1,600,U00).
The mentally retarded population encomnam\, more of the handicapped
population than practically all other d.lssbxlmw\combmed
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Congressmapn Stewart B. McKinney, Connecticut, testified that there are
Approxi y 125,000 to 150,000 spinal cord injured people in the
United States, with app«cximately 4,000 ne'y cases each year. Twenty
years aqo, spinal cord injured ususally died within a short period of time.
Today, modern medicine and rehabilitation are keeping them alive with
seventy-five percent of normal life expectancy in most cases. However,
only the very rich or the totally poor obtain suitable services, the nriddle
group, practically none.

John Kemp, Member, Board of Directors, Easter Seal Association, stated
that in 1972, two thousand affiliated societies of the National Easter Seal
Society for Crippled Children and Adults extended services to 378, 390
disabled children and adults. Services include physical restoration, special
education, vocational evaluation and training, vocational adjustment,
sheltered employment, camping, information, referral, follbwwup, trans-
portation, and equipment loans. All services are provided to any handi-
capped child or adult whose potential for self-realization arﬁd independence
can be enhanced. A cause and diagnostic lable, age and ecc)nomxc status
are not considered. *The past and current problems of tod?y in not pro-
'nding services to this group are primarily due to madequa‘te funding.
Edward C. Carney, Executive Director, Council of The l7iograms Serving
The Deaf, said that traditionally the deaf have been rec/éiving the short
end of services because deafness is not a visual handicap, its inherent
problems are less well understood, there are frustrating communication
barriers, a lack of recognition of the need to provide counseling to family
members, and other complicating factors. These caused rehabilitation
agencies to work with clients who were less djfficu} to serve.

/
Harold Russell, Chairman, President'’s Committe/é on Employment of the
Handicapped, testified that statistics from the United States Employment
Service are no longer particularly meaningful tz us since the socially and
culturally deprived, addicts and penal offendeys are now included as
“*handicapped placements”, while the total placement figures remain
generally the same. If our mail, the economic situation today and visits
of our staff to communities around the country are any indication, the
fact is fewer and fewer mentally and physically handicapped people are
being served by the Employment Service.

Irving Schloss, Legislative Analyst, American Foundation For The Blind,
said that State Agencies have not been serving the needs of the severely

e
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disabled because it becomes an arbitrary decision on the part of some
rehabilitation counselors that these people cannot be helped vocation-
ally, that they are not feasible for vocational rehabilitation services; and
then they are denied services. Rehabilitation counselors should be
allowed the time to adequately serve the severely handicapped. It will
take more time and more money to serve this population. Thousands

of severely disabled people who do not fit into the regular category of
Vocational Rehabilitation sérvices have rather desperate needs, yet have
been excluded from agency services. '

Ernest Weinrich, Assistant Director, Professional Services Program
Deypurtment, United Cerebral Palsy Association, New York City, stated, .
‘““Historically, because of the vast numbers of individuals needing help
under the Vocational Rehabilitation Program, those most easily assisted
have received services first. Because of the vocational thrust of the Voca-
tional Rehabilitation Program, traditional employment standards have .
been used to continue to exclude the severely disabled. Competitive
employment in the open labor market has been recognized and honored
as the only definition of work to the disadvantaged or the severely dis-
abled. The younger and the older severely disabled individual has been
excluded by state agencies traditionally by the individual state's limi-
tations on age and phasing out individuals with multiple and substantial
handicaps. The severely handicapped person has been deprived of the
opportunity to develop a feeling of self-worth and value because of the
emphasis and the mandate of traditional employment standards’’. He
added that in the years 1968 - 70 fewer than two percent of eligible
cerebral palsied adults needing Vocational Rehabilitation services even
saw a Vocational Rehabilitation counselor.

Additional factors cited in testimony as contributing toward the lack of
services to the severely disabled include the caseload per worker, the
pressure of supervision to close czses rehabilitated, the lack of staff for
adequate follow-up of the severely disabled who would need much more
than a thirty-day follow-up, problems of mobility and transportation for
the severely disabled. A review of the statements of the representatives
of the categorical severely disabled groups on a national level appearing
before the Committees indicates that only mininial and token services
have been provided traditionally to this population. In addition to these
specialized agencies, the Veterans Administration has provided services
to its ceverely disabled veterans. Where services were provided, they
consisted primarily of counseling and guidance, some physical restoration,
some training and possible placement in sheltered workshops. However,
the pressure of the “numbers game"' and the lack of funding and staff all
have been factors in not providing services to this population.
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Measurement of Client Change and Level of Functioning |

The purpose of this form is to document the client's present level of
functioning and indicate changes in the client’s level of functioning that
occur during the rehabilitation process. Items from the R-300 are used,
however, the bulk of the form is committed to counselor ratings of client
functioning in various areas.

Al scales arg five-point ratings with anchoring definition.. The definitions
are viewed as levels of functioning in relation to employment and are de-
signed to eliminate (as much as possible) the problems encountered in
loosely defined rating scales. v

Form A employs a rating-scale approach. Consider.ing the administrative
limitations as to time and availability of the client, especially at closure,
the source of information for an index of case difficulty and client change
was reduced to the counselor.

The problem was then to standardize counselor perception in such a way
that would allow comparison across counselors and caseloads.

Rating scales have been used with varying degrees of success in social work
and psychotherapy However, little has been done in rehabilitation to
develop rating scales for use in the everyday rehabilitation setting.

A major preblem in using rating scales is inter-raterreliability. From the
start, it was evident that the scales developed must avoid medical and
psychiatric terminology. Emphasis in the scales was placed as much as
possible on critical employment related behaviors. This emphasis directly
related to rehabilitation, and also reflected day-to-day conzerns of the
counselor. ’

Form A uses 23 five-point rating scales with anchoring definitions stated

as much ag possible in behavioral terms. Results of the reliability studies
ndicate that counselors could make reliable ratings using carefully anchored
rating scales. The answer to the question above then is - preliminary results
indicate that the use of behaviorally anchored rating scales may provide an
administratively feasible method of weighting cases and showing client
change.
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The second consideration then is to further test the particular scales
developed in terms of their relationship to case difficulty and client
change. The question is this - do the scales developed indicate case
difficulty and measure client change? Two forms are presertly being
tested in several states in an attempt to answer this second question. ‘
These studies will allow investigation of the power of demographic , |
variables as indicators of difficulty, rating scales as indicators of dif- s

ficulty, and combinations of the scales and demographic data.

Although the validity of the instrdment for measuring client change
rests mostly on the property of the content, the instruments wxll be
tested to see if they are sensitive to change. ’

Although it is not expected that the instruments developed will be
the solution to the problem, it is hoped that the results of the project
will indicate a realistic approach to weighing cases and measuring
client change. 1

l'l‘echnic'al information regarding the development and use of this
form is available from Lowell Lenhart, Technical Project Director,
« Department of Institutions, Social and Rehabilitative Services, P. O. Box
25352, Oklahoma City, Oklahoma 73125. .

-
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Counselor Client Date

State Agency Number 10 . Age Started Working

2. Case Number . Previous Agency Contact () Yes, 2 No)
3. Caseload Number 12. Marital Status (1 Married, 2 Widowed,
4, Status 3 Divorced, 4 Separated, 5 Never Married)
5. Reason for Closure (Only if " 13, —— No, of Dependents ‘.
6. Other than Status 26) 4, Age at Disablement
6. Age 15. —__ Primary Disability
7. Race (1 White, 2 Negro, 3 indian, 16.___________ Secondary Disability
4 Latin American, 5 Other) 17. _______ No. of Other Documented Disabilities
8. Sex (1 Male, 2 Female) 18.!— Weekly Earnings (Dollars Onty)

Referral Source
(* Use R-300 Codes, Okiahoma use R-105 Codes, Maryland use R-13 Codes, Utah use ORS-300 Codes)

. DIFFICULTY ONLY

A. Anticipated Chang{in Client's Level of Functioning During Services
A
\ : Alleviate

Improve Greatly

. Improve Somewhat

. Remain the Same

U"hw_h-‘-‘

. Deteriorate

B. Empioyment Prognosis

Presently employed in competitive labor market and will continue on same job or higher job
. Employable at former job or another job without training
. Vocational training r:guind; client t;as training potential
. Limited vocational training potential

Vb WN -

. No vo::ationalﬁtnining potential

C. Eniployment History; To An Employer, the Client's Past Work History Would:

1. Make a very favorable impression
2. Make a favorable impression

3. Seems adequate

4. Seems inadequate, but acceptabie with reservations .
5. Extremely bad employrvnt history

D. Availability of Facilities and Client's Attitude Toward Temporary Relocation (Minimum of three weeks)

1. All necessary facilities are available or client lgoks forward to temporary refocation
2}. Client accepts tempo;ary relocation.and.adjustment problems will.be relatively few or will
not be savere or client resists using available facilities
3. Client accepts temporary relocation but may have difficulty adjusting to his new surrounding
4. Client is reluctant to relocate even tompofarily and may encounter severe adjustment problems
5. Client strongly opposed to temporary relocation; adjustment problems would definitely endanger

E lC chances for success

Aruitoxt provided by Eic: :




E. Availability of Transportation

1.
2,
3
4.

Client has eisy access to an automobile or inexpensive public transportation

Client must be driven by family, friends, or use taxi, which are available

Client must be driven by family, friends, or use taxs, but these resources are not readily availabie
Many special considerations must be made by the counselor to provide transportation

57 Client is homebound or must rernain in a hospital or institution

1. EDUCATION

A.

meo ow

13 years and above

10 to 12 years

7 to 9 years

0 to 6 years

Special Education

111. ECONOMIC/VOCATIONAL STATUS

A,

ERIC

:

Vocational Level

Uob W -

"t oA W N

. Work Status

B W N

. Primary Source of Support

. Professional, Technical and Managerial

. Licensed or certified trades and crafts, or othes h?thy skilled work
. Semi-skilied and clerical

. Unskilled

. Disability status precludes employment

. Weekly Earnings

. $100.01 per week and atove -
. $70.01 per week to $100.00

. $50.01 per week to $70.00

. $10.01 per week to $50.00

. $10.00 per week and below

=

. Wage or salaried worker {competitive labor market) or self-empioyed (except BEP)

. Wag: or salaried worker (sheitered workshop}, state agency managed business enterprise {BEP)
. Homg¢ .:uker, unpaid family worker, not working student

. Trainee or w‘orker (non-competitive labor market)

. Not working other

s woN

Own Earnings

Dividends, interest, Rent, and Savings
Family and friends, or non-disability insurance (Retirement, Survivors, Annuity, etc.)
Disability and Sickness Insurance {S5D1, Workmen's Compensation, Civil Service, etc )
Public Assistance, Private Relief, or Resident of Public Inststution

Dependency of Chent on Others for Financial Support

D oa N

. Completely independent

. Approximately 25% of income comes from sources other than earnings
. Approximately 50% of income comes from sources other than earnings
. Approximately 75% of income comes from sources other than earnings

Totally dependent on 'scurces other than earnings




IV. PHYSICAL FUNCTIONING N

A..Gcmul Health Status Othar Then Disability

|

LS
2,
3.
4
$

B. Mobility

N & W N -

F eeis good most of the time; has feelings of vitality
Ganerally feels good, but reports minor problams that sesm ressonsbis
Mulitiple complaints, which'seem mostiy ressonable

. Multipie complaints that seem mostiy unjustitied by physical condition
. Muitipie compisints that seem totally unjustified by his physicel condition

. Tot:lly indspendent

. A'nbulatory, but somewhst restricted or with minimal use of devices

. Ambulatory with major devices, ss unassisted wheelchalr

. Ambulatory only with sssistance of another person, as essisted wheelichair
. Bedridden

C. Physical Independant for Tasks Mhnn Mobility

1.
2.
3.
4,
5.

Totally independant

Minimal assistance required

Dapendent for ans mejor or sevarsi minor tazks
Dapandant for seversi major tasks

Ccnttant need for sttendent services

D. Work Tolxuncc

B )
—_

N W -

Minimal restrictions to typa of work clisnt cen do

. Occupstions limited to light physicsl sctivity but abls to work fuli-time

. Sedentary work, low stress, or close supervision required; but abls to work full-time
. Unebls to work full-tima because of mantsl or physicai condition

. Current disability status precludes smploymant .

2. Prominance of Vocationally Handicepping Condition (Including Mantal and Emotional)

Hendicap is:

I

>

Hidden end cannot ba directly observed

. Hidden and would only be observed spisodically

Noticesbis only after a period of interviewing, or only slightly noticeabls
Marked and obvious, noticeabla st once and continuslly mnqmst
Msrked, obvious, and continuslly manifest and wlill be repugnant to most amployers

F. Compensatory Skiiis

“Hes developed in othar skill areas or with tha use of devices, simost total compansation &
for disability

. H;s signiticant davelopmant !n othar skill srses, or with the use of devices, abiiities which
halp compensats for disability

. No rasl developmant in othar skill srses and minimal usa of davices

. Soma deterioration in other skiil srass .

. Substentisl deterioration in other skill zrees o~




V. ADJUSTMENT TO DISABILITY

A. Identification with Worker Role

1. Client feels personal need to be independent, and do his share ‘[\«b
. Identity to worker role developing or deteriorated somewhat since disability but wants to work

. Weak identity to worker role, little idea of day-to-day work demands

2
3
4. Client has adjusted to being dependent; talks of working but is unconvincing
5. Client strongly identifies with handicap and clings to dependent role

B. Compatibility of Employment Expectations with Client's Personality and Physical Condition

1. Cliént seems ideally suited for the work he desires

2. Clignt's employment expectations are reasonable, although not ideal

3. Client has no ideas concerning possible vocational goals, or his ideas are more **day dreams”
than employment expectations

5. Client’s employmen{ expectations are so totally unrealistic and impractical, counselor must
work with other professional persons, agenciss, or insﬁutions before client can proceed in

@ A4 Client's employment/expectations are sery unrealistic and impractical
the rehabilitation process

C. Client’s Confidence in Himself as a Worker y

1. Highly favorable, client’s self-confidence inspires confidence from others

2. Client believes he can and will be a good employee in spite of his handicap

3. Client feels he will become a fairly good employee but exhibits little imtiative
4. Client excessively timid or shows unimpressive over-confidence

5. Client can never see himself as being able to hold a job

V1. SOCIAL COMPETENCY

A. Language Facility

1. Reads and writes well; has no trouble understanding and communicating common vernacular
and could learn to use technical language

2. Reads speaks, and writes adequately; has no parficular problem filling out employment appli-
cations, or holding job interview

3. Reads, speaks, and writes adequately for job applications and interview, but speaks slowly and
may have some difficulty with other than simple written instructions

4. Reads, speaks and/or writes poorly, and will have difficulty interpreting even simple written

- instructions

5. Almost complete lack of language, functionally illiterate, extremely smail vocabulary

B. Decision-Making Ability . .

Takes strong active role in decision-making
. Slow to make decisions but makes his own decisions

_.L,g,n.
—_ 2

3. Wants others to make decisions but will take some part in decision-making process
T |

5

(]
. Others make decisions for him and maniige his persona! affairs
. Will neither !lelp make decisions not take action on help from others; counselor must work
with other professional agencies, persons, or institutions before client can proceed in the
rehabilitation process )
Q N .

ERIC
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C. Rojs in Family

. Assumes appropriate role

. Asfumes apprbpriate role but some counselor reservation

. Participates in famitial atfairs but evidence of underiying ambivaience toward family
Refuses to assume appropriste role '
. Conscious effort to disrupt family ) t

w s W -

D. Famity Support —e

1. Good; family shows grest deal of understanding of client; very supportive and hefpful

2. Moderate; although not ideal, support is adequate )

3. Faig; su‘fpkrt given but is inappropriste; evidence of underlying ambivalence on the part "
of the family

4. Poor; support given but there is definite indifference on the part yf the family toward
client or hi€ rehabilitation (}

5. Very poor; family definitely non-supportive, strong opposition

P




On the top of the first page is simple demographic and identification data:

10.

1.

12.

. over two mgnths. If never employed enter 00.

EXPLANATION OF ITEMS ON FORM A

Counselor - Counselor's name ) .
‘Client - Client's name
Date - Date form is-filled out . \ -

State Agency Number - Your State Agency number

Case Number - The case number you have assigned the client for your
agency's purposes

Caseload Number - Counselor’s caseload nur.'nber

-

Status - Client’s present status code

Reason for Closure (Only if Other than Status 26) - If the case is active /
or closed in Status 26 enter 0; otherwise, use appropriate code. (Use

R-300 Codes. Oklahoma use R-105 Codes, Maryland use R 13 Codes,

Utah use ORS-300 Codes.)

»

Age - Client's-present age

Race - Code - Enter ] for White, 2 Negro, 3 Indian, 4 Latin American,._
S Other ‘

Sex - Enter 1-for Male, 2 for Female

Referral Source - Code - Jse R-300 Codes (Oklahoma use R-105 Codes,
Maryland use R- 13 Codes Utah use ORS-300 Codes ) 6

Age Started Working - Client’s age when he started his first job lasting

)
Prev)bus Agency Contact Enter 1 for Yes, 2if No. Enter 1 (Yes) on },

if formal application for services was made

Marital Status - Use Codes 1 Married, 2 Widowed, 3 Divorced, 4 Sepa-

rated, 5 Never Married. o ",

’
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13.

14.

15.

16.

17.

18.
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No. of Dependents - Number determined in the same manner as R-300
(Oklahoma R-105 Codes; Maryland R-13 Codes, Utah ORS-300 Codes:)

Agé at Disablc;rment - Age at onset of disability. If there was a gradual
deterioration of the client’s condition, use age at which the client first
showed signs of functional deteriora}ion.

>

Primary Disability jlient's primary disability Code.

‘Secondary Disability - Client's secondary dxsabxlxty code, if any; other-
wise anter 00C.

No. of Other Dccumented Disabilities - Enter the number of disabili-

ties which are documented in the case record, if any. Otherwise, enter
0.

Weekly Earnings - Dollar amount of weekly earnings {leave off cents)._

4

DIFFICULTY ONLY - these items are added to the instrument to give
*a clearer idea of difficulty at intake into the progrgm. These five items

are differentiated from the rest of the items in that risher than estab- -
lishing a level of functioning, they are predictive in nature. With the
addition of these items, a clearer picture can be obtained not only a
to how much change will be required, but also the difficulty with

which those changes will begmade. .
A.Zs Anticipated Change in Chent s Level of F uncuomng Dunng
Services
_ L Alleviate :
2. Improve Greatly
3. Improve Somewhat N

4. Remain the Same
5. Deteriorate

-~

This is a prediction of the client’s level of functioning as reflected by
available informaqon in relation to the disability after services. With
training, devices, and treatment, the limiting effects of many disabilities
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<
will be at least “‘Improved Somewhat’” However, 1n some cases, the
counselor must develop skills 1n areas not directly related to the dis-
ability  As an example, a bedridden client’s major handicap in a -
functional framework might be his lack of mobility. At closure, he
may use a wheelchair unassisted, in which case he has **improved
Greatly.”" If he still needs quite a bit of attendant services, he may
have "“Improved Somewhat.”" If this chient will still be bedridden,
he could etther ““Remain the Same’ or 'Deteriorate” although
important wsrvices were provided

N
B. Employment Prognosis .
1. Presently employed in competitive labor market and
will continue on same job or higher job .
2. Employable at former job or angther job without
training
3. Vocational training required /client has training
potential | '

—— e 4 Limited vocational training potential
5 .No vocational training pgtential

This item s fairly well sel‘f~explanatory. It should be noted that the
prognosls should be based on the client’s capabilities “Limited vo-
cational training potential”’ should not be checked because of a
motivation deficiency, but because a limitation in physical or mental
capacity exists,

C. Employment History: To An Employer, the Client’s Past Work
History Would

Make a very favorable impression

Make a favorable impression

Seems adequate

Seems inadequate, but acceptable wit}‘r'ﬁservation
Extremely bad employnjent history

This item felies on the counselor’s judgment of the client’s work
hitory  The counselor 15 to put himself in the position of the
aver&'qé employer and ask himself what kind of impression the
chent’s work history will make. Because a history of institution-
alization for mental illness or police record can present a handicap




to employment in itself, it would be rated along with actual work
history. For example, a client newly released from prison would be
rated at level 5, even if he has an otherwise good work history.

D.  Availability of Facilities and Client’s Attitude Toward Temporary j
Relocation (Minimum of three weeks) |

|

\

1. All necessary facilities are available or client looks
forward to temporary relocation ‘
—————2. Client accepts temporary relocation and adjus. ~nt
\ \ . problems will be relatively few or will not be sévere .
or client resists using available facilities ,{
|

3. Client accepts temporary relocation but may have . )
. difficulty adjusting to his new surroundings ' :
M / ' ————— 4. Client is reluctant to relocate even temporarily and _ //// .
K / may encounter severe adJustment problems .
. Client strongly opposed totemporary relocation;

\ / adjustment problems would definitely endanger
chances for success / : .

'I'hlsixtem is mtended to reflett problems that maxariée due tolack of

~ facilities necessary for helping the glient. It should be remembered that \
this item does not refer.to facilities in general, but those needed for K
working with this particular client. If the necessary facilities are avail- :{
able or relocation will be short (less than three weeks), check level 1, or .

- level 2 if the clientr.zists use of available facilities. If the client must
-temporarily relocate, the second element tu consider is the client’s ‘ .
attitude and potential adjustment problems. Affecting adjustment »
problems may be client’s ability to adjust, presence of counselors at
the facilities; or a close relative near the facility.

|
S~
[$)]

. . E. @ Availability of Transporation

. I C’ient has easy access to an automobile or inex-
pensive public Jfansportation ‘ o
2. Client must bq driven by family, friend$, or use ¢ -
.. taxi, which are available - ' /
— =3 Client must be driven by. family, friends, or use . -
taxi, but these resources are not réadily avaxla'ble
4, Many specxal considerations must be made by the
counselor to provide transportation
5. Client is homebound or must remain in a-hospital . e e

or mstltunon
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This 1tem 1s concerned with how well the cht\em can move about in
the community, get to and from renabilitation facilities, job inter-
views, etc Level | relates to the chent who is mobile, erther because
he owns or has use of an automﬂ;ﬂe or can use relatively imexpensive
public transportation without problem. At level 2, the client has less
mobulity than at level 1 due to the dependence on family, friends, or
taxi service, but wie resources are readily available and represent an
inconvenience rather than a rea! problem A level 3 the chient may
ve 1n sums general physical o mental condition v in level 2, however, T
because of the famuly situation, lack of money for taxi, spezial vehicle
requirements, eic , lransportation presents a significant problem  Level
4 refer< to the client for whom the counselor must darrange or provide
transportaticn because of the chient’s physical or mental disability.
Level 5 represents the mstitutional, hamebound, ot mhelrwxse totally

immobile chent ‘\
|

Il EDUCATIOf

A 13 years und above
it 10 to 12 years

C  _  Tw9yer,
VR _Oto 6 years
E _ Special iducation

The number of years of naimng the thent ha. had in formal chool.,
either grade sch o, secandary, high schoof or college  Kemediel edu
cation should be scored as special education 1f a G.E.D Certificate
was obtained, enter as 12 years of scheoling

1t ECONOMIC/VOCATIONAL STATUS

A Vocational Level

e | Professional, Technical and Manager:al

2 Licensed or certified trades and crafls, or other
highly skilled work

3 Sern: szilled and clencal

4 Unskilled

9

Disbihty status precludes e nployment

t} Vorational Level refers to the type of job the chent could or 1s presently
holding: that is, the job the chient 1s presently capablé of holding  Level 1
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: is professional {doctors, lawyers, educators, counselors, etc.), highly
technical (engineers, architects), and managerial (managers, account-
ants, officials). Level 2 is skilled labor. These occupations are usally
licensed or certified by federal, state or local governments or a trade
association; however, exceptions to this rule of thumb must be made
in certain cases such as farmers or farm workers who may fall at any
level, and certain types of secretaries whose work and salary may
place them in level 2 or level 1. Level 3 relates to semi-skilled occu-
pations that require a minimum of training at least at entry level
jobs. An apprentice would be rated at level 3 until he receives his
N journeyman'’s license. Level 4 is unskilled labor and work which
< requires no formal training over two weeks or only a short on-the-
job orientation period is required. At level 5 the limitations imposed
by the client’s disability prevent him from maintaining employment.
| If the client is unemployed but could perform unskilled labor, rate
“him at le\‘}qf 4 or the appropriate level for the job he could presently
perform,

o

B. $ Weekly Earnings

Ay

— . 1. $100.01 per week and above
_ 2. %$70.01 per week to $100.00
3 $50.01 per week to $70.00
4. $10.01 per week to $50.00
5. $10.00 per week and below

——

In this item, simply. check the appropriate range for the client’s weekly
earnings. ‘

C. Work Status

1. Waye o salaried worker (competitive labor market)
or self-eraployed (except BEP)

2. Wage or salaried worker (sheltered workshop), state
agency managed business enterprise (BEP)

3. Homemaker, unpaid family worker, not working
student

4 Trainer. or worker (non-competitive labor market)

5. Not working other o

*
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The items in this level correspond with the R-300 (Oklahoma R-105,

Maryland R-13, Utah ORS-300) codes with level 1 being codes | and o
3; level 2 being codes 2 and 4; level 3 being codes 5,6 and 7;level 4 -
being code 9, and level 5 being code 8. |

D. Primary Source of Support

1. Own Earnings

2. Dividends, Interest, Rent, and Savings

3. Family and friends, or non-disability insurance

e e - -- - {retirement, survivors, annuity, etc.)

4. Disability and Sickness Insurance (SSDI, Work- ‘
men's Compensation, Civil Service, etc.)

5. Public Assistance, Private Relief, or Resident of
Public Institution

Primary source of support refers to largest single source of mcorie
regatdless of the amount it contributes to his total income. Level 1
and level 2 are self-explanatory. Level 3 includes not only family

N ) and friends, but also non-disability related insurance, that is, the

\ , reason the client 1s receiving benefits has nothing to do witt 4is

\ disability. Level 4 is disabiliiy or sickness insurance of all types,

while level & relates to those clients who are dependent on public

or private relief agencies or residents of public mnstitutions.

e

E  Dependency of Clien. on Others for Fiancial Support

——— 1. Complétely independent
2 Approximately 257 of income comes from
sources other than earnings
Approximately 50% of income comes from
sources other than earnings
) 4 Approximately 75% of income comes from
. - sources other than eamings
AN 5 Totally dependent on =ources other than
earninigs

[

This item seeks, a finer measure of the chent's fimancial independ
ence than can be aferred from “Weekly Earmings' alone  Finan
cial independence refers to the chent’s abilhity to provide for
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himself without relying on others. !f a client receives money from

an outside source such as a relative, dividends, etc., but the client
could live cn his own earnings, he would be classif: ied as “Completely
independent”’. If ﬂ)é chem must rely on non-monetary support such
as free child care or medlcme he would be classified in the appropriate
category relative to the approximate amount these services would cost
the client if he could afford to pay for them himself Homemakers
and unpaid family workers at closure will be rated as completely de
pendent, if unpaid

PHYSICAL FUNCTIONING

A. General Health Status Other than Disabihity

1 Feels good most of the time; has feelings of vitahty

2 Generally feels good, but reports minor problem’s
that seem reasonable 4

3 Multiple complaints which seem mostly reason:ble

4. Multiple complaints that seem mostly unjustfied
by his physical condition ‘

5 Multiple complaints that seem totally unjustified
by his physical condition

/
This item 1s intended to qive a general 1dea of the client’s! fhealth other
than problems directly a function of the disability. The last two levels
are distinguished from the first three by. the elzment of doubt con:
cerning the legitimacy of the complaints A client checked at the last
two levels would be one who impresses the counselor as 2 hypochon-
driac, one who tends to be a complamer, or who tnes to hide behind
many chronic, apparently imru}ﬂﬁc complaints

B Mobiuty »

i Totally independent

2 Ambulatory, but somewhat restricted or with
minimai use of devices

3 Ambulatory with major devices, as unassisted
wheelchair .

a4 Ambulatory only with assistance of another

person, as assisted wheelchar
% Bedndden
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1
1

Ambulatory has to do with the person’s ability to move about in a ‘ I
limited ares such as a shop, office building, school, or hospital. |
“Totally indepenident” would be checked for a person who moves |
about with normal speed and agility for a person of his age. “Am- '
bulatory, but somewhat restricted or with minimal use of devices”
would be a client who walks slowly, uses a brace, cane (not blind),
hmps, or an appliance that does not have the bulk of a wheelchair
or walker. "“Ambulatory, with major devices, as unassisted wheel-
chair’" refers to larger devices, cane {blind) or several smaller devices
(as double 1€qg braces and crutcht’eé), but retains the aspect of inde-

- pendence from-help from other people, which-distinguishes the -
level of *Ambulatory only with assistance of another person.”
“Bedridden’ refers to a client who for all practical purposes is
confined to a bed.

4

C Phyﬁical Independence for Tasks Other than Mobility

! Totally independent

2 Minimal assistance required

3. Dependent for one major or several minor tasks
4 Dependent {or several major tasks

5 Constant need for-attendantservices™ -

o~ P
-

—

Physical Independence in this category is exclusive of the area covered
by the item of “Mability’’. ‘Bhis iteth covers self-care activities, ‘ariting,
reading and other basic skills. To rate this 1tem, the rater should rate
the prob!en—? in terms of minor tasks being a smqll inconvernience, and
major tasks being 4 significant periodic inconvenience to the employer
or coworkers

[ Work Tolerance

——————

o | Mimimal restrictions to type of work client car do

2 Oceupativns limited to light phyxical activity but

" able 10 work fulltime

%. Sedentary work, low stress, or cloge supervision
required, but able to work full-time

4. Unable to work full-time because of mental or
physical condition ’ Pa

5. Current disability status precludes employment

W
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Work Tolerance refers to limitations as to the types of work a client
can do and the time the client can stay on the job. The first three
levels refer to limitations as to the type of work the client can do.
If the client can do only sedentary work, increasing severity is
reflected in the time a client can stay working. In-reference to’
mental disabilities, a client who could work a regular full-time job
but requires low stress, close supervision, or other special job con-
ditions, would be rated at level 3 ‘‘Sedentary work, low stress, or
requires close «upervision, but able to work full-time."

E. Prominence of Vocationally Handicapping Condition (Including
Mental and Emotional) Handicap is:

it

Hidden and cannot be directly observed

. Hidden and would only be observed episodically
Noticeable only after a period of interviewing, or
only slightly noticeable

Marked and obvious, noticeable at once and con-
tinually manifest

5. Marked, obvious, and continually manifest and
will be repugnant to most employers

R

o

How obvious the handicap is should be rated as it might be noticed -
by a potential employer. The 1gst definition might be considered as
handicaps that would preclude saleswork or occupations involving a
great deal of public contact.

F. Compensatory Skills -

1. Has developed in other skill areas or with the use
of devices, almost total compensation for disability

2. Has significant development in other skill areas, or
with the use of devices, abilities which help com-
pensate for disability

3. No real development in other skill areas and mini-
mal use of devices

4. Some deterioration in other skill areas

5. Substantial deterioration in other skill areas

Compensatory skills are those skills and techniques the client has
developed to help overcome the limiting effects of his disability.

T T
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The use of devices, physical development, or learnmq}t ways to |
accomplish old tasks are examples of compensatory skills. The key |
to this item is how much has the learning of new skills reduced the

limiting effects of the disability? Learning new job skills to compen-

sate for loss of old Job skills is not included in this item, however,

social adjustment training could be compensatory skall for a client

with a behavior disorder, or a mental patient

ADJUSTMENT TO DISABILITY \ |

*

A ldentification with Worker Role e

1. Client feels personal need to be independent, and
do his share

2. ldentity to worker role developing or detertorated
somewhat since disability but wants to work

. 3 Weak 1dentity to workér role, little 1dea of day to-

day work demands

4 Chent has adjusted to being dependent, talks of
working but 1s unconvincing &

5 Chent strongly identifies wath handicap and chings
to dependent role

The client'’s attitude toward dependency and the worker role 15 rated
fraom a personal need to be independent 14 a total hife style and per
sondl orientation butld around the dependency caused or excused by
the disabiity  The second level differentiates clients who are i the
process of solidifying their identity to the worker role and clients
who formerly had a strong worker 1dentty?which has weakened sorne-
what smce the onset of the disabthity, however, the clients at the third
level have developed at best only a weak 1dentity as a worker and 15
differentiated from level 2 by the absence of developing in a positive
direction or the absence of a basic worker idenuty Clients at level ,f
4 have adjusted to being dependent and may talk about working,
however, this seems only for the benefit of the counselor and 18 un
convincing  Level 5 15 distinquished by the intensity and more total
mnvolvement of the chent with the dependency role
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B. Compatitility of Employment Expectations with Client’s ‘
Personality and Physical Condition ‘

2. Client's employment expectations are reasonable,
although not ideal

3. Client has ng ideas concerning possible vocational
goals, or his ideas are more ‘‘day dreams” than
employment expectations

4. Client's employment Pxpectatlons are very unreal- »

"~ istic and impractical ) N

5. Client's employment expectations are so totally un-
realistic and impractical, counselor must work with
other professional persons, agencies, or institutions
before client can proceed in the rehabilitation process

1. Client seems idea]ly suited for the work he desires
|

|
|

Compatibility of employment expectations with personality and physical '
condition covers not only the area of realistic understanding of the phy-
sical limitations of the disability, but also the understanding of person-
ality strong and weak points in relation to employment. The first level
refers to individuals who have realistic concepts of their limitatious and
themselves, as differentiated from clients having a reasonable-vocational
goal, but not as well integrated with aptitudes, abilities, and interests.
Also, the second level would cover a vocational goal which seems reason-
able to the counselor; however, he has some reservations. The third level
pertains to clients havmg no firm 1deas as to what they should do or who
state unrealistic employment exp'-ctatmns which *he client gives up when
questioned closely. The fourth level deals with the client who not only
alistic and impractical goals, but also beheves they are realistic,
. resuiting\n a significant barrier to the client’s rehabilitation. A client

should no. be placed accordingly in the last level unless hik unrealistic

outlaok is symptomatic of a larger loss of contact with reality. In this

case, the counselor will be acquiring sl;ort -term therapy or be working

sxmultaneously with a mental institution or mor\tal health agency.

C. Client's Confidence in Himnself as a Worker

l. Highiy favorable, client’s self-confidence inspires
confidence from others
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2. Client believes he can and will be a good employee
in spite of his handicap .
: ~ __3. Client feels he will become a fairly good employee F;
4 but exhibits little initiative '
- 4. Client excessively timid or shows ufimpressive over-
confidence
5. Client can never see himself as being able to holfa
- job

Y This item deals. with self-confidence and self-concept in terms of the
client’s perception of himself as a worker or ability to get a job done.
The first level refers to those clients who can take :nitiative and inspire
others to have confidence in him. The counselor often has clients who
“talk a good stick” but leave the.counselor with many reservations, or
the counselor feels the client is trying to put something over on him.
This client reaction is equivalent to excessive shyness and timidity and *
“ should be rated in level 4. Levels 2 and 3 fall in between being differ-
AN - entiated by the amount of initiative the client feels he can take. Level
. 5 refers to those clients who are self-deprecating to the extreme, and
as a result of this feeling of failure, the client will probably leave any
job he is placed on at the first bit of rough going and feel he has proved
what he has known all along — that he is destined to be a failure.

VI. SOCIAL COMPETENCY

A. Language Facility

1. Reads and writes well; has no trouble understanding
and communicating common vernacuiar and cou!d
learn to use technical lanquage
2. Reads, speaks, and: writes adequately; has no partic-
ular problem filling out employment applications, .
or holding job interview
3. Reads, speaks, and writes adequately [or job appli-
cations and interview, tut speaks slowly and may
have some difficulty with other than simple written
instructions
4 Reads, speaks and/or writes poorly, and will bave
difficulty interpreting even simple written nstruc
tions
5. Almost complete lack of languaye, functionally
'iterate, extremely small vocabulary

-,

N
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1
|
|
|
1
\
This item deals with basic lanquage skills needed on the job. The |
first level covers not only very fluent clients, but also any client who ‘
can express himself clearly jf client’s vocabulary is not large. The ‘
second level is for clients w%c-ruie of language is adequate for job
interviews, filling out applications, and making business telephdne 1
- calls and following most written mstruc;xons Clients raled in level l
A 3 would have difficulty interpreting complex instructions and would
- be limited to low level office work. A client at lavel 4 would have a l
' great deal of trouble filling out job applications and holding a good .
interview; on the job, he may have trouble following even simple
_ written instructions. The last level refers ta clients who have ex-
4 tremely limited verbai as well as written vocabularies.
|
C. Rolein Family

e | ASSUmes appropriate role

2. Assumes appropriate role but some counsaior
reservation

3. Participates in familial affairs but evidehce of

- underlying ambivalence towards family

4. Refuses to assume appropriate role

’ 5 Conscious effort to dusrupt family

o The «ppropriateness of the client's role in the family can be a difficult

- area to rate because of variations in age, sex, race, and physical and
emotional condition of the other family members The distinction
between level 1 and level 2 is.made basically on how tho rater feels

. about his judgment. In these two levels, the clienit seems to assume

the appropriate role for his particular family situation, but level 2
represents a somewhat guarded judgment. Levsl 3 has the client
participating in family affairs, but only at a superficiai level when it
seems unjusiified by the family’s reaction to the chent, while in levet .
4 not even superficial participation is present. Level 5 refers to chents
actlvely trying to disrupt the family, arid may be seen as a psychiatne
problem. Remember that the Appropriateneas of the role the client
plays is what s beinY rated and, in some instances, a ! client who is un- .
involved with his family may, because of the emotional climate at
home, be rated on level 1 or 2. Persons other than biological parenis
may be rated as family if they perform the f‘amily's function in rela.

| tion to the client If the chent has no immediate family, rate him at

T Jevel 2.

A
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\ ' D. Family Support ‘ : -
. '_“'_". . :
+ ——— 1. Good; family shows great deal of understanding

of client; very supportive and helpful
2. Moderate; although not ideal, support is adequate
3. Fair; support given but is inappropriate; evidence

itation
5. Very pocr; family definitely non- suppornve strong
. opposition

o

Family Support is rated not only by whether support is given, but also ,

whether it is appropriate or not. By rating the item in this manner,

information reflects the understanding of .the client by his family and
israted along with the presence of active support. The client’s family
can be every bit as unrealistic about the client’s disability and capaci-

ties as the client himself. At the first level, the family is very involved

and shows a good understanding of the client’s situation. In level 4,
the tamily support is still adequate, but does' not show the quality in
understanding of the client and/ot appropriateness of the support that
exists at level 1. The third level refers to the family who wants the
client to live up to thelr expectit;%vz, which are out of touch, either
high or low, with the client’s capdbilities. The fourth level represents
superficial support that only serves as a cover-up for underlyiﬁg in-
difference. At level 5 the family offers active opposition and wants
to keep the client 'dependent on the family. If the client has no

family, place him at level 3, because he does not have the positive

effect of a supportive famfly. Persons otger than biological parents
may be rated as family jf fhey perform the famxly s functlon in re-

lation to the client. .

A3

of underlying ambivalence on the part of the famijy
4, Poor; support given but there is definite indifference
. on the part of the famMly toward client pr his rehabil-

/
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. APPENDIX D

MEMBERS OF PRIME STUDY GROUP 1 - ’ b

Reeves, Pat
(General Chairman)
« 7515 East 17th Street
Ancharage, Alaska 99504
L ) .

Zawada, Adam R. -

(Chgirman, Prime Study Group)

Directer of Planning and Research
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