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SECTION I 
INTRODUCTION 

The purpose of this introductory section is twofold: 1) to provide some 
background to circumstances surrounding the origin of the Minnesota OCD-BEH 
Project; and 2) to trace the Project's early development and initial efforts to 
conceptualize a model of a statewide service delivery system . 

ORIGINS OF THE PROJECT 

A discussion of the OCD-BEH Project's origins and early development is 
presented not only to provide a frame of reference but also to afford the 
reader an opportunity to examine and evaluate the planning and decision-making 
process, and the outcomes of that process, which led to the models that were 
ultimately conceptualized, implemented, and evaluated. The effort to resolve 
the practical and conceptual problems which confronted the Project staff early 
on was a valuable learning experience for the staff, one that may have a good 
deal of relevance for others who find themselves facing similar situations. 
This is not to imply that the decisions made and the directions taken by the 
Project staff were necessarily the most appropriate. The reader must make this 
judgment and retain what seems useful while discarding or further evaluating 
that which is questionable. 

Prior to 1972, Project Head Start and other programs (e.g., Home Start, 
Parent and Child Centers) under the auspices of the U.S. Office of Child 
Development did not have specific recruitment guidelines for the inclusion 
of handicapped children. Although some Head Start programs had enrolled handi­
capped children, it appeared that programs typically had not made a conscious 
effort to recruit children with severe handicapping conditions. In 1972, the 
U.S. Congress amended the Economic Opportunity Act with the mandate that Head 
Start must make no less than ten percent of its enrollment available t0 handi­
capped children. In order to monitor this nationwide enrollment figure, the 
Office of Child Development first mandated that each of the Office of Child 
Development regions throughout the country was to meet the "ten percent" figure. 
The interpretation currently is that each state Head Start/Home Start network 
must have at least ten percent of its enrollment comprised of handicapped 
children. 

The intent of this legislation was that handicapped children were to be 
served in the same setting as non-handicapped children and that Head Start was 
to work in close cooperation with community based organizations in developing 
plans to expand Head Start services to preschool handicapped children. Randi-­
capped, as defined in the legislation is, '' ... mentally retarded, hard of hear­
ing, deaf, speech impaired, visually handicapped, seriously emotionally dis­
turbed, crippled, or other health impaired children who by reason thereof re­
quire special education and related services". 

In June 1972, following the congressional mandate to Head Start, the 
Director of the Office of Child Development announced an experimental effort, 
"New Approaches to Providing Services to Handicapped Children", to begin in 
1973. Subsequently, fourteen experimental projects located in different parts 
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of the country were funded by OCD. The overall goal for these projects was the 
development of replicable approaches or models for the integration of handicapped 
children into Head Start programs. The objectives for the accepted project pro­
posal for the OCD-BEH Collaborative Project in Minnesota ·were developed through 
the combined efforts of the Minnesota Governor's Office of Economic Opportunity, 
the Minnesota Head Start Training and Technical Assistance Committee, an ad hoc 
advisory committee and with assistance from the Region V Office of Child 
Development and the UNISTAPS Project (an existing BER Project in Minnesota). The 
Project was entitled the OCD-BEH Collaborative Project for Head Start Children 
with Special Needs. The BEH collaboration was to be with the UNISTAPS Project 
based in the Twin Cities. 

The then Governor's Office of Economic Opportunity (SEOO), located in St. 
Paul, was named the grantee for the OCD-BEH Project. This office was also the 
grantee for the Minnesota Head Start Training and Technical Assistance Program 
which had been invited by the National OCD and National BEH to assume respon­
sibiltty for developing the OCD-BEH Project in Minnesota. It was assumed that 
this combining and centralizing of programs would provide more coordinated, con­
sistent delivery of services to the local Head Start programs. This assumption 
proved to be an extremely valid one as time went on. 

The accepted project proposal generally reflected the experimental goals 
and objectives suggested by the NationaJ Office of Child Development. Basic­
ally, it outlined approaches for delivery of direct clinical services to handi­
capped Head Start children and their parents, and training/consultative ser­
vices to Head Start personnel throughout the state. The proposal identified 
five types of handicapped children as the primary targets of the Project's ser­
vices; these were----"speech impaired, hard of hearing, deaf, mentally retarded 
and seriously emotionally disturbed". The selection of these types of handi­
capping conditions had apparently been based mainly on an informal needs 
assessment by Minnesota Head Start directors. The directors and members of the 
committee who developed the proposal felt that children with these handicaps 
were most prevalent among enrolled handicapped children, and would be most pre­
valent if provisions were made for enrolling more handicapped children in Head 
Start. 

The first three target types of handicapped children, i.e., speech impaired, 
hard of hearing, and deaf were to be provided direct services throughout Minn­
esota by two speech pathologists. Retarded and emotionally disturbed children 
in Minneapolis and St. Paul Head Start programs were to be served full time by 
one psychologist and part time by another psychologist who would also have ad­
ministrative duties as the director of the OCD-BEH Project. The proposed direct 
service duties would have given the two Project speech pathologists each a case­
load that was roughly estimated to be 130 children (and their parents) who would 
be attending Head Start programs scattered throughout all geographic areas of 
Minnesota. The two Project psychologists would share a caseload of approximately 
25 Twin Cities Head Start children and their parents. 

Although direct services (e.g., screening, assessment, treatment) to handi­
capped youngsters was to be the primary function of the four Project staff mem­
bers, training and consultative services to Head Start personnel and parents, 
as well as coordinating efforts with other resource agencies were additional re­
sponsibilities of the staff. It was indicated that the psychologists should 
serve as consultants to outstate programs as time allowed and as problems 
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appeared ~n these programs. Other resource agencies were to be mobilized to 
provide direct. service to Head Start children and training to staffs as situa-­
tions demanded and service was available. Agencies suggested for this purpose 
were the ~Unnesota Department of Education, the UNISTAPS Project, Minnesota 
Department of Public Welfare, Minnesota Easter Seals, area mental health pro­
grams, and the Department of Public Health. To facilitate coordination, sev­
eral of these agencies were to have representation on an advisory council for 
the OCD-B.EH Project. (Head Start staff personnel and parents would also have 
representatives on the council, along with State Head Start Training and Tech­
nical Assistance Program representatives). 

A final component of the Project staff's duties was evaluation. Evalua­
tion was to be performed in two different ways: first, to determine achievement 
of objectives as written in the proposal and second, to assess the value of 
this overall approach to programming in meeting the needs of the handicapped 
child. It was implied that the latter type of evaluation would be conducted 
by independent evaluators, with input from Project staff and Minnesota Head 
Start personnel. 

In making final comments on the duties of Project staff the drafters of 
the proposal did allow for some flexibility in terms of the actual means adop­
ted to implement the proposed proj ect-·--"specific methods of operating or meet­
ing the goals of the program will also be determined by the staff that is re­
cruited, utilizing their expertise in the most efficient manner". 

Thls, then, was the charge to the four OCD-BEH Project staff members 
ultimately hired: to carry out (and evaluate) the above kinds of activities 
designed to accomplish objectives related to the overall goal of integrating 
handicapped children into regular Head Start programs. The focus of the ac­
tivities was to be on provision of direct services to speech impaired, hard of 
hearing, deaf, mentally retarded, and seriously emotionally disturbed Head 
Start children. An estimated minimum of around 300 children would comprise 
the target population. Also considered as part of the total population were 
the parents of handicapped children and the staffs from the thirty-five Head 
Start programs (200 centers) in Minnesota. In numerical. terms, the inclusion 
of these people in the target population multiplied several times the number 
in the to al target group. Another relevant factor was that the people who 
made up a major portion of the proposed target population, i.e., speech and 
hearing impaired children, their parents and teachers, were predicted to be 
fairly evenly distributed geographically across hundreds of miles in Minnesota. 
The Proj e.ct was to be. truly a statewide effort. 

EARLY DEVELOPMENT 

The. proposal for the OCD-BEH Project was approved and funded by the U.S. 
Office of Child Development in April of 1973. Project staff were hired at 
different intervals during the ensuing months, and year one, the planning year 
of the three year effort, was begun. 

The staff's early days and weeks were devoted to studying the Project 
proposal; learning about the philosophies, goals, and organization of Head 
Start; getting to know Head Start personnel and children; investigating poten-­
tial resources that might be mobilized for Head Start; and closely inspecting 
the map to get a feel for the logistics involved in implementing the plan 
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called for in the proposal. As this process progressed, the wisdom of housing 
the Project staff with the State Head Start Training and Technical Assistance 
staff soon became apparent. The knowledge and insights of this staff, were, 
and continued to be, invaluable to the Project personnel .. In addition, the 
opportunity afforded for, and the necessity of, coordination of activities con­
ducted by both groups was evident early on. 

On-site services to Head Start programs were first provided to the two 
programs in Minneapolis and St. Paul •. This was a- somewhat fortuitous circum­
stance since the first staff member to actually begin working for the Project 
happened to also be the psychologist who was to work full time with the Minn­
eapolis and St. Paul programs. This circumstance is mentioned because it had 
some bearing on the directions which the Project eventually took. 

In addition to becoming acquainted with Twin City Head Start personnel 
and program operations, the initial activities of the Project psychologist 
focused to a great extent on resource mobilization. This was seen as an attempt 
to play a supportive and facilitating role with the two Head Start programs 
which had already begun to seek out additional resources to help meet the 
handicap mandate. As other Project staff were hired, some of their first ex­
periences were also involved in this effort. These experiences enabled the 
staff to begin assessing the amount and type of service that would be required 
of Project staff versus the amount and type of service that could be provided 
by other resource agencies in the metropolitan area. Because it appeared that 
many previously untapped resources could be mobilized by Head Start and that 
service which had been obtained in the past could be expanded, this effort con­
tinued with the metropolitan programs throughout the first year of the Project. 
Increasing numbers of psychologists, social workers, speech clinicians, nurses, 
special educators and other clinical specialists from a variety of agencies 
provided a wide range of direct, training, and consultative services to the met­
ropolitan programs during the first year. 

While continuing to facilitate greater resource mobilization, the Project. 
psychologist who worked with the Twin Cities Head Start programs began to assist 
one of these programs in developing a case management team approach to working 
with special needs children. Some staff members of this program expressed the 
concern that because of the broad-based nature of the program there was a need 
for greater communication and organization among staff when attempting to meet 
the individual needs of children and their families. In this particular pro­
gram there was, in addition to the director, a coordinator for each of the four 
program components universal to all Head Start programs, i.e., education, health 
service, social service, and parent involvement. The coordinators, plus a staff 
speech pathologist and the program's teachers were all included on the team. 

The case management team approach was viewed as a method of using exist-
ing staff to mobilize services from community resources, to accomplish the screen­
ing of children, to make appropriate referrals for diagnosis and treatment, to 
plan the overall management of a child's program, and to help ensure that all 
people directly involved with a child and his/her family knew what was happening 
with that child at all times. By way of this process, it was assumed that the 
ultimate objective of "classroom integration" would be better achieved. With 
assistance from the Project psychologist, this case management team approach be­
gan to evolve and show promise during the first year. 
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Other early developments paralleled those described above. As the Project 
staff went through the process of becoming familiar with the organization of 
Minnesota Head Start and its operations> explanations regarding the Projectfs 
plans were sought by statewide Head Start committees, councils, and associations. 
Agencies which were involved in the original grant proposal (e.g., Crippled 
Children Services and :Minnesota Easter Seal Society) asked for updates and ex­
planations of plans. The initial efforts of staff to explain the Project model 
to these, and other agencies, as well as advocacy with professional groups, even­
tually led to the awareness that Project staff would need to continue relating 
to many people outside of Head Start. Such activities had potential as a means 
by which the staff could advocate for additional services for Head Start child-­
ren, families, and staff. 

As the first year progressed, more and more requests were made by Head 
Start programs for training from the Project staff. A decision was made to be­
gin offering workshops to Head Start personnel around the state. the rationale 
for this decision was that conducting workshops would be an appropriate re­
sponse to requests for training and, at the sa1:1e time, be a means by '\-vhich Pro­
ject staff could become acquainted with Head Start personnel throughout the 
state. This would also provide an opportunity to begin assessing how Head Start 
teachers, other staff, and parents perceived their own needs related to under-
standing, and working with, handicapped children. 

Two series of cluster workshops were conducted-during January and March 
of the first Project year. The first series was conducted in eight different 
locations in Minnesota, as was the second series which tlealt with different con­
tent materiaL Because of the type of training which had be.en requested, both 
the speech pathologists and psychologists joined in the planning and presenta­
tion of the workshops. The appropriateness of this decision became evident in 
small group workshop activities where the participants' questions reflected at 
least as many concerns with behavior and emotional problems of children as with 
speech/language related problems. These workshop experiences and other discus­
sions with Head Start personnel raised questions about the validity of the in­
formal needs assessment findings which apparently had served as much of the 
basis for designing the original Project proposal~ It appeared that the inci­
dence of various handicapping conditions was somewhat more evenly distributed 
among enrolled Head Start children in outstate and metropolitan areas than the 
informal needs assessment had indicated. Certainly the concerns of teachers 
and other staff did not support the notion of distinctly different types of 
handicapping conditions. 

Consequently, the Project staff began to reconsider the design of the or­
iginal proposal, both in terms of services to be provided and staff to be de­
ployed. Also contributing to this re-thinking of service provision and staff 
deployment was the fact that the number of Head Start programs, staffs, and 
children was much greater outstate than in the 1~vin Cities. If the Project 
actually was to explore ways of serving the entire state, as seemed to be one 
intent of the individuals who drafted the original proposal, the uneven dis­
tribution of outstate versus Twin Cities programs,as well as travel factors, 
would have to be taken into account. 
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INITIAL EFFORTS TO CONCEPTUALIZE A STATEWIDE SERVICE DELIVERY SYSTEM 

As the planning year progressed, several key issues/questions confronted 
the staff: 

-Given the unrealistic expectation that two speech pathologists 
could provide direct services to speech/language impaired 
Head Start children throughout Minnesota, what kind of service 
delivery model would be a viable alternative? 

-Given the reported statewide needs for Head Start staff train­
ing and other kinds of service, not only in speech/language 
areas, but in many other areas as ~ell, what kind of role 
should the Project psychologists assume in helping to meet these 
needs? 

-Given the positive response of Head Start participants to the 
statewide cluster workshops, should this training vehicle be 
retained during the ensuing two years of the Project? 

I 

-Given the demonstrated. potential for increased mobilization of 
specialists' services should the Project staff attempt to facil­
itate an increase in services in- other areas of the state? 

-Given the promise of the case management team concept evi­
denced in one Head Start program, could the Project staff util-· 
ize this concept in its efforts to work with other Head Start 
programs? 

These questions and related issues were carefully considered and analyzed 
by the Project staff, with input from the Project's Advisory Council, several 
Minnesota Head Start personnel, regional and national OCD personnel and State 
Head Start training officers. As a result of this analysis, a rudimentary 
model was conceived describin~ a system by which a small interdisciplinary 
group of clinical specialists, physically housed in one location in the state, 
could provide t"!'ainj_n~, consultative, and advocacy services to Head Start and 
Horne Start programs throughout the entire state. The primary focus of these 
services would be on the development of supportive. service systems for child­
ren, parents, and teachers at each Head Start/Home Start program. More spe­
cifically, the staffs of these programs would receive training and consultation 
in methods of organizing case management teams and mobilizing the services of 
clinical specialists in the community or surrounding areas. The syste~ also 
provided for teacher and parent training dealing with specific handicapping con­
ditions but this training '\•muld recei.ve less emphasis. An additi.onal component 
of the system called for the Project staff to make advocacy contacts with pro­
fessional individuals and groups and to develop linkages with other centralized 
coordinators of statewide service systems to help bring about increased local 
specialist services to Head Start/Home Start programs. 

The conceptual framework of this system was derived. to some extent from 
the work of Tharp and Wetzel (1969). The Project did not employ a systematic 
behavior modification approach as did Tharp and Wetzel. However, it did adopt 
an organizational structure similar to the one described by these investigators. 
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Their training-consultative "triadic" model was viewed as a more viable alterna­
tive to the dyadic model in which the professional specialist interacts directly 
with the child (or other targets of behavioral change). As the specialists on 
the Project staff conceptualized the triadic organization, .the majority of their 
training and consultative efforts would be directed toward a small group of coor­
dinator level personnel in each Head Start/Home Start agency and, to a lesser 
degree, toward teachers and parents. The coordinator level personnel would be 
trained in case management team techniques and would then act as "mediat01~s 11

~'- to 
effect the management and integration of special needs children. The mediators 
would draw upon local and regional resources for direct services and additional 
training and consultative services. Part of the rationale for adopting this type 
of approach was similar in many respects to that offered by Tharp and Wetzel and 
others (e.g., Schofield, 1964), i.e., extremely poor Project staff-to-child (and 
teacher) ratios, prohibitive travel factors, equivical evidence regarding gener­
alization of behavioral change from the therapeutic dyad setting to the natural 
Bnvironment, etc. 

RATIONALE FOR THE MEDIATOR TEAM CONCEPT 

The promise. demonstrated in first year pilot efforts to mobilize 
resources and develop the case management team approach provided empirical 
support for this aspect of the service delivery approach. Beyond the data 
obtained from pilot efforts, the decision to focus on case management team 
development and specialist service mobilization found support in 'the special 
education literature (e.g., Hobbs, 1975, Kaufman, Semmel and Agard, 1973). 
Simply placing a handicapped, or special needs, child in a setting with normal 
children does not guarantee that the child will experience successful integration. 
Kaufman, et.al., suggest that there must also be provision for planning between 
regular teachers and special education personnel, and there should be a special-
education support system to help insure that handicapped children are successfully 
maintained in regular educational settings. Even in situations where the handi~· 
capped child relates well to his normal peers and engages in many of the on-going 
activities of the entire group, it is important that a process or system be 
available which allows for the child's special needs and strengths to be periodi­
cally assessed by appropriate clinical specialists. The child's teacher and 
parent should also receive specialist support and guidance in planning and 
implementing educational and other programs for the child. (The Minnesota 
Department of Education, Special Education Section, has recently (1975) published 
guidelines for services to handicapped preschool children which also reflects 
the rationale outlined above). 

It was believed that the establishment of a support system for special 
needs children, their parents, and teachers should have a firm organizational 
base within the Head Start program itself. The case management team, i.e.) the 
":Mediator Team", comprised of both coordinator level staff and teachers would pro­
vide this base, with consultative and direct services from local specialists com­
pleting the support system. Several factors contributed to the rationale for 
this approach. First, it appeared to the Project staff that Head Start and Home 
Start staffs typically were unfamiliar with systematic methods of case management 
of children and its many facets, e.g., making appropriate referrals, insuring 
follow-up by clinical specialists, developing efficient and helpful record keep­
ing procedures, etc .. 

*The term "mediator" does not have the same definition as used by Tharp and Wetzel, 
although there are similarities. "Mediator Team" was the designation chosen for 
the Head Start case management team concept. 
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Second, despite the fact that various professional specialties (e.g., 
nursing, special education, early childhood education, etc.), were often rep­
resented on coordinator level Head Start/Home. Start staffs, it seemed that the 
job descriptions of these people usually allowed little time for on-going ad­
visory or consultative contacts with teachers. Thus, the case management team 
was viewed as a vehicle that could facilitate greater utilization of the ex­
pertise available ·with~~ programs. The enhancement of co1mnunication, generally, 
was also seen as a need that could be met to a greater extent by the team pro-
cess. 

Third, it was considered unlikely, at that point in time, that many re­
source facilities outside of Head Start/Home Start, e.g., mental health centers, 
public schools 5 hospital clinics, etc., would be incline.cl, or able, to 2.ssume 
responsibility for helping to develop case management systems which would be de­
signed primarily for use with Head Start and Horne Start staff. It has often 
been tte case that Head Start and Home Start programs are asked to sit in on 
team staffings conducted by individual resource agencies, but this system, al­
though potentially valuable, may do little to assist programs in developing 
their own organizational structure for on-going management and service to all 
special needs children and to their families. 

Fourth, the case management team approach was seen as a vehicle that 
could assist programs in better organizing and implementing such things as sys­
tematic screening programs for all children, educational programming for all 
children, procedures for transferring information to a child's next educational. 
setting, programs for parent involvement, fn-servic.e training proerams, etc. 
In sum, it was felt that the case management team approach could potentially 
help programs to be more effective in their efforts to meet the performance 
standards established by the National Office of Child Development. 

It should be pointed out that some of the above factors were not com­
pletely evident by the end of the Project planning year. Certain aspects be­
came more apparent as the demonstration process began and the Mediator Team 
model continusd to evolve. 

This, then, was the overall, system or model of service deli~ery which the 
OCD-BEH Project staff set out to demonstrate in Minnesota during the Project's 
second year, 1974-75. The staff would attempt to work with all 35 Head Start/ 
Home Start programs in the state, including the six Indian Community Action 
Agencies that had Head Start programs. The major focus would be on training and 
consulting in the area of case management and its ~orollary function, mobil­
izing specialist services< Complementing this effort would be Project staff's 
advocacy activities with potential service providers at local, regional~ and 
state levels. Finally, some cluster workshop training about specific handi­
capping conditions would be offered to program staff and to some parents. 

The ultimate target group for these services would not be limited to 
just those children with certain types of handicapping conditions. Rather, 
the goal was to help programs find methods of providing comprehensive health, 
educational, and social services to special needs children, regardless of the 
type of disability or degree of severity. This is not to say that the intent 
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of the Handicap Mandate was to be minimized. It simply reflects the con­
viction held by Project staff that all special needs children could poten­
tially benefit if program personnel acquired new or improved skills in the 
areas of resource mobilization and case management. 

Although many questions remained unanswered at this point, the Project 
staff felt that this type of delivery system held promise6 It seemed that 
such a system could enable the small Project staff to have a significant im­
pact on many ~linnesota Head Start/Home Start programs, and hopefully, would 
result in viable models and materials that would have relevance for service 
providers and Head Start/Home Start programs elsewhere. 

Certainly, other directions might have been taken. Different models 
could have been demonstrated, and, perhaps, a smaller number of programs 
could have comprised the target group. However, despite the fact that Pro­
ject staff made substantial alterations in the design outlined in the ori­
ginal proposal, the staff and others (i.e., the Head Start Training Officers, 
the Advisory Council raembers, state Head Start personnel, and representatives 
from regional and national OCD) felt that the statewide focus should be re­
tained -- hence~ the evolution of the proposed statewide service delivery 
system. In the spring of 1974, a work plan describing the new directior).S 
was approved by OCD, and the Project staff prepared to embark on the second 
year demonstration activities. 
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SECTION II 
DEMONSTRATION ACTIVITIES IN MINNESOTA--PROJECT YEAR 2 

The intent of this section is to give the reader a general understanding 
of the nature of activities engaged in by Project staff to demonstrate the 
statewide service delivery system and the Mediator Team model in Minnesota. 

As the second Project year began,· the staff had two closely related, 
broad objectives which, if accomplished, would presumably help contribute 
to the overall goal of successful integration of special needs Head Start/ 
Home Start children into settings with normal children. These objectives 
were; 1) improvement in case management procedures among program personnel 
and 2) increased specialist services to special needs children, their parents, 
and their teachers. More specific objectives were as follow: 

1) establishment of case management teams by Head Start/ 
Home Start programs 

2) demonstrated improvement, both quantitative and qualita­
tive, in programs' case management procedures in the 
following areas: 

a) obtaining comprehensive screening of all children 

b) obtaining comprehensive professional assessments of 
all suspected special needs children 

c) obtaining appropriate supportive services for teachers 
in planning and implementing educational/integrated 
experiences for special needs children 

d) making arrangements to ensure continuity of services 
to special needs children when they go to their next 
educational setting 

e) securing greater involvement of pa.rents in decision­
making, planning, and intervention processes 

3) delivery of services to programs by increased numbers of 
clinical specialists 

l~) deli.very of a broader range of serv::i_ces to programs by 
clinical specialists 

5) delivery of increased services by clinical specialists 
on-site at centers and/or children's homes 

It should be pointed out that the Project staff hoped the programs 
would come to realize the value of organizing a case management team approach 
to better meet case management and resource mobilization objectives. How­
ever, rejectfon of this organizational vehicle would not preclude assistance 

10 



by Project staff. Programs would still receive training, consultative, and 
advocacy services related to case management and resource mobilization 
objectives 2-5. 

In pursuit of the above objectives, the Project staff established 
several process objectives to be met while carrying out demonstration activ­
ities during year two: 

1) to develop a handbook that would descrihe concepts and 
approaches related to case management and resource 
mobilization 

2) to offer an intensive workshop on case management, re­
source mobilization, and related areas to representatives 
from all 35 Minnesota Head Start/ Home Start programs 

3) to make at least three full-day, on-site consulting visits 
during the year to each of the 35 programs--the purpose 
of these visits would be to help establish and guide the 
case management team process 

4) to follow-up on consulting visits with phone and/or 
written communication to programs 

5) to make advocacy contacts with potential service providers 
(at local, regional, and state levels) when appropriate 
and as time allowed 

6) to offer two cluster workshop series, at various loca­
tions in the state, for Head Start/Home Start teachers, 
other staff, and parents--the content of these workshops 
would adhere to previously expressed needs of participants, 
but would also address the case management team concept 
and parent invol_vement ' 

7) to keep all internal Head Start/Home Start organizations 
and advisory groups informed of Project activities and 
objectives 

8) to offer a second , .. :orkshop, toward the end of the program 
year, to all 35 programs--this workshop would deal with 
arranging the transition of special needs children from 
Head Start/Home Start to the next educational setting 

9) to initiate efforts to evaluate the demonstration out­
come objectives 

10) to contract with an independant agency for an evaluation 
of the integration of special needs children into Minne­
sota Head Start programs 

At this point, Project staff activities during year two will be pre­
sented in chronological order. However, training and consultative activities 
will first be described, with advocacy efforts being presented separately. 
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Unfortunately, detailed discussion of every activity engaged in by the staff 
is beyond the scope of this report. The intent here is to give _the reader some 
understanding of how the statewide service delivery system, with its training, 
consultative, and advocacy components, was implemented. 

Project Year Two--Summer, 1974. The staff's first major activity involved 
the conceptualizing and writing of a document entitled the Mediator's Handbook. 
Based to a great extent on staff experiences with the two Twin Cities Head Start 
programs, this _!!andbook de.scribed methods by which Head Start/Home Start pro­
grams could organize a case management team, carry out case management procedures, 
mobilize connnunity resources, and engage in other functions relevant to serving 
special needs children and their families. (To obtain a clearer picture of the 
staff's conceptualization of possible team structures and functions at this 
point in time, the reader is referred to the first 42 pages of the original 
Mediator's Handbook.) 

The Handbook and its conte~ts were first introduced to Head Start/Home 
Start programs. at a three-day workshop with statewide participation. (The 
planning and facilitating roles played by the Head Start State Training Officers 
were particularily helpful in this first major training effort.) Despite the 
fact that the Project staff had no authority to require program personnel to 
participate and the fact that the workshop \vas held in the middle of summer 
vacation, 24 programs had representatives in attendance. It appeared that the 
decision to offer cluster workshops throughout the state during the previous 
project year had paid off in terms of public relations. The response of 
participants to the workshop presentation was basically positive, and the 
Project staff were further encouraged about the potential of their service 
delivery model. (For a more detailed <lescription of the workshop presentation 
and evaluation, see Appendix 1 . ) 

Another relevant training activity during the summer of 1974 was a 
one day workshop presentation to the state Head Start Parent's Organization. 
The main purpose of this presentation was to familiarize the entire parent 
organization with the Project and its proposed approach to working with 
programs across the state. 

Finally, the staff taught two courses for some Head Start and Home 
Start teachers at the University of Minnesota at Morris during the summer 
of 1974. Although the courses did deal with special needs children, the staff 
had questioned the appropriateness qf this activity in relation to the overall 
plan for service delivery to the entire state. However, staff members were 
ultimately convinced by State Training Officers and others that, from a public 
relations standpoint, it was important to honor the request to teach these 
courses, This point is mentioned simply to illustrate the fact that Project 
staff had to be concerned about public relations and had to relate to, and 
rely on, several people in order to gain insights into this issue, as well as 
many others. 

Also related to this point is the fact that, in retrospect, it seems 
that there was always some confusion about what constituted an appropriate 
activity for an experimental, demonstration Project versus an appropriate 
activity for a strictly service providing agency. It would probably be 
accurate to say that the distinction between these two types of activities 
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was never completely clear in the minds of consumers, staff in the grantee 
agency which housed the Project, representatives of regional and national 
OCD, and froject staff, themselves. 

Fall, 197Lt .• Consistent with the Project's objective to make three 
consulting visits to each program during 1974-75 the first round of visits was 
initiated in late September, 1974 and completed by November, 1974. 

The purpose of the first visit was to assist programs in their efforts 
to establish a case management team, i. e,, "Mediator Team", and carry out the 
"initial functions" which were outlined in the Mediator's Handbook (see pages 
12-30 in the original Handbook--also see Appendix 2 for a copy of the form 
sent to all programs indicating the areas to hopefully be covered during the 
first consulting visits). Those eleven (11) programs which had not attended 
the summer workshop and, therefore, had not received a Handbook were sent 
Handbooks prior to the opening of centers in the fall. It was hoped that 
these programs would be willing to work with Project staff to utilize the 
Handbook even though they had not been present at the introductory workshop. 

The Project staff was divided into teams of two, one psychologist and one 
speech pathologist on each team. Each team visited one half of the programs, 
one team visiting those programs in the southern half of the state and other 
team visiting those programs in the northern half. Based on previous experience 
and on evidence accumulated by others (e.g., Davis and McCallon, 197~l), this 
team approach seemed to offer promise of more ~ffective consultation visits 
than did vi.sits by a single staff person. Because there was so much to accomplish 
and so many people to deal ·with during visits, it was felt that "two heads would 
be better than one". Also, it was hoped that the two s_taff members could provide 
a model of teamwork which would have some impact on program personnel (this, 
in fact, was frequently perc.ei.ved and commented upon by several people). It was not 
always possible for both team members to make visits, but this arrangement held 
in the majority of cases. 

In order to give direction to the consultation and to provide some 
continuity between the approaches of the two Project teams, data forms were 
developed (see Appendix 3 ) . These forms were used to guide discussions 
with program staffs and to document information obtained from the discussions. 
Recommendations were also written on these forms and copies were left with 
programs. 

Since there were so many programs to visit and such great distances to 
travel, programs often had to be asked to re-arrange their schedules to meet 
the travel schedules of Project staff. Therefore, it was often not possible 
to meet with entire staffs or entire Hediator Teams (if they had been formed). 
The staff usua:ly met with only a fe.w coordinator level personnel and usually 
with the same people who had attended the summer introductory workshop. As 
time went on, it became obvious that these were not optimum circumstances 
for consultation, but it was often difficult to alter the situation. This 
issue will be addressed later in the report. 

The major training activity in the fall of 1974 was the first of two 
workshop series which had been planned for the year. From the end of November 
until the middle of December nine one-day workshops were presented in strategic 
locations throughout the state. Workshop sites were chosen so that the 
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majority of people -:"''ould have to travel no more than 70 miles. 

Teachers, other staff, and parents of special needs Head Start/Home 
Start children were invited to these workshops. Program personnel were 
strongly encouraged to bring parents. Based on the workshop experiences from 
the previous year, it ·was felt that combined staff and parent participation 
was workable and afforded opportunities to facilit2te greater parent involvement 
and improved staf £-parent relations. (See Appendix 4 for a copy of the 10:tter 
announcing this wod::shop.) 

This first workshop series focused on various uses of developmental 
behavior checklists and prescr:i.ptive teaching programs. After the round of 
consulting visits, it appeared that an introduction to these kinds of tools 
might be one way of addressing the expressed needs of programs for more systematic 
methods of identifying special needs children, determining instructional levels 
of these children, developing intervention programs, and giving diriction to 
parents of special needs children. The somewhat limited objective of the 
Project staff for this workshop series was to familiarize participants with 
available behavior checklists and prescriptive teaching programs and the possible 
uses of these tools. (See Appendix 5 for a copy of the handout materials 
given to participants) 

Whenever possible during these workshops the Project presenters (these 
workshops were .. also conducted by two or more staff) would relate the presenta­
tion or discussion to case management and the Mediator Team concept. This 
was the first opportunity for staff to describe the Mediator Team approach to 
inany teachers and parents who had not been present at the summer workshop, the 
parent's organization workshop, or at consulting visits. It later became 
evident that this exposure seemed to be a factor in some programs moving more 
rapidly tm,mrd full implementation of the team approach--teachers and some 
parents in those programs pushed for it! 

Before further describing training and consultative activities, it 
should be mentioned that numerous follow-up contacts, phone and written, were 
made with several programs afCer the first consulting visits and throughout 
the remainder of the year. It was clear that this was a crucial activity, 
both in terms of providing assistance per se and in demonstrating to program 
personnel that Project staff were committed to helping and would be available 
to deal with problems even if they weren't able to be physically present 
very often. 

Winter, 1975. The second round of consulting visits began in mid-January 
and ended at the end of February (incredibly enough, the Minnesota weather 
caused postponement of only a few visits). The major thrust of these visits 
·was to give further direction to the Mediator Teams (where they existed) in 
conducting team meetings and to generally help programs carry out the various 
case management functions outlined in the original· Handbook. (See Appendix 6 
for a copy of. the letter sent to programs prior to the second visit and 
Appendix 7 for a copy of the form which Project staff used to guide their 
discussions, document information obtained, and write recommendations to be 
left with programs.) 

The second workshop series for teachers, other staff, and parents was 
conducted during March of 1975. This series dealt with the hearing impaired 
child and 11hyperactive 1

' child. These topics were chosen because of the num­
erous questions related to these areas that had been raised during consulting 
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visits. As in the first workshop series, efforts were made to point out the 
role of a Media tor Team in providing appropriate services to children ·with 
special needs, in this case, hearing impaired and highly active children. 
(See Appendices 8 and 9 for copies of the letter announcing the workshops 
and handout materials given to participants.) 

Project staff had arranged with various educational institutions to 
offer academic credit to those workshop participants who were enrolled in the 
institutions' CDA programs. Participants had to attend both the fall and 
winter workshops to obtain one credit. 

An additional major activity engaged in during this time period was 
the staff's contribution to the planning and conducting of a statewide 
workshop dealing with topics related to the health component of He.ad Start/ 
Horne Start progrmmning. This was viewed primarily as an advocacy function and 
will be further described in that part of the report dealing with advocacy 
activities. 

__§_rring, 1975. The third, and final, round of consulting visits took 
place from the middle of April until the end of May. These visits were de­
voted to 1) consultation regarding methods of arranging for a successful 
transition of Head Start/Home Start special needs children to their next 
educational setting; 2) reviewing the overall case management of special needs 
children; and 3) obtaining data related to service delivery by local clinical 
specialists. (See Appendices 10 and 11 for copies of the letter announcing 
the visit and forms used by Project staff to guide discussions and gather dat2.) 

Although the staff had planned to conduct its second statewide. work-· 
shop earlier in the spring, time did not permit this to occur. Therefore, 
the issue of transition of special needs children to their next educational 
setting, which had been the proposed workshop topic, had to be addressed 
primarily during the third round of consulting visits. The statewide 
workshop could not be held until the first part of June when most programs 
had closed their centers for the summer. Thus, the content to be presented 
was altered. 

Another factor contributing to the change in content was the fact 
that the Project had been given very different directions for the upcoming 
year, project year three, by regional and national OCD. With the exception 

1
of only a few programs, the Project staff would no longer be working with 
Minnesota programs during the third year. Consequently, this final work­
shop for all 35 programs was partially viewed as an opportunity to review 
the year--long demonstration effort in Minnesota, to present some evaluation 
findings, and to commend the program staffs for their cooperation and 
achievements during the year of ·workir...g \,li th the Project, 

The Project staff did also address "transition" and the broader 
issue of improving relations between Head Start/Home Start and public 
schools. To this end, state Department of Education personnel, special 
Education Regional Consultants, and public school people were invited to 
participate in the various workshop activities designed to explore possible 
methods of enhancing Head Start-public school relations. 
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This completes the description of training and consultative activities 
carried out during thG second Project year. Advocacy activities will be pre­
sented next. 

Advocac.y Activities, __ 197~.-75. Be.fore moving directly into the advocacy 
activities of the second year:, a brief overview of this component of the 
statewide service delivery systems will be presented. 

During the entire course of the Pr9ject, liaisons were developed 
and maintained ·with numberous public. and private agencies, advocacy bodies, 
and professional groups. Initially, an overriding feature of agency and 
professional contacts was the raising of consciousness that Head Start was 
a large, viable network of preschool programs in :Minnesota. It appeared 
that the demise of several Office of Economic Opportunity projects had led 
many people to generalize that Head Start was also being phased out. It 
was obvious that these people were in positions or locations where they 
had not come in contact with Head Start personnel for some time or had 
never been in contact. In addition to this general consciousness raising, 
it was necessary to inform various potential service providers about the 
federal mandate that Head Start was to provide a minimum of ten percent of 
its enrollment slots to handicapped children. Some of these people did 
know about the mandate and seriously questioned the Hisdom of it. When 
this issue was raised, Project staff usually acknowledged that some reser­
vations about the mandate were probably valid. However, staff also 
expressed their conviction that many Head Start/Home Start programs would 
be appropriate placements for children with handicapping conditions and 
less severe special needs, who could be.nef it from experiences with no:nnal 
children, particularily when no other programs ·were available. 

There were two basic levels of advocacy activities. One level 
involved direct recruitment efforts with individual professionals, 
professional groups, and agencies who might provide new or expanded direct 
services to Head Start/Home Start programs at little or no cosL (Unfor­
tunately, wnen the mandate was first made, Congress did not allocate 
extra monies to implement it. Thus, programs ·were to continue to rely on 
securing in--kind services from other community agencies. This had always 
been one of the fundamental percepts of.the drafters of Head Start philosophy 
and policy, but Project staff heard sometimes that people outside of Head Start 
thought that these "federally funded" programs would have ample money to 
pay for services.) 

The other type of advocacy involved working with state agencies, 
planning groups, and advocacy councils which were charged with responsibili­
ties such a.s 1) identifying handicapped children (e.g. , Early and Periodic 
Screening, Diagnosis, and Treatment); 2) Supervising and coordinating 
direct services (e.g., Division of Special and Compensatory Education, State 
Department of Education), or 3) acting as a broad based advocacy body for 
all handicapped individuals and th(dr parents or guardians (e.g. , Minnesota 
State Council for the Handicapped) • 

Initially, this scope of advocacy was not foreseen by the Project 
grant writers or the Project staff. It was not until the staff began 
first year pilot efforts to assist the :Minneapolis and St. Paul Head Start 
programs in their atte;::pts to recruit specialist services that the potential 
benefits of a significant advocacy effort began to be realized. Another 
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set of factors also prompted. Project staff to place a high priority 
on advocacy. Because of the Project's collaborative involvement with the 
BEH-Ui.USTAPS Project (described later in this section) a Project staff 
member was invited to be a member of the UNISTAPS Advisory Council. The 
collaborative effort was subject to the review of that advisory council 
and, thereby, was brought to the attention of several august members of 
the special education community in Minnesota. The Project's own advisory 
council ·was composed of special educators as well as other education 
personnel. All of these inter-connections led to several invitations to 
Project staff to become: -t:1embers of planning, advisory, and advocacy councils. 
Inherent in the acceptance of these invitations was the expectation that 
Project staff would have an opportunity to be a '1voic:e" for Minnesota 
Head Start/Home Start special needs children, their families, and the 
programs serving them. 

The outline below reflects some of the specific types of advocacy 
activities engaged in by Project staff during year two to compliment the 
training and consultative component activities of the. statewide service 
delivery system. In some instances, observable outcomes of an activity 
are mentioned. Resource mobilization outcomes will be discussed in much 
greater detail in Section III. 

1) Submitted articles to journals and newsletters of 
state professional associations. These articles in­
troduced the Project, discussed the Handicap Mandate, 
and called for increased services from the members 
of the professional or3ani zations. (See Appendix 12 
for an example of one of these articles.) 

2) Met with local service providers whenever possible 
during on--site consulting visits to Head Start/Home 
Start programs. These contacts took place in the 
presence of program personnel or, with their pennis­
sion, were made indepe.n<le.ntly by Project staff. These 
service provide.rs came from settings such as public 
schools, mental health centers, hospitals, rehatili·­
tation centers, etc. The specialists were asked 
to provide services to programs and to consider expanding 
their services beyond the traditional one-to-one 
diagnosis/treatment role. As illustrated in the 
original Mediator's Handbook (see pp. 13-27), _they 
were encouraged to come on-site and observe, consult 
with teachers, perform screening and diagnostic roles, 
consult with parents, provide in-service training 
meet with the Mediator Team, etc. A good deal of 
attention was also devoted to suggesting ways in 
which specialists could provide these services despite 
their other c01mn:Lttments and time constraints. On-
site services were emphasized du.ring these advocacy 
visits, as they were when training the Head Start/ 
Home Start staffs, because of the Project staff's 
conviction that such services would result in a 
stronger support system for a program's children, 
parents and teachers. 
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3) Hade numero·L1s phone and written contacts with poten­
tial service provide.rs when fac,2.-to--f ace meetings 
were not possible or ,.41hen follow·-up to meetings was 
required. 

4) Participated on the Early and Periodic Screening, 
Diagnosis, and Treatment (EPSDT) Advisory Council. 
One observable outcome of the participation on this 
Council was that Head Start coordinator staffs were 
specifically invited to join in the planning of EPSDT 
clinics in. several counties in different areas of 
Ninnesota. Head Start children will be among the first 
to benefit from these clinics. 

5) Made numerous direct contacts with State Department 
of Health personnel in units other than EPSDT. 
These were Crippled Childrens Services and the 
Vision and Hearing Screening Program. These contacts 
facilitated specific arrangements between the Depart­
ment of Health personnel and individual Head Start/ 
Home Start programs. 

6) Held a general meeting with administrative and crn:1sul­
tant personnel in the I'-'linnesota Department of Education, 
Special and Compensatory Education Section. From this 
meeting the Project received endorsement and backing to 
aggressively request that public school special educa­
tion personnel provide services to eligible Head Start/ 
Home Start children. Even though state law mandated 
many special education services to most handicapped 
four year old children, many eligible Head Start 
children had not been receiving these services prior 
to the 1974-75 program year. 

7) Made a presentation at a meeting of supervisors of all 
clinical speech pro gr ams in l{i.nnesota public schools. 
This presentation had resulted from the contacts with 
the Special Education Section mentioned above. 

8) Invited public school special educators, and other 
specialists, to attend Project workshops. For instance, 
Special Education Regional Consultants and other 
Department of Education consultants were invited to 
participate in the two large, statewide workshops for 
Head Start/Home Start staffs . IDcal specialists also 
attended several of the rcJ.us ter workshops held in 
various locations in the state. 

9) Contributed to the organization and presentation of 
a "Health Round table", a two day workshop for Head 
Start/Home Start directors and health coordinators. 
Contributors brought to the Roundtable included: a 
Region V American Acadamy of Pediatrics Consultant; 
a Region V Dental Consultant; others from Minnesota 
agenctes such as Day Care Licensing, Maternal and Child 
Health, Early and Periodic Screening, Diagnosis and 
Treatment, and Crippled Childrens Services. 
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10) FacLli.t.ated some local collaborations between Head 
Start: and Day Activity Centers. This was accomplished 
by iu.d.ividual and group sessions betw·een the Project 
staff and staff· of the Minnesota Association for 
Retarded Citizens. The result of this effort was a 
11shar:ing 11 of some developmentally disabled children 
by th.2. Day Activity Centers and Head Start programs 
and sharing of some specialists who were directly 
invol,1,.ed in making educational and treatment plans 
for these children. The children involved were 
deeme:,rl ready for some exposure to an integrated 
settj~n.r~ in regular classrooms. 

11) Conduc.ted a special workshop with Head Start teachers 
ans speech clinicians from the local school district 
in which the Head Start program ·was located. The 
purpose. of this workshop was to explore the goals and the 
clinical and teaching roles both groups do or could 
assum2. The process resulted in a proposed expansion 
of ro.1es for both teachers and sp,2.ech clinicians. 
(See Appendix 13 for an in-depth outline of the process.) 

+2) Participated on the Minnesota State Council for the 
Handi.capped, which has the functions of determining 
the TI/E:-eds of i1andicapped individuals of all ages in 
llinnesota and then ma.king legislative and policy 
recom:?1endations to the Governor. Other staff memliers 
participated on task forces (Task Force on Conununica-., 
tive Disorders; Task Force on Service Delivery Systems). 
These efforts undoubtedly had more long rcmge ef fee ts 
rathe-:r than the specific effect of recruitment of 
specialists to work with Head Start. One future 
effect of the Council's task force efforts will be 
mandatory special services by school districts to all 
handicapped children beginning at age four, as opposed 
to the previous exclusion from services of four year 
olds ~ith certain types of handicapping conditions. 

13) One s.:taff person also participated for a time on the 
state_ Development Disabili ti.es Planning Council whic.h 
collalwrates with the :Minnesota State Council for the 
Handicapped to make recommendations to the governor. 

14) Supenvised school psychology graduate students from 
the Uv::.iversi ty of Minnesota who had practicum place­
ments in one metropolitan Head St.art program. 

15) Published a newsletter, the uHediator Media", which 
was urn.iled to all regional special education consul­
tants: and local directors of special education, other 
types of service providers, and Head Start/Home Start 
persozmeL This newsletter described, among other 
thing.s, the types of collaboration and delivery of 
service which were taking place around the state. 
One in.tent of the newsletter was exchange of infor­
mation among Head Start/Home Start personnel, but 
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it also served the function of illustrating to service 
providers that various kinds of new or expanded ser­
v'ice we1e,e possible. (See Appendix 14 for copies of 
the 11Hedtiator Media 11

.) 

16) Involve1:r,12.nt in a joint effort between the }finnesota 
Associa.t:.:ion for the Education of Young Children and 
the Center for Early Education and Development at 
the Uni·,,,.e.rsity of :Minnesota to be.gin the task of 
coordinating training for early childhood educators 
in :Hinne.sota. One of the priority issues was the need 
for dev\t::~loping and coordinating training related to 
working ·with handicapped children~ 

The above outlJine does not contain an exhaus ti.ve listing of the 
advocacy functions pertformed by Project staff during 1974-75, but the 
reader should be able. to derive a feeling for the rather extensive scope 
of this component of ~he statewide service delivery system. 

~m~9ry of derno,~strati.on activities, 197L}-_75._ At the end of 
Project year two, staLit members felt that the majority of objectives 
which they had es tabl:fi..c~hed for themselves had been satisfactorily met. 
Although the spring -.Ic.1:i-irkshop was conducted later than planned, all of 
the proposed workshops had been glven and some additional ones had been 
£dded. Of 105 possib consulting visits to programs (three visits to 
ea.ch of the 35 programtS,) 100 were actually accomplished. This figure 
does not include addit:..ional visits, i.e., beyond the initial three, 
which were made to sorn;e programs. Advocacy activities were engaged in 
to an even greater ext.ent than had been foreseen by staff at the beginning 
of the second year. Ei_t least 450 person days ha<l been spent directly 
involved in these thre:e component activities, and the combined distances 
traveled by staff totadlled many thousands of miles. 

Evaluation of cll,emonstration outcome objectives had also been 
initiated as planned {:the approaches to evaluation will be described 
further in the section~ on outcomes). However, as the Project staff 
attempted to monitor amd evaluate both its own activities and those of 
the immediate target group, i.e., the Head Start/Home Start staffs, the 
difficulties of conduc·:ting a large scale demons tr at ion effort and simul­
taniously engaging in rigorous evaluation research became increasingly 
apparent. This was particularly evident when Project staff made on-site 
consultation visits t0: programs. A1though a great deal of planning went 
into deternri.ning the tt,ypes of data to be obtained and how to collect it, 
the staff usually fourn1d that there ,.ms not enough time available for 
both extensive, sys tem~atic data collection and consultation during on-site 
visits to programs. 'Ehe "press II to provide assistance regarding the 
implementation of the Mediator Team and related matters was simply too 
great. Yet, despite these difficulties in evaluating some aspects of the 
year long demonstratirn11 effort, data which were obtained yielded positive 
results in several are.as. These results are presented in following 
sections on outcomes .. 
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Unfortunately, upon receiving new directions for Project year three. 
from OCD, the staff realized that the opportunity to go beyond these first 
attempts to demonstrate and evaluate the statewide system would be greatly 
diminished. Future demonstration and evaluation would have to focus largely 
on the Hediator Team model only and not on the broader service delivery 
system. 

It also should be mentioned here that an independent agency was given 
a contract to evaluate the process of integrating handicapped children into 
:Minnesota Head Start programs. Findings of this evaluation are presented in 
Section VI • 

Coll~.bora~ion ·with the BEH-Ul.HSTAPS Proj e~...:.. Before moving to the 
sections on evaluation results, the collaborative efforts between the 
Project staff and the Twin Cities based BEH Project, UNISTAPS, will be 
described. A few of these activities have already been touched upon but 
have not been specifically identified as collaborations ,;;•;ri th UNISTAPS. 

As the National Office of Child Development conceived the experimental/ 
demonstration effort, ''New Approaches to Providing Services to Handicapped 
Children," a collaborative effort was begun between the Office of Child Devel­
opment and the Bureau of Edueation for the Handicapped. A few of the projects 
·which were accepted under the experimental/ demonstration effort were funded 
jointly by OCD and BEH. Although the Minnesota OCD-BEH Collaborative Project 
title contains the names of both agencies,·in fact the collaboration was not 
financial. National OCD and BER officers asked that the collaboration come 
abouth through joint work efforts between the OCD-BEH Project and the BEH 
funded UNISTAPS Project located in the Twin Cities. 

By way of description, the UNISTAPS Project operates at two different 
levels. One level of opE:~ration is within the Special and Compensatory Educa-~ 
tion Section of the Minnesoia Department of Education. In this Section, the 
UNISTAPS Director has the roles of consultant and planner for special education 
services to preschool age children; A colleague in the Section has the role 
of interagency coordination and advocacy for preschool handicapped children. 
The second level of UNISTAPS operation :Ls a laboratory program located within 
the Minneapolis Public Schools to provide services to noncategorical, low 
incidence handicapped chj_ldren and their families. 

OCD-BEH/UNISTAPS Collaborati.on, year one. The specifics of the OCD-BEH/ 
UNISTAPS collaboration were not spelled-out in the original proposal and first 
year work plan. The Project did invite the director of the UNISTAPS Project to 
be a member of its advisory council. Project staff and the UNISTAPS laboratory 
program staff did meet to'\vards the end of year one and composed a list of eleven 
specific suggestions for collaboration. However, by the end of year one, only 
one of these items was made operational: 

The coordinated purchase and exchange of video tapes regarding 
speech and language development. 

Also, attendance at UNISTAPS sponsored workshops had been open to Head Start/ 
Home Start staffs during the first year. 

There were several reasons why the Year One collaborative efforts were 
minimal. Two reasons stand out. First, the Project staff were still going 
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through the functions of learning about Head Start and determining what the 
exact 11model" for the Project would be. Second, most of the specific agree·­
ments made with the UNISTA1:>S laboratory program staff were somewhat difficult 
to relate to the OCD-BEH Project's statewide focus. Without having these 
factors resolved, it was difficult for Project staff to suggest specific col­
laborative efforts to the UNISTAPS director, and vice versa. 

By way of outcomes, the video tapes which were purchased and exchanged 
were used by the UNISTAPS laboratory program for parent education/discussion 
sessions. The OCD-BEH Project used selected tapes during a workshop for Head 
Start teachers and parents to demonstrate certain principles of working with 
hearing impaired preschool children. 

Collaborati.on, year tw_~ Consultation antj planning continued between 
the UNISTAPS Project director and OCD-BEH Project staff. Midway through year 
two (January, 1975) the two projects entered into a formal contract to provide: 

1. A ·workshop for approximately ninety participants including 
public school,_Head Start, a.nd State Department of Education 
personnel, to formally address the transition of Head Start 
special needs children into the public education system, and 
working relationships that might be developed or strengthened 
to guarantee appropriate follow-up services to these children; 

2. Purchase of third party consultation for (selected) Head Start 
programs in the state, covering case management, demonstration 
teaching, and assistance to teachers, staff, parents and 
children of Head Start; 

3. Site visitations for Head Start/Home Start staff and parents 
to the UNISTAPS laboratory. program (Minneapolis Public. Schools). 

The dollar value placed on this collaboration by the UNISTAPS Project director was 
$4,500. 

The topic of transition of special needs Head Start children to their 
educational setting was addressed by Project staff during the third on-site visit 
to most Head Start/Home Start agencies and in the Project's newsletter, the \ 
"Mediator Media". Following these on=site visits, a statewide workshop was held 
in June, 1975. A significant portion of this workshop did speak to transition 
issues and the broader issue of Head Start/public school relationships regarding 
service to special needs children. Attending the workshop were Head Start/Home 
Start administrators, coordinator staff, teachers, and parents--and the UNISTAPS 
director, spe.c.ial education regional consutants, and a school district special 
education director. A total of 120 people attended this workshop. 

Thi.rd party consultation needs to Head Start/Home Start teachers, parents, 
and children were assessed by Project staff largely during the third on-site visit. 
The final selection of consultants and recipients was made jointly by Project 
staff and the UNISTAPS director. In a wide geographic distribution throughout 
Minnesota, the selected consultants provided on-site (home/classroom) services 
to twelve(12) special needs children, their families, and teachers. Some con­
sultant services were delivered in the form of training to Head Start teachers 
and parents. For instance, a speech pathologist provided training at one agency 

22 



regarding speech and language development, some specific concerns of staff 
and pare.nts, and some prescriptive teaching techniques. A psychologist went 
on-site to two classrooms in another agency, using video taping/playback as 
a means to assess teacher/child interactions and to suggest ways of structur­
ing the classroom behavior of several highly active children. 

Site visitations to the UNISTAPS laboratory program were made on behalf 
of four children. Two children were actually transported to the laboratory 
site for a day, where they were observed as they interacted with other special 
needs children. The parents and teachers of two children al~o observed and 
were involved in consultation with UNISTAPS staff. The teachers· of the two 
other children observed UNISTAPS children for a day and consulted with UNISTAPS 
staff regarding some principles, techniques, and materials for working with 
hearing impared and low-incidence handicapped chi]dren. 

Site visitation was also expanded to include similar visits by four 
families/ teachers of Dm,m' s Syndrome children to the EDGE program (Expanding 
Developmental Growth through Education) at the University of Minnesota in 
Minneapolis. 

One addition was made to the year two OCD-BEH/UNISTAPS coll2boration :Ln 
the form of a separate contract between a Head Start agency and a mental health 
center. The contract called for the training of staff and parents in the use of 
the PACT program (Parents and Children Together), a prescriptive teaching 
program involving a token economy) contingency reinforcement system. The 
teaching and follow-up program was to be. provided by the mental health center 
over a nine month period, with sixty children and their families benefiting 
from the services. 

Finally, although not part of the formal contract between the Project and 
UNISTAPS, attenc!ance at various UNISTAPS sponsored workshops was open (and 
encouraged) for Head Start/Home Start personnel as had been the case during 
Project year one. 
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SECTION III 
OUTCOMES--RESOURCE HOTILIZATION IN MINNESOTA-·= YEAR 2 

· Because mobilization of specialist services is so crucial to the develop­
ment of support systems and the success of case management processes, evaluation 
findings in this area will be presented first. Hopefully, this will provide the 
reader with an overall picture of the amount and types of services provided to 
Minnesota Head Start/Home Start programs during the second Project year, 197 Li-7 S. 

Dat:a -collection. Data related to the resource mobilization obj ect.ives 
were obtained in two ways. On the third round of consulting visits during 
the spring of 1975, Project staff asked program personnel a series of questions 
related to resource mobilization. The first question was n~!ho were the 
specialists who provided some. type of service to your program this year, 197 4-· 7 5, 
and for what agency did the specialist work'? 11 The names, professions, and 
employing agencies of these speeialists were documented on a form developed 
for this purpose (see Appendix 11 ). Then, for each specialist's name written 
dmm, the following question was asked, "Did this person or another person 
of the same profession from the same agency provide servic.e to your program 
last year?" Baseline data had not been obtained for all Minnesota programs 
during the previous year, 1973-74, and it was hoped the responses obtained 
from th:ls question would provide data with which to compare the 1974-75 
resource mobilization outcomes. Because severaJ. program staff members were 
usually present when the questions were asked, it was felt that c.oncensus 
responses about whether or not an individual provided service. a year earlier 
were highly reliable. 

Data \~ere collected in this manner from 29 programs. In the cases of 
the other six programs, either no third consulting visit was made or time 
did not permit this information to be obtained. It should also be pointed 
out that the data which was gathered from the 29 progrmns was not completely 
exhaustive. There we.re several activities which had to be accomplished 
during the consulting visits and this sometimes reduced the time available 
for data collection. Data were not exhaustive in another sense. No specific 
inquiry was made about medical and dental services or about services provided 
by the state's Crippled Children's Services. This was done intentionally, 
mainly because }>raj ect staff had been informed that this information was 
available from other sources. In addition, Project staff were primarily 
interested in those services that might have been provided on-site at centers 
and /or chi!dren 1 s homes. Although the two speech clinicians who worked full­
time for Crippled Children's Services did provide some on-site services, 
this did not appear to be the case for most services provided by this agency 
nor those provided by most physicians and dentists& It is imperative to 
point out, however, that Crippled Children's Services and local medical 
and dental professionals have always, and continue to, serve Head Start/Home 
Start children, families, and staff in invaluable ways. The Project staff 
was merely looking at other types of service. 

The other method of data collection involved sending questionnaires, 
developed by Project staff (see Appendix 15 ) , to a group of 120 randomly 
sampled nurses, psychologists~ speech clinicians, and social workers who 
had provided service to the 29 programs during 19711-75. Unfortunately, 
the number of these specialists who responded to the questionnaires proved 
to be small in comparison to the total number who had actually provided service. 
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Project staff had done the random sampling at program sites because they 
wanted staf £ to also compl1::te a questionnaire (see Appendix 16 ) on the 
same specialists ·who would be receiving a questionnaire. It was not until 
Project staff returned from the consulting visits and had an opportunity 
to look at the combined data that they realized more specialists should have 
been sampled and sent questionnaires. As it was, 120 questionnaires were 
sent to specialists and given to program staffs. Completed questionnaires 
were received from a combined group of 60 nurses, psychologists, speech 
clinicians, and social workers. Only these professional groups were sampled 
and sent questionnaires because it had seemed that there were few individue.ls 
in any other professional group who had provided service on-site at programs 
In fact, this proved to be the case when the combined data were later exam_ined. 

The 29 programs from wh::tch data were obtained were scattered geograph­
ically throughout l-1innesota in rural, urban, a·nd rural-urban mixed settings, 
with most programs covering at least two eounties. At that time, most 
programs operated exclusively under the center-based model; fewer used the 
home-·based model exclusively; a.nd fewer yet used both models at di.f ferent 
locations within the geographic boundaries of the program. The total number 
of children in the individual programs ranged from 11 to roughly 220, with 
the n~mber of centers per program ranging from 1 to 12. Total staff size 
in the programs ranged from 3 to approximately 50. 

Outcomes. Prior to the intiation of statewide demonstration activities 
during 1974-75, Project staff were confronted with several issues/questions 
related to resour~e mobilization outcomes; 

-Despite the success of resource mobilization during pilot 
activities in the Twin Cities, would Head Start/Home Start 
staffs throughout the state be willing to.engage in similar 
efforts to a significant degree? 

-Would more resources than currently being utilized be available? 

-Would current and"potential service providing agencies re­
spond favorably if approached to expand or initiate services? 

-Would more clinical specialists be willing to provide on­
site services at center and/or children's homes? 

-Would program staffs be willing to request this kind of 
service? 

~Would more specialists be ,-1illing or able to provide on-site 
services on a fairly frequent, regular schedule? 

-Would specialists be willing to engage in professional roles 
other than, or in addition to, screening, diagnostic test­
ing and one-to-one therapy? 

Although the answers to these questions were by no means clear at the beginning 
of Project year two, the staff established the following three major objectives 
which they hoped would be met through the influence of their year long training, 
consultative and advocacy activities: 
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1) delivery of services to programs by an increased num­
ber of clinical specialists 

2) delivery of increased services by clinical specialists 
on-site. at centers and/or children's homes 

3) delivery of a broader range of services to programs by 
clinical specialists 

The data in Figure 1 (page 27) obtained fiom the questions asked on 
the third consulting visit, indicate that: the increase in the number of 
specialists who provided some type of service. to Head Start/Home Start programs 
was very substantial. Comparing the 1973-74 school year with the 197L~-75 
year, there was a 75% increase in the nw~er of various types of clinical 
specialists who provided some service to the 29 Minnesota programs from which 
data were obtained (246 specialists in 1973=74, 186 additional specialists in 
1974-75). The most dramatic increase in specialists providing services for 
the first time (189%) came from speech clinicians (4!+ speech clinicians in 
1973-74, 83 additional speech clinicials in 1974-75), but there were substantial 
increases across all specialist categories (see Figure 1). The category 
"other specialists" in Figure 1 and Figures 2 and 3 includes a wide range of 
specialists, e.g., SLBP teachers, teachers of the deaf, audiologists, elemen­
tary counselors, hearing consultants, pliysical therapists, mental retardation 
specialists, etc .. These specialists were grouped i.nto one category because 
there were f eYv of any one type who had worked with the 29 programs. 

Figure 2 (page 28) shows the types of resource agencies employing 
the various specialists, It can be seen that the public schools provided by 
far the 1argest total number of specJalists. The. category "other agencies" 
in Figure 2 tnc.ludes several types of agencies, e.g. , welfare. departments, 
hospitals, day activity centers, othe~ preschool programs, etc .. The frequency 
of any one of these agencies being mentioned was low. Limited time for obtain­
ing the data during the consulting visit may have been a partial reason for 
low frequencies in some instances. 

The data in Figure 3 (page 29 ) indicate that 50%, or more, of the 
specialists in each category did provide some on-site services at centers and/ 
or in childrens homes. The program staffs were not a.Eikecl if indivfdual 
specialists were coming on-site for the first time, but given the large number 
of new specialists and the fact that many of these people worked on-site, it 
can be concluded that the number of on-site. services increased over the 
previous year. The data in Table 2 (page 34 ) , based on the questionnaire 
responses of specialists, also indicate that there was an increase in the 
number of spccailists coming on-·site ~ both due to 11new 11 spe.cialists doing 
this and due to "old" specialists doing this for the first time in 197L{· .. 75. 

Figure 4 (page30) presents some evidence regarding the frequency of 
on-site visits. Of the 44 randomly sampled nurses, psychologists, speech 
clinicians, and social workers who provided on-site service, 18 (41%) indicated 
on questionnaire items that they visited centers and/or childr2n's homes once 
a month or more frequently. Although 57% of the specialists sampled provided 
on-site service less than once a month, there was still a substantial number 
who visited centers and/or homes fairly frequently. 
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The specialists who visited on-site once a month, or more frequently, 
provided proportionately more different types of services than those specialists 
who visited less than once a month. (See Table 1, page 32). The 18 specialists 
who visited at least once a month provided, as a group, 128 of these various 
types of service (out of 198 possible, Le., all 18 specialists each provid1.ng 
all 11 se:rvices), while the 26 specialists who visited less often provided 
only llt8 (out of a possible 286) of these services (X2 (1):::;7. % , p (. 005). 
These data do not indicate how often these kinds of service were provided, 
merely whether they were ever provided at any time. Although data on the 
frequency of each type of service was not obtained, it seems reasonable to 
assume that the specialists visiting most frequently would have provided a 
given service most often. If this were the case, these specialists would not 
only have provided a broader range of services, which the present data do 
indicate, they would also have more frequently provided each service. 

Additional tentative evidence regarding the range of services provided 
to Minnesota programs can be found in Figure 6 (page 33 ) and Table 2 (page 3L~ ) • 
There was a broad range of services provided by the randomly sampled group 
of nurses, psychologists, speech clinicians, and social workers. The data 
in Table 2 indicate that of the liS randomly sampled spe.eialists who said they 
had provided service to programs in the previous year, 1973-74, 22 (49%) 
indicated that they provided new services during 1974-75. Nine specialists, 
who came from agend Pf: ·whG;re s01rtE other person of the same profession had 
provided service the previous year, did not know if their services were 
different from the year before. Thus, at least l1alf of the specialists 
were engaging in new roles. Fifty three (53) new services were provided by 
the 22 specialists. Of these, 35 (66%) services were other than direct service 
to children, i e., screening testing, diagnostic assessment, or therapy. 
However, Jirect service was certainly not ignored or minimized To the extent 
that these findings can be generalized to the services provided to Head Start/ 
Home Start programs by other specialists, it ·would appear that a much broader 
range of services were provided to M.innesota programs during 1974---75 than 
during 1973-74. Therefore, not only were more people serving programs, 
apparently there were also more types of services given. . -

Although Project staff had constantly promoted on-site services, 
primarily because. this ·would presumably result in more direct: consultations 
with teachers, it was not knm·n1 if this approach vms preferred by most 
teachers. It was possible that teachers might prefer that the specialist 
work alone with the child to effect some improvement. To obtain ·.information 
about teacher preferences, two open-ended questions were included in the 
questionnaire sent to the teachers whose children had received some type 
of service, at centers or elsewhere, from the random sample of specialists 
(7 5 teachers return.E::d this questionnaire.). The. two que13t:ions ·were: 11vn1at 
kinds of things did this specialist do that you found most helpful?" and, 
"Could the specialist have done other things that would have been helpful to 
you?" 

The various responses given were categorized by Project staff into 
the categories presented in Table 3 (pagi 35). There were 113 responses made 
to the first question by 65 teachers (10 teachers made no response and 
several made more than one response). As can be seen from Table 3, the most 
frequent responses (24.8%) fell into the category ''consulting with teacher 
regarding individual children 11 Although many responses (37.9%) referred 
to more 11 traditionalrr roles, i.e., screening, diagnosis, therapy, and parent 
counseling, more responses (45.8%) referred to some kind of direct assistance 
given to teachers. 
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Consulting with teacher re 
with families 

Consulting with teacher re 
individual children 

Consulting with teacher re 
overall classroom 
and curriculum 

In-service tra_._u._u,.6 

Supplying or 

for teachers 

materials,books, etc., to teacher 

Providing written reports to 
teacher 

Keeping records and 
available to teacher 

Screening children 

Diagnosing children 

them 

Providing or treatment 
to individual children 

children in other 
programs 

Providing counseling 

Providing parent education 

Making home visits 

Observing children 

Recruiting other specialists 

Consulting with :Mediator Team 

Referring children to Head Start/ 
Home Start 

No n~E,pon.se 

Negative comments 

Sufficient service provided 

Sufficient service provided given 
1i.mited time available 

More service desired (but no des­
of services) 

Miscellant::ous positive comruents: 

0 

28 

2 

2 

7 

3 

2 

6 

10 

15 

2 

10 

0 

0 

4 

6 

0 

2 

~LO 

4 

e 

(N = 8!1) 

0 2 2. l~ 

24, 12 14. 3~~ 

1 7% 2 2.l}~;; 

L 3 3 s;; 

6. 2~t 0 0 

2.7% 2 2.4% 

1 7% 0 0 

5 3% 0 0 

8.8% 1 L 

13 31i 7 8, 3;~ 

1. 7% 0 0 

8.8% 1 1. 2% 

0 1 l.2J~ 

0 1 1. 2% 

3.5% 3 3 6% 

5 3?~ 0 0 

0 2 2. 

1.7% 0 0 

8.8% Ll 20.:u; 

3.5% 3 3.6% 

13 15. 

9 10.7% 

5 6.0% 
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Table 3. (continued) 

Question tll--"excellent in his field - I trust his judgment"; her whole 
approach and attitudes were the most meaningful"; "he was truth­
ful-~we knew where we stood"; "he listened to me--gave me en­
couragement"; "consistent help"; 11 general support to teachers 11

; 

"grateful for speech therapy done"; "gave me helpful tips 11
; "eat:q 

to work with"; 11he works well ·with children and can win their 
confidence"; "made the brea.kthrough in comrn.t.mication with a mother"; 
"if we needed his help he provided i. t 11

; "she was a great help 11
• 

Question /f2-- 11 she is an excellent speech therapist and a beautiful, warm, under­
standing and intelligent person"; "he is aTways·willing to help"; 
"she couldn't have been more helpful 11

; "I was most thankful for 
the time she gave us"; "being the first year and limited time, she 
did the best job possible 11

; "the nurses are over,,Jorked 11
; "he was 

overworked-I could have used more of his time"; he was extremely 
helpful in this situation"; "she was by far the most helpful spe­
cialist for me"; "because of time, I feel she did the best she could 
under the circumstances"; "she was helpful and generous with her 
time to us"; "I was well--pleased with the consultation with her - I 
feel better informed now 11

; 
11 because of his heavy schedule, we felt 

he did well to work with the children at his office as often as he 
did which was every morning for about 15-20 minutes per. child"; n1 
know she is available to me if I find something that I can't handle"; 
"I wish he had more time to spend with us in the classroom11

; "could 
have benefited from more training sessions with her". 
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There were 84 responses made to the second question, with 17 teachers 
making no =e.sponse (this was the most frequent 11 response 11

). Of the responses 
obtained, 1

' .:onsul ting with teacher n~garding individual children" was mentioned 
most ofte:::: (after 11 suff:i.cient service provided 11

) as being the kind of service 
that would have been helpful. Only 10. 770 of the. responses mentioned screening, 
diagnosis, therapy, or parent counseling, while 27.5% referred to services 
that invol·,>'·=-d direct assistance to teachers. 26 .1% of the responses indicated 
there ·was ''sufficient service provided" or "sufficient services provided 
given lirrd .. :.ed time available 11

• 

Bas2d on these questionnaire responses, it appears that more of the 
teachers s~mpled preferred to receive direct assistance, themselves~ from 
specialists and/or wanted to receive more of this type of service than service 
provided directly to the child. The unsolicited positive comments presented 
in Table 3 suggest that very good working relationships had developed between 
many of the.se teachers and the specialists with whom they worked. 

Su=r:=ary of resource mobilization outcomes. Looking at all 29 programs 
from whicn data were obtained, it can be concluded that the first major 
outcome objective was very successfully achieved; the nttmber of specialists 
delivericg some type of service almost doubled during the 1974-75 program 
year. There was evidence. to indicate that the number of specialists providing 
on-site sendces and offering a broader range of services also increased 
substantially from one year to the next. 

The.re ·was variability among programs in terms of the number and types 
of services received, but the variable of geographical location, which might 
have been assumed to be critical, did not seem to account for a great <lec1.l of 
this variability. That is, increases in the number of specialists providing 
service se and increases in on·-site services and in the range of services 
occured in rural and semi-rural areas to about the same extent as in 1oore 
densely p.Jpulated areas. The variables of program staf:fs 1 motivation for 
recrui services, and aggressiveness in doing so, along with the responsive-
ness of service providers, appeared to Project staff to be the most important 
determining factors. Both extremes of the.se varialil,2.s were found in rural and 
more urban areas. Another factor that must be mentioned is that some programs 
had utilized existing resources to high degree prior to 1974-75, but, again, 
geographical location did not predict which programs had done so. 

The Project staff also felt that the value of more on-site services 
and more supportive services to teachers had been confirmed. The data 
obtained supported the assumption that on-site services by specialists would 
result in delivery of a broader range of services, including more direct 
service to teachers~ and in the enhancement of working relationships between 
program personnel and service providers. UndocmnentE;d feedback from program 
staffs and specialists also confirmed the value of these types of services. 
Particularily in those instances where specialists came on-site fairly fre­
quently, greater trust and mutual respect v:as often established. This brought 
about not only more services to children, parents and staff, it also 
frequentl:y- resulted in programs obtaining another advocacy "voice" in the 
community. Given the previous lack of close working relationships between 
Head Start/Home Start programs and other community agencies in some areas, 
this was no small accomplishment! 
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It is difficult to specify the exact influence of the Project staff vs 
training, consultative, and advocacy activities on the realization of these 
outcome objectives. Ce:rtainly, much of the credit must be given to the program 
staffs who actually sought, and the specialists who provided, the services. 
It might be concluded that the HancU.cap Mandate~ its elf, · was the major impetus 
behind this mobilization of resources. However, the fact 'that the Mandate 
had been in effect for almost two years prior to the initiation of the Project:s 
statewide demonstration activities suggests that the staff's efforts did ha-ve 
some catalytic ef feet on the substantial increase in service delivery duril1g 
l97l~-75. 

There are three major areas 6f activity which the staff pen.:eive as 
being their most significant contributions. First, program personnel were 
carefully informed of the state's special education law regarding mandated 
service to four and five year old children. This was done during the first 
intenstive workshop in the summer of 1974 and ·was continuously repeated 
throughout the program year. When first questioned about the law at the 
summer workshop, not one participant (out of 70) correctly answered all of the 
questions relating to the types of handicapping conditions which would make 
a child eligible for public school services at given ages. By making people 
aware of the law, and the appeals process, they were much better prepared 
to state their right:s (the children's and parent's rights) when negotiating 
for services from public schools. Fortunately, it seemed that many special 
education directors and specialists in public schools were simultaneously 
developing plans to provide more extensive services to preschool· children 
in their conmmnities At the same time, there was greater emphasis placed 
on preschool services by the Special Education Section of the State Department 
of Education. Guidelines for services to preschool handicapped children 
were developed and disseminated by the U1HSTAPS Director, \vho is also a 
consultant in the Special Education Section, during the 1974-75 school year 
All of the above factors appear to have converged at the right ti.me and 
contributed to the public scl1ools beirig the largest single provider of 
services ( 11new 11 and "old") to Head Start/Home Start programs in 1974-75. 

The second area of activity perceived as critical by Project staff 
was the constant direction_,. support, and encouragement given to program 
personnel throughout the entire year at workshops, consulting visits, and 
any other opportunity that presented itself. Methods of obtaining serviees 
were repeatedly suggested to programs. In many instances, this issue received 
more emphasis than any other. The importance of the supportive role played 
by staff cannot be minimized. Many people were discouraged by past failures 
to obtain services, some were perhaps intimidated by the "professionals" 
in various resource agencies, and other were distrustful of these agenci~~ 
and the people employed there. Despite th(~ fact that there was nndoubted-1..y 
validity to some of these attitudes, I'roject staff attempted to convince the 
program personnel that they had a right to request services, that it was 
important for children~ parents, and staff to receive various kinds of 
service, and that, generally, it was worth the effort to try to secure new· 
services and expand old ones. Remarks such as 11you kept after us all year 
to ·talk to that special education director and we finally ~id--with good 
results", were fairly commonplace and attested to the importance of the on-going 
encouragement given to programs. Of course, in same cases, individuals could 
not be convinced, or further recruitment attempts continued to meet with 
failure. 
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Finally, it is known that many of the advocacy efforts engaged in by 
Project staff, either with program personn.el present or independently, did 
directly result in numerous new or expanded services to programs. It was 
somewhat reve.aling to find that some specialists held attitudes toward Head 
Start/Homes Start similar to those expressed by Head Start/Home Start personnel 
toward some specialists, i.e., discouragement that offers of, or at least 
interest in, provision of service had not been responded to favorably, a 
kind of feeling of intimidation, and feelings of distrust. Project staff 
often found themselves playing a mediating type of role wben meeting with 
both parties together and ·when meeting with one party or the other separately. 
Adopting this type of role frequently paid off in the sense that both parties 
acquired some different perceptions of one another and began to develop working 
relatiohships. In several instances, it appeared that the two parties involved 
had simply not talked with one another for some time, or at all, and had 
been harboring negative feelings based on past experiences or on distorted 
information. 

Despite the fact that there we.re many identifiable outcomes that 
resulted directly from these kinds of advocacy activities, it must be pointed 
out that the majority of service-recruitment contacts across the state were 
made by program staffs alone and '"lithout any direct supportive advocacy 
efforts by Project staff. It was evident that the direction and encourage­
ment provided by Project staff precipitated several of these contacts, but 
most were, in. fact, carried out by program staff members themselves.-

In conclusion, it can be stated with confidence that a great deal of 
resource mobilization occurred during the one year in which the staff demon­
strated its statewide service delivery system in Minne.so ta. Hm,1ever, a 
cautionary note. is necessary. Many special needs children, their parents.~ 
and their teachers did not receive the amount or type.s of services necessBry 
to be considered truly comprehensive. The section on case management out-­
comes will illustrate this fact more specifically. Perhaps the most importa:1.t 
results of the resource mobilization effort were 1) the realization that many 
more services could be obtained for Head Start/Home Start programs and 2) tbe 
demonstration of some methods of tapping potential resources. A process was 
begun which, it was hoped~ \,;1ould lead to even further expansion of service to 
Minnesota Head Start/Home Start children, their families, and their teachers. 
(Some data related to the maintainence and expansion of services in Minnesota 
after 1974-75 is presented in Section VIL) 
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SECTION IV 
OUTCOMES--CASE lvf.,_A_NAGEMENT IN }1INNESOTA--·YRAR 2 

This section presents statewide outcomes of the case management objec­
tives which had been established at the beginning of the 1974-·75 program year. 
The findings related to the use of the "Mediator Tearn11 as an organizational 
vehicle to enhance case management processes will be presented in the following 
section (Section V). 

As mentioned previously, it was hoped that programs would perceive 
the value of a more structured, team approach to ease management, but an 
unwillingness to engage ln this ¼:,ind of process did not preclude training, 
consultative, and advocacy services by Project staff. Even if programs chose 
not to develop a team and hold regular team meetings, the Project staff attempted 
to assist these programs i.11 improving case management procedures, both quanti·­
tatively and qualitatively, in the follmving areas: 

1) obtaining comprehensive screening of all children 

2) obtaining comprehensive professional assessments of all 
suspected special needs children 

3) obtaining comprehensive supportive services for teachers 
in planning and implementing educational/integrated 
experiences for special needs children 

l-.) mak:i.ng arrangements to ensure continuity of services to 
special needs children when they go to their next educa­
tional setting 

5) securing greater involvement of parents in decision-making, 
planning, and intervention processes 

Obviously, there is overlap between some of these outcome objectives and 
the resource mobilization outcome objectives. The findings reported in the 
previous section on resource mobilization imply that, at least in a quantitative 
sense, the first three objectives stated above must have been realized to some 
degree by Minnesota programs taken as a whole. The purpose of this section is 
to present evidence relating more sped.f ically to each of the case management 
objectives and also to give the reader some opportunity to judge the qualitative 
aspects of case management skills possessed by program personnel across the 
state. 

Data collection. The evaluation data reported here were gathered 
primarily during the third on-site consulting visits to programs in the spring 
of 1975. However, in the area of screening, data were also obtained during 
the first and second consulting visits in the fall of 1974 and winter of 1975, 
respectively. Data collected from the third visit will be presented first, 
with the additional information on screening reported separately. 

The overall purpose of the third tound of visits was to l)follow-up 
on previously made recommendations to program personnel (to Mediator Teams 
where they existed); 2) to make recommendations regarding the transition of 
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special needs children to their next educational setting; 3) to obtain 
some evaluation data on resource mobilization and ease management; and 
4) to make additional re.commendations for future Mediator Team functioning 
(again, .where Teams existed). As has been pointed out earlier) Project 
staff did not realizey at this point in time, the extent to which their 
activities would be curtailed in Minnesota during the up-coming third and 
final year of the Project. Thus, consultative activities continued to be 
emphasized during thi.s last round of visits. It was assumed that more 
rigorous evaluation could take place the following year. 

Because the Project staff wanted to accomplish several things on 
these visits, collection of specific case management data was limited to 
reviewing a sampling of cases of diagnosed special needs children who would 
be going on to public o:r private schools. See. Appendix 11 for a copy of 
the form with the questions staff tried to answer as they reviewed children 
and talked with program personnel. It should be noted that coordinator 
level staff were the people usually present at these consulting sessions. 
Sometimes these people were orga.nized into formal case management teams. 
In other instances, the nature of the teams was more infonnal. The structure 
of the teams will be further described in Section V, but the reader should 
realize with whom the Project staff members were holding discussions. 

The folders and/or "cases" of 88 children, from 31 programs, were 
actually reviewed (average of 2.8 per agency). Of the 88 children sampled, 
there were folders for 78 children (89%) made available to Project staff. 
The centralized folders (written records ) ,-mre not available in 10 instances 
(11% of the total cases). Records which were not available during the on­
site visits were said to exist at another location in the program, usually 
at the center site. 

The reviews of centralized written records usually revealed that all 
neccessary or desirable information was not filed in this central file, even 
though the information might exist and actually be on file elsewhere i.n the 
agency or in a file maintained by a cornmuni.ty specialist (psychologist, 
speech pathologist, social worker, etc.) who was working with the child/ 
teacher/family. Descriptively, then, the 78 central files reviewed by 
Project staff in the spring of 1975 contained the following kinds of records 
and information: 

Type of Record contained in Number of Percentage of 
Central File Records Found Records Found-,'. 

Screening Records 75 96 

Diagnostic Records 41 53 

Current Treatment Records 2 3 

Current Overview 10 13 

Individual Educational 21 27 
Plans and Progress Records 

*To nearest full percentage point 
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Project staff we.re frequently told by program personnel that di.a.gnostic 
records were still in the hands of clinical specialists. The current therapy/ 
treatment records of children still being seen by clinical specialists were 
said to be in files maintained by those specialists. Any therapy/treatment 
records these specialists might send to Head Start/Horne Start programs were 
not expected until or June when the therapy/treatment ended. Individual 
educational plans and progress records were most often said to be in the hands 
of the child's classroom teacher/home visitor. In other words, the central 
files often contained incomplete information filed in one central location. 
Upon interviewing the program staffs, it appeared that most of the overall 
case managew.ent information about a child was known to the group. The lack 
of complete, written information in one central location did not mean that 
many case management functions were incomplete. Therefore, some of the 
following data regarding case management procedures for the children sampled 
were supplied verbally by progarm personnel. 

Outcomes, screening. In order to obtain data regarding screening, 
Project staff asked the question: 11Was the child screened in all areas.'; 
This included medical dental, vision, hearing, social-emotional, motor, 
and speech/language (or cognitive) areas, 

Was the child screened in all Number Percentage* 
areas? (88 Children) 

YES 52 59 

NO ·----35 40 
---...--- -

Don't ¥.now 1 1 

*To nearest full percentage point 

In only one case was screening information totally lacki.ng from a 
child's folder and the screening information unknown to program staff. Over 
half of the children sampled were screened in all areas. For those not 
screened in all areas,, the screenings whic:1 were lacking were usually in the 
developmental areas (language or cognitive, motor, and social-emotional). 
Nearly all of the children had received medic.al, dental, vision, and hearing 
screening. A few of the children not screened in these areas were relatively 
new to the programs and screening was often planned for completion in one 
month. 

In most agencies it c'.ppeared to be the responsibility of the health 
coordinator to try to ensure that screerdng was completed. The major effort, 
it seemed, had been placed on screening in the medic.al, dental, vision~ and 
hearing areas. Developmental screening did not appear to receive a~ 1much 
emphasis. No program staffs, as a group, had systematically reviewed the 
records of all children to attempt to ensure that the children were screened 
in all areas. The Project staff suggested that such a review would help in 
the attempt to ensure complete screening for all children. (Additional infor­
mation on screening is contained later in this section.) 
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Qutcome~, assessment. In order to obtain data regarding diagnostic 
assessment of suspected special needs children, the Project staff asked the 
question: 11Did the child see al1 necessary specialists'? 11 Depending on an 
individual child's behavior(s) and needs, a complete assessment might have 
been performed by one clinical specialist. Complete assessment of another 
chi.ld might necessitate the involvement of several cli.nic:al and/or educational 
and/or medical specialists. The Project staff, all being trained, clinical 
professionals) attempted to evaluate and judge the completeness of assessment 
by using information given in written records and given verbally by program 
personnel. 

_,_, - . 

Did the child see all necessary Number Percentage~~ 
specialists? (88 Children) 

-

ALL li3 49 

MOST 15 17 
-i--- -· 

SOME 23 26 

NONE 5 6 

DONtT KNOW 2 2 

n=-=..----=---• 

*To nearest full percentage point 

Many reasons were given by program staff members to explain the in­
complete di.agnostic assessment of half of the children sampled. The most 
frequent response was that clinical specialists had promised to assess a 
child but had not completed the assessment. In some cases neither staff 
members nor an involved specialist had recognized the probable need for 
additional assessment by other specialists. Some chi.ldren referred to an 
agency during mid-year had not received complete assessments by spring. 
For these children, some assessments had been done and others were pending 
with promised dates. 

All assessments appeared to be completed for almost half of the 
sampled cases About one--forth had completed "most" necessary assessment 
procedures; 11 son,e 11 assessments were complete on about one-fourth of the .:::hil<lren 
sampled. Only 6% had not seen any appropriate specialist for diagnostic 
assessment. 

It was obvious to Project staff that, under ideal conditions, more 
clinical assessments should have been completed on more. of the children. 
The reasons why some children had not been completely assessed appeared to 
be known to most of the programs' .staff members, but it also appeared to 
the Project staff that program personnel could have been) in some instances, 
more aggressive with clinical specialists. Some programs would have benefited 
from the regular guidance of a clinical specialist. 
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01..1tcornes, intervention. Project:staff wanted to lea.rn which persons 
were most involved in the therapy and/or treatment and/or teaching of the 
cases sampled, wit11 the child's special need (s) as the target. In other 
words, how were specialists, teachers, and parents interacting to change 
target behaviors? What combinations of people were ·working most closely 
with the children? In order to obtain this data, the Project staff asked 
the question: "How were recommendations of specialists and program personnel 
acted upon?" More than one method of action was used with some children. 

Program staffs did not know and central folders did not reveal the 
kinds of staff/spe~ialist/parent involvement with 5 of the 88 children. 
Therefore, the data below represents information on 72 children. 

Intervention recommendations acted Number of cases 
upon prima.rily by: 

Specialist therapy/treatment alone 19 

-

Specialist/Teacher collaboration ~.6 

Specialist/Parent collaboration 27 

Teacher/Parent collaboration 28 

Teacher acting alone 11 

These data indicate that the most popular method of working on-~line 
with these special needs children was for the appropriate clinical specialist 
and the teacher of the child to collaborate in some fashion to exchange in­
formation and, hope.fully, skills. Thi.s kind of collaboration was of special 
interest to Project staff since this had been·a special point emphasized to 
the agencies throughout the year. The involvement of pa.rents with teachers 
and specialists in the actual teaching of their children was another emphasis. 
It should be noted that the agencies which most often reported the involvement 
of the parents in the actual teaching of their children were Home Start agencies. 
In 19 instances percent), specialists alone. acted to provide therapy/ 
treatment/teaching toward some target behavior directly related to the special 
needs of children. And in 11 instances, (15 percent), teachers were placed in 
a position of having to effec.t changes without any specialist involvement. 
Most of these teachers did, however~ have access to a :Mediator Team, or 
infornial team of coordinators, for direction and specific ideas. 

In order to define more clearly the aspect of the involvement of 
parents with thei_r special needs children, Project staff asked the question: 
"How were the parents involved?" Program staff members did not know, and 
records did not show, the extent of parent involvement for 12 children. 
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Nature of Involvement of Parents Num1Jer of Percentage 
with their Special Needs Children Cases of Cases">'-
(76 Children) 

Direct involvement in a therapy/ 19 25 
treatment plan under the guidance 
of a specialist 

Direct involvement in education- LrO 53 
al plan under guidance of Head 
Start staff 

Dialogue ·with Mediator Team and/ 69 90 
or Clinical Specialist 

-
*To nearest full percentage point 

The most frequent involvement of parents appeared to be information 
sharing contacts \-lith clirdcal specialists, the child's teacher or other 
staff. It is significant that the parents of 53% of the children were in­
volved to some. extent with teaching staff working with their children on 
planned educational activities. Ideally, more. parents should have been 
involved at this 1.eve1. By the very nature of tl1.e type of program) propor­
tionately more pa.rents of Home Start children than Head Start children were 
involved with staff in the teaching of general skills and involved with 
specialists in therapeutic/treatment types of tasks. 

Outcomes, transition. The ki.nds of infonnation a Head Start/Home Start 
program passes along to a ~pecial needs child's next educational setting can 
be extremely important. Edu~ators in those settings should know what Head 
Start/Home Start has done, what things worked, what things did not work, etc. 
In order to learn what types of personal contacts had been made or were planned, 
the Project staff asked the question: 11Who have you contacted and who do you 
plan to contact regarding transition efforts?vr More than one type of trans­
ition contact was being made or planned for most children sampled. 

Persons Contacted: · Transition Number of 
Arrangeme.mts (81 Children) 

•.-

Clinical Specialists 

Public School Administrators 

Kindergarten Teachers 

Parents 

*To nearest full percentage point 

45 

Cases 

67 

39 

37 

44 

Percentage 
of Casesi: 

83 

48 

L•6 

54 



No transition contacts or plans had been made for 7 of the children 
sampled at the time of the third round of consulting visits. The largest 
number of contac.ts _that had been made. or planned were with clinical specialists. 
Tb.is was viewed as a significant effort to provide continuity of service 
between Head Start/Home Start and the public school setting. Parents were 
next most frequently included in planning for transition. · Ideally, all 
parents should have been contacted, or plans should have been made to involve 
the parents. Programs were usuall.y informed of pending legislation which 
would mandate the involvement of parents at this ki.nd of planning level. 
It is hoped that, by the end of the 1974~75 program year more parents were 
involved in transition planning. Public school administrators and kine.for ... 
garten teachers were contacted, or contact plans were made, in an equal ratio~ 

Additional screening findings compiled by Project staff during several 
on-site visits to programs appear next in this section. These findings 
begin on the following page; they occupy a separate portion of this section 
because of the volume of information specific to screening. 
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Additional Screening Findings 

During the first and second full-day, on-site visits• to agencies made 
by the OCD-BEH Project staff, a great deal of attention was paid to the sub­
ject of screening. It appeared to Project staff that most Head Start/Home 
Start agencies had focused in the past on medical, dental, vision, and hear­
ing screening. In line with Head Start Performance Standards, the goal was 
to sere.en one hundred percent (100%) of the c:hildten. The Hediator 1 s Handbook 
developed by the Project proposed to agencies that additional attention should 
be paid to systematic screening for developmental lags or disorders: speech 
and language, motor, and social-emotional sk.ills. By the very nature of 
screening, a teacher could not expect to plan a child's educat:i.onal program 
based on screening information alone" Ho-wever, screening information of all 
kinds could be used as ind:i.cators for the. need to further investigate a child 1 s 
physical status and a child's developmental skill levels. In other words, 
screening is one way to identify children who have special needs. 

During the first on-site visit to agencies by Project staff (October­
November 197~,), it was often found that agencies had not completed screen.ing 
of all children and, in some cases, had not previously made firm arrangements 
for agency staff or community resource people to do some type(s) of screening. 
As will be described, this picture changed significantly from th~ first on-site 
visit to the second on-site visit (January-February, 1975). Project staff be­
gan to make recommendations which, if implemented by an agency, could poten­
tially speed-up tl1e rate at which screening was accomplished. The earlier 
screening results were known, it was hypothesized, the earlier the teacher would 
have a better 1'total picture" of a child. 

Project staff did not focus on counting the exact numbers of children who 
had been screened in each of the physical and developmental areas. Ratl1er, an 
agency's specific arrangements for each type of screening and the methods used 
to screen were investigated. Project staff believed that the arrangements/ 
methods approach would be more helpful to agencies to improve screening arrang~­
ments provided both by agency staff and community resources, Comprehensive1 
well managed screening arrangements should, in turn, result in the screening of 
all children early-on in the program year. 

In order to describe the type of screening arrangements agencies had made, 
Project staff devised the following categories of description: 

1. Direct specialist screening and systematic, supervised 
teacher obs~rvations; 

2. Direct specialist screening and unsystematic, unsuper­
vised teacher observations; 

3. Systematic teacher observations with specialist. 
supervision; 

4. Unsystematic teacher observations with specialist 
supervision; 

5. Systematic teacher observations without specialist 
supervision; 

6. Unsystematic., unsupervised observations of teachers. 
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A direct specialist screening meant that a clinical specialist appropriate to 
the screening area (e.g., physician, speech pathologist, psychologist, etc.) 
directly observed or screened each child. Systematic, supervised teacher ob­
servations meant that the teachers used some type of standard tool or observa-· 
tion technique and their use of this tool or technique was monitored in some 
fashion by the specialist appropriate to the screening area. Systematic, un-­
supervised teacher observations simply meant that teachers used some standard 
tool to observe but they were not supervised by a specialist. Unsystematic, 
unsupervised teacher observations meant that the teachers were screening child­
ren by observing their behavior in the classroom/home without the aid of a 
standard tool and ;;..;rithout any observation or help from a clinical specialj_st, 

The findings presented here represent trends for a population size of 
one hundred forty-two (lLi,2) Head Start centers and s:Lxty-nine (69) Home Start 
teacher caseloads (approximately fourteen children per teacher caseload). The 
two hundred eleven (211) centers or caseloads have a total enrollment of 4,284 
children: 2512 children in Head Start centers and 1757 enrolled in Home Start. 
The data reported below were obtained from samplings of this totaJ population. 

Data are reported by screening area and in the following manner. Data 
from the first on-site visit encompasses only the intended screening arrange­
ments as reported by agencies in October-November, 1974. Data from the second 
on-site visit encompasses the mid-year (January-February) 1975) report by 
agencies of the percentage of children screened, the type of arrangement used 
to screen these children, and the type of arrangements agencies intended to use 
to complete the screening of those children not yet screened. 

MEDICAL/DENTAL SCREENING 

Without exception, medical and dental screening arrangements had been 
made at the time of the first on-site visit (October-November> 197L+). And, 
without exception, these arrangements were made with physicians and dentists. 
These practitioners were, for the most part, made aware of some exact screening 
information required by the Off ice of Child Development. Thus, under the de-­
scribed categories of screening arrangements, "Direct specialist screening and 
unsystematic, unsupervised teacher observations", was the arrangement for medi­
cal and dental screening at the time of first on-site visit. 

During the second on-site visit (January-February, 1975), Project staff 
reviewed screening arrangements and asked for the percentage of children screen­
ed by this type of arrangement: 

*From a sample size of forty-one (41) Head Start centers/Home Start teacher 
caseloads for medical screening, eighty-seven percent (87%) of the children had 
been screened by a physician and thirteen percent (13%) had not been screened. 

*From a sample size of thirty-one (31) Head Start centers/Home Start 
teacher caseloads of dental screening, 84.8% of the children had been screened 
by a dentist and 15.2% had not been screened. 

It was the intent of the agencies to continue efforts to screen those 
children not screened. In addition, the agencies intended to continue using the 
same type of arrangement for medical and dental screening, i.e., direct special­
ist screening without teacher involvement. 
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VISION/HEARING SCREENING 

Arrangements for vision screening and hearing screening paralleled each 
other. Therefore, the findings are combined for this description. Screening 
arrangements intended at the time of the first on-site v,isit were heavily 
weighted toward the use of specialist screening (e.g., nurses, state operated 
screening clinics) for 79.2% of the 61 centers/caseloads in the sample. Other 
types of arrangements were planned for 20.8% of the centers/caseloads (see 
Table 4). 

Table 1-t 

Intended Arrangements for Vision and Hearing Screening 

First On-Site Visit 

I Type of Screening Ar;~ngement Mean Percenta9e of 
Caseloads/Centers_ 

#1 Direct Specialist Screening and 
~ys tema tic, Supervised Teacher 0.0 
Ubservations 

~-----~. ------- M -•-

#2 Direct Specialist Screening and 
Unsystematic:, Unsupervised Teacher 79.2 
Observations 

#3 Systematic Teacher Observations 
with Specialist Supervision 5.2 .-.---~ 

#4 Urisystematic Teacher Observations 
with Specialist Supervj s ion 0.0 

#5 Systematic Teacher Observations 
Without Specialist Supervision 5.2 

#6 Unsystematic, Unsupervised 
Observations of Teachers 10.4 --·--------------1f=6l Cen tE~rs /Case l 

Becaue of the technical nature of this screening, direct specialist 
screening (#2) was favored by OCD-BEH Project staff. The screening category 
with the next highest percentage (1/6) described totally unsystematic screening. 
This prompted the OCD-BEH Project staff to make re.cornmend2.tions that the agen­
cies attempt to arrange for direct specialist screening (e.g., nurses, special 
clinics). 
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The se.cond on-site visit review of vision and hearing screening indicated 
that agencies may have been persuaded to use direct specialist screening as the 
desired arrangement. All of the children reported screened by the time of the 
second on-site visit (January-February, 1975) were screened by a specialist. The 
percentage reported screened was 82.0%. For the remaining 18.0% not scree11ed, 
only direct specialist screening was being offered as the intended screening 
arrangement. 

The. most frequent recommendations made by the OCD-BEH Project staff were: 

a. Try to arrange for a clinical specialist to screen 
hearing and vision; 

b. Contact the following specific resources who may 
be able to help you ..........•........... ; 

c, Continue efforts to complete screening as soon as 
possible; 

d. In the spring, make arrangements with specialists 
who you want to screen your children in the fall. 

SPEECH AND LANGUAGE SCREENING 

Intended arrangements for screening speech and language involved fewer 
specialists providing direct screening than was the case for medical/dental and 
vision/hearing screening. For speech and language screening the teachers/home 
visitors were relied upon much more heavily, often without in-service training, 
the use of a standard tool, or specialist supervision. 

Direc.t screening of children by a speech pt.=itbo1ogist and systematic teacher 
observations under the supervision of a speech vathologist (arrangement types 2 
and 3) were considered best by the OCD-BEII Project staff. Many recommendations 
were made by Project staff during the first on-site visit regarding the recruit­
ment of additional speech pathologists and about items that should be included in 
a speech/language screening. 

Intended screening arrangements at the time of the first on-site visit 
favored the extremes. That is, the intended arrangements most frequently reported 
were for either direct specialist screening (type 2) or for totally unsystematic 
screening (type 6) (see Table 5). The types of screening arrangements favored 
by the OCD-BEH Project staff (types 2 and 3) were the·arrangements intended for 
50.8% of the 77 centers/caseloads in this sample. The intended arrangement was 
either direct specialist screening or for some type of systematic screening by 
teachers for 63. of the centers/caseloads (types 2, 3, and 5). 

The review of screening during the second on-site visit revealed that the 
methods used for screening speech rmd language remained basically the same as the 
intended arrangements (see Table 6). The percentage of children actually screen­
ed by the preferred methods (types 2 and 3) was 49.75%. And agencies reported 
that they intended to screen another 10.5% of the children by these methods. 
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Tab.le 5 
Intended Arrangements for Speech and Language Screening 

First On-Site Visit 

Type of Screening Arrangement 1~ean Percentage of 
Cc~ nters /C~seJ oads 

#1 Direct Specialist Screening and 0.0 
Systematic, Supervised Teacher 
Observat·i ons 

~ 

#2 Direct Specialist Screening and 
Unsystema.t ·i c, Uns uperv·i sed Teacher 47.6 
Observations 

#3 Systematic Teacher Observations 
~ith Specialist Suoervision 3.2 

#4 Unsystematic Teacher Observations 
with Specialist Supervision 

- - 0.0 

Systernat'i c Teacher Observat ·ions 
~J·i th out pecia.list p rvision 12.7 . -

#6 Unsystenwtic, Unsuperv·ised 
Observations of Teachers 36.5 

~~ - --·•--- ~ -
1~= 77 Cent(~ rs/Case l oaas 

---

·-· 

The only significant difference between intended screening arrangements 
and the actual method used was the reduction in children screened by arrange­
ment l/5. The unsystematic., -unsupervised observations of teachers (1/6) as a 
screening method remained unfortuantely high. 

The most frequent recommendations made by the OCD-BEH Project staff were: 

a. Investigate the use of behavior checklists 
(language sections); 

b. Ask speech clinicians to screen for language and 
voice disorders, as well as articulation; 

c. Supplement teacher observations with the direct 
observations of a speech clinician; 

d. Obtain trainie.g from a speech clinician. 
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Table 6 
Mid-Year Speech and Language Screening 

Second On-Site Visit 

Type of Screening Arrangement Percentage of 
Screenings 
Comp·! eted 

#"I Direct Specialist Screening 
and Systematic, Supervised 0.0 
Teacher Observations 

#2 Direct Specialist Screening 
and Unsystematic, Unsupervised 32.79 
Teacher Observations 

·--

#3 Systematic Teacher Observations 
vlith Sp2c_ia"list Supervision 16. 96 -

#4 Unsystematic Teacher Observa-
tfons with Special"ist Super= .96 
vision ----

#5 Systematic Teacher Observations '12. 70 
___ ,, ~J H ho u t S pe c i al _i s t Sup e r vi s i on __ . 

·-

#6 Unsystematic, Unsupervised 
Observations of Teachers 35.7 

........ ...,, 

N=77 Centers/Caseloads 

MOTOR SCREENING 

Percentage of 
Screenings 
Incomplete/ 
Arra~ged 

0.0 

10.5 

0.0 -

0.0 

2. -, 

'---·------•----

0.0 

Intended arrangements for screening motor behavior also relied heavily· 
upon teacher/home visitor observations without a consistent standard or spe­
cialist supervision. 

At the time.of the first on-site visit, the majority, 58.1% of intended 
arrangements for motor screening were totally unsystematic (see Table 7). In 
contrast, the Project. staff favored direct specialist screening or systematic 
teacher/home visitor screening. The use of teachers to screen motor skills was 
viewed as a good arrangement if the teachers were provided with a standard tool 
for observation. This i;-ms the intended arrangement for 31. 3% of the classrooms/ 
caseloads. 
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Tab "le 7 

Intended Arrangements for Motor Screening 

First On-Site Visit 

Type of Screening Arrangement Mean Percentage of 
Centers/Caseloads 

#1 Direct Specialist Screening and 
Systematic, Supervised Teacher 0.0 
ObsE!rV at ions 

#2 Direct Specialist Screening and 
Unsytematic,, Unsupervised Teacher 10.6 
Observations 

#3 System at ·1 c Teacher Obse rva ti ons 
with Specialist Supervision 2.5 

fil4 Unsytematic Teacher Observations 
with_,~;~cial'ist Super~ision 0.0 

#5 Systematic Teac~er Observations 
Without Specialist Supervision I 28 .. 8 

--·. -·--· ---
#6 Unsystematic, Unsupervised 

Observations of Teachers 58. l --~--
1~=77 Centers/Caseloads 

During the second on-site visit, agencies reported that 57.1% of tl1e 
children had been screened for motor skills in a manner favored by 
Project staff (direct specialist screening or systematic teacher observations). 
Thus, a greater percentage of children were actually screened via a favored 
method than was originally intended. Whereas the intent of agencies was to 
screen 58. 1% of their centers in an unsys terna tic way;) only 32. 0% of the child-~ 
ren were actually screened in this manner For all children yet unscre0ned 
for motor skills, an arrangement involving systematic. teacher observations or 
specialist screening was intended. Project staff viewed these changes as posi­
tive moves toward more complete and valid screening procedures. 
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Tab le 8 

Mid-Year Viotor Screening Completed and Arranged 

Second On-Site Visit 

Type of Screening Arrangement Percentage of Percentage of 
Screenings Screenings 
Completed Incomplete/ 

Arranged 

Ill Direct Specialist Screening 
and SystemaU c, Supervised 0.0 0.0 
Teacher Observations 

#2 Direct Specialist Screening 
and Unsystematic, Unsuper- 14.9 3. 1 
vised Teacher Observations 

-

#3 Sys tema. tic Teaclle r Obse r·-
vations with Specialist 30.2 1.2 
c- , • ,Jupe rv1 s 1 on - - --

#4 Unsystematic Teacher Obser-
vations with Specialist 2.3 4.3 

'----- SupE~ rvi s ·ion -

#5 Systematic Teacher Obser-
vations Without Specialist 12.0 0.0 
Supervision 

#6 Unsystematic, Unsupervised 
Observations of Teachers 32.0 0.0 

N=77 Centers/Caseloads 

The most frequent recommendations made by the OCD-BEH Proj ec.t staff ,,;rere: 

a.. Ask physicians to check specific neuro-·motor functions 
when they are providing their medical (physical) screening; 

b. Ask qualified specialists working with your program to 
observe all children for motor skill development; 

c. Consider the use of a behavior checklist, by itself or as 
a supplement to what you are already using (e.g., Denver 
Developmental Screening Test). 
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SOCIAL/EMOTIONAL SCREENING 

Of all screening areas, specialists were involved the least in the in­
tended social/emotional skill screening. Again., at the time of the first on-· 
site visit, the agencies intended to rely heavily on teachers to do the scre.en­
ing in an unsystematic and unsupervised manner (53.3%). Project staff favored 
the use of specialist screening or systematic teacher screening, but these 
arrangements were intended for little more than a third (38.4%) of the centers/ 
caseloads. 

The review of social/emotional screening at the time of the second on-site 
visit revealed that no children were screened by specialists. However, 40% of 
the children were screened systematic.ally by teachers along with specialist super­
vision. Agencies had originally not intended to use that arrangement at all. 
Teachers/home visitors used behavior checklists and guidelines provided by spe­
cialists to accomplish this systematic observation. On the other hand, agencies 
had intended to screen 31.7% of their classrooms/caseloads by having teachers/ 
home visitors use checklists but without specialist supervision. In actuality, 
only 3.0% of the children were screened via this arrangement. There was, from 
the Project staff viewpoint, -insufficient reduction in the intended use of totally 
unsystematic screening. Initially 53.3% of the centers/c:aseloads were intended 
to be screened in this manner. Unsys ternatic and uns1.1pervised screening actually 
occurred for L1-l. 02% of the children and it was the intended arrangement for the 
remaining 1.8% of the children who remained unscreened for social/emotional skills. 

Table 9 

Intended Arrangements for Social/Emotional Screening 
First On-Site Visit 

Mean 
Type of Screening Arrangement Percentage of 

Centers/C_a.se J oads 

#1 Direct Specialist Screening and 0.0 
Systematic, Supervised Teacher 
Observations 

1,12 Direct Specialist Screening and 
Unsystematic, Unsupervised Teacher 6.7 
Observations 

#3 Systematic Teacher Observations 
with Specialist Supervision 0.0 

#4 Unsystematic Teacher Observations 
with Specia"!ist Supervision 8.3 

#5 Systematic Teacher Observations 
Without Specialist Supervision 31. 7 

#6 Unsystematic, Unsupervised 
Observations of Teachers 53.3 

----~· -~- ···--

1~=77 - Centers/Caseloads 
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The most frequent recommendations made by the OCD-BEH Project st::iff were: 

a. Ask a psychologist. who may already be observing 
in your classroom to specifically observe/screen 
for social/emotional skills; 

b. Consider using a standard tool, such as a behavior 
cbecklist; 

c. Try to establish firm screening arrangements in the 
spring for implementation in the fall. 

Table 10 

Mid-Year Social/Emotional Screening 
Completed and Arranged 
Second On-Site Visit 

Type of Screening Arrangement Percentage of 
Screenings 
Completed 

Pe rcE!n tage 
of Screen i n gs 
Incomplete/ 

-t-·~----- _______ Arranged .--1-

#1 Direct Specialist Screening 
and Systematic, Supervised 
Teacher Observations 

0.0 0.0 
-+----~----------------------+--------------+-------------•-

#2 Direct Specialist Screening 
and Unsystematic, Unsuper­
vised Teacher Observations 

#3 Systematic Teacher Obser­
vations with Specialist 
Supervision 

#4 Unsystematic Teacher Obser­
vations with Specialist 
Su2ervision 

#5 Systematic Teacher Obser­
vatfons Without Speciu-l i st 

0.0 

40.0 

14. 0 

3.0 

0.0 

------1-

0.0 

0.0 

0.0 
I Supervision I 1-------~ 

#6 Unsystematic, Unsupervised 
Observations of Teachers 

N=77 Centers/Caseloads 
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.eU:MMARY OF SCREENING ARRANGE~'1ENTS/TRRN~g_: 

To summarize the df.sc.u.ssion of screening arrangements and trends noted, 
it 11t.A.y be helpful to viev-l sc.reerdn.g from a series of questions. These q1Je.stions 
concern the time when screening arrangements were made, the time when screening 
was done, who did the t:'.i::reening, and the. completeness of the screening. 

1. When did the. Head Start/Home Start agencies make 
arrangements for the various types· of screening? 

It appeared that agencies had made arrangements 
for medical and dental screening either prior to 
or at the beginning of the year. Some agencies 
requested that medic..s.l screening be completed by 
a family's physician prior to the: chi.ld' s entry 
into the program. Dental screening was usually 
arranged to occur within the first t'wo months or 
the program year. Vision and hearing screening 
arrangements we_ce made by the rna.j ori ty of agencies 
after the program year began, but some agencies 
had not completed arrangements by the end of the 
second month. 

Arrangements for most developmental screening took 
place after the beginning of the program year. 
Speech/language screening arrangements were usually 
firmed-~up ear.lier than o:crangem.ents for motor or 
social/emotional screening. As a result, agencies 
were able to make significantly fewer arrangements 
with clinical specialists to do the screening or 
provide much guidance to teaching staffs to do the 
screening. 

It appeared to the Project staff that, at the time 
of the first on-site-visit, the majority of agencies 
had not made a prior commitment to screen all children 
in the d2velopmental areas of speech/language, motor, 
and social/emotional skills. At least these screening 
areas received much lower priority than medical, dental, 
and vision and hearing sc:i:-eening. Agencies which had 
not made. prior ar~angements for these types of dsvelop-, 
mental skill screening stated at the t~ne of the first 
on-site visit that "Unsystematic, unsupervised obser~-
V8 t:i.orrn of tec:""chers," 'i.Jas their "intended" ar.cangement. 
On the other hand, it appeared that the continued em­
phasis of Project staff that these developrr.ental skills 
should be screened led to more firm, complete, and 
appropriate arrangements as the year went on. 

2. When was screening done? 

Medical and dental screening was completed prior to the 
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beginning of the program year for some children. Agencies 
placed mDSt emphasis on r:iedical screening and they 
attempted to get this screening completed by the er'id 
of the first month of the program year (partly to meet 
state day care licensing requirements). Nevertheless, 
at the time of the second on-site visit (January­
February) medical screening was not complete (average 
87% completed). Of the 13% of the children un-·· 
screened, most were either new to the program mid-
year or their parents were balking (permission, 
transportation, or apparent lack of concern). 

Dental screening also received a great deal of 
emphasis and most screening was completed by the 
end of the second month .. By January-February, 15.2% 
of the children reffiained unscreened, largely due to 
the same reasons that some children had not received 
medical screening. 

Vision and hearing screening was completed for 
approxirna tely half of the children by October-­
November. This reflected the prior arrangements 
of several agencies to take their children to a 
State Department of Health vision and hearing 
screening clinic. 

By January-February, 18% of the children remained 
unscreened. A few agencies still hoped to commit 
the state operated vision m1d hearing screening 
unit to screen the chil~lren, but arrangements were 
difficult to make because the work c.alendars of 
these screening units were usually filled well 
in advance. 

Speech/language, motor, and social/emotional screening 
were nearly all completed for children in a few agencies 
which had acquired the commitment of clinical specialists 
(e.g., speech pathologists, psychologists, SLBP 
specialists) prior to the beginning of th,2 progran 
year. But most agencies relied on teaching staff 
to conduct these screenings. By January-February, 
approximately 88% of the speech/language screening, 
91% of the motor screening, and 98% of the social/ 
emotional screening was complete. But, of those 
children screened, more than one-third had been 
screened by the "Unsystematic, unsupervised 
observations of teachers." It was the impression 
of the Project staff that some agencies using this 
type of arrangement considered a child to be 
"screened" if the teacher did not request that a 
specialist evaluate the child. 
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3. Who did the screening? 

The in.tended arrangements for medical and denta.l 
screening were carried through without any changes. 
All the children were screened by physicians and 
dentists or in supervised clinics (EPSDT). Like­
wise, all vision and hearing screening was conducted 
by specialists or volunteers who had been trained 
to conduct vision and hearing screening under the 
supervision of a specialist. Head Start/Home Start 
agencies which employed registered nurses or 
licensed practical nurses tended to ask these staff 
people to conduct vision and hearing screening. 

Significantly fewer specialists conducted 
developmental screening than was the case 
for physical screening. Screening arrangements 
often changed significantly for developmental 
screening between October-November and January­
February. Some of these changes were apparently 
due to workshops conducte.d by Projec.t staff to 
sensitize teaching an.cl. administrative staffs to 
the availability and worth of criterion referenced 
assessment instruments (behavior checklists). In 
addition a few agencies had requested and received 
in-depth training from the PortagR Project, which 
encompasses a criterion referenced assessment/ 
teaching approach. 

Speech and language screening was not conducted by 
speech clinicians to any greater extent than was 
initially planned, but 20% more children were 
screened by teachers in a systematic way than was 
originally intended for the centers they attended. 
Intended arrangements for motor and social/emotional 
screening and the. manner in which the scrcenir..g was 
actually conducted changed little in terms of the people 
who would conduct the screening. That is} teachers 
were intended to do most of this screening and they 
did so, but in a much more systematic manner due 
to the use of behavior checklists. 

4, HO"w complete was thE.: screening? 

Medical, dental, vision and hearing screening was 
almost completed for all children by January-Febx·uary 
(average 87% for medical, 84.8% for dental, and 82% 
for vision and hearing), as was stated under question two. 
Project staff made no attempt to detennine the quality 
aspect of "completeness" as j_t related to individual 
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screenings performed by physic:ians and dentists. The 
only arrangeme.n t intended for screening those children 
who remained unscreened was direct specialist screening. 
Since all medical and dental screenings were performed 
by professionals~ it was assumed that medical and 
dental screenings per se were of a reasonably high 
level of quality. 

The quantitative completeness of speech/language 
screening was 88% by January-February. Qualitatively, 
however, more than one-third of the children were 
screened by teachers in an unsystematic and unsuper-
vised manner. Projec.t staff had reason to believe 
that this manner of screening resulted in too many 
false positive and false negative results. Several 
cases came to l:tght where children should have been 
referred to a speech pathologist but were not referreds 
and rna.ny children were referred whose maturational 
speech articulation behavior was on target for age level. 
One positive qualitative note was that in several instances 
the intended screening arrangements for children not yet 
screened were to be direct specialist screening or 
system.a.tic teacher screening (using behavior checklists). 
The quantitative completeness of rtiotor frcreening by 
Jancary·~Februnry was 91. 4%. One-,third of the chilc1ren 
were screened in an Ut7sys tPma.tic Rnd unsupervised manner, 
which is a negative finding. However, the original 
intent was that 58.1% of the centers wo:.ilcl be screened 
in this manner. Between the first and second on-site 
visits several agencies adopted the use of some form 
of systematir.. motor screening, usually behavior check­
lists filled-·out by teachers. This was judged to be 
a qualitative improvement. 

Social/emotional screening had been completerl for 98. 2% 
of the children by Januray-February. This was t:he highest 
percentage of completed screening reported for any 
screening area. However, more soci2.l/ernotional screening 
was performed by teachers in an unsystematic ar~d unsupervised 
manner than for any other area of screening. The quality 
of screening arrangementc did improve between October­
November and .January-February with the adoption of behavior 
c~1ecklis ts as a s c.rceuing tool for teachers. In addition~ 
the recruitment of more school psychologists to come on-
site to centers resulted in specialists observing all 
children in many classrooms. Agencies repo-rted that 40;; 
of the children were screened by specialists' general, 
on-site observations. 
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Project staff had hoped that all of the above screening data from FY75 
could be used as a data base for the collection of similar kinds of data 
during FY76. With the directed changes in Project clientele for FY76) this 
was not possible. However, on the basis of one full year of consultation, 
data collection, and conversat:tons with Mediator Team members, a few additional, 
general statements can be made. 

Even though complete screening profiles ·were not available on all 
children early-·on in the program year, agencies often reported that they we.re 
completing screening faster than in previous ye.ars. The implemented suggestions 
or recommendations of Project staff were often cited as the reasons for this. 
Agencies also reported that the percentage of children screened was often 
higher than in past years. 

Overall, the quality of screeni-:.1g seemed to improve significantly over 
past years. Most agencies were arranging for more complete d2velo11mental 
screening. The type of instruments they used were o::ten improved over the 
types they used in the past. It also appeared that childr-211. who failed 
screening were often followed-up more quickly than in the past (e.g., re·~ 
screening or referral for diagnostic assessment). Agencies were made more 
aware of the differences between screening for articulation, language, and 
voice. As a result, several agencies specifically asked speeial:i..sts to expand 
their screening to include language and voice screening as well as articulation. 

!i'inally, it appeared that Project staff emphasis on early scn:.ening 
(within the first 2--3 months of a program ye8.r) would result in raore "prior 11 

screening arrangements. In other wordf;, agencies were asking specialists 
in the spring of the year to provide schedule time in the fall to screen their 
children. 

It should be pointed out that the. Project staff continually emphasized 
that screening tests/procedures were just that---- screening and not diagnostic. 
It was emphasized thu.t results were to be used with caution. No di.agnostic. 
label was to be applied baseci on screening alone. Even when a diagnostic 
assessment was made by a specialist, Head Start/Home Start staff were. encouraged 
to view diagnostic assessments as an on-going process ~1ich should result 
in better ways to provide education and other services to special needs children. 
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Snrnmary Df case management outcomes Since the Project staff had not 
made contact ·with all Minnesota programs during the prev~ions year (1973--74), 
no baseline data were available to com.pare with the above outcome results from 
1974-75. However, based on observations of programs throughout 1974-75, and 
based on feedback from program staffs, it would seem reasonable to concJ.ude 
that these staffs acquired new knowledge and skills which were applied to 
improve and expand delivery of services to special needs children. Although 
this conclusion :Ls necessarily subjective to some degree, the following 
observations are offered to as substantiation: 

1) A.scan be seen from the preceding description of sc1:een­
ing, programs developed increasely sophisticated a~d 
coordinated screening systems, e.g., more clinical 
spE.~cialis ts were being recruited to do screening, greater 
numbers of teachers and other staff were trained to do 
some types of screening, more screening was being 
accomplished in motor, speech/la.nguage and social/emo­
tional areas, etc. 

2) Many more children were seen by clinical specialists 
for assessment as the year prq~ressed and there appeared 
to be great.er awareness of the need for multiple refer­
rals with some children. This increase could be simply 
attributed to the passage oi time, but the fact that so 
many more specialists provided service to programs. in 
1974-75 indicates that more children were being assessed, 
by some method, than had been the case the previous 
year. Feedback from many program staffs suggested that 
this was the case. 

3) More tcachsrs were receiving support from clinical special­
ists in the planning and implementation of intervention 
strategies as the year progressed. Again, the data from 
the resource mobilization section indicate that this was 
happening to a much greater extent in 1974-75 than in 
1973-74. The resource mobilization data also suggest that 
teachers felt this type of support was important in bring­
ing about succeseful interventions. 

4) More efforts were taking place to provide continuity of 
services for children who were going to another educational 
setting. Prior to 1974-75, many programs did not even 
consider this to oe a priority area and, thus, had not 
been engaging in transition efforts. 

5) It appeared ;:hat more pare.nts were being involved in 
decision·-·making, planning, and interventions with tlrnir 
children. One quantitative indicator of this is that 
more clinical specialists were providing pa~ent counsel­
ing/education than prevtously. 

Despite the apparent acquisition of case management skills and the 
resulting improvement and expansion of services, several findings and observa­
tions lend themselves to statements of need. 

The sample review of case files pointed out the need for many programs 
to centralize information. Such centralization was often recommended as one 
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means of controlling the flow of data (for confid1mtiality purposes) and 
allowing easy access to those program personnel who should have the inf orma·~ 
tion. 

Two types of records were glaringly absent from the files of several 
children: 1) copies of diagnostic reports; 2) progress reports from special­
ists. · It appeared that pr::ograms tended to accept the verbal transfer of 
di.agnostic information from some specialists. Programs were aware of the 
need for written documentation, but specailists were allowed some laxity in 
actually providing the written documents. The same appeared to be true for 
progress reports from specialists. 

In only two instances had program staff written and compiled overviews 
of children based on diagnostic information from the various specialists a 
child may have seen. Although such ove-.rviews are not absolutely necessary 
documents, they could be useful to teachers, parents, and other program 
personnel when trying to gain a total perspective of a child 1 s status. 

In no instance did a program have a form indicating what kinds of 
information were included in an indivicual child's file. This type of form 
was suggested to most progra1ns as a means to quickly identify what is .in a 
file and to give an overview of services rendered to the child. 

Programs did not routinely and periodically review central files to 
determine the presence or absence of screening_ information for all children. 
This type of routine and periodic review was recommended to all programs as 
a means of following-up the screening needs of children. 

The data regarding ftiagnostic assessment pointed up several needs. 
It appeared that only half of the children in the sample had received all 
necessary diagnostic work-ups from spe .. cialists. Another l 7;~ had received 
"most" assessments and an additional 261~ "some" assessments. It is likely 
that more children would have received all necessary assessments had programs 
ensured that a clinical specialist was present at team meetings, or other 
types of staffings, for the purpose of helping to guide the case management 
process. The need for additional diagnostic assessments for some children 
might also have been realized if the programs Project staff had provided 
printed guidelines for programs to use when staffing special needs children. 
(Such a guide now appears in a revised edition of the Mediator's Handbook_.) 

In several instances a specialist had promised to evaluate a child 
"later" when his/her schedule was more free. Yet, in the spring several 
specialists still had not completed the evaluations. It might have been 
helpful for programs to attempt to establish definite dates with those 
specialists--or used some. other means of reminder. Whatever the method, it 
appeared that programs allowed too long a time span between "reminders 11

• 

Although programs were continually encouraged to involve a child's 
teacher/home visitor in staffings, Mediator Team or other staffings, some 
opted to "inform" the teacher of staffing decisions. In these cases, the 
teacher may have attended some team meetings but not al.l. It is possible 
that the more frequent presence of teachers in staffings would have high~= 
lighted a child's needs even more and potentially would have resulted in 
the request for additional and timely diagnostic assessments. 
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According to the data regarding the interve11tions with children, it 
appean~d that teachers/home visitors would have had no help with approximately 
15% of the children had it not been for the efforts of other program staff and 
the :Mediator Team. In spite of the statewide doubling of specialists working 
with programs during this one year, agencies were not successful recruiting 
the appropriate specialists for this 15% of the children in the sample. 

Throughout the year, Project staff had encouraged programs to ask 
clinical specialists to come on-site to their classrooms, as opposed to 
transporting the special needs children to the specialists' offices for 
individual treatment/therapy. In fact, at least half of specialists serving 
Head Start/Home Start children during the year did come on-site for at least 
some time, and the kinds of services these specialists provided tended to 
expand. Never-the-less, 26% of the children in the sample received only one­
to-one attention from specialists. Consultation with teachers and parents 
regarding the teaching of new behaviors/tasks was not provided by specialists 
for these children. Hopefully, this limited approach to inte:rve.ntion 
will be expanded as the movement to assttme consultative roles increases in 
various professions. 

l,,,lhen parent involvement is considered, it is obvious that more parents 
were simply informed of their child's stat.us (27) as opposed t:o the direct 
involvement of parents (19) in t:1e teaching of skills aimed at a particular 
special need. It appears that the additional involvement of parents in 
teaching particular skills needs to be a joint effort of teaching staff, 
coordinator staff, and clinical specialists. 

During the Project staff's on-.. site consultatio1: regarding transition 
of children from Head Start/Home Start to the next educational setting, several 
programs needed to be convinced that they should consider sending ar.y i.nfor­
mation to the next setting, other tha~ t1edical and/or attendance records. It 
appeared that these programs were overreacting to confidentiality and self­
fulfilling prophecy issues. Programs were told that the schools needed to 
know about a child 1 s strengths, gains, and the servi.ces provided to him in 
order to plan effectiv·ely and efficiently. This i.s espeeially true for 
children whose needs are complex. Most who were hesitant to consider sending 
anything but minimal information appeared to reconsider their stand~ 

The data that Project staff collected regarding transition was the 
least definitive of any case management area. Many programs had just begun 
to make specific arrangements for individual children. Therefore, questions 
to agencies were posed as an in-rnstigation of arr&ngements that were already 
made ar~angements that the programs planned to make. Multiple arrangements 
(two or 1;1ore) were made or were planned for most special needs children sampled., 

Clinical specialists and parents were the people most often involved in 
making transition arrangements. However, there was a significant percentage 
difference between specialists and parents (83% and 54% respectively). The 
percentage of public school administrators and kindergarten teachers involved 
was only slightly less than the percentage of parental involvement. 

Under ideal conditions, the program staff, along with the parents, 
clinical specialists, school administrators, and kindergarten teachers who have 
had or who will have some direct responsibility for a special needs child should 
be involved in making such significant decisions as are involved in the trans­
ition of the child from one program to another. The implementation of new 
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federal legislation (P.L. 94-142) targeted at school districts (with Head Start 
as a probable "participating agency" under the law) should result in the 
involvement of all parents in transition planning, as defined under "due 
process 11

• Likewise the. involvement of a school administration representative 
is expected to increase, which should enhance decision making regarding special 
equipment~ tutoring, etc. It appears very likely, therefore, that program 
staffs will be meeting ·with school based teams to mutually plan- for the 
transition of special needs children. 

The reader should note that Project staff .did not concentrate on 
counting/confirming by diagnosis or diagnostic category all "handicapped" 
children in each agency. Project staff felt that their role was not one of 
enforcement or monitoringQ Rather, the enforcement of the mandate to Head 
Start was the role of the regional Office of Child Development. It was 
believed that the Project staff should restrict itself to demonstrating 
met.hods by which programs could ensure that special needs children, regardless 
of the severity of handicapping condition, received appropriate and compre­
hensive services. Project staff did provide consultation to agencies 
regarding ways to recruit more special needs children. Suggestions were 
made regarding diagnostic confirmation of children suspected of having 
special needs. Agencies were informed of recn.dtrnc.nt/diagnostic needs when 
it appeared that tbe ten percent minimum enrollment figure had not been 
reached Across all Minnesota Head Start agencies, it appeared that approxi­
mately 400-plus children were (or were in the process of being) diagnosed 
as 11 han.dic.apped" in 197Li-~75. Also, it appeared that few agencies had enrolled 
f ew·er than ten percent special needs children. Still, any "enforcement" 
aspects were considered the role of the Office of Child Development. 

In conclusion, there was evidence to suggest that the case management 
objectives were mer: to some degree. There did appear to be improvement, both 
qualitative and quantitative, in the s~rvices delivered to Head Start/Home 
Start children, their families and the teachers who worked with them. Given 
the limited number of training and consultative contacts made by Project staff 
with each program, the outcome findings, such as they are, might be interpreted 
as reflecting a high degree of success for this aspect of the demonstration 
effort. (Counting workshops and consulting visits, the Project staff only had 
contact with any individual pr0grarri approxi.mately seven times throughout the 
year, and not ali of these contacts involved train.:Lng or consultation directly 
related to case management procedures.) On the other hand, it can b-s seen that 
there is room for greater improvement in prograTUs' knowledge and application 
of case management techniques. Certainly, the availability of resources is a 
cruci.al vari2ble contributing to successful case management outcomes. If there 
are limited re.sources avail.able many of the service delivery objec.ti.ves of case 
management cannot be met. H~wever, it does appear that all approaches to obtain­
ing various services were not explored nor exhausted. One contributing factor 
here is that individual programs obviously did not receive extensive training 
and/or consultation in this area during one year of statewide demonstration 
activities. 
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SECTION V 
OUTCOMES--ESTABLISHMENT OF MEDIATOR TEAMS---YEAR 2 

As stated previously, the Project E.~taff did hope that the methods 
used to introduce and help implement the case management team concept, 
i.e., the ":Mediator Team11 concept, would n~sult. in programs pE"~rc.eiving this 
to be an effective way to organize their staffs for the purpose of carrying 
out the interrelated activities of resource mobilization and case management. 
It was definitely possible for programs to carry out some of these activi­
ties without the organizational vehicle of a formal team structure, but 
Project staff attempted to demonstrate to programs how such a vehicle could 
enhance efficiency and, in the long run, improve services for children, 
parents, and their oi;m staff members. Thus, Project staff continued to 
provide training, consultative, and advocacy services related to case man­
agement anc. resource mobilization to the programs which <lid not establish 
teams immediately aft.er the first workshop introducing the concept. Hm.,;r-­
ever, most of these programs were. also continuously encouraged to develop 
teams. 

Data colJ:ection. As Project staff made on-site consulting visits 
to programs throughout the year, data pertaining to the following criteria 
were gathered: 1) members of a program's team or teams (some programs had 
more than one) were designated; 2) a team coordinator was assigned; 3) and 
the team was meeting with some degree of regularity (i.e., at lease once a 
month) for the specific purpose of case management of special needs child­
ren. These were the criteria by which the Project staff judged the exis­
tence of a team. Supportive data for these criteria we.re obtained from ver­
bal reports of program personnel, examination of minutes from team meetings, 
and, with many programs, observation of at least one team meeting. 

Unfortunately, it was not always possible to arrange visits at times 
when all team members could be present. Once. Project staff had traveled to 
an area located a great dista~ce from their home base (St. Paul), travel­
cost and time factors made it necessary to att~mpt to visit all of the pro­
grams in that area before returning home. Thus, programs often had to ad-· 
just their schedules to meet those of Project staff. Although arrangements 
were usually made two or three weeks ahead of time, it. sometimes was impos­
sible for all program staff members to adjust their schedules and be present 
at the consulting visit. Of course, other factors undoubtedly caused the 
absence of some people. The greatest disad·\""antage resulting from the ab­
sence of some Mediator Team members was that a few meetings could not be 
held. Therefore, Project staff had no opportunity to observe and monitor 
the process of team meetings. Recommendations could only be made on the 
bases of what program personnel described about their meetings. In IJroj ect 
year three it was possible to 2.vo id some of these pro bl.ems, and Project 
staff developed improved train~ng methods specifically related to conduct­
ing team meetings (see Sections VII and VIII). 

Outcomes. It appears that the tools and methods used to introduce 
and help implement the Mediator Team model, e.g. i the Media torr s }landbook, 
the summer "Mediator Workshop", the c.onsulting visits, the 11Mediator Media" 
newsletter, the four Team-related workshops, etc., resulted in the major-
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ity of Minnesota programs perceiving this to be a rele.vant and potent=l.ally 
workable model. 011 evaluations of the. initial summer 1\viediator Workshop" 
presentation a majority of participants felt fairly strongly that the con·­
cepts could be applied, and that they had an interest in doing so. By the 
end of the 1974-75 program year, the Project staff judged that 17 programs 
(out of 35) had established a "formal" team and were carrying out case 
management/resource mobilization activities using this organizational ve­
hicle. As stated above, these judgments were based on the criteria that: 
1) members of the team had been designated; 2) a team coordinator was 
assigned; and 3) the team was meeting with some degree of regularity (at 
least once a month) for the specific purpose of case management of individ­
ual special needs children. 

.Another 10 programs had what the Project staff categorized as "in­
formal'' teams. These were programs which had no pre-arranged schedule for 
specific people to come together to discuss individual children but which 
did have staff who worked closely together to carry out the case manage­
ment and resource mobilization functions outlined i.n the original Media­
tor's Handboot. All informal teams were located in smaller programs where 
staff sizes ranged from 3 to 12 and the number of ce.11ters (or Horne Start 

-"territories 11
) ranged from 1 to 3. Although Project staff had encouraged 

even these small prcgrams to set a.side definite timss for everyone to dis­
cuss the cases of individual children, it did appear that members of sever­
al of these staffs were able to carry out reasonably ·well-organized case 
management activities due to the on-going, close contacts inherent in their 
work situations. Thes2 asse,ssments by Project staff ,vere based on discuss­
ions ·with the program persounel a.nd on rev:Levrs of children's files. 

Tuo Minnesota programs eventually chose not to work with the Pro­
ject at all (one of these. was a program which operated in the summer only). 
Six other programs did not want consultation directly related to the Med~ 
iator Team approach but did attend workshops and received visits through­
out the year. 

For a variety of reasons several programs did not establish or have 
functioning teams until mid-way or later in the program year. Some of these 
programs had not attended the initial introductory uorkshop in the summer, 
and the Project staff had to introduce the te.am concept during the on-site 
consulting visits. (All of the programs which had not attended the sununer 
workshop did work with the Project staff during the year.) Of those pro­
grams which had participated in the sumnk'.!r workshop, only 12 (50%) had made 
any attempts to establish a team prior to the first rotmd of consulting 
visits n1;J.de in the fall. It appeared that some of the programs which had 
not begun to organize a temn ·were ope:catj_ng under the assumption that the 
first consulting visit was for the pu~pose of organization. 

Disruptions within programs (e.g., administrative and other person­
nel turnover, funding problems, splitting up of agencies due to regional­
ization, etc.) were additional factors hindering some programs at different 
points in the year. In these cases, i.t simply took time before the program 
staffs felt they could direct, or redirect, attention to the team. This 
did not mean that the programs completely ignored their responsibility to 
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provide services to special needs children, nor did it mean that Project staff 
gave no assistance related to case management and resource mobilization. How­
ever, to these programs, organizing a team effort and holding team meetings 
were functions not seen as priorities when other problems were so pressing. 

Still another factor that seemed significant, and one that played a 
part with many programs, was related to the role played by Project staff. 
Staff had to 11prove11 themselves by actually continuing to make on-site visits, 
to make follow-·up phone and written contacts:. to· c.onduct workshops, and> gen­
erallys to provide services that were useful. It appeared that many programs 
had to be convinced that what was being offered would continue to be made 
available and would be relevant to their needs. Actual full implementation 
of the. team approach did not come about in these programs until they had an 
opportunity to "test out" the utility of other ideas and recommendations of 
Project staff. It was obvious that personnel in sever.s.1 programs were ini­
tially rather skeptical abo.ut the value of training and consultation from 
professionals who they might seldom see and who might make suggestions which 
would be unrealistic or irrelevant for Head Start/Home Start people. Histor­
ically, the experiences of programs evidently tended to reinforce such no­
tions about "consultants" and special projec.ts. In some instances, these 
attitudes were just beginning to be disspelled toward the end of the year. 
It is quite possible that the initial skepticism of these people was re­
affirmed when they discovered that the Project would no long2r o.perate in 
Mim1eso ta during the third year of its existence .. 
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SUMMARY OF PROJECT YEAR 2 

Was the demonstration of the broad-based service delivery mode.l 
successful? Based on the outcome findings that were obtained, Project staff 
feel that the model has considerable merit. By providing training and con­
sultation focusing on resource mobilization/case management techniques and 
simultaneously engaging in advocacy efforts, a small group of clinical spec­
ialists was able to set in motion a process which the data indicate resulted 
in a substantial increase in the number and quality of services provided to 
Head Start/Home Start children, families, and staffs throughout an entire 
state. There had been a fac:i.litation of development of local community ser.­
vices to a level previously unattained in many areas. The vast majority of 
these services were provided at no charge to programs. 

It would seem reasonable to suggest that the different components 
of the service delivery model cot1ld be applied by other service providers 
working with other ptograms and within other geographical parameters. 
That is, the model could probably be used by various types of clinical 
specialists, and possibly non-specialists, working with Head Start/Home 
Start or other kinds of programs. The. model c.ould also be applied by one 
service provider, or a group of service providers, working with one pro­
gram or many programs scattered acrc.ss a wide geographical area. It may 
be that adopti.on of this model by specialists, particularly those with a 
limited amount of time to StffVe programs, would be the most beneficial 
service that a specialist could provide. 

The Project staff also feel that the Mediator Team model) or the 
individual resource mobilization and c.ase rnanagewent c.ornponents of the 
model, could be appli2d ~-:uccessfully by many Head St3.r-::/Horne Start pro­
grams. The extent to which training and consultation are necessary for 
any given program is not completely clear. When first introduced to the 
case management team approach via the original Mediator's Handbook and 
the intensive summer workE:,hop, many Minnesota He.ad Start/Home Start person­
nel did not initially perceive the relevance or practicality of the various 
concepts for their o~m programs. It was not until the workshop was comple­
ted (or, in several· cases, the on-site consultation visits ·pere carried out) 
that these people began to realize that they could benefit from implementa­
tion of these concepts. (Issues related to amount and types of training/ 
consultation will be discussed further in Sections VII 2.nd VIII.) 

To this point in the report, the reader has had to rely on evalua­
tions and interpretations of evaluation findings made only by Project staff. 
The next section (VI) presents findings of an evaluation study conducted by 
a team of independent investigators. 
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SECTION VI 
OUTC011ES--INTEGRATION OF HANDICAPPED CHILDREN--YEAR 2 

It was assumed that all of the outc.orne objectives established by 
Project staff at the beginning of the year-long demonstration effort in 
Minnesota would contribute to the overall goal of integrating handicapped, 
special needs children into Head Start classrooms. Because staff realized 
time would not permit a careful study of integration, and because an inde­
pendent investigation ·would be preferrable. anyway, a contract was awarded 
to an outside agency to examine the sta.tus of integration in Minnesota pro-­
grams and, if possible, identify any Project activities contributing to in­
tegration. 

The contract for this evaluation study was awarded to the CoII1.111un­
ity-University Health Care Center in Minneapolis. The study was carried out 
in February and March of 1975. Although Project staff were necessarily in­
volved in helping to plan some aspects of the evaluation design, the pro­
grams actually sampled and evaluated were unknown to the staff. The prin­
ciapl investigators were Richard Coder, Ph.D. and Joanna. Coder, M.A. The 
following pages contain the verbatum report received from the Coders. 
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Independent evaluators were asked by a ·State Project 
staff to examine the following questions: 

·1) Is inte9ration of handicapped 
children into the Head Start 
program happening? 

2) If so, is integration happening 
as a result of the efforts -of 
the State Project? 

S om e Fe cl e r a 1 g u i de 1 i n e s h a d b e e n o f f e re d a s i n d ·j c at o rs 
of what integration meant: a) ten percent of the children 
in Head Start were to be handicapped children, b) the 
children were to be diagnosed as handicapped by a spec­
ialist, c) to be handicapped meant a child who needed 
more than the routine Head Start services typically pro­
vided (a child who needed eyeglasses was not considered 
handicapped, a child ~11ho needed a hearing aid was con­
sidered handicapped) d) the handicapped children were to 
be phys i c a_"I 1 y an d psych o l o ~Ji c al 1 y i n t e gr a t e d i n th e c ·1 as s -
room (or home start, or field tr-ip of whatever activity). 

E x c e p t i n g p s y c h o l o g ·i c a ·1 i n t e 9 r at i o n , th e q u a n t ·i f i e d re -~ 
sults presented below indicate that Head Start in Minne­
sota met or exceeded the Federal guidelines. 

The question of psychological integration has been raised 
but not de v el oped i n e v a ·1 u at i on s of pres ch o o l programs i n 
general an d He ad St c: rt i n pa rt i c u 1 a r. 

Past s tu di es , ( Ci c ere 1 l i , 1 9 6 9 , l 9 7 0 ; Sm i th and Bi s s el 1 ) 
1970) have presented results centering on end products 
of Head Start. That is, their studies have been con-
cerned w-ith schoo·1 achievement, number:; letter, and 
color recognition, socialization, al1 quantified through 
test scores or some other variable in the form of math­
em at i ca 1 reduct ·i on . 

Further, such studies have raised much controversy. Part 
of the controversy has been rooted in the question of 
whether evaluators understood the original purposes of 
Head Start. While evaluators v1ere on the industrial 
psycholo9·ists 1 track, (se2 Kohlberg, 197.1) searching 
for signs of IQ gains and school achievement, the orig­
inal planners of Head Start had stated as goals the 
improvement of the child's health and physical abilities 
fi rs t of a 11 , then , second 1 y , 11 th e encouragement of s e 1 f­
c on fide n ce and spontaneity, curiosity and self-discipline 
which will assist in the developn1ent of the child's social 
and emotional health 11 (OCD N-30-364-1, 1973). As a 
third goal they mentioned the enhancement of the chi 1 d 1 s 
men ta 1 processes and ski 11 s , but never i n tended IQ point 
gains or school achievement to be a goal of Head Start 
(Zigler, 1969). 
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In any case, psychology came in to examine Head Start 
with its traditional objective tests atid tables, 
scientizing the origina·1 concerns resulting in end 
point objectifications. 

The present study did not have as its charge to look 
at the achi.evernent issue, educational success or pro 
gress of individua·1 ch·ildren, but, rather to .find out 
about integrat·i on of special c_hi ldren - was that taldng 
place? What did integration look like? 

Such a charge meant the evaluators had to look at the 
ongoing process~ the way the participants v.Jere exper­
iencing the coming of special children into the 
Head Start program. If the evaluators in this study 
were to a oid the earlier problem of defining the 
area of concern from a privileged perspective, they 
wanted to approach integration from the perspectives 
of those o v-tere really living it, the children, the 
parents, the aides, the teachers. Because this study 
was limited in scope it concentrated its efforts on 
the perspectives of the teachers. 

Such an approach seemed to make good common sense. 
Mo re o v e r , i t vv a s c on s o n an t w i t h t h e th e o re t i c a ·1 f o u n -
dations of Psycholcgy as a specifically Human science 
(Giorgi, 1972; Merlea.u-Ponty, 1963; Graumann, '1970). 
Human-science psycho·! ogy attempts to -address the mul -
tiple perspectives out of which reality is constituted. 
The quant tati ve perspective of the tradi ti anal scien­
tist is only one aspect of, real ·i ty and not the most 
appropri one from which to understand psychological 
processes in general and, in this study, integration 
in Head Start. 

Collaborative Method 

Approach. Part of the evaluators I task was to help the 
teacher reflect on and articulate her exper·ience of 
being with special children in the classroom. Further, 
the evaluators wanted to be sure they were talking about 
a common referent from the teacher's world, and not an 
abstraction from their own academic backarounds on the 
one ha.nd, nor from the teacher's priva.te~world on the 
other. 

If the evaluators had been satisfied to simply observe 
the children, te&chers and classroom, they would have 
been recreating psychology as privileged vantage point. 
The information gathered would have come from the eval­
uators' perspectives only. They could not have contex­
ualized what they saw, corrected notions and retested 
them. Posing as experts they would have come away with 
one side of a many-faceted event. 
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A teacher i~terview, on the other hand, would have 
gathered information from the teacher 1 s perspective 
only, from !her private world. Aga·in~ much informa­
tion would ~ave been missed. 

Finally, observation plus an interview would not ha.ve 
provided co~mon ground. 

The eva1 ua rs sought a shared event, a juncture 
through which teacher and evaluators would labor to­
gether to allow their perspectives in inform each other 
toward a fuller sense of integration in the classroom. 
Through su a juncture, the evaluators and teachers 
could come to know the lived whatness of integration 
and be informed to promote how integration was happen-
; n g i n t h e 1c ·1 a s s r o o m an d i n t e r v e n e \v h e re i t w as n o t . 

Th i s gen e r a,] a pp ro a ch co u 1 d u ti l i z e rn any too ·1 s . ( See 
F i s c h e r , 1 9 7 3 , f o r i n d ·i v ·j d u a ·1 an d s y s t e m s co l 1 a. b o r a -
tive assessment.) 

Kagan (1972) has presented findings supporting the 
u s e f u l n e s s 'O f an u n s t :-- u c t u re d II re c a l l II i n v✓ h i c h p e o p l e 
view themselves immediately after a videotaped event. 
Kagan's use of his model was to teach clinical skills 
by having p,::eople view themselves reacting to their in-
teraction with a client. Through the use of this 
model, the 1 i ved event v,as preserved. Yet, the sub-
jects v;ere able to gain distance, to see themselves 
i n t e r act i n g! as a l i Ve d e v en t an d re s p on d to i t fro rn 
new perspectives. Such a model readi'ly suggested 
i ts d l f f o r \U s e i n t h ·i s s t u d y : i t p re s e r v e d t h e l i v e d 
event, gave participants distance from it and allowed 
examinatiorn from several perspectives. 

Ivey (1971}) has also presented studies in which video­
tape was used to teach counseling skills. Similar to 
Kagan, Ive_li' demonstrated the usefulness of having peo­
ple view themselves. In his work, Ivey showed how the 
process coUJ7d be used to develop behaviors useful to 
the client 7, provide immediate feedback. and minimize the 
risk-feelinp of the client. Results included increased 
client participation and feedback and sense of having 
h i s own p e ,r's p e c t i v e s t a k e n i n t o a cc o u n t . 

The evaluators drew from both models then, emphasizing 
particularly the notion of videotape providing the 
shared event~ with the teacher being at home with the 
data , th us :mot i vat e d to p art i c i p ate and fee 1 i n g n o nee d 
to defend r position. It was hoped that the teacher 
would thus not view herself as the subject examined by 
experts but rather as co-evaluator of integration. 

Videotape as the tool theoretically offered several 
practical advantages. First it al 1 owed the gathering 
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of a maximum amount of data in a minimum amount of time. 
S e c o n d , i t \,t as f a i r l y n on d i s r u p t i v e , an d f ·i n a l l y i t 
provided a visual recording of the shared event. 

Procedure. All of the Head Sta.rt agencies ·in the State 
were informed of the evaluation, told of the procedure 
and that they were free to cooperate or not with the 
evaluation as they wished. It was made clear that the 
State Project Staff and not the agencies or classrooms 
were th~ targets of the evaluation. They were told 
that the evaluators wished to come on convenient days 
but unannounced. 

Ten Head.Start classrooms were randomly selected for 
the on site evaluation. The sample was chosen so that 
an appropriate representation from large and small 
cities, \vel·l funded and under funded centers, large 
and small agencies, al 1 various areas of the State, 
urban and rural, north and south, near the large cit·ies 
or more than one hundred miles from them, and those 
connected with Pub.lie Schools and those not, was ob­
tained. 

Three centers v✓ erE~ from large urban areas, onE~ from 
a s rn a l l c i t y , s i x we re r· u r a l ; two c e n t e rs we re i n l a r g e 
agencies, e·ight were in smaller agencies; four centers 
w e re we 1 l -- f u n de d ~ s i x vi e re rn o d e r a t e ·1 y t o u n d e r - f L~ n d e d ; 
the location of the centers visited stretched from the 
far north east corner of the state~ to the far central 
west, to the southeast and south central. None of the 
centers were connected with Public Schools. In the 
o r i g i n al d raw th re e c e n t e rs we re p a rt o f p u b ·1 i c s ch o o l s . 
H owe v e r ~ th e e v a l u a t o rs '" e re n o t a 11 owe d t o c a r ry o u t 
their work in those centers. 

The same team of two evaluators visited all the centers. 
The third member of the team was a video technician. 
For half of the centers the video technician was an 
undergraduate psychology major who had received spec­
ific train·ing in videotaping children prior to the 
site visits. For the other half, a graduate student 
in psychology who had had extensive experience both 
with preschoo·1 children and videotaping them, served 
as the technician. 

One of t~e evaluators was a male psychologist who in~ 
traduced the team to each Center staff, made arrange­
me n t s f o r v i de o t a p i n g an d t h e t e a ch e r I s re vi e vi o f i t 
and VJas responsible for all the concerns and questions 
the teacher or agencies ha.d. He also served as an 
independent observer rating integration of the children 
while he observed the classroom during the taping. The 
second evaluator was a female psychologist who had ex­
tensive experience in working with preschool children. 
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Her role was to direct the cameraman. She also served 
as an independent observer and conducted the video re­
call. 

Two days before the planned visit the evaluator called 
the agency director to tell her or him wr.·ich center in 
the area had been selected for a site visit, reexplained 
the procedure and asked perrrdssion to call the teacher 
or teachers and ask their cooperation. The teacher v,1as 
then called~ the day and time set, procedures reexplained, 
assurances given that they were chosen by happenstance. 
The evaluator asked not to be told of any special child­
ren until after the videotaping. 

On the day of the visit the evaluator introduced the 
evaluation tea.rn. The teachers in all ten centers intro-, 
duced the team to the stRff and children, and explained 
that the team was going to take television pictures of 
them. The teacher then went on to her regular routine 
and videotaping began. A Sony Portapack with half~inch 
videotape was used. For half the centers the camera 
was held waist high by the technician who d·irected the 
camera by using a mirror to vie\Af the children ·through 
the camera and follow the action. In the other half of 
the centers the camera was held at eye 1 evel by the 
technician while h~ knelt to be on the children's level. 
The former approach seBmed to draw less attention from 
the children although only a few children followed the 
camera held at eye level to perform in front of it. 

The attempt was made to tape the classroom as it regu~ 
larly functioned with aides, vo·lunteers, parents and 
observers going about the typical routine of th-eir day. 
A minimum of fifteen minutes of activity was taped in 
each center. 

Since each classroom had its own routine varying some~ 
what from the others, the evaluators could not use a 
p re c i s e p 1 a II o f v✓ h e n t o v i d e o t a p e w h i c h p a rt i c u 1 a r 
activities. However they had the follov✓ in~ goals as 
guides: 

1 ) 

2) 

3) 

4) 

To 11 pan II the room to get a complete 
picture of and orientation to the 
set t"i n a the ch ·i l cl re n we re in ; 
To vid~otape-each child for at least 
a fevv seconds; 
To videotape transition periods, for 
example from group to handwashing to 
snack; 
To watch for any incidences of children 
being by themselves, apart from the 
group. 

Th us, the fifteen minutes of tape in cl uded several cuts 
of activities that might have spanned as much as three 
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hours. The evaluators and technician followed the 
routine of the classroom, at one time into the kitchen 
f o r a b re a d ·· b a k i n g gr o u p ti me , a. t an o th e r ·j n t o th e 
bathroom for toothbrushing. The team maintained an 
observer relationship to the children during the en-
ti re du rat ·i on o f the tap i n g , th at i s , n one o f the me m = 

bers of the team interacted with the ·children during 
the videotaping. 

Immediately after the videotaping the teacher and eval­
uators ·1eft the cl ass room to view the tape. The tea-
c h e r w a s i n s t r u c t e cl ·j n o p e r a t ·i n g t h e v i de o t a p e re c o rd e r = 

playback machine and given control of playing the tape. 
She was asked to run the tape and tell the evaluators 
about the chi.ldren - whichever chi"ldren she chose, 
and in whatevE~r order she chose. 

Following Kagan's notion of an unstructured recall, 
instructions to the teacher were not made more expli­
cit to allow her to describe those things she was 
attending to. In this way each teacher showed her 
own pa·ctern of noticing and not noticing behav·iors 
and children. The teacher was enabled to take the 
l e ad i n des c r i b i n g the chi 1 d re n an d be h av i o rs th at 
were of most concern to her not only on the day of 
the evaluation, but also throughout the year. Finally, 
s u c h a p r o c e d u re a 1 1 ow e d fo r S c r ·i v e n I s ( 19 6 9 ) n o t i o n 
of being ready to co·11e"ct data not originally sought. 

The teacher, then) was ab~le to stop any scene on the 
video monitor and ho.Id ·it still for view whiie she de­
scribed the child or the interaction which she had cho­
sen to discuss. While the teacher commented on the 
videotape, a secon~ videotape was being recorded of 
the original videotape adding the audio portion of the 
teacher's description. Prior to the beginning of this 
time, the teacher was reassured of the a.nonymi ty of 
the evaluation and the confidentiality of her descrip­
tions and comments, as well as her freedom to interrupt, 
terminate or leave the sessions at any time. During 
the viewing of the tape, the evaluators made sure, 
through questions and comments that the following areas 
were included in the teachers' comments: The special 
needs children; how they got to be enrolled in the pro­
gram, problems thct accornpan·ied integrat·ion) changes 
made to serve special needs children, resources from 
which help was available, the availability of resource 
people or team from their own agency, how helpful such 
res our c es we re f o r i n t e gr at i on , w h at th i n gs we re he 1 p -
ful in integrating the children, preparation with Public 
Schools for the children's entrance and, finally, the 
teachers' and children's comfor·t with the handicapped 
child in the classroom. 
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When the teacher turned off the tape for the f·inal 
time, all the machinery was turned off and the tea= 
cher asked if there was anything further she vdshed 
to add, and if so, did the collaborators have her 
permission to note it. She was then asked if she 
wished to review the new transcripti-0n for deletions 
or addenda. The videotape of the classroom together 
with the teachers' commentar·y thus served as the 
data for the collaborative evaluation. More spec­
ifically, the videotape served as the publicly per­
ceivable shared phenomena to which evaluators and 
teachers could refer, the discussion between teacher 
and eva.·1uators as the biograph·ical presence. Through 
this data the evaluators were able to gain access to 
the phenomenon of integration of special needs child-
ren. Final"ly, teachers, aides, volunteers, and 
children were given the opportunity to view the odg-· 
inal tape, not as part of the data collection so much 
as part of the evaluators relation to the classroom. 

Results of Collaborative Assessment: 

In every center, the evaluators found that the number 
of special needs children equalled or exceeded 10%. 

The evaluators, again in every case, observed a nor­
mally functioning classroom in which children were 
playing or working together, or comfortable with being 
alone. 

The evaluators also saw teachers and adults in the 
classroom attending 'ir1descr-iminately to all t:1e children 
with the same concern and attention. 

Finally, observers found the children comfortable about 
being with a child who couldn't see, or a child with 
crutches, or a child acting strangely and omitting 
strange noises. 

What did the teachers say brought about integration? 
Quite simply, the mandate. They were most wining to 
follow the mandate, yet had certain fears of the unknown 
about dealing with special needs children. 

The teachers in every case mentioned, in one form or 
another, the State Project Off·ice as the means by which 
their fears were allayed and they themselves were enabled 
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How is integration of special needs children working out at 
your Center? Has help been offered you to aid integration? A 
Special Project Staff concerned about these questions ha3 asked 
for this information. One of the ways we are seeking this infor­
mation is through the fol lowing questionaire. 

Would you kindly answer the following questions? The 
questionaire is usualJy completed in twenty minut8s. The infor­
mation you give us will be confidential and anonymous. We will 
send you a summary of our findings as soon as possible. 

1. Agency 

2. Center 

3. Sex of Respondent 

4. Years at Center (Agency) 

5. How many classrooms in the Center? 
(Holl\/ many children in the Agenc'/ program?) 

6. How many children in your class? 

7. How many children have special needs? 
Realizing tnat children may have more than 
one special need, how many of the following 
special needs do the children have: 

a. physically disabled 
b. visually impaired 
c. hearing impaired 
d. delayed speech 
e. learning disabled 
f. serious emotional difficulty 
g. difficult behavior 
h. other 
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How 
8. H'ow were the special needs children identified? Yes No rn2ny 

a. Recruited to enter the program 0 • 
b. Children already at the Center, were 0 • 

identified by staff (with no subsequent 
assessment by specialist} 

c. Were identified bv staff and then D D 
assessed by specialist 

d. Were iden~ified and/or assessed by • • 
specialist 

9. Describe briefly special problems that came with the added em­
phasis on integrating special needs children? 

a. 

b. 

C. 

10. With added emphasis on integrating special needs children did 
you use any of the following to solve the problem (did teachers 
make requests for any of the fol lowing): 

Last year This year 
Yes No Yes No 

a. Change the physical arrangement • • • • 
of the room 

b. Add special equipment • 0 • • 
C. Redo the daily schedule • 0 • • 
d. Substantially alter curriculuni • 0 • • 
e. Simply vary planned curriculu·m • • D • 
f. Add staff for classroom help • • • D 
g. Call special parent conferences • D • • 
h. Consult with a speciaiist for D 0 • D 

specific planning for a child 
i. Consult specialist for total classroom • • 0 D 

planning 
j. "Team" meeting to plan for a child D • • 0 

11. Either from the above or adding to the list, describe what you 
did that you consider most helpful toward integrating special 
needs children. 

12. What resources, agencies or specialists have you had contact 
with for help with special needs children? 

Last This Helpful 
Agency/Specialist Function ye3r year Yes f\lo 

a. • D • • 
b. • • • • 
C. • • • • 
d. • D • [j 

13. Has your agency or Center formed a special team or program to 
aid integration of special needs children? 

Yes • No • 
If yes: When? ________________ _ 
Do you know how to contact the special team or program? 
Yes • No • 

Briefly describe the special team or program: 

1 



14. Have you talked with a member of the special team or wogram 
this year regarding special needs children? 

Yes • No • 
If yes: What did you discuss? __________ _ 

15. Now return to Question 12. If the special team/program assisted 
in making the contact or was the contact, mark an S in the 
space in front of the number. 

16. Do you plan to encourage the continuation of the special team· 
or program your Center formed to facilitate integration of 
special needs children? 

Yes • No • Didn't form one • 
17. What other resource agencies and specialists do you now know 

of that are available to you although you have not contacted 
them so far? 

18. If you attended workshops intended to facil:tate integration, 
do you think they were helpful? 

Yes No Didn't attend 
a. for director • • • 
b. for teacher • • • 

19. At this point do you favor integratino special needs children 
with "regular" classrooms and prngrams for children? 

Yes • No • 
n- Rate your comfort in working with special needs children: 

Very uncom- Very co.Ti-
fortable fortable 

Physically disabled 1 2 3 4 5 6 
Visually disabled 1 2 3 4 5 '6 
Hearing disabled 1 2 3 4 5 6 
Speech disabled 1 2 3 4 5 6 
Learning disabled 1 2 3 4 5 6 
Severe emotional 1 2 3 4 5 6 
Behavior 1 2 3 4 5 6 
Other special needs 1 2 3 4 5 6 

21. Have the following skills, discussed at workshops, learned from 
readings or the like, helped you with the special needs children: 

Yes No 
Task analysis • • 
Observation skills • • 
Language stimulation D • 
Management of the individual child • • 
Planning for the individual child .• • 

22. Is the process of referral to obtain help for special needs child­
ren easy to use? 

Yes • No D 

23. Have contacts of any sort been made with the Pub! ic Schools 
regarding continued integration of special needs children into 
the classroom? 

24. 

Yes • No • 
How enjoyable have you 
from the State Office? 

Not very 
enjoyable 

1 . 2 

found your contacts with the staff 

3 4 

Most en­
joyable 

5 6 
/ or., 

-~ • .Jt) . 

.,__r;-:~...,;.::. 

Our sincere thanks for your cooperation. 

kkd~L 
Richard Coder 
For the evaluation team 
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to integrate the children. In some cases the teachers 
emphas·i zed the workshops~ in others, the mediator team·, 
still others the links with local resources the State 
Project Team had helped them make. 

Th e c ate go r y o f s p e ci a 1 n e e d s mo s t d i ff i c u l t for t e a -
chers to deal with was emotional-behavioral problems. 
Further, whereas teachers had been enabled to find 
effective resources for other special needs, and 
especially speech and 1 anguage needs, the resources 
they found least helpful were the mental health ones. 

A Special Needs Project Questionaire was sent out to 
200 Minnesota Head Start Centers, and 100 centers in 
a State similar in geographic and demographic char­
acteristics to serve as a comparison group. Seventy­
five Minnesota Centers responded, and 48 comparison 
centers returned cornpl eted questi onai res. 

On the average, the comparison state teachers had 
been with Head Start Programs about a year longer than 
Minnesota Respondents (4.4 years for the comparison, 
3.3 for Minnesota). There was a significant increase 
in the number of children with each disability in both 
Minnesota and the comparison State from 1974 ~o 1975. 
The increase in Minnesota for 1975 was significantly 
greater than that of the comparison for children with 
visual and h-ea,ring handic·aps and delayed speech. 

Increasing attempts to aid integration, 72% of the 
Mi n n e s o t a re s p o n de n t s s u b s, t a n t i a 1 l y a 1 t e re d t h e c u r r i s -
ulum, with 77% of comparison respondents reporting the 
same. Almost 87% of the Minnesotans reported adding 
staff for classroom help. In the comparison State, 
71% added staff. Again in Minnesota 73% had used a 
Team of specialists to make plans for special needs 
children. Of the comparison respondents, 64% reported 
a similar Team function. In Minnesota Head Start, the 
Respondents indicated a shift in consul ting patterns 
from 1974 to 1975. In 1974 there was heavier reliance 
on individual specialists in assessing_ and planning for 
i n di vi d u a 1 chi 1 d re n ; in 1 9 7 5 the re was · a strong sh i ft 
to the Team's assessment and planning function (15% 
greater emphasis on the Team). Changing curriculum 
substantially and introduction of the Team were the two 
actions Minnesota respondents considered most helpful 
toward integrating special needs children. 

The formation of a Mediator Team to facilitate serving 
an d i n t e gr at i n g s p e ci al nee d s ch i 1 d re n was a p r i me go a 1 
of the State Office Special Project. The success of 
meeting this goal is shown by the fact that almost 
70% of the respondents had formed such a Team, .and more 
than 70% both knew the procedure for contacting such a 
team and had in fact contacted and worked with such a 
team. Further, 100% of the respondents who had formed 
a Team were not only in favor of the concept of the team 
but planned to continue the notion in their centers. 
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Another effort of the State Office Special Project 
was conducting workshops to help directors and tea­
chers in the process of integration. Of the direc­
tors attending, 27% said they found the workshops 
helpful, whe,eas 76% of the attending teachers re­
ported they were helpful. Among skills discussed at 
the workshops, 76% of the respondents found Task Anal­
ysis helpful, 92% observation skills, 89% language 
stimulation, 83% management techniques and 90% plann­
ing for the individual child. 

The Special Project team hoped to achieve other goals 
as well: increase in comfort level of teachers work­
ing with handicapped children, making the process of 
re f e r r a 1 of spec i al needs chi 1 d re n easy t o us e , fa c -
ilitating and encouraging contact with the Public 
School system for entry of special needs children 
from Head Start to the Public School classroom. 

The results of this study show that 67% of the re-
s po n de n ts f o u n d the r·e f e r r a l p r o c e s s e as y to us e , an d 
over 90% had been in contact with the Public Schools 
to provide smooth transition of the special needs 
children. The comfort level as reported by the re­
spondents was above average in every disability area, 
with comfort level with severe emotional disturbance 
being lowest, and comfort with speech disability 
re a c h 1' n g t h e h i g h e s t l e v e 1 • 

The respondents were asked if they favored integra­
tion. Although data collected indicated a high per­
centage in Minnesota and the comparison state favored 
integration, the differences were sti 11 great with 
96% in Minnesota favoring integration whereas in the 
comparison State 81% favored integration. 

Finally, the Minnesota Special Project Team had hoped. 
to enhance the chances of successful integration by 
good public relations -- hoping to represent the State 
Office in a positive light. To check on this the eval­
uation team asked the respondents how_enjoyable their 
contacts with the State Office had been, on a scale 
from l, not very enjoyable to 6, most enjoyable. The 
average response in Minnesota exceeded 4, in the com­
parison State, the mean response was less than 2, 
attesting to the success of this goal. 

The collected, tabulated results have provided further 
evidence for what the evaluators learned durinq thei-r 
personal observations and interviews: The Centers were 
serving handicapped children with a high degree of 
quality, the number of such children far exceeded 10%, 
and they were integrated. 
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The teachers were enthused about integration, felt 
confident about it in mid-school year 1975, and 
attributed the confidence and success to workshops 
provided by the State Office, local Teams of spec~ 
ialists, but especially to their contact with the 
Special Project Team from the State Office. 
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TABLE l 

(Mean Responses) 

No. of cl ass rooms per Center 

No. of clti ldren in Center 

No. of chi l d re n p e _r cl ass room 

No. of physically disabled 

visually impaired 

hearing impaired 

delayed speech 

learning disability 

serious emotional di ffi cul ty 

difficult behavior 

1974 

2 

85 

12 

• 3 

• 5 

. 6 

2.5 

1.0 

. 5 

. 7 

Number of children (special needs) 
recruited into the program 

Number identified by staff 

Number identified by staff then 
assessed by specialist 

Number identified by specialist 

(85) 

Minnesota 
1975 

2. 7 

~ 111.0 

1 7. 5 

1.0 

. 7 

1. 1 

4.5 
{:si gnif.icant increase) 

1. 9 

Ll 
(significant increase) 

,. 3 
(significant increase) 

89. 3 

78.5 

88.5 

80. 4 
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TABLE 2 

Did you use any of the following to aid integration? 

(In Percentages) 

-Change physical arrange-
ment of the room 

-Add special equipment 

-Redo the daily schedule 

-Substantially alter 
curriculum 

-Vary planned curriculum 

-Add staff for classroom 
help 

-ca 11 s p e ci al pa rent 
conferences 

-consult specialist for 
specific child planning 

-consult specialist for 
total classroom planning 

- Te am meet in gs 
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Minnesota Comp·arison 
1974 1975 1974 1975 

6.7 

22.7 

20 

44 

16 

30.7 

1 2 

25.3 

52 

69 

12 

36 

44 

72 

48 

87 

19 

24 

40 

73 

21 

40 

17 

31 

10 

27 

8 

19 

40 

54 

15 

23 

48 

77 

48 

71 

21 

39 

31 

65 
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TABLE 3 

Have the following skills learned at workshops 
helped you with special needs children? 

(in percentages) 

Minnesota 

Task analysis 76 

Observations skills 92 

Language stimulation 89 

Management of the individual child 83 

Planning for the individual child 89 
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TABLE 4 

Comfort in working with special needs 
Mean Response, scale 1 (low) to 6 (High comfort) 

Physically disabled 3.8 

Visually disabled 3.7 

Hearing disabled 4.08 

Speech disabled 4.40 

Learning disabled 3.80 

Severe emotional 3.36 

Behavior 3.77 
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SECTION VII 
DEMONSTRATION ACTIVITIES AND OUTCOMES IN MINNESOTA--YEAR 3 

This section presents the on-going demonstration activities which 
were conducted with three Minnesota programs during the third Project year. 
Also, outcome findings from these three programs, as well as some findings 
from all Minnesota programs, are pre.sented. 

During the third year of the grant, Project staff had hoped to con­
tinue to work primarily with Minnesota progra!lls. Although aware of the 
possibility that some dissemination or "replication11 efforts would probably 
be required outside of Minnesota, it was assumed that further demonstration 
activities in }Unnesota would. be the major responsibility. This seemed ap­
propriate in view of the fact that the statewide service delivery system 
had been in place for only one year and individual programs had received 
only a limited number of training/consultative contacts. Many programs 
appeared to have developed at least rudimentary case management teams 
and/or were carrying out improved case management/resource mobilization pro­
cedures. On the other hand, several programs were just beginning to imple­
ment teams. Also, the possibilities for the advocacy component of the sys­
tem were far from fully explored or demonstrated. And, as stated previ-­
ously in this report, the opportunities for extensive evaluation of demon­
stration outcomes had been limited during the second Project year. 

Because the Minnesota programs were large in number and were a 
fairly diverse group in terms of size, geographic location, availability 
of local resources, etc., it seemed that the replicability of the team 
model and its components was to some extent already being demonstrated. 
However, in late spring of 1975 specific direction came from the Office 
of Child Development that all of the experimental projects were to spend 
the major portion of their time in the third year replicating or dissem­
inating their models outside of their previous areas of operation. 

At this juncture, the Minnesota Project sta.ff began to question the 
wisdom of the decision to demonstrate a st~tewide service delivery system. 
Had the staff been privy to the knowledge that the third year was to be 
for out of state replication primarily, it might have been more appropriate 
to have worked with only a few target programs and to have devoted more time 
developing and evaluating training approaches and mat~rials with just these 
programs. On the other hand, it seemed that by taking the approach it had, 
the Project already had provided some evidence of the replicability of the 
Mediator Team approach and at the same time had begun to demonstrate a sys­
tem through which implementation of this approach and the supportive advo­
cacy functions could be accomplish8d on a large scale. 

On-going demonstration activities in Minnesota, 1975-1976. Tho Pro­
ject was to work with three Minnesota programs. The purpose of working with 
these programs was twofold. First, it afforded some opportunity to assess 
the carry-over effects from Project training and consultation provided dur­
ing the previous year. That is, it enabled Project staff to observe, first 
hand, to what extent the Mediator Team and related activities had been 
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continued and improved si.nce the previous year. Of course, the sample of 
programs was very small and also biased due to the selection procedures 
(described below). The second reason for working with these programs was 
to attempt to develop stronger, more effective teams. The three programs 
were randomly selected from a larger group, all qf which were judged to 
have the potential to develop exemplary teams with additional support and 
technical assistance. The agencies chosen by the Project staff and confirmed 
by Region V OCD were: 

Inter-County Community Council Home Start 
P.04 Box 187 
Oklee, Minnesota 56742 

Mr. Lowell Enerson, Director 

Duluth H2ad Start 
Board of Education Building 
Lake Avenue and Second Street 
Duluth, Minnesota 55802 

Ms. Eldora Rechsiedler, Director 

Goodhue-Rice-Wabasha Head Start 
Zumbrota, Minnesota 55992 

Ms. Kathy Swarthout, Director 

When the Project staff began to explore future directions with the 
three Minne.sota programs it was immediately apparent that each of the pro­
grams had remained committed to the case manageme.nt team concept and had 
continued to use teams in the current program year as they had in 1974-
1975. Despite the limited number of training and consulting contacts which 
the programs had been able to obtain from the Project staff in 1974-1975, 
it appeared that they had incorporated at least the most basic Mediator 
Team concepts into their individual teams. 

On the other hand, each of the programs expressed the concern that 
their knowledge and skill was limited regarding how to conduct efficient 
team meetings and carry out effective overall case management. The staffs 
were uncertain of such things as how frequently to meet, how many children 
to discuss at each meeting, how to make the best use of their time at meet­
ings, how to use specialists on the team, how to recruit more specialists, 
how to document the progress of case management for individual children, etc. 
Although most of these areas of concern had been dealt with by the Project 
staff the previous year, it was evident that the amount of training and con­
sultation had been insufficient to enable the teams to feel secure and con­
fident as they carried out the various team functions., Given the. scope and 
complexity of the team concept, this was not surprising. Thus, the Project 
staff began to address these areas in its work with the Minnesota programs. 

Unlike the situations that had sometimes existed in 1974-1975, Pro­
ject staff were able to meet with most team members when visiting the three 
programs. Thus, staff were able to observe and provide feedback to the teams 
as they conducted meetings~ Much of the consultation emphasized methods of 
conducting efficient and effective team meetings. 
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The Project staff developed a training approach which first involved 
presentation of a mock team meeting. This video taped meeting had been role­
played by Project staff (and others) to illustrate those concepts and appro­
aches which had been contained in the original Mediator's Handbook plus mod­
ifications and additions based on knowledge acquired by Project staff during 
the year long demonstration effort in Minnesota. These modifications and 
additions are reflected in the revised edition of the Mediator's Handbook. 

After the video tape was shown, program team members were asked to 
conduct a meeting of their own which ·was video taped. This tape was replayed 
for the team members, and they were asked to evaluate various aspects of the 
meeting process. Project staff also offered feedback regarding the mechan­
ics, dynamics, and content of the meeting process. This training approach 
was used whenever possible with the ·Minnesota programs and was also used 
with the out of state programs selected to work with the Project (see Section 
VIII). In those cases where video taping was not possible, the Project staff 
simply observed meetings and provided feedback about the meeting process and 
con.tent. Further resource mobilization and enhancement of existing services 
were topics also continuously dealt with as staff consulted with the programs. 

Additional activities were conducted as a part of a specific con­
tract with the BEH/UNISTAPS Project. This contract was developed as part of 
the on-going collaborative efforts between the two Projects. (The contract 
was agreed upon relatively late in the third year and, therefore, was not 
specifically stipulated in the work plan submitted to Region V OCD.) Appen­
dix 17 is a report which was submitted to the UNISTAPS Director at the con­
clusion of the contract. Because this report describes in some detail the 
manner in which the Minnesota programs operated teams, developed collabor­
ations with service providers and carried out case management, the reader 
is referred to the report to assess the functioning of the three Mediator 
Teams during 1975-1976. 

Outcome findings based on follow-up evaluation of all Minnesota 
programs, 1975-1976. In an attempt to obtain some information about the sta­
tus of Minnesota programs one year after the statewide <lemonstration activities, 
the Project conducted a phone survey in May of 1976. Programs were asked a 
standard set of questions about services provided to their programs and about 
Mediator Team functioning. In programs where a team existed, the team coord­
inator was asked the questions. Where formal teams did not exist, program 
directors or coordinator level personnel were queried. Phone contacts were 
actually made with twenty-six of the twenty-nine programs from whom data 
related to specialist services had been obtained in the spring of 1975. 

Outccmes, specialist services. In order to make some evaluation of 
resource mobilization carry-over from the previous year, the Project staff 
at least wanted to know if the number of specialists providing 3ome type of 
service to programs had remained the same, increased, or decreased. There­
fcre, programs were asked the following question: 

"First, we would like to know about the specialist 
services you have been receiving this past program 
year compared to the previous year. We have the 
list of specialists that you gave us when we visited 
last spring. I will read through the list and you 
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tell me if these specialists worked with you 
this year. If any of these people have not 
worked with you this year but someone of their 
profession from the same agency has, please 
indicate this to me. In other words, I'm 
just asking if the agency replaced one spec­
ialist ·with another one." 

The list of specialists' names, professions, and employing agencies, 
which had been obtained from each program the previous spring, was then 
read. After the list was read and checked off, the question was asked, 
"Have additional specialists worked with you this year?" The number of new 
specialists, if any, was written dom1. The numbers were added and the pro­
gram person was asked to confirm tha number of "old 11 specialists, the num­
ber of "new" specialists, and the total number compared to the previous 
year, i.e., the same number, more, or fewer. 

Data obtained from this survey indicate that, of the twenty-six 
programs contacted, twelve had more specialists providing some type of ser­
vice to them than in 197l~-1975, nine had fewer, and two had the same number. 
(Persons from three programs did not have the. information at the time. of 
the phone contact.) 

Looking at the total number of specialists providing service to the 
twenty-three programs which supplied information, 333 provided services in 
197!1-197 5; 35 3 provided service in 19 7 5--197 6. Thus, for these twenty-three 
programs taken together, the total number of specialists had been maintained 
from one year to the next, wit 'ii a very snall increase taking place. Of 
those nine programs which had fewer specialists, only three had more than 
two fewer specialists. 

Outcomes, Mediator Teams. To acquire some info;:-mation about the con­
tinued existence of teams, satisfaction with the team concept, and future pros­
pects for team functioning, program persons were asked the following ques­
tions: 

"Han your agency had formal Mediator Team meetings 
this year? That is, have specific people on your 
staff (and possibly from outside your program) been 
designated to be on the team an8 do all of these 
people meet on a fairly regular schedule to plan 
for special needs children and their families?" 

If the response ,,ms affirmative, the next question was, "How help­
ful are the Mediator Team meetings, aad the various team functions, in your 
program's work with special needs children and their families? -- not too 
helpful? -- fairly helpful? -- very helpful? -- crucial?" 

Then came the question, "Do you plan to continue using the Mediator 
Team approach next year (1976-1977)?" 

Regardless of the type of response to the first question about whether 
a program had a team or not, all p~ogram persons were asked, 11 Do you think it 
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would have been useful to have received service from the OCD-BEH staff this 
year? 11 

Sixteen (16) of the twenty-six (26) programs contacted indicated 
that they had teams according to tho criteria of having specific: people des­
ignated to be on the team and meeting on a fairly regular schedule to plan 
for special needs clrLldren and their families, Five (5) programs said that 
they <lid not have te2Jns and five (5) programs had an informal kind of team 
structure with infrequent total-teat1 meetings. 

Seventeen (11) of the twenty-six (26) programs responded that the 
Mediator Team me.eti.rrgs and the various team functions had been "very helpful" 
in their work with special needs children and their families. Seven (7) 
programs said "fairly helpful" and two (2) programs said 11not too helpful11

• 

Three (3) of the programs whfch did not have teams gave the 11 fairly helpfuJ. 11 

response and were referring to individual resource mobilization and case 
management aspects of the approach. 

Twenty-two (22) of the twenty~-six (26) programs indicated that they 
were going to use the Mediator Team approach the next year (1976-1977). 
These were sixteen (16) of the programs with structured t2ams and the five 
(5) prograrr:s with informal teams that did not m8et fre.qucntly as an entire 
gro"Jp. One (1) program tentatively planned to continue using this approach. 

Fifteen (15) of the tweU"i:y-six (26) programs surveyed indicated that 
it wo~ld have been useful to have received service from the Project staff 
during 197 5-1976. An additional three (3) programs where· those -;vith whom 
the staff had actually worked in 1975-1976. Two (2) programs commented 
that the staff's assistance had been necessary to get started but was pro­
bably no longer needed. One program person contacted was uncertain be­
cause she had not ·worked with the staff previously. Five (5) programs 
responded that furt!:k(~r service would not have been useful. 

Concludir:g 1c1emarks, Minnes0ta demonstration activities. Data and 
impressions obtained from on-goine work with ~he three Minnesota programs 
and data gathered vi.a the phone survey of twenty six Minnesota programs 
provide a basis for some tentative conclusions regarding the overall 
demonstration effort in Minnesota during 1974-75, and 1975-76. · 

Data obtained from the phone survey indicate that the number of 
specialists provi.din.g some type of service to Minnesota programs had been 
maintained a.t apprm::.imately the Seline level achieved in 19 71}-75. Thus, pro­
grams as a group were continuing to receive services from 75% more specialists 
than they ·were two years earlier, prior to initiation of statewide demonstra­
tion activities. This is definitely a positive finding, but it also raises 
the question whether programs might have tapped more resources with further 
training, consultative, and advocacy efforts from Project staff. At the 
end of year two, the staff felt that all avenues to resource mobilization 
had by no means beeID1 explored or exhausted. 

The phone survey data also suggested that those programs which had 
implemented the Med:iator Team approach were continuing to use this 
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organizational vehicle. And, although no data were obtaiw:.~d regarding case 
management outcomes the najority of program staffs, themselves, appeared 
to f e2l that the Te2.In approach was "very helpful' 1 in their work with special 
needs children and the families of these children. 

The above fi.ndings also can be interpreted positively. However, the 
case management outcome results obtained at the end of year two and the 
Project staff's experience with the three Hinnesota programs revealed that 
there was definitely room for improvement in programs' ability to develop 
strong case manageEfl::nt teams and carry out case management procedures. The 
reader is again rerrr..:inde.d that individual programs received only seven train­
ing/consulting contacts during the year long demonstration effort, and not 
all of these contac.ts involved a direct focus on team development and resource 
mobilization/ case r1anagement. Even with the three programs chosen for their 
apparent potential to have exemplary teams, this ari1ount of training had 
appeared to be insufficient. 

What, then" woul<l be a minimal amount of training necessary for 
programs to develop indepe!:1dently functicming teams of a reasonably high 
quality? Also, what type of training would be most effective? 

It :ts probably impossible to provide a definitive answer to the 
first question. Variables such as training and experience of program staff 
members, staff at ti_tudes and personalities, ac.minis trati ve abi.li ties of 
staff, current priorities of programs, skills of trainers, etc •. all must be. 
taken into account., Proulerns in aay of these areas might tend to prolong the 
training proce3s or rule out chances of success. However, the type of train­
ing/consultation provided undoubtedly has some bearing on the extent to 
which these probleus become critical. 

One major recommendation for training, ,,;hich in retro.3pect seems 
obvious'" is that as many progr::im persom,el as possible be included, particu-· 
larily if the int~nt is to organize a fairly structured team that will 
conduct case managewent staffings. It seems crucial that the teachers be 
involved along with coordinator level staff. Because of logistic and 
expense considerations, and some lack of foresight, the Project staff did 
not specifically irNite teachers to the first intensive workshop introducing 
the team approach and related concepts. The ramifications of this became 
obvious \·Jhen teachers were present during initial on-site consulting visits. 
Teachers often were ill-informed or uninformed about the concept. Those who 
did kno~" something about it were frequently skeptical about the value of 

holding ''nore meetings". However, as more teachers became-familiar with the 
team concept and its various aspects, in many ins::ances, they became the 
strongest advocates~ Experiences of Project staff in year three, when 
teachers were always pre.sent a.t training ses8ions, reinforced this rerception. 

A second major recommendation would be that trainers adopt an approach 
similar to the one described in this section (also ses Section VIII). If 
the objective is to have people conduct team staffings as part of their 
case management activities, let them see how staffings could be conducted and 
then let: them conduct a staffing themselves and be given feedback via video 
tape, if possible,. and trainer observations. Seeing others conduct meetings 
may not be sufficient. Upon viewing a mock team meeting, participants in 
Project training often commented that this was the type of thing that they 
were already doing .. It was not until they were engaged in staffing one of 
their o~"'Il children and/or families that the complexities of conducting an 
efficient, effective meeting became obvious. Also, the gaps in the entire 
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group's knowle.:lge about the children and fnmilies discussed, as well as the 
need for additional service. and more coordination among staff rnembera, be~ 
came much more evident through this process. (See revised Hediator' s Handbook 
for suggested team s tructure.s, methods of conducting rne.etings, content of 
meetings, etc.) 

A final major recormnendation would be that trainers spend as much 
time as possible suggesting methods of recru.i ting more services for progra1.:1..s 
and directly engaging in advocacy efforts to this end (see revised Hedi2.tor 1 s 
Handbook). If program personnel do not perceive that their time spent in team 
meetings (and other case management activities preparatory to obtaining out­
side services) will result in expanded services, they may consider their 
attempts to be fruitless. By helping to recruit a spec.ialist(s) to specifically 
attend team meetings, the continuation of the team effort may be better assured. 

To end these remarks· -about the Hinnesota demonstration activities on 
a positive note, the findings of the independent evaluation are re-called to 
the reader. Despite the fact that programA' case management skills may not 
have been optimal and truly comprehensive services were not provided, or not 
available, to all speci.al needs children and their families, it appears that 
many Minnesota Head Start teachers were·able to provide positive, integrated 
experiences for their special needs children. Certainly, the findings from 
the independent atudy reveal no evidence that these experiences were detrimental. 
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SECI'ION VIII 
DISSEHINAT107\ IN REGION V & REGION III-·-PROJECT YEAR 3 

The work plan for year three was devised by Project staff and pro­
ject officers at the Region V and National levels of the Office of Child 
Development. In addition to year three efforts already described with 
three agencies in ~{inncsota, this work plan called for specific arrangements 
in 0CD Regions V and IV. The Project was to disseminate the Mediator Team 
portion of its model by: 1) attempting to establish a Mediator Team in two 
Head Start agencies in the states of Wisconsin, Michigan, Ohio, Indiana-, 
and Illinois; 2) attempting to establish :Mediator Teams at two agencies in 
Region IV. 111e latter was eventua11.y changed to a planning and consulta-· 
tion role with the Head Start_ Regional Resource and Training Center in 
Region III. 

Re:&i9n V dissemination. The selection of Head Start agencies to be 
served was intended to be biased in favor of agencies ·which appeared to have 
a good chance of success. This meant that the agencies might have some qual­
ities such as a good political climate, some coordinator level staff, and 
that they were not opera ting some. other special grant which would be counter 
in time or effort to the implemer:tation of a Mediator Team. 

The reader should be aware that the entire dissemination plan (and 
continued work with three Minnesota agencies) did not begin until nearly 
half way through the. third Proj ec.: t year. ThQ late irnplemen tat ion datf'. was 
caused by delays ::Ln approval of the final \-Jork plcrn for the yea.r and by 
delays in the selection of recipient agencies from states in Region V (other 
than Hinnesota). The reader should a1so be aware that, at the time Region 
V dissemination began, the Project sta:-ff size had reduced in size from four 
profes~ional people and one office support person to two professional people 
and one office support person. However, due to the fact that Region V 0CD 
staff did not assign the originally intended number of agenci0s (10) to the 
Project, the remaining staff ~Jere able to provide the full complement of 
services originally intended in the approved work plan to the full number 
of agencies (4) who were assigned to the Project and accepted the offer of 
service. 

The initial selection of dissemination sites was completed at the 
offices of Region V OCD. Community representatives at 0CD were asked to sub­
mit the names of two agencies in each of the five states (Minnesota excluded). 
The commun:::..ty repres,r?r .. c.ati.ves ·were to have been in direct contact with the 
agencies and printed information aLout the Project was to ho.ve be.en given. 
The names of the ti·:O consent:~n; agencies in each of the states were to be 
given to the 0CD-BEH Project officer in the Region V office and in turn 
given to Project staff. 

In the actua.l selelction process, only six agency names were trans­
mitted to the Project. Initial telephone contacts with these agencies re­
vealed that they had varying degrees of knowledge about the Project and the 
Mediator Team approach -- from no recalled knowledge to "some 11 knowledge and 
interest. At that point none of the agencies was willing to make a firm com­
mitment to try the model. Project staff then sent a description of the 
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Mediator Team approach and copies of the Mediator's 1!.?.-Itdbook to each agency. 
Within two weeks of receipt of the materials, each agency was rf~contacted to 
solicit interest in proceeding further with a commi.tment. In all cases, the 
agencies expressed sufficient interest to agree to a one day on-site explor­
atory and consultation visit by Project staff. Only one igency did not rec­
eive an on-site visit. That agency contracted for similar services from a 
local consulting group. Only one of the agencies receiving the one day ex­
ploratory/consultation visit declined to commit its staff to try the :Media­
tor Terun approach. 

Project staff attempted to infer m and involve the regional staff who 
were assigned to eac.h agency as commt.mi ty representatives. Prior not if ica-­
tj_on of all on-site visits was sent to each agency's community representative, 
inviting participation/observation. Ho,.,wver, their participation did not 
occur. Following each on-site visit, a summary report was sent to the com­
mtmity representative. 

During the one day, on-site, exploratory/consultation visit, the 
prbaary focus was to explain the soillewhat limited objectives of the dissem­
ination effort: 1) establ.i.shing a Mediator Team for staffing of individual 
special needs children; 2) providing general infonnation on the recruitment 
of local specialist resources for a broad range of services. This process 
resulted in agency staff e.xplaining individual circumstances and.asking for 
specific answers. Project staff rrlatcd their answers to the two objecti~.;es 
above. The following Head Start agencies agreed to receive further training: 

Cleveland Diocese Head Start 
5103 Superior Avenue 
Cleveland, Ohio 44103 

Ms. Carol Pinkney-, Director 

Mansf:i.eld/Richland/Horrow Head Start 
432 Annadale Avenue 
Mansfield, Ohio 44905 

Mr. Bob Boebel, Director 

Five CAI' Head Start 
Box 132 
Custer, Michigan 49405 

Ms. Cheryl Dore, Dicector 

Northwest Conununity Actfon Head Start 
1106 Tower Avenue 
Superior, Wisconsin 

Mr. Dave Cochran, Director 

In the process of developing the dissemination effort, the one day 
exploratory/consultation visits to Region V agencies accomplished purposes 
beyond exploring the team concept with these agencies. In effect, they were 
training visits for coordinator level staff. The exchange between Project 
staff and agency staffs led to discussions of how the concept could be adapt­
ed to fit the needs and structure of each agency. The logical extension of 
this was the commitment by four of the five agencies to try the Mediator Team 
concept as it was individually adapted. Each agency received a minimum of an 
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additional two days of staff training (maximum total of five days). An 
attempt w7as made to separate thE-: two training days so that the second train­
ing day occured approximately one month following the first. This planned 
separation of traini.ng days allowed Hediator Teams to meE;t as of ten as pos­
sible during the j_nterim. Any difficulties an agency might have with organ-­
izational structure. of the Hedio.tor Team or with the operational dynamics 
of the Team ·were, thereby, given a chance to occur. During the succeeding 
training day(s), Project staff could potentially help a given agency with 
plans to overcome possible difficulties. 

The initial training day was attended by Rdministrative/coordinator 
le~el s~aff and teaching staff in all cases. The four agencies had already 
established the basic structure of the Teams and the members of the Teams 
had been chosen. Therefore, after a brief i.ntroduc U.on to the "team" pro-­
cess by Project staff (including a video tape presentation of a mock team 
meeUng), the :Mediator Teams were asked to conduct an actual staffing of a 
special needs child. As the Mediator Teams conducted this staffing, Project 
staff video taped the proceedings as a training tool for immediate feedback, 
critique, and general discussion. This was followed by the staffing of at 
least one more child so that the Teams could benefit from the immediate re­
call of any difficulties experienced in the first staffing experience. The 
tape was given to the agency to use as an in-house training tool. Each 
agency ·was given examples of forms to guide the meeting process,, to record 
outcomes, and to record assignments to team members. Examples of these 
forms are found in Appendix 13. 

Project staff m3de specific recommendations/suggestions to adminis­
trative level staff_ Some of these recommendations/suggestions were related 
to administrative decisio:1s which could be made to provide support to the con­
tinuing development and refinement of, the Mediator Team's function in t!-ie 
agency. Other recommendations related more directly to compliance with new 
confidentiality regulations, recruitment of special needs children, recruit­
ment of specialist resources, and other kinds of support for the teams, the 
teachers, and the spec.ial needs children and their families. These recommen­
dations were always discussE:d and they were often presented in writing as 
well. Some examples are: 

Two contact people in special education 
services at the state level who may be 
able to help you are ...•.••.••.••.••• _ •• 

Agencies who refer children to you should 
be asked to give you some support services 
in order to integrate these cliilc1ren. 

You might assume that certain services will 
be needed for sure, e.g., psychological and 
speech/language. Therefore, you might try 
to link each center with a psychologist and 
a speech clinician. This is a different 
approach than waiting until you have identified 
a particular child with a specific problem. 
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Docu:aenta tion of the team and its specific 
functions could satisfy many Performance 
Standards. 

You may wish to present a resolution to the 
State Head Start Directors Association sup­
porting House Bill __ in your state legis­
lature. Passage of this bill would rrt..:mdate, 
for the first time, special educatiori services 
in schools in your state. The mandate could 
extend down to some preschool age children. 

Exploratory meetings with agencies serving 
handicapped children in a non-integrated 
setting might be heli::ful in two ways: 

L Sharing children who are handi­
capped (relates to recruitment); 

2. Getting some on-site help from 
that agency to help you inte­
grate the children. 

Some of their children may be ready for lim­
ited integration into settings with non­
handicapped children. 

Schedule Mediator Team meetings on a regu­
lar basis. 

Provide forms to record team aetivi.ties 
and designate a record9r. 

Communicate necessary information about your 
Medi.a tor Team to parents so that they are 
fully informe~ and involved at appropriate 
planning stag es. 

Address all confidentiality and due process 
issues through an agency-wide system which 
is known to all staff and parents. 

The first half of the second training day(s) was again organized to 
work with full Mediator Teams. Whether or not the Project's time schedule 
allowed seraration of the first and second training day(s), the staffing 
emphasis for the second day meeting of the Teams was on the transition of 
special needs children from Tiead Start to their next educational setting. 
A packet of information regarding transit.ion concerr.s and possible transi­
tion arrangements was given to each person in attendance (see Appendix 19). 
The information served as a guide to the actual planning (staffing) 
of transition arrangements for special needs children. 

The last half of these days was spent in consultation with coordinator/ 
administrative level staff. At this time the Mediator Team concept and the 
agency's specific te.am arrangements were reviewed. Any concerns regarding 
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team structure or dynamics were rcviewe.d. The topics of support from 
collliD.unity-based specialist resources and the most desirable roles these 
specialists could play with Head Start had been interwoven throughout 
the exploratory and training visits. Thus> during this last half day, 
the possibilities of additional specialist recruitment was also reviewed. 

The following are descriptions of the specific Mediator Team arrange­
ments made by each Region V agency: 

Cleve_land Head Start 
Catholic Diocese 
Cleveland, Ohio 

Team Members: 
Head Start Director 
Parent Involver1ent Coordinator 
Education Coordinator 
Social Service. and Handicap Coordinator 
Health Coordinator 
Home Development Coordinator 
Volunteer Coordinator 
Supervising Teacher 
Parent Cour1selor 

Team Coordinator: 
At the time of the training, the Head Start 
Director assumed the role of Mediator Team 
Coordinator for the .;taffing of most child­
ren. The Handicap Coordinator assumed the 
coordinator role at one point. It is not 
known who will be, assigned as permanent 
Mediator Team Coordinator. 

The team memhers listed above will act as a core group 
who will meet with individual teachers to staff the 
special needs children. Mediator Team meetings will 
be held at the central office site, which is only a 
few minutes by car from any center. 

A couple of specialists have been working with the 
agency fairly closely. The agency will consider ask­
ing them to at tend Mediator Team meetings to.· help 
guide the case management process. 

The team hopes to :neet with each teacher once a month. 
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Fj_ve CAP Her1d Start 
Custer, :Michigan 

Team Nembe.rs: 
Five-CAP Head Start Director 
Five--CAP Parent Involvement Coordinator 
All teaching staff from three delegate 
agencies, thereby c.reati.ng three Mediator 
Teams with support and coordination coming 
from Five-CAP personnel. 

Team Coordin2tors: 
11ie head teacher at each delegate site was 
chosen as Mediator Team Coordinator. 

Staff from all four delegate agencies attended 
the first day of training. Staff from three of the 
deleg<.1 te agencies were in a !.:tu1dancc during the 
second day. Thus, three Hediator Teams W'3re form­
edff One or both of the Five-CAP staff persons wiJl 
attempt to attend each. }Ic.di2tor Team meeting. Teams 
'trill attempt to mee.t every two-t.J-four weeks. 

It appears that th0 one delegate agency which did 
not form a team will require some additional con­
vincing and support, if in fact it is expected that 
tLe agency forms a team in the future. 

The teams requested that schedule time be allowed 
specifically for team meetings. There appeared to 
be 110 question that administrative support would be 
given for schedueling re.gular meeting times. 

Northwest Wisconsin Head Start 
Superior, Wisconsin 

Team Members: 
Head Start Director 
Assistant Director 
Special Needs Staff (2) 
Health Coordinator 

ream Coordinator: 
Team coordinator duties were largely assumed 
by the Assistant Director. 

Mediator Team members intended to meet with individ­
ual teachers every two-to-four weeks. Most meetings 
would probably be at the agency office in Superior. 
Meetings wuuld occasionally be held in Ashland or a 
center site in the eastern portion of the agency. It 
was understood that the Director would not always be 
able to attend. The Assistant Director would attempt 
to attend all meetings. 
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Han sf ield/Richland/Horrot•/ Head Start 
Mansfield, Ohio 

Team Hembers: 
Head Start Director 
Education Coordinator 
Health Coordinator 
Parent Involvement Coordinator 
Nutrition Coordinator (upon request) 
Social Services Coordinator 
HandL:~ap Coordinator (part time) 

Team Coordinator: 
At the time of the training, the duties of 
the Mediator Team coordinator were shared by 
the Health Coordinator and the Handicap Coord­
inatm:. 

At ~he time of the training, no particular specialist 
fron the community was being considered as a member of 
the :Mediator Team, although a couple of people were 
discussed as specialists who might be able to consuit 
with the Mediator Team on a fairly regular basis. 

The team members listed above will act as a core group 
who will meet with individual teachers to staff the 
special needs children. The agency director t.1as hopeful 
that the team could meet with each teacher every two 
-;,.,eeks, with the teacher coming to the agency office 
site for the Mediator Team meetings. Still under con-

1sideration was a plan whereby the core team would occas­
ionally travel to a southern center site for meetings. 

Region V dissemination outcome. The initial reactions of the four 
agencies to the implementation of :Mediator Teams was very positive. The 
administrative and/or coordinator level staffs of three of the four agencies 
had beE:n considering some type of "te::1.m" organization prior to being contact­
ed by Region V 0CD or Project staff. The offer of Project training and con­
sultation at no cost to the agencies was accepted as an appropriate vehicle 
to begin a team effort. 

The training process also appeared to be well received. In e;ontrast 
to the Project's inltial Mediator Team training efforts in Minnesota, tea­
chers from all Regicn V agencies were included in all team training efforts. 
The time involved in the consultation and training was realistic in terms 
of teachers' obliga.~i.ons away from their classrooms. The training process 
accounted for local 3ituations dnd needs. The reactions of teaching staff 
at all locations was significant as well. Some teachers at all agencies 
voiced their satisf.action with the process. Characteristic of comments 
were: "I really feel like I've been given a lot of help"; "The group 
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disc.ussion and planning is so helpful 11
; '

1So many ne·w ideas came up". For 
similar reasons, administrative staff voiced pleasure with the concept and 
the training. 

Positive reactions spoke to the point that the Mediator Teaf!J approach 
was a basic "systems" approach which was easily adapted to local agency cir­
cumstances (geographic, political, staffing). The kind of close working 
relationship that effective team activity require.s did highlight a feu per-· 
sonal priority or personality issues. \tnere this did occur, most adminis­
trators were aware of the persona.I situations. They thought it possible 
that the team approach might help to resolve some personal issues. 

Project staff were not able to play the same training and advocacy 
roles in Michigan, Wisconsin, and Chio as they played in Minnesota to help 
stimulate recruitment of specialists. The suggested process for obtaining 
new specia.list resources and enhancing current specialist involvement ·was 
relayed to administrative/coordinator staff via the Mediator's Handbook 
and some verbal exchange. The agencies appeared to be receptive to the 
idea of trying some new tactics with local specialists. To the knowledge 
of Project staff, the agencies did not begin a specialist recruitment effort 
concurrent with their eff::irts to establish Hediator Teams. 

Finally, it was the stated intention of the administrators of all 
four agencies to support'the continued development of the Mediator Team(s). 
A stated incentive was the use of Hedicitor Teams as a structure for coming 
into compliance with Head Start Performance Standards. 

Region III disseminatio~. Project cfficers from the National and 
Region V Offices of Child Development requested that the Project staff also 
dissemin&te parts of the Project model.outside of Region V boundaries. It 
was origi11ally intended that the Project disseminate the Mediator Team aspect 
of the model in Region IV of OCD by training two Hend Start agencies in that 
region to use Hediator Teams_. However, Project communications with several 
people in Region IV did not produce any definitive plan (e.g., site selection). 
Neanwhi.le, Project staff had maintained contact with a special project coord­
inator at the Head Start Regional Resource and Training Center in College 
Park, Maryland. That office was under contract to Region III OCD to supply 
various types of training to Head Start/Home Start agencies throughout the 
region. The special project coordinator was designing training to iri1plement 
case management teams at selected sites in Region III. The teams in that 
design were called Comprehensive Developmental Teams.· The conceptualization 
of their design was a parallel to the Project's Mediator Team design. The 
project director at the Region III RRTC 12nd OCD-mm Project staff uade a joint 
request to Nation.:.il c1ncl Region V proj2ct officers tho.t the Project be allowed 
to subst:Ltute · a training/ consulting role with Region III RRTC for the origin­
ally proposed Region IV dissemination. This change 1;1as ~pproved. 

This dissemination effort ·\\'·as very cliff erent from the effort with the 
four Hea<l Start agencies in Region V. The training of ten (10) Head Start 
agency representatives w-ould be performed by R~TC staff. Likewise, periodic 
on-site follow-up yould be performed by RRTC staff. The training/consultation/ 
facilitation efforts of the OCD-BEH Project staff would hopefully make good 
use of past experiences with the team approach as it was applied with Head 
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Start programs in Hin...-riesota. 'The Region III effort to establish Con:prehen-·· 
sive Developmental Teams had to be conducted in a shorter period of time 
(four months from the beginni,ng of of agency training to an evaluation of 
implementation results). 

The initial training/consultation effort with the RR.TC staff vas 
conducted on November 17--18> covering an eight hour period. The two major 
topics of concern were the contents of the Comprehensive Developmental Team 
Handbook and the orga:-iization/contents of the RRTC training workshop. A 
detailed account of the items covered, printed information exchanged, and 
additional products the Project would provide is c.ontained in Appendix 20. 

Between the time of the November consultation visit and the Febru­
ary training workshop in Region III, nu.r::H:-,.rous telephone and writ ten con tac ts 
were conducted. Project staff wi2re still somewhat unclear what their roles 
would be during the Region III workshop. Ten possible roles had been pro­
posed at the time of the November consultation visit. The pd.mary intent 
was that Project staff would act as facilitators of training activities 
and as on-site consultants to the RRTC staff. Project str1ff could be pre-· 
senters o[ small portions of the training. It was clear that the major 
organizers and presenters should be the 1IBTC staff. 

11w workshop was conducted February 2-5 at Air lie House, Air lie, 
Virginia. At the request of RR1C staff, thQ Project staff did act as fac­
ilitators of training and they p2rformed some general support functions for 
the RR'J.C staff. Project staff ·were not involved at the level of making pre­
sentations. However, some support and clarification was given to topics 
when it seemed appropriate during general discussion sessions. 

As follow-up to the workshop,• •RRTC staff planned to make t·wo on~~dte 
visits to each of the ten participating agencies. The Region III community 
representatives to these agencies were asked to support the training effort 
by making two on-site visits. to their reapective agencies. One Minnesota 
Project staff person made tt-JO on-site visits to observe Comprehensive Devel­
opmental Teams in operation and offer some general suggestions and support 
(Early Learning Center--Philadelphia, Pennsylvania; Model School Preschool---
Washington, D.C.). 

The outcomes of the Project's dissemination efforts with OCD Region 
III were, it appears, successfu1.. In addition, sever9-l things were gratify­
ing to the Project. The RRTC saw fit to use a 18.rge portion of the Hediator's 
Handbook verbatum whe.n the C~prehensive DevelopmP.ntal Team Handbook was 
written. Sor:1c. very helpful additions ~·v1erc made in the are.as of parent in-· 
volvcme:.nt (including due. process concerrn.;;), detailed procedu:1~es and fori:·ts 
for training all agency staff regarding the team concept> and detailed pro­
cedures and forms to be followed during actual team meetings. In the judge­
ment of RRTC staff uho made on-site visits, about two-thirds of the agencies 
had formed operating teams within the four months following the formal train­
ing. Approximately the same ratio of Minne so ta Head Start/I~ome Start agencies 
formed operating teams during a nine month period. One difference was that 
the Region III agencies were chosen by OCD community representatives as being 
good and willing candidates for training. In Minnesota, all agencies were in-
cluded in Project efforts. · 
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The effort described above suggests that the Mediator Team approach 
can be effectively used by other trainers--at least by others with specialist 
training and background. Descriptive data were collected by RRTC staff. At 
this time that report is in process. The reader may be able to obtain a 
copy by writing: 

Head Start Regional Resource and Training Center 
4321 Hartwick Road, Room L-220 
College Park 1 Maryland 207 !1.0 

1ne data focuses largely on the development of the teams, as opposed to 
case ma nagen2.nt: outco::nes for special needs children. 
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SECTION IX 
REVISION OF TIIE MEDIATOR'S HAJ.\fDBOOK 

Following the first year of training using the original Handbool~, 
a decision was made to clevclop a new, revised version. It was hoped that 
the revision could be completed in time to complement some Project efforts 
during year three. However, due to the n:>.duction i.n Project staff size 
this objective was not met. Although this was unfortunate in some 
respects, the d,~~lay in ,rriti.ng enabled the staff to acquire additional in­
sights and new perspectives through training experiences with the. three 
Minnesota programs and the other programs in Region V. The collaborative 
effort with the staff from the Region III Resource and Training Center 
was also extremely vallwble in this regard. 

The contents of the revised Hanilbook reflect the modified and new 
ideas gained by Project staff throug~.;ork~;ith Head Start/Home Start per­
sonnel and others. Also, there are form:.1 t changes which the staff hope ·will 
make the applicability of the cor..tents more readily apparent. In attempt to 
provide a clearer picture of the NedJator Team concept, an illustration has 
been interwoven throughout the Handbook. This illustration traces the 
efforts of a hypothetical Head Start progra1a, and i.ts Hediator Team, to pro­
vide comprehensive services to a 4½ year old girl with a hearing.disability. 
The chapters are. arranged so that there is always a chapter illustrating 
particular aspects of the Team concept followed 1.:,y a chapter which further 
discusses those same features of the concept. 

Copies of the revised Handbook have been sent to the prc,grams 
(Region V and Minnesota) with who::1-Project staff worked during 1975-1976, 
to the Region III Head Start Rq;ional' Resource and Training Center, to 
the :Minnesota Department of Education (Special Education Section/lJNISTAPS), 
to Minnesota Department of Education Special Education Regional Consultc:mts, 
and to all Hinr!.esota Head Start/Home Start programs with whom Project st.s.ff 
worked during 1974-1975. Copies have also been sent to the Minnesota Devel-· 
opmental Disabilities Planning Council, Region V Office of Child Developm2nt, 
and the National Office of Child Development.. 
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APPENDIX 1 

EVALUATION OF MEDIATOR WORKSHOP 



OCD-BEH COLLABORATIVE PROJECT 

EVALUATION OF MEDIATOR WORKSHOP 
Quadna Mountain Resort 
Hill City, Minnesota 
July 8-11, 1974 

I NT RO DUCT I ON 

Due to the short-term, experimental nature of the OCD-BEH 

Project, a case management team or "mediator team" approach has 

been given special emphasis by the Project staff. The notion 

behind this approach is that, since the Project will be of 

short duration, it follows that some system must be established within 

programs whereby they can become relatively self-sufficient in 

dealing with special needs children. In addition, the fact that 

the Project has state-wide responsibilities also suggests this 

kind of approach. It is impossible for the Project staff to 

work extensively with Head Start children, families, and teachers 

on an individual basis. Therefore, programs must be assisted in 

mobilizing local specialist services and in developing their own 

abilities to integrate special needs children into their programs. 

With this as a frame of reference the Project prepared a Mediator's 

Handbook and presented the concepts therein at a workshop for 

potential mediators. 

The overall goals of the mediator workshop were to provide 

imforma tfon and develop skil 1 s which vmul d enab 1 e Head Start staffs 

to (1) obtain as many special services from their own communities 

as possible and (2) develop a team approach within their programs 

so that all efforts for a particular child are coordinated and 

maximized. 

Based on its experiences during the first year of the Project, 

the OCD-BEH Project staff believes that integration of handicapped 

children into a Head Start program wi 11 be most successful if cer-



tain people are designated to assume certain responsibilities 

for this integration process. These are the people the Project 

refers to as urned i a tors II and these a re the people to w:1om the 

workshop was rected. The term 11 mediator 11 is not a new or 

substitute title for titles that already exist in Head Start 

programs. People who are referred to as mediators by the Pro­

ject will still be Education Coordinators, Social Service Coord­

inators, etc. within their own programs. It is intended that 

these people, by virtue of the jobs they alteady have in 

Head Start (e~g. Education Coordinator, Social Services Coord­

inator, Heal th Coordinator, etc.) wi 11 have the ability to 

travel regularly and frequently among centers, observe children, 

talk with teacher and parents, and have frequent contacts with 

resource specialists (e.g., social workers, speech pathol_ogists, 

psychologists, public health nurses, etc.). An attempt was 

made to invi to the workshop only those people v1ho are in a 

position to carry out the above mentioned activities. 

General format of the workshoR 

This workshop to promote the mediator team concept covered a 

three day period from the evening of July 8~ 1974, through noon on 

July 11. The workshop was held at Quadna Mountain Resort, Hill City, 

Minnesota. 

The 11 Introduction 11 to the workshop consisted of remarks by region­

al and national Office of Child Development representatives and a 

section by the OCD-BEH staff to explain the procedures for the three 

days, an in~roduction to the mediator team concept, and the rationale 

for the concept. 



The remaining two and one-half days followed a consistent format 

as follows: 

a .m. 

~.m. 

7:00-9:00 

Session I 
Session II 
LUNCH 
Session III 
Free time for recreation & Relaxation 
Session IV 
Rap sessions and whatever 

The morning sessions lasted about 1 1/4 hours, with a brief coffee 

break in between; the afternoon session usually ran for a full 2 1/4 

hours, with a break, scheduled where convenient. The evening session 

ran for approximately two hours, followed by rap sessions, informal 

meetings between Project staff and other presenters, and participants. 

{see agenda in the appendices). 

Half of the Tuesday and Wednesday evening sessions were devoted to 

presentation by the Project staff. The remainder of these sessions was 

turned over to representatives of state or private organizations who 

work in behalf of special needs children (see agenda in the appendices). 

The intent of these sessions was to promote dialogue between partici­

pants and these repre;entatives, and hopefully foster a closer working 

relationship between the organizations these guests represented and 

Head Start. 

Each presentation by the Project staff and other presenters 

allowed time for participant reaction, questions, etc. A portion of 

several Project staff presentations included role playing the concept 

involved, or meeting in small groups for discussion. 

Presentations were given in a sequential order designed to approxi­

mate the ordering which Head Start programs should use to create a medi­

ator team. The Mediator's Handbook was written with this same sequencing 

in mind. It was intended that this written explanation of the concept be 
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capable of standing alone. Thereby, the Head Start programs which did 

not send representatives to the workshop would be able to understand 

the concept by reading the Handbook, and might find it feasible to im­

plement the mediator team model. 

Workshop evaluation 

The ultimate success of the mediator concept will be measured 

in terms of practical application/results. The more modest goal of 

the workshop itself was simply that the participants receive the in­

formation illustrating the concept. Practical application during 

the workshop was attempted to ensure better comprehension of infor­

mation, informal evaluation of student progress~ and to increase 

the probability of future on-the~-job application. However, the 

workshop was never presumed to ensure future, consistent, on-the­

job application of the information. (Subsequent on-site visits to 

each program will be the vehicle for ensuring on-the-job practice 

·of the mediator team concept.) 

Did the participants receive the information? Prior to the 

workshop, 11 instructional objectives" were developed, both to guide 

the content pr~sentation and to determine if, in fact, the partici­

pants received the material. The instructional objectives were 

stated in terms of what the students would do to indicate their 

comprehension of the content. In other words, each instructional 

objective stated that to demonstrate comprehension of the material, 

a certain percentage of participants would have to correctly answer 

a certain percentage of pre-determined questions. An instructional 

objective was developed for each of the subject areas which was con­

sidered most significant to the understanding of the mediator team 

concept, and which was most amenable to objective evaluation. 
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In most subject areas, the test questions for a particular 

instructional objective were administered both prior (pre-) and 

subsequent (post-) to the material presentation. After some pre­

tests the student answers were evaluated within fifteen minutes 

and the presenters were informed of the results. In this way, the 

discussion could be altered both to meet unexpected group needs 

(such as levels of sophistication, misperceptions, etc.) and to 

more accurately approach the subject from the point of view of the 

audience. 

Even though the participants may meet an instructional object­

ivei a valid question is whether the performance is due to the work­

shop experience or some other external learning experience? Can it 

be said that the participants had the information prior to this exper­

ience? By comparing pre- and post-test results, the least that can 

be said is that the participants performed 11better 11 after the work­

shop than was true before the workshop. And) under most circumstances, 

one might hazard a guarded conclusion that the v✓0rkshop was more than 

coincidently related.to the students' improved performance. 

All pre-tests were administered "closed book 11 so that each stu­

dent's "starting point" (baseline, operant level, etc.) could be 

determined prior to presenting workshop/Handbook material. All 

post-tests were administered "open book" for the following reasons: 

(1) the overall goal of the workshop was that the participants receive 

particular information -- not record it (as in long-term memory); 

(2) if the students were expected to memorize the information, then 

why record the same information in the Handbook? The assumption is 

that fo most cases, if an individual can produce a specific piece 

of i nformatfon on command, then it can be said that in that instance 

the person did receive that information; hence the objective was 
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crnrip 1 eted. 

Non- 11 academic 11 evaluations were also employed, such as in the 

observation of student role-playing, group discussions, etc. But 

such evaluations were informal and subjective efforts primarily used 

for guiding moment-to-moment curriculum activities. 

EVALUATION RESULTS 

· Ab-0:tn.ae,t: The~ woJLft-6 hop wo_-6 a .. ttende.d 
by ,,!, e v e.nty -6 tu .. d eat pa.it.ti e,,l po~n.:t-ti 61r, om 
twen:ty-hix agene,ieJ (all hlx Indian 
agene,ieh and thn.ee othen. agencieh 
did not attend]. 06 teven pn.e-de.ten.mined 
ln,6tn.uctional objective,6, 6oulL wen.e 
accompliJhed. In all ln,6t~uctional 
a.Jte.a,.s ,6,tude,nt pe,n.6ohmance gJLea:tly 
£mpn.oved 6Jtom p!Le- to po6t :te~ting. 
Student ~ubjeQtive oplnlon~ wen.e 
gene/Lally 6avohable. Jtegan.dlng hubject 
plLe~entatlon, ma:ten.lal, and the.LIL 
intention~ 601L late.IL application. 

The workst1op was designed for presentation primarily 

to Head Start agehcy staff, such as directors(17), 

and various coordinators (26). Other participants 

included small numbers of Head Start parents (8), 

teachers (9), teachers' aides (7), and allied 

community agency staff (5). Special guests included 

professional representatives from various local, 

state, and national government and agency organizations. 

Approximately seventy student participants and 

twenty guests attended the workshop. Of twenty-nine 
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non-Indian agencies, twenty-six sent representatives 

(those not participating included Mahube, South Centrals 

and Arrowhead ). All six Indian agencies did 

not attend. 

The workshop began Monday night and ended 

Thursday noon. Regular attendance was requested at all 

workshop activity which averaged eight real hours of 

instruction per full day. Actual instruction consumed 

twenty-nine hours during the workshop. 

Board, room, and mileage expenses for all 

student participants were paid by the Project. 

On the morning of the last day of the workshop, 

the attending participants were asked their subjective, 

anonymous opinions of the workshop. Forty-three people 

were present to answer the questions. Each of ten open­

ended statements was to be completed by choosing a 

·number most closely representing the person's opinion 

on a semantic scale. The results are graphically 

i 11 us tr ate d be 1 ow to i n di cat e the .9...r o u I?._ m ~c!.!l ( aver a _g e ) 

response to each question. Caution: the number indicating 

the group average is not typical of the opinions of 

most individuals on any question. On any given question, 

there was always at least two number values around 

which student opi~ions clustered (the clusters were 

often quite similar in size, and the values were often 

quite spread apart) - so, it was usually impossible 

to select one number as representing the most frequent 

student opinion. And, when on a particular question 



one number value was technically selected by more 

students, that number was usually not the same as 

the value of the group mean (thus, mode f mean). 

Statement #1: The in6ohma:t1on which wa-6 p!t..e-6en:ted wa-6 ... 

pantly ne.w, {jamillctfl.. 
new to me 

! I 
paJLtly old :to me. 

I f l 

10 5 

State.me.nt #2: I :thln~ :that :the wohkhhop ln6ofl..ma:tlon 
ean be pfl..acticalty applied ... 

0 

qulte weLl, to Aome extent not at all 

~ Ir f 1-----4--~---+----+-.,.,,..,.,,..,~t-----a 

10 5 0 

Statement #3: The. p!t..e.Jentatlonh we.fl..e. cleafl.. to me ••• 

all :the ;time. 
t_j 

10 

home 06 the. 
time 

5 

none 06 
the time 
t 

0 

Statement #4: The. length 06 e.ach lec:tune. p!t..e.henta:tion wa~ ... 

to a long - j uh :t IL.lg h:t. too -6 hofl..t 

I I f- - I ~_l,f I-~---·-~ I -=-·~=~~-----~»=---,i ---t 
.· 

1 0 5 0 
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Sta.tc_me.nt #5: I would lik.e. :to t1t..y ofLgan,lz,lng .oome. -6o!L:t 
o 6 M ed,lato fl Te.am . .. 

ve.fLy mueh to ~ome. extent not at alt 
I I 1Y I f f f f ~ J ='f 

1 0 5 

Statement #6: P1t..aet1ealty ~pe.ak,lng, the. ehanee..6 ~hat 
a Mediato!t.. Te.am will Wo!t..k in my ageney a!t..e. .•. 

0 

ve.fly good 6a,l1t.. poo!t.. 
I I l i f I I I -t I I l 

10 5 0 

State.ment #7: How many .6e..6.61onA did you attend? 

alj oi them hal6 o~ them none. 06 them -
t I I !----l----t I I I I I 

1 0 5 

Statement #8: The. wotLk.6hop w,lll help me be.tte.fL 
mob,ll,lze. -0pee,lal,l-0t help .••. 

0 

gn.eatty l I I I I 1 
t I I I I O 

:to home. e.xte.nt not at alt 

1 0 5 

State.1nent #9: T 6e.e.l that 1 can help te.aehe.fLA p!t..omote 
a hand1eapped ehltd~ lnte.gnatJon ... 

qulte e66ectl1e to aome extent not at all 
L---~ I -i I ~ f I I al 

1 0 5 0 
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Statement #JO: 1 would be lnte~elted in u~ing a 
pne~efLlptive te.ac.hing inht~ument ... * 

ve:i..y muc.h 
1 

. to .6ome. e.x.te.nt not at o~ll 
l- ~ ~ I ! I I I I 

1 0 5 0 

The evaluation of instructional objectives follows 

such that one objective is evaluated per page. 

* Thih que~tlon wah ahke.d pJt..ioJt.. to the. .6ubjec.t 
pkehentation 06 p~elc.Jt..lptlve tea~hing c.onc.epth. 
The .6tudent~ had only been expote.d to a Jive 
mlnu.te, de.-6 c.nlpt-i.o n on the p!Le.-6 c\Jt..iptiv e. te.ac.hlng 

con.e,e.p.t. 



SUBJECT GOAL #1: Participants will demonstrate familiarity with 
and be able to recognize definitions of professional specialty 
for n in e s p e c i a 1 i s ts in th e h urn an .s er v i c e s . 

INSTRUCTIONAL OBJECTIVE: 75% of the participants will answer 
correctly by matching professional duties with the titles 
of nine professional specialists in the human services. 

ACTIVITY: Presenters will describe, define, and provide examples 
of professional functions of nine specialists in the 
human services. 

RESULTS: 

P fl e.-teJ .t: No n e.WeJt than 8 7 % o 6. the. paJtti c.i pa nt'6 c.o fLJL e. c.tl tJ 
matc.hed Jeve.n 06 nine. ~pec.iali~t~/de6inition~. 66% 
o 6 the people c.oh..Jte.c.:tly anMue_1t e.d eadi o 6 the o th efr.. 
two itemJ, whe~ea~ ~he othe.Jt paJttieipant~ di1r..e.c.tly 
con£ u.,~ e.d :the. 6 un c.tio n.6 o 6 the. "o pto m e.tJti~ t" and 
opt ham o log i.6 t. " 

Immediate evaluation 06 the p!te-teht indieated the 
above ~e~ulth and an immediate g1t..oup di6c.u~~ion 
~allowed. 1n the en~ue.ing di~eu~lion the hta66 
concluded that the. two eon6u~ed te~t itemh we1r..e 
poo1t..ly L!Jo!tded, thu1> i.nvalidclting the teJ.Jt objectivity 
06 thohe two i:tem~. 

Fu1t..the~ in~tkuc.tion and pott-tehting on thiJ lubjeet 
we~e not edndueted becau6e. the paJtticipantt attaine.d 
the objective. in the p!t..e.-te~t. 
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SUBJECT GOAL #2: Participants will demonstrate knowledge 
of at least four specialist "service roles~-" functions 
which the specialist may assume (other than test adminis­
tration or one-to-one therapy) when assisting Head Start 
programs. 

INSTRUCTIONAL OBJECTIVE: 75% of the participants will correctly 
list six descriptions of roles (other than test administration 
or one-to-one therapy) the specialist may assume when assisting 
Head Start programs. 

ACTIVITIES: Presenters will describes twelve specialist 
"service roles 11 via lecture, visual aides, handbook, 
group interaction and role playing. 

RESULTS: 

Pfte-te~t: 1n ~he p~e-te6t the g~oup, a~ a whole, ll~ted 
eac.h 06 the twetve 1.>pec.lal/,~,t ~ole.o yet to be dli,­
eu~hed. Tho~e ~peclallht ~olel mo.6t o6ten ll~ted by· 
the pahtleipanth included (in de~c.endlng ohde~J 
ob.6e~vat-lon oil c.hildhen at c.entou, 9uidl11g Jte.6e.Jt!La .. l.6 
to oth eJL 1.> peeialL.s t-6, and c.o nduc..ting in-.6 e1tvlc.e ttt.ain­
ing. Only 38% 06 the. people li-6ted -61x itemh and only 
19%_ Ot) the paJLtic.ipanL!> met the inhtfLuc.tion.al objec.:t.iue.. 

Po,6t-te-6t: 1n the open-boo~ po.6t-teht 1 94% 06 the 
pa~Llc.,i.pant.6 met tfte ln,~t1u1.c.:tional objec.tive. The. 
majoJLity 06 ,6,tudenth hote-eopie.d the. 61Jr.ht hix o~ 
.oe..ve..n nunc.tion.6 ll.6:te,d in -the Handbook,, indic.atln.g 
theih ct&ility :to U,.S e the. lfondb oo1i-. Tni maj Ofl.l:ty O 1) 
~tudenL.s who Jt.ote-c.opie.cl 1Jtc, •6unc.,tlon1.> c.on.oL.s:tantly 
e.xc.lud e,d the. 6 outL.th Lte.m nfl.om the H andb O Oh. - ( II the. 
.6pec.iali~:t c.ou.ld e,on.ouLt .te.ac.hehJ., fl.e.ga1c_dli19 pfl.og~am 
planning"). Whe!te .. a.o eac.h po!.)i>ible t5une,tion g.te.a .. :tly 
inc.he.al..) ed in. the numbe.n on pe.o ple LLsLLng ,l:t al> a 
.!,pee,lali.6t nole. (6nom p~e.- to poht-te.ht), the 
"pJtog~cw1 c.on-6uLtan.t" Lte.m did not ine,Jr..e.a.6e.. The -6pe.e,iaL[.o:t. 
Jto.te. wfiic.h 1., how eel the g Jteate ✓.s .t inc.~ e.a.6 e in po pu.lahLty 
wa.6 11 pa.he.nt e.du..c.at,lo n" whic.h, howe.v e.tc, -6 :t.Ltl ~ema,i.ne.d 
a le..6.6 6avohed .6eleetion. The .6pe.eiall1.,t1.,' ~ale in 
"c.~ e. e.ning .oh owed :the. .o ec. o nd g neat e.-6 t im p1w v e.m e.n,t in. 
populanl.ty, and thL6 ~ale (iii c.ompanLoon :to the. othetL-6} 
ah~umed a 6avoned htatu~. 



SUBJ GOAL #3: Participants will demonstrate knowledge of 
at least four functions they (the mediator) should accomplish 
P._!ior o requesting the services o.f a consulting specialist. 

INSTRUCTIONAL OBJECTIVE: 75% of the participants will correctly 
list four .activities they must engage in prior to requesting 
the se:rvices of a specialist/agency. 

ACTIVITY: Presenters will describe the functions ttie 
medlator should accomplish prior to requesting the services 
of a specialist/agency. Instruction will be conducted via 

l 3 

lecture, visual aides, handbook, group interaction, and role playing. 

RESULTS: 

Phe-te~t: On :the clo~ed-baok pfle-telt, the va~t majohlty 
06 pantlc.lpanth li/2ted ac.tivltle,0 they would pen6oflm 
j u -6 :t b e. 6 o Ji e .:t. h e y " calf- c. d th e d o c. to fl '' to 1.:, e e a 
pa,Ltic.ttlcu. c.hi.ld. [Tfie. poh,tent 06 -the que,6:tlon/-6u_bjec.t 
helated to ac.tlvltle-6 engaged in phloh ta 
ohganlzlng a hegulan ~y-6tem 06 -6pec.la.ll-6t ,6ehv1c.e-6 
:to an entiit.. e p!Lo g flam} • 

Po-6:t-ieht: On the open-book po-6t-te-6:t only 65% 06 the 
paflt~c.lµant-6 attained the de~lhed aceunac.u. The~e 
wa,t, exten~lve hep.lac.ement 06 the c.oflneet an-6wen1.:, 
with enLULe. 1.> et-6 { ou..tLlne.-o) o 6 an-6Wehl 6tLOm o.thetL 
b.t.oc.h,~ (l.)u.bje_e,t1.:,} 06 ln-6tJtu.e:tlon, .5ome. on whlc.h had not 
!le- ✓t be en ad d1i el> -6 ed in the wo fl k.l, fi OJ)! 



.SUBJECT GOAL #4: With respect to the Minnesota Special 
Education Law, Section 120, participants will demonstrate 
knowledge of at what ages and with what disabilities Head 
Start children are eligible for public school services. 

INSTRUCTIONAL OBJECTIVE: 75% of the participants will correctly 
identify (match) which of the following handicaps make a child 
eligible for public school services at what ages: speech­
language disorders, crippling condition, mental retardation, 
hearing impairment, visual impairment, emotional disturbance, 
behavior problem with learning disability. 

ACTIVITY: Presenters will describe the law (Minn. Statute 120) 
using lecture, handbook material, and a "reaction panel" 
composed of members from State Department of Education, 
local school district administrators and specialists, 
and state legislators. 

RESULTS: 

PJte~te-0t: On the eto1.>ed-book phe-te~t, no ltem wa-6 
coJtJteetly matehed by te~h than 25% and no mo~e th~n 
57% (R=39%) 06 the pa1ttielpant-0. 0% 06 the people 
eoJtJteetly an1.>we1ted all item-0. 

Po--st-tcu)t: On the ope.n-booh po-0t-:te1.>t, no lte.m wa✓.s eoJtJtee.tly 
an-St0e1te.d-by lel.>-6 than 90% oi tlie. pa1r.tieipant1.> (X=9 5%} 
and 66% 06 the people eoft~eetty an1.>we1te.d all ltem1.>. 

/ 



SUBJECT GOAL #4A: Same as Subject Goal #4. 

INSTRUCTIONAL OBJECTIVE: 75% of the participants will correctly 
answei- 11 true' 1 or ' 1false 11 to the following question: ''The 
public school system does not have to screen four year old 
children for developmental skills," (answer= "false"). 

ACTIVITY: Same as #4. 

RESULTS: 

Pne-teht: 06 hlxty-6ou~ people takin6 the clohed-book 
pne-te~t, 21% 06 the pantlclpant~ attained the 
de-0lned accu~aey. 

Poht-te~t: 06 6l~ty people taking the open-book 
poht-teht, 100% o~ the pantlcipant6 attained the 
dehined a~cunacy. 

1:, 



SUBJECT GOAL #5: Participants will demonstrate knowledge 
of a-c least four primary functions of the 11 staffing team" 
following their discovery of a particular child with 
special needs. 

INSTRUCTIONAL OBJECTIVE: 75% of the participants will list 
four actions of the mediator team after a teacher has 
brought to the team the name of a child having "special needs." 

ACTIVITY: The presenters will describe the mediator team's 
on-going functions. Instruction will be via lecture, 
handbook materials, role playing, and group interaction. 

RESULTS: 

P~e-te~t: The elo~ed-book pne-teht ne~pon~e~ eluded 
ob3eetlve evaluation 6oh the 6ollowing nea~on~. The 
hehponbeh typieally did not ~lt the pne-detenmined 
eategonieh 06 the teht anhwen~ - ttehnieally ~peaking. 
Howeve~~ the ~e~ponJeJ did eon~ittantly ne6le~t 
a logieal and e66eetive patteftn 06 aetion whieh 
he~tated the matenial eontent in dl66eftent wondh. 
The pahtieipanth' nejponhe~ typieally ~tneh~ed the 
6unetlon 06 a medlaton team, elohe obhehvation 06 the 
child, ne6e44al, and µanent involvement. 

Poht-te~~= Vuning the open-book pott-teht the 
pant~e~panth' an~we~l did con~ihtantly eon6onm to 
pne-detenmlned te~t anhwen eategonieh. 89% 06 the 
people attained the dehlned aeeunaey. 

10 



SUBJECT GOAL #6: The participants will demonstrate knowledge 
of ways the mediator can help the teacher integrate into 
the classroom children with special needs. 

I NS TR UC T I ON AL OBJ E CT I YE : 7 5 9o o f th e p art i c i p ant s w i 11 1 i s t four 
ways that the mediator might assis~ the teacher in promoting 
a healthy self-concept in children. 

ACTIVITY: Presenters will describe several met~ods by which 
the mediator can help the classroom teacher integrate into 
the classr6om children with special needs. Instruction will 
be via lecture, handbook material, visual aides, role 
playing and group interaction. 

RESULTS: 

Both in the p~e- and po-6t-te~t vihtually eveny 
-6tudevd anf.iu}efi c.an. c.one,,eivabl~( be co111):ttw .. ed al.:> 
eventually aiding a c.hlld'~ iel6-e,,Onc.ept and 
inte,gJr.cLtloa .. ffowe.ve,lr,, dL6c.JLete -6Ltgge/~.t.lonJ.i wh.lch 
Welte e..mphat,lzed .ln the.. intLtLtcLLcn phe.oen,ta.t.lon 
will be the ckite..h1a {jon te-6t e..va.ft.w .. tion • 

PtLe-te,1.,t: Vu..tclng the c.lo-6e..cl·-booli phe..-.te.ot mo1>t 
patL£Cc.7pcwtc. we.Jte nc.1~pond1ng a-6 thoLtgh the.. me..d.latoh 
would be.. wo1tklng dihec.tly wlth the.. c.hlld, a.o a 
k.in.d o 6 11 .theJLapl-0:t." 06 tho-6 e. who :talked ln .te..hm~ 
06 wo1diin9 wLth. the teadie..Jr., many 1.iu9ge,6.tlon.6 
we.he.. in teJim.t> o{j c.onvlnc.lng ;teac.he,Jr,!) about piwpe..n" 
attitude.~ towa1Ld c.h.Ltdhe..n. Se,vc.1wl .6uggeJ.J.t✓lon-6 
ineludcJd noAmal in-J.:,OLvJ.,c.e tJtaln1n9 (whlc.h Ltlu~,tJLa.te,cl 
the.. ,5 e q u e.. n.tl.al eon c. e p.t!, o fi ptc. e.l e nt.at1 on, cl e.m o n-6 ttw.t✓l on, 
crnd toLtow-ttp). Famlly involvement and tLeln601tc..e..ment 
(06 both c.hltd and te..ac.hen) Wehe.. al.60 .o.t.Jte-6,6ed. 

Po,6t-te..~t: 06 6ontq-.o1x people.. taking the open-book 
po-6t-te-6.t, 68% met the de..~lne..d pe..n601tmance. A much 
1teduc..e.d vahl..e..ty ·06 1.>ugge.1~.tlon~ among .otuden.t an~woco 
wa-6 evident a,6 mo-6.t people adhehed to the ~ame outline 
06 nehpon,6e~. It ih htilt not eleah whethen on not 
many 06 the mediato~h hee.. themhelve6 wohking dlne..ctly 
with the.. c.hlld. Some 1.>u9ge.J.i.tion,6 now a~ppe..atL.Lng whlc.h 
did not appea~ in the pne-te~~ an~weAh inQlude: 
helping intenpnet .ope..clalihth' nee,,omme..ndationh; 
not ovenp4oteeting eh1ld~en with 1.>pec.ial needh; and, 
anhwe..hing quehtionh haihed by childhen ne..gahdJ.,ng 
.6 p e c..ia.t n u,dl:i . 



Discuss·ion 

Several aspects of the ~valuation are of particular 

concern to the Project staff. 

Perhaps the most significant concern is the lack 

of representatives of several agencies at the workshop. 

The fact that no Indian agency sent participants was 

puzzeling because, as a group, these agencies have in 

the past participated in other project workshop activities. 

Also, this group of agencies has ex~erienced particular 

difficulty recruiting specialist consultflnt services. 

On the other hand~ Mahube agency, which sent no represent­

atives, has had a history of poor participation in 

OCD-BEH efforts. Arrowhead agency and South Central 

agency also sent no representatives. Because technical 

assistance from the Project during the coming year 

will pivot on the mediator team concept, special and 

expensive efforts may be needed to deliver assistance 

to those agencie~ not acquainted with the concept. 

Of the participants who attended, a group of 

about fifteen people, at various times, missed entire 

sessions, entered sessions lat~ and left sessions early. 

It is highly possible that the behavior of this group 

was the cause of the unaccomplished instructional 

objectives. The objectives missed.were always due to the 

fact that instead of 75% of the people attaining the 

desired accuracy~ only 65% to 69% attained the accuracy. 

In several cases the correct test answers were replaced 



by outl·ines of subject n:ic\tter printed in the tL~t1j_b9ok 

which were not yet discussed fn the workshop! It 

appeared that people may not have attended a block of 

instruction only to return the next morning for the 

post-test, producing poor results. (Also, twenty-five 

people left the workshop - usually to get home earlier -

on the morning of the last day, prior to the last 

half-day\ instruction). Because the presented material 

was necessary informationj the ~taff is concerned 

that a s~all _but significant group of people are unaware 

of information which is necessary for effective service 

to handicapped children. In the future, these attendance 

problems can be anticipated and alternative strategies 

used to discourage these problems (e.g., not ending the 

workshop on a morning, clearer, more assertive, early 

and repeated statements that attendance is required, 

direct and/or indirect confrontation of individuals, etc.). 

The fact that three instructional objectives were 

not accomplished ·,s of interest to the staff. The 

missed objectives are not interpreted as a lack of 

success in the workshop. Stated differently, the results 

of each objective indicate that 65% to 6g% of all 

people received the information which was considered 

important. In every case~ there v✓ a.s a. rerna.rkablf) 

improvement in student performance during the course 

of instruction. Yet, fewer than the desired number of 

participants attained sufficient accuracy in three 

subject areas. The staff has considered several 



possible reasons for this, the most probable being the 

sporadic attendance of some people. The more serrlous 

problem is the fact that post-tests were evaluated 

after the workshop - and, therefore, the staff did 

not have an opportunity to bolster weaker areas of 

instruction. In the future, an attempt will be made 

to evaluate post-tests on-site. 

On one of the post-tests it appeared that 

participants actually went out of their way to 

ex c 1 u d e 11 p r o g ram c o n s u 1 ta n t II a s a p o s s i b 1 e r o 1 e o f t h e 

specialist. At first, this observation sounded a 

warning to the staff - who's primary role 12_ program 

consultation. Paradoxically, th~ staff has never 

encountered anything other than willing cooperation 

from nearly all the agencies. Several interpretations 

lU 

of the test results have been offered, the most plausible 

being that what the participants perceive as program consult­

ation is not the same as that perceived by the Project 

staff. Agency personnel may balk at an "outsider" telling 

them what to teach - curriculum. However, the Project 

staff view a program consultant as someone who suggests 

alternative ways of administration and instruction. 

The discrepancy of ~erceptions is not surprising since 

an earlier survey and pre-test results indicate that 

Head Start has not used specialists in too many 

different roles. And, few people (Head Start or 

specialists) have had experience using program 

consultants. Perhaps the consultation success of the 



Project staff lies more in the area of gradual 

personal familiarity with agency people; Head Start 

staffs know the Project people well, and consequently 

do not view their instruction as being so threatening 

as an 11 outs·ide 11 specialist. 

The role of the parent was an interesting aspect 

of the evaluation results. Of all the possible 

s p e c i a 1 i s t r o l e s , 11 p a r e n t e d u ca t i o n 11 s how e d the 

greatest increase in popularity during the workshop. 

Yet, this role still remained one of the l~ast mentioned. 

Despite encouragement of agencies by the Project staff, 

parent attendance has been very poor at previous 

workshops. Therefore, the results of this Mediator 

Workshop add support to an increasing effort on the 

part of the Project staff to facilitate parent involvement. 

When taking each test, the participants were asked 

to write the name of their agency at the top of the page. 

In this way, the Project staff can create an 11 agency 

profile" - a description of the performances and 

opinions throughout the workshop of each agency's 

group of participants. These profiles can help guide 

the Project staff during on-site agency visits 

in that the staff can have a little better appreciation 

for the "point of view" (perspective) of each agency 

regarding the mediator team concept. In compiling these 

profiles, for instance, it is apparent that some 

agencies were represented by people whose performance 

and opinions were quite consistently similar. Other 



agenctes ~ad partictpants who were diametrically 

opposed. Where an agency had similar participants, 

it will be easier to antici~ate abilities and attitudes· 

awaiting the Project staff visit. However, the Project 

staff is cautious to interpret these profiles as 

tentative, very sketchy, and potentially inaccurate 

indices of an agency's true status. 



APPENDIX 2 

ON-SITE VISIT ONE 
FORM SE!si TO MINNESOTA HEAD START/HOME START PROGRAMS 



Function #1 

la 

Function #2 

2a 

2b 

2c 

Function #3 

Function #4 

Function #5 

Function #6 

6f 

69 

OCD-BEH COLLABO, , IVE PROJECT 

Agency Checklist for Seven Initial Functions of the Mediator Team 

Establish mediator team 
(pp. 12-14, Mediator's Handbook) 

Designate team coordinator (pp. 39~42) 

Decide on types of resource 
specialists needed (pp. 14-15) 

Complete a needs assessment of 
children past and present (p. 14) 

Decide on specialists needed (p. 14) 

Identify two specialists who can 
guide you in finding other 
resources (p. 15) 

Consider the desirable roles 
for specialists (pp. 16-20) 

Consider number of centers to be 
covered by a specialist (pp. 20-21) 

Consider frequency of a specialist's 
visits to centers (pp. 21-22) 

Meet with specialists to request 
services (pp. 23-26) 

Completed Soon to 
be completed 

(Please check one) 

~"'/,s. 

\ 

Experiencing 
difficulty 

Explore possible roles that 
specialists could assume (p. 24) 

How many specialists have you met with? ---

Agree upon roles which specialists 
could assume (p. 24) 



F : 2 
1-\gency Checklist for Seven Initial Functions of the l'iediator Team 

Function #6h 

Function #7 

Make a written or gentleman's 
agreement or contract for services 
with the specialists (pp. 24-26) 

Completed Soon to 
be completed 

(Please check one) 

Experiencing 
difficulty 

How many agreements or contracts do you have? 

The OCD-BEH Project staff will discuss Function #6 in greater detail when 
we visit you. 

Make arrangements for screening 
procedures (pp. 27-29) 

Please check the areas for which 
you have arranged screening: 

Medical 

Dental 

·_· _Language 

·_· _Speech 

Vision and Hearing 

Motor 

__ Social/Emotional 



APPENDIX 2 

ON-SITE VISIT ONE 
FORM SENT TO MINNESOTA HEAD START/HOME ST.ART PROGRAMS 



Function #1 

la 

Function #2 

2a 

2b 

2c 

Function #3 

Function #4 

Function #5 

Function #6 

6f 

69 

OCD-BEH COLU\80, 'IVE PROJECT 

Agency Checklist for Seven Initial Functions of the Mediator Team 

· Establish mediator team 
(pp. 12-14, Mediator 1 s Handbook) 

Designate team coordinator (pp. 39-42) 

Decide on types of resource 
specialists needed (pp. 14-15) 

Complete a needs assessment of 
chi1dren past and present (p. 14} 

Decide on specialists needed (p. 14) 

Identify two specia1ists who can 
guide you in finding other 
resources (p. 15) 

Consider the desirable roles 
for specialists (pp. 16-20) 

Consider number of centers to be 
covered by a specialist (pp. 20-21) 

Consider frequency of a specialist's 
visits to centers (pp. 21-22) 

Meet with specialists to request 
services (pp. 23-26) 

Completed Soon to 
be completed 

(Please check one) 

\ 

Experiencing 
difficulty 

How many specialists have yriu met with? ---Explore possible roles that 
specialists could assume (p. 24) 

Agree upon roles which specialists 
could assume (p. 24) 



p 2 
Agency Checklist for Seven Initial Functions of the P1ediator Team 

Function #6h 

Function #7 

Make a written or gentleman's 
agreement or contract for services 
with the specialists (pp. 24-26) 

Completed Soon to 
be completed 

(Please check one) 

Experiencing 
difficulty 

How many agreements or contracts do you have? 

The OCD-BEH Project staff will discuss Function #6 in greater detail when 
we visit you. 

Make arrangements for screening 
procedures (pp. 27-29) 

Please check the areas for which 
you have arranged screening: 

Medical 

Denta 1 

·_· _Language 

·_· _Speech 

Vision and Hearing 

Motor 

__ Social/Emotional 



APPENDIX 3 

ON-SITE VISIT ONE 
FORMS USED BY PROJECT STAFF TO MONITOR VISIT ONE PROCEEDINGS 



OCD-BEH PROJECT STAFF 1 S EVALUATION FORM FOR SEVEN INITIAL MEDIATOR FUNCTIONS 

Name of Agency _______ _ Date of Visit 

Individuals Present: 

OCD-BEH COLLABORATIVE PROJECT FOR HEAD START CHILDREN WITH SPECIAL NEEDS 



Name of Agency (and Director) 

Centers & Location: 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

Attendance at Workshop No. 1 

Q 

---

lfl vJ2 N of Children in Class N of Spec. Needs Children in Class 

at Workshop No. 2 --- Other presentations -------------
How are records maintained _____________________ By whom _________________________ _ 

Mediator team: 

When was it organized ------ Is team meeting -----
Na.mes of members Position Regµlarly --------

When does it meet 



2 

Name of mediator team coordinator/leader -----------------
Address of mediator team leader 

What is each centerts method of communication with parents? Letter 

Is the parent communication structure determined 
with the parent board of the agency 

How 

Regularly meeting parent board ---
Parent newsletter 

Telephone ---
Home visits ___ By whom ______ _ 

No fonnal structure 

KODER VISIT 

1. Researcher's names: Joanna Kader & Judy Zinc 
___ 2. Purpose: to find out if integration happening; 

also, does Projrct really help? (focus on us) 
3. Not to draw conclusions about -

any one person/agency . 

\. . -.., 



Function #1: Establish Mediator Team and designate Team Coordinator 
Evidence: Written list of members, their positions, mailing addresses, when and where the team meets 
Emphasize: Broad spectrum of interests on team; regular and frequent meetings; possible school person (e.g., teacher) on. 

DATA Name (Q?) Position Address When meet Where meet 

SUGGESTIONS TO AGENCY 

PROPOSED FOLLOW-UP FOR PROJECT STAFF 

Completed Soon to be fHffi cul ty 



Function #2.A.l.: Review needs of children identified during orevious year 
Evidence: Written list indicating children 1 s names, sex, diagnosed by whom~ ~pe of problem, what center. 
Emphasize: Involve all team members; gather information from files, memory; all areas of disabilities. 

DATA Initials Sex Diagnosed? By whom? Problem What center 

SUGGESTIONS MADE TO AGENCY 

PROPOSED FOLLOW-UP FOR PROJECT STAFF 

Completed Soon to be Difficulty 



Function #2.A.2.: Assess current problems of special needs children (at this point) 
Evidence: Written list indicating children is names, sex, diagnosed by whom, type of problem, and what center. 
Emphasize: Involve all team members; screening arrangements from Function #7; all areas of disabilify. 

DATA Initials Sex Diagnosed? By whom? Problem What Center 

SUGGESTIONS MADE TO AGENCY 

~ 

PROPOSED FOLLOW-UP FOR PROJECT STAFF 

Completed Soon to be rHfficulty 



Function #2.B.: Decide on appropriate and necessary specialists 
Evidence: Written list of possible specialists to account for major disabilties of each child on previous page. 
Emphasize: Specialist for major disability of each child on. previous page; 

DATA Type of specialist Possible resources Applies to which child? 

SUGGESTIONS MADE TO AGENCY· 

PROPOSED FOLLOW-UP FOR PROJECT STAFF 

Completed Soon to be Difficulty 



Function #2.C.: Indentify two specialist advisors to Mediator Team 
Evidence: Written list of, and previous dialogue with, two such specialists 
Emphasize: Specialists with broad backgrountj of child development; f~guent visit with team 

DATA Names of specialists Profession Employment address 

SUGGESTIONS MADE TO AGENCY 

PROPOSED FOLLOW-UP FOR PROJECT STAFF 

Completed 

previous 
dialogue? 

Soon to be 

freq. of 
visit 

Difficulty 



Function #3: Consider desireable roles for specialists 
Evidence: Present discussion considering al1 possible roles for each specialist identified in #2. 
Emphasize: Consideration of a 11 roles forevery speci a 1 i st. 

DATA Specialist Roles by letter Comments 

SUGGESTIONS MADE TO AGENCY 

PROPOSED FOLLOW-UP BY AGENCY STAFF 

Completed Soon to be 0-ifficulty 



Function #4: Consider number of centers to be potentially covered by a specialist 
Evidence: Present discussion considering number of centers to be covered by each specialist in #2. 
Emphasize: This consideration for each specialist; 

DATA Specialist Number of centers Comments 

SUGGESTIONS MADE TO AGENCY 

PROPOSED FOLLOW-UP BY PROJECT STAFF 

Completed Soon to be Difficulty 



Function #5: Consider frequency of visits for each specialist. 
Evidence: Present discussion considering frequency of visits for each specialist in #2. 
Emphasize: Frequent and regular visits; consider each specialist. 

DATA Specialist Frequency of visits Comments 

SUGGESTIONS MADE TO AGENCY 

PROPOSED FOLLOW-UP FOR PROJECT STAFF 

Completed Soon to be Difficulty 



Function #7: Make arrangements for screening procedures. 
Evidence: Completed screening records in all developmental areas for every child. 
Emphasize: All developmental areas; each child; prior to November; valid screening procedures; have specialist 

roles provided for on-going screening? 

DATA Developmental area Resource agency Specialist/Instrument Date Child Completed 
Capacity 

Medical Health 

Dental 

Vision 

Hearing 

Speech/Language 

Social/Emotional 

Motor 

COMMENTS: 



Function #7, continued 

SUGGESTIONS MADE TO AGENCY 

PROPOSED FOLLOW-UP FOR PROJECT STAFF 

Completed Soon to be Difficulty 



APPENDIX 4 

LETTER TO MINNESOTA PROGRAMS ANNOUNCING WORKSHOP 1 (1974-1975) 



November 15, 1974 

Dear Mediator: 

STATE OF" 
GOVERNOR'S 

OFFICE OF ECONOMIC OPPORTUNITY 

404 Metro Square -· 7th & Robert 

ST. PAUL, MINNESOTA 55101 

612/296-2367 

We have talked with most of you about our first workshop. 
Now we wish to give you more details. 

The purpose of this workshop is to acquaint parents of 
special needs children and the Head Start teaching staff 
with a concrete, on-going system for observing children. 
We hope to help improve the teachers' and parents' skills 
to screen children and work with them. We will be .talking 
about behavior checklists, which we have already discussed 
with many of you. These checklists are comprised of specific 
skills or behaviors that you would expect children to be 
displaying in several areas (such as langu,age development, 
motor development, social/emotional development, etc.) at 
different ages. These checklists can be used to help people 
better understand what to look for that suggests normal 
development or developmental lags. They can also be used 
to determine more specifically what the child is doing and 
is not doing (strengths and weaknesses), which may help 
teachers and parents figure out where to start working 
with children. 

The w-0rkshop will begin at 9:00 a.m. and conclude at 3:30 p.m. 
The workshop dates and sites are: 

November 22 
December 5 
December 6 

December 10 
December 12 
December ·6 
December 9 
December 13 
December 20 

(Friday) St. Cloud (final arrangements being made) 
(Thursday) Bemidji State College Ballroom, Bemidji 
(Friday) Thief River Golf Course (North on Hwy. 32 
out of Thief River Falls 1 mile) 
(Tuesday Village Inn, 1215 East Superior St., Duluth 
(Thursday) Twin Cities (place to be designated) 
(Friday) Holiday Inn, Mankato 
(Monday) Holiday Inn, Fergus Falls 
(Friday) Donovan's Inn, Redwood Falls 
(Friday) Owatonna Inn, .Owatonna 

You may attend whichever workshop is closest to you. 

DPW-888 
(3-72) 
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OCD-BEH WORKSHOP 

Please encourage the parents of special needs children in 
your program to attend with y~~r staff. If these parents 
cannot attend, use your judgement in asking other parents. 
Also please consider inviting one or two public school 
people. For example, kindergarten teachers, principals, 
special education directors, specialists, etc., might be 
your guests. Please make a real effort to communicate this 
information to your teaching staff, parents, and school people. 
That is, tell them what the workshop is about as specifically 
as possible, and be sure to tell teachers that parents will 
be at the workshop. Teachers should expect to work with 
parents at the workshop. 

We are hopeful that one CDA credit can be given to qualified 
staff who attend both this workshop and the next workshop to 
be held in February. However, we have yet to get final word 
from the CDA programs. 

We will be calling your agency soon to get aq idea how many 
parents, staff, and guests will be attending. It is necessary 
for us to have some idea of how many people you anticipate 
sending. 

We hope to see you there also. If you have any quest.ions) 
please do not hesitate to contact us. 

Sincerely yours, 

-;r;:~ 
J~n Boller, Ph.D. 
Project Director 

Fred Aden, M.A. 
Speech Pathologist 

(}. ("I/ 
\ [/'"'\,-5.I ti .r§ 4 I[ .«.'Jt-rf") ,, •~He:!-" f"'\J> . -~:._.-/. c;l:>(,_.- · "~· ",-.:_·· · .. · J 

Donald Henri~ Ph.D. 
School Psychologist 

Dave Garwick, M.A. 
Speech Pathologist 

OCD-BEH COLLABORATIVE PROJECT 
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WORKSHOP 1 (1974-1975) 
GUIDES FOR LOOKING AT CHILDREN IN THE HOME & CLASSROOM 

BEHAVIOR CHECKLISTS 
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1974-75 WORKSHOP NO .. 1 

GUIDES FOR LOOKING AT CHILDREN IN THE HOME & CL.A.SSROOM: 
BEHAVIOR CHECKLISTS ------

INTRODUCTION 

People often want to know what kinds of things they should 
expect a child to be doing during the time he or she is in 
Head Start. One i-rny of answering this question is to say 
that you might expect a Head Start child to do the things 
that most other children of the same age are doing. (For 
example, most four year olds can correctly point to their 
eyes, nose, mouth, ears and many other parts of their body, 
so you mi.ght expect that most Head Start children would do 
this if asked.) Another way of answering the question is 
to say that you should expect the child to keep on doing 
the things he or she is already doing (r(~gardless of what 
most other kids of the ea.me age can do)-b~-t also ei1:;-e-ct 
that new thfngs will gradually appe<=lr. (Even if most 
other four year olds can point to many parts of their 
body, the four year old t,iho can only po1-nt to his nose 
and mouth will probably need some time to learn to point 
to other body parts.) Both of these answers are accurate. 
It is important to know what to expect in the normal course 
of development. However, it ts also important to know that 
just becmJse a child is not doing some, or many, things 
that other children of the same age are doing you cannot 
expect that he or she should automatically be able to do 
those things. The progress may·come about slowly. 

The use of written guides when looking at ch:i.ldren :i.s one 
way of helping to understand what i,s expected in the normal 
course of child development. Also, written guides can ·help 
parents, teachers, specialists, and others figure out spec­
ific things that a child seems to be able to do at any par­
ticular time. 

What Are These Written Guides? 

The guides are lists of things that most children can be ex­
pected to do at different ages. They are often called 
behavior checklists. These checklists have been put toge­
ther hy · people ·who have observed many different things about 
children as the.y develop during the early years of their 
lives. Some of theae things include: 1) the way children 
talk,, how they use words and make sentences; 2) the way 
children take care of thC!mselves, how they put on clothes, 
eat, wash themselves, etc.; 3) the way children get along 
with other people, how they play with other children and 
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Introduction 

respond to adults; 4) the way children coordinate their 
movements, how they walk, run, hold spoons, etc •• 

So now you have an inkling of what the behavior checklist 
is all about., It is a tool for you to use, to h·elp you 
fi.gure out what kinds of things you see children doing:r 
and to help you chart or record these th1ngs in a meaning­
ful way. 

Continue reading. The following :ts some information we 
have put together, tell:tng about some of the developmental 
areas that the checklist can help you look at, r:wme of the 
reasons for using a behavior checklist, some ways to use a 
behavior checklist, and some cautions you might want to be 
aware of when using a behavior checklist. 



SKILL AREAS 

The following are the usual areas covered by currently available checklists: 

1. COGNITION 

Cognition relates to the ability to remember, to tell the 
difference between important and unimportant activities, to 
pay attention (attending) to important experiences, to rec­
ognize patterns like shapes and melodies, to recognize things 
in their correct order, to tell the difference between two 
things, to keep up with the speed of information being com­
municated, to not be distracted by background activity like 
noise, etc. 

2. MOTOR 

Examples; 

a. Can compare three pictures (which one is p:rettier). 
b. Reassembles a circle which has been cut in four 

pie shaped pieces. 
c. Jmi tat es fo 1 ding a six inch square of paper twice 

to form a triangle. 

This area relates primarily to the movement and use of the large 
and small muscle groups of the body. Large muscles are those we 
use for walking (large leg muscles), throwing (the bisceps ., 
triceps, and back muscles), lifting (usually back and shoulder 
muscles), etc. These movements are called gross motor because 
they relate to muscle activity which doesn'tnecessarily call for 
precision. Small muscle movement (called fine motor) examples 
are: working with fingers (tying shoes, writing, picking up 
marbles), or perhaps usjng the toes to make a letter in the sand. 

Examples: 

a. Catches an eight inch ball bounced to him from 
four to six feet 

b. Prints simple words 
c. Climbs to playground slide and slides down 

3. SELF-HELP 

Self-help skills relate to those activities we do which imply 
caring for ourselves, like eating and knowing which utensils to 
use (peas don't stay on a knife very well), being able to dress 
and get all the buttons buttoned (overlaps of course with fine 
motor above), brushing teeth, knowing how to use the toilet) or 
bathing oneself (and knowing how to use a washcloth or towel). 

Examples: 

a. Dresses self except tying 
b. Cleans up spills without help 
c. Uses toilet by himself without supervision 



4. LANGUAGE 

This area deals with symbols like words, and pictures, and the 
use of writing tools to express ideas symbolically; with reading 
skills; knowing how these symbols/pictures/words are used and 
what they mean; and being able to organize them in a way that is 
meaningful and which communicates yom" idea to someone else. 
Speech is included in as much as it relates to the use of words to 
co1rnnunicate. All of this comes out of experience, which is basic 
to language development. It is difficult to find a situation where 
language is not a part of the activity. 

Examples: 

a. Carries out three directions on request 
b. Listens to and tells long stories, sometimes confusing 

fact and fantasy 
c. Uses the prepositions in, on, beside, under, above, 

and below appropriately when asked to describe his 
own body position (four positions). 

5. SOCIALIZATION 

This area refers to appropriate and effective behaviors that involve 
living with other people. Almost all of preschool behavior occurs 
with otheT people (parents, other kids, teachers, the family doctor, 
etc.). Learning how to get along with others, what is right and 
wrong (you learn this from parents, teachers, your minister, etc.), 
what to do when con~any comes, how to play with other children 
without getting into too many fights--these are all examples of be­
coming socialized. Socialization is learned through imitating other 
people who are important to you, participating in activities where 
you want to learn how to do something, and by communicating with 
other people (hearing what they have to say and trying to make them 
understand what you want to say). And, of course, whether or not you 
get spanked, put in the corner, or are given a candy bar determines 
to a fair degree how much of this "social" behavior you will do again. 

Examples: 

a. When playing group games, waits and takes turn with 
minimum of external control 

b. Answers telephone efficiently 
c. Enjoys dressing up in adult clothes 



USES FOR BEHAVIOR CHECKLISTS 

1. AS A GUIDE TO THE NORMAL PROCESS OF CHILDHOOD DEVELOPMENT IN 
SUCH SKILL AREAS AS: 

Cognition 
Self-Help 
Language 
Social/Emotional 
Gross Motor 
Fine Motor 

A teacher's and parent's awareness of the normal sequence 
of skill development in each of th~se areas is important. 
It is even more important when the parent and teacher have 
responsibility for working with a child who has special 
needs which affect his/her ability to learn these sequence 
of skills. 

2. AS AN OBSERVATION-SCREENING TOOL. 

Behavior checklists can help guide and direct teacher and 
parent observations of behavior. This means going beyond 
a simple awareness of the behavior, to the actual use of a 
checklist by a teacher and/or parent to record the observed 
behavior. Behavior checklists can help you identify child­
ren who are having problems in one or several areas of de­
velopment. This identification may then lead to referral of 
children to specialists. In this way a great deal of 
_sp_ecific behavioral information can already be available to 
the specialist at the time the child is seen. 

3. AS A BETTER WAY TO DESCRIBE THE BEHAVIOR OF ANY CHILD. 

A completed checklist describes the level of skill develop­
ment a child has reached in each of the skill areas observed. 
No label is_ placed 911 ~ child when you use a behavior check-­
list. 

4. AS AN EDUCATIONAL ASSESSMENT TOOL FOR CHILDREN WITH OBVIOUS 
SPECIAL NEEDS. 

Behavior checklists help teachers and parents to make on-going 
educational assessments of a special needs child's strengths 
and weaknesses across many areas of development. Checklists 
are an equally good tool for the educational assessment of all 
children. 



5. AS A GUIDE TO THE EDUCATIONAL PLANNING/PROGRAMMING FOR ANY CHILD. 

Checklist systems also provide educational guides. These 
can guide the teacher and parent in planning 
and learning experiences which are appropriate to each 
child's rate of growth and development. 

6. AS A TOOL FOR EVALUATION OF THE PROGRESS OF ALL CHILDREN IN A 
PROGRAM. 

As a straight-forward evaluation approach, all children might 
be assessed at the beginning and end of the program year 
(perhaps in the middle of the year also) by using behavior 
checklists. This assessment might pr-ovide information about 
the strengths and weaknesses of the children as a group, and 
could suggest where the curriculum is strong, where the 
curriculum may need modification, etc. 

7. AS A TOOL TO ENHANCE COMMUNICATION BETWEEN ADMINISTRATIVE OR 
COORDINATOR LEVEL STAFF (MEDIATORS) AND TEACHING STAFF; BETWEEN 
ALL HEAD START STAFF MEMBERS AND SPECIALISTS: BETWEEN HEAD START 
STAFF, SPECIALISTS, AND PARENTS. 

Behavior checklists can help to direct everyone's attention 
to specific, identifiable behaviors when you are ~~observing 
and/or talking about children. Checklists might help reduce 
some of the confusion that often results when different people, 
with differing points 6£ view, try to describe problem areas 
and strength areas of children. 



HOW TO USE A BEHAVIOR CHECKLIST 

Before you or your staff use this approach an in-service practice 
session and a follow-up in-service review (peThaps one month later) 
is recommended. 

1. Use one set of checklists (cognitive, motor, self-help, language, 
and socialization) for each child to be observed. 

2. Thoroughly review a checklist prior to using it so you know what 
behaviors you will be looking for. It is not necessary, however, 
to memoTize the sequences of tasks on a checklist. 

3. Start by looking at one child and at one skill area at a time. 
Practice this kind of observation with the idea that you are de­
veloping your own observation skills and understanding of 
developmental skills that are important. 

4. Select those children who are having special learning needs as 
the children you will observe at the outset. A parent with more 
than one child might want to select the child who may be showing 
some special learning need. 

S. Observe the child during normal activities in the home or class­
room. Usually it is not necessary to set up a special activity 
which is different from the home routine or classroom curriculum. 

6. Observe the child at different times, over several days, and 
during different activities. 

7. Observation periods can be short -- S to 15 minutes at a time, 
or less. 

8. Your prior knowledge of how well the child performs should help 
you to immediately nan·ow-down the possible choices on a behavior 
checklist. In other words, it will usually not be necessary to 
start with item #1 and go through every item. 

9. Score a pl us ( +) or check ( 1./) if a behavior given on a checklist 
occurs fifty percent (50%) of the time in a normal situation 
calling for that performance. 

10. A plus (+) or check (~1 can be placed by a behavior on the exact 
date it is achieved or when observed during periodic skill re­
assessment. Recording th~_ ~ate that the observation was made 
is important. 



11. Move on to the next developmental area checklist, or observe 
other children using the same checklist. 

12. Begin thinking how you might use the information you have gained 
through this careful observation. How might this information 
apply to what you want to teach the child next? How might it 
apply to your expectations for the child? How might it affect 
the way you teach a skill? 

HOW TO USE A CHECKLIST TO SCREEN AN ENTIRE CLASS: 

1. Before you or your staff use this approach, an in-service 
practice session and a follow-up in-service review· (per­
haps one month later) is recommended. 

2. Select one subject area to be observed (for example, language). 

3. Assign five youngsters to each parent/teacher/aide to be 
casually observed for two or three days. 

4. At the end of the observation period, have each observer 
complete the checklist for her/his five children. 

5. Review each child's checklist with an appropriate consulting 
specialist (for example, speech clinician, child psychologist, 
special education teacher, etc.). 

6. Repeat #1--ltS for the next subject area to be observed. 



CAUTIONS ABOUT THE USE OF BEHAVIOR CHECKLISTS 

Just like all other tools or methods, a behavior checklist can be 
misused. Therefore, it is advisable to look at some cautions. 

1. DO NOT USE A BEHAVIOR CHECKLIST AS A TEST TO COMPARE ONE CHILD 
WITH ANOTHER. 

A checklist should be used to determine the level at which 
the teacher and parent should begin working with each 
individual child. 

2. DO NOT BECOME OVERLY CONCERNED WHEN YOU SEE THAT A CHILD IS NOT 
PERFORMING CERTAIN TASKS OR BEHAVIORS. 

Too much concern, without additiona1 observations and 
possibly specialist evaluations, can lead to ''over­
teaching''. Trying to force a child t~ learn will only 
result in more frustration for the child. 

3. DO NOT TRY TO TEACH A SKILL AS IT IS GIVEN ON A CHECKLIST. 

Each skill can be broken-down into many smaller tasks. 
The process of breaking-down a skill into smaller tasks 
is called "task analysis". 

4. DO NOT TRY TO OBSERVE ALL OF THE SKILL AREAS AT ONE TIME, OR 
IN ONE SITTING. 

This would be too confusing. And children do not display 
all skills at any one time. Try several observations of 
a child's behavior, during different activities and at 
different times of the day. This should make the obser­
vation process easier and more accurate. 

5. DO NOT TRY TO SECOND GUESS THE CHILD. 

If you do not actually observe a child performing a skill, 
do not give him/her the benefit of the doubt when marking 
the checklist. Remember, checklists give a description of 
a child's behavior. A checklist is not a test, so a child 
cannot fail. "If you don't see it, don't mark it." 

6. DO NOT EXPECT ALL CHILDREN TO FOLLOW THE WRITTEN ORDER OF THE 
CHECKLIST EXACTLY. 

For example, children may skip some behaviors completely or 
they may learn behaviors out of sequence. 

7. DO NOT BE CONCERNED ABOUT THE AGE OF THE CHILD. 

If a child's behavior can be described by items on the 
checklists, then it is appropriate to use the checklists. 
with that child, no matter what age. In other words, each 



7. (continued): 

child's educational progrrun should be guided by an under­
standing of that child's skills and difficulties. You 
observe l'J.hat he/ she is doing and what he/ she is not doing 
and then you plan what you will do based on those cibservations. 



"CONSUMER OPINION" 

,r .... "Which Pr.escriptive Teaching Program should I use?" 

While The OCD-BEH Project is not in the business of recommending one conunercial instrument over another, several 
of these do exist, and they are significantly ditferent from each other to warrant some comment. 

The Project Staff can show you some of the differences among these programs, but you will have to be the judge as 
to what is "good" and "bad" - depending upon your particular needs. 

Incidentally, with a little ingenuity and effort on your part., each program can be modified in most respects to be 
like the other pTograms. 
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nA List of Some Behavior/Prescription Checklists" 

1. Chapel Hill Training-Outreach Project Products: 

A .. C Learninz Acco12:1plishment Profile (LAP) (1 per child @ $1. 50 ea.) 
Order from: Student Stores, Daniels Building 

University of North Carolina at Chapel Hill 
Chapel Hill, North Carolina 27514 

B. LAP Smithfield Revision for Group Recording (no listed cost) 

C. A Planning Guide - The Preschool Curriculum ($4.00 per copy) 

D. Slide-Tape Training Programs 

The above, order from: The Chapel Hill Training-Outreach Project 
Lincoln Center, Merritt Mill Road 
Chapel Hill, North CaTolina 27514 
(check payable to: Chapel Hill-Carrboro City Schools) 

2. The Meyer Chi}dren' s Rehabilitation Institute Prescriptive Teaching Program. 
for Multiply Ha21dicapp_ed Nursery School Children 

A. For an in-depth description of this program: 

Handicapped Children in Head Start Series: 
Meyer's Cl1ildTen' s Rehabi li tat ion 111s titute 
Teaching Piogram for Youn~Children $3.50 

Order from: Head Start Information Project 
The Council for Exceptional Children 
1920 Association Drive 
Reston, Virginia 22091 

B. For the actual program, inquire from: 

Edward Lacrosse, Ed. D. 
Meyer Children Rehabilitation Institute 
444 S. 44th Street 
Omaha, Nebraska 68131 

3. The Portage Guide to Early Education (Checklist and prescription cards) $21.00 

Mail check to: Portage Project 
Cooperative Educational Service 
Agency 12 
412 East Slifer Street 
Portage, Wisconsin 53901 
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ON-SITE VISIT TWO 
LETTER SENT TO MINNESOTA PROGRAMS ANNOUNCING ON-SITE VISIT TWO 



OFFJCE OF Eco~minc 
404 Metro uarn - 7th & Robert 

ST. PArL, MrnNESOTA 55101. 

612/296-2367 

12/30/74 

TO: Mediator Team members 

FROM: OCD/BEH Project Staff 

That time is here again, and we are preparing to make our 
second round of visits to the Mediator Teams~ It is at 
this meeting we hope to continue discussing with you 
any problems you may be encountering as you, in turn, attend 
to the problems of the special needs children in your programs. 

We would like for you to schedule (if possible) a regular 
"team meeting" for this visit. It 1 11 give your team an 
opportunity to meet while we are there to work with you, 
and hopefully for us to interpret any confusion you may have 
regarding the functions in the Handbook. This is one way we 
can work with you on the "on-going" functions. (For this 
meeting, your team might have prepared to discuss two or three 
special needs children. 

It would be helpful if you would bring with you the files of 
special needs children in your program (both screened/suspected, 
and diagnosed). Al~o, if you can assemble lists of specialists 
you have worked with during program year 1973-74, and 1974-75 
this would be helpful. We will ·be trying to identify specialists 
and the roles they played, and do now perform for you. One 
point--we won't be recording names of children or taking names 
with us; the initials we collect (and collected from our first 
visit) were only for purposes of our discussions of these 
children with you. 

We will meet you at ______ amo, on January __ , at 
_______ ft Our meeting should last no longer than from about 
9~00 to perhaps 2:300 We look forward to this meeting, to sharing 
with you experiences from other programs, and to hearing from 
you how things are going~ 
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ON-SITE VISIT TWO 
LETTER SENT TO MINNESOTA PROGRAMS ANNOUNCING ON-SITE VISIT TWO 



~s 
OFFICE OJ' Eco0i"m.nc 

404 Metro uare -- 'Ith & Robert 

ST. PAUL, MINNESOTA 65101 

6 i 2/296-2367 

12/30/7~. 

TO: Mediator Team members 

FROM: OCD/BEH Project Staff 

That time is here again, and we are preparing to make our 
second round of visits to the Mediator Teams. It is at 
this meeting we hope to continue discussing with you 
any problems you may be encountering as you, in turn, attend 
to the problems of the special needs children in your programs. 

We would like for you to schedule (if possible) a regular 
"team meeting" for this visit .. It'll give your team an 
opportunity to meet while we are there to work with you, 
and hopefully for us to interpret any confusion you may have 
regarding the functions in the Handbook. This is one way we 
can work with you on the "on-going" functions .. (:For this 
meeting, your team might have prepared to discuss two or three 
special needs children. 

It would be helpful if you would bring with you the files of 
special needs children in your program (both screened/suspected, 
and diagnosed). Also, if you can assemble lists of specialists 
you have worked with during program year 1973-74, and 1974-75 
this would be helpful. We will be trying to identify specialists 
and the roles they played, and do now perform for you. One 
point--we won't be recording names of children or taking names 
with us; the initials we collect (and collected from our first 
visit) were only for purposes of our discussions of these 
children with you. 

We will meet you at _______ am~, on January __ , at 
_______ @ Our meeting should last no longer than from about 
9:00 to perhaps 2:30. We look forward to this meeting, to sharing 
with you experiences from other programs, and to hearing from 
you how things are going. 
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ON-SITE VI SIT TWO 
FORMS·USED BY PROJECT STAFF TO MONITOR VISIT TWO PROCEEDINGS 

AND COLLECT DATA 



Agency ________________ _ Date of Visit ---------,..-

Individuals Present: 



' 

~,"_, 

isted (by specialist &/or instrument) 
sisted 

S= veri ed by oral statement 
R= Yeri ed by WTi tten E.eCOTd 

#2= specialist observation and unsupervised, unsystematic teacher observatio::1s 

observations with specialist superv1s1on 
e specialist trains/instructs t &/or reviews 

at least SO% of records, &/or observessome of the teachers~ administration) 

#4= ematic teacher observation with specialist supervision 

#5= ematic · teacher observations without specialist supervision 

H!'OOl"Tl 
I 

#Z 

j 

vis. hrng. sp/lang soc/emot 

100'1o 

example 



-,--~----------------

~-,---~-----------

Non 
On-site On-site 

Services 



h-..C~"·--->'-__._..-,,,___"""""'>-~.,,c-------

Number 
f Each 

Non 
On-site On-site 

Services 



1 

H n u " ff tt 

D~ Visit made to u u n " 
u n fl u u " n 

~ .-esou . .re e_ .,,/.. 
¢ 6 -,;!. f 

--c__ ,l1 f .,.,_ .;"'I. ,r C. Co.,,"l c 

or Resource 

,, nts s ce· s 

On~site Services 

2 .. Observation of children at centers 

3 .. Consulting with the media tor teain 
of On-site 

4 .. Consulting with teachers regarding individual children 

5 .. Consulting with teachers regarding overall programming 

6 .. Consulting with parents a.. once 

7 .. Conducting in-service training with staff b .. once every two 

8 .. ·Conducting parent education groups c. u n we 

9. Screening testing d.. 0 a month 

· ') 1 di c testing ee less once a 

]]. Teaching or counseling individual 

site Services 

2 with mediator team at resourc agency site. 

J Counseling with parents u Sf u fl . 
]4 Conducting training for staff ' 1 n ti u 

5., Screening testing u n H 

) 6. Full diagnostic assessment H u H n 

)7~'~Tcaching or counseling individual children at resource agency site 

)8. Guiding referrals to other specialists 





I 

t 
,, 

I 
. 

I 
I : 

i I i 
f 

i 

l 1 

! ! I i 

l l 
.,

 

~
 

I 
_

e
,.

, 

' 
I 

) I 
'•

~
-~

•u
.~

,o
. 

SN
O

ilV
G

N
3V

iN
O

J9
'.a

 
S3

..L
O

N
 

I 
.. 

(
)
 

d 
.. 

(!
) 

;:::
 

I 
i-

'•
 

m
 

,t+
 

! 
;::

l 
=z

 
!)

,) 
01

 
!;J

J 

I 
,-

t 
w.

;i 
vi

 
,-.J

 
(f

l 
f-

l•
 

11
) 

V
l 

[\
 

I 

rl
· 

rt
 r

i,:
: 

V
l 

't
: 

_.
 

1--
,~ 

u
, 

C
 

i-
-'

 
.. ,::~

 

0 
i:.:

i...
 

! 
I-

'•
 •·

c 
(.

l,
. 

17
 

q~
 l-

~J
 

?:;
;-4

 
n 

t~
 

i ...
. 1 

~ 

! 
rn

 

I 
, 

J 
1 

I 



ls-1----1 I I t -I I r~-. -r I -- ·-·r-- i I r·-·t-----I· -

s 

d 
een 

s .s 
i 

ied.? 

cuss 
team at a me 

1 
enti 

: Was teacher 
ent t the ~eeti 

Parent 
t n o '1 ""'.7 r 

\.,,cC,...!,.J.1."' 



APPENDIX 8 

LETTER TO MINNESOTA PROGRAMS ANNOUNCING WORKSHOP 2 (1974-1975) 



SrrATE OF 
GOVERNOR'S 

OFFICE OF ECOi:'iO:'\HC 0PPORTU~nTY 

404 Metro Square - 7th & Robert 

ST. PAUL, 1\hNNESOTA 55101 

612/296-2367 

TO: Head Start Mediator Team Members and Other Staff 
Parents 
OCD-BEH Advisory Council 
Friends of Head Start 

Second OCD-BEH Workshop Series 

We will soon begin our second round of workshops for Head Start staffs and 
parents. Hopefully, many of you have already been informed of the work­
shop sites and dates. We attempted to set up these sites and dates while 
we visited your agencies. The schedule for the workshops is as follows: 

March 6 9:00 - 3:30 Bald Eagle Outdoor Lea17ning Center 
March ·10 9:00 - 3:30 Education Bldg., St. Cloud State 
March 11 9:00 - 3:30 Duluth - Village Inn 
March 12 9:00 - 3:30 Marshall - Ramada Inn 
March 13 10:00 - 4:00 Mankato - Holiday Inn 
March 14 9:00 - 3:30 Owatonna·_ Inn Towne Motel 
MaTch 17 9:00 - 3:30 Thief River Falls - Country Club 
March 21 9:30 - 4:00 St Paul - St. Stephanus Church., 

739 Lafond Avenue 
Fergus Falls not arranged yet 

This workshop series will deal with two areas; the hearing impaired child 
and the nhyperactive" child. These subject areas were proposed to many of 
you during our visits to your agencies. Based on the responses given, we have 
the impression that these are areas of interest to a majority of people. 

Hearing loss happens to almost every Head Start child at one time or another. 
Serious hearing loss over a long period of time almost always hinders a child's 
ability to speak, understand and express many concepts and, of course, hear. 
What causes hearing loss? Why will a child usually have language problems after 
a long history of head colds as a child? The workshop will answer these and 
other questions. Participants will practice ways of using the home as a ''therapy 11 

program to help a youngster develop language; each person in the workshop will 
wear a hearing aid and try to hear through its electronic static; each person 
will practice "trouble-shooting" and .fixing minor problems with hearing aids; 
everyone will observe hearing impaired youngsters with teachers and parents on 
videotape; trouble signs of hearing loss will be reviewed; ample opportunity will 
exist for "question-answer" and small group discussion about individual children. 

OPW-888 
(3·72) 

~_:l's>@ 



Hyperactivity is a commonly used, but often misunderstood, term. We will 
be attempting to; 1) claTify what hyperactivity means, 2) describe how it 
relates to terms"like behavior problem, minimal brain damage, hyperkinesis, 
etc, and 3) discuss some approaches to working with children who are highly 
active. We will also talk about the use of medication to help manage 
"hyperactive" children. 

As has been the case in our previous workshops, a significant portion of the 
day will be devoted to small group sessions where participants will be en­
couraged to bring up specific problems that they are experiencing with kids 
in the classroori1 or at home. 

Some of you will receive extra copies of this letter to distTibute to your 
entire Head Start staff. We want everyone to know the workshop topics prior 
to the workshop. We also remind everyone -that parents of special needs Head 
Start children are invited to the workshops. We hope that each of you will 
actively encourage parents to attend and he~Y- ~~ make the workshop a success 
for parents as well as for you. 

See you soon. 

OCD-BEH Staff 
Jon, Fred, Dave & Don 

P.S. Those people who are CDA candidates, and wish to obtain one 
credit for our workshops, must attend both workshops. That 
is, they need to have attended the first workshop in the FaJ.l 
and will have to attend this second one in March. Also, it 
is necessary that attendance be for the entire workshop each 
time. We would appreciate receiving a llst of the CDA candi­
dates who will have attended both workshops. Perhaps Directors 
or other staff persons could give us this list at the end of 
~ach of the second round of workshops. 

.• 
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WORKSHOP 2 (1974-1975) 
HYPERACTIVITY-HEARING IMPAIRED-LANGUAGE 
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Alexander Graham Bell Association for the Deaf; 

Better Business Bureau, Consumer Information Series; 

Hearing Aid Industry Conference, Inc. 



MEDICAL DB SIS 

EE 2N 

technicians 

THE EAR -

otcd ist 

physician 

om N I 5 OF 

E H NG 

clinical 
iologist 

nurses 

d idans ------ / 

EOUCJ\TI O[\u~L 

MANL\G8v18IT -
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iologist, psychologist, 
deaf educator) 

* hearing aid 
* language development 
* auditory training 
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HEARING AID 

Mt1S''1AGEMENT : . 

(clinical audiologist, 
hearing aid audiolog~ 

* daily checks 

* troubleshooting 
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1E1,n-1 .... R r,, _ _.i,t 

(teachers, speech clinician, 
audiologist, psychologist, 

h . 1 . \ ot er parents, socia serv1cE 

MEDIU-\L-SURGICAL 
MDiNAG8v1ENT 

(otologist, physician) 

* antibiotics 

* lancing eardrum & 
inserting tube 

* special surgery 



MOST COMMON TYPES OF HEARING LOSS 

CONDUCTIVE 
(Reduced Loudness) 

(Outer Ear -- Middle Ear) 

--Plugged ear wax 
--Ear-infections 
--Hole in eardrum 
--Diseases that cause hardening 

of the bones 
--Brittling of the bones 

SENSORI-NEURAL 
(Reduced Loudness) 

(Reduced Discrimination Ability) 
(Inner Ear) 

Pre-Birth (prenatal): 
--Genetic 

Birth: 

--Diseases 
External influences 

--Trauma 
--Health 
--Drugs 

--Anoxia 

Post-Birth (postnatal): 
--·No ·j se damage 
--Disease 
--High fever 
--Drugs 



SIGNS OF HEARING IDSS 

Befo:r·e the 

Is it difficult to awaken the child from sleep wi.thout touching or shaking ·him? 

Doea the baby respond to comforting o:n1y when you hold him? 

Does the s01Jnd of speech or footsteps fail to get a reaponse ( turning to look, 
1;;.tart12 1 ) from the child.-1 

Does he sh0'.7 litt1e 
or 

in musical toys or unless he can touch 

Doeo he ignore his own name unless you motion to him or look at him when you call? 

Does he show little intc:rest in babbling or imitating sotmds other people make? 

Between one and two 

Is the child not talking by the age of two? 

Does he the ring of the telephone or- doorbell? 

Does he seem startled to look up and see you in the room? 

DoE10 he use gestures (pointing, pullingi touching, etc ) to express his needs? 

Although he attends to very loud~ sudden sounds, does he fail to respond to 
r.5-ountlc or to music or listening on the telephone? 

j_f concerned: 

1) Don;t wait., 

2) Seek medical advic•Je See your family physician fir·st He may wish to refer 
you to an ot~logist ( ear specialist) for a more complete exrunina.tion. 

3) You may wis.l:1 to have your doctor request a hearing evaluation by an audiologist 
who is certified by ·foe Amer:ice.n Speech and Hoaring Association., ThT~~= 
fessional has skills to assess your child's hearing even though your child is 
very young'" 



- - MEDIATOR TEAM - -
SUPPORT TO 11lE FAMU, Y 

L Does the family understand the immediate and long-term consequences 
of not correcting the hearing problem? 

2. Does the family need help in finding a doctor, in making an appoint-
ment, or with transportation? · 

3. What are the family's concerns about cost? Who· has helpeddthem and how? 

4. Does the family have realistic access to a specialist they can talk to 
a.bout the facts of hearing loss? 

5. Then, how many times in the recent past have they talked to this person? 

6. Has this problem caused additional "friction" within the family? 

7. Is the family having difficulty coping with the emotional aspects of 
learning that their child is hearing impalred? 

8. Do the parents have questions or misunderstandings about the cause of 
this problem? Are there qu~stions about the chances of future off­
spring having the same problem? 

9. Do the parents know exactly what the doctor will do and why? 

10. Do the parents have some idea of what to expect with this child 
in the near future? 

11. Do the parents need assistance in l1elping the child or siblings 
understand the situation? 

12. Does the family understand the public school's legal responsibllities? 
• 

13. Do the parents know how to check the child's hearing ai.d daily? 

14. Do the parents know how to "trouble-shoot" a·hearing aid? 

15. Are the parents assisted in learning how to provide their child 
with maximum opportunity to learn language in the home? 

16. Are the rrnrents azsited i.n learning how to provide their chJld with 
special listening training (i.e~, sound awareness, direction of sound, 
sound discrimination). 



- - HEDIATOR TEAM - -
SUPPORT TO THE TEACHER - -

1. Is the teacher aware of the problem? 

2. Is the teacher involved in the referral arrangements/plans? 

3. What are the classroom concerns related ·to the child's hearing problem? 

4. Is the child usually interacting with the other youngsters? 

5. If not, is the teacher being helped in ways to include the child 
in the activities of other youngsters? 

6. Is the teacher or aide spending an excessive amount of time alone 
with the chi.Id? 

7. Is the teacher directly receiving classroom suggestions;_fromia 
speech clinician? 

8. Is the teacher directly meeting with the speech clinician at least 
twice a month? 

9. Has the speech clinician helped the teacher conduct classroom 
activities that address: language development; sound awareness; 
sound localization; sound discrimination? 

10. Does the teacher know how to check the child's hearing aid daily? 

11. Does the teacher know how to "trouble-shoot" a hearing aid? 

12. Is the teacher supplied with an extra packet of hearing aid batteries? 

13. Does the teacher know not to stand in front of a window, cover her 
face with her hand, etc.? 

14. Does the teacher provi.de visual clues (mouth and gesture) when 
speaking to the child? 



~)~,, ~~ ~c~!~~ . t, ~ji 

CHECK THAT HEARING Arn: 

The first thing in the morning ••• 

1. Make sure the child is wearing the hearing aid (it must be worn all the time); 

2. If it is a "body borne" aid, make sure that the box unit (on the front 

of the child) is being carried so that the mlcrophone is facing away 

from the child (so it can pick up the sounds); 

3. Make sure i.t is turned "on;" 

4. Make sure the hearing aid is working-

hold the receiver (ear piece) to the microphone (where the sotn1d is 

picked up) - it should squeel when you do this. 

* keep an extra packet of batteries at home and at school; 

* store batteries in the open - not in the refrigerator; 

* with head level aids, after a while, the batteries may show a white film; 
just wipe-it off (it won't hurt clothing, but it will corrode the batterie~. 



TROUBLESHOOTING THE HEARING AID 

PROBLEM 

1. When you hold the ear pi.eee to the 
microphone, it does not squeal. 

2. There is no sound coming out of the 
ear piece. 

3. When the child is wearing the hearing 
aid, it squeals (it shouldn't do a lot 

• of this) 

CHECK ---

1. a. Is it turned on? 
b. Is it mistakenly turned to the 

"telephone" switch? 
c. Ih~ the ear piece plugged with ear wax? 
d. Check the battery to make sure: 

- the battery is present; 
-~ the battery is right side up; 
- the battery and terminals are 

clean (if not, the battery can 
be cleaned by rubbing it on paper, 
and the terminals c~n be cleaned 
with a pencil eraser - then the 
eraser shavings have to be blmm out~-· 
if you do this with your own breath 
be careful about leaving moisture 
on the terminals); 

- the batteries are not dead (try neu 
batteries and see if there is a 
di f forence) ; 

e. If it is a body borne aid, is the 
wire that connects the ear piece to the 
box frayed or have loose connections? 

f. If it is an ear level aid, is the 
plastic tube broken, bent, or kincked? 

2. Same as #1. 

3. With the hearing aid out of the ear, turn 
the aid all the way up and place your 
thumb over the opening in the earmold. If 
the whistling stops, then the problem is an 
earmold that is too loose in the ear (try 
re-insertlng the mold for a b(::tter f:Lt; 
the youngster will probably have to be 
refitted for a new earmold - sometimes 
2-3 times a year); 

If the whistling does not stop, try 
a special gasket between the receiver and 
the ear mold; 

If the whistling still does not stop, then­
there may be a problem with the aid, itself 
and it should be seen by a hearing aid deale· 



PROBLEM 

4. There are a lot of scratchy noises or th~ I;,• 

aid works some times but not others. I 

CHECK --

a. If it's a body borne aid, try a new cord; 

b. If it's a body borne aid plug and unplug 
the wire connections a couple ti.mes; 

c. Move all switches back and forth a couple 
times to clear connections of dust, etc.; 

d. Make sure batteries and terminals 
are clean. 



GUIDES FOR HELPING THE HEARING IMPAIRED CHILD 

1. The child must see your lips. Do not stand in front of 
windows while talking. Allow the light to shine on your 
face and not in the child's eyes. Keep your hands ana--­
books down from your face while speaking. 

2. Sit the child fairly close to you, or place yourself fairly 
close to the child when talking. A distance of about three 
(3) to five (5) feet should allow the child to hear you 
fairly well plus see your lips and gestures. 

3. Do not turn your back while talking or explaining something. 
Do not walk about the room while talking about important 
instructions, but select the spot ~hat is most advantageous 
for the child. 

4. Allow the child to move freely about the room in order to 
hear what is going on. 

S. When calling the child, mention his/her name and get visual 
attention before proceeding with your question, instruction, 
or statement. 

6. Talk in whole sentences about what is going on at the moment. 
The sentences should be fairly short -- not complex. 

7. Do not proceed too far in your instructions or statements 
without askin or making sure that the child understands 
what you are saying. If he/she does not understand, re­
state what you said in a different way, 

8. Expect the child to speak, using as complex a language 
structure as he is able to at the time. 

9. Help the child be more at ease in a new situation by giving 
a brief explanation of an event before it occurs. 

10. Tell the child to let you know when he/she does not under­
stand something. Hearing impaired children may nod and 
smile instead of questioning for fear that they will be 
scolded. 

11. If the child wears a hearing aid, check the aid at the begin­
ning of each day to make sure it is operating correctly. 

12. Teach the child to tell you when his/her hearing aid is not 
operating properly. 

13. Your rate of speech should not be too fast -- and the loud­
ness of your voice should be the same you use when talking to 
normal hearing children. 



SPECIFIC IANGUAGE STIMlJT.uATION TECHNIQUES 

1. Get down to the child's physical level. The child can miss so much 
visual contact when you stand so high above hjJn. And it is more per1-

sonal when you are on his level. 

2 . Get the child 's attention before proceeding . with instructions or con­
versation. Attention precedes understanding. 

3. Use model language: full sentences; short sentences; non=complex 
sentences. 11Baby talkn is definitely out. The child must hear a good 
language model several times before he can be expected to use it. 

4. Speak at a rnooerate rate. Adult-level language is very complex. More 
slow speech gives the child more chances to interpret what you are 
saying. 

5. Use a normally loud speaking voice. The child is more likely to respond 
favorably to normal loudness than to shouted commands. 

6. Expand the child's receptive language, not always expecting a reply from 
him. Keep the complexity of yoUl:o language at a level where you believe 
the child can just absorb it. Keep introducing new concepts and new 
language. 

7. · Use good ques tionin~ tedmiques . Use content questions as opposed to 
"yes" or 11no 11 type questions. Use open-,end questions. 
Example: "What do you want·t,1 1---as opposed to 11Do you wa.nt the car?n 

"This is a 11 

8 . Use choices when questionjng. Ask the child to choose between two 
items or alternatives, 
Example: "D:> you want to play with the car or paint a picture?" 

9. Use self-talking. Talk your way through an activity in the child's 
presence. Talk out loud about what you are hearine, seeing, doing, 
or feeling whenever the child is nearby. The child needs to hear about 
daily events -- the usual, not the unusual. 

10. Use repetition-expansion. Repeat what the child has said, making corirec­
tions in language in a very matter-of-fact way. 
Example: Child---"Go downtown?" 

Adult---"Yes, we are going downto\'m." 

11. Use expansion. Expas1d on a language concep-t .. 
Example: Child---"That's hot." 

Adult---''Yes, the stove is hot~ And you know that fire is 

hot. And VJOmmy' s coffee is hot." 

12. Stimulate the child's own self-expansion. Stimulate the child to attempt 
to expand his own lar1guage by using such directives as, "Say the whole 
thing. " This techniques can be useful when you are s1.u_:ie the child is 
capable of producing the full sentence. 

(OVER) 



13. Use reinforce.ment when the child says more complex language, e.g. 5 
111 like 

to hear you say more word.s." 

14. Use repetition of your own words, phrases, and sentences. Repetition 
is one of the more useful techniques for developing new vocabulary and 
lan6'l.1age • 

15. Use a pleasant speaking voice. A pleaE.;ant voice has a calming, soothing 
effect. A pleasant voice is easier to listen to-:-- not distracting. 

16. Give your) immediate response to the child whenever possible. Immediate 
attention is usually expected. of the child when you speak. Giving your 
attention says that you are interested in what the child is saying. 

17. Wh.en you ar-2 anppy with a child, it may be more instructive to that child 
to delay your response (as opposed to reacting impulsively with short, 
angry answer's) o A rnoment 's pause r~ay help you to think of a wav to use 
your anger as a teaching tool, not just a.n emotion. 
Example: "What you did ITB.de me angry. Ib you know why I am angry?" 

18. Spaced group seating is sometimes better tha11 closely group seatinp;. A 
child is less distracted by his neighbor when there is some space. 

19. Allow time for an indi vi.dual conversation with each child daily. This is 
his personal time with you, even if the a11ount of time must sornetines be 
sho:rt. 

20. Keep rranipulative objects in the room at a.11 times. A bare rY)om inspires 
little interest. Som'2!thing that ca11 be handled is mor-e interesting than 
a poster on the wall. 

OCD BEH COLLABORATIVE PROJECT 
FOR CHILDREN WITH SPECIAL NEEDS 

IN MINNESOTA 



--------------------SOME RESOURCE MATERIAL--------------------

Helpful Hearing Aid Hints 
Alexander Graham Bell Association for the Deaf, Inc. 
3417 Volta Place, N.W. 
Washington, D.C. 20007 

$0.25 

Book Catalog 
_? a my h 1 e t C a t a 1 o g 
Alexander Graham Bell Association for the Deaf, Inc. 
3417 Volta Place, N.W. 
Washington, D.C. 20007 

Free 

Facts About Hearing Aids 
Publication #03-250-73 
Council of Better Business Bureaus, Inc. 
1150 17th Street, N.W. 
Washington, D.C. 20036 

Free 

The Hearing Impaired Child in~ Regular Classroom: Preschool, 
ElementaTy, and Secondary Years. Edited by Winifred Northcott. 
AlexancleT Graham Bell Associatfon for the Deaf, Inc. 
3417 Volta Place, N.W. 
Washington, D.C. 20007 

$7.95 

Watch My Words: An Open Letter to Parents of Young Deaf Children 
Alexander Graham Bell Association for the Deaf, Inc. 
3417 Volta Place, N.W. 
Washington, D.C. 20007 

$1.75 

Hearing Impaired Preschool Children by Jean E. Semple 
Alexander Graham Bell Association for the Deaf, Inc. 
3417 Volta Place, N.W. 
Washington, D.C. 20007 

$7.75 

Helping the Child Who Cannot Hear 
Public Affiars Pamphlets 
381 Park Avenue South 
New York, New York 10016 

$0.25 



TOPICS FOR THOUGHT 

PROBLEMS AS WRITTEN BY PARENTS OF HEARING IMPAIRED CHILDREN 

COUNSELING OF PARENTS: 

1. Over-use of technical language; 
2. Lack of attention by professionals to the problems of 

family adjustment; 
3. Lack of instruction to parents in teaching techniques; 
4. Confusion arising from professional differences of 

opinion. 

EQUIPMENT AND AIDS: 

1. Lack of appropriate guidelines in the selection of 
aids and devices; 

2. Lack of instructions in the use and maintenance 
of devices; 

3. Having no hearing aid while the child's is being 
repaired; 

4. Lack of information to parents about the availability 
of other devices than aids; 

S. Lack of evaluation of equipment immediately after 
purchase. 

EDUCATION: 

1. Lack of school programs; 
2. Poor programs in schools. 

FINANCES: 

1. Lack of information regarding funds; 
2. Excessive bureaucratic procedures; 
3. Unrealistic eligibility requirements; 
4. Lack of adequate insurance; 
S. Poor guarantees on equipment; 
6. Rising costs. 

COORDINATION OF SERVICES: 

1. Lack of proper diagnosis; 
2. Lack of information regarding services; 
3. Fragmentation of services; 
4. Professionals do not talk to each other; 
5. Lack of alternatives; 
6. Lack of services outside metropolitan area. 



. ' 
HYPERACTIVITY 

l\1-IAT rs IT? 

This term, hyperactivity, is used in a variety of ways by different 
people. However, it refers generally to certain groups of behaviors which 5.n­
clude many, or aJl, of the following: restlessness, irritability, distrRct­
ability, aggTessJ.veness, constant t:Jlking, poor·mot.oT coordinationJ sh0Tt atten­
tion span, difficulty in sharing with other children, etc. The list could go 
on but these are common group~, of behavio:ts that are usually referred to when 
a child is called "hyperacti vc" .. 

BUT WA IT I BefoTe you decide that most of youT chi lclren are hype1·act.i ve) by 
this definition, it is important to realize that almost all young children v:ill 
display m.'.'my of th: above uchaviors at oac timo or another in varj_ous circu.m­
stc:mc.e.s. And, this is to be expected in the nonn2l course of ari.y child's c1,::v-:)19:)­
L:ent. Hm,iever, the term hn1erc-,cti vity has bee.mu~; very we 11 knm,;rn and popul 01' 

with tr1e crene·-··•rd 1nh 1 j c.. u..-1fc)1',l.U11"t0])r ti,,, r1 n~L·· 1jnp of +his t-~,•.,-.r:1 ic r,''i{'.!) Je<.::; 
,., (.~ , 

1 L L \..-._ J . .. " J ~ . t.,... (,i.._ . ..,,, .. , J_..~ L\.._ < !_ ~ ,':_, __ \. ..._. '--·l.. , ,> .uh- \..-1- . •--''--"' ...... 

,. 11 dr:,·-.~·t· 1 Ac- r ""o--·~t· th t .... -:c ,...,_:_~ -C-31 ····d' .,· ,·,r-{•c-.1.r d ·1•·1n,r \ie J. un •.d.s,.ooc,.. J'..~, a 1r..,:,u.L ., .J:. .e.lm .,__) o.t t.Cll u_.eet J_f1 :1.sc1iL1J.,lc\1~.- ) , an. 1,,,. ,-.1 

children arc being c:::.11 ed hypernc:tive when; in fact, their bc:l12vior is not t}:at 
atypicJl for their age, OT ~:orne othcT, r:1orc co:rpJcte, diagnostic. description 
would be more apprcp-ria t0 and u:-;efuJ. 

BE,r,,.,7:\RE 01r~ l A nJT c; l T1·1c·1-..L· ·'."" ,_.J"l
0 

'i11·i 1·1a-'L- e l1 r. 0 ()1" t1h1.t> l ... )1·,::s "j 11v•·)e}''..l ct··,,, j t V r,'11· rr'!, ./-I.,. -bf': ___ .. _~-J--------·~~"------' -.L.-_, ...... i.. ... _,\,._,. ·- .. _ l.. . ._}v _.,_ ......, ...t_c..,._J-..,..,_, ... JJ- ,<...., -.l,' ........ "'> . l:-··" ~_. 

fail·Jy haTwJ2.ss except th~,t the lc.:.bel oft.en sur1?,r0 ~-1:=: .r1.:::1~y n:.;aU.\18 Ulings to 
pc-op1::. Fv~· ins•i..:, .. ncc, a te;1ch.er vho he:~:rD 1.~1:3.~- a 11 l1yp 1::TJC:tiv·=~" chiJ.d i:,; cod.n5'.: 
into her c:Jass ~r:.1.y thi.nL thc,t tLis cJ,lJd Hill be cor:ipJctc1y unri-)anagabJ.c, that 
t.1., 1 :-J;i ,, ,.,,-.-- -·,,.., ..•.. ---.,·. ~ t·• 1 '\.,." • 1- ,1.,, • ·. , · I .i ...,,. ] - , .. }· J · '•t·tn 1· ue C,lJ. ·'' Cc!11l1Ut _;_(..,:1 .•. n cu C.Ofi 1.0 ... l1l~ tJC1wVl()Y > r.1 H(: t.11.,L s IC C.nll (t,1 :!.l ..l.'-· ... o 
help the chiJci. Thc-s0 things Di't~ se].6om COEiplctcly trucJ e·vcP when a ch:i.Jd i.s 
ex-t:ccm,::Jy act:i ve, b1.1t it is 11ot lll;common to find r,cople who 1:old this b;."']ief. 
T~1crefore, a good ck::..l of cauU_'..)Jl·is 1·ecoiiirn(•ndcd when Tefcn:ing to a cLild 1 s 
ll,..,c·-L'·1·,, 0 ' 1 bnt1•JVl

0

0'J.'C ct~()]' t}1J
0

S l'c-:.150 11 •t· 1·•n rd11··~1c:e, lll1io·1·, 1 ,r or '"''(·t•1•r::,t1'.·~]ir •1/"'tiV(' Cl. \ v v! 1,i,. • . .>., 1 ,., ~...._ c. .!.. ) llC .. , . ,_ ,._, J. ·-[._,-1.1 . .,1, . ~- .... ·~-'--J..J,., ·,/, (.\..,. -· 

beho.v ior 11 wi 1.l be f'l·cquentJy em})loyed throus hout this handout. It is sug:~. e3 ~E:J 
that this be considered as c:in alternative to thn pln:ase 11 hyperac~:.:ive Lc!vrvio:c 11

.) 

The issue of labe] ing and se1f--fulfilli11g p:cophesy wil1 be discu:~sed in greatc1· 
detail else\•:b:re in this hc1.ndout. 

lV1-1AT DO THE EXP[RTS SAY? Even wHldn professions and among different lffofes.:;ions 
(th:.-:.t is, medical, 1·1eritaJ health, and educational) there is a great deal of con­
fusion and disagreement as to; 1) what kind of bel1avjors should really be given 
the diagnosis of hn'cractivity, 2) what -che underlying causes of cxtr0111,:;ly 2ctive 
behavioT rd .. ght be, and 3) wh2t kind of managcr::cnt OT trcatnen t sho~1ld be used 
with children who are cxtTerneJy ,Ictivc. 

It is probably acctn:ate to say that the majority of professionals would restrict 
the diogno~;i.s of hyperactivity to only those child.1'en who seem to be almost con.­
stantJ.y highly active; chi lclrcn who are const,mt1y restless, wiggling, Tunni11·g-· 
aTotmd without any apparent pm~pose ! bothe}'ing or fj ghting with c:1ildTen (t>r 
adults) , not pay=i ng a tt en ti on to instructions or ta s J:s Ol' 'i'. V. , talking all of 
th8 time, etc. Not each of these behavio:;.os would have to be occurring. The iri1-

portant key to this diagnosis is the constancy of the behaviors and the f~ict 
that the behavior has been going OP over a l onr; pe:-d cd <•f time. This is why the 
professional \·,;ho is atte>npt.ing to diagnose ,t child st·!ouJ.cl be careful to deterrnir:.e 
just how cons.to.nt and pervasive the: bc~iavioi- is (not only by askinz pa1-ents but 
.teachers and other adults as well), ancl how long it has been this way. A detailed 
developmental 11istory of t11e chi 1.d should be obtained. Of couTse, the age of th~ 



child at the tim~ of the examination has to always be taken into account. 
Two and three year old children will moTe frequently engage in several of 
the above mentioned behaviors than £om" or five year olds, but this is 
to be expected. The active behavior of r-i.. two or three year old wou1d 
have to be very excessive indeed to be diagnosed as hypeTactivity. 

NOTE: Hyperkinesis is another label that is also used by pTo­
fessionals to describe constant, highly active behavior. 
It is sometimes used almost interchangeably vdth hyper­
activity, althouzh it i~ not used so widely. Medical 
professionals are probably more likeJy to use this term 
than others and restTict.its use to fewer cases. The 
important thing to remembe:i: is that a child who is called 
hypeTkinctic will often be displaying behavior very simi­
lar to the child who is called hyperactive. 

Another important factor that professionals often look foT (or should) Fhen 
considering an actual diagnosis of h)1)0racti vity or hypcrkinesis is whothcr 
OT not thc1'e are signs or concTete evidence of underlying physical problems 
like a neurological, or brain, impairment of srnno t)TC. Definite evidence 
has been found with some cxtre:mely active children that brain damage does 
exist. However, it is more frequently the case that only signs or symptoms 
of possible brain damage are present, and concrete evidence is not found. 
Thes0 children aTe often thought to have minimal brain damage OT dysfunction 
and it is thc0Tiz0d that it is this condition 1·:hic:h causes or p2.rtia11y 
causes the "hyper&ctive" behaviors. 

LABELS, L\DELS~ LABELS! To this uoint, three different labels have been men­
tionc:d, hn1cractivity, hype:rk:inesis, a11d 1:1inhtal brc"dn dcirnagc: all of which 
are often used inteTchangcetbly to describe stn-:ilar types of behaviors. And, 
there are even more labels! Special learning disability :md behavior problc.'.1 
aTe ih'o additional ones that sometimes a Te appJ.iecl to chi hhen who are ex­
tremely active, distractible, aggressive, restless, etc. So, various people 
might label these behaviors· as hyperactivity or hypcrkinesis OT minimal brain 
damage or a special learning disability or a behavior problem. Perhaps it 
will help to clarify mc1tteTs somc\vh3.t if each label is dealt with separately 
and the similarities and differences among the different labels are presented. 

Hyperactivity - Probably the label most commonly used by people in 
general for describing extremely active children. 
Also, it is probably used inappropriately more often 
than the others. That is, it is often casually 
applied to children's behavior that is not terribly¢ 
extreme or abnormal. 

Hyperkinesis - Frequently used interchangeably with hyperactivity, 
but is not as common a label. Mt~dic.al professionals 
probably use this more than other professionals and 
ceTtainly filore than the general public. There is 
usually more evidence of an underlying physical prob­
lem when this label is employed. 



Minimal Bra.in Damage or Dysfunction - A1though not definitely 
proven, there is a good deal of theorizing 
that minimal bTain damage does exist in many 
chiJ.d-ren and that one of the things that this 
condition ma.y 1 ead to is the t.Y]Je of behavior 
which is called hyperactive or hyperkinetic. 

Special Leariling Disability - This tex-m is applied to children 
~10 have at least average intelligence but have 
difficulty lean1ing because of peTceptual p1'ob­
lems hnd/or poor hnnd-eye coordination and/or 
auditory discrimination problems and/or lang­
uage problems and/or emotional problems, etc. 
Many of these chil drcr~ are also highly acti vo, 
distractible, restless, etc., and are often 
thought to have minimal lnain dar.tage. l\11cthcr 
the 11hyl)cracti ve" behavior causes the learning 
problems or is o. l'esuJ.t of the learning p:rob­
lems is not well understood. It is also sel­
dom clea1· whether the 11 hypen1cti ve" behaviors 
stem from some physica] problem like brain 
damage or some emotional problem OT both. 

BehavioT Problem - This is also 3 commonly 1150d term 2.nd, li:-::e 
hyperactivity, is often ~sod indiscTjrnin2tely 
when cJ1ilchcn aI·c di spJ ;-iying belnvioT that is 
net ccnnple·t:e1? accertaLlc to sornE~ acblts. Many 
profession;=i.ls \mu.id 1..~sc this t,:;r,n ,,:hen the 
active, dis:ruptive bc}wyior is not so constant 
01" pcTvasivc · and ,111C'n the cause appears to be 
rel_atcd strictly to social/?-motional J)r~l~~-!~1s 
ra.the1' than physical ones.. However, again this 
Ia:b-el is frequontTyapp\rcd S01!18What freely, 
and possible physical causes of the problem 
have not always beon checked out. 

The intent of presenting these different diagnostic labels is not so much for 
the purpose of having people try to frequently use them as it is to give a 
clearer picture of how these labels are used by various specialists. 

Also, a discussion of the different labels gives some clues as to the causc•s 
of extremely active behavior in children. But, tl1eTe is more to be said 
about causes. 



WHAT ARE POSSIBLE CAUSES OF EXTREMELY ACTIVE .BEHAVIOR? 

The main reason that there is confusion and disagreement as to what 
diagnostic label to apply to extTernely active childr_ef). is that there is also 
confusion and disagreement among the professionals as to what causes this 
behavior. Undoubtedly, this has come about, in large measure, because of 
different training and points of view among the professions. Thus, some 
medic2.l people have tended to emphasize physical or 0Tg2nic causes while sorn_e 
mental health and educational specialists have looked more to environmental 
factors (things like the child-rearing practices of parents, family stabilityJ 
teachers' approaches to behavior management,. etc.). Unfortunately, this sit­
uation has often resulted in a one-sided and probably simplistic view of the 
problem. (FoT example, 11Johnny has something wrong with his brain -· the 
doctors don't know quite what it is, but if there is brain damage we can't do 
anythjng to help ch~1nge his awful behavior-· it 1 s not our fault';. Or, nT1rn 
psychoJog ist: says 1'fe haven't done the right th~ ngs with Freddie and that's 
why he 2cts this way - it must be our fault - I feel so guilty".) So, on the 
one ext:reme, you have people who feel that the problem is strictly physical 
and, thcrefo1'0, there is little 01' nothing that they, OT the child, can do 
about it - responsibility is abdicated. On the otheT extreme, physical pTOb­
lems arc not considc-red and the full Tesponsibility, or blame, is directed at 
the· p~~Tents. 
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Assi~ni:-1g .:11 0£ the "b~.s;;,2ff to ci"'::::2,-::r p}-i.ysjcc_l o:t environmental fc1.ctors 
will 1 in most <:'-Jscs, b~ countc~rpro<luctive. lf -'i:_:hcre is-so:ne type of pl~ysic:al 
cause for a child's ext1·cmcly active b0h~1.v1or there is more than likely sonw 
role rht/cd lJy ~x:.Tc-~1t.sJ o-',J101 L-1;;1ily n~:::ritlie:rs, and ()t110T .:tJults as -we] 1. T}1at 
is to say, it is quite possible that parents and othc:cs have not dealt \•:iLh 
the behavior in t11e 1i1ost effective manner. In fact, they may have unknmdngly 
encouraged 01~ reinforced the negative behavioT. This is not implying that 
they are to "b1ame", simply. that they may have a Tole in perpetuating the be­
havior without realizing it. Let's look at a hY]Jothetical example, 

The Case of Sam. Sam is a four year old boy \\'ho is attending Bead StaTt. At 
the center he seems to be constantly on the go. He veTy seldom stay;; in one\ 
place for moTe than a few seconds at a time, and he is often wiggling and 
squirn1ing ,~·hen he is sitting down. Nor docs he concentrate on any center 
activities for more thzm a f c,,: moments. He runs around the l'OOTil much of the 
time and is constantly pushing, shoving, and hitting other children. Teachers 
find the@selvcs scolding him frequently and sometimes shouting at him. On 
occasion, they gr3b him, hold him, and try to.talk to him but usually both Sam 
and the teacher are so upset that nothing much seems to be accomplished -· and 
Smn is soon back to his disruptive activities. 

Sam is the youngest of thTE~e children. His bii-th was very difficult and the 
doctors ,:ere fairly Ct;rtain that some brain damage occurred due to anoxia 
(lack of oxygen). Sam was very active, fussy, and rest1ess as an infaHt. He 
cried a great deal, had difficulty with sleeping and feeding, and even was 
difficult to cuddle. Sam's mother and father were confused, somewhat frightened 
and often irritated by his behavior. They had not experienced these diffi­
culties in such an extTeme form with their other children. There was more ten­
sion in t'he family generally, and Sam's mother was often tense and ilTi t.ated 
when she interacted with him. She was seemingly running to him constantly 
because he was crying or, as he grew olde-r, creeping aTound and getting into 



things. She became increasingly less patient with him and was scolding 
and saying "no" very frequently. This was true of other family members 
as well. When Sc:.rn ,vas less active everyone would 'breathe a sigh of 
::reJ.ie£ 1 and tend to leave him alone, thinking that this might help him 
stay calm and faiily happy. 

This patteTn ccntinued and became worse as Som began to walk (at an early 
age) and the possibilities of things to get into were increased. He 
seemed to continually be in motion, always touching things, breaking things, 
distracting other family members from activities that they wore doing. 
Sam's oJdeT brother and sjster now were even more annoyed with him and 
there was a great deal of bic.kering, teasing, and fighting among them. All 
of this, of course, added to the parents' frtistration, with the result being 
that they found themselves shouting at Sam much of the time and spanking him 
vel'y frequently. It seemed that Sam was doing "good things" so seldom that 
almost all of thciT interactions with him Here negEtive. And, although Sam's 
mother tmd father felt guilty about it, they actually had to admit that they 
had such generally negative feelings about Sam. They had a difficl11t · tine 
seeing "good things" even 1vhen Sam might have been behaving reasonably we11. 

By the time Sam came to Head Start a persistent and negative patten1 hacl been 
established. Through most all of his young life the ma.j ori ty of his inter-· 
a c.tions \d th other people invol vcd being told 11110 11

, scolded, shouted at, ar:d 
hit or .sp[tnkcd by reople Hho 1·/en~: iTrit.2.ted OT vo1·y a!1g"ty. In a very i-eal 
sense he 1caTnec~ that the onJ.y v.1av to e;et c:~·tcntL>n f1·0:i1 other neoplc was to 
Leep 011 clcingtL..:: thing.s tl1i-1.1: . he,, did ;~~8St of the ti!'iC, C'\'Cll th~)ugh the c.1.tteli-· 
tion uune: in what most chi Jdren would conside-r an unwanted form. He nev~r 
lea:rncd i,:h·1.t posjUve 2tte:nU.on ,,-.5.5 LJ.\.c. }!:is cxtn:r,1ely active c1ncl 21moyiP2 
1Jehavior made j_t vc-ry difficult for his petrticular parents and b1'0.,.:h01' and sis­
ter to give him positive attentjon for doi11g more acceptable things. They got 
to a point ,d1cTe they di<l not think anything he did was acceptable. Because 
this pattern of learning l1as been so firmly established, Sam continues to be­
have this way in Head Start: (Possible ways of working with 11 Sc~ms 11 will be 
pTescntecI elsewheTe in this handout.) 

But, i\11at About C~uses? The purpose of th:i.s example is to illustTate the over­
simplication of saying that a child is "hyperactive" because there is either 
a physical cause (for example, brain damage) or a failure on the part of parents. 
In the case of Sam., there was extremely activeand other difficult behavior 
right fTom birth on. Whether this was a result of the brain damc1.ge that was 
stror.gly suspected cannot be known for sure, but what is certain is that it "'-ras 
not pooT chilclrearin~ techniques on the part of the parents which caused this­
bch-avioT imT;1ecliately afteT Sam's birth. Thus., i.t appeai-s that there was some­
thing physically (physiologically or neurologically) different about Sam at the 
outset. The resulting behaviors set up a whole diffe1'ent pattcTn of interactions 
between Sam and his parents which had not existed between the parents and Sam's 
brothe::r and sister. 

.On the other hand, the inability of Sam's parents to deal with his "hyperact:.ve" 
behavior as he developed was also a contributing factor. They unknowingly re­
inforced much of the behavior that was so unacceptable to them. This is not 
said to blame these parents. Many extremely active children are very difficult 
for anyone to deal with, professionals arid nonprofes~ionals alike. The point 
is simply that the particular approach that these pm'ents used (or fell into, 
because they didn't know what else to do) did play a part in the on-going 



development of Sam's 11hypeTactivett behaviors. Both underJ.ying physicaJ. 
factors and the parents' way of dealing with thebe112.vior were involved. 

It should be pointed out that with some rnodifict1.t5_ons in the above~ example 
Som might have looked different when he got to.Head Start. If, for in­
stance, Sarri I s behavior had not been quite so extreme and difficult vlhen he 
was an infant it is possible that his po.Tents would have been betteT able 
to cope with him and would have establishetl more positive patterns of inter­
action with him. OrJ given the same set of difficult behaviors, if Sam 1 s 
paTents had been the type of people who could tolerate and accept this kind 
of behavior without becoming so confused, tense, and in:itable, it is con­
ceivable that they could have found some positive behaviors to attend to 
while iBnoring 9r downplaying the negative ones. Again, this would have re­
sulted in more positive interactions from w~ich Sam rnigl1t have learned more 
acceptcible behaviors. He probably would still have been highly eneTg(:tic 
but p~rhaps in a more constructive way. 

Other Causes? This example, and its modifications, suggest only a few of 
ti1c·-l!1-a:1y factor.s which can contribute to development of ~'.xt-:cemely active be­
havior. Fol]owino· are seveTal other possible causal factors. It must be 

b . ---·-------

kept 1n r;tind that it is often the case that more than one of these factors 
2.re involved at the same time! 

Sen·soTy Deficits (FoT example, hearing and visual ir1pairments) - Children 
i-d.tl1 significant 1i:roblems in th2se dl'eas wi11 fn~qucntly appear highly active, 
clistTaCt?bJe, Tt:~tl:::,5~ etc. Oftc:;-i th::.se ch.il~h·r~-n e::,:pe:1'iC:ncc a ~re::,.t deal of 
fTustrnt:ion due to th(-ir :inability ·co unc:e:rstanc! nany of the things ~hat are 
going on around them. Other peo1,le's responses to this frustratio~ will play 
a re Jc in th:~ k::.1d :,f b2h2.vioT tb~,.t results. 

This sru~e kind of process can occur when children have other physical or men­
tal handicaps. Some mentally retarded children di~play extremely active be­
havior. It should not necessarily be inferred. that these childTcn behave this 
way simply b-ecause t:'hoy ar~ retarded; the majority of :retarded childTen do not 
display this kind -·of behavior. However, the retarded youngster, like any other 
child, can experience frustrations which sometimes may be more pronounced due 
to a lower ability to understand thin~s. Again, the way in which other people~ 
cope with the cl1ild's frustration will he a crucial factor in determining how 
the child will learn to deal with frustrating situations. 

It must be pointed out that some children with physical or mental hRn<licapping 
conditions could also have brain damage which could contribute to the total 
picture of causes, 

Nutritional Deficits - There is ev1ctence that poor nutrition may be involved in 

some cases of overactive behavior. It is likely that lack of good nutrition 
leads to chemical or neurological problems which, in turn, can lead to the 
active behavior. Hypoglycemia (deficiency of sugar in the blood) is an example 
of a condition that can be c2.used by poor dietary habits and which, in· tuT11, 
ruay be one cause of hig}1ly active, restless behavior. Recently, evidence has 
also been found that food additives may be a possible causal factor. 



Chil_d abuse or other types of maltreatment of children - Al though some 
abused children are completely withdrawn and very inactive, the opposite 
kind of behavior (overactive) is also seen. It is possible that sometimes 
children are Ebused oecau5c they are initially so active and completely 
frustrating to soue 1x.nents. Also, the type of family ciTctunstances that 
lead to child abuse may, in many instances, involve other problems (like 
poor nutrition~ Jack of sleep, etc.) all of which may underlie the "hyper-· 
active" behavior. 

Overprotection or 11 spoiling" on the p~ll't of parents and others - Just as 
physica}_ abuse or h2ff.sh treatment cm,1 be 2. cause, or partial cause, so can 
unusually pen1issh0 e treatn:ent. If a child has fcH restrictions placed on 
his activities he will probably fail to learn to control his behavior. He 
will have difficul lcaTning the kinds of things that will be expected of 
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him as he grows older. This type of child may show the same kind of pur­
poseless running around, shoving, hitting, short attention span, iTritabi1ity, 
etc., that other es of overactive child1-en display. Note: The term 
behavior problem is usually e;nployed in a situation Iike this when there is 
no 2pparcnt physical cause for the highly active, negative behavior. 

_!_~proE.!'2:;:,.te expec!-ations and 11oor educational planning by teachers. Some­
tim8s c.hil<lren do :not display extTemely active l;ehavior until thcyare in a 
school situation. It is likely that in some of these cases the child has, in 
fact_, been active home but the pa1-ents are not particularly bothered by 
this beha•:ior, so do not sec it ;:-is being unusual or _some kind of problem 
!_or ~~hcni. lkl\,1cve1· 1 vhe~t this type of child COliWS to ~.choc1l (or lbad Sta1-t) 
so,;ie ccad1c:rs 1dll ;~·j_nc:l this l<l;;.d of beh2.v:i.or vc1-y a:,noying and difficult tc 
deal v!ith satisfa.,~t,J'rily. lf the tuacher expects the child to be very calm 
c1nd quiet am~ td.e:s to force the chUd to beli.ave this WH:', there may be prob­
ler.1s. Also, if a tcachcT has unrealistjcally high expectations of the kinds 
of learning tasks a child can accomplish, this may produce fntstration in the 
child when he/she f~ils to perfonn well, or at all, on those tasks. This could 
cause or jncrcase e~tremely active, disruptive behavior on the part of the 
child. Finally, a eacher rriay fall into the trap of unknowingly reinforcing 
the child's active behavior by constantly saying "no", scolding, and doing 
other things \•;hich seem to be punishing. Unfortunately, what appears to be 
punishment to adults may not be so punishing to some child-ren - it may bo the main 
ki11d of attention that some children receive and, therefore, they behave in 
ways that will insure that they do get that kind of attention. 

This list of possible causes, or contributing factors could be extended. How­
ever, the most important thing to understand is that the causes can be multi­
ple, and it is oft difficult to discover which causes are involved. 

What does al1 of mean for Head Start staffs and narents? One obvious con-
clusion is that the various terms, or labels discusse~ thus far should not be used 
casually or indiscriminately to describe overactive children. There is enough 
confusion already! The OCD-BEH staff has continued to emphasize that specific 
descriptions of a child's behavior, and ~he_ behavior of otheT people interact}- ng 
with the child, will help present a clearer picture than a diagnostic label (like 
hyperactivity) a 1 on,e. This might not be ·true if everyone knew exactly what the 
labels mean, used them in exactly the same way, and knew exactly what the under­
lying causes are. Unfortunately, this is not the case with the general public, 
nor specialists. Thus, the use of labels is likely to only add to the confusion. 

Another conclusion is that it is very critical to thoToughly investigate the 
possible causes of a child's highly active behavior. One of the main reasons this 
is seldom done satisfactoTily is because of poor cormnunication and coordination 



among the Yarious people who are involved (or should be involved) with a 
given child; for example, doct.oTs, paTents 1 and teachers. Head Start is in 

·a unique ;=-osition to al.tel' this typical "state of affairs". EspeciaJ.ly in 
those Head Start programs where good com~unicatio~ and coordination exist 
among membc:-s of The ~!ediator Team, there is an cxcell ent opportunity to do 
a more thorough job of exploring, with the help of paTents) the possible 
causal factors. Let's look at l1ow this coordinated effort might work. 

The ~ediator Team's Role in Working with the Extremely Active Child, 

c, 
(_J 

At a Mediator Team meeting, one of the teachers on the staff describes a child 
who is causing a great deal of concern to her and her aide. The child I s be-· 
havior is yery disruptive because he 11 ----always runs around the center, bothers 
other childTen, doesn't pay attention, and doesn't stay at any task for longer 
than a feh' moments". In other words, the child is acting very much like Sam 
did in the earlier example. At tl1is point, no one on the Team has visited the 
boy's family, so they do not know if the parents are experiencing the same kind 
of difficulty at home. The boy has just had his medical examination for Head 
Start, and vision and hearing screening have recently been done. There has been 
no obserY2-tion at the center by a psychologist or any other specialist. 

The first question confronting this Tear.1 is, "What do we Tca11y know about this 
child right now? To attempt to answer this question a first- step might be to -
have the heaJth coordinator present the results of screening to the :rest of the 
Team rncml)ers. Som~ clues could be found in this information. The Team ndght 
also explore rnorf.: c::n efc11y Ki th the teacher and the 2j_d,2 just what is h8JJpcn-
:i.11g iu t;;c center. Is the chi Id I s active, dis:ruptive be11avior happening all of 
the time? Is it much Ti!ore fre.(1uen t on some days? Is there somethinE; happening 
in the e;:;nte:r th,'.lt c.ouJ.d be· frustr2-:insi; hir:i a lot'? What docs his developmental 
h~vel sei::n U) be? Uoes ne seem to be tj1•ed or hungTy when he ccrn('S to the ce:iter? 
Are there any apparent l1earing or visual problems 6r other health problems? 

After trying to answer these kinds of questions, the next main question is, "l1l11at 
further information do we need to find out about this child?" Docs the doctor1s 
report imply that s01~1eone on the Team should tan with him/her to get more· in­
formation? Did the doctor reco~nend a referral to another specialist for further 
diagnosis, and will Head Start have to help insure that the child is seen by the 
other specialist? In either case, the child's parents will have to be visited 
by a Team member so that parental permission can be obtained. Also, the parent's 
feelings about the child will have to be explored. Do they see any problems with 
his bevavior at home? If so, what specifically are those problems? How long 
have they been occurring? Do the parents seem to be dealing with those problems 
in a reasonable way? Do they report problems with eating, sleeping, etc.? In 
some cases, it will be possible for the person visiting the home to make some 
observations of the child in the home. 

The Team may also want to obtain more information about the child I s behavior- in 
the center. The teacher and/or aide could be asked to observe exactly how often 
the active and disruptive behavior occurs, when it occurs most often, what others 
are doing just before it occurs, and what others do in:mediately after :rt occurs, 
etc. Someone else from the Team should probably go to the center to help obser~e 
for these things. A behavior checklist could be used to guide further observa­
tions which would provide information about the child's overall developmental 
level in motor, speech/language, social/emotional, self-help and cognitive areas. 
Finally ii might be decided that a psychologist or some other specialist should 
also be called in to do additional observing. (This should probably be post­
poned until after the teacher, teacher aide, and another Team member have done 



their observations and afteT a Team member has made a }...:)me visit. Using 
this approach the Team would have much mo1·e inf0Tmatio11 to present to the 
specialist, which would be very valuable to that person.) 
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Next comes the question, 11 Who is going to gather all of this inforn1ation?" 
Obvious1y, no one person Kill be able to do all of the things outlined above. 
This is one of the main reasons that Mediator Teams have been developed in 
many Minnesota Head Start programs. Several people, meeting regularly and 
working together a"s a team, can share in these various responsibilities. DiffeT­
ent people will do different things, but each person knows ,~1at everyone else 
is supposed to be doing, and each person will find out what others have done 
becau:e of-the reguTar-corinmnciation at Team meetings. As far as which- l'e-=--­
sponsibilities are carried out by whom is concerned, this will be determined 
by the particular ciTcu.mstances of each Mediator Team. The type of experience· 
a11d training Tepresented on the Team., the number of people on the Team, and 
the willingness of people to assume responsibilities are some of the elements 
that have to be considered. 

Finally., there is the question of "lfoat is to be done with the infonnation 
once it is obtained?" The answer to this quest1on is most critical. It Ts very 
important that each person concerned with the overactive child in this example 
be able to share with one another their observations and other information re­
gaTding the child. Ideally, this would be accomplished by having everyone 
(doctor, parents, teacher, teachei- aide., other ?<cdiator Team members, psyd:o1o-
gist, etc.) meet together for this purpose. How8~er, this is not alw~ys possi­
bJe an<l, in s0E1c instancf~s, might not br: the wisest appro,1.ch, at least j_n:tlally. 
Yet, some kind of coordinated coffE;1Unication mu.st take place among all of these 
individuals even if they dc1 T!Ot all meet 2t enc tiJnc. If the Ilead Start 1\iedia.tor 
Team is well-coordinated its elf, then there is a good chance that the rnembe]:s of 
the Team will be able to "mediate" and bring about good communication among all 
of the othe1· people involved. This is a very crucial step in the effo1·t to get 
as clear a picture as possible of what factors are contributing to the child's 
behavior. And, obtaining a reasonably clear picture of these contributing fac­
tors is an important step in developing a successful plan for "treating" or 
"managing" the child. Of course, the coordination and conmmnicntion among all 
people involved will have to be continuous in order for the plan to have the 
best chance of success. Hopefully, the reasons for this.will become clearer in 
the following section. 

WHAT ARE SOME POSSIBLE APPROACHES TO TREATMENT AND MANAGEMENT OF CHILDREN WHO 
ARE EXTREMELY ACTIVE. 

One of the most controversial means of treating extremely active children is the 
use of drug therapy. Just as there is confusion and disagreement among pro­
fessionals regarding the use of diagnostic labels and the causes of overactive 
behavior, there is also mucl1 confusion and disagreement over the use of drugs to 
treat children who display this type of behavior. The arguments range from 
"we are making dTug addicts out of our children" on one extreme to "doctors are 
irresponsible if they don't pTescribe drugs for· 'hyperactive' children" on the 
otheT extreme. 
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There is pTobably less disagreement over the is~ue of whether drugs ar·e effec­
tive in reducing: the highly acUve behavior of some children and in helping 
them to become 121ore attentive to some tasks, concentTate better, become less 
irritable, etc. Although medical and pharmocological professionals are not 
completely sure how this happens, OT with exact1y which children it ,\1i1l-happen, 
it is true that stimulant drugs will often lower the activity level of highly 
active children. Obviously, this change in behavior can potentially be very 
bencfjcial to a child in terms o:: how he gets along with other people, how he 
learns, how he s about himself, etc. It is important'to point out that this 
process of change probably occurs not only as a result of the drug's effect 
alone but also as a result of how people react to the child. If the drug helps 
the child to 11 slo1v down11 then it is highly probable that he is going to be mOJ~e 
"likable" in the eyes of his parents, brothers and sisters, and other people 
with whom he com.es in contact. If this attitudinal change on the paTt of others 
occurs, then the c.hild will Teceive mo1'e positive attention for the "good" or 
more appropriate things he is now doing, and because his active, negative be­
haviors aTe reduc8d, he wilJ. 1~ecei ve less attention for those things. The re­
sponse of otheTs undoubtedly plays a role in the ''c.ures 11 , just as it does in the 
causes. 

The real cries protest come from those people, professionals and lay persons 
alike, who are concerned about the possible harmful physical and psychological 
side--effects of drug tTcatr;wnt with children and are concerned about the incTeas­
ingly wiclespread:1and so:aetimcs routine, use of stimulant dr;_igs to treat "hyper­
active'' or ''be1iavioT pro bl t:rn 11 children. 

There is apparently no evickmce 2.t this time which indicates that stimulant drugs 
do cause harmful long term physical side effects. Also, many medical prac­
titioners report that they have not seen any cases of harmful long term side­
effects (like drug addictio11) over many years. of treating children with stimu­
lant drugs. This is important and worthwhile information, but it is also the 
case that no sound, long term research has been conducted in this area. 

Perhaps of greater concern is the possibility of harmful psychological side­
effects. It is well-documented that many children, even young children, who are 
taking medication for their behavior and/or learning problem report things like 
"I am nervous today because I didn't take my pill", ox· "I forgot to take my _pill 
this morning and I can't do my school woTk without it", or "I have something 
wrong with my brain and I need to take pills to help me be good and do my work 
better". 

Obviously, this t)~e of attitude is rather frightening. It suggests that some 
children feel the only way to deal with their "problem11 is to "take a pill 11

• 

In the case of young children, this attitude is probably conveyed to them most 
often by their parents, vho must have also been given the impression, or want 

.to believe, that the child's problem can only be "fixed" by drug treatment! As 
mentioned earlier in this handout, this idea often results when parents are told 
that their child probably has something physically wrong, like minimal brain 
damage, and this suspected condition is the cause of the problem. Unfortunately, 
this oversimplified (and sometimes inaccurate) explanation made by professionals, 
or oversimplified interpretation of the explanation made by parents and others 
(like teachers) fails t6 shed light on how the reaction of parents and other 
people to the ctdld's behavior is also likely to be contributing to the problem. 
More important , this explanation fails to shed light on how parents can react 
differently toward the child to help bring about changes in behavior, even when 
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.drugs ire also being given to the child. 

The fact must be faced that some parents are ·just plain having a difficult 
time figuring out how to raise their children, ·or are neglecting or abusing 
their children. These parents need assistance in learning how to be better 
parents and often first need help in dealing with their own personal problems. 
In _many of-·these families it is simply inaccurate, or at least misleading, to 
say that the child's extremely active, negative behavior is caused only by 
some type of physical problem On the other hand, it is undoubtedly true that 
many people have unjustly been given the impression that they are poor parents 
when, in fact, the initial tmderlying cause of their child's ~roblem would make 
it extremely difficult foT anyone to work effectively with that child. 

The foregoing has not been presented as an indictment of all drug therapy for 
children who display overactive behavior. Rather, it is an attempt to put 
matteTs into perspective and is a call for responsibility in the prescTiption 
of stimulant drugs and in the exploration and explanation of the contributing 
factors underlying overactive and/or other types of negative behavior. Many 
children have been inappropriately labeled as hyperactive and/or minimally brain 
damaged~ This label~1g, along with the administration of drugs, can poten­
tially lE'ad to a kind of nega~i.ve self fulfilling proph~C)_:_. That is, "there 
is something physically wrong with me (my child, my student) over which I (child, 
parent, teacher) have little or no control, and I (child, parent, teacher) can't 
do much about it except take (or give) a pill". Even where there is clear evi­
dence of an underlying physical problem it is unlikely that there is nothing 
that can be dents by parents, teachers, and others to help the child learn to 
alter his behavior. Stimulant drug treatment is one approach; a change in diet 
may also be indicated, surgical cc::r·ection of a sensory irJpair;nent (e.g., hes.r-­
ing or visual problcIB) or other handicapping conditions may be necessary, par­
ents and teachers may have to change the way they interact with the child, etc. 
Some, or all, of these things may have to take place, but usually there has to 
be some change in the way adults interact with the child. Of course, this 
change may come about moTe easily if drug therapy, surgical corTection, or a 
change in diet helps to "slow the child down", but it is not always easy! 

How can parents and teachers change the way they interact with the extremely 
active child? Because this is a very large topic in itself and because the 
OCD-BEH staff has dealt with this topic in previous workshops, we are going to 
refer you to the book that we have handed out befoTe, Teaching Your Child. We 
should be able to give one copy of this book to every parent who attends thi~. 
workshop and has not attended others. If for some reason you do not receiv~ 
this book, contact your Head Start agency. They should have extra copies. 
Teachers and other staff will have to use the agency's copies. 

Basically, Teaching Your Child discusses ways to increase the kind of behaviors 
that you want your child to be doing and decreasing those that you do not want. 
If parents have any questions about what the book says, they should feel free 
to ask for help from their child's teacher or other Head Start staff. If 

_parents and staff have questions about the book, they should contact the psy­
chologists, or other specialists, who work with their program. It may not al­
ways be easy to understand or put into practice some of the ideas, and it could 
be very helpful to get assistance from the specialists who work with your prograi11. 
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Teaching Your Child can be very useful to teacher-s as well as parents. We 
-have also included (at the end of this handout) for teachers some material 
on classroom management as it relates to the."hyperactive" child. This 
material is taken from HEW Publication No. (01-fD) 75-1075 entitled, Responding 
to Individual l~eeds in Head Start. 

What role shouJ d the Mediator Team play in the overall treatment 01· management 
of the extrernelv active child? The role of the Mediator Team in e.xn-lorinr--the I ____ k v 

possible causes of extTemely active behavior has already been discussed. In 
addition, it was pointed out that obtaining as clear and complete a picture of 
the causes as possible is a crucial step in determining how to treat or manage 
the child, It was also stated that on-going observation and coordinated com­
munication will be important. 

The following are some suggested questions which the Mediator Team might ask 
of itself while attempting to coordinate the treatment or management of the 
extremely active child. 

Once several observations have been made and other information has been obtained, 
does everyone involved have a chance to communicate with one anotheT? Is there 
some kind of on~-going system set up for this communication? If the medical 
doctor cannot attend meetings is there someone on the Mediator Team who will 
conyey the information obtained from classroom observations and home visits? 
Can the same arrangement be made if a psychologist _cannot make center visits? 
Do the parents know about, and agree to, all of these activities? Have they 
met ~,dth the medical doc~or and the psychologist or have arrangements been n:ade 
for them to do so? Will the medical doctor, the psychologist, and Head Start 
people say similar things to the parents? 1£ not, how can this be handled? 

Given the situation where the medical doctor feels that an actual diagnosis of 
hyperkinesis (or hypeTactivity) seems appropriate and he prescribes stimulant 
drugs, does everyone else involved with the child feel comfortable with that 
diagnosis? Do they know why it was made? Did others have a chance to give 
their input to the doctor? Has the medical doctor ·asked for help from Head 
Start teachers to "monitor" the child's behavior so that he can determine the 
correct drug dosage to prescribe? How can this information be conveyed to the 
doctor? (WhetheT or not it was asked for, it may be very important to pass on 
to the doctor!) Do parents and Head Start staff know what kind of side effects 
to expect the child to display when he first takes the drug (possibly sleepiness, 
lack of appetite - possibly increased activity for a pe1·iod of time)? Did the 
medical doctor give any suggestions to the parents and Head Start as to how 
they might alter the way they interact with the child? If not, can someone on 
the Mediator Team and/or another specialist (psychologist, social worker) help 
parents and teachers to do this'? Do the parents feel that the probler;i is strict­
ly physical (for example brain damage) and that there is little ~hey can do 
other than give the pills? If so, can the medical doctor be asked to deal with 
this attitude or does he feel the same way? Perhaps ev.eryone has agreed that 
drug theTapy should be tried, but the parents are reluctant; who can best deal 
with this situation? 

In those situations where the medical doctor does not prescribe drugs but fe~ls 
the parents may need some counseling, how can the Mediator Team be of assistance? 
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Can the Team help make a successful referral to a mental health center, 
for instance? Who is going to help the teachers deal with the child in the 
center? Can a Mediator Team member or members offer on-going advice and 
support to the teachers. Can a specialist visit the center for this purpose? 
Will there be communication established beti,;een the person working with the 
parents and the Head Start staff working with the child? Is there something 
a Mediator Team member can do to help the parents and family? 

Concluding Remarks. The whole issue of 11 hypera·cti vi ty", its labels, its 
causes, and its "cures" can be confusing. Hopefully, some guidelines hai:e 
been presented here that will be useful. It is important to be caTeful 2.bout 
using labels; it is irnpoTtant to recognize that there can be several contribu­
ting factors underlying highly active behavior; and it is important to have 
good communication and coordination among those people who are involved in ex­
ploring the causes of highly active behavior and in treating or managing this 

•-behavior. The solutions are often not simple, but success can be achieved! 

Prepared by Don Henry, Ph.D. 
School Psychologist 
OCD-BEH Project for Head Start ChildTen 
with Special Needs 



Cla~sroom Manage~ent 

Some classrooms adapt themselves very easily to the hyperactive 
child. These are usually classrooms which are fairly large, well­
organized, do not contain a lot of clutter, and which have some sort 
of permanent indoor climbing equipment, or separate noisy/active 
room. 

What happens if your classroom doesn't fit the above descrip­
tion? Can you handle a hyperactive child in your class and make it 
a positive experience for him and for the other children? In most 
instances reasonable adaptations can be made which allow you to 
accommodate an overactive child without too much disruption. 

~J2~-~ 

One of the primary needs for a child who is extremely active 
is space to move about. The space you have may not seem large at 
all, but could you use it better? Here are some ideas that have 
been found useful for teachers in small classrooms: 

1. Use wall space for storage and tempera painting. This 
eliminates the need for easels and some book shelves. Wall 
storage may often be made cheaply by stacking and glueing 
large cardboard tubing or quart bottle soda cases on their 
sides. 

2. If table spaca which accommodates everyone simultaneously 
is only needed at lunch time, collapse folding tables, or 
stack non-folding ones top surfaces together, legs up. 
Chairs, too, can be stacked when not in use. Most children 
can learn to do this easily. 

3. Movable low partitions help delineate small areas when they 
are needed, but allow you to open up a large space quickly. 
Book shelves are best for this. They are not tippy and not 
too easily moved by children. 

Interest Span 

4. Always have some toys out available to everyone and othet 
things put away. This reduces clutter which confuses 
hyperactive children. Varying the toys available creates 
interest and is one way to extend few materials. 

Inability to Sit Still 

5. At the very beginning of school make it clear to all child­
ren which exits they may use to go to the playground or to 
other parts of the building and when they may leave the 
room. Repeating this carefully and firmly until all child­
ren understand it may help you keep track of wanderers, and 
cut down on the amount of chasing you need to do. 
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6. If possible, provide for some sort of indoor climbing equip­
ment. Climbing apparatus may seem bulky and distracting to 
you if you haven't been fortunate enough to have had any in 
your classroom. However, some are bulkier than others. 
Some take up relatively little floor space but use lots of 
vertical space. Some kinds of jungle gyms have attachable 
slides or side pieces which you can use· when you do have the 
space, but they do not need to be available everyday. One 
piece of equipment that is collaspsible, takes up relatively 
little space and costs little is a balance beam with a low 
sawhorse or two~ This makes a seesaw, a small slide for 
sliding down or struggling up, a ramp for cars and tracks, 
and walking board. The versatility of this material makes 
it appealing to children. · 

7. Make better use of your outside play yard. You may find 
that two short outdoor times work better for your class 
than one. While outside vary the activities. Add some 
simple running games and exercises to your repertoire. 
Bring a large ball one clay. Another day get out the tricy­
cles. Still another day go for a short walk. In the 
springtime or early fall, digging and water activities are 
fine. 

Impulsiveness, 

8. Provide other soothing and absorbing raaterials. Equipment 
that provides a tactile experience usually works best. 
Sand bo~es, ater tables, salt trays, shaving soap dis­
pensed by the teacher for finger painting on table tops, 
bubble blowing, or sink water play are some that most child­
ren like best. Vary these kinds of activities every few 
days, so that t~ey keep their appeal~ 

9. Have some place like a quiet corner where a child can go to 
calm down or see what others are doing. Teaching hyper­
active children to take time out to look around and decide 
what to do next is a valuable way for them to learn to 
handle their problem. You will need to suggest and accom­
pany them the first few weeks but if it is a useful place, 
eventually they can learn to use it if you remind them. 

10. On rainy days see if you can use an auditorium or gymnasium. 
If neither o these is available, you could use a hall for 
some running games. Be sure to have a teacher at each end 
as a "stop sign. 11 Halls also accommodate tricycles and 
wagons well in a pinch. Jumping games, follow the leader, 
and Simon Says will help you utilize this space in a quieter 
way should you find that noise is a problem. Halls {end 
themselves well to parades, either musical or dress-up. 
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Fostering Concentration and Sustaining At~ention 

Just having the proper space is only one hurdle. Teaching active 
children when and how to use it to control their behavior is another. 

Hyperactive children can and do sit down and concentrate on some 
quiet activities. Of course this should be encouraged. Their 
attention spans are shorter than average. Because of this they can­
not sit still as long as the average child. They need the chance to 
get up and move about in a socially acceptable way when they have 
done all they can. 

How do you know ~hen a child has been inactive for as long as he 
can manage it? You won't know what the child's limits of concentra­
ti-0n are the first day or even tl1e first week. First you must 
establish how long he can work without leaving the situation or dis­
rupting the activity. After a certain amount of clocking, you will 
begin to anticipate the hyperactive childts need for change. Just 
before you think he needs a break, it is a good idea to move over 
to him quietly and suggest that he run .off some steam in some way 
that is permissible. That way you are telling him that you under~ 
stand his problem, that there is an acceptable solution, and that 
you care about him and will try to prevent his getting ·into trouble. 

Hyperactive children can be encouraged to work longer at quiet 
activi.ties. Once you have some idea of their capacities, you can 
often help them to extend the time and interest in a favorite toy or 
activity, by stepping in just before the child would ordinarily make 
a transition to doing something else and helping him stay with the 
·original item. How do you do this? One's first impulse is to have 
the child keep going as he is. But usually it works better to change 
the activity just a little bit, by adding something new to what he 
is already doing. For instance if the child were making a collage 
you might help him continue his project longer by stepping in just 
before he was about to get up and leave, and offering him a bit of 
tin foil for his picture. If he takes it and glues it, and you 
admire what he has done, he has probably stayed with his work a min­
ute or two longer than he would have without your help. If you 
consistently encourage his staying with something just one or two 
minutes longer over three or four weeks, he may be able to manage 
that extra time soon by himself. Another way to keep a child going 
is by verbal interaction around what he is doing. You might praise 
it, ask a question about it, show it to another child or sing a song 
mentioning it. We are talking about one or two minutes here. T~at 
may seem like a lot of work for the teacher to do for very little 
improvement, but those small bits of extra learning time add up over 
the year. Usually it pays off. 

When you first begin making these observation you may feel that 
the child gives no warning before he leaves an activity or disrupts. 
Actually for most hyperactive children this is not so, it just seems 
that way. Usually there are signs of impending movement. They are 
subtle, and vary from child to child, but the most frequently noticed 
6nes are a fleeting impish grin, a distant hazy look, a slight cross­
ing of the eyes, or a glance to a distant part of the room. 
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Once you have been able to pick up some of these warnings you can 
move in and help the child make a transition before it is too late. 
Once you have discovered the warning signs•don't keep the informa­
tion to yourself. Share it with the child. Often if this is repeated 
to l1im he will begin to understand these inner physiological tensions 
which precede his dashing off. Once he can grasp these feelings 
and recognize them as warnings> sometime he will be able to make an 
appropriate transition t~ a more active kind of play himself. 

Although such observation and management is not easy to do and 
certainly is time consuming, if you are able to do it at the begin­
ning of the year, it will cut down substantially on the amount of 
policing you need to do. Helping the child manage his problem in 
the healthiest way he can is one of your goals. It is time consum­
ing and takes a certai11 amount of both dedication and consistency. 
It is easier for some teachers than others, just because it fits 
in with their natural styles of teaching. It helps if the teacher 
has a fairly higl1 activity level. Teachers who have an ability to 
tolerate a fair amount of noise and motion often find that hyper­
active children do well and cause· little disruption in their classes. 
Teachers whose chief interest is in outdoor or active play, or 
teachers who find it possible to run a program which allqws for 
several choices of activities, may like having an overly active 
child in their classes. Other teachers may find hyperactive child­
ren a difficult drain on their energy supply. In order to avoid 
getting tired, and hence cranky, classroom personnel need to work 
out consistent ways of managing the child so that they can help 
each other. As one begins to get tired, another one steps in to 
take over. If one teacher begins to find herself not tired but 
angry at tl:e child it is a good idea for someone to step in as 
releif for a little while. 

Praise has been mentioned frequently throughout this section 
because it is one of the most useful tools in the management of 
hyperactive children. We know that all human beings like to be 
praised, but approval and praise mean more to hyperactive children 
because usually they don't feel as good about themselves as others. 
Why? Most of these children have been constantly reprimanded for 
their disruptive behavior. They begin to feel that there is 
nothing that they do that is right. If you as a teacher can begin 
to help them learn to conform to school expectations in a small 
way, and allow for the times when they cannot behave like others, 
and give them chances to run off steam in acceptable ways, eventu­
ally thoy will feel better about themselves. 

When you praise a child give small amounts frequently. Be 
sure to let the child know that he has done something well, or 
managed his behavior well at the time he is doing ite That way he 
will know exactly what it is he has done right. Vast amounts of 
empty praise do very little. 

Almost everyone who has tought hyperactive chif~ren has 
found it discouraging in the beginning, then a challenge, and 
finally very rewarding. Hyperactive children do benefit enormously 
from inclusion in a good nursery shcool program. It is possible 
with good management to see a significant improvement in their 
behavior. 



WORKSHOP #2 Evaluation 

1. Since the last workshop (where we discussed observat:i.on skills), 
have you spent any time intentionally observing any particular 
child? 

_____ ...-Jes 

20 If' you did make it a point to observe a child, how frequently 
do you think you did oo? 

ONCE I ·.. _L_, __ ~=i I J_ . f I MANY TilIES 

3. Were these observa.tions random, or did you p:t.ck a sp.Qdfic :t½B 
and did you observe on e. ~=-;.,;., __ ;_:;;,. schecJule'? 

__ Observed rando:11ly 
__ Ob::ierved ( same times everyday day) 
__ ObserVE3d ( on e. regular schedlJJ-e over several times) 

Lt• What kinds of things did you observe ___________ _ 

5. Did you find the observation process useful--did it help to clarify 
for you what behaviors to help the child with? 

6. Problem children often act the way they do because they are: 

(a) born to be problems 
(b) taught to b~hr1.ve that way 
(c) not concerned with the:tr parents feelings 
(d) children who were not breast fed 

7. Many otherw-lse pleasant people find themselves 11 yelling and nagging" 
when they deal with children because: 

(a) they expect but do not comment on good behavior 
(b) they do not truly love or care for these children 
(c) they focus too much on negative behavior 
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e. Based on your experiences, and on what we've been discussing in 
this workshop, what would you say are some of the cornmon, observ­
able behaviors seen in most 4 year olds? 

9jj During the workshop we specifically talked about five (5) behav:Lors 
which could be clues to speech coromuJ1.ication problems., Put an 11 X11 

next to each of the 5 n1ost important behaviors whiuh could be dues 
to speech communication problems: 

__ the youngster bit another kid 
__ the child cannot say his/her 11 R1 s" 
__ the child's speech cannot be understood by other kids 
__ the child pouted and said II I I m never going to talk aga.in11 

--anybody thinks that this child stutters 
the child has a harsh or hoarse voice for more than five days 

child has a lisp--cannot say 11 S1 s 11 

-~--the child said a swear word yesterday and today 
__ when the child isn't looking at you, often you must-repeat things 

the child has bad teeth and cold sores 
=the child does not use speech to get what he/she wants or needs 
__ the child on1y talks wtth other kids 

10.. A child says 11 There' s a bird! 11 You should: 

(a) look at something else and say "What's this?" 
(b) tell the child he is right 
(c) repeat what the child said, name the kind of bird, tell something 

a bird does, etc. 

11. You want a child to tell you about the field trip to the airport 
that morning. You could start off by saying: 

(a) "Did you go to the airport?" 
(b) "Where did you go this morning?" 
(c) "You went to the airport, didn't you?" 

12. A child looks at you in a puzzled manner and asks you 11 My hanky?" 
You should say: 

(a) "You shouldn't leave your hanky laying around; find it and 
put it in your pocket .. " 

(b) "Where is your· hanky? Where did you leave it? We'll find it and 

(c) 
put it in your pocket so that it won 1 t get lost .. " 
n Well, go find it then, honey" 
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13. You want the children to wash their hands for lunch¢ You should: 

(a) a1mounce "Let's go W ... dsh our hands., rr 
(b) before you make the annolmcement (as above), first say "Children, 

look B.t meQ., e II 

(c) say Hit1s time for lunche 11 

14e You want to cut ou't a more tricky part of a drawlng before giving 
it to EI, cerebral palsied child to finish; you should: 

(a) 

(b) 

(c) 

show, e.nd slowly des ed. be what · you are doing before giving 
the paper to the child. 
do you...r. cutting at yom .. speed and talk about what you are 
doing" 
do your cutting and then tell the child what it is you want 
him to do. 



APPENDIX 10 

ON-SITE VISIT THREE 
LETTER SENT TO MINNESOTA PROGRAMS ANNOUNCING ON-SITE VISIT THREE 



TO: Mediator Team Members 

FROM: Fred Aden and Don Henry 
OCD-BEH Project for Head Start 
Children with Special Needs 

STAn-1 E71 QTi'I M' I"-,,"'--~I~ ... c:_ orr _\ 
..L .1-.:) ~ ~ ~- ~ ..>,..' _ _,; ~ J,.. -'--~ 

Gov£R::\'oR·s 
OFFICE OF Eco:'lio:inc 0PPORTU~ITY 

404 Metro Square - 7th & Robert 

ST. PAUL, 11INNESOTA 55101 

612/296-2367 

As many of you probably know, we are about to begin our third round of 
visits to your programs. We would like to give you a. brief outline of 
the types of things we hope to discuss with you during our visit. 

1) Management of Special Needs Children - we would like to review 
the overall management of special needs kids that has taken 
place since our last visit, especially the management of those 
kids who wi.11 be going to public school next year. It wEl be 
important for us to look at the individual files of these kids 
(confidentiality wi:l be insured by only using children's 
initials) o 

2) Transition of Special Needs Children to the Public .Schools- we 
will be interested in finding out about your efforts to communi­
cate with special education personnel (or other public school 
people) regarding the special needs Head Start kids who will be 
going to public school next year. 

3) Specialist Services - It is necessary for us to know the types 
of specialist services that you received throughout the year. 
Although you have given us some of this infonnation previously, 
we would like to have a complete listing of services now at year's 
end. We are particularly interested in the services provided by 
nurses, speech clinicians, psychologists, social workers and 
SLBP teachers or consultants. If you could have specialist's 
names and addresses ready for us it would expedite matters. We 
would also like to know if a specialist's services are new this 
year, and whether service was provided at centers (or in children's 
homes). Finally, we would like to hear about your arrangements, 
or plans, for obtaining services next year. These are the areas 
we would like to deal with during our visit. 

This may take up most of our time, but we will certainly try to 
help with any other questions or concerns that you might want to 
bring up. 

See you soon. 
DPW-888 

(3-721 

<~@ 
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FORMS USED BY PROJECT STAFF TO MONITOR VISIT THREE PROCEEDINGS 
AND COLLECT DATA 



Head Stnrt Agency _________ _ 

Type of 
Specialist Name 

His/Her 
Agency New Old 

On­
Site 

Non-on 
Site 

Arrangements for 
Next Year 



· c1rea:=:;? 

I 
I 

\ 
i 

l 
I 

2 Did child see 
the necessary spe­
cialis:::s'l 

... 
~ 

.t 

I 

3.. thoro 
we.re clinical 
recorrrrnenda t ions 
acted upon? 

4 How will the 
child exper­
ience a smooth­
er transition 
into P.S. 

l 
l 
3 
~ 

i 
t 
i 

5. How 

l 

des are 
the records for 
this child? 

6e 

I 
l 
j 
I 
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PROTOTYPE OF JOURNAL ARTICLES FOR 
MINNESOTA SCHOOL PSYCHOLOGISTS ASSOCIATION 

AND 
MINNESOTA SPEECH AND HEARING ASSOCIATION 



SCHOOL PSYCHOLOGY SERVICES FOR HEAD START? 

In 1972 Congress ordered Head Start to successfully integrate children 
,vith all types of handicapping conditions into its classrooms. At least 10% of 
the total Head Start enrollment is to be comprised of children with handicapM 
ping conditions. This Congressional order is commonly referred to as "the 
mandate''. 

The OCD-~BEH Collaborative Project for Head Start C_hildren With 
Special Needs is one of lvtinnesota' s efforts to meet the mandate. This Project 
is a three year demonstration effort which is federally funded by the Office of 
Child Development, the funds being administered by the Governor's Office of 
Economic Opportunity. he Project staff consists of two psychologists and t\VO 

speech pathologists. Th2 purpose of the Project is to develop a statewide~~-: 
tern for helping Head Sta programs suc.ces sfully int_egrate handicapped chil-:­
dren into their clas sro01"· · , "Handicapped'' is defined in the 1972 Amendments 
to the Economic Opport,_, Act to mean: "mentally retarded, hard of hearing, 
deaf, speech impaired, i.sually handicapped, seriously emotionally disturbed, 
crippled, or other health impaired children who by reason thereof require spe­
cial education and related services". The Project effort is to assist.Head 
Start programs in becoming relatively self-,capable of doing those things nece-• 
ssary to 1) provide successful, integrated experiences for youngsters wi.th 
special needs and 2) obta.in special services for these youngsters when ser-
vices are needed. As , the Proj ect 1 s activities are in four areas: 
1) workshop presentation of information; 2) on-site, in-service training/appli­
cation of workshop materia.ls; 3) development of local and statewide ref err al 
systems that actually do \vork; and 4) development of a core of "case managers 0 

or mediators at the Head Start agency level. The function of the case managers 
will be to guide their agencies through those agency level functions necessary 
to provide special services to a particular child, e.g., observation, possible 
limited screening, identifying appropriate referral re.sources, etc. . The 
Project staff does 1~ot provide direct services, J?.~E.. ~~. If a c.h.ild is seen by a 
staff member this activity will be for purposes of training the Head Start staff. 
Since January, in an experimental effort to determine the most effective 
approaches, the Proj ec.t has delivered twenty- eight one day workshops, nume­
rous on-site visits, and has helped guide several collaborations between Head 
Start programs and specialist resources. 

Although the wisdom and intent of the Congressional mandate has been 
questioned in some quarters, both within Head Start and elsewhere, the fact 
remains that children with special needs have always been enrolled in many 
Head Start programs and increasing numbers of these children will probably 
be enrolled in the future, particularly in those areas of the State where Head 
Start may be the only preschool program available. In response to this demon­
strated need, some lvhnnesota school psychologists have been providing ser­
vices to Head Start children, parents, and teachers. The range of services 
provided include: on-site observations of children a~d programming, screen-
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,. individual assessments, in-Si2-:'.rvice training, parent education. and coun­
selingr membership on educational and health advisory committees, etc. 

Unfortunately, in many instances, Head Start programs have had di.ffi­
Ctliliy obtaining specialist services from psychologists as well as other pro­
fessionals working in schools. By directing official attention to handicapped 
clrildre.n, "the mandate 11 may help bring Head Start people one step closer to 
services available in school svstems and other resource agencies. In its 

~ ~ 

facilita_ting role, the OCD-BEH Project is a special effort to connect Head 
Start with professional services. But, this closure can only occur with the 
willing coo·peration of professional -individuals. With direction and encourage­
ment from the -Project staff, Head Start people will be approaching school 
ps-ycl1olagists with requests for various kinds of° service. We hope that many 
of you will find \Vays in whtch you can offer those services. Undoubtedly, 
you are. confronted by time and/ or administrative constraints, but be assured. 
that even a few hours spent in an advisory or consulting capacity would be a.n 
im.portant and necessary service to many programs. 

Those of you who wish to initiate or expand services may wish to con­
tact a local Head Start center, a Head Start agency, or our Project staff. 
If -vre can be of any assistance in establishing collaborative relationships with 
Hec'"ld Start, please feel free to contact us. Also, we would be interested in 
hearing from people who have been offering services in the past., 

Jon Boller, Ph<D. 
Counseling Psychologist 

Don Henry, Ph.D.· 
School Psychologist 

OCD-BEH Project Address: 

404 Metro Square 
7th & Robert 
St0s Paul, Minnesota 55101 

•, 

David Garwick, M.A. 
Speech Pathologist 

Fred Aden, M.A. 
Speech Pathologist 

Phone: 296-5740 
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SPECIAL WORKSHOP PROCESS REPORT 
DULUTH HEAD START TEACHERS -- DULUTH SPEECH CLINICIANS 

PRIORITIES & ROLES 



"Collaboration Between the School Speech Pathologist and the Preschool Teachern 

On June 3, 1975 twelve Duluth Head Start Teachers met with seven public school speech 
clinicians. The Head Start Director and Educational Coordinator were present. The 
training session was conducted by Fred Aden and Dave Garwick who are speech pathologists 
from the Minnesota Head Start Experimental Handicap Project. 

The purpose of the meeting was to explore specific ways in which the speech clinicans 
and teachers could most effectively meet with each other. For the past school year, 
there had been disagreement as to what should be the role of the speech clinicians (e.g., 
should the clinician primarily function with individual children outside the classroom 
or with clients inside the classroom)? 

The meeting progressed in the following manner. All participants remained in one large 
group during the entire meeting. 

Step 1. Open discussion: ""{Afriat does each person expect to get out of this experience?" 
Result: The consensus was in line with the above stated purpose of the 

meeting. 

Step 2. Open discussion and vote: "If a child in the program had a communication 
disorder, what individual should usually be the direct client (with whom the 
speech clinician has the most direct personal contact) of the speech clinician?n 
Result: 100~~ of the speech clinicians chose the child. 

100% of the teachers chose the parent. 
No one chose the teacher. 

Step 3. Open discussion and vote: 11 Which individual i.s most often the most influential-, 
to effect change~,with the child?" 
Result: Both the speech clinicans and the teachers chose the parent most often 

and the teacher next most often. 

Step l+. Individual worlc and large group discussion: Each teacher was asked to inde­
pendently list all pr'?blems and needs in the preschool that might involve a 
speech clinician. Then,. the individuals volunteered their responses to the 
large group, and the collective responses were listed on newsprint. Later, 
each participant was asked to review all items on the newsprint, and to cast 
votes for the two most significant needs on the list. (See Figure 1) 
Result: The need most frequently cited by the teachers was the same one which 
tied for highest priority among the speech clinicians: "Routine, on-·going 
communication among speech clinicians, parents and teachers. 11 Overall, there 
was close correlation between the needs perceived by speech clincians and 
teachers. 

Step 5. Individual work and large group discussion: Each speech clinician was asked to 
independently list all possible roles which a speech clinician could assume in 
the preschool. Then, individuals volunteered their responses to the large 
group, and the collective responses were listed on newsprint. Later, each par­
ticipant was asked to review all items on the newsprint, and to cast votes for 
the two most significant roles on the list. (See Figure 2) 
Results: Two clinician roles figured in the higher priorities of both speech 
clinicians and teachers: 

1) screening and diagnosis; 
2) helping teachers become aware of on-going classroom activities 

that aid communication development (paraphrased). 

Two other clinician roles also figured in the opposite extremes of priority for 
the speech clinicians as opposed to the teachers. The teachers emphasized parent 
support and the clinicians emphasized out-·of-the-room therapy for individuals/ 
small groups. 



2 

Step 6. Open discussion~ n.Accentuate the Positive" 
Since both the speech clinicians and the teachers strongly agreed on the 
priority of two speech clinician roles, it appeared that these two roles would 
best serve the needs of the collective group. The balance of this meeting was 
devoted to discussing ways in which both teachers and speech clinicians could 
develop these two roles. 
Results: (See Figure 3 & l}). A significant discovery was that both teac.he.rs 
and clinici.ans had parts to play in developing these two clinical roles. 

Another major finding was that, in developing the two high-priority roles, both 
the parent support role and the outside-classroom--therapy role (upon which the 
clinicians and teachers disagreed) were concurrently reinforced. 

Step 7. Printed materials were distributed to all participants. Both the article by 
Jane Rieke and the writing by Joseph Wepman illustrate how a speech clinician 
and a teacher can cooperatively function.as a close team within the classroom­
thi.s reinforces the two high priority clinician roles agreed upon by both 
clinicians and teachers. 
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12 

3 

5 

2 

0 

0 

0 

0 

0 

3 

Figure 3:. 

Teacher Needs Involving Speech Clinicians 
(as suggested by the Teachers) 

-routine, on-going communication among speech 
clinician, parent, and teacher (e.g.) SST); 

-specific educational coordination between the 
speech clinician and teacher (e.g., games and 
other classroom activities, materials for parents~ 
observing teacher activities, exchanging observa­
tions and notes, etc.). 

-Formal Teacher Education 
(eog., pre-service; in-service; college train­
ing; subjects such as observation techniques; 
actually being observed). 

-Formal Parent Education 
(e.g., Conferences and in-service; subjects 
such as observation techniques, "Hm,1 to" 
Handouts, etc.). 

-Ensuring transition from this year to next year 
such things as information about child's level 
of language skill development and previous ed­
ucational activities; 

-ensuring that each child receives consistent 
attention from clinicians. 

-scheduling enough time for clinicians to deliver 
effective service to kids. 

-occasional problems of inter-relationship between 
the child and speech clinician (e.g., the child 
who won't go to therapy). 

-year-to-year consistency among Head Start teach­
ing staff within a given center. 
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_Figure 2. 

Possible Speech Clinician Roles 
(as suggested by the cl:Lnidans) 

-helping pa.rents stimulate child's communication 
development and changing child 1 s behavior; 

~~conducting formal in~~service for teachers; 

-helping teachers understand and become conscious=• 
ly aware of communication development activities 
that are on-going in the classroom, as well as 
how to enrich this; 

-screening and diagnosis; 

-assisting in referrals to other agencies; 

-individual/small group activities in the classroo=: 

-individual, small/large group activities in the 
classroom; 

-consulting with teachers regarding the 1:E1direct 
programming of individual youngsters with wi10m 
the clinician is not in direct contact; 

-consulting with teachers regarding the direct 
programming of individual youngsters with whom 
the clinician is in direct contact; 

-public relations for Head Start; 

-observing youngsters and consulting teachers 
regarding overall general child behavior. 
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One of 1\w High Priority Speech Clinician Roles (as perceived by Teachers 6( Clinicians) 

Teacher's Involvement 
Screening phase: 

Figure 3. 

INITIAL SCREENING 
AND 

DIAGNOSIS 

Classroom observation espec.ial.ly £or language 
Language checklists';'=:.,.___ and fluency clinicians 
Communication with -depend to large extent on 
clinicians teachers' input -

SST's teachers didn't know this 
Horne visits of 

center staff 
Horne visits of 

Nurse-Community Aide 

Diagnostic phase: 

Parent observations 
Teacher observations 

Speech Clinician! s Involveme._~t 
Screening activities: 

j----~---~ 
Articulation 
Language 
Voice 
Motor Fluency 

Diagnostic activities: 

articulation evaluation 
receptive language 
expressive language 
Hearing 
Medical Information 
Psychological Information 
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One of Two High Priority Speech Clinician Roles (as perceived by Teachers & Clinicians) 

!i_gure 4. 

To Help Teachers understand and Become 
Consciously Aware of Communication 
Development Activities that are On-Going~ 
as well as How to Enrich This 

Teacher's Involvement 

-reserve time for meetings with 
speech clinicians; 

-"tune-in" on specific children who 
need particular help in develop­
ing certain language concepts; 

-be willing to accept demonstration 
(e.g., by Sp.Clin.) of "communica­
tive interaction" (ala' Rieke); 

-be willing to accept one of their 
primary roles as "interaction 
facillitators 11 (ala' Rieke) 

Clinician's Involvement 

-help design/implement class-
room games for teachers; 

-exchange notes with teacher-::; 
-have teachers observe thera~y; 
-observe teachers' activities; 
-set specific time for teacher-
clinician communications; 

-help teachers apply materials 
used by speech clinicians; 

-cl:inicians should be aware 
of concepts in curriculum ic 
the classroom 



APPENDIX 14 

"MEDIATOR MEDIA" 
NEWSLETTER 



the 
EDI 
EDI 

CT69!-!J!Ef:}F 

DECEMBER, 1974 

- OUR FIRST ISSUE -

HAPPY NEW YEAR - 1975! ! . This is the firs·t 
issue of the Mediator Media. We on the OCD­
BEH staff have felt a need for some means of 
regularly communicating with all Mediator Team 
members and others in all Head Start agencies 
in Minnesota. The result will be the monthly 
printing of this newsletterJ the Mediator 
Media. In this newsletter we want to include 
some general and some specific bits of infor­
mation we come across from various sources. 

We would like much of this information to come 
from the Head Start agencies in Minnesota -­
so that there are already thirty-six sources 

~ information! We think this newsletter 
-~\ild be one way for coordinators and teachers 
to share their knowledge and successes with 
their counterparts in all the other agencies 
in Minnesota. Many Head Start people are do­
ing fantastic things they may wish to share. 

It is our hope that the newsletter wi}l fur­
ther enhance the integration of special-needs 
children into Head Start in Minnesota. Cer­
tainly parents and teachers may find some of 
the information to be as valuable to them as 
it may be to coordinator level people. So 
please share our news with everyone. If you 
hav~ information you would like to have print­
ed in the Mediator Media, please send it to 
the new, fifth member of our team -- Sue 
DeCorsey -- at the address below. Or call 
her at 612/296-5760. 

Here is a list of some interest areas. You 
may want to send your. ideas about: 

Recruitment 
Parent Involvement 
Unique Programs at Your Agency 
Arrangements with Public Schools 
Managing Space in a Head Start Center 
Career Development 
(continued, next column) 
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(continued from column 1) 
New Materials 
N~w Publications · 
Notes About Preschool Philosophy 
Mailing Lists to Get On 

ANOTHER SLEIGH RIDE 

As you are reading this article, you may 
already be aware that we are starting our 
second round of visits with the Mediator 
Team members of each Head Start agency. 
We are focusing on the "On-Going Functions ,r 

of the Mediator Team, as they are given in 
the Mediator's Handbcok. We hope to give 
some assistance to your agency's team re­
garding the actual special-needs children 
identified since our first visit in Sep­
tember and October. How is your team man­
aging these children? Another way of say­
ing this is, "How are the Mediator Team, 
the teacher, the parents, and the special­
ists working as a team for the benefit of 
each special-needs child?" We hope that 
mid-winter weather conditions do not ham­
per our schedule too much. Maybe we 
really will need to take sleighs!! 

"THE TURTLE" 
by 

Ogden Nash 

The Turtle lives 'twixt plated decks 
that practically conceal its sex; 

I think it clever of the Turtle, 
in such a fix, to be so fertile! 

------------------------------------------
OCD 

Office of Child Development 

/612/ 7.%·5740 
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OCD-BEH WORKSHOP #2 

Thank you for your work at our first woikshop 
of the year! And congratulations on the fine 
job many of you did when learning about behav­
ior checklists and teaching tasks. A few dates 
have.been set for our second workshop; the re­
mainder of the dates will be set shortly. The 
workshops will come during a period from the 
last of February through the first week of 
March, 1975. We still seek your ideas about 
the kind of training you want, so please give 
us a call or write a note soon! 

BEH 
Bureau of Education for the Handicapped 

LANGUAGE IS A MOUTHFUL 

A_\ December 17th and 18th, Dave Garwick and 
_ ~ed Aden of the OCD-BEH staff met with seven 
speech clinicians and one SLBP specialist to 
discuss a philosophy for providing develop­
mental and clinical speech/language services 
to children in Head Start, as well as some 
practical ways of implementing that philosophy. 

All of the people invited have been providing 
services to Head Start children in one way or 
another. Four are actually employed by Head 
Start agencies or work with Head Start full­
time: Sue Dasen, Arrowhead; Jean Martin, 
Arrowhead; Cheryl Strachan, RAP (St. Paul); 
Faye,Zimmerman, West Central~ 

With the input from all of these people, Dave 
and Fred intend to write a handbook which can 
be used by speech cliniciar.s who work with 
preschool children. The handbook will pro­
bably contain sections on a philosophy of ser­
vice, some practical alternative ways of pro­
viding services, some ways of helping with the 
language development of all children in a pre­
school program, and some lists of clinical 
1terials. 

During the past year we have been suggesting 
that there may be some better and more effic­
(continued, next column) 
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(continued from column 1) 
ient ways a speech clinician can operate -­
other than giving one-to-one clinical ser­
vices. We have suggested that the speech 
clinicians could work as a team with tea­
chers for the benefit of all children in 
a classroom as well as the speech/language 
handicapped child. Hopefully the hand­
book will make another dent in the old 
philosophy of one-to-one service given 
outside of the classroom. 

****A WORKSHOP FOR MEDIATOR TEAM MEMBERS**** 

The OCD-BEH staff is looking at a date 
somewhere between the middle and end of 
March, 1975 to hold a state-wide, one-day 
workshop for all Mediator Team members 
or other Head Start agency representa­
tives. Some emphasis will be placed on the 
recruitment of special~needs children into 
your agency's program. The main focus will 
be on the transitioh of special-needs child­
ren from Head Start to their next educa­
tional setting -- most likely the public 
school. 

Written material on "transition" was pur­
posely not included in the original print­
ing of the Mediator's Handbook. The 
"transition" section will be supplied at 
the workshop for insertion into the 
Handbook. We will be informing you of the 
exact date and place very shortly. 

HEALTH 

Head Start is providing for all necessary 
vaccinations and immunizations appropriate 
to the age group it serves. But there are 
several articles being printed in news­
papers and magazines which say that a 
large number of preschool childY.'en are not 
receiving these vaccinations and immuni­
zations. Therefore, the incidence of 
some diseases is again rising. 

This would be a good opportunity for Head 
Start to brag a little -- or reeducate 
the public. 
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NIFTY ARRANGEMENTS 

Increase in Specialist Services 
To Head Start 

Many Mediator Teams are finding new and inno­
va,tive ways of obtaining services from various 
specialists in their local areas. These 
efforts have resulted in more and better servi­
ces to special-needs children and to the 
programs in general. Following are brief 
descriptions of collaborations that some 
Mediator Teams have established with special­
ists. We have included the name and telephone 
number of each team coordinator. You may wish 
to contact these people for more information. 

At Arrowhead, the Mediator Team is comprised 
of several specialists who have been hired 
full-time by the Head Start program itself. 
Speech pathology, SLBP, public health nursing, 
early childhood education and special educa­
tion are the areas of training represented on 
this team. In addition to providing service 
to children, teacher, and parents, these peo­
nle are actively recruiting the services of 

llier specialists from public schools and 
other resource agencies. Mediator Team 
Coordinator -- John Vukelich 218/749-2912. 

At PICA (Minneapolis), the Mediator Team has 
recruited the services of a graduate student 
in school psychology who visits one center 
for one-and-a-half days a week. This person 
works closely with the teachers in planning 
classroom management, designing the use of 
space and equipment in the classroom, devel­
oping curricula, and planning for individual 
children. The Minneapolis Mediator Team has 
also obtained similar types of service for 
other centers by developing collaborations 
with other resource agencies. Mediator Team 
Coordinator -- Betty Farrow 612/377-1493. 

At Duluth, there are several Mediator Teams, 
each of which has specialists from the public 
school serving as members. The Duluth Head 
Start centers are all located in public school 
buildings. At each school there is a team of 
specialists (speech pathologist, social worker, 
nurse, and psychologist), which is expected 

) provide service to Head Start as well as to 
the rest of the school. The teachers from a 
(continued, next column) 
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(continued from column 1) 
Head Start center and the specialists ,~·ho 
provide services to that school make up a 

. Special Service·s Team (SST) . The indi vi d­
ual teams from the centers are coordinated 
by Head Start administrative personnel 
and some other public school personnel. 
Mediator Team Coordinator -- Gene Sauter 
21 s / 7 i7 -8 o o 6 . 

At Anoka, the Team has contracted for 
psychological services from a psychologist 
in private practice. Instead of asking 
this person to do mainly diagnostic test­
ing, they have requested that he visit 
centers to observe children and consult 
with teachers and parents. It is felt 
that this type of service is much more 
helpful and cost-efficient than just diag­
nostic testing. This type of service has 
been obtained at a relatively small cost 
to the program. Terun Coordinator 
Bernice Huston 612/755-5080. 

At Northwest, the Mediator Team is meeting 
bi-weekly with the staff of the special 
education cooperative for that area. 
These meetings are conducted at the office 
of the special education director. The 
purpose of the meetings is to discuss 
special-needs children, make plans for the 
management of these children, determine 
which children may need to be seen by the 
various specialists on the special educa­
tion staff, etc .. In addition to these 
case conference meetings, the special edu­
cation staff also provides screening ser­
vices, some diagnostic testing, and some 
consultation with teachers and parents. 
Mediator Team Coordinator -- Doris Miller 
218/528-3258. 

At Southwestern, the Mediator Team has re­
tained the voluntary services of four ophth­
almologists. These medical eye specialists 
occasionally visit individual classrooms, 
answering teachers' questions about young­
sters with visual problems, providing sug­
gestions to teacher in identification a71d 
classroom activity/management of youngsters 
with visual difficulties. Every two weeks, 
over a cup of coffee, teachers meet with 
a local psychologist to discuss questions 
about indiv±dual youngsters. Mediatcr Team 
Coordinator -- Chuck Anderson 507/376-4195. 
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NIFTY ARRANGEMENTS 
(continued) 

At Western and Southwestern, the services of 
speech pathologists have been purchased from 
the Educational Resource Development Center 
in Pipestone. These clinicians meet directly 
with the Home Start visitors, the Head Start 
teacher, and the parents to discuss the devel­
opment/management of specific youngsters with 
communication disorders. Mediator Team Coord­
inators: Western -- Jackie Lovald 507/532-2504; 
Southwestern -- Chuck Anderson 507/376-4195. 

MR&S has been fortunate in receiving the volun­
tary services of a dental hygienist. She 
visits each classroom, screens each child for 
dental health, and teaches the youngsters 
(through the use of puppets!) how to care for 
their teeth -- as each child provides himself 
with flouride treatment! The dental hygienist 
at the same time talks with each individual par­
ent and teacher as she provides each with spec­
ial training in dental care. Mediator Team 
Coordinator -- Marvin Rothfusz 507/647-2222. 

I 

-~ Ottertail-Wadena, there is developing a 
system similar to Northwest. The Mediator 
Team is establishing a routine policy of hold­
ing Mediator Team meetings with the case man­
agement tea~ of the public school special ed­
ucation cooperative. Mediator Team Coordina­
tor -- Jeanne Tonsfeldt 218/385-2900. 

Goodhue-Rice-Wabasha uses the 204th Medical 
Battalion of the Minnesota National Guard to 
provide each child with medical check-ups and 
immunization (the medical doctors in that 
Battalion come from the Mayo Clinic). Team 
Coordinator -- Barb Mayer 507/732-5249. 

"LET YOUR FINGERS DO THE WALKING" 

... Through the "Green Pages?" Each issue of 
Early Years magazine includes a section called 
the "Green Pages," filled with more than 100 
classroom activity ideas for preschool tea-
~ers (and children). 

Also, there is now a pamphlet which combines 
1,051 of the better ideas which readers have 
used in the past! And, they will ship it to 
(continued, next column) 

December, 1974 

(continued from column 1) 
you on the day they receive your order. 
To order: Pay $3.95 for "Your Green Pages" 
to Early Years, Book Services, Box 1223, 
Darien,, Connecticut 06820. 

This does not imply the Project's 
endorsement or commercial/profit 
advertisement. 

IN THE NEXT ISSUE 

A special article on "body painting" for 
preschoolers!! The fold-out is great!!! 

*** 
The work presented herein was compiled and 
written pursuant to DHEW/OHD/OCD Grant No. 
5118. The material does not necessarily 
reflect OCD position or policy. Official 
OCD endorsement should not be inferred. 

*** 
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*******HELLO AGAIN******* 

As you are probably aware, the past month has 
been the time for the OCD-BEH Project to visit 
each Head Start agency. As of this writing, 
most of the visits have been completed. Need-
1 ess to say, Jon, Dave, Don and Fred ha"1e 
been on-the-move and out of the office. One 
result is that this issue of the Mediator 
Media is a week OT two late. Another result 
is a good feeling by all Project members that 
Minnesota Head Start is operating with its 
head up!!! Some excellent arrangements have 
been made by Head Start agencies to serve the 
needs of individual "specia.1-needs" children. 
· i:l many by-products have come about, such 
__ j1t all the children aTe 1~eaping soine bene-­
fi ts from general arrangements an agency has 
been able to make with local resource spe­
cialists. Therefore, a large portion of this 
issue is devoted to.telling about Mediator 
Team arrangements and accomplishments. Maybe 
you will read about an arrangement you would 
find useful! 

Some people are so nice they wouldn't hurt a 
flea. Other exceptionally nice people wouldn't 
even hang a "No-Pest" strip. 

*CHECKMATE t-, 

The OCD-BEH Project is very pleased with the 
response of teaching ~nd agency personnel to 
our first workshop this year! A primary aim 
of our workshops is to attempt to stimulate 
interest in new ideas and concepts. The use 
f behavior checklists, as described in our 

workshop, has generated a lot of interest! 
Some agenties, such as Indian-CAPs, Minnesota 
Valley, Northwest, Inter-County, and others 

,...,...,r.,.,,-,..,•c •"\I: r'\ I AIH AAFTRO SOUARE BLDG, ST, PAUL Ml~, 55101 

(continued from Column 1) 

are using some type of behavior checklist 
extensively. The chetklists are being used 
to describe a child's current·skill level, to 
help plan a teaching approach, and to describ 
a child's progress at lear~ing new skills. 

By simply describing behavior, the problems 
associated with "labeling" a child and making 
subjective judgements are avoided. This Te­
lates to the new law allowing every parent to 
inspect their child's school records, includ­
ing achievement; intelligence, psychological 
and aptitude test scores, as well as evalua~ 
tions by educational personnel. Mien a perso~ 
becomes 18, she/he also has the same rights t 
inspect. The law also provides a way to 
challenge the records. 

If a behavior checklist system is used, the 
parent is often involved in observing and 
checking. It seems, then, that these types 
of observations could go into a child's indi 
vidual folder without administrative concern 
or pa.rental concern that "damaging" state­
ments a.re being made about a child. 

The law, the Family Educational Rights and 
Privacy Act, went into effect November 19, 
1974. Copies of PL 93-380 can be obtained 
from: Senate Documents Room 

U. S. Capitol 
Washington, D. C. 20510 

BRING AND BRAG 

TEACHERS! COORDINATORS! ALL! Tell it all. 
about the good things you are doing. Send 
your articles to us c/o Sue DeCorsey -- at 
the address below or call her at 612/296-576 

/612 / 296·5740 
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· Tlff TEA~,! SCHE~lE 

is exci Ung to see Mediator Teams opcrat­
~.1g at so many !lead Start agencies throughout 
the state. More than two-thirds of a11 the 
rigcncics in the state have teams which have 
begun to function in ,,.·ays simi 1 ar to those 
outlined in the ~h:-di.1tor's lbndbook. These 
teams meet rcgul3r ly, usually more than once 
a month, to discuss and plan for individual 
special-needs children. These meetings are 
attended by teachers, coordinators (i.e., 
health,. education, parent, social service) 
and, in many instances, specialists from 
within or outside the Head Start program 
(e.g., speech clinicians, special education 
directors, psychologists, nurses, ~ocial 
workers, SLBP specialists, etc~). 

The coordinator level staffs in several agen­
cies are traveling out to centers for meet­
ings held in o~c center one week, another 
center the next week, etc. Sometimes staff 
are visiting more than one center per week 
so that the time lag between meetings is 
minimal. 

her agencies arc asking teachers to come ·to 
the central office for team meetings. Usually 
this is accomplished by asking teachers to come 
at different times during a day. In this way, 
the teacher is away from the children very 
little and the meeting time is devoted to her 
special-needs children only. 

A third approach employed by a few agencies 
is to meet in the office of the special educa­
tion director for the local school district(s). 
This approach insures that other specialists 
are immediately and continuously aware of 
special-needs Head Start children and can con­
tribute to the planning for those children on 
an on-going basis. 

Still ~nothcr approach is being tried in those 
agencies that have centers close together or 
all in one building. The various staff mem­
bers arc in constant contact ,,,•ith one another 
and formal Qcetings arc held infrequently. 
It is important to point out that even in these 
circumstances it is a good idea to occasionally 

1t asjde ,; definite block of tirnc to discuss 
LHC chi ldrcn h'ith no· outsjdc intcn·uptions. 

\...l.~i. ;_ }" J .) 

•-----r--~-------~•• 

(continued f:rom column 1) 
Some examples of agencies using these variou 
arrangements are given below so that yo:,1 c~rn 
contact them for additional information. (Ne 
most of the agencies named are fror:1 the nort 
ern part of the state only becm.:se this 
article was written by Don and Fred.). 

Examples of agencies where coordinatros 
travel out to centers: 

Bi-County 
Ruth Wahnschaffe 
218/751-4632 

ann 
Duluth 
Gene Saute1· 
218/727-8006 

Examples of agencies where teachers 
come to the central office for meetings 

Inter-County 
Kathy Simonson 
218/796-2325 

and 
White E2rth I-CAP 
Blanche Niemj 
218/983-3235 

Examples of agen~ies meet~1g with 
special education personnel regularly. 

Northwest 
Doris Mi Iler 
218/528-3258 

and 
Southwestern 
Chuck Anderson 
507/376-4195 

and 
Ottertail-Wadena 
Jeanne Tonsfeldt 
2l8/385-2900 

Examples of agencies whose centers are 
close or in one building: 

Mille Lacs I-CAP 
Norma Thompson 
612/5.32-3358 
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(continued from page 2) 

Koochfching-Itasca 
Delores Bretti 
218/326-2760 

BLEEP 

No one can be fooled into thinking that one 
kind of Mediator Team arrangement or one kind 
of arrangements with specialists will work 
for every Head Start agency. One reason f'or 
writing this newsletter is to highlight the 
different kinds of arrangements we find across 
the state. If your agency has tried some 
things that have not worked very well, write 
an article for the Mediator Media telling 
about that. We learn from our mistakes and 
we should feel none-the-less successful by 
being willing to share them. 

Who said that true confessions are good for 
the soul?'?? 

FREEBIE 

We have in our hands a thirteen (13) page 
listing of "National Sources of Free or 
Inexpensive Health Education Materials~~ 
Only a few examples of topics are: 

Cooking and diets 
Handicapping conditions 
Urban renewal 
Health conditions 
Safety 
Classroom arrangement 

If you want this listing, send your request 
to Sue DeCorsey (address on bottom of first 
page). 

SPECIAL QUESTIONS - FOR SPECIAL 
NEEDS - FOR SPECIALISTS 

Who spends the most time with a special-needs 
child in an intentional educational setting? 
Answer -- the teacher is probably the person 
· ··o has the most time to influence the devel­
-~~1ent of these children. With this great 
opportunity, are the teachers securing direct 
assistance from cliriical specialists? Does 
the teacher know exactly why a particular 
child is in speech therapy and exactly what is 

Februa1_·y 191.:: 
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(continued from column 1) 
being done in therapy? Has the speech clini­
cian or the psychologist given the teacher 
$pecific things to try in the classroom with thr 
special-needs child (to help "carryover'' new 
speech/language behavior or to change other 
behaviors). Have 'the teacher and the spe­
cialist(s) reviewed the success or failure of 
the suggested ideas? If suggestions have been 
given, have these been recently updated? 

To address these aspects of their programs, 
several Head Start igencies have develo~ed 
new policies and activities. These agencies 
have involved the teachers, themselves, in 
doing the initial developmental screening --­
via the Denver Developmental Screening Test 
or a more expanded behavior checklist system. 
In the past some of these agencies have had 
difficulty getting specialists to visit the 
classroom, home or the teacher. Some of 
the agencies directly involving teachers in 
all parts of developmental screening are: 

West Central 
Chris Spaulding 
612/246-3248 

and 
Tri-Valley 
Mary Riske 
218/281-5832 

and 
Ottertail-Wadena 
Jeanne Tonsfeldt 
218/385-2900 

and 
Northwest 
Doris Miller 
218/528-3258 

and 
Minnesota Valley 
Phil Lederman 
507/387-4135 

and 
Inter-County 

-Kathy Simonson 
218/796-2325 

In these agencies the Mediator Teams a.re main­
taining or plan to maintain frequent_, direct 
contact with the teachers. The team members 
may communicate teacher concerns to a specialis 
convey specialist recommendations to teachers, 
and help the teacher implement suggestions. 

In Meeker-Wright the Health Coordinator and 
Education Coordinator interpret to every teache 
the screening results of every child in her caT 
Classroom implications are also discussed at 
this time. The nomadic Home Start visitors 
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wi 1 1 begin a policy of meeting over a cup of 
c _ee for a half-day each month with a 
school speech clinician and psychologist to 
informally "rap" about individual children. 

Meeker-Wright 
Jackie Marketon 
612/658-4415 

At Western, the home visitors will also try 
the "coffee klatsch" idea once a month with 
two Mental Health Center psychologists. The 
staff already has direct contact with a 
speech clinician. Southwestern has similar 
arrangements. 

Western 
Jackie Lovald 
507/532-2504 

and 
Southwestern 
Chuck Anderson 
507/376-4195 

In Scott-Carver a new policy will be initiated. 
Before the Mediator Team refers a child to a 
specialist, the teacher will write a brief 
1 -~ter of observations and concerns to the 
s.L _.dalist. When the child is seen by the spe­
cialist, an accompanying team member will 
specifically ~~k for classroom suggestions re­
garding this child. In unusual· circumstances 
the Mediator Team will try to facilitate the 
teacher directly accompanying the child to 
the specialist. 

Scott-Carver 
Judy Nustacl 
612/448-2302 

The Mediator Team at Ottertail-Wadena is 
creating an "Educational Advisory BoaTd" of 
educational/ clinical specialists who will meet 
monthly with the Team. They intend to discuss 
individual children and general program manage­
ment. In addition, the Team also meets twice 
each month with each home visitor to discuss 
programming for each child and to: convey the 
recommendations coming from the Educational 
Advisory Board - Mediator Team meetings. 

Ottertail-Wadena 
Jeanne Tonsfeldt 
218/ 385-- 2900 

k~ West Central, Mediator Team meetings include 
a brief up-date of each special-needs child's 
situation. Team members directly visit each 
concerned teacher to observe individual children, 
offer classroom management or parent involvement 
suggestions, and convey Mediator Team/specialist 
recommendations. 

(continued from column 1) 

West Central 
Chris Spaulding 
612/246-3248 

February ]975 
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In Clay-Wilkin one of the Home Start visitor~ 
has two youngsters who also attend special 
education classes part time. This visitor 
plans into her schedule occasional visits to 
the special education class to exchange idea' 
with the teachers. 

Clay-Wilkin 
Dennis Heitkamp 
218/233-7514 

In sununary, there are at least two character­
istics of agencies whose teachers/Teams are 
getting the direct support of specialists: 

1. The agencies and teachers actively 
search for specialist services and 
meet face-to-face with the teachers/ 
Team to provide 11 teacher-pertinent" 
suggestions; 

2. The agencies actively encourage 
teachers to take time to meet wjth 
clinical specialists. 

INTERIOR DESECRATORS 

It seems that the former occupants of some 
CAP offices do not leave the quarters in ver 
good condition. Bi-County CAP in Bemidji 
recently moved into quarters previously occu 
pied by a hotel-rooming house. To solve the 
redecorating problem, each staff person was 
given the opportunity to paint and furnish 
his/her office. The result is fantastic!! 
Take a look at the black-and-white room; the 
bi-centennial room; the fireside room. Cer­
tainly the Bi-County staff has talent beyond 
what is written in job descriptions. 

SCLSCRUMPD I LE I CIOUS 

The OCD-BEH staff is very excited and en­
couraged to find such a positive response tc 
thi:) Mediator Team concept. Based on the re­
ports of many Head Start people, we have tht 
distinct impression that the teams are not 
only helping to provide better services to 
special-needs children and their families bt 
are also helping to enhance communication, 
generally, within agencies. We certainly 
hope that this is the case and we strongly 
commend your efforts! ! . 
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(continued from page 4) 
We do know that there are a couple of agencies 
that have expressed.a definite interest in 
diweloping" a Mediator Tea:iri"b~t have been un-

e to do so for a variety of reasons. These 
same agencies have indicated a desire to ini­
tiate that team concept next year. We are very 
willing to help develop plans with these agen­
cies during the remainder of this program year. 

POTPOURRI 

Agencies are designating different staff per­
sons as coordinators of their Mediator Teams. 
Directors, health coordinators, education 
coordinators, etc., are usually the Team coor­
dinators. However, in Duluth, the Head Teacher 
at each center is the coordinator and in pne 
of the PICA centers a teacher aide is the 
coordinator. 

Duluth 
Gene Sauter 
218/ 72.7-8006 

and 
PICA 
Betty Farrow 
612/377-1493 

Tri-County has a parent from their policy 
council on the Mediator Team. This person voF 
unteered for the Team and was approved by other 
policy council members. The agency feels 
strongly that parent input at team meetings is 
important, and they do not think that the issue 
of confidentiality has to necessarily be a 
problem. 

Tri-County 
Sylvia Ray 
612/632-3617 

At Arrowhead, some staff specialists are plan­
ning to meet with all special education direc­
tors and the Special Education Regional Con­
sultant in their area to present massive screen­
ing results. And they expect to talk about the 
availability of resouTces in schools to meet 
the needs they have uncovered. 

Arrowhead 
John Vukelich 
218/749-2912 

** 
*.,,., 

** 

** 

WISH 

FOR 

SPRING 

** 

** 

** 
*i' 

AS PROMISED 
In the last issue we promised you an articJ 
on "body painting" for prcschooleTs -- and 
fold-out. Unfortunately, the article becar 
smeared and is totally illegible. Freddie 
messed it up! BUT -- turn the page for 
February's fold-out! I!!!!!! 

- - -- - -- -- - - -- - -- -- - - ·- - -
***· 

1be work presented herein was compiled and 
written pursuant to DIIEW/OHD/OCD Grant 1-.;o. 
5118. The material does not necessarily r~ 
fleet OCD position or policy. Official OCI 
endorsement should not be inferred. 

*** 
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SQUEALS AND SQUAWKS 

By the time you receive this newsletter we 
hope your ears have recovered from the sque­
als and squawks of the hearing aids Dave and 
Fred used for demonstration during the recent 
workshop. And Don and Jon hope you haven't 
run out of niedication for your "hyperactivity" 
(ha, ha). Rest assured that time will take 
care of that ringing in your ears --- and 
that we are confident in your ability to man­
age behavior "cold turkey 11

• 

Seriously, we have really enjoyed being with 
you on another round of workshops throughout 
Minnesota. You might be interested to know 

hat this workshop was presented at: 
St. Cloud 
Duluth 
Bald Eagle (near Cass Lk. and Bemidji) 
Fergus Falls 
Owatonna 
Mankato 
Thief River Falls 
Twin Citles 
Marshall 

Of course, we appreciate your positive re­
sponses, of which there were many. One re­
gret we have is that we usually have to work 
with fairly large groups and the time factor 
is also somewhat limiting. If groups were 
smaller and time longer, we could get to know 
each of you better. Nevertheless, w~ hope 
you enjoyed being with us as much as we are 
enjoying being with you!:,! ! 

- - - - - - - - - ~ - - - - - - -· - - - - - -

GOVERNOR'S OE O I 40.t METRO SQUARE BLDG, ST, PAUL MN, 5:5101 

PARENT EDUCATION GROUPS 

With the near dompletion of the OCD-BEH Pro­
ject 7 s second (and last) teacher-parent ad.er; 
ted workshops for this year j a fe·w comme.nts 
can be made about parent involvement. First, 
the number and percentage of parents attend­
ing has increased greatly over last year. 
We are very pleased that Head Start/Home 
Start programs have invited so many parents, 
helped them to arrange babysitting, provide 
transportation, etc. 

Second, whether because of increased numbers 
or other fact.ors, active parent participatior 
in the small group discussion sections of th( 
workshops has been very valuable and enlight­
ening. Something special seems to happen 
when a parent reinforces a teacher and/or 
another parent. 

Finally, based on these results) the OCD-·BEH 
Project would like to suggest that Head Stari 
Home Start programs consider organizing on­
going parent education groups. The regular 
meetings of such groups should deal with spe­
cific child centered concerns -- _!10~- prograrn 
operation concerns. There already exist par· 
ent groups to deal with those concerns. 
Parent education groups could be facilitated 
by Head Start/Home Start staff, could be con· 
trolled by parents and could be supervised a 
appr~priate times by a psychologist. Of 
course, other resource people, from within 
or outside of the agency, could be partici­
pants. THINK ABOUT IT. 

/611 / 296-5740 

- - - - - - - - - - , 

WELCOME TO SPRING 

Spring has sprung, 
The grass is riz. 
I wonder where 
The flowers is? 
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THE COUNCIL FOR EXCEPTIONAL CHILDREN REPORTS 

"narents suspecting their child may suffer from 
arning disabilities are able to receive im­

mediate assistance from the American Foundation 
on Learning Disabilities. In less than an hour 
information will be gathered by a computer-based 
re.trievitl system developed at the Massachusetts 
Institute of Technology. Information will in­
clude where to locate evaluation centers, pro­
fessionals specializing in the treatment of the 
handicap, and so on. The retrieval system is 
currently in operation for New York, New Jersey, 
Connecticut, and Pennsylvania. Does it sound 
like a good idea for your state? Write to the 
American Foundation on Learning Disabilities, 
Box 249, Convent Station, New .Jersey 07961." 

(From Teaching Except:i.onal Children, 
Fall, 1974.) 

DID YOU KNOW 

The Minnesota Commission for the Handicapped is 
collaborating with other state agencies and 
officials to develop a state-wide information 
and referral system. It is anticipated that 

·pnesota' s system will yie.ld infonnation on all 
... /pes of handicapping conditions. Address any 
questions or conunents to: 

Minnesota Commission for the Handicapped 
492 Metro Square Building 
St. Paul, Minnesota 55101 

Even when the time comes that this system is in 
full operation, the individual, personal touch 
will probably be needed to design a cmr.plete re­
ferral program for a special-needs child. This 
is where the Head Start/Home Start agency's med­
iator team comes in. The OCD-BEH Project is 
pleased that so many agencies are already "ahead 
of the game". Use your mediator team effectively! 

HEAD START LEADS 

On October 21, 1974, the Scott-Carver Head Start 
Program sponsored a workshop on the social, medi­
cal, and legal aspects of child abuse and neglect. 
In attendance were representatives of all child 
care components i.n Scott and Carver Counties, in­
cluding group and family day care personnel. 

011.irley Pierce, Coordinator, Ramsey County 
Child Abuse Team, gave a comprehensive presen­
tation on recognizing and identifying the abus­
ed child. She also provided basic information 

(continued from colu_rnn 1) 
regarding the legal aspects of child abuse, 

Personnel from Scott and Carver countys' 
Family Services agencies gave presenta-­
tions on the case management processes used 
to provide protection services in each of 
the counties. A guide for determining 
possible abuse or neglect was also distri­
buted 

Carver and Scott countys' Public Health 
Nursing Service representatives explained 
their role and how they contribute best to 
the protection of children. 

It was stressed that it is not enough to 
discover an abused or neglected child. Par­
ents who attack their children may have 
poor concepts of themselves as persons and 
parents. They need understanding and gui-· 
dance. Their children need them, as every 
child needs an identification with family. 
A parent substitute for an abused child is 
demanded only when all efforts fail to cor­
rect the problems that cause a mother or 
father to assault a child. 

YOUR SCHOOL DISTRICT HELPS 

Throughout the state of Minnesota, public 
school systems have -- as a rule -- been 
treme.ndously supportive to Head Start in 
serving speciaJ.-,,needs youngsters!! In fact, 
the OCD-BEH Project has written to all 
special education directors in Minnesota 
thanking them for their part in supplying 
special services. All this, in addition to 
the fact that some school districts have 
supplied classroom space for Head Start. 
Head Start Directors, Mediator Team Hembers: 
In addition to thanking special education 
directors and the specialists face-to-face, 
you should write formal letters of "thank 
you". And it certainly would not be out of 
place for parents whose children ha1re rec­
eived special services to do the same. If 
it were not for public school special re­
sources, we would be left out in the wilder­
ness! 
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THINK TWICE -- THINK THRICE 

Ts your Head Start/Home Start program really· 
best placement for a special-needs child 

referred to you? In most cases the answer 
is 11YES" -- you have proven it time and 
time again this year and in the past! But, 
there have been some isolated cases where 
placement in another early education 
program has seemed to be a better approach. 
An example is the placement of a child in a 
Day Activity Center after his/her parents 
first applied to Head Start. Decisions like 
this are not easy to make. And they should 
be decisions made jointly by the child's 
parents, Head Start, local school district, 
and appropriate professionals who have seen 
the child. 

In Minnesota there are instances just like 
this example. But there is an additional 
component for several of these children. It 
has been determined that they are ready for 
part-time integration into Head Start. Some 
attend Head Start for only a few hours a week. 
Others may spend a half day in a Day Activity 
Center program and the other half-·day in Head 
--,tart. The possible time combinations are 
..;ndless. 

-/~ 

Thanks in part to some special grants, some 
Head Start programs are hiring their ovn1 
clinical. specialists -- like speech clinic­
ians, special education teachers, SLBP 
specialists, etc. It wo~ld be nice to think 
of these special positions as on-going slots 
for a staff. However, year-to-year 
financing may make it uncertain that these 
specialists can be with your program forever. 
The OCD-BEH Project staff has suggested to 
some programs that they approach their local 
school districts about the possibilities of 
total or partial fiuancial collaboration. A 
school district may be willing to hire your 
specialist but allow the specialist to 
continue spending all or most of his/her 
time with Head Start. In this way the school 
district could meet at least part of its . 
mandated obligation to serve pre-kindergarten 
children. 

(continued, next column) 
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(continued from column 1) 
In another light, it could be easy for a 
Head Start program to become too dependent 
on the services of its own special clinician 
or teacher. Even if Head Start has its uwn 
specialist, are the local school districts 
aware of the special services needed by 
some Head Start children? If, for some 
reason, the specialist has to leave Head 
Start, will the public schools be geared-up 
to provide the same amount of service? 
With these questions in mind, the OCD-BEH 
Project has suggested that specialists in 
Head Start have as one of their primary 
obj e.ctives the identification and development 
of services from comm.unity resources which 
are possibly more permanent -- like 
services from public schools, mental health 
centers, child development centers, etc. 

* 

The OCD-BEH staff has been strongly 
recommending that Head Start programs 
contact special education personnel :Ln 
those publtc school systems where special­
needs Head Start children will enroll next 
year. It is crucial that these people, 
along with sprincipals and kindergarten 
teachers, be made aware of special-needs 
children who will be attending their schools 
The Head Start staffs will have had an 
entire year of experience learning about 
these children. The knowledge and insight 
gained over a year's time definitely 
should be shared with the public school 
people in order that they might beg:i.n ~c--iw_ 

to develop plans for good programming during 
the school year. Of course, parental 
permission must be obtained for this 
transfer of information (whether written or 
oral). If most cases, parents should be 
involved in the actual discussion about 
their children and the plans that are 
considered. 

It is schedule time!!! Public school 
specialists will soon be devising tentative 
work schedules for next year. Begin !hi~ 
month to ask school speech clinicians, 
psychologists, and other specialists to 
comrni t a regular amount of time in next 
year's schedule for your Head Start program, 
Several clinicians in dtfferent areas of the=: 
state told us that they will reserve a placf 
for Head Start on next year's schedule if 
you contact them NO~! 
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SOLICITED 

--..~ asked some people who are using the 
__ .1diator team approach -- and like it very 
much -- to write an article for the Mediator 
Media. Here are two of these articles. ---

* 

THE SLEEPING BEAUTY WHO WOKE UP 
Contributed By 

Beverly Schmunk, R.N. 
Health Coordinator 

Bi-County Head Start 

She's a healthy, active, normal four year old 
at first glance. If you know where to look 
though, there are the healed-over scars and 
strange lumps from the accident and surgery. 

Her entry into the program coincided with the 
regularly scheduled mediator team meeting. 
Our mediator team consists basically of three 
people: the center supervisor, family 
coordinator, and the health coordinator. 
Because we have several centers in different 
areas and because the immunizations schedule 

on a four week basis, I, the nurse, lead 
uiost of the team discussions. I am the most 
comfortable with a Kardex File System, so we 
have a Kardex card made up for each child 
with color coding for special-needs children 
and a separate Kardex for each center. 

The meetings tend to resemble hospital shift 
reports -·- £lipping through the Kardex with 
each component contributiag anything of 
special interest on each child with special 
attention to the color coded special-needs 
cards. 

For Sleeping Beauty, the team was worked out 
with the program director and all the 
classroom staff who would work with her. She 
sees a specialist from another town so an in­
person meeting with the staff was impossible 
for him. Instead, we sorted out our questions 
about her limitations and how we could help 
her. We wrote to the specialist and have 
included his recommendations in the plan for 
her care. 

(continued, next column) 
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(continued from column 1) 
In addition, a mediator team 1110:::e ting with 
the speech clinician helped toward a 
smoother coordination with the classroom 
and special help. Our team is still plann:1-ng 
on calling for help from more specialists 
for special help for a special little girl. 

* 

TESTIMONIAL 
Contributed By 
Phyllis Bohaty 

Health Seivices Director 
Lakes and Pines Head Start 

We have been uti.lizing the team approach for 
several months, and, though we were slow in 
getting started, now that it has been 
implemented, we find it most beneficial. 
The sharing of ideas and suggestions for 
working with different families has been 
extremely helpful for individual staff 
people, as well as the families involved. 
We are learning a great deal from each other 
and about each other during our team 
conferences. 

DID YOU KNOW? 

In the United States, "More than 10 million 
children are now living with only one 
parent, and 2 out of 3 of these are the 
produet of divorce or separation." 

(From Q_. S_.__ News and World Report, 
January 13, 1975) 

Certainly parent involvement in Head Start 
should address this issue by giving support 
to single parents. 

ANOTHER TWIST ON THE 
SELF-FULFILLING PROPHECY 

So, 2 child has a handicap. But is the 
youngster a boy or a girl? What does that 
matter? 

(continued, page 5) 
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(continued from page 4) 
Well, most people ,-:ould agree that how we 
treat any child depends on how we vie1,1 that 

iu.n3ster. It may be that what we see in a 
c1tild largely depends on whether that child 
is a boy or a girl. 

The January, 197 5 issue of Psvc!1:9logy Today 
reported some research done by three 
psychologists at Tufts University. A number 
of babies were chosen so that the group of 15 
boys was similar to a group of 15 girls in 
terms of height, \,reight, skin color, muscle 
hardness, nerve irritability, heart beat rates, 
and breathing rates. So, actually there was 
no real physical difference that was obvious 
between the groups -- except for their sex. 

But, "Parents of daughters thought their 
babies were significantly softer, finer 
featured, litt]er, and more inattentive than 
did parents of boys," even though there were 
no obvious physical differences. 

It may also be that some of the ways we 
treat a child depend largely on the child's 
sex, often regardless of other things that 
might be important about the child. The 

lvcJw1 ogy Today article reported on other 
research at West Virginia Un~versity. Eleven 
different mothers got a chance to play with 
the same six month old boy. But, six of the 
mothers were led to believe that this baby 
was a girl because it was clothed in a pink 
dress and named "Beth." The. other five 
mothers met 11Adam" who was clothed i.n"blue 
pants. 

"Three toys -- a fish, a doll, and a 
train, were available in the nursery. 
The women who thought the baby was a 
girl handed him the doll more 

· frequently; those who thought he was a 
boy gave him the train more often. 
They did not differ in handing out the 
fish, a sex-neutral toy. 

Mothers also smiled more at 'Beth' than 
at 'Adam,' although there were no 
significant differences in talking to 
the baby, touching or handling. Tvw 
mothers said they could tell 'Beth' 
was a girl because he was sweeter and 
cried more softly; one said she could 
tell he was a boy because he had a 
little boy's face. The others later 
admitted they wouldn't have known, 
except for the name and the outfit.u 

(continued, next column) 

(continued from column 1) 
So, are ,,re observing a child I s special 
needs that are really present or are we 
seeing what we expect of a child? ls the 
fact that the child is a boy or a girl 
affecting what we se.e'? Do we treat .s child 
in certain ways because of that cldld 's 
special needs or is our treatment confused 
because of the child's sex? SOME FOOD FOR 
THOUGHT! 

GOING UP! 

In the last year: 
Listening training equipment and 
hearing aids have increased in cost 
20-30 percent; 

Children's wheel chairs have increased 
from $130 to $160; 

Canes from $2.75 to $4.25; 

Costs of educational personnel have 
increased by 5%. 

(From a letter by Raphael Semches, 
President of the Council for Exc.eptio:; 
Children, to President Ford) (Princed 
in EY:_cep t ion al Children-' January, 19 5: 

BEWARE 

If the same medicine is made by two diffe.1:e.n:: 
companies, why not buy the cheapest brand 
since both pro due ts are the same? Right'? 

WRONG! 
"The _,same' medicines made. by different 
companies aren't always comparable," 
according to the Phannaceutical 
Manufacturers Association. Their statement 
is based on a report by the U.S. Congress 
Office of Technology Assessment. If you 
want to know more~ write for~ 

The OTA Report Summary 
Pharmaceutical Manufacturers Assoc. 
De.pt. PT-!+11 
1155 Fifteenth Street N.W. 
Washington, D.C. 20005 

(Reported in Psychology Today, 
November, 1974) 
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IT'S THE PARENTS 

la child's life his/her parents -are usually 
his/her strbngest advocate! This seems to be 
especially true for childr~n who have 
special needs!~ Fortunately, special 
education services are graciously given by 
school specialists and others. Under these 
circumstances it is usual to find the parent 
also becoming a strong advocate for the 
specialists providing those services and for 
the schools from which they come. 

However, in some circumstances it has been 
necessary for Head Start and parents to 
reacquaint some school personnel with their 
responsibility to serve young special-needs 
children. One such example occured at West 
Central. When a multiply disabled school­
age child did not receive special education 
service by the public school, all of the 
parents within the particular Head Start 
center organized to challenge this lack of 
service. Using the Mediator 1 s Handbook as a 
guide, this group followed the 11parent appeal 
proct?.ss" all the way up to the Special 
r,~1\ucation Regional. Consultant (SERC). To 

Jke a long story short, the child is now 
receiving attention from the public school. 

West Central 
Chris Spaulding 
612 / 24 6-32/i-8 

The Goodhue-Rice-Wabasha Health Coordinator 
teamed up with a school speech clinician to 
petition the school system to provide speech 
therapy to several Read Start youngsters. 

Goodhue-Rice-Wabasha 
, Barb Mayer 

507/732-5249 

Again, the moral of the story is that, 
when the whole system works as it should, the 
parents will be a strong advocate for their 
child, for Head Start, and for the school 
district and its specialists. 

March, 1975 

CHEAP 

That is not us! We charge for our services! 
But there is another publication similar to 
the one listed in the last Mediator Media, 
which lists free and inexpensive materials. 
It is: 

"Free and Inexpensive Learning 
Materials" -·- 17th Edition 

There are 224 pages of listings 
all that can be yours for $3.50. 
This is an offer you can't r~fuse! 

Write for it at: 
Division of Surveys and Field Services 
George Peabody College for Teachers 
Nashville, Tennessee 37203 

FOOD FOR THOUGHT 

The social service workers at Inter-County 
Corm:nunity Council, headquartered in Oklee, 
wanted to provide information re. nutritior:. 
to people in their 3 and 1/2 county area. 
We all know how nutrition effects our 
general health and even the readiness of 
young children to learn. 

So, the social service workers collaborated 
with four nutritionists in their area to 
devise a questionaire. The questionaire ~as 
sent to all lm;r-inc.ome families in the a rec:; 
because the purchasing and preparing of lc~­
cor:;t, nu.t.ritious meals can be a real trick 
when one is living on a limited income. So 
many people responded that ten training 
sessions were given on low-cost meals and 
menues. Follow-up is planned for this 
summer when additional training sessions ,.-Til 
focus on the canning and freezing of fresh 
and bome-,gro\-m produce. 

Inter-County 
Lowell Enerson 
218/796-2325 
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DID YOU KNOW? 

Minnesota approximately 390,000 children 
are under the age of 6. 

In Minnesota perhaps as many as 40,000 
children under the age of 6 have significant 
handicaps, but only 2,500 are receiving 
special services. 

(From the Minnesota Child 
Development Planning Project, 
197!+) 

POTPOURRI 

In addition to a new, large mobile home for 
the Head Start center, Grand Portage is 
getting some ne·w services from a speech 
clinician. Nancy Deans has not been able to 
visit the Head Start center as regularly or 
as often as she would like to. But when 
there she has observed, 11 

••• beautiful 
interactions between the teachers and the 
;ildren." In addition to what Nancy thinks 
~~ an already good language development 
program, she has demonstrated language 
stinwlation and development techniques. We 
are flattered that she used a focus and some 
material suggested by our Project! 

Grand Portage 
Mary Deschampe 
218/ L~ 7 5-2234 

Speech Pathologist 
Nancy Deans 
218/387-2273 

* 
Anoka has some new people on board to whom we 
extend a warm welcome! ~ Mr. Terry Kreegin 
has been appointed CAP Director. And Margaret 
Douglas has been appointed Head Start Director. 

Anoka CAP 
Terry Kreegin 
612/Lr21-4760 

Anoka Head Start 
Margaret Douglas 
612/755-5080 

* 

March, 197:i 

The Northwest Regional Interdistrict 
Cooperative (special education), wh.i c.h mee.t.s 
regularly with the Northwest Home Start 
mediator team, is already trying to arrange 
for programs within public. schools to 
accornodat:e Home Start special-needs chil<lTen 
when they start classes in the fall, 1975. 

Northwest 
Doris Miller 
218/528-3258 

* 

One inembeT of the Koochiching-Itasca mediate.~ 
team is also a member of a regional child 
abuse committee. The whole issue of child 
abuse and neglect is receiving a lot of 
attention in that part of the state. 

Koochic.hing-Itasca 
Delores Bretti 
218/326-2760 

'I~ 

The Red Lake Head Start program is having 
"Open House" and a kindergarten teacher 
from the public school has asked .to attend 
so she can also meet some parents. Head 
Start intends to :invite this kindergarten 
teacher to a meeting they will have with the 
Bemidji Regional Interdistric:t Cooperative 
(special education) to discuss special-needs 
children. 

And Red Lake has been able to offer a part-­
time job to a speech clinician who recently 
completed a student-teac.hing assignment at 
the reservation school. 

Red Lake 
Judy Roy 
George Jurgenson 
218/679-3396 

·i~ 

At PICA (Minneapolis) some students in 
school psychology from the University of 
Minnesota will be doing individual 
assessments (not I.Q.) on many children. 

PICA 
Gary Off enberg 
612/ 377-1Li93 
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POTPOURRI 
(continued) 

Tri-County has a new mediator team member and 
staff person. She is Karen Muehlhausen -- the 
social service and career development 
coordinator. As is this editor, Karen is a 
Nebraska transplant. 

Tri-County 
Karen Muehlhausen 
612/632-3617 

WE NEED YOU 

There has been some response to our request 
for articles for the Mediator Media. Articles 
can come from anyone -- parents, administra­
tors, specialists, aides, parent groups, 
teachers, etc. 

WE NEED MORE! !' ! 

COPY - COPY - COPY 

PLEASE FEEL FREE TO COPY THE MEDIATOR MEDIA 
TO DISTRIBUTE THROUGHOUT YOUR HEAD START/ 
HOME START AGENCY. THE NEWS IS FOR ALL! ! 

March, 1975 
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IT HAS BEEN 

YES! It has been a fun and rewarding 
year for the OC12-BEH Project. And we 
hope it has been equally fun and rewarding 
for all Head Start/Home Start aides, 
teachers, parents, coordinators, direc­
tors, advisory counctl members, etc. 
There are usually trials and tribulations 
to organizing any event or completing any 
objective. That is just part of living 
and accomplishing something. Of primary 
importance is the eventual outcome --- and 
the OCD-BEH Project has seen many excit­
ing changes and new efforts take place in 
li.nnesota Hea.d Start/Home Start. proerams 

<luring the year. Of course, progress an<l 
innovations are the efforts of 
individual agency programs 5 so 
CONGRATULATIONS TO YOU ALL!!! 

The Project members have just returned 
to the office after several weeks on. the 
road. During this time we have nearly 
completed our third round of one-day 
visits to each Head Start/Home Start 
agency. And 'We have at tended other even ts 
such as a regional meeting of the 
Alexander Graham Bell Assod.ation for the 
Deaf and a regional meeting of the 
American Speech and Hearing Association. 

Project members also attended a conference 
which included representatives of the 
other twelve Head Start demonstration 
projects for special-needs children. We 
learned that our activities will have to 
be a bit different during the co~ing year. 
Of course we will keep you :.i.nformed of the 
spec:f.fics as we formulate our plan of 
w.tion. And we will continue to work for 
the establishment of Mediator Teams (case 
management teams). Because of all these 

(conti.nued, next column) 
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(continued from column one) 
different activities, this issue of the 
Mediator Media covers the months of April ~12c1 
May (even a bit of June). We hope you enjoy 
this issue. 

A SPECIAL NOTE 

"During the years 1971~ 1972, and 1973, 
Crippled Children Services provided spee~h, 

services to 2& separate Head Start 
centers. The oervices consisted of screenin 1 

cUagnos::Ls, limited follow;-up, and staff ir.1,,., 
service education. We me:~t with limited 
success to transfer these tasks to the loca 
school systems. At the present time, as well 
as I can dcterm:i.nc, all these programs are 
now receiving local 11specch 11 services, and 
from the ne.ws items in the "Hediato:r Hedi a, it 
it appears thia ls a state-wide trend. The 
switch to local service is a result of the 
efforts of the OCD-REH staff and agency 
mediator teamsy As a result, I'm sure Head 
Start children in Minnesota are now 
speech and language services as never before, 
both in terms of quantity of children served) 
and the speech pathologist's contact with the 
children's parents and Head Start personnel.n 

Tom Sweet 
Speech Consultant 
Crippled Children Services 
Minnesota Department of Health 

--NOTE--

year Minnesota Head Start/Home 
tart agencies have recruited sixty- 1 

(67) new speech clinicians to 
meet the needs of speech/ 

handicapped children. This 

is nearly a 200% increase. 

/612/ 296·5740 
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Down in the bottom 
~fan itty, bitty pool 
;warn three little fishies, 
Until they got caught 
In the smelt nm. 

- - - - - - - - - - - - - - - - - - -
--TRANS I TION-~-TRANS ITION-.. -

During the OCD-BEH Project's third round 
of visits to each Head Start/Home Start 
agency in Minnesota, one of the primary 
functions has been to determine what 
agencies are actually doing to provide f~r 
transition of their children to public 
school. Of course, by the nature of our 
Project, we have looked primarily at the 
transition efforts being made for special­
needs children. 

The Project did some brain-storming prior 
to beginning the visits and therefore we 
were able to offer a few ideas to some 
agencies re. some transit:1.on act:Lvities 
they might want to try. As is usually 
the case, we learned a.lot just by listen­
ing to the things agencies already had in 
nlace -- or were already considering 
doing. We would like to share some of 
those things with you .. 

When we visited agencies, ·we asked to see 
some folders containing the records of 
some special-needs children. We did not 
wish to take any informat:ton from folders 
---that would be a breech of confiden­
tiality. We did want to get some idea of 
the overall case-management provided 
these children throughout the year, and 
some of idea of what arrangements were 
in-place for transition of the children 
to publ:i.c school. Thls process seemed to 
be easier for us when there was some 
overall descriptive synopsis of the 
child's skill development included in the 
folder. Nett Lake was one good example 
of this. One staff person is responsible 
for writing these descriptive statements 
and for up-dating them periodically. 

Nett Lake 
Judy Kampa 
218/757-3179 

Similar synopses ·were written for some 
children at Inter-County$ 

Inter-County 
Kathy Simonson 
218/796-232.5 

(continued, next column) 
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(continued from column one) 
An example of trantdtion efforts comes from 
the Lakes and Pines agency. After a year of 
contact with a severely handicapped child 
and his family and after several mediator 
team meetings, one team member arranged a 
conference to deal with the transition of 
the child to public school. The list of 
people involved is qu:Lte impressive: Head 
Start teacher; Head Start social service 
worker; kindergarten teacher; director of the 
special education cooperative; school 
psychologist; both parents; Indian 
communlty coordinator; county social service 
personnel; and the elementary principal of 
the school the child would attend. Even 
then, this t,rri ter may have made the mistake 
of leaving someone out. In total, everyone 
seems to be pulling for this child. 

Lakes and Pines 
Rpgex· Corbin 
612/679-1800 

-k'k'I-: 

Several Head S tart/Hmne Start ag{-:.ncies are 
finding it possible to actually visit with 
kindergarten teachers -- about all children. 
Somet~nes this occurs because Head 
Start center is located in the school where 
the children will go for kindergarten. It 
may not be a poHcy of a Head Start/Home 
Start agency to require that all teachers 
talk with all kindergarten teachersabout all 
the children. But this kind of contact does 
occur often enough to be a significant step 
in arranging for successful trru1sition. 
Several Head Start/Home Start programs are. 
locati~d in small communities ·where Head 
Start and kindergarten or first grade teachers 
have frequent contact with each other 
throughout the year. This facilitates the 
helpful exchange of teaching information. 

At Grand Portage all children remnin in the 
Head Start program through the 11 kindergarten 11 

year. All children are discussed with the 
first grade teacher at Grand Portage prior 
to a oneFday visit of the first grade class 
by all children who will be entering the 
class. Any cM.ldren going to Grand Marais 
for first grade are followed by the Grand 
Marais elementary principa1c In addition, 
the Grand Portage first grade teacher will 
attend a Head Start 110pen House" for all 
parents. 

(continued, next page) 
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(continued from page 2) 
Grand Portage 
Mary Deschampe 
218/475-2238 

At Red Lake there is a good d6al of 
contact between two kindergarten teachers 
and Head Start teacherse The kindergarten 
teacher at Ponemah works with the Head 
Start teachers throughout the year to 
develop curricula that will be 
complementary. The kindergarten teacher 
at Red Lake has attended a Head Start 
nopen House 11 for parents and has visited 
classrooms at other times. 

Red Lake 
Judy Roy 
George Jurgenson 
218/679-3396 

* k* 

In some places "•'e saw mediator teanJS 
meeting more often than they usually did 
during their mid-year schedule., The 
successful transition of special=m~eds 
children to public school has been the 

t factor in increasing meeting 
requency. 

*'fd't 

At Mille Lacs the pub lie heal th nurse. 
working with the Head Start program has a 
chance to follow-up on a child's medical 
needs when the child enters school.· This 
is accomplished primarily through regular 
meetings during the school year between 
the Head Start nurse and the public school 
nursee 

Mille Lacs 
Kay Mickus 

. 612 /532-3358 

At Northwest, Doris HHler and Colleen 
Lo1~enson have revised the "Progress Report 11 

suggested by the Portage Project to better 
serve their mm (Northwest's) needs. The 
"Progress Report" is a summary of each 
child's developmental skill accomplishments 
(cognitive, motor, language, socialization, 
self-help). It is intended as· :1escriptiv_~ 
information to be passed on to a child 1 s 
text educational setting, providing 
parental approval is given. You might 
want to take a look at Northwest's 
version. 

Northwest 
Doris Miller 
Colleen Lorenson 
218/528-3258 

APRIL-NAY, 1975 

THE CONGRESSIONAL MANDATE 

When Congress mandated in 1972 that Head 
Start make available at lea::~t ten percent 
(10%) of its enrollment slots to handicapped 
children, the interpretation was that each 
Office of Child Development region had to 
meet that figure. During the 1974-75 year 
the interpretatton was changed to read th,),t 
each state had to meet the figure. For 
1975-76 the~ i.nterpretation ts thctt eac·h 
Head Start/Home Start agency must me~t the 
ten .E.~~S: J i g u re • 

Certainly this will be an on-going 
for each agency. Your agency's current 
recruitment processes may be adequate to 
meet the requirement. Never the less, your 
Policy Council should be made aware of this 
interpretation change. 

FROM ANOTHER PROJECT 

You can obtatn th:ts publi.catlon: "To Give an 
Edge; A Guide for New Parents of Downs 
Syndrome (Mongoloid) Children. 11 

We are not sure of the cost -- but rr1ake 
inquiry to: 

Mr~ Roger Ikgeman 
Research, Development and 

Demonstration Center in 
Education of Handicapped 
Children 

Pattee Hall 
University of Minnesota 
Minneapolis, Minnesota 55455 

---NOTE---
Have you written, or has someone 
in your agency written, to all 
the spec.ialists who have worked 
with your program and/or teachers 
t:hts year? GOOD WORK DESERVES 
·niCOGNITION ! ! 
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"HEALTH CONTESTtt 

can a Health Coordinator encourage 
parents to get their youngsters in for 
medical and dental check-ups? Jackie 
Lovald, Western Home Start Health 
Coordinator uses a "Health Contest" to 
boost parent cooperation. On a wall chart 
each home visitor's group is represented 
by a tall tree. As a visitor has more 
families complete check·-ups, that vJsi tor 1 s 
tree grows taller. S these 
"trees" compete in growth. The children 
and parents of each visitor are told that 
all the children in that group will 
receive a prize if their tree is the first 
to reach the top. 

Results? The percentage of completed 
check-ups quickly accelerated in the first 
month. Both parents and children con­
stantly "bugged" the staff to flnd out how 
their tree was coming along. Some parents 
even became concerned that their doctors 
had not mailed in the completed fonns soon 
enough. 

Western Home Start Health Coordinator 
Jackie Lovald, R.N. 
P.O. Box 246 
Marshall, Minnesota 56258 
507 /532~250L;, 

EPSDT 

Early and Periodic Screenin~, Diagnosis 
a-nd Treatment (EPSDT)' a joint effort··---
bet~,;;·en the departments of Welfare and 
Health, iH supposed to be available free 
to any child ln Minnesota whose family 
qualifies for medical assistance. 
Arrangements to establish screening clinics 
are in various stages of development 
throughout the statee One place where 
there has been a.lot of movement is at 
Red Lake. About twenty-six (26) children 
who will be in Head Start next year have 
already been screened!! 

Red Lake 
Judy Roy 
218/679-3396 

____________ A_1PRIL--MA.Y L l ?Z7 ~ -----~ 

SOON 

Head Start/Home Start will be, for most 
agencies, over for the year. 

AND 
School will be out. 
DRIVE CAREFULLY!!! 

THE BEU IN OUR NAME 

Some of you know that the full name of our 
Project is the OCD-HEH CoUabora.t1ve Project. 
OCD ~ the Office of Child Development.· BEH = 
the Bureau of Education for the Han.di.capped. 
So, how is our Project 11Collaborat:Lve 11 

between OCI! and BEH? It goes like this •. 

OCD has graciously supplied the funds for the 
Project itself. From these funds come 
salaries for the five of us,· our travel 
expenses when we conduct or visit 
Head Start/Horne Start agencies, books, films, 
equipment, printing costs, etc. 

BEH has funded another project in Minnesota 
for several years now. This is the UNISTAPS 
Project. Part of that prpject is a 
laboratory school (within the Minneapolis 
Public Schools) for low-·incidence handicapped 
children ages 0-6, primarily hearing aired, 
visually impaired, and severely language 
impaired. Another part of the UNISTAPS 
Project concerns the statE:-wlde systems of 
service to young handi.capped children. This 
is headed by Dr. Winifred Northcott. State 
Consultant, Early Childhood Education for the 
Handicapped. Dr. Northcott is also the 
UNISTAPS Project director. 

Now -- the COLLABORATION! Dr. Northcott 
participates on the OCD-BEH Project Advisory 
Council. .And one OCD-BEH Project person 
attends the UNISTAPS Advisory Council meetings. 
Information is exchanged about state service 
systems. One collaborative effort is in the 
form of money given to the OCD-BEH Project 
(by the UNISTAPS Project) to pay for some 
se.rvlces to hearing impaired~ visually 
impaired, and low-incidence handicapped Head 
Start/Home Start children. Some children the 
OCD-BEH Project has identified during visits 
to agencies wHl travel to the UNISTAPS 
laboratory program for a day. A child's 
parents and teacher may go along. 1:"'or some 

(continued, next page) 
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(continued from page 4) 
other chtl<lren 1- c.onsultc:-tnts are betng 
~entified to see the children and consult 

with parents and teachers on-site (Head 
Start classroom; home). 

The state level mnsTAPS has 
another person on-board ---Kathleen 
McNellis. Her title is Coordinator/Liaison, 
Major Provider/Consumer Agencies. Kathleen 
has been meeting and exchanging information 
wtth the OCD-BEH Project: members She 
has a rich background: Education Director 
for the Ramsey Action (RAP Head 
Start, St. Paul) and more recently the 
Career Development Office at the Univer­
sity of Minnesota Family Day Care Training 
Program. Ultimately it is hoped that she 
can develop an infornration-exchange system 
relating to screening, detection, referral, 
and community resources out of the major 
state departments, and consumer agencies. 

The UNISTAPS Project has also engaged i.n 
other efforts which haVE!, or will have, 
direct relevance for Head Start/Home Start 
urograms throughout Minnesota. UNIST,APS 

provided som.e funding to Mankato State 
College and the Universi of Minnesota 
~1ich they are to use for pre­
school educators, including Head Start/ 
Home Start personnel. A recent extensive 
workshop co-sponsored and co-conducted by 
Mankato State College and 1Urmesota Valley 
Head Start is one of the activities which 
was made possible by these funds. The 
Minnesota Round Table in Early Childhood 
Education III, which takes place June 6th 
and 7th, and the. U. of H. course, 
"Integrating Children with Special Needs,.n 
July 7-18~ are additional activities made 
possible by UNISTAPS fund:tng and their 
collaboration with the Center for Early 
Education and Development at the University 
of Minnesota. Both the Round Table and the 
University course will have Hejd Start/ 
Home Start personnel as participants. The 
UNISTAPS Project has also conducted 
several state-·wide workshops in the past 
which have focused on various aspects of 
working with special-needs children and 
their families. Head Start/Home Start 
Je.rsonnel have always been i,1elcome to 
attend these workshops and should 
definitely consider doing so in the futuree 

(continued, next co1umn) 
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(continued from column one) 
The most recent UNISTAPSt Minnesota Department 
of Education co-sponsored event was a two-day 
workshop f ocus:tng on :1-nter-agency co1labor-­
ations in Minnesota for dealing ·with the 
needs of handicapped preschool children. It 
is significant that several Head Start/Home 
Start people did attend. 

Winifred Northcott 
Kathleen McNellis 
612/296-2547 

PIONEERING 

Clay-Wilkin Home Start is helping pioneet two 
new programs. The Southeast Menbal Health 
and Retardation Center (Fargo, N.D.) has 
developed, and is helpi.ng Clay-Wilkin 
implernent, the "Land of OZ" Screening P1~ogram 
and the PACT parent education program~ The 
11Land of OZ" is a comprehenr:dve developmental 
screening program in which each child proceeds 
through a. carntval cake-walk of forty-two 
stations, winning prizes for completing 
screening tasks at each station. The cake­
walk. is actually "The Yellow Brick Road" 
surrounded by castles in the Wizard of OZ 
motif. As many as fifty children can be 
screened in one day at a cost of $1.00 per 
child. Trained parent volunteers can do 
much of the observing. 

The PACT (Parents and Children Together) 
program is a parent•~run, consultant:·"guided 
parent educati.on program of child development. 
By attending the bi-weekly meetings and 
completing assignments, the parents earn 
"PACT dollars" (token money) which are later 
exchanged for merchandise in a trading-stamp 
fashion. Having been tested on hundreds of 
Head Start parents in several states, the 
parent attendance is 84% on an average. 

Dr. Bill Gingold 
700 1st Avenue South 
Fargo, North Dakota 58102 

Clay-Wilkin 
Dennis Heitkamp 
218/233-7514 
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DIVORCE: SOME IMPLICATIONS FOR THE CHILDREN 

kcording to Dr. Salvador Minuchin, 
Director of the Philadelphia Child Guidance 
Center: 

"Divorce need not be a hardship on 
children. In some cases it alleviates 
the stresses caused by constant 
conflict betueen parents. 

"Nonetheless, the rise :Ln divorces 
means we are er.eating a new social 
network of children with multiple 
parents, and in that situation children 
may find themselves the sufferers. 

"Divorce and remarriage are within the 
realm of normal crises. In these 
moments of normal crises, people go 
through strain 4 But ch:lldren, who 
have fewer defenses and depend more 
upon the adults for security, may feel 
more strain. 

"Sometimes in the confl:lct between 
divorcing parents~ children are used 
as Ping Pong balls, flying back and 
forth between the parents. Or 
children can play the parents against 
each other in the transition created 
by divorce. 

"Furthe1'1nore, adults who divorce and 
remarry are searching c.onsciously for 
a better way of growing and being 
happy. But the children are carried 
along in these processes without 
choice. A child does not say to the 
parent: 'Marry 1 or 1 Divorce'. 
Children a.re carried along without 
being participants in the decisions, 
so they are confused and mystified -­
and this is the real source of their 
danger .. 

"Then, when one or both parents remarry, 
there is another transition and 
another crisis. Suppose a divorced man 
meets a woman he wants to marry. He 
needs not only to establish emotional 
contact and intimacy with her, but he 
also needs to become a father to the 
children of her previous marriage, who 
he doesn't know. At the same time he 
has to maintain a good parental 
relationship wlth his O'W11 children by 

(cont:Lnued, next column) 
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(continued Leorn column one) 
a previous marriage. 

11This :ts ,3, very complex network· with 
many built=·in 'problems, and , .. _re have 
not created systems of support to 
help remarry:Ln.g persons." 

Dr. Minuchin recommends that as parents enter 
counseling to help their own personal 
~djustment, they should also be helped to 
provide for the emotional support of their 
children (not just legal support). 

(From an interview with the staff 
of U.S. News and World Report, 
January 13, 1975) ---

VIDEOTAPING 

The medtHtor team at RAP (Sts Paul) has used 
videotape for observation purpoSEJS. As the 
team was dJ.scuss1ng one ch:tld, everyone 
apparently thought that thG child shm-red 
disturbing social/emotional behavior. Yet, 
no one could come up w:Lth an objBctive 
description of the behavior. The team 
coordinator then videotaped the child so that 
all team members could sinmltaneously observe 
and discuss the same events .. 

RAP 
Jim Ni.ckolei 
612/227-895!+ 

The OCD-BEH Project mms a portable videotape 
camera, recording deck, and mon:ttor, Depending 
on the availability of the equipment and a 
means to transport it, this videotape system 
can be loaned to your Head Start/Home Start 
agency. 

Sue DeCorsey 
OCD-BEH P1·oject 
612/296-5760 

Another experimental project for Head Start/ 
Home Start special-needs children in 
Cooperstown, New York has developed a manual 
on how to use videotape observation of 
special-needs children. It is quite in 
impressive (and well-proven) program. For 
more information write: 

Esther Fink, Project Director 
Head Start Opportunities for Otsego, Inc. 
Cooperstown, lfow York 13326 
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(continued from page 6) 
If you are seriously considering routine 
bideotape observation of children in your 
centers/homes, you might also contact Dr. 
Richard Coder. Dr. Coder recently 
directed a research effort involving 
videotaping of Head Start children in 
Minnesota Head Start classrooms. The 
researchers developed video ing techniques 
over several months of practical trial-and-· 
error practice. 

Richard Coder 
612/376-Li774 
Community-University Health Care 

Center 
2016 - 16th Avenue South 
Minneapolis, Minnesota 

POTPOURRI 

At Arrowhead the mediator t(~am if; meeting 
regularly -- the 1st and 3rd Fridays of 
each month. At a recent team meeting they 
wet with Sue Stubblebine, Social Worker 
for Crippled Children Services and Mary 
Lou Crotty, SocJal Services Supervisor 
for Welfare, to discuss the:tr :i.nteraeti.on 
wlth the Head Start program. From this 
meeting the mediator te.Em believes there 
has developed a better understanding of 
how and when to ut:U.ize services. 

* 

Bi-County is getting very good attendance 
at their Health Advisory Board meetings. 
They were able to increase attendance by 
holding meetings at a Head Start center 
at lunch time. 

Bi-County 
Ruth Wahnschaffe 
Bev Schmunk 
218/751-4632 

* 

Inter=County will be hiring a public 
health nurse to coordinate health services 
for its Home Start children during the 
1975-76 year .. 

Inter-County 
Lowell Enerson 
218/796-2325 

* 

1975 

Tri-CAP, in St. Cloud, is 
gea:ci.ng up to expand Sf..:.rvice.s to more 
children next year. Arrarlgements for new 
Home Start services are already under way) 
following intensive training of new staff by 
Portage Project personnel~ 

Tri-·CAP is also planning a week long pre­
service training session next fall for all 
home-based and center-based teachers. 
Training efforts aimed at special-needs 
chj_ldren will include fmni.liariz:Lng teachers 
with agencies an<l tndividual specialists who 
can provide services to teachers and/or 
children. Some specialists may be presenting 
overviews of the kinds of services they 
provide. 

Tri-CAP 
Kathleen McC:orm:tck 
David M:Uler 
612/251-·1612 

i-: 

Anoka is thinking ahead to next year. They 
are planning a pre-service training program 
which will include training for as 
,-1ell. as teachers~ There ls some thought 
that this may be the beginning of an on-going 
parent education programo 

Anoka may also be looking into some special 
training for their outreach worker and parent 
coordinator~ TI1e thinking behind this idea 
is that most training in Head Start is aimed 
at classroom personnelG 

Anoka 
Michaeline (Mike) Lind 
612/755-5080 

* 

Fred Aden and Dave Garwick will be meeting 
with all teaching staff and all spee.ch 
clinicians working ,;,;rith Head Start children 
in Duluth. The teachers and clini.c.:Lans will 
be examining how they perceive each others' 
roles and how they can work together in a 
unified effort for speech/language impaired 
children. This working session may produce 
some models which can enable both teachers 
and clini.cians to do the most effective job 
of building speech/language skills. 
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Next year Arrowhead will have a new dental 
~onsultant who will do dental screening 
,.lnd v:rho \•.rants to provide in-service 
training to parents regarding dental 
health care. 

Arrowhead 
Fra.n HiJ.liams 
218/7li9-2912 

Arrowhead has held an appreciation dinner 
to tha.nk all non-CAP or Head Start 
employees ·uho have worked with the agency 
this year. Head Start invited all 
specialists who have worked with their 
special-needs children this year. 

Arrowhead 
John Vukelich 
218/749-2912 

* 

NOTE 

PLEASE FEEL FREE TO COPY THE HEDIATOR MEDIA 
TO DISTRIBUTE TJlROUGilOUT YOUR HEAD START/ 
.iOHE START AGENCY - Parents •= Aide,s -
Teachers - Councils. THE NEWS IS FOR ALL! 

-;~ 

At South Central Home Start, one of the 
public school speech clinicians conducted 
a one-day workshop for the staff and· 
parents. "Te.ach Your Child to Talk" was 
a theme of this in-service which left all 
home visitors with materials and suggestions 
for day-to-day work with all children in 
the program. The moral of thi.s story: You 
do not have to go to the Twin Cities for a 
goo~ workshop. There are experts in your 
own back yard --- use them! 

South Central 
Shirley Fosness 
507 /235--3236 

* 

When Gillette Children's Hospital (in St. 
~aul) was closing down its preschool, it 
6ccurred to West Central that there must 
be some available surplus toys. The OCD­
BEH Project helped negotiate a free exchange 
of toys and materials from Gillette to 
West Central -- would you believe an 8 foot 
tall stuffed dog? Thanks to Gillette 

(continued, next colrnnn) 
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(continued from column one) 
Hospital for their good wHl! And 
congratulations to West Central for their 
industriousness. 

West Central 
Chris Spaulding 
218/685-4486 

* 

For some new ideas on record-keeping, contact 
Ottertail-Wadena. Returning from St. Louis, 
Missouri~ the staff modified several record­
keeping ideas discussed at the National Home 
Start Conference. Their new, revised formst 
wh:Lch :tnclude on--going logs and referral, 
follow-up checklists, have all been printed 
and are ready for use now. 

Ottertail-Wadena 
Roxanne Hartung 
218/385-2900 

* 

How about a new twist with EPSDT? At Scott­
Ca.rver there are plans for some school 
clinicians to coordinate their speech/language 
screening with EPSDT clinics in late sunrner. 
That will make for a high-powered EPSDT clinic. 
And, four school speech clinicians met with 
Scott-Carver to plan next: yf~ar' s services. 

Scott-Carver 
Judy Nusta<l 
612/448-2302 

FOR ADULTS ONLY 

Because of the OCD-BEH Project's work and 
efforts for special-needs children in 
Minnesota Head Start/llome Start agencies, 
Dave Garwick and Fred Aden have been partici­
pating on one of the councils of the Minnesota 
Commission for the Handicapped0 As a result, 
the following page is a questi.onaire regarding 
housing for handicapped people~ as it came to 
the Project office. 

Do you know of handi.capped people who do !~~~ 
have adequate housing because of high cost, 
poor accessibility, or poor condition? If you 
do, please make a copy of the questionaire; 
have the handicapped people complete it and 
return it to the address given on the 

{continued, next page) 
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(continued from page 8 
tionaire. This is one effective way 
Head Start/Home Start or Community 

Action Agency can outreach to the 
communitye (Oops, the questionaire is not 
on this page. Try the next!) 

EXTRA 

Congratulations to M&R ! A local health 
care provider began a meeting saying 
she did not think people on welfare needed 
more free medical services -- that poor 
children get better medical care than the 
"rich" kids. By the end of the raeeting, 
the Head Start director talked her into 
conducting two different and free, 
comprehensive scri?..ening c.li.nics for two 
Head Start classrooms! 

M&R 
Marvin Rothfus z 
507/647-2222 

HE.AD START RIDES AGAIN 

One year ago no one seemed aware of any 
EPSDT activity in Meeker and Wright ~aunties. 
The health coordinator of Meeker-Wright 
inquired throughout the community and she 
became a member of a. new EPSDT Advtsory 
Board. After she attended the Head Start 
Health Roundtable, she returned to the 
Advisory Board with technical information 
recetved at the Roundtable. Result? EPSDT 
in ~vright County will begin its first 
clinic operations in September, 1975. 

Meeker-Wright 
Jackie Harketon 
612/ 65 8-4ltl5 

The work presented herein was compiled and 
,,rrit.ten pursuant to DHEW/OHD/OCD Grant 
I 

~o. 5118. The material does not 
necessarily reflect OCD position or policy. 
Official OCD endorsement should not be 
inferred. 

.APRIL-·NAY'" 1975 
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QUESTIONAIRE TO PROFESSIONALS PROVIDING SERVICES 
TO MINNESOTA HEAD START/HOME START PROGRAMS 



JUL7.e 11, 197 5 

TO: 

FROM: 

Professionals providing services to Minnesota Head Start 
and/or Home Start Programs 

The OCD-BEH Collaborative Project for Head Start/Home Start 
Children with Special Needs 
Jon Boller, PH.D. Collllseling Psychologist - Director 
Fred Aden, M.A., Speech Pathologist 
Dave Garwick, M.A., Speech Pathologist 
Don Henry, PR.D., School Psychologist 

We are sending you this questionaire to obtain information about the kinds 
of services that ·you have been providing this year to Head Start and/or 
Home Start children, staff, and parents. We obtained your name as a result 
of a random sampling of all health, mental health, social service and 
clinical speech professionals whom Minnesota Head Start and/or Home Start 
staffs have indicated as having provided some service to them this past year. 

Our OCD-BEH Project is a federally funded demonstration project, the purpose 
of which is to assist Head Start and Home Start programs throughout Minnesota 
in their efforts to successfully integrate handicapped (or special needs) 
children into their programs. These programs have been mandated by the U.S. 
Congress to accomplish this goal. 

One of our Project's main objectives has been to encourage and assist Head 
Start and Home Start programs to obtain direct services for ch:i).dren, staff, 
and parents from various specialists in their own communities or surrounding 
areas. Our intent in sending the enclosed questionaire is to obt~in in­
formation which can be used to evaluate the above-mentioned objective and 
to guide our general efforts to facilitate collaborations between Head Start/ -'-k---~-
Home Start programs and local service providers during the next program year. 
However, -we hasten to add that individual responses to the questionaires 
will be kept completely confidential. Any sharing of information which might 
take place, or reports which might be written, will be done in terms of the 
entire state, and no individual names (i.e., specific Head Start/Home Start 
programs, specific resource agencies, or individual people) will be used. 

Each Head Start or Home Start Director is aware that we are sending out this 
questionaire .. Their staffs have also filled out a similar questionaire 
dealing with the types of services which they have received from you as well 
as other specialists. Again, this inforraation will be kept confidential. 

Please return your questionaire in the enclosed self-addressed envelope. 
Feel free to call us if you have any questions, conc.erns, etc. We estimate 
that it will take approximately 15-20 minutes to complete the questionaire. 

Thank you for your time and cooperation. 



you for ------------
l.;;:idress. ______________ _ 

Phone:__ ____ ~---------

wh:f..ch Head St.:1:rt or Home Start program did you service th:Ls year 
74-75)? 

Did you (or someonH of your profession from your agency) provide service to 
. this program las.S~ Y.!l.!}X (1973-·74)? Yes ___ No ___ Don't know ___ _ 

2. If you provided :H>..c"vi.c2 ou·,~site in a Head Start Center (i.e., classroom) 
where was that cc .. c):r::r 1,Jca ted? ------------------------Did you(or someoo.r:: of. your profession from your age.ncy) provide on-site 
service in this 1.>~.i2ter _!,~st year (1973-74)? Yes ___ No ___ Don't Know 

3. If you worked in t1.tt'.! homz:!s of · children in a Home Start or Head Start program 
i.n what general area were these homes located? ----------------Did you(or someone of your profession from your agency) provide on-site ser-
vice in children 1 s homes las.t year (1973-74)? Yes ___ No __ ~ Don't Know 

4. Who made the init::L:il :.:rrTangements with you, or your supervisor, for your ser­
vices this year (1-974-75) (e.g., Head Start Teacher? Director? Health Coor­
ilinator? Professi.onal Colleague?) -----------------------At what point in the. school year were these arrangements made? _______ _ 

_ 5.. Which of the following services hava you provided this year (1974-75): 

a.. ~=~•-~ children: 
, where?) 

__yes uo 

in the c.enter 

in the children's homes 

in your office 

other ------------------
met with teachers to discuss ways of working with individuaJ~ children: 

no 

~ where?) the center 

children's homes 

in· your office 

other ------------------
C111 met with t0_;;1chers to help ~ things like curriculum activities, uses 

space aad equipment, scheduling of activities for all the children, 
etc.,: no 

th2 kind of .service to teachers in b .. and c .. ab0ve, but 
mainly by phone or other written communications: 

no 

e.. provided in-se:rvice training to groups: 

no 

"yes", to whom"?) staff 

__parents 

___ both 



:,_, 

where'?) 

: 

no 

the 

in the ch.ildren s homes 

at your office 

0 

g$ more di~3nostic tes of children: 

no 

, where'!) in the center 

in the children's homes 

at your office 

provided direct setvi.c.e (tead1.ing, speech t.herapy, counseling, health se.rvic2 
to individual chJ.ld.ren: 

"yesu, where'?) 

were teachers eve~ r pre:Hm I:? 

were parents ever pr2sent? 

_yes no 

in the center 

in the children's homes 

at your offici: 

_yes 

_ _yes 

no 

no 

provi.-fad counsel i.n:0 to parents re33.rding hc,w they work with th2:_r 
children, or other matters: __ yes no 

"yes", were t,:aehers ever present'?) _yes no 

j Prov~ded co-rsul·'-,1 1·i )'~ ·1t 11,"ad St..,'t~t o- Ho=,.. ~""'~r·t 1 '"'·.fe·1 i' ~t·-·r 11 lra~e ,,r-.,...::..·-·,.:o•~::::., -· e, . .J.. ~,. {,<. •~,.{ U. ~ le 0.J.. .1.. ,uC ,_.;...a ,J. U..-G V \\..,·.::;, • .i.d.t--::.--·-·•-··~· 

Team meetings: _yes no 

provided assistance in identifying and recrui~ing other specialists to WQr~ 
Head Start or Ifo;:n~ Start children, staff, and/ or families: 

__ _yes no 

0 yes", could you give an. example: ________________________ _ 

you (or someone of your profession from your agency) p-.:-ovided E;ervice.s LJ ::,:::. .. J.c. 

Start or Homs Start LJ.:3t year, di.-1 you do s.ny ne-.? things t:-d~ Etr? That :is, -,,,::re 
any of the above set 11ic~:s (a~ - :z..) diff 2rent f.::om last year? 

_yes no d cr:1 ' t: ~::: t: ~r.: 

(If 1'y~sn, please check the letter of the new services offered). 

a. b. c. d, e,h L g. __ h._ L_ j ._ k._ 

Comment if you can !.'t!call any other new or differeat scrvic~s offerE:d thi ··-2 -:.::·: 

----- ·•·••-•-.<•-·•~~•~-•--•-···'··"c--~•-----• 

----------~---· 



APPENDIX 16 

QUESTIONAIRE TO MINNESOTA HEAD START/HOME START PERSONNEL 
REGARDING PROFESSIONAL SERVICES PROVIDED TO TIIEIR PROGRAMS 

1974-1975 



' 

'l 

of specialist ----------
e of speciali,5t ----------

specialist works for ----------
Address ------------

Phone 

1.., Did someone outside of your program recommend this 
specialist to you? (yes __ ) (no __ ) (don't know_) 
If "yes n who 

2 In which Head Start center or centers did the specia.list 
work? 

3. 

4. 

5. 

Home address of head teacher: (name, address, zip code) 

Other teachers: 

Did a teacher or other staff person (director, coordinator) 
make the initial arrangements for service from this special­
ist? 

Was service provided to you or your children la~ ~E. 
either this specialist, or anotner specialist of the 
same profession fro~ the same resource agency? 
(yes __ ) (no __ ) (don't know __ ) 

6. This year (1974-75) has this specialist done the following: 

observed children : 
"yes,n where?) 

_:;res no 

the center 

the home 

specialist's 
office 

not sure 

b/ met with teachers to discuss ways of working with indi-
vidual children: no 

"yes, 11 where?) 
the center 

the home 

_at specialist's 
office 

sure 

c/ met with teachers to help rJan things like curricuhm 
activities, uses of space and equipment, scheduling of 
activities for all the children, etc~: 

_:;res 

'"· no -
don't kno.w 



d/ provided the kind of service to teachers in b/ and c/ 5-bo·;".:, 
but mainly by phone or other written communications: 

yes 

no 

don't know 

e/ provided in-service~training to groups: 

f/ 

(if nyes,u to whom?) _Jes 

_agency staff 

__parents 

poth 

not sure 

don't know 

provided screening services for children: 

f "yes," where?) __;res 

in the center 

in the home not sure -
at specialist's office 

not sure 

g/ ded more comnlete diagnostic testing of children: 

h/ 

j/ 

"yes," where?) 

in the center 

the home 

at specialist's office 

sure 

no -
don't know 

provided direct service (teaching, speech therapy, 
to individual children: 

( "yes," where?) __;res 

in the center no 

in the home 
__ don• t know 

at specialist's office 

not sure 

were teachers ever present? no 

were parents ever present? __;res no 

cciunseling) 

don't k!lo·,; 

don't know 

provided counseling to parents regarding how they might 
work with their children, or other matters: 

"yes., 11 were teachers 
ever present?) 

__;res 

no 

don• t know 

__;res 

no 

don't know 

provic.ed consultation at Head Start Mediator Team 
meetinss: __;res 

no 

don't know 

~ 



? 

l 11 a~cor to ) 

-a) ();, c· 0 t,-.;J -~ r ., o· r1 
_.,. -• ,,_, '-.,.... '"._ ,_~..)... h 

b .) t .::,. ., ,_ ,.:o. -, -- , J .... . r , . ..., , ... " . ·i ~, d -i , I 1.· d , ' ".l 1 -~ h . , ( ~ -. ,~ ·-- ,._3.l_n_r C.Gll.0-.L.1-a __ lv!. .\..-• ... L, ~ ..... Y ·'---"·'"~ 1..- ,l., ... (, .. d 

.... ) :~ i,..:J ~, C ~ r, -2 -- .-, ~, ,: ... 1 • l ,ti- ,r r -f , ,- ~ " ~ ,.. , ~ ~~ , ) l ''\l •~ -1 ~ , ..... -. t""' , ,.,. I , 'f'h .. 'l --·1 () -~ ~'"''"' _-i, ,.,....,, ,._ -~-{-- !...·, •• ,,.1..-.,•. L ,_\_,Q._::,, •• 1.--3_,_0.1 re... ,..11,"'-~~-- 1. 1_ .-•.•• ::,s ... uuo ~,-~nc..c.t:.,< .. L., ___ .. ,,t.. 

d) b. and c.~ 1:1::::inlv by phone or: -~rritt2::,1 cor:nnunL:::.ation --- ------'-
"" ) ·f ,..., .,., ' -.. ,,..; ,.... ~ t r . .., i'n i· n a ~ .... • .J,.J.. - :=> e L ~ 1-. {- .,,.__ _ c1. .,. __ -::, 

~~-,,. .t: '; ;::,: ,-. ·c O P''\ l,1c, 
\.. - - ._ ~,., - (._.. ·~ -, 

---g) diagnostic testing 
---~h) indtvidu2.l therapy~ teaching, }1ealth services, etc4, to c.hildre::-1 
--i) conrs 0 lj··,u o~r_c,,t,~ 
--- ... " .l L ... l _b ~ _:t. ._......... .:.J 

j) consultation to the case management team: 
--k) recruiting other specialists 

provided on-site services in centers or children's hoCTes this 722r, 
how ofti!n did you make visits: 

less than once every two mo1iths 

once every two months 

once a month 

once every other week 

once a week 

more than once a week 

9.. According to your impress·ions, what kinds of services did you p:rovi.d2 t:: :.s 
year that the chi.1.dren, staff, and/ or parents had the most ~eed for EE"'-= 

the most assistance from? 

3 

10. Again, according to your inpressions, could you have done other things ~h2t 
have been helpful: 

------------------~----------

THAN'K YOU FO:t YOTJR CO:{>fENTS A~ill 'l."TI[S! 

'I' 

d' 



pro i d i3 acc8 i i nti CtLCl 

othe ec ali t3 o rk h ur c n 
fam:i.J.ies ! 

s no d.o 't kno·;J 

3, ll r;oulcl yo:.l ve an e:-:ar:1ple: 
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do any new t:r1ir~;s t~:is is, ',12re a.r1..;1 oi t'c,.? .. •- _. _ 
~ er'Vl0 
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letter of t~e new services 
off erred),. 

do n ' t .=c ~: : ·:: 

a/_ b/_ c/_ d/__ __ e/__ g/~ h/ __ ·; 

j/ ___ k/_ 

Comment if you can recall any other new or differer1t se::,·:::.,:>~-= 
offerred this year: 

12~ If this spccio.list v::.sited your center this year, ap:pre;:~:.:~::!.':-:::::.­
how often did he/she make visits: 

less than once every two months 

once every two months 

once a month 

once every other week 

once a week 

more than once a week 

13 In your own words, what kinds of things did this special~s~ 
do that you found most helpful: 

14.. Again, in your 0 1.m words, could th·2 s:pecialist h3.Ve do::',s 
other things that would have been helpful to you: 

·------~----·-· ---· 
---------~------------------- ---~-~~-------~ 

THANK YOU E'Ol~ YOU2 COi-::E:iT3 Alm Tir::S; TEIS Ii;fORi•:.:·.=I 1
::: 

WILL HE=,P U,S ~ro :SE~TT:r:n .. 4SSISl1 YOU IU TE~ :2~-:.;·rr:rE:::::. 
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TO: Minnesota -Head Start Personnel 

FROM: The OCD-BEH Collaborative Project 
Head Start Children with Special Needs 
Boller, Fred Aden, Dave Garwick, Don Henry 

We. are sending you this questionnaire to obtain information about the kinds 
of services that you have been receiving this year from non-H~ad Sta=t spe­
cialists (for example; nurses, psychologists, speech clinicians,, social 
workers, etc.). We want to find out how many specialist se=vices have been 
provided to He2.d Start prograns th;:oughout Hin.nesota .. One of our Project's 
main objectives is to help Head Start progra:ns obtain more of these kinds of 
service. We hope to use your information to help meet that objective. 

You will find the name of a specialist who has provided service to you on the 
first line of the questionnaire. The remaining lines and questions are to be 
filled in or answered by you. 

Your responses to the questionnaire will be kept completely confidential. Any 
reports that might be made will be done in terms of the entire state, and ~o 
names (H2ad Start ag;encies, resource agencies or individual oeople) T,:ill be 
used .. 

Please return your questionnaire in the enclosed self-addressed envelope·. 

Thank you for your time and cooperation. 

bolier 2- 5753 

do hen S 1 

f ecl den 5 

ve gorwid.: 5752 
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Thi s report i s w r i t ten p e rs u an t 
to the obligations assumed by 
the Minnesota OCD-BEH Collabor­
ative Project, Minnesota Office 
of Economic Opportunity (Division 
of Economic Opportunity, Governor's 
Manpower Office), in an inter­
governmental agreement: 

Account ID, 498410 
Revenue, 134446 
Activity, 380 



HISTORY OF COLLABORATION 
Minnesota OCD-BEH Project and the UNISTAPS Project 

In July, 1974 the Minnesota OCD-BEH Collaborative Project 
undertook a demonstration effort to expose selected peo­
ple in thirty-five Minnesota Head Start/Home Start agencies 
to a system to integrate special needs (handicapped) 
children. {The OCD-BEH Project is one of fourteen demon­
stration projects funded by the Office of Child Develop­
ment following a 1972 Congressional mandate that Head 
Start make available at least ten· percent of its enrol­
lment slots to handicapped children.) The system sug­
gested by the OCD-BEH Project had at its core the develop­
ment of a case manaqement team in each Head Start/Home 
Start agency in Min~esota. The name given to the team 
in this case management approach was "Mediator Team". 
In fact, most Head Start/Home Start agencies in the state 
did chocse to try the Mediator Team approach. 

Case management was interpreted to mean that an agency's 
Mediator Team had the responsibility to ensure (1) that 
all children were screened (physical and developmental), 
(2) that those who failed screening were comprehensively 
assessed, (3) that the treatment plan attempted to ensure 
integration into the classroom/home learning setting, and 
(4) that there was specific planning to enhance the child's 
transition from the Head Start/Home Start program to the 
public school (or next educational setting). 

An essential part of the Mediator Team concept was that 
an agency Team needed to coordinate resources within the 
agency and to recruit specialist resources in the com­
munity to accomplish the case management goals. More 
specifically, the Team needed to recruit specialists such 
as psychologists, speech pathologists, nurses, social 
workers, SLBP personnel, and other special educators. In 
Minnesota~ the principle employer of such specialists is 
the public school district. 

The II collaborative II aspect of the OCD-BEH Collaborative 
Project name was to materialize as a direct collaboration 
between the OCD-BEH Project and the Minnesota UNISTAPS 
Project, with the enhancement of the integration of spec­
ial needs Head Start children as the goal. During FY75 
the UNISTAPS Project offered training slots at workshops, 
on-site teacher and parent training, and observation/ 
assessment of some special needs children at the UNISTAPS 
laboratory site in the Minneapolis Public Schools. These 
collaborative efforts were well received by Head Start 
and they greatly enhanced the group and on-site training 
that the OCD-BEH Project staff provided to the agencies. 

This history of collaboration led to the additional col­
laboration in FY76 that is described in this report. 



OVERVIEW OF COLLABORATION FY76 

The goal of FY76 collaboration between the OCD-BEH Project 
and the UNISTAPS Project is outlined in the 11 Inter­
Governmental Agency Agreement" to which this report is 
addressed. The stated goal was: 

11 To enhance and build upon previous 
collaborative efforts at three 
Minnesota Head Start sites which 
have demonstrated the potential 
and capacity for using the Media­
tor Team concept effectively. 11 

As has been stated, the effectiveness of a Mediator Team 
within a Head Start agency is determined in part on the 
community-level collaborations the agency and Team dev­
elop with resource specialists. The primary agency 
housing these specialists in most communities is the 
public school. Therefore, an extension of the goal 
statement is : 

11 The goal is to demonstrate viable linkages 
between Head Start and the Minnesota 
public education system for delivery of 
educational services to preschool handi­
capped children." 

The OCD-BEH Project and the UNISTAPS Project agreed 
upon six collaborative activity statements. For the 
agreed-upon sum [three thousand dollars($3,000)], the 
OCD-BEH Project staff would complete the following 
acti vi ti es: 

1. Planning meetings with Mediator Team staff, 
public school special education administra­
tors, and support specialists; 

2. Monitoring and reporting case histories of 
six children as managed and acted upon by 
the Mediator Teams at selected Head Start 
p r o g r a·m s , w i th t h e as s i s t an c e o f 1 o c a l 
specialists; 

3. Training activities relating to further 
improving the connections between Mediator 
Team staff and public school special educa­
tion staff, support specialists, state 
agencies , etc. ; 

4. Training guide relating to practical inter­
agency collaboration for effective case man­
agement of preschool special needs children; 



5. Shall submit to the Department of Education 
a detailed account of all expenditures for 
each of the above activities; 

6. Shall submit a written report summarizing 
the results of the activities performed 
and an evaluation of each of the four 
major activities. 

This entire report is written to satisfy activity #6. 



COLLABORATIVE ACTIVITY l 

Planning meetings were conducted with the three agencies 
which continued to receive the help of the OCD-BEH Project 
during FY76~ These agencies we~e assigned to the Project 
by the Region V Office of Child Development. In the 
previous year, each of the three Head Start or Home Start 
agencies had made some efforts to acquire more services 
for their special needs children, and in each case the 
primary resource was the public school. Nevertheless, 
these relationships between the Head Start/Home Start 
programs and the public schools needed to be strength­
ened. 

Two of the agencies, Goodhue-Rice-Wabasha and Inter-County, 
are the grantees of the local Community Action Agency and, 
therefore, they have no direct relationship with the local 
public school districts. One agency, Duluth, is located 
entirely within the public school system and the public 
school district is the delegate agency for the local 
Community Action Agency. 

Travel and staff time were encumbered by the OCD-BEH 
Project to provide information and consultation specific 
to strengthening Head Start/Home Start and public school 
joint efforts for special needs children. The descrip­
tions of these joint efforts and the descriptive case 
studies which follow may be the best evaluations of the 
outcomes of the effort. The descriptions are not desig­
nated by the name of the agency or the children., in 
o rd e r t o p r o v i de a d· d i t i on a 1 p r o t e ct i o n o f c o n f i de n t i a 1 -
ity. The intricate and strong relationships that have 
been developed in three locations in Minnesota are def­
initely reflected. It should be pointed out that other 
Head Start/Home Start agencies and independent school 
districts in Minnesota have developed relationships 
which are equally exemplary. 

DESCRIPTIONS OF PRACTICAL COLLABORATIONS: 

Agency A: 
The developmental screening of all children is 
accomplished by the joint efforts of the teaching 
staff of the agency and the direct screening 
testing of special education cooperative personnel. 
Information is shared at a Mediator Team meeting 
and plans for the further assessment of some 



children are made. Even at this point the teachers 
are given some prescriptive information on a few 
ch i l d re n . Th e s p e c i al e d u c a ti o.n coop e rat i v e p e r-
s on n e 1 conduct most evaluations and offer more pre­
scriptions. The special educators include speech 
clinicians, psychologists, and SLBP specialists. 
The teaching and administrative staff of the Head 
Start agency continue to meet as a Mediator Team 
once a month. During these meetings the special 
needs children are periodical"ly staffed and neces­
sary assignments are made to staff members. Spec­
ial education cooperative staff, meanwhile, provide 
some individual or small group services and main­
tain periodic contact with the teacher. Another 
large Mediator Team meeting is held during the year 
with all teaching and special education cooperative 
staff in order to provide more follow-up and to 
plan for unmet needs. Formal arran~ements are 
being made with the future kindergarten teachers of 
most of the special needs children to discuss their 
entry into public school. Special education coop­
erative staff are aware of all of these children 
and, when possible, they will sit in on the· meeting 
between the Head Start staff and the kindergarten 
teacher. 

Agency 8: 
This agency has several Mediator Teams, each com­
prised of teaching personnel from one classroom and 
the special education personnel assigned to that 
location (nurse, psychologist, social worker, and 
speech clinician). Most developmental screening is 
done by these special educators, supplemented by the 
observations of the classroom teacher. Attendance 
of all special education personnel at the monthly 
Mediator Team meetings is not complete, but assign­
ments may be made during a staffing which continue 
to involve an absent specialist. Staffings in this 
agency produce fewer prescriptions for the teachers. 
The clinical specialists tend to see many special 
needs children individually or in small groups out­
side of the classroom. Efforts are underway to 
formalize meetings between Head Start teaching staff 
and kindergarten teachers who will have the children 
next school year. Previously this kind of formal 
exchange of information has been left to the init­
iative of the Head Start teacher or the kindergarten 
teacher. 



Agency C: 
This agency has strong working relationships with 
individual special education personnel. These indi~ 
viduals include school speech clinicians~ psycholo­
g i st s , SL BP s p e c i al is ts·, and a spec i al educ at i on 
director. Other special education personnel who 
do not work for school districts are also working 
with this Head Start agency. The Mediator Team 
at this agency has undergone recent reorganization 
and more specialists are likely to be directly in­
vol v e d i n these meet i n gs i n the future . Te a ch i n g 
staff conduct most of the developmental screening 
of all children. However, clinical speech and 
language people do see most of the children for a 
screening procedure in the fal 1. Prescriptions for 
classroom activities go directly from the clinical 
specialists to the classroom teacher, in most cases. 
Some children are seen for i ndi vi dual or smal 1 group 
procedures, with reports going to the cl ass room 
teacher. The exchange of information between the 
Head Start teacher and next year's kindergarten 
teacher is not formalized as yet. This kind of 
exchange does occur for approximately half of the 
special needs children; a more formal approach is 
planned for next year. 



COLLABORATIVE ACTIVITY 2 

I n or de r to f u rt he r re fl e c t the i n t r i c a t e an d s tr o n g 
relationships these three Head Start/Home Start agencies 
have with school special education personnel, the fol-
lowing case studies are given. The case studies should 
help to bro en the reader 1 s view of the local collabor-
ations. Th were written by Head Start/Home Start 
personnel (w th parent permission); only minor editing 
was performed by OCD-BEH Project staff, in most cases. 

CASE STU DI ES: 

Case Stt~dy A: 
This last year was the second year this four year 
old child was enrolled in our program. He has 
p h y s i c a 1 h an d i c a p s o f o r al s t r u c t u re , h an d s an d 
feet. The ch i l d was i n i ti a 11 y re f e r red to our pro­
gr a rn by the county nursing service. When he was 
enrolled in the program it was quite obvious that 
his speech and language were delayed. Not only 
was his speech difficult to understand, but the 
act of speaking was extremely difficult for him. 
As he had previously had some serious choking prob-
1efi1s, he was not yet eating solid foods. At this 
time he \'•las fitted with adaptive shoes and an ankle 
brace, and he was visiting an orthopedic surgeon 
re gul a y. 

During the first year he was enrolled in our pro­
gram, he was referred to a Crippled Children Ser­
vices Field Clinic for a speech and language eval­
uation .. This resulted in several other referrals 
ending with a thorough diagnostic evaluation at a 
rehabi 1 i tati on hospital. This evaluation occurred 
in the summer between our program years. Also, 
during this first year the local speech clinician 
from the child's school district saw the child a 
few times and gave the home visitor recommendations 
for activities. 

In September of this program year the home visitor 
again began making visits. The parents discussed 
the rehabilitation hospital visit with her and in­
formed h:er of the suggested home programs for speech, 
feeding and use of hands. As the child had only re­
ceived home visits the first year in the program, 
arrangements had to be set up at this time for the 
child to attend center based activities. (The center 



based activities are offered to the children the 
year before kindergarten and are held twice a 
month at a locai kindergarten room.) Because of 
the child's susceptibility to choking, the parents 
were quite concerned as to how the center based 
activities would be conducted. 

Also, early in September, the rehabilitation hos­
pital requested that the Instructional Services 
Specialist from the special education cooperative 
attend a team staffing regarding the hospital's 
recommendations for the child. After this staffing 
a meeting was arranged by both the Instructional 
Services Specialist and the Home Start education 
coordinator. The parents, Home Start home visitor, 
Home Start health coordinator, school speech cli-
n i c i an , s ch o o ·1 n u rs e , e l e men tar y p r i n c i p al and 
the Instructional Services Specialist were present. 
The details for a cooperative effort between the 
Home Start program and the school for serving the 
child were worked out then. The home visitor 
would transport the child to the school where he 
would have a session with the speech clinician 
before participating in the center based activites. 
He would ride the school bus home with his older 
siblings. The parents were assured that the school 
nurse would be readily available if she were needed 
during the center based activities. The home vis­
itor and speech clinician also planned to meet 
after each center base to discuss activities for a 
carry-over speech program. It was decided to have 
a similar meeting in December to follO\•/ up the pro­
gress. 

The December foll ow up meeting was held with the 
parents, Home Start home visitor~ Home Start health 
coordinator, school nurse, speech clinician, prin­
cipal, Instructional Services Specialist and Rehab­
ilitation Specialist from the special education co­
operative present. The primary purpose of the meet­
ing was to evaluate how well the arrangements were 
working. The parents reported how the home activit­
ies were progressing, that they vtere well satisfied 
with the arrangements and that their child was mak­
ing a great de a 1 of progress . The Reh ab i 1 i tat ion 
Specialist made a few suggestions for activities 
which would develop more hand strength and better 
fine motor skills. 

After this meeting the home visitor and speech 
coordinator continued their bi-weekly conferences 
and the child's progress was followed at Home Start 
Mediator Team meetings. 



A May meeting is planned at which time the child's 
transition to the school will be discussed and the 
child's health and education records will be trans­
ferred to the school. The parents, Horne Start vis­
itor, Home Start education coordinator, Home Start 
health coordinator, kindergarten teacher, school 
nurse, principal and Instructional Services Special­
ist will attend. 

Case Study B : 
This child was born with a bilateral cleft palate, 
strabismus, a hernia and a cardiac lesion. The 
child's cleft pa1ate was repaired and he was re­
ferred to another section of the clinic for eval­
uation of speech difficulties. 

According to the clinic, the child's speech was 
judged to be generally unintelligible. Resonance 
characteristics were difficult to assess due to 
lack of consonant production. However, it was­
felt that some degree of hypernasality was present. 
Articulation was characterized primarily by vowels 
and the substitution of the nasal consonant 11 m11 

for a variety of sounds. Fricative and plosive con­
sonants generally were not attempted, and tongue 
placement for these sounds was poor. Tongue con­
striction was not made anteriorly but more of a 
posterior pattern was observed. A speech path­
ologist from another clinic found hypernasality 
to be present in the voice. 

The child has been seen for speech therapy in the 
public schools by a speech pathologist for two 
years. This year the child was enrolled in a four 
day week Head Start program. The child has been 
re-enrolled for next year and will continue with 
the speech therapy program in the schools. 

The child was seen by a plastic surgeon who recom­
mended a cineradiographic study of the palate and 
oropharynx. Through the Head Start program the 
child was checked by a dentist and given a flouride 
treatment. No cavities were found. Also through 
the Head Start program the child received a vision 
and hearing screening done by the county nurse. 
It was recommended that the child be rescreened. 
The parents are following-up in May. 

A school psychologist did an overall evaluation 
of the child. The follow-up is being done by 
Head Start's SLBP technician. This technician 



developed prescriptive techniques and materials to 
be utilized in the classroom and home and assists 
the parents to carry out the plan. 

The parents felt that their child had become a be­
havior problem and requested help. Upon. Head 
Start's referral, the school psychologist ob·served 
the child in the Head Start center and then con­
ferred with the parents. The psychologist recom­
mended that the Head Start teacher and the parents 
chart his activities and how he deals with them. 
Further conferences were set up with the psycholo­
gist, parents and the Head Start staff. 

This child is seen on a regular basis at a clinic 
by a panel comprised of a surgeon, two speech 
pathologists, a pedologist, an orthodontist and 
a prosthodontist. The child is also seen at a uni­
versity clinic. The family doctor is in consul­
tation with the family and other specialists. 

Case Study C: 
This case study is of twin sisters. G. and J. 
were admitted to Head Start in February of 1975. 
Th e y \</ e re s c re e n e d a t t h e p re s c h o o 1 s p e e c h an d 
hearing clinic conducted by school speech clinic­
ians and they were marked as top priority for ad­
mission to the program because of a total lack of 
understanding of verbal language. The girls had 
developed a 11 language 11 between themselves. After 
being admitteq to Head Start they received speech 
help until the end of May. The school speech cli­
nician advised that the girls be admitted to the 
public school summer speech program. 

In October they joined Head Start again as they 
were still four. They had progressed to naming 
objects and answering questions in one or two word 
sentences. By December, both girls were talking 
in complete sentences. An aid to their speech de­
velopment was the fact that the girls now knew the 
rules and they were called on by the other class 
mates to help with games and rules. The girls also 
gained a better individual identity because the 
classmates called them by name which promoted lan­
guage. This gave the girls confidence to parti­
cipate in large group discussions. Without the 
help of the Mediator Team, including school spec­
ialists, to keep track of the girls and to ensure 
that all of the people on the team knew what progress 
was being made, the girls would have had an even later 



start on their progress in preparation for kin­
dergarten. Now in the spring of 1976 the girls 
have gained to the point of other five year olds 
ready for kindergarten. 

Case Study D: 
This girl entered the Head Start program in Octo-
b e r , l 9 7 5 a t a g e f o u r . I t w a s· i mm e d i a t e 1 y a p p a re n t 
that she had special needs, probably stemming from 
a combination of factors. Her behaviors were brou­
ght to the attention of the Mediator Team, composed 
of Head Start staff (teacher, aide, and community 
aide) and public school specialists (nurse, social 
worker, and speech clinician). 

It was hoped that the parents would take their dau­
ghter to a local Early and Periodic Screening, Di­
agnosis and Treatment· (EPSDT) clinic, but they re­
fused to do so. They chose to take her to their 
family doctor and his evaluation revealed no spec­
ial needs or di re ct ions for working with he-r. 
Therefore, the Mediator Team decided to document 
her various behaviors and set up a consistent pat­
tern for modification. Her most troublesome behav­
ior was targeted as the first behavior to try to 
change. The parents did cooperate on this matter 
by trying to handle the behavior in the same way 
the Head Start staff did. 

Several Medi a tor Team resources helped set-up the 
behavior modification and skill teaching program 
for her. These people included the school nurse, 
psychologist, speech clinician, social worker, and 
principal. Another psychologist from a community 
men ta 1 heal th center a 1 so obs e r v e d he r and off e red 
suggestions. The Mediator Team also decided to 
assign a special resource aide for the handicapped 
to the case. This one-to-one assignment was made 
in an attempt to ha.ve one person with the girl dur­
ing any activity for a large portion of ea.ch morn­
ing. Still a lot of her behavior persisted (fre­
quent masturbation, tallcing and singing to herself, 
and rocking back-and-forth). 

The involvement of Mediator Team members with the 
parents had been consistent throughout, with sev­
eral visits made to the home by the teacher, com­
munity aide, school social worker, and school nurse. 
Throughout most of the year the parents refused to 
consent to the suggestions of having a complete 
assessment performed at a clinic or the idea of 
retaining her in Head Start for one year. At this 
time the parents have consented only to take their 
daughter back to their family doctor (kindergarten 



physical examination) and to a rehabilitation center 
for a II gross motor II e v a. 1 u at i on . She w i l l enter k i n -
dergarten next fall. Obviously, what the teaching 
staff and the Mediator Team has been able to accom­
plish is not complete. But a lot has been done to 
manage th·is girl I s behavior and teach her some new 
skills. Hopefully the parents will change their 
attitudes about schools and specialists so that 
their daughter can be even more successfully inte­
grated into her kindergarten class. 

Case Study E : 
This boy turned five years of age early in Novem­
ber. He had originally been referred to Head Start 
by the social worker employed by the county welfare 
agency. It seems that the welfare agency had been 
trying to work with the family over a period of 
five years with little success. During this five 
year period the target had been to involve the par­
ents in counseling provided by a local mental health 
center. The referra.l of the boy to Head Start· now 
indicated a new concern. 

During the first few days of the program year the 
teacher met with the social worker. She learned, 
in addition to the above, that it was becoming 
increasingly difficult to get into the home for any 
reason. Since the Head Start's program was largely 
home-based, the family's reluctance to let anyone 
in the home could seriously affect any program 
efforts. 

The first Mediator Team meeting to discuss this 
boy's case involved the teacher, a school psycholo­
gist and speech clinician from the special educa­
tion cooperative, a clinical psychologist from the 
mental heal th center, the di rector, heal th coord·in­
ator, and education coordinator from the Head Start 
program, and the social worker from the welfare 
unit. Various descriptions included the facts that 
the child was still being dressed in diapers (often 
nothing else), he seemed to have almost no speech, 
and he gene r a 1 l y e xh i b ·i t e d "st r a. n g e 11 be h av i o r. The 
mother appeared to be a fairly withdrawn person -­
and withdrawn from her child and the living environ­
ment. The teacher's attempt to conduct an initial 
skills inventory through parent interview was not 
s u cc es s f u l . An d i t seemed th at h o t me al s we re a 
rare thing in the home. 

The mother allowed her son to enter Head Start, but 
she participated little when the teacher came to the 
home, in spite of various types of encouragement. 



She would not allow her son to participate in 
center-based activities unless she was in the room 
with hi~. Nevertheless, there seemed to be some 
"break rough 11 in the sense that the teacher was 
the first person who had been allowed in the home 
for twai ye a rs. 

In November the Head Start Mediator Team decided 
that a~other meeting was necessary with the wel­
fare department and other specialists. The meet­
ing was attended by the welfare social worker, the 
school ,sychologist, the clinical psychologist, 
and the director, teacher, health coordinator, 
and edwcation coordinator from the Head Start pro-
gram. he group attempted to arrange priorities: 
(1) the grossly substandard housing problem had 
to be s:o·lved; (2) the family was in need of finan­
cial mamagement help; (3) the mother was in need 
of the ~elp of a homemaker to learn housekeeping 
and meal preparation skills. As it turned out, 
the on]y item the welfare department was willing 
t o a d d re s s w a s t h e h o u s i n g i s s u e . 

Some po:sitive factors developed. Th·e family was 
mo v e d to a. b e t t e r h o u s e . T h e mo th e r w a s f i n a l l y 
persua d to let her son attend center-based 
activi' ies without her direct supervision. In 
fact, s~e consented to let him ride the bus to 
center--lbase. He began to learn new skills and to 
i n c re as; •.e h i s r at e o f 1 e a r n i n g . H e b e g a. n t o a c t 
more independently with his peers and adults. 

The team meeting to plan for his transition from 
Head St~rt wai attended by the afore mentioned 
He ad S La rt s ta ff an d the s ch o o ·1 so c i a 1 w o r k e r an d 
psycho1-0gist. Although the boy would go to par-
o ch i a 1 ik i n d e r g a rt e n i n t h e fa l 1 , th e t e a m d i s c u s -
sed his completed program and recommended regular 
kindergi;arten placement (mornings) and day care (af­
t e rn o o·n--s ) for the com i n g ye a r. In add i ti on , the 
p a ro ch i ;a 1 s c h o o l k i n de r g a rte n t e a c h e r v o 1 u n t e e re d 
to begin working with the boy during the last few 
weeks of the summer --~- before school began for 
a 17 ch ·H d re n . 

Case Study F: 
This is a case study of a boy who was four when he 
entered the Home Start program. His case turned 
out to be fairly uncomplicated --- but initially 
it appeared to the Home Start staff and to the mo­
ther th~t something had to be done before the boy's 



uncooperative behavior did become more difficult 
and in-grained. 

The home visitor had gone to the home for her first 
visits and she had found the boy very uncooperative. 
Th at i s , he w o u 1 d no t t a 1 k to he r , he re fuse d to p e r­
f o rm any simple tasks, he occasionally lashed out 
at her physically --- generally refusing to cooper­
ate. The mother seemed exaspe~ated with his behav­
ior, indicating that he did such things often with 
her and she did not know how to handle the situations. 

The first Mediator Team meeting occurred after the 
teacher had made four home visits and had been un­
successful at changing the boy 1 s behavior. She 
asked for help. The meeting was attended by the 
teacher, the Home Start di rector, heal th coordina­
tor, and education coordinator, and by the school 
speech clinician and psychologist. It was decided 
that the school psychologist would make home visits 
with the teacher. The mother agreed enthusiastic­
ally with this arrangement. 

The school psychologist made three visits to the 
home. He worked with the mother and the boy, using 
a very basic written guide which concentrated on 
one negative behavior and one technique at a time 
to change the behavior. The mother read and applied 
the material (~1ith the benef·i t of demonstrations 
from the psychologist). The teacher and mother con­
tinued to work with the boy, and the teacher con­
sulted frequently with the psychologist. 

By the time of the next Mediator Team meeting (one 
month later), dramatic changes were seen in the 
boy's behavior. He was fairly cooperative and he 
was learning new skills. Additional follow-up was 
requested at the next two Mediator Team meetings. 
But there were no problems to report. In addition, 
the school psychologist made two more horn~ visits to 
follow-up with the mother. It was obvious that the 
mother had learned a great deal about managing the 
behavior of her own son. 

The team meeting to plan transition to public school 
involved the kindergarten teacher, school social wor­
ker, the Home Start teacher, and Home Start health 
coordinator. The team reviewed the boy's initial 
behaviors and the changes that were made. However, 
now the primary focus (for the benefit of the kin­
dergarten teacher) was on the very adequate skill 
levels he had attained. 



COLLABORATIVE ACTIVITY 3 

Training activities for Collaborative Activity 3 took 
the form more of area-wide planning by Head Start per­
sonnel and others for the physical and deve·lopmental 
screening of children than the form ·of traditional 
in-service training. In ·a sense, it might be called 
11 systems 11 training for coordination. 

The focal point of this activity was the development 
of an exemplary collaboration of agencies at three 
levels for implementation of Early and Periodic Screen-
ing, Diagnosis, and Treatment (EPSDT). The first level, 
from which the collaboration eminated, was the Advisory 
Council to the Minnesota EPSDT program. At this level 
are involved representatives from State Departments of 
Welfare, Health, and Education as well as representatives 
from Head Start (an OCD-BEH Project staff member), day 
ca re , pa rent advocacy groups , state co u n c i 1 s (Hand i-c a pp e cl , 
Developmental Disabilities), providers of EPSDT screening, 
and others. The col"laboration of simila.r groups, however_, 
did not appear to be taking place at the local (regional 
or county) levels. The EPSDT Advisory Council determined 
th a t 1 o c al co 11 ab o rat i on mi 9 h t t a k e p 1 ace i f s o me Adv i s -
ory Counci 1 members acted together as a catalyst to 
develop demonstration/exemplary collaboration at three 
or four local sites. The UNISTAPS financial collabora­
tion with the OCD-BEH Project allowed the OCD-BEH staff 
member to participate in this effort. 

The second level of collaboration took place at a meet­
ing cal led by an Advisory Counci 1 member (State Depart­
ment of Education-UNISTAPS). At this meeting there 
were representatives of school districts, special edu­
cators, Head Start (OCD-BEH staff person), county nurs­
ing services, and welfare. 

At this point it should be noted that several agencies 
have some responsibility to screen children. The Wel­
fare and Health Departments have collaborated to develop 
EPSDT screening in Minnesota in order to meet the fed-
eral mandate to implement the EPSDT system. Public 
school systems have a responsibility according to state 
and national laws to provide some type of screening 
system to identify handicapped children. Head Start 
must screen children as part of the national Head Start 
Performance Standards. In other words, combining finan­
cial and staff resources, the agencies and programs man­
dated to screen children might be able to screen all tar­
geted children at minimal cost to each and with minimal 
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(or no) du pl i cat i on of efforts . 

One of ·the demonstration/exemplary collaboration sites 
chosen was Cass County. Those chosen to gu·ide this 
collaboration included representatives from the State 
Departments of Wel fa.re, He a-Ith, Education (UNISTAPS), 
and Head Start (OCD~BEH). The local organizer was a 
social vrnrker for the Cass County Social Services De­
partment who was also the child care coordinator for 
the county. 

The third level of collaboration, then was the county 
level; those mentioned in the prev·i ous paragraph acted 
as facilitators at a meeting in Walker, Minnesota on 
March 2, 1976. Attending the meeting were the facil·i­
tators and representatives from the administrations of 
six school districts, two special education cooperatives, 
two Head Start agencies, Cass County Public Health Nurs­
·ing Services, and Cass County Social Services Depart-• 
ment. Most representatives were receptive to the idea 
of coordinating the·ir efforts to provide EPSDT screening. 
However, several were unclear as to how th·is practical 
level of coordination/collaboration would take place 
and how financial responsibi'lity/payments would be 
assigned. The group was sufficiently cohesive to vote 
to continue meeting ci.t the local level. 

Most follow-up regarding the local developments since 
March has been provided by the OCD-BEH Project staff 
person; the information has been transmitted to the 
state EPSDT Advisory Council. The status report is 
this. Head Start, county public health nursing, and 
school district rep-resentatives have met with the 
county social services worker as chairman. School dis-
trict personnel reportedly began to 11 back-off 11

, question­
ing space and personnel costs/allotments. However, at 
the suggestion of one nurse, the group decided to begin 
planning two demonstration/training sites. One site 
would be located in a school district in the northern 
part of the county and one site would be in a school 
district in the southern part. As yet the sites have 
not become operating EPSDT screening clinics. This lim-
ited operating plan met with more favor than a proposal 
to begin county-wide. Those who initially expressed 
some reservations began to offer suggestions for differ­
ent screening methods and for inc re as i n g th 2 screening 
population. The group may stay together as an on-going 
committee. 

According to the social services worker, the programmatic 
responsibilities of the different agencies has not sur­
faced within the group as a prime reason for collaborat­
ing, even though this was pointed out by the original 



facilitators of the Cass County demonstration. This 
was reviewed again for the social services worker. 

This social services worker expressed an additional 
need which was reported to the EPSDT Advisory Council. 
The need is fo·r some person(s) at the state level to 
work out examples of how the agencies' collaboration 
can be a mutually beneficial financial collaboration 
as well as an efficient way to meet programmatic re­
sponsibilities. In other words, state reimbursement 
for EPSDT screening could pay most costs. School dis-
tricts could provide space and some special educators 
or other personnel to perform some of the developmental 
screening. Head Start could provide space and personnel. 
These 11 in-kincl 11 contributions would be a minimum cost 
for the provider compared to attempts to operate indi-
vidual, complete screen·ing operations. The state 
EPSDT coordinators and two Advisory Council members 
will provide the required information and they will 
be available for a planning meeting in Walker. This 
meeting wi 11 probably occur in August, 197G. 



COLLABORATIVE ACTIVITY 4 

The training guide which is designed to help Head Start/ 
Home Start agencies provide for better case management 
and practical interagency collaboration is the revised 
edition of the Mediator 1 s Handbook. The Handbook, now 
being printed, will be distributed to all Minnesota 
Head Start/Home Start programs, Special Education 
Regional Consultants, and to UNISTAPS staff in the 
Minnesota Department of Education, Special and Compen­
satory Education Section. 

It is believed by the authors that this revision is 
more comprehensive and readable than the original 
Handbook. The entire Handbook speaks to the scope 
of case management for special needs chi 1 dren. In­
cluded in this is the stated need to recruit and use 
local specialist resources in the most effective and 
efficient manner. It is important that the collabor­
ation between the OCD-BEH Project and the UNISTAPS · 
Project is allowing for wider distribution of the 
Handbook than would have otherwise been possible. 



COLLABORATIVE ACTIVITY 5 

As per the Inter-Governmental Agency Agreement and 
the specific request of the UNISTAPS Project Director, 
the following is a general itemization of expenditures: 

Equipment/ 
Travel Staff Time SuQ_Ql ies 

Collaborative Activity 1 $350 $700 

Collaborative Activity 2 - - -- $200 $25 

Collaborative Activity 3 $200 $400 $50 

Collaborative Activity 4 - - -- $55.0 $300 

Collaborative Activity 6 - --- $200 $25 

TOTALS $550 $2050 $400 



APPENDIX 18 

PROTOTYPES OF MEDIATOR TEAM RECORDING FORMS 



MEDIATOR TEAM MEETING PROCESS 

I . 
STATEMENT OF THE PROBLEM 

I I. 
GATHERING INFORMATION FROM ALL TEAM MEMBERS 

. I I I . 
CHOOSING ALTERNATIVE SOLUTION(S) 

I V • 
ASSIGNING RESPONSIBILITIES TO TEAM MEMBERS 



Plan for 
(Child's Name) 

Responsibilities of-­

Teacher: 

F.ducation Director: 

Parent Cbordinator: 

Social Service Director: 

Health Cbordinator: 

Parent: 

Specialist: 

MEDIAT1OR TEAM ST.AFFING 

DATE 



FORM FOR MEDIATOR TEAM 

Center I Cl 
Center II 
Center III 

eei.··-rter IV CJ 
Center V D 
Center VI D 

Persons Attending: 

Children Discussed: 

Other items of concern: 

Center VII 
Center VIII 
Center IX 

DATE 

Center X D 
Center }a (:J 
Center XII CJ 



APPENDIX 19 

TRANSITION TRAINING PACKET 
1975-1976 



TRANSITION ACTIVITIES TO BE CONSIDERED 
WITH SPECIAL EMPHASIS ON THE TRANSITION OF SPECIAL-NEEDS 
CHILDREN FROM HEAD START/HOME START TO THEIR 
NEXT EDUCATIONAL SETTING 

1. 

2 . 

3. 

4. 

Introduce the kindergarten teachers to the parents. 

Introduce the kindergarten teachers to all the children. 

Give an outline of this year's curriculum activities 
for all children to the next education agency. 

Get the fully informed, v1ritten consent of all parents 
or guardians to release information to anyone in the 
child's next educational setting. This must be done 
prior to ta.1~ to kinder9arten teachers, specialists, 
etc. about cl11ldren and prior to exchanging written 
information9 if the information is personally identifi­
able. A 11 Release of Information" form must be specific 
about 11 who 11 is releasing 11 what 11 information "to whom" 
for "what purpose." This must be done for each piece 
of specialist information released and each set of 
Head Start/Home Start produced information. 

EXAMPLE OF A RELEASE OF INFORMATION FORM THAT 
PROBABLY MEETS ALL FEDERAL GUIDELINES: 

I give permission for the 

to re 1 ease: 

(aqency name) 

{name or names of reports or information) 

ab o u t my c h i l d (child's name) 

(name of person and that person's agency) 

{Jull address~of th~at agency) 

to 

at 

This permission is given only for the following 

dates : to ----------
I understand that I have the right to view all of 

these records and to obtain copies of them if I 

so des i re. 

Signed (parent or ouardian) 

Witness (name of witness) 

Date (date signed) 



5. Once parents have given their fully informed, written 
consent to release information, it may be important to 
talk with the kindergarten teachers and/or special 
education personnel and/or school administrators about 
these kinds of things: 

a. History of the child's association with 
He a d S t a rt / H om e S t a rt ; 

b. Screening and diagnostic information 
collected; 

c . Any di a g nos ti c /the rap y re f e r r a 1 s w h i ch 
were not followed through; 

d. What the special-needs child's specific 
educational program has been, with 
integration as a special focus; 

e. Any special problems or successes the 
child may have had learning; 

f. Any special problems or successes the teacher 
had integrating the child into the classroom 
or home activifies; 

g. The child's entry levels of skill development 
as comp a red to current ski 11 le ve 1 s ; 

h. Any special services provided the child, the 
teacher, or the parents which were directly 
related to the child's educational program; 

i. Any special activities or techniques the 
Head Start/Home Start teacher has used that 
have been especially helpful. 



TRANSITION ARRANGEMENTS 

SPRING -- With Fu·11y Informed, Written Parental Consent 

1. Parents must at least be informed of the Mediator 
Team meetings dealing with the transition efforts 
for their child. Parents should be invited to 
participate in the portion of the Mediator Team 
meeting(s) devoted to discussing transition 
a r ran g e me n ts f o r th e i r c h i l d .. 

2. Invite the kindergarten teacher to a spring 
open-house to meet parents. 

3. Mediator Team members and teachers could visit 
the kindergarten teachers at each school (e.g., 
once a week the last couple of months). 

4. Head Start/Home Start could invite the kinder­
qarten teacher to meet with the Mediator Team 
and Head Start/Home Start teachers. 

5. Meet with kindergarten teachers on a cluster 
basis. 

6. Meet together with the kindergarten teachers 
and special education personnel who have served 
the child while he/she was in Head Start/Home 
St a rt. 

7. Meet with special education personnel --- such 
as members of a special education department 
or coope ra ti ve (e.g. , psychologist, speech 
clinician, SLD specialist, specialist in retar­
dation, etc.). 

8. Parents could meet with kindergarten teachers -­
accompanied by the Head Start/Home Start teacher, 
the Medi at or Te am , etc. 

9 . 

FALL -- With Fully Informed, Written Parental Consent 

1. Follow-up call by Mediator Team and/or teacher 
to the kindergarten teacher within 2-3 weeks of 
the beginning of the next school year 

2. Follow-up visit by Mediator Team and/or teacher 
to the kindergarten teacher within 1-2 months 
of the beginning of the next school year 



THE DEVELOPMENT AND USE OF ANECDOTAL RECORDS 

GUIDELINES 

Purpose of Anecdotal Records 

Anecdotal records sh2ll be developed by school personnel for the sole purpose of 
objectively describir.g an individual student's academic, social, and physical 
behavior, where such records will be considered as part of the total evaluation 
of the child in relation to providing the child with a more appropriate education .. 

Development of Anecdotal Records 

All anecdotal records sb.all describe only observable behavior. 

All anecdotal records shall be written, dated, and sib,ned by the qbs2tver. 

All anecdotal records shall be written as soon as possible after the observed 
behavior, preferably within 24 hours. 

All descriptions must specify! 

· the time and date of the observation 
· the circumstances surrounding the behavior including the setting 
· other participant~ if any 
• prior observable stimuli, if any 
· resulting behavior 
• · the relationship of the behavior to the individual child's p·resent educational 

program 

All descriptions must specify ·1~,7hether the recorded behavior had bee.n previously 
observed and recorded and, if so, with what frequency. 

Maintenance and Use of Anecdotal Records 

All recorded descript1ons must be placed in the child's "education records" 
(cumulative, permanenr) within 5 school days after completion. 

All anecdotal records in the child's education records will be evaluated in rela­
tion to the child's present individual educational plan each time that the plan 
:1.s reviewed. The review must occur no less than annually .. 

If, after a determination has been made that an individual anecdotal record has 
no relation to the child's individual educational plan and program, it shall be 
removed from the record and destroyed. 

Anecdotal records shall remain within the child's official records for as long as 
they remain directly ~elated to the child 1 s educational plan and program. 

In all instances the collection, maintenance, and use of anecdotal records shall 
conform to all other requirements relating to the collection, maintenance, and 
use of school records. 

*Courtesy of the Council for Exceptional Children 



INSURING CONFIDENTIALITY 

OF' RECORDS 

Title 45 of the Code of Federal Regulations now contains regulations 

to protect the confidentiality of data collection in efforts to identify, 

locate, and evaluate all handicapped children. These are specifically de­

fined as obligations of States and public education agencies. But, the 

rules and regulations go on to define "participating agencies": 

Any agency or institution which collects, maintains, or 
uses data, or from which d~ta is obtained to meet 
P. L. 94-]342, the "Education for All Handicapped Children 
Act O • Tb.is is all part of "due process" legislation. 

Head Start/Ho.me Start programs characteristically have kept data on 

all children, including special needs (handicapped)children integrated into 

the programs. Also~ Head Start/Home Start programs have characteristically 

transferred data ta. officials who work in a child's next educational setting, 

usually the public schools. Head Start/Home Start programs are agencies 

from which data is (Obtained for the education of the handicapped. Therefore, 

Head Start/Home Start programs would be "participating agencies" under the law. 

According to tlhe law, each participating agency shall protect the con­

fidentiality of data at all stages: collection, storage, disclosure and de­

struction. Also, each agency shall assign one official as the responsible 

agent for assuring- !the confidentiality of any personally identifiable data. 

WHAT SHOULD BE KEPT' IN A CHILD' S FOLDER? 

Head Start/Hom::e Start programs are required by a set of performance 

standards to produce certain kinds of screening records (medical, dental and 

developmental) on all children and some very specific diagnostic records and 

educational plans fror special needs children. In addition, information such 
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as a child's name, address, birthdate, etc., is kept on all children. 

Teachers may keep some re.cords that specifically identify a child. In 

general, IF A PIECE OF INFORMATION IS USEFUL FOR PLANNING AND COMPLETING 

A CHILD'S EDUCATIONAL EXPERIENCE, IT SHOULD BE KEPT BY THE EDUCATION PROGRt~1. 

If a piece of information will not contribute to planning, it should not be 

included at all. 

WHAT IS "PERSONALLY IDENTIFIABLE" INFORMATION? 

Personally identifiable information is any data that includes: 

1. Name of the child, the child's parents, or other family member; 
2. The address of the child; 
3. A personal identifier, such as a social security or student 

number; 
4. A list of personal characteristics or other information which 

would make it possible to identify the child with: reasonable 
certainty. 

WHO HAS TO KNOW ALL THIS INFOR11ATION ABOUT CONFIDENTIALITY? 

According to the law, a participating agency must ensure that employees 

are trained in the policies and procedures regarding confidentiality. This 

implies traiuing about the law itself and about the agency's specific guide­

lines for maintaining records and the confidentiality of them. 

HOW IS ACCESS TO RECORDS CONTROLLED? 

Each Head Start/Home Start program must develop a listing of the types 

and locations of personally identifiable data (records) collected, maintaired 

or used by the agency. This listing must be provided to any parent who re­

quests it. 

A parent can request to see his/her child's records. The program must 

provide access to the records without unne~essary delay (no more than 45 days) 

and prior to any hearing related to the ide?tification, evaluation or 
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placement of the child. The parent, by law·, has the right to a response to 

a reasonable request for explanation and interpretation of regulations and 

the data, and to obtain copies of records. 

The Head Start/Home Start program must maintain a record of any '!third" 

parties (from outside the agency) obtaining access to a child's records. 

This includes: 

1. Name of party; 
2. Date access was given; 
3. Purpose of authorization to use the data. 

This record of access does not cover access·by parents and authorized 

employees of the Head Start/Home Start agency. The prior, written consent 

of the parent(s) for viewing confidential information is not necessary for: 

1. Officials in the same agency with a "legitimate educational 
interest"; 

2. Various state and national education agencies, when enforcing 
federal laws; 

3. Accreditation and research organizations helping the agency. 

The Head Start/Home Start agency must maintain, for public inspection, 

a current listing of the names of those employees within the agency who may 

have ac.cess to the personally identifiable data. These employees will prob­

ably include the agency adr~inistrative staff, component coordinators, head/ 

classroom teachers, any special education staff hired by the agency, and 

special education consultants with whom the agency has a formal, written 

agreement for service. 

4. Those with court orders. 

The agency may charge a fee for copies of records which are made for 

parents~ providing that the fee does not effectively prevent the parents 

from exercising their right to inspect and review those records. The agency 

may not charge a fee to search for or to retrieve data. 
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WHAT HAPPENS IF A PARENT DOES NOT LIKE SOMETHING THAT IS INCLUDED IN A CHILD's 

FILE: 

A parent who believes that data is inaccurate or misleading or violates 

the privacy or other rights of the child may request the agency to make appro­

priate amendments to the data. Within a reasonable period of time following 

the request, the agency must decide whether or not to amend the data in accord­

ance with the parents' request. If the agency decides to refuse the request, 

it must inform the parent of the refusal and advise the parent of his/her right 

to a hearing. If the parent requests a hearing, the agency shall provide for 

one. Just how Head Start/Home Start agencies will fit into the "hearing" sys­

tem is as yet unclear. But it is likely that hearings, if requested, would 

be conducted under the systems being written by each state. If, as a result 

of the hearing, the agency decides that the data is in fact inaccurate~ mis­

leading, or otherwise in violation of the privacy or other rights of the child, 

it shall amend the data accordingly and so inform the parent in writing. If 

the agency, as a result of the hearing, decides that the data is not inaccurate, 

etc., it shall inform the parent of the right to place in the records a state­

ment commenting on the data and stating any reasons for disagreeing with the 

decision of the agency not to amend it. 

These parent-initiated hearings must: 

1. Be held within a reasonable period of time after the agency 
has received the request, and the parent shall be given 
notice of the date, place and time, reasonably in advance 
of the hearing; 

2. Be conducted by a party who does not have a direct interest 
in the outcome of the hearing; 

3. Afford the parent full and fair opportunity to present 
evidence relevant to the issues raised and may be assisted 
or represented by individuals of his or her choice at his or 
her own expense, including an attorney; 
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4. Provid~ that the agency shall make its decision in writing 
within a reasonable period of time after the conclusion of 
the hearing; 

5. Provide that the decision of the agency shall be based solely 
upon the evidence presented at the hearing anu shall include 
a surn111ary of the evidence and the reasons for the decision. 

If a parent wishes to conti.nue his/her appeal, this can be done under guide­

lines to be developed by each state. 

WHEN MUST PARENTAL CONSENT TO VIEW OR RELEASE BE MADE IN WRITING? 

Head Start/Home Start parents need not be asked for written consent before 

the program conducts certain procedures such as: 

1. Outreach to locate or identify special needs (handicapped) 
children; 

2. Screening all children (medical, dental, developmental); 

3. Observation to cm~lete skill-behavior checklists. 

However, parents must provide fully informed, written consent for any selective 

individual testing to identify children in need of special education services. 

WHAT IS "FULLY INFORMED CONSENT"? 

Fully informed parental consent must include the following items: 

1. Consent must be in writing. Verbal or other notice qualifies 
only if written notice is inadequate, such as in the case of 
a parent who is blind or whose language is not in written 
form (as some American Indian languages). State due process 
plans must be written to specify these other means of 
notification; 

2. Information to parents must be in his/her native language un­
less it clearly is not feasible to do so; 

3. Parents must be informed in writing of identification and 
evaluation efforts (does not include basic tests administered 
to or procedures used with all children); 

4. Consent must specify the activity for which consent is given 
and which records, if any, are to be released and to whom the 
records are to be released; 
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5. 'I'he parent should understand that the granting of consent 
is voluntary (if a parent refuses to consent and if evalua­
tion is deemed necessary, the agency's remedy would be to 
seek court intervention uuder state law). 

6. "Parent 11 is defined as a 'parent or guardian (or individual 
acting as a parent in the absence of a parent or guardian) 
of any child on whom data is collected, maintained, or used 
for purposes of providing education. 

CAN I JUST TALK TO A SPECIAL EDUCATOR ABOUT A CHILD? 

No - if the child is personally identified in any way. Disclosure of 

information means permitting access or the release, transfer, or other communica-

tion of the education records. Without fu11:~ informed written consent of the 

parents such disclosure cannot take place orally, in writing, by electronic 

means, or any other means to any party. 

WHAT ABOUT DISCLOSING INFORMATION FOR HEALTH OR SAFETY EMERGENCIES: 

Personally identifiable information may be disclosed without the prior 

wri.tten consent: of the parent under certain conditions~ 

1. Appropriate parties in connection with the emergency mus.t 
need the information to protect the health or safety of the 
child; 

2. The seriousness of the threat to health and safety must be 
considered; 

3. The need for the information to meet the emergency must be 
considered; 

4. Consider whether the parties to whom the information is dis­
closed are in a position to deal with the emergency; 

5. Consider the extent to which time is of essence in dealing 
with the emergency. 

WHAT ARE THE REGULATIONS FOR DESTRUCTION OF DATA? 

First, records must be maintained until five years after they are no 

longer needed to provide educational services. Prior to destruction of data, 

reasonable efforts must be made to notify parents that they have the right 
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to be providee with a copy of any data which has been obtained or used for 

the child's education. 

The definition of destruction is: the physical destruction or removal 

of personal identifiers from data so that the data is no longer personally 

identifiable. 



APPENDIX 20 

REPORT OF FIRST CONSULTING VISIT 
WITH REGION III HEAD START REGIONAL RESOURCE AND TRAINING CENTER 



November 21, 1975 

FIRST CONSULTING EFFORT WITH REGION III HEAD START TRAINING OFFICE RE: 
MEDIATOR TEAM MODEL 

DESIGNATED BY REGION III TRAINING OFFICE AS COMPREHENSIVE 
DEVELOPMENTAL TEAMS 

DATE OF CONSULTATION: November 17-18, 1975 

ITEMS COVERED DURING THE 8 HOURS OF CONSULTATION: 
l., Review of the Region III training outline 

(Handbook or printed document) 
2. Rationale for team approach 
3. Review of the OCD-BEH Project evaluation of its initial outline 

re. the team process to Minnesota Head Start Programs 
4. Region III cluster workshop concerns: 

Time planned 
Recreat.ion 
Possible reduction in planned time 
Inclusion of state special education policy makers 

4 .. Team organization options 
5, General contacts with state departments of welfare, education, and health 
6 .. Enhancement of communication between pilot programs via some form 

of newsletter 
7 .. Factors for choosing team coordinators (appended) 
8. Possible activities for the OCD-BEH Project staff at the February cluster 

training workshop (appended) 
9. Consideration of the broader functions (program-wide concerns) of 

the teams 
10. OCD-BEH Project proposal for continued funding (subraitted to BEH 

Research and Development Section 
11. Three copies of the original version of the Mediator's Handbook 
12. One copy of the OCD-BEH Project handout used during training with 

Minnesota Head Start programs re. criterion referenced assessment 
instruments · 

I3., One copy of OCD-BEH Project handout re.language stimulation techniques 
14. Items the OCD-BEH Project will attempt to provide to the Region III 

Head Start trainers (appended) 

PERSONS ATTENDING CONSULTATION SESSIONS: 
Joni Cohan: Region III Head Start Training Office 
Brenda Riley: " " 11 

" " " 

Pat Henney: 11 
" " " " " 

Jon Boller: OCD-BEH Collaborative Project 
Fred Aden: II II 11 

GENERAL HfPRESSIONS: 

It was the impression of the OCD-BEH Project consultants that the Region III 
Head Start Training personnel have a good, general grasp of the case manage­
ment team process and the specific concepts from this model that apply par­
ticularly to preschool programs and Head Start specifically. The consultation 
sessions were characterized by an open exchange of information, opinions, 



and alternatives. Some specific decisions were made. The OCD-BEH 
Project personnel were pleased with the efforts made to date by the 
Region III training staff; the Region III staff seemed quite pleased 
with the material and discussion help provided by the OCD-BEH Project. 

FUTURE: 

The Region III training staff will contact the OCD-BEH Project staff 
by telephone/letter about information/concerns re. the February 
cluster session workshop. 

The Region III staff will decide what they wish the OCD-BEH staff to 
do or present at the cluster session workshop in February. 

The OCD-BEH Project staff will continue to maintain telephone/letter 
contact with the Region III training staff in an effort to provide any 
additional TA needed prior to the February cluster workshop. 



OCD-BEH PROJECT 
WILL ATTEMPT TO PROVIDE 

1. Questionnaire to be used initially with selected program 

2. Suggested prototypes for team records 

3. Video tape of mock meeting 
5024 Allan Road 
Bethesda, Maryland 20016 

4. Team organization alternatives 

5. Copy of each mediator media 




