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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 tn 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. Handi-
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



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 BEH 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 (SE00), 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-
sibility for developing the OCD-BEH Project in Minnesota. It was assumed that
this combining and centralizing of programs would provide more ccordinated, 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 National 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 childven 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 QCD-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



appeared in 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 PMinnesota Department of Education, the UNISTAPS FProject, Miunesota
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-BEH 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 project---'"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".

This, then, was the charge to the four OCD-BEH Project staff members
ultimatelv 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 total 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 Project 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 resocurces that might be mobilized for Head Start; and closely inspecting
the map to get a feel for the logistics involved in implementing the plan



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. 1In 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 exdist-
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.



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 Project's
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 same time, be a means by which 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 dealt with different con~
tent material. Because of the type of training which had been 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 Twin 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.



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 well, 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?

) s .
-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 describing a system by which a small interdisciplinary
group of clinical specialists, physically housed in one location in the state,
could provide training, comnsultative, and advocacy services to Head Start and
Home 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
" c¢linical specialists in the community or surrounding areas. The system also
provided for teacher and parent training dealing with specific handicapping con-
ditions but this training would receive less emphasis. An additional 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.



Their training-comsultative "triadic'" model was viewed as a more viable alterna-
tive to the dyadic model in which the professicnal 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 '"mediators'® 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
enviromment, 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 ou-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 within programs. The enhancement of communication, 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, hospital clinics, etc., would be inclined, or able, to assume
responsibility for helping to develop case management systems which would be de-
signed primarily for use with Head Start and Home Start staff. It has often
been the 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 waluable, 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, in-service training programs, etc.

In sum, it was felf 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 continuad to evolve.

This, then, was the overall system or model of service delivery 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 corollary 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. TFinally, 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



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 promise. It seemed that
such a system could enable the small Project staff to have a significant im-
pact on many Minnesota 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 members, 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 directions
was approved by OCD, and the Project staff prepared to embark on the second
year demonstration activities.



SECTICN 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) dmprovement 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 parents in decision-
making, planning, and intervention processes

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

4) delivery of a broader range of services 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, rejection of this organizational vehicle would not preclude assistance
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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)

3)

4)

6)

7

8)

10)

to develop a handbook that would describe concepts and
approaches related to case management -and resource
mobilization

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

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

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

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

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 involvement L

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

to offer a second workshop, 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

to initisate efforts to evaluate the demonstration out-
come objectives

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 Handbook described methods by which Head Start/Home Start pro-
grams could organize a case management team, carry out case management procedures,
mobilize community 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 veferred to the first 42 pages of the original
Mediator's Handbook.)

The Egggbook and its contents were first introduced to Head Start/Home
Start programs at a three-~day woikshop 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 was 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 respounse of
participants to the workshop presentation was bzsically positive, and the
Project staff were further encouraged about the potential of their service
delivery model. (Yor a more detailed description 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 of 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 fo 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
0CD, and Project staff, themselves.

Fall, 1974, 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 cutlined in the Mediator's Handbook (see pages
12-30 in the original Handbook--alsc see Appendix 2for 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, 1974), this
team approach seemed to offer promise of more éffective consultation visits
than did visits 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 staff members could provide
a model of teamwork which would have some impact on program personmnel (this,
in fact, was frequently perceived 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 Mediator Teams (if they had been formed).
The staff usually met with only a few 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 would 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 facilitate greater parent involvement
and improved staff-parent relations. (See Appendix 4 for a copy of the letter
announcing this workshop.)

This first workshop series focused on various uses of developmental
behavior checklists and prescriptive 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 direction to
parents of special meeds 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
many teachers and parents who had not been present at the summer workshop, the
parent's organization workshop, or at comsulting visits. It later became
evident that this exposure seemed to be a factor in some programs moving more
rapidly toward full implementation of the teaw 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 after the first consulting visgits 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 "hyperactive' 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 din the first workshop series, efforts were made to point out the
role of a Mediator 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 amnouncing 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 Head Start/
Home Start programming. This was viewed primarily as an advocacy function and
will be further described in that part of the report dealing with advocacy
activities.

Spring, 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 2) obtaining data velated 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 data.).

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 spedial 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 0CD. With the exception
'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 vear of working with 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 scheol 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 conmsultative activities
carried out during the second Project year. Advocacy activities will be pre-
sented next.

Advocacy Activities, 1974-75. Before 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 Project, 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 Ecomomic 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 wisdom 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 benefit from experiences with normal
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, aud agencies who might provide new or expanded direct
services to Head Start/Home Start programs at little or no cost. (Unfor-—
tunately, when 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 as 1) identifying handicapped chiidren (e.g., Early and Periodic
Screening, Diagnosis, and Treatment): 2) Supervising and coordinating
direct services (e.g., Divicion of Special and Compensatory Education, State
Department of Education), or 3) acting as a broad based advocacy body for
all handicapped individuals and their 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 attempts to recrult specialist services that the potential
benefits of a significant advocacy effort began to be realized. Amother
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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-UNISTAPS 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-comnnections led to several invitations to
Project staff to become members of planning, adviscory, and advocacy councils.
Inherent in the acceptance of these invitations was the expectation that
Project staff would have an opportunity to be a "voice' 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 yvear 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 IIIL.

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 organizations. (See Appendix 12
for an example of one of these articles.)

2) Met with local service providers whenever possible
during on-gite consulting visits to Head Start/Home
Start programs. These contacts took place in the
presence of program personnel or, with their permis~
sion, were made independéntly by Project staff. These
service providers 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, etec. A good deal of
attention was also devoted to suggesting ways in
which specialists could provide these services despite
their other committments and time constraints. On-
site services were emphasized during 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)

4)

5)

6)

7)

8)

?)

Made numerous phone and written contacts with poten-
tial service providers when face~to-face meetings
were not possible or when follow~up to meetings was
required.

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
Minnesota. Head Start children will be among the first
to benefit from these clinics.

Made numerous direct contacts with State Department
of Health personnel in units other than EPSDT.

These were Crippled Childrens Services and the

Vigsion and Hearing Screening Program. These contacts
facilitated specific arrangements between the Depart-
ment of Health personnel and individual Head Start/
Home Start programs.

Held a general meeting with administrative and consul-
tant personnel in the Minnesota Department of Education,
Special and Compensatory Education Secition. From this
meeting the Project receilved endorsement and backing to
aggressively request that public schocl 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 bad not been receiving these services prior

to the 1974~75 program year.

Made a presentation at a meeting of supervisors of all
clinical speech programs in Minnesota public schools.

This presentation had resulted from the contacts with

the Special Education Section mentioned above.

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

Contributed to the organization and presentation of

a "Health Roundtable", 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
agencies 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)

11)

13)

14)

15)

Facilitated some local collaborations between Head
Start and Day Activity Centers. This was accomplished
by fmddividual and group sessions between the Project
staff and staff of the Minnesota Association for
Retaxded Citizens. The result of this effort was a
"'sharing'" of some developmentally disabled children
by the Day Activity Centers and Head Start programs
and & sharing of some specialists who were directly
involwed in making educational and treatment plans
for these children. The children involved were
deemzd ready for some exposure to an integrated
setting in regular classrooms.

Conducted a special workshop with Head Start teachers

ans speech clinicians from the local school district

in which the Head Start program was located. The

purpcse of this workshop was to explore the goals and the
clinizal and teaching roles both groups do or could
assum=z. The process resulted in a proposed expansion

of roles for both teachers and speech clinicians.

(See Appendix 13 for an iu~depth outline of the process.)

Participated on the Minnesota State Council for the
Handicapped, which has the functions of determining
the ne=eds of handicapped individuals of all ages in
Minnesota and then making legislative and policy
reconzmendations to the Governor. Other staff members
partizipated on task forces (Task Force on Comnunica-~
tive Bisorders; Task ¥orce on Service Delivery Systems),
These efforts undoubtedly had more long vange effects
rathex 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 with certain types of handicapping conditions.

One szaff person also participated for a time on the
state Development Disabilities Planning Council which
collahorates with the Minnesota State Council for the
Handicapped to make recommendations to the governor.

Superwised school psychology graduate students from
the Umiversity of Minnesota who had practicum place-
ments in one metropolitan Head Start program.

Published a newsletter, the '"Mediator Media', which
was mailed to all regional special education counsul-
tants and local directors of special education, other
types of service providers, and Head Start/Home Start
persomnel. This newsletter described, among other
things, the types of collaboration and delivery of
service which were taking place around the state.

One intent of the newsletter was exchange of infor-
mation among Head Start/Home Start personnel, but

19



it also served the function of illustrating to service
providers that various kinds of new or expanded ser-
vice were possible. (See Appendix 14 for copies of
the "Mediator Media'.)

16) Involvement in a joint effort between the Minnesota
Association for the Education of Young Children and
the Center for Early Education and Development at
the Uniwersity of Minnesota to begin the task of
coordinating training for early childhood educators
in Minnesota. One of the priority issues was the need
for developing and coordinating training related to
working with handicapped children.

The above outline does not contain an exhaustive listing of the
advocacy functions pewformed 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 the statewide service delivery system.

Summary of demomstration activities, 1974-75., At the end of
Project year two, staff members felt that the majority of objectives
wnich they had establiished for themselves had been satisfactorily met.
Although the spring wowkshop was conducted later than planned, all of
the proposed workshops had been given and some additional ones had been
added. Of 105 possible consulting visits to programs (three visits to
each of the 35 programs) 100 were actually accomplished. This figure
does not include additional visits, i.e., beyond the initial three,

- which were made to some programs. Advocacy activities were engaged in

to an even greater extent than had been foreseen by staff at the beginning
of the second year. &t least 450 person days had been spent directly
involved in these three component activities, and the comblned distances
traveled by staff totalled many thousands of miles.

Evaluation of demonstyration outcome objectives had also been
initiated as planned (the apprcaches to evaluation will be described
further in the sectioms 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 conducting a large scale demonstration effort and simul-
taniously engaging in wigorous evaluation research became increasingly
apparent. This was particularly evident when Project staff made on-site
consultation visits to programs. Although a great deal of planning went
into determining the types of data to be obtained and how to collect it,
the staff usually foumd that there was not enough time available for
both extensive, systematic data collection and consultation during on-site
visits to programs. The "press" 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 demonstratiom effort, data which were obtained yielded positive
results in several areas. 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 Mediator Team model only and not on the broader service delivery
system,

Tt also should be mentioned heve 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 .

Collaboration with the BEH-UNISTAPS Project. 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 collaboraticns with UNLSTAPS.

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 Education 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 BEH 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 operation is within the Special and Compensatory Educa-
tion Section of the Minnesota 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 is a laboratory program located within
the Minneapolis Public Schools to provide services to noncategorical, low
incidence handicapped children and their families.

OCD-BEH/UNISTAPS Collaboration, 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 towards 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 "model" for the Project would be. Second, most of the specific agree-
ments made with the UNISTAPS 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 dimpaired preschool children.

Collaboration, year two. Consultation and 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, and 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 wmight 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 thedir
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 N
"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 mneeds children. Attending the workshop were Head Start/Home
Start administrators, coordinator staff, teachers, and parents-—and the UNISTAPS
director, special education regional consutants, and a school district special
education director. A total of 120 people attended this workshop.

Third 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(l2) special needs children, their families, and teachers. Some con-
sultant services were delivered in the form of training to Head Start teachers
and parents. TFor instance, a speech pathologist provided training at one agency
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regarding speech and language development, some specific concerns of staff
and parents, 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 also 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 children.

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

One addition was made to the year two OCD-BEH/UNISTAPS collaboration in
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.

Finallv, although not part of the formal contract between the Project and
UNISTAPS, attendance at various UNISTAPS sponsored workshops was open (and
encouraged) for Head Start/Home Start personnel as had been the case during
Project year ome,
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SECTION III
OUTCOMES~~RESCURCE MOTILIZATION 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 Stari/Home Start programs during the second Project year, 1974-75.

Data collection. Data related to the resource mobilization objectives
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 "Who were the
specialists who provided some type of service to your program this year, 1974-75,
and for what agency did the specialist work?" The names, professions, and
employing agencies of these specialists were documented on a form developed
for this purpose (see Appendix 11 ). Then, for each specialist's name written
down, the following question was asked, "Did this person or another person
of the same profession from the same agency provide service to your program
last year?" Baseline data had not been obtained for all Minnesota programs
during the previous vyear, 1973-74, and it was hoped the responses obtained
from this question would provide data with which to compare the 1974-75
resource mobilization outcomes. Because several program staff members were
usually present when the questions were asked, 1t was felt that concensus
responses about whether or not an individual provided service a year earlier
were highly reldiable.

Data were collected iun 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. Tt should alsc be pointed
out that the data which was gathered from the 29 programs was not completely
exhaustive. There were 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 Project 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 for chifdren'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 steff
wasg 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 1974-75. 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 staff to also complete a questionnaire (see Appendix 16 ) on the

same specialists who would be veceiving a questionnaire. 1t 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 questionunaires 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 questionnaives because it had seemed that there were few individuals
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 exawined,

The 29 programs from which data were obtained were scattered geograph-
ically throughout Minnesota in rural, urban, and rural-urban mixed settings,
with most programs covering at least two counties., At that time, most
programs operated exclusively under the center-based model; fewer used the
home-based model exclusively; and fewer yet used both models at different
locations within the geographic boundaries of the program. The total number
of children in the dndividual programs ranged from 11 to roughly 220, with
the number of centers per program ranging from 1 to 12. Total staff size
in the programs ranged from 3 to approximately 50,

during 1974-75, Project staff were confronted with several issues/questions
related to resource mobilization outcomes;

Outcomes. Prior to the intiation of statewide demonstration activities

~Despitie the success of resource mobillization 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 omn-
site services at center and/or children's homes?

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

~Would more specialists be willing or able to provide on-site
gervices 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 hones

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

The data in Figure 1 (page 27 ) obtained from the questions asked on
the third consulting visit, indicate that the increase in the number of
specialists who provided some type of service to Hedd Start/Home Start programs
was very substantial. Comparing the 1973-74 school year with the 1974-75
year, there was a 757 increase in the number of various types of clinical
specialists who provided some gervice 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 (1897%) came from speech clinicians (44 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, physical therapists, mental retardation
specialists, etc.. These specialists were grouped into one category because
there were few 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 largest total number of specialists. The category 'other agencies"
in Figure 2 includes seveval types of agencies, e.g., welfare departments,
hospitals, day activity centers, other preschool programs, etc.. The frequency
of any one of these agencies being mentioned was low. Liwmited 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 asked if individual
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 datadin Table 2 (page 34 ), based on the questionnaire
responses of specialists, also indicate that there was an increase in the
number of specailists coming on-site, both due to "new" specialists doing
this and due to '"old" specialists doing this for the first time in 1974-75.

Figure 4 (page 30 ) 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 children'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 thege various
types of service (out of 198 possible, i.e., all 18 specialists each providing
all 11 services), while the 26 specialists who visited less often provided
only 148 (out of a possible 286) of these services (X2 (1)=7.94, 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 specilalists visiting most frequently would have provided a
given service most often. If this were the case, these specialists would not
only have provided abroader 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 34 ).
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 45 randomly sampled specialists who said they
had provided service to programs in the previous year, 1973-74, 22 (497%)
indicated that they provided new services during 1974-75, Nine specialists,
who came from agencies where some 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 half of the specialists
were engaging in new roles. Fifty three (53) new services were provided by
the 22 specialists. Of these, 35 (66%) cervices were other than dirvect service
to children, i.e., screening testing, diagnostic assessment, or therapy.
However, direct 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 Minnesota programs during 1974-75 than

during 1973-74. Therefore, not only were more people serving programs,
apparently there weve algo 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 known if this approach was 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
(75 teachers returned this questionnaire). The two questions were: '"What
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 (page 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'. Although many responses (37.9%) referred
to more "traditional™ 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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Table

Consulting with teacher re: 0 0 2 2.4%
working with families

Consulting with teacher re: 28 24, 8% 12 14,37
individual children

Consulting with teacher re: 2 1.7% 2 - 2,43
overall classroom management
and curriculum

In-service training for teachexs 2 1.7% 3 3.6%
Supplying or recommending 7 6.2% o O
materials,books, etc., to teacher

Providing written reports to 3 2.7% 2 2,47
teacher

Keeping records and making them 2 1.7% 0 0
available to teacher

Screening children 6 5.3% 0 | 0
Diagnosing children 10 8.87 1 ' 1.2%
Providing therapy or treatment 15 13.3% 7 8.3%
to individual children

Placing children in other 2 . 1.7% 0 0
programs

Providing parent counseling 10 8.87 1 1.27
Providing parent education 0 V 0 1 1.2%
Making home visits O C ; 1 1.27%
Observing children 4 3.5% 3 3.6%
Recruiting other specialists 6 5.3% 0 0
Consulting with Mediator Teamn 0 0 2 2.4
Referring children to Head Start/ 2 1.7% 0 0
Home Start

lo response 10 §.8% i7 ZO0 1%
Negative comments 4 3.5% 3 3.6%
Sufficient service provided - - 13 15.4%
Sufficient service provided given . - 9 10.7%
limited time available ‘

More service desired (but no des- - - 5 6.0%

cription of services)

Miscellaneous positive comments: (next page)
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Table 3.

(continued)

Question #l--"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'; '"general support to teachers';
"grateful for speech therapy done'; "gave me helpful tips'; "easy

to work with'"; "he works well with children and can win their
confidence'"; '"made the breakthrough in communication with a mothexr";

"if we needed his help he provided it"; "she was a great help".

Question #2--'"'she is an excellent speech therapist and a beautiful, warm, under-

standing and intelligent person'; "he is always -willing to help";
"she couldn't have been more helpful''; "I was most thankful for

the time she gave us''; "being the first year and limited time, she
did the best job possible'; "the nurses are overworked'"; "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 - T
feel better informed now'; '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'; "I
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 classroom'; ''could
have benefited from more training sessions with her'.



There were 84 responses made to the second question, with 17 teachers
making nc zesponse (this was the most frequent '"respomse'). Of the responses
obtained, "consulting with teacher regarding individual children" was mentioned
most often (after "sufficient service provided™) as being the kind of service
that woulé nave been helpful. Only 10.77%Z of the responses mentioned screening,
diagnosis, therapy, or parent counseling, while 27.57% referred to services
that involvad direct assistance to teachers. 26.1% of the responses indicated
there was "sufficient service provided" or "sufficient services provided
given limited time available'.

Basad on these questionnaire responses, it appears that more of the
teachers szmpled preferred to receive direct assistance, themselves, from
and/or wanted to receive more of this type of service than service
rectly to the child. The unsolicited positive comments presented

many of these teachers and the specialists with whom they worked.

Suznmary of resource mobilization outcomes. Looking at all 29 programs
from which data were obtained, it can be concluded that the first major
outcome ohiective was very successfully achieved; the number of specialists
delivering 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 services and offering a broader range of services also dncreased
substantizlly from one year to the next.

There was variability among pregrams 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 deal of
this varisbility. That is, increases in the number of specialists providing
gervice par se and increases in on-gite services and in the range of services
occured in rural and semi~-rural areas to about the same extent as in more
densely populated areas. The variables of program staffs’ motivation for
recruiting 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 these variables 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 dome 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. Undocumented 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 was often established. This brought
about not only more services to children, parents and staff, it also
frequentiy resulted in programs obtaining another advocacy "voice" in the
communitv, 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's
traianing, consultative, and advocacy activities on the realization of these
outcome objectives., Certainly, 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 Handicap Mandate, itself, 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 have
some catalytic effect on the substantial increase in service delivery during
1974-75.

There are three major areas 6f activity which the staff perceive as
being their most significant contributions. First, program personmnel 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) corrvectly answered all of the
questions relating to the types of handicapping counditions 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 rights (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 schoolg were simultaneously
developing plans to provide more extensive services to preschool children
in their communities. At the same time, there was greater emphasis placed
on preschool services by the Special Fducation Section of the State Department
of Fducation. Guidelines for services to preschool handicapped children
were developed and disseminated by the UNISTAPS Director, who 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 time and
contributed to the public schools being the largest single provider of
services ("new" and "0ld") 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 services
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 thece agencies
and the people employed there. Despite the fact that there was undoubtedly
validity to some of these attitudes, TFroject 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 nevw
services and expand old ones. Remarks such as 'you kept after us all year
to talk to that special education director and we finally did--with good
results", were fairly commonpiace 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 persomnel present or independently, did
directly result in numerous new or expanded services to programs, It was
somewhat revealing 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 respounded to favorably, a
kind of feeling of intimidation, and feelings of distrust. Project staff
often found themselves playing a mediating type of rcle when 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. 1In several instances, 1t 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 were 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 without 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 ite statewide service delivery system in Minnesota. However, a
cautionary note is necessary. Many special needs children, their parents,
and their teachers did not receive the amount or types of services necessary
to be considered truly comprehensive. The section on case management out-
comes will illustrate this fact more specifically. Perhaps the most important
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) the
demonstration of some methods of tapping potential resources. A process was
begun which, it was hoped, would 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 MANAGEMENT IN MINNESOTA-~YEAR 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 Team'" 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 case management, but an
unwillingness to engage in this kind of process did not preclude training,
consultative, and advocacy services by Project staff. FEven if programs chose
not to develop a team and hold regular team meetings, the Project staff attempted
to assist these programs in improving case management procedures, both quanti-
tatively and qualitatively, in the following areas:

1) obtaining comprehensive screening of all children

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

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

4) making arrangements Lo ensure continuity of services to
special needs children when they go to their next educa-
tional setting

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

Obviously, there is overlap between some of these ocutcome 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 specifically 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 conmsulting 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 1)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 te their next educational setting; 3) to obtain
some evaluation data on resource mobilization and case management; and

4) to make additional recommendations for future Mediator Team functioning
(again, where Teams existed). As has been pointed out earlier, Project
staff did not realize, at this point in time, the extent to which their
activities would be curtailed in Minunesota during the up-coming third and
final year of the Project. Thus, consultative activities continued to be
emphasized during this 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 or 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 organized into formal case management teams,

In other instances, the nature of the teams was more informal, 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%) mwade available to Project staff.

The centralized folders (written records ) were nolt 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 in the
agency or in a file maintained by a cowmmunity 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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frequently told by program personnel that diagnostic
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/treatwment
records these specialists might send to Head Start/Home Start programs were
not expected until May 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 staffe, it appeared that most of the overall
case managenent information about a child was known to the group. The lack
-of complete, written information in one central location did not mean that
meny case wanagement functions were incomplete. Therefore, some of the
following data regarding case management procedures for the children sampled
were supplied verbally by progarm personnel.

Project stafi weve
he
1

Outcomes, screening. In order to obtain data regarding screening,
Project staff asked the question: 'Was the child screened in all areas."
This included medical, deutal, 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 BT 50
Don't Know . - 1 1

*To nearest full percentage point

In only one case was screening information totally lacking from a
child's folder and the screening information unknown to program staff. Over
half of the children sampled were screemed in all areas. For those not
screened in all areas, the screenings which were lacking were usually in the
develcopmental areas (language or cognitive, motor, and social~emotiomnal).
Nearly all of the children had received medical, 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 appeared to be the responsibility of the health
coordinater to try te ensure that screening was completed. The major effort,
it seemed, had been placed on screening in the medical, dental, vision, and
hearing areas. Developmental screening did not appear to recelve as:much
emphasis. No program staffs, as a group, had systematically rveviewed 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 sectdion.)
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Qutcomes, assessment. In order to obtain data vegarding diagnostic
assessment of suspected special needs childrem, the Project staff asked the
question: 'Did the child see all necessary specialists?' 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
chilid might necessitate the involvement of several clinical 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 progranm
personnel. ‘

Did the child see all ﬁecessary Number Percentage*
specialists? ({88 Children)

ALL 43 49

MOST 15 17

SOME 23 26

NONE 5 6
DON'T KNOW 2 2

*To nearest full percentage point

Many reasons were given by program staff members to explain the in-
complete diagnostic 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 children 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; '"'some' assessments were complete on about gne-fourth of the children
sampled. Only 6% had not seen any appropriate specialist for diagnostic
assessment.

It was obvicus 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 dppeared 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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Qutcomes, intervention. Project:staff wanted to learn which persons
were most involved in the therapy and/or treatment and/or teaching of the
cases sampled, with 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? 1In order to obtain this data, the Project staff asked
the question: "How were recommendations of specialists and program perscnnel
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/specialist/parent involvement with 5 of the 88 children.
Therefore, the data below represents information on 72 children.

Intervention recommendations acted Number of cases
upon primarily by:

Specialist therapy/treatment alone 19
Specialist/Teacher collaboration 46
Specialist/Parent collaboration 27
Teacher/Parentvcollaboration : 28
Teécher 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, hopefully, skills. This 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 parents 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 pavents in the actual teaching of their children were Home Start agencies.
In 19 instances (%6 percent), specialists alone ascted to provide therapy/
treatment/teaching toward some target behavior directly related to the specilal
needs of children. And in 11 instances, (15 percent), teachers were placed in
a position of having to effect changes without any specialist inmvolvement.
Most of these teachers did, however, have access to a Mediator Team, or
informal team of coordinators, for direction and specific ideas.

In order to define more clearly the aspect of the involvement of
parents with their 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 Number of| Percentage
with their Special Needs Children Cases | of Cases¥®
(76 Childremn)

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

Direct involvement in education-— 40 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 with clinical 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. Tdeally, more parents should have been
involved at this level. By the very nature of the type of program, propor-
tionately more parents 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 kinds of information a Head Start/Home Start
program passes along to a special needs child's next educational setting can
be extremely important. Educators 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 ceontacts had been made or were planned,
the Project staff asked the question: 'Who have you contacted and who do you
plan to contact regarding transition efforts?” More than one type of trans-
ition contact was being made or plammed for most children sampled.

Persons Contacted: - Transition| Number of| Percentage
Arrangements (8L Children) Cases of Cases®
Clinical Specialists 67 83
Public School Administrators 39 48
Kindergarten Teachers 37 46
Parents 44 54

#To nearest full percentage point
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No tyansition contacts or plans had been made for 7 of the children
gsampled at the time of the third round of consulting vieits. The largest
number of contacts that had been made or planned were with clinical specialists.
This 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 usually informed of pending legislation which
would mandate the involvement of parents at this kind 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 kinder-
garten teachers were contacted, or contact plans were made, in an equal ratio.

Additional screening findings compiled by Project staff during several
on—~gite 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 screen one hundred percent (100%) of the children. The lMediator's Handbook
developed by the Project proposed to agencies that additional attention should
be pald to systematic screening for developwmental lags or disocrders: speech
and language, motor, and social-emotional skills. By the very nature of
screening, a teacher could not expect to plan a child's educational program
based on screening information alone. However, screening inforwation of all
kinds could be used as indicators for the need to further investigate a child'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 1974), it was often found that agencies had not completed screening
of all children and, in some cases, had not previously made firm ayrangements
for agency staff or community resource people to do some type(s) of screening.
As will be described, this picture changed significantly from the first on-site
visit to the second on-site visit (January-February, 1975). Project staff be-
gan to make recommendations which, if dimplemented by an agency, could poten-
tially speed-up the rate at which screening was accomplished. The earlier
screening results were known, it was hypothesized, the earlier the teacher would
have a better "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. Rather, 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 iwprove screening arrange-
ments provided both by agency staff and comuunity resources. Comprehensive,
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 observations;

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.)
dirvectly 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 arca. Systematic, un-—
supervised teacher observations simply meant that teachers used some standard
tocl 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 without any observation or help from a clinical specialist.

The findings presented here represent trends for a population size of
one hundred forty two (142) Head Start centers and sixty-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 total populaiion.

Data are reported by screening area and in the follcwing manner. Data
from the first on-site visit encompasses only the intended screening avrange-
ments as reported by agencies in October-November, 1974. Data from the second
on-gite visit encompasses the mid-year (January-Febyruary, 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, 1974). 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 Office 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 percentagc 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 pervcent (87%) of the children had
been screened by a physician and thirteen percent (137) 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 visit were heavily
weighted toward the use of specialist screening (e.g., nurses, state operated
screening clinics) for 79.2%7 of the 61 centevs/caseloads in the sample. Other

types of arrangements were plamned for 20.8% of the centers/caseloads (see
Table 4).

Table 4
Intended Arrangements for Vision and Hearing Screening

First On-Site Visit

Type of Screening Arvangement Mean Percentage of
Caseloads/Centers

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

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

#3  Systematic Teacher Observations
with Specialist Supervision 5.2

#4  Unsystematic Teacher Observations
with Specialist Supervision 0.0

#5 Systematic Teacher Observations
Without Specialist Supervision 5.2

#6 Unsystematic, Unsupervised
Observations of Teachers 10.4 .
=61 Centers/Caseloads

Becaue of the technical nature of this screening, direct specialist
screening (#2) was favored by OCD-BEH Project staff. The screening category
with the nmext highest percentage (#6) described totally unsystematic screening.
This prompted the OCD-BEH Project staff to make recommendetions that the agen-
cies attempt to arrange for direct specialist screening (e.g., nurses, special
clinics).
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The second on-site visit review of vision and hearing screening indieated
that agencies may have been persuaded to use divect specialist screening as the
desired arvangement. All of the children reperted screened by ithe time of the
second on~site visit (January-February, 1975) were screened by a specialist. The
percentage reported screened was 82.07%. For the remaining 18.07 not screeuned,
only direct specialist screening was being offered ss 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 youU. . vt rosoocecansy

c¢. Continue efforts to complete screening as soon as
possible;

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

SPEECH AND LANGUAGE SCREENTING

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.

Direct screening of children by a speech pathologist and systematic teacher
obgervations under the supervision of a speech pathologist (arrangement types 2
and 3) were considered best by the OCD-BEH Project staff. Many recomumendations
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 63.57 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 and language remained basically the same as the
intended arrangements (see Table 6). The percentage of children actuvally screen-—
ed by the preferred methods (types 2 and 3) was 49.757. And agencies reported
that they intended to screen another 10.5% of the children by these methods.
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Table 5
Intended Arrancements for Speech and Language Screening
First On-Site Visit

Type of Screening Arrangement Mean percentage of
Centers/Caseloads

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

#2  Direct Specialist Screening and
Unsystematic, Unsupervised Teacher 47.6
Observations

#3 Systematic Teacher Qbservations
with Specialist Supervision 3.2

#4  Unsystematic Teacher Observations
with Specialist Supervision ‘ 0.0

#5 Systematic Teacher Observations
Without Specialist Supervision 12.7

#6 Unsystematic, Unsupervised
Observations of Teachers
N=77 Centers/Caseloads

(98]
T
&

The only significant difference between intended screening arrangements
and the actual method used was the reduction in children screened by arvange-
ment #5. The unsystematic,-unsupervised observations of teachers (#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 cliniciang

d. Obtain training from a speech clinician.
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Table ¢
Mid-Year Speech and Language Screening
Second On-Site Visit

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

#1  Direct Spacialist Screening
and Systematic, Supervised 0.0 0.0
[eacher Observations

#2 Direct Specialist Screening
and Unsystematic, Unsupervised 32.79 10.5
Teacher Observations

#3 Systematic Teacher Observations

with Specialist Supervision 16.96 0.0
#4  Unsystematic Teacher Observa-
tions with Specialist Super- .96 0.0
vision
#5 Systematic Teacher Observations 12.70 -2

Without Specialist Supervision

#6 Unsystematic, Unsupervised
Observations of Teachers 35.7 0.0
N=77 Centers/Caseloads

MOTOR SCREENING

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-gite visit, the majority, 58.1%7 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 was the intended arrangement for 31.37 of the classrooms/
caseloads.
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Table 7
Intended Arrangements for Motor Screening

First On-Site Visit

Type of Screening Arrangemant Mean Percentage of
Centers/Caseloads

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

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

#3 Systematic Teacher QObservvations

with Specialist Supervision 2.5
#4  Unsytematic Teacher Observations

with Spacialist Supervision 0.0
#5  Systematic Teacher Observations

Without Specialist Supervision 28.8

#6 Unsystematic, Unsupervised
Observations of Teachers 58,1
N=77 Centers/Caseloads

During the second on~site visit, agencies reported that 57.17% of the
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 unsystematic way, only 32.0% of the child-
ren were actually screened in this manner. TFor all children yet unscrecned
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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Table 8

Mid-Year totor Screening Completed and Arranged

Second On-Site Visit

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

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

#2 Direct Specialist Screening
and Unsystematic, Unsuper- 14.9 3.1

i vised Teacher Observations

#3 Systematic Teacher Obser-
vations with Specialist 30.2 1.2
Supervision

#4  Unsystematic Teacher Obser-
vations with Specialist 2.3 4.3
Supervision

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

#6 Unsystematic, Unsupervised
Observations of Teachcrs 32.0 0.0

N=77 Centers/Caseloads

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

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;

¢. 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

0f 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 vigit, the agencies intended to rely heavily on teachers to do the screen-
ing in an unsystematic and unsupervised manner (53.3%). Project staff favored
the use of specialist screening or systemalic teacher screening, but these
arrangements were intended for little more than a third (38.47) of the centers/
caseloads.

The review of social/emotionalvscreening at the time of the second on-site
visit revealed that no children were screened by specialists. However, 40% of
the children were screened systematically 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/caseloads were intended
to be screened in this manner. Unsystematic and unsupervised screening actually
occurred for 41.02% 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
Cernters/Caseloads
#1 Direct Specialist Screening and 0.0
Systematic, Supervised Teacher
Observations

#2  Direct Specialist Screening and
Unsystematic, Unsupervised Teacher 6.7
Observations

#3 Systematic Teacher Observations
with Specialist Supervision 0.0

#4  Unsystematic Teacher Observations
with Specialist Supervision 8.3

#5 Systematic Teacher Obsevrvations
Without Specialist Supervision 31.7

#6 Unsystematic, Unsupervised
Observations of Teachers 53.3
N=77 Centers/Caseloads
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The most frequent recommendations made by the OCD-BEH Project staff were:

| a. Ask a psychologist who may alrecady be observing

in your classroom to specifically obs
for social/emotional skills;:

erve/screen

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

checklist;

c. Try to establish firwm 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 Percentage
Screenings of Screenings
Completed Incomplete/
Arranged ]
#1  Direct Specialist Screening
and Systematic, Supervised 0.0 0.0
‘Teacheyr Observations i
#2 Direct Specialist Screening
and Unsystamatic, Unsuper- 0.0 0.0
vised Teacher Observations
#3 Systematic Teacher QObser-
vations with Specialist 40.0 0.0
i Supervision
#4  Unsystematic Teacher Obser-
vations with Specialist 14.0 0.0
Supervision
#5  Systematic Teacher Obser-
vations Without Specialist 3.0 0.0
i Supervision i
#6 Unsystematic, Unsupervised
Observations of Teachers 41,02 1.8 L

=77 Centers/Caseloads
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SUMMARY OF SCREENING ARRANGEMENTS/TRENDS:

To sumwarize the discussion of screening arrangements and trends noted,
it may be helpful to view scrazening from a series of questions. These questions
concern the time when screening arrangements were made, the time when screening
was done, who did the =creening, 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 medical screening be completed by
a family's physician prior to the child's entry
into the program. Dental screening was usually
arranged to occur within the first two months of
the program year. Visioan and heaving screening
arrangements wece made by the majority 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 rhe beginning of the program year,
Speech/language screening arrangements were usually
firmed-up earlier than arrangements for motor ox
social/emotional screening. As a result, sgencies
were able to make sigunificantly fewer arrangements
with ciinical specialists to do the screening or
provide much guidance to teaching staffs to de the
screening.

It appeared to the Project staff that, at the time

of the first on-site-visgit, the majority of agencies
had not made a prior commitment to screen all children
in the developmental areas of speach/language, motor,
and social/emotional skills. At least these screening
areas received much lower priority than medical, dental,
and vision and hearing screening. Agencies which had
not made prior arrangements for these types of develop-—
mental skill screening stated at the time of the first
on-site visit that "Unsystematic, unsupervised ohser-
vations of teachers," was their "intended" arcangement.
On the other hand, it appeared that the continued em-
phasis of Project staff that these developmental skills
should be screened led to more firm, complete, and
appropriate arrangements as the year went on.

2. When was screening done?

Medical and dantal screening was completed prior to the
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beginning of the program year for some children. Agencies
placed most emphasis on medical screening and they
attempted to get this screening completed by the end
of the first month of the preogram 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 1237 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 Januvary-February, 15.2%
of the children remained unscreened, largely due to
the same reasons that some children had not received
medical screening.

Vigsion and hearing screening was completed for
approximately half of the children by Octobex-
November. This reflected the prior arrangements
of several agencies to take their children to a
State Department of Health vision and hearing
screening clindc.

By January-February, 18% of the children remained
unscreened. A few agencies still hoped to commit
the state operated vision and hearing screening
unit to screen the children, but arrangements were
difficult to make because the work calendars 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 specielists
(e.g., speech pathologists, psychologists, SLBP
specialists) prior to the begimning of the program

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/
emoctional 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.

58



3. Who did the screening?

The intended arrangements for medical and dental
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 ov
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 conducted by Project staff to
sensitize teaching and 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 Portage Project, which
encompasses a criterion referenced assessment/
teacning approach.,

Speech and language screening was not conducted by
speech cliniciansg to any greater extent than was
initially planned, but 207 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 screening 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, How complete was the screening?

Medical, dental, vision and hearing screening was

almost completed for all children by January-February
(average 877% for medical, 84.8% for dental, and 827

for vision and hearing), as was stated under question two.
Project staff made no attempt to determine the quality
aspect of "completeness' as it related to individual
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screenings performed by physicians and dentists. The
only arrvangement 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 completencss of speech/language
screening was 887 by January~YFebruvary. Qualitatively,
however, more than one-third of the children were
screened by teachers in an unsystematic anc unsuper-
vised manner. Project staff had reason to believe

that this manner of screening resulted in too many

false positive and false negative results. Several
cases came to light where children should have been
referred to a speech pathologist but were not referred,
and many childrén 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
systematic teacher screening (using behavior checklists).
The quantitative completeness of wotor screening by
Janvary-February was 91.47%. One~third of the children
were screened in an unsystematic and uwnsupervised manner,
which 1s a negative finding. However, the original
intent was that 58.1% of the centers would be screened
in this manner. Between the first and second on-site
visits several agencies adopted the use of some form

of systematic motor screening, usually behavior check-
lists filled-out by teachers. This was judged to be

a qualitative dimprovement.

Social/emotional screening had been completed for 98.27

of the children by Januray-February. This was the highest
percentage of completed screening reported for any
screening area. However, more soclal/ecmotional screening
was performed by teachers in an unsystematic and unsupervised
manner than for any other arca of screening. The quality
of screening arrangementc did improve between October-—
November and Januvary-February with the adoption of behavior
checklists as a screening 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 classrcoms. Agencies reported that 407

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 conversations with Mediator Team members, a few additiomnal,
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 were
completing screening faster than in previous years. 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 screening seemed to improve significantly over
past years. Most agencies were arranging for more complete developmental
screening. The type of instruments they used were often improved over the
types they used in the past. It also appeared that children 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 specialists to expand
their screening to include language and voice screening as well as articulation.

Finally, it appeared that Project staff emphasis on early screening
(within the first 2-3 months of a program year) would result in more "prior"
screening arrangements. In other words, 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 thut results were to be used with caution. No diagnostic
label was to be applied based on sgcreening alone. Ewven 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 which shculd result
in better ways to provide sducation and other services to special needs children.



¥

Summary of case management outcomes. Since the Project staff had nct
made contact with all Minnesota programs during the previcus year (1873-74),
no baseline data were available to compare 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 concliude
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 is necessarily subjective to some degree, the following
observations are offered to as substantiation:

1) As can be seen from the preceding description of screen—
ing, programs developed increasely sophisticated and
coordinated screening systems, e.g., more clinical
gpecialists 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/language and social/emo-
tional areas, etc.

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

: ‘ this was tbe case,

3) DMore teachers 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 rvesource mobilization data also suggest that
teachers felt this type of support was important in bring-
ing about successful 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 be a priority area and, thus, had not
been engaging in transition efforts.

5) It appeared chat more pareats were being involved in
decision-making, planning, and interventions with their
children. One quantitative indicator of this is that
more clinical specialists were providing pavent counsel-
ing/education than previously.

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 confidentiality purposes) and
allowing easy access to those program personnel who should have the informa-
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 programs tended to accept the verbal transfer of
diagnostic 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 yyitten and compiled overviews
of children based on diagnostic information from the various specialists a
child may have seen. Although such overviews 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'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 programs as a means to guickly 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 diagnostic assessment pointed up several needs.
It appeared that only half of the children in the sample had received all
necessary diagnostic work-ups from specialists. Another 17% had received
"most" assessments and an additional 26% "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 estazblish 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',

Although preograms 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 all. 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 interventions with children, it
appeared that teachers/home visitors would have bad 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 iv 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 kindeg of services these specialists provided tended to
expand. Never~the-less, 2067 of the children in the sample received only one-
to-one attention from specialists. Censultation with teachers and parents
regarding the teaching of new behaviors/tasks was not provided by specialists
for these children. Hopefully, this limited approach to intervention
will be expanded as the movement to assume consultative roles increases in
various professions.

When parent involvement is considered, it is obvious that more parents
were simply informed of their child's status (27) as opposed to the direct
involvement of parents (19) in the 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 consultation regarding traunsition
of children from Head Start/Home Start to the next educational setting, several
programs needed to be convinced that they should consider sending any infor-
mation to the next setting, other than nedical 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’s strengths, gains, and the services provided to him in
order to plan effectively and efficlently. This is especially 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 investigation of arrengements that were already
made or arcangements that the programs planned to make. Multiple arrangements
(two o1 more) 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 lees 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 scheool 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'. 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"
childyen in each agency. Project staff felt that their role was not one of
enforcement or monitoring. 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
methods by which programe 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
gpecial needs. Agencies were informed of recruitment/dizgnostic needs when
it appeared that the 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 'handicapped" in 1974-75. Also, it appeared that few agencies had enrolled
fewer 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 met to sowe degree. There did appear to be improvement, both
qualitative and quantitative, in the services 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 program approximately saven times throughout the
year, and not all of these contacts involved training or consultation directly
related to case management procedutres.) On the other hand, it can be seen that
there ‘is room for greater improvement in programs' knowledge and application
of case management techniques. Certainly, the availability of resources is a
crucial varieble contributing to successful case management outcomes. If there
are limited resources available many of the service delivery objectives of case
managemwent cannot be met. However, 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
OUT COMES—--ESTABLISIMENT OF MEDTATOR TEAMS--YEAR 2

As stated previously, the Project gtaff did hope that the methods
used to introduce and help implement the case management ftéam concept,
i.e., the "Mediator Team'" concept, would result in programs perceiving this
" to be an effective way to or ganize 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 cut 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 own staff members. Thus, Project staff continued to
provide training, consultative, and advocacy services related to case man-
agement and rtesource mobilization to the programs which did not establish
teams immediately after the first workshop introducing the concept. How~
ever, most of these programs were a lso continuously encouraged to develop
teams.

Data ccllection. 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-
Ten. These were the criteria by which the Project staff judged the exis-
tence of a team. Supportive data for these criteria were 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 distance from their home base (St. Paul), travel-
cost and time factors made it necessary to attempt to visit all of the pro-
grams in that area before veturning 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 disadvantage 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 Project
year three it was possible to avoid some of these problems, and Project
staff developed improved training methods specifically related to conduct-
ing team meetings (see Sections VII and VIIL).

Outcomes. It appears that the tools and methods used to introduce
and help implement the Mediator Team model, e.g., the Mediator's Handbook,
the summer "Mediator Workshop', the consulting visits, the "Mediator 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 relevant and potentially
workable model. On evaluations of the initial summer 'Mediator Workshop'
presentation a majority of participante 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 judgunents 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 in the original Media-
tor's Handbook. All informal teaws were located in smaller programs where
staff sizes ranged from 3 to 12 and the number of centers (or Home Start
Mterritories'") ranged from 1 to 3. Although Project staff had encouraged
even these small prcgrams to set aside definite times for everyone to dig-
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
worlk situations. Thesz assessments by Project staff were based on discuss-
ions with the program personnel and on reviews of children's files.

Two 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 workshop in the sumuer,
and the Project staff had to introduce the team concept during the on-site
consulting visits. (All of the programs which had not attended the summer
workshop did work with the Project staff during the year.) Of those pro-
grams which had participated in the summer workshop, only 12 (50%) had made
any attempts to establish a team prior to the first round of consulting
visits made in the fall. It appeared that some of the programs which had
not begun to organize a team were operating under the assumption that the
first consulting visit was for the purpose 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, it 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



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 meatings
were functions not seen as priorities when other problems were so pressing.

Still another factor that seemed sgignificant, and one that played a
part with many programs, was related to the role played by Project staff.
Staff had to "prove" themselves by actually continuing to make on-site visits,
to make follow-~up phone and written contacts, to conduct workshops, and, gen-
erally, 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 several programs were ini-
tially rather skeptical about 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 projects. 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 longer operate in
Minnesota 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 model
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 ipncrease 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 facilitation 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 Lo programs.

It would seem reasomable to suggest that the different components
of the service delivery model could be applied by other service providers
working with other programs 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 could also be applied by one
service provider, or a group of service providers, working with one pro-
gram or many programs scattered across a wide geographical area. It may
be that adoption of this model by specialists, particularly those with a
limited amount of time to serve programs, would be the most beneficial
service that a specialist could provide.

The Projecl staff also feel that the Mediator Team model, or the
individual resource mobilization and case management components of the
model, could be apprlied successfully by many Head Start/Home 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 workshop, many Mirnnesota Head Start/Home Start person-
nel did not initially perceive the relevance or practicality of the various
concepts for their own programs. It was not until the workshop was comple-
ted (or, in several cases, the on-site consultation visits vere carried out)
that these people began to realize that they could benefit from implementa-
tion of these concepts. (Issues related to amcunt and types of training/
consultation will be discussed further in Sections VII and VIII.)

To this point in the zeport, 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
QUTCOMES—~-INTEGRATION OF HANDICAPPED CHILDREN--YEAR 2

It was assumed that all of the outcome 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 statug 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 Commm-
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 aspecte of the evaluation design, thes 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 integration 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?

Some Federal guicdelines had been offered as indicators

of what integration meant: a) ten percent of the children
in Head Start were to be handicapped children, b) the
children were to be diaagnosed as handicapped by a spec-
jalist, 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 who needed a hearing aid was con-
sidered handicapped) d) the handicapped children were to
be physically and psychologically integrated in the class-
voom (or home start, or field trip of whatever activity).

Excepting psychological integration, the quantified 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 developed in evaiuations of preschool programs in
general and Head Start in particular.

Past studies, (Cicerelli, 1969, 1970; Smith and Bissell,
1970) have presented results centering on end products
of Head Start. That is, their studies have been con-
cerned with school achievement, number, letter, and
color recognition, socialization, all quantified through
test scores oy some other variable in the form of math-
ematical reduction.

Further, such studies have raised much controversy. Part
of the controversy has been rooted in the question of
whether evaluators understond the original purposes of
Head Start. While evaluators were on the industrial
psychologists' track, (seez Kohiberg, 1971) searching

for signs of I0 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
first of all, then, secondly, "the encouragement of self-
confidence and spontaneity, curiosity and self-discipline
which will assist in the developnent of the child's social
and emotional health" (0CD N-30-364-1, 1973). As a

third goal they mentioned the enhancement of the child's
mental processes and skills, but never intended 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 and tables,
scientizing the original concerns resulting in end
point objectifications.

The present study did not have as its charge to Took

at the achievement issue, educational success or pro-
gress of individual children, but, rather to find out
about integration of special children - was that taking
place? What did integration lTook Tike?

Such a charge meant the evaluators had to Took at the
ongoing process, the way the participants were exper-
iencing the coming of special children into the

Head Start program. If the evaluators in this study
were to avoid the earlier problem of defining the
area of concern from a privileged perspective, they
wanted to approach integration from the perspectives
of those who were really 1iving 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.
Moreover, it was consonant with the theoretical foun-
dations of Psycholcgy as a specifically Human science
(Giorgi, 1972; Merleau-Ponty, 1963; Graumann, 1970).
Human-science psychology attempts to address the mul-
tiple perspectives out of which reality is constituted.
The quantitative perspective of the traditional scien-
tist is only one aspect of.reality and not the most
appropriate one from which to understand psychological
processes 1in general and, in this study, integration
in Head Start.

Collaborative Method

Approach. Part of the evaluators' task was to help the
teacher refiect on and articulate her experience of
being with special children in the classroom. Further,
the evaluators wanted to be sure they were talking about
a common vreferent from the teacher's world, and not an
abstractioen from their own academic backgrounds on the
onﬁ hand, nor from the teacher's private world on the
other.

If the evaluators had been satisfied to simply observe.
the children, teachers 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-Tfaceted event.
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A teacher imterview, on the other hand, would have
gathered information from the teacher's perspective
only, from her private world. Again, much informa-
tion would mhave been missed. :

Finally, observation plus an interview would not have
provided common ground. :

The evaluators sought a shared event, a Jjuncture
through which teacher and evaluators would Tabor to-
gether to allow their perspectives in inform each other
toward a fuller sense of integration in the classroom.
Through such a juncture, the evaluators and teachers
could come %o know the lived whatness of integration
and be informed to promote how integration was happen-
ing in the <lassroom and intervene where it was not.

This general approach could utilize many tools. (See
Fischer, 1973, for individual and systems coilabora-
tive assessment.)

Kagan (1972) has presented findings supporting the
usefulness of an unstructured "recall" in which people
view themselves immediately after a videotaped event.
Kagan's use of his model was to teach clinical skills
by having people view themselves reacting to their in-
teraction with a client. Through tne use of this
model, the 1ived event was preserved. Yet, the sub-
jects were able to gain distance, to see themselves
interacting as a lived event and respond to it from
new perspectives. Such a model readily suggested
itseélf for wse in this study: it preserved the 1ived
event, gave participants distance from it and allowed
examination from several perspectives.

Ivey (1971} has also presented studies in which video-
tape was used to teach counseling skills. Similar to
Kagan, Ivey demonstrated the usefulness of having peo-
ple view themselves. In his work, Ivey showed how the
process cowld be used to develop behaviors useful to
the client, provide immediate feedback and minimize the
risk-feeling of the client. Results included increased
client participation and feedback and sense of having
his own perspectives taken into account.

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, thus motivated to participate and feeling no need
to defend her 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 allowed the gathering
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of a maximum amount of data in a minimum amount of time.
Second, it was fairly nondisruptive, and finally it
provided a visual recording of the shared event.

Procedure. A1l of the Head Start 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. 1t was made clear that the
State Project Staff and not the agencies or classrooms
were the targets of the evaluation. They were told
that the evaluators wished to come on convenient days
but unannounced.

Ten Head Start classrooms wevre randomly selected for
the on site evaluation. The sample was chosen so that
an appropriate representation from large and small
cities, well funded and under funded centers, large

and small agencies, all varicus areas of the State,
urban and rural, novrth and south, near the large cities
or more than one hundred miles from them, and those
connected with Public Schools and those not, was ob~-
tained.

Three centers were from large urban areas, one from

a small city, six were rural; two centers were in large
agencies, eight were in smaller agencies; four centers
were well-funded, six were moderately to under-funded;
the Tocation of the centers visited stretched from the
far north east corner of the state, to the far central
west, to the scutheast and south central. None of the
centers wevre connected with Public Schools. 1In the
original draw three centers were part of public schools.
However, the evaluators were not allowed to carry out
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 training in videotaping children prior to the
site visits. For the other half, a graduate ctudent
in psychology who had had extensive experience both
with preschool children and videotaping them, served
as the technician.

One of the evaluators was a male psychologist who in-
troduced the team to each Center staff, made arrange-
ments for videotaping and the teacher's review of it
and was responsible for all the concerns and questions
the teacher or agencies had. 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.

(74)



-5.

Her vrole was to direct the camevraman. 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 hevr or him which center in

the area had been selected for a site visit, reexplained
the procedure and asked permission to call the teacher

or teachers and ask their cooperation. The teacher was
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 team. The teachevrs in all ten centers intro-
duced the team to the staff and children, and explained
that the team was going to take television pictures of
them. The teacher then went on to hey 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 directed the
camera by using a mirror to view the children through
the camera and follow the action. In the other half of
the centers the camera was held at eye level by the
technician while he knelt to be on the children's lavel.
The former approach seemed 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 regqu-
larly functioned with aides, volunteers, parents and
observers going about the typical routine of their 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
precise plan of when to videotape which particular
activities. However they had the following goals as
guides: N

1) To "pan" the room to get a complete
picture of and orientation to the
setting the children were in;

2) To videotape-each child for at least
a few seconds;

3) To videotape transition periods, for
example Trom group to handwashing to
snack

4) To watch for any incidences of children
being by themselves, apart from the
group.

Thus, the fifteen minutes of tape included 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
for a bread-baking group time, at another into the
bathvroom for toothbrushing. The team maintained an
observer relationship to the children during the en-
tire duration of the taping, that is, none of the mem-
bers of the team interacted with the chiidren during
the videotaping.

Immediately after the videotaping the teacher and eval-
uators left the classroom to view the tape. The tea-
cher was instructed in operating the videotape recorder-
playback machine and given control of playing the tape.
She was asked to run the tape and tell the evaluators
about the children -~ whichever children she chose,

and in whatever order she chose.

Fotlowing Kagan's notion of an unstructured recall,
instructions to the teacher were not made more expli-
cit to allow her to descyribe those things she was
attending to. In this way each teacher showed her
own patctern of noticing and not noticing behaviors
and children. The teacher was enabled to take the
lead in describing the children and behaviors that
were of most concevrn to her not only on the day of
the evaluation, but also throughout the year. Finally,
such a procedure allowed for Scriven's (1969) notion
of being ready to collect data not originaily sought.

The teacher, then, was able to stop any scene on the
video monitor and hold it still for view while she de~-
scribed the child or the interaction which she had cho-
sen to discuss. Wnhile the teacher commented on the
videotape, a second 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 anonymity 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 envolled in the pro-
gram, problems that accompanied integration, 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
resources were for integration, what things were help-
ful in integrating the children, preparation with Public
Schools for the children's entrance and, finally, the
teachers' and children's comfort with the handicapped
child in the classroom.
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When the teacher turned off the tape for the final
time, all the machinery was turned off and the tea-
cher asked if there was anything further she wished
to add, and if so, did the collaborators have hevr
nermission to note it. She was then asked if she
wished to review the new transcription for deletions
or addenda. The videotape of the classroom together
with the teachers' commentary 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 evaluators as the biographical presence. Through
this data the evaluators were able to gain access to
the phenomenon of integration of special needs child-
ren. Finally, teachers, aides, volunteers, and
children were given the opportunity to view the orig-
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 evaijuators, 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 indescriminately to all the ch1idren
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 strangeTy and omitting
strange noises.

What did the teachers say brought about integration?
Quite simply, the mandate. They were most willing 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 Office as the means by which
their fears were allayed and they themselves were enabled

an



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 has asked
for this information. One of the ways we are seeking this infor-

mation is through the following questionaire.

Would you kindly answer the following questions? The
questionaire is usually completed in twenty minutes. The infor-
mation you give us will be confidential and anonymous. We will

send you a summary of our findings as soon as possible.

How many classrooms in the Center? -
(How many children in the Agency program?) -

o

How many children in your class? I

7. How many children have special needs? —

Realizing that children may have more than

one special need, how many of the following

special needs do the children have:
physically disabled —
visually impaired R
hearing impaired -
delayed speech I
learning disabled _—
serious emotional difficulty R
difficult behavior B

other -
(78)
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8.

9.

10.

11.

12.

13.

How

How were the special needs children identified? Yes No many

a. Recruited to enter the program o o

b. Children already at the Center, were o o
identified by staff {with no subsequent
assessrent by specialist)

c¢. Were identified by staff and then o o
assessed by specialist

d. Were identified and/or assessed by o o —— _

specialist

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

a.
b.

C.

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 following):
Last year This year
. ~Yes No  Yes No
a. Change the physical arrangement o . o 0O
of the room

b. Add special equipment o O O O
c. Bedo the daily schedule o 0 0o O
d. Substantially alter curriculum o o o o
e. Simply vary planned curriculum o o O o
f. Add staff for classroom help O O o Qa
g. Call special parent conferences o o o O
h. Consult with a speciaiist for 0o o O o
specific planning for a child
i. Consult specialist for total classroom O O o o

planning
j. “Team’ meeting to planforachild 0O O o o

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

What resources, agencies or specialists have you had contact
with for help with special needs children?
Last This Helpful
Agency/Specialist  Function year year Yes No
O O O 0
O O o O
O O 0o 0O
O O o o

oogo

Has your agency or Center formed a special team or program to

aid integration of special needs children?
YesO NoO
If yes: When?
Do you know how to contact the special team or program?
Yesd NoUO

Briefly describe the special team or program:
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14.

15.

16.

17.

18.

19.

21.
- readings or the like, helped you with the special needs children:

22.

23.

24.

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

YesOO NoOD

If yes: What did you discuss?

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

Do you plan to encourage the continuation of the special team

or program your Center formed to facilitate integration of
special needs children? :
YesO No0O Didn't formoned

What other resource agencies and specialists do you now know
of that are available to you although you have not contacted
them so far?

If you attended workshops intended to facilitate integration,
do you think they were helpful?
Yes No Didn't attend
a. for director o o O
b. for teacher o o a

At this point do you favor integrating special needs children
with “regular’” classrooms and programs for children?
Yesd NoO

. Rate your comfort in working with special needs children:

Very uncom- Very com-
fortable fortable
Physically disabled 1 2 3 4 5 6
Visually disabled 1 2 3 4 5 b6
Hearing disabled 1 2 3 4 5 b6
Speech disabled 1 2 3 4 b5 6
Learning disabled 1 2 3 4 b b
Severe emotional 1 2 3 4 5 6
Behavior 1 2 3 4 5 6
Other special needs 1 2 3 4 5 6

Have the following skills, discussed at workshops, fearned from

Yes No
Task analysis o O
Observation skills o O
Language stimulation O O
Management of the individual child C o
Planning for the individual child N R

Is the process of referral to obtain help for special needs child-
ren easy to use?
YesOO NoO

Have contacts of any sort been made with the Public Schools
regarding continued integration of special needs children into

the classroom?

YesO NoO

How enjoyable have you found your contacts with the staff
from the State Office?

Not very Most en-
enjoyable joyable
1 2 3 4 5 6

£ ONN

S ——
i

e e
o b T

Our sincere thanks for your cooperation.

fochivod Lorlor
Richard Coder
For the evaluation team
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to integrate the children. 1In some cases the teachers
emphasized the workshops, in others, the mediator team,
'still others the Tinks with local resources the State
Project Team had helped them make.

The category of special needs most difficult for tea-
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 language 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 cnar-
acteristics to serve as a comparison group. Seventy-
five Minnesota Centers responded, and 48 comparison
centers returned completed questionaires.

On the average, the comparison state teachers had

been with Head Start Programs about a year lTonger 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 to 1975.
The increase in Minnesota for 1975 was significantly
greater than that of the comparison for children with
visual and hearing handicaps and delayed speech.

Increasing attempts to aid integration, 72% of the
Minnesota respondents substantially altered the curric-
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 consulting patterns
from 1974 to 1975. In 1974 there was heavier reliance
on individual specialists in assessing and planning for
individual children; in 1975 there was a strong shift
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
and integrating special needs children was a prime goal
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, wheveas 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
referral of special needs children easy to use, fac-
ilitating and encouraging contact with the Public
School system for entry of special needs children
from Head Start to the Public Scheool classroom.

The results of this study show that 67% of the re-
spondents found the veferral process easy to use, and
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
reaching the highest Tevel.

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 still 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 Tight. 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 1, 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 during thetr
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 O0ffice, local Teams of spec-
jalists, but especially to their contact with the
Special Project Team from the State Office.
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TABLE 1

(Mean Responses)

of
of
of
of

classrooms per Center
children in Center
chiidren per classroom
physically disabled
visually impaired
hearing impaired
delayed speech

learning disability

serious emotional difficulty

di fficult behavior

1974
2
85
12

ol Gy O W

<O

Minnesota
1975

2.7
S111.0

o

17.
1.0
7

1.1

4.5
(significant increase)
1.9

1.1

(significant increase)
1.3

(significant increase)

Number of children (special needs)
recruited into the program

Number identified by staff

Number identified by staff then

Number identified by specialist

assessed by specialist
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89.3
78.5

88.5
80.4
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E 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

=call special parent
conferences

=consult specialist for
specific child planning

-consult specialist for
total classroom planning

-Team meetings

(86)

1974

6.7

22.

20

44

16

30.

12

25.

52

69

7

Minnesota

1975 1974
12 27
36 40
44 17
72 37
48 10
87 27
19 8
24 19
40 40
73 54

Comparison

1675
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 speciairneeds
Mean Response, scale 1 (low) to 6 (High comfort)

Physically disabled 3.8
Visually disabled 3.7
Hearing disabled | 4.08
| Speeéh disabled : 4.40
Learning disabled ' 3.80
Sevére 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 programsg during the third Project year.
Also, outcome findings from these three programs, as well as some findings
from all Minnesota programs, are presented.

During the third year of the grant, Project staff had hoped to con-
tinue to work primarily with Minnesota programs. Although aware of the
possibility that some dissemination or 'replication' efforts would probably
be required outside of Mimnesota, it was assumed that further demonstration
activities in Mimmesota 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 tean
model and its components was to some extent already being demcnstrated.
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 staff began to question the
wisdom of the decision to demonstrate a statewide 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 matarials 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 impiementation of this approach and the supportive advo-
cacy functions could be accomplished on a large scale.

On-going demonstration activities in Minnesota, 1975-1976. The 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 since 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 of 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 0OCD were:

Inter-County Community Council Home Start
P.0. Box 187
Oklee, Minnesota 56742

Mr. Lowell Enerson, Director

Duluth Head Start
Board of Education Building
Lake Avénue 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 Minnesota programs it was immediately apparent that each of the pro-
grams had remained committed to the case management 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 pogsible with the Minnesota programs and was also used
with the out of state programs selected to work with the Project {see Section
VIII). 1In those cases where video taping was not possible, the Project staff
simply observed meetings and provided feedback about the meeting process and
content. 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
wag 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. 1In an attempt to obtain some information about the sta-.
tus of Minnesota programS one year after the statewide demonstration 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 some 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
yvear compared to the previous year. We have the
list of specialists that you gave ug 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 pr ogram 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, 1f any, was written down. The numbers were added and the pro-
gram person was asked to confirm the number of "old'" 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 1974-1975, 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
1974-1975; 353 provided service in 1975-1976. Thus, for these twenty-three
programs taken together, the total number of specialists had been maintained
from one year to the next, with a very small increase taking place. Of
those nine programs which had fewer gpecialists, only three had more than
two fewer specialists. ’

Outcomes, Mediator Teams. To acquire some information abocut 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:

"Mas 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 and do all of these
people meet on a fairly regular schedule to plan
for special needs children and their families?"

If the response was affirmative, the next questiom was, "How help-
ful are the Mediator Team meetings, and 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 ybu plan to continue using the Mediator
Team approach next year (1976-1977)7"

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

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

Seventeen (17) of the twenty-six (26) programs responded that the
Mediator Team meetings 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 "not too helpful".
Three (3) of the programs which did not have teams gave the "fairly helpful'
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 teams and the five
(5) programs with informal teams that did not meet frequently as an entire
group. One (1) program tentatively plauned to continue using this approach.

Fifteen (15) of the twenty-six (26) programs surveyed indicated that
it would have been useful to have received service from the Project staff
during 1975-1976. An additional three (3) programs where those with 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 furthar service would not have been useful.

Concluding wvemarks, Minnesnta demonstyation activities. Data and
impressions obtained from on-going work with rhe three Minnesota programs
and data gathered via 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 providing some type of service to Minnesota programs had been
maintained at appromimately the same level achieved in 1974-75. Thus, pro-
grams as a group were continuing to receive services from 75% more speclalists
than they were two vears 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 beem explored or exhausted.

The phone survey data also suggested that those programs which had
implemented the Mediator Team approach were continuing to use this
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organizational vehicle. And, although no data were obtained regarding case
managenent outcomes, the majority of program staffs, themselves, appeared

to feel that the Team approach was "very helpful' in their work with special
needs children and the families of these children.

The above findings alsc can be interpreted positively. However, the
case management outeome results obtained at the end of year two and the
Project staff's experience with the three Minnesota programs revealed that
there was definitely room for improvement in programs' ability to develop
strong case management teams and carry out case management procedures., The
reader is again reminded that individual programs received only seven train-
ing/consulting contacts during the year long demonstration effort, and not
all of these contacts involved a direct focus on team development and resource
mobilization/case management. Even with the three programs chosen for their
apparent potential fo have exewplary teams, this amount of training had
appeared to be insufficient.

What, then, would be a minimal amount of tralning necessary for
programs to develop independently functioning teams of a reasonably high
quality? Also, what type of training would be most effective?

It is probably impossible to provide a definitive answer to the
first question. Variables such as training and experience of program staff
members, staff attirudes and personalities, administrative abilities of
staff, current pricrities of programs, skills of trainers, etc. .all must be
taken into account. Provlems in any of these areas might tend to prolong the
training process or rule out chances of success. However, the type of train-
ing/consultation provided undoubtedly has some bearing on the extent to
which these problems become critical.

One major recommendation for training, which in retroaspect seems
obvious, is that as many program personnel as possible be included, particu-
larily if the intzmt is to organize a fairly structured team that will
conduct case management 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 imvite teachers to the first intensive workshop introducing

the team approach and related concepts. The ramifications of this became

obvious when teachers were present during initial on-site consulting visits.
Teachers often were ill-informed or uninformed about the concept. Those who
did know something about it were frequently skeptical about the value of
nolding "more meetimgs'. However, as more teachers became familiar with the
team concept and its various aspects, in many instances, they became the
strongest advocates. Experiences of Project staff in year three, when
teachers were always present at training sessions, reinforced this perception.

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 te 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 own 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 knowledge about the children and families discussed, as well as the
need for additional service and more ccordination among staff members, be-
came much more evident through this process. (See revised Mediator's Handbook
L for suggested team structures, methods of conducting meetings, content of
/ meetings, etc.) i

A final major recommendation would be that trainérs spend as much
time as possible suggesting methods of recruiting more services for programs
and directly engaging in advocacy efforts to this end (see revised Mediator'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 specialist(s) to specifically
attend team meetings, the continuation of the team effort may be better assured.

To end these remarks about the Minnesota demonstration activities on
a positive note, the findings of the independent evaluation are re-called to
the reader. Despite the fact that programs' case management skills may not
have been optimal and truly comprehensive services were not provided, or not
available, to all special 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 study reveal no evidence that these experiences were detrimental.

Faae
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SECTION VIII
DISSEMINATION IN REGION V & REGION III--FROJECT YEAR 3

The work plan for year three was devised by Project staff and pro-
ject officers at the Region V and Wational levels of the Cffice of Child
Development. In addition to year three efforts already described with
three agencies in Minnesota, this work plan called for specific arrangements
in OCD 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) attewpting to establish Mediator Teams at two agencies in
Region IV. The latter was eventually changed to a planning and consulta-
tion role with the Head Start Regional Resource and Training Center in
Region III.

Region V digsemination. The selection of Head Start agencies to be
served was intended to be biased in favor of agenciecs which appeared to have
a good chance of success. This meant that the agencies might have some qual-
ities such as a good political ¢ limate, some coordinator level staff, and
that they were not operating some other special grant which would be counter
in time or effort te the implementation 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 Project year. 7The late implementation date was

caused by delays in approval of the final work plen for the year and by

delays in the selection of recipient agencies from states in Region V (other
than Minnesota). The reader should also be aware that, at the time Region
V dissemination began, the Project staff size had reduced in size from four
professional people and one office support persou to two professional people
and one office support person. However, due to the fact that Region V OCD
staff did not assign the orig rinally intended number of agencies (10) to the
Project, the remaining staff were 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 OCD were asked to sub-
mit the names of two agencies in each of the five states (Minnesota excluded).
The community represencatives were to have been in direct contact with the
agencies and printed information about the Project was to have been given.
The names of the twe consenting agencies in each of the states were to be
given to the OCD-BEH Project cfficer in the Region V offlce and in turn
given to Project staff.

In the actual seielction 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'" 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

96



Mediator Team approach and copies of the Mediator's Handbook to each agency.
Within two weeks of receipt of the materials, each agency was recontacted to
solicit interest in proceeding further with a commitment. 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 agency 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 Team approach. '

Project staff attempted to inform and involve the regional staff who
were assigned to each agency as community representatives. Prior notifica-
tion of all on-site visits was sent to each agency's community representative,
inviting participation/observation. However, their participation did not
occur. Following each on-site visit, a summary report was sent to the com-
munity representative.

During the ome day, on-site, exploratory/consultation visit, the
primary focus was to explain the scmewhat limited objectives of the dissem-
ination effort: 1) establishing a Mediator Team for staffing of individual
special needs children; 2) providing general information on the recruitment
of local specialist resources for a broad range of services. This process
resulted in agency staff explaining individual circumstances and .asking for
specific answers, Project staff related their answers to the two objectives
above. The following Head Start agencies agreed to receive further training:

Clevzland Diocese Head Start
5103 Superior Avenue
Cleveland, Ohio 44103

Ms, Caroi Pinkney, Director

Mansfield/Richland/Morrow Head Start
432 Annadale Avenue
Mansfield, Ohio 44905

Mr. Bob Boebel, Director

Five CAY? Head Start
Box 132
Custer, Michigan 49405

Ms. Cheryl Dore, Director )
Northwest Community Action Head Start
1106 Tower Avenue '
Supevior, 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 was 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 training days allowed Mediator Teams to meet as often as pos-
sible during the interim. Any difficulties an agency might have with organ-
izational structure of the Mediator 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 pOttﬂtlally help a given agency with
plans to overcome possible difficulties.

The initial training day was attended by administrative/coordinator
level staff 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 introduction to the 'tean" pro-
cess by Project staff (including a video tape presentation of a mock team
meeting), 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 wag followed by the staffing of at
least cne 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 mecting process, to record
outcomes, and to record assignments to team members. Examples of these
forms are found in Appendix 18.

Project staff made specific recormmendations/suggestions to adminisg-—
trative level staff. Some of these reccmmendations/suggestions were related
to administrative decisioas which could be wmade to provide support to the con-
tinuing development and refinement of- the Mediator Team's function in the
agency. Other recommendations related more divectly 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 special needs children and their families. These recommen-
dations were always discusced 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 YyOU ATRyvessereceosssoosnes

Agencies who refer children to you should
be asked to give you come support services
in ovrder to integrate these children

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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Documentation 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 mandate,
for the first time, gpecial education services
in schools in your state. The mandate could
extend down to some preschool age chilidren.

Exploratory ueetings with agencies serving
handicapped children in a non~-integrated
setting might be helpful in two ways:
1. Sharing children who are handi-~
capped (relates to recruitment);
2. Cetting 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.

Schadule Mediator Team meetings on a regu-
lar basis.

Provide forms to record team activities
and designate a recorder.

Communicate necessary information about your
Mediator Team to parents so that they are
fully informed and involved at appropriace
planning stages.

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 Mediztor Teams. Whether or not the Project's time schedule
allowed separation 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 Head Start to thelr next educational setting.

A packet of information regarding transition concerns 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 team arrangements were reviewed. Any concerns regarding

99



, team structure or dynamics were reviewed. The topics of support from
v community-based specialist resources and the most desirable roles these
specialists could play with Head Start had been interwoven throughout
the exploratory and training visits. Thug, 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: :

Cleveland Head Start
Catholic Diccese
Cleveland, Ohio

Team Members:
Head Start Director
Parent Involvement Coordinator
Education Coordinator
Social Service and Handicap Coordinator
Health Coordinator
Home Development Coordinator
Volunteer Coordinator
Supervising Teacher
Parent Counselor

Team Coordinator:
At the time of the training, the Head Start
Director assumed the role of Mediator Team
Coordinator for the staffing of wmost 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 members 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 attend Mediator Team meetings to help
guide the case management process.

The team hopes to meet with each teacher once a month.
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Five CAP Hesd Start
Custer, Michigan

T

Team Members:
Five-CAP Head Start Director
Five-CAP Parent Involvement Coordinator
All teaching staff from three delegate
agencies, thereby creating three Mediator
Teams with support and coordination coming
from Five-CAP persounnel.

Teem Coordinators: _
The 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
delegate agencies were in attendance during the
second day. Thus, three Mediator Teams were form-
ed. One or both of the Five-CAP staff persons will
attempt to attend each Mediztor Team meeting. Teams
will attempt to meet every two-to-four weeks.

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

The teams requested that schedule time be allowed
specifically for team meetings. There appeared to
be no question that administrative support would be
given for schedueling regular meeting times.

Northwest Wisconsin Head Start
Superior, Wisconsin

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

Teazm 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
wostdd probably be at the agency office in Superior.
Meetings would 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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Mansfield/Richland/Morrow Head Start
Mansfield, ©Ohio

Team Members:
Head Start Director
Education Coordinator
Health Coordinator
Parent Involvement Coordinator
Nutrition Coordinator (upon request)
Social Services Coordirator
Handicap 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-
inator.

At the time of the training, no particular specialict
from 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 consult
with the Mediator Team on a fairly regular basis.

The team members listed above will act as a core group
whe will meet with individual teachers to staff the
special needs children., The agency director was hopeful
that the team could meet with each teacher every two
weeks, with the teacher coming to the agency office

site for the Mediator Team meetings Still under con-
'sideration 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 been considering some type of '"team' organization prior to being contact-
ed by Region V QCD ©r Project staff. The offer of Project training and con-
sultation at no cost to the agencies was accepted as an appropriate vehlcle
to begin a team effort

The training process aiso appeared to be well received, 1In contrast
to the Project's imitial Mediator Team training efforts in Minnesota, tea-
chers from all Regicn V agencies were included in all team training efforts.
The time involved im the consultation and training was realistic in terms
of teachers' obligations away from their classrooms. The training process
accounted for local situations and needs. The rveactions of teaching staff
at all locations was significant as well. Some teachers at all agencies
voiced their satisfaction 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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discussion and planming is so helpful'; "So many new 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 Team 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 requires did highlight a few per-—
sonal priority or personality issues. Where this did occur, most adminis-—
trators were aware of the personal 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 specialist 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 efforts to establish Mediator 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 Mediator Teams as a structure for coming
into compliance with Head Start Performance Standards.

Region IIT dissemination. Project cfficers from the Natjonal and
Region V Offices of Child Development requested that the Project staff also
disseminate parts of the Project model outside of Region V boundaries. It
was originally intended that the Project disseminate the Mediator Team aspect
of the model in Region IV of OCD by training two Head Start agencies in that
region to use Mediator Teams, However, Project communications with several
people in Region IV did not produce any definitive plan (e.g., site selection).
Meanwhile, 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 IIT OCD to supply
various types of training to Head Start/Home Start agencies throughout the
region. The special project coordinator was designing training to implement
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 ITT RRTC end OCD-BEH Project staff made a joint
request to National and Region V project officers that the Project be allowed
to substitute a training/consulting role with Region III RRTC for the origin-
ally proposed Region IV dissemination. This change was approved.

This dissemination effort was very different from the effort with the
four Head Start agencies in Region V. The training of ten (10) Head Start
agency representatives would be performed by RRTC staff. Likewise, periodic
on-site follow-up would be performed by RRIC 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 Minnesota. The Region TII effort to establish Comprehen-
sive Developmental Teams had to be conducted in a shorter period of time
(four months from the beginning of of agency training to an evaluation of
implementation results).

The initial training/consultation effort with the RRTC staff was
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 organization/contents of the RRTC training workshop. A
detailed account of the items covered, printed information exchanged, and
additional products the Project would provide is contained in Appendix 20.

Between the time of the November consultation visit and the Febru-
ary training workshop in Region III, numerous telephone and written contacts
were conducted. Project staff were 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 primary intent
was that Project staff would act as facilitators of training activities
and as on-site consultants to the RRTIC staff. Project staff could be pre-
senters of small portions of the training. It was clear that the major
organizers and presenters should be the RRIC staff.

The workshop was conducted February 2-5 at Airlie House, Airlie,
Virginia. At the request of RRYTC staff, the Project staff did act as fac—
ilitators of training and they parformed some general support functions for
the RR1C staff, Project gstaff were not involved at the level of making pre-
sentations. However, -some support and clavification was given to topics
when it seemed appropriate during general discussion sessicns.

As follow-up to the workshop, RRTC staff planned to make two on-site
visits to each of the ten participating agencies. The Region III coumunity
representatives to these agencies were asked to support the training effort
by making two on-site visits to their respective agencies. One Minnesota
Project staff person made two on-site visits to observe Comprehensive Devel-

opmental Teams in operation and offer
(Early Learning Center--Philadelphia,
Washington, D.C.).

The outcomes of the Project's
IIT were, it appears, successful. 1In

some general suggestions and support
Pennsylvania; Model School Preschool--

dissemination efforts with OCD Region
addition, several things were gratify-

ing to the Project. The RRTC saw fit to use a large portion of the gggjator‘s .
Handbook verbatum when the Comprehensive Developmental Team Handbook was
written. Some very helpful additions were made in the areas of parent in-
volvement (including due process concerns), detailed procedures and forms

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 who 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 Minnesota Head Start/Home 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 1-220

College Park, Marvyland 20740 _
The data focuses largely on the development of the teams, as opposed to
case management outcomes for special needs children.



SECTION IX
REVISION OF THE MEDIATOR'S HANDEOOK

AY

Following the first year of training using the original Handbook,
a decision was made to develop 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 reduction in Project staff size
this objective was not met. Although this was unfortunate in sone
respects, the delay in writing 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 valuable in this regard,

The contents of the revised Handbook reflect the modified and new
ideas gained by Project staff through work with Head Start/Home Start per-
sonnel and others. Also, there are format changes which the staff hope will
make the applicability of the contents more readily apparent, In attempt to
provide a clearer picture of the Mediator Team concept, an illustration has
been interwoven throughout the Handbook. This illustration traces the
efforts of a hypothetical Head Start program, and its Mediator Team, to pro-
vide comprehensive services to a 4% vear old girl with a hearing.disability.
The chapters arce arranged so that there is always a chapter illustrating
particular aspects of the Team concept followed by a chapter which further
discusses those same features of the concept.

Copies of the revised Handbook have been sent to the programs
(Region V and Minnesota) with whom Project staff worked during 1975~1976,

to the Region III Head Start Regional-Resource and Training Center, to

the Minnesota Department of Education (Special Education Section/UNISTAPS),
to Minnesota Department of Education Special Education Regional Consultants,
and to all Minmesota Head Start/Home Start programs with whom Project staff
worked during 1974-1975. Copies have also been sent to the Minnesota Devel-
opmental Disabjlities Planning Council, Region V Office of Child Development,

and the National Office of Child Development.
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APPENDIX 1

EVALUATION OF MEDIATOR WORKSHOP



0CD-BEH COLLABORATIVE PROJECT
EVALUATION OF MEDIATOR WORKSHOP
~ Quadna Mountain Resort

Hi1l City, Minnesota
July 8-11, 1974

INTRODUCTION

Due to the short-ierm, experimental nature of the OCD-BEH
Project, a case management team or "medjator team" approach has
been given special emphaéis 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 1ntegra§e special needs children into their programs.
With this as a frame of reference the Project prepared a ﬂggiggggjgi‘

Handbook and presented the concepts therein at a workshop for

potential mediators.

The overall goals of the mediator workshop were to provide
imformation and develop skills which would enable 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. R

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 will be most successful if cer-



tain people are designated to assume certéin responsibilities
for this integration brocess. These are the people the Project
refers to as "mediators" and these are the people to waom the |
workshop was directed.A The term "mediator" 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 programﬁ. It is intended that
these people, by virtue of the jobs they already have in

Head Start (e.g. Educaiion Coordinator, Social Services Coord-
inator, Health Coordinator, etc.) will have the ability to
travel regularly and frequently among centers, obsefve children,
talk with teacher and parents, and have frequent contacts with
resource specialists (e.g., social wbrkers, speech pathologists,
psychologists, public health nurses, etc.). An attempt was

made to invite to the workshop only those people who are in a

bosition to carry out the above mentioned activities.

General format of the workshop

This workshop to promote the mediator team concept covered a
dthree 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 "Introduction" 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 introduction to the mediator team concept, and the rationale

for the concept.



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

as follows:

Session I
a.m. Session Il
LUNCH

B.m Session III
7" Free time for recreation & Relaxation

AN Q- Session 1V
7:00-9:00 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 Vlednesday 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 dia]pgue between partici-
pants and these representatives, 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
aliowed time for particibant reaction, questions, etc. A portion of
several Project staff preséntations included role playing ﬁhe 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



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, "instructional objectives" were developed, both to guide
the content presentation and to determine if, in fact, the partici-
pants received the material. The instructional objectives vere
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 wh%ch was con-
sidered meét significant to the undefstanding of the mediator team

concept, and which was most amenable to objective evaluation.



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 Tevels of sophistication, misperceptions, etc.) and to
more accurately approach the subject ffom the point of view of the
audience. |

Even though the participants may meet an instructional object-
ive, 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-
~ jence? By comparing pre- and post-test results, the least that can
be said is that the participants performed "better" after the work-
shop than was true before the Qorkshop. And, under most circumstances,
one might hazard a guarded conclusion that the workshop was more than
coincidently related.to the students' improved performance.

A1l pre-tests were administered “"closed book" 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 ihformafion in the Handbook? The assumption‘is
that in most cases, if an individual can produce a specific piece

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

_ the person did receive that information; hence the objective was



completed.

Non-"academic" 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 usgd

for guiding moment-to-moment curriculum activities.

EVALUATION RESULTS

"Abstract: The wonrkshop was attended
by seventy student parnticipanits from
twenty-s4x agencies (all s4x Tndlan
agencies and Lhree othen agencies

did not aZtend). 0f seven pre-determined
instructional obfectlves, four were
accomplished., Tn all instructional
areas Student pernformance greatly
Lmproved from pre- to post testing.
Student subfective opinfons wene
genernally favorable regarnding subiect
presentation, material, and Lhedir
Antentlons fon Laten application.

The workshop was designed for presentation primarily
to Head Start agency staff, such as diréctors(l?),
and various coordinators (26). Other participqnts
included small numbers of Head Start parents (8),
teachers (9), teachers' aides (7), and allied
community agency staff (5). Special guests included
professiocnal representatives from various local,
state, and national government and égency organizations.
Approximately seventy student participants and

twenty guests attended the workshop. Of twenty-nine



non-Indian agencies, twenty—six sent represehtatives
(those not participating included Mahube, South Central,
and  Arrowhead }. A1 six Indian agencies did
not attend.

The workshop began Monday night and ended
Thutsday noon. Regular attendance was rgquested at all
workshop activity which averaged eight real hours of
instruction per fu]14day. Actual instruction consumed
twenty-nine hours during the workshop.

Board, room, and mi]eage 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

illustrated below to indicate the group}mean (average)
response to each question., Caution: the number indicating
the group average is not typical of the opinions of

most individuals on any queétion. On any given question,
there‘was always at least two number values around

which student opinions clustered (the clusters were

often quite similar in size, and the values were often
quité 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
studénts, that number was usually not the same as

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

Sztatement #1: The Ainformation which was presented was. ..

\ partly new, familian
new to me partly old : £o me
I | 1 ? § ] i ! t ! } 1
= ) } i ¥ 1 T 1 T ! [
10 5 ‘ ‘ : 0

Statement #2: 1 think that the workshop information
can be practically applied. ..

quite well Lo some extent not at alt

i ] !

} i \ 4 ) !
i i T

)
i ¥ ¥ [} v i

-
pe

10 5 0

Statement #3: The preseniations were clear Lo me.,..

some of the none of
all the Time Lime the time
S | lg < d t 1 1 1 1 | {
L} [} ) [ I i 1 [} ! i I
10 5 0

Statement #4: The Length of each Lecture presentation was...

Loo Long © fjust ndight too shont

1 Il ] ) ) i § ! { ! | §
I ] T ¥ { I V I I ¥ i

10 5 0



Statement #5: 1 would Like to try organizing some soni
of Mediaton Team.,.

S veny much Lo some exlent not at all
[ { t 1, { 1 I f } I I
i T ) T i 1 ] T t T 1
10 5 0

Statement #6: Practically speaking, Lhe chances that
a Mediaton Team will work Lin my agency are...

very good , fain ' poor
T I Y
10 5 0

Statement #7: How many ses8ions did you attend?

'aﬁ% of them hatf{ of them none of Zhem -
} ! } ¢ | t t % } | E
10 5 0

Statement #§: The wonkshop will help me bettex
mobilize specdalist help.... .

1
{ i 1

3 ] | ! §
|

greatly ? Lo some extent | not at all
‘ 1

i ! ! J
) Rl { V { ]

10 5 0

Statement #9: T feel that T can help Leachens promoife
a handicapped childs Lintegration...

quite effective Lo some extent not at all
{ | ! ? 1 | ) I3 ! § i ]
1 o } 1 i { [ T 1 ] I

10 5 0



Statement #70: 1T would be interesied in using a
presendptive Leachdng Lnstrument

e e 8

very much Lo some extent not at all
? 1} " ? } ) L 1 ! $ 3 ]
i § ¥ 1 i f i | f ¥ 1
10 ' 5 0

The evaluation of dinstructional objectives follows

such that one objective is evaluated per page.

* This question was asked prior Lo the subjfect
presentation of prescriptlive fLeaching concepils.
The students had only been exposed Lo a {five
minute desceniption of the prescaiptive teaching

concept,



SusvecT GoaL #1: Participants will demonstrate familiarity with
and be able to recognize definitions of professional specialty
for nine specialists in the human services,

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:

Pre-Ztest: No fewen than 87% of the participanits cornrectly
mafched seven of nine speclaldlsis/definitions. 66%

0f Zhe people connectly answered each of the othen

two Ltems, whereas Lhe othern panticipants directly
confused the funcilfons of the "cptometrisz" and
opthamologist,”

Immediate evaluation of the pre-test indicated Zhe
above nesults and an Lmmediate group discussion
followed. Tn the ensueing discussion the siaff
concluded that the fwo confused Lest Ltems wene
poorly worded, thus Lnvalidaling the test objectivity
0f those two Liems.

Furnthen insztruction and posit-tesiing on this subjfect
wekre notl conducted because the parniicdpants attained
the objfective 4in the pre-Zest.



SurdeeT GoOAL #72: 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 OBJEchVE: 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" via lecture, visual aides, handbook,
group interaction and role playing.

RESULTS:

Pre-ZLest: Tn the pre-fest fihe group, as a whole, £Listed
each of the twelve specialisil noles yet fo be dis-
cussed. Those speclfallsit roles mosil often Listed by
the parnticipanits included (in descending orden)
observation of children at centerns, gulding referrals

to othen specialists, and conducting Ain-senvice trnain-
ing. Only 38% of the people Listed s4ix Liems and only
19% of the panticipanits mei the Lnstructional objective.

Post-test: In the open-book post-test, 94% of the
pariicipants met the Anstructional obfective. The
majordlty of students note-copled the finst six ok
seven funcilions Listed in the Handbook, Andicating
thein ability to use the Handbook., The majordty o4
students who ncte-copled ZThe funcitions consisianily
excluded the founth Ltem from the Handbook - ("Zhe
specialist could consult Leacherns hegarding phroghanm
planning"). Whereas each possible function greatly
incrneased in the numben of people Listing L1 as a
speclalisit nole (from phe- to post-test), the

"program consultant’ Ltfem did nol increase. The specialist
hole which showed zthe gheatest Lncrease in popularnity
was "parent educallon" which, however, s£LL8L remained
a Less faverned sefection. The speclalists' role Ain
scrheening showed the second greatesid improvement An
popularity, and this role (in comparison Zo the ofhenrs)
assumed a favored status.



Supdeet GoaL ##3: Participants will demonstrate knowledge of
at lcast four functions they (the mediator) should accomplish
prior to requesting the services of a consulting specialist,

INsTRUCTTONAL OBJECTIVE: 75% of the participants will correctly
list four activities they must engage in prior to requesting

the services of a specialist/agency.

ACTIVITY: Presenters will describe the functions the
mediator should accomplish prior to requesting the services
of a specialist/agency. Instruction will be conducted via
lecture, visual aides, handbook, group interaction, and role playing.

RESULTS

Pre-tesit: On the closed-book pre-tesit, the vast majonity
0§ pariicipants Listed activities They would penform
just befone they "called the doctorn”" Zo see a

particular child, (The porzent of the quesiion/subject
related fo activiiies engaged Ln prior %o

organdzing a regulan éjbiem of specialist senvices

o an entire proghram).

Post-Lest: On the open-book post-test only 65% of Zhe
paniicipants atifained the desinrned accuracy. Thene

was extensive replacement of the correct answens

with entine sets (outlines) of answens from other
blochs (subjects) of instrnuction, some 0§ which had net
get been addressed in the workshop!



SurJeCT Goall #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.

ACcTIVITY: Presenters will describe the law (Minn. Statute 120)
using lecture, handbook materjal, and a '"reaction panel"
composed of members from State Department of Education,

local school district administrators and specialists,

and state legislators.

RESULTS:

Pre-test: On the closed-book pre-Lest, no Llem was
correcly matched by Less than 25§ and no more Zhan
579 (X=39%) of the participants. 0% of the people
connectly answered all Ltems.

Post-test: On the open-book post-Zest, no Ltem was connectej
answered by Less Zhan 90% of the pantaaananié (X=95
and 66% of the people cornectly answerned alfl Liemé.



SupJecT GoaL #la: Same as Subject Goal #4.

INSTRUCTIONAL OBJECTIVE: 75% of the participants will correctly
answer "“"true'" or '"false'" 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:

Pre-test: 0f sixty-fourn people faking the closed-book
pre-test, 21% of the parnticipants attained Zhe
desined accuracy,

Post-test: 0f ity people Zaking the open-book
podl-Lest, 100% of the participants atiained Zhe
desined accunacy.



SurJect GoaL #5: Participants will demonstrate knowledge
of at least four primary functions of the "staffing team"
feollowing their discovery of a particular child with
special needs.

INSTRUCTIONAL OBJECTIVE: 75% of the participants will 1list
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:

Pre-test: The closed-book pre-test nesponses eluded
objective evaluation for the follLowing reasons. The
nesponses Lyplcally did not {4t the pre-defeamined
categonies of the Lesit answens - téchnically speaking.
Howevern, the nesponses did consistanitly reflect

a Logical and effective patiein of action which
restated the maternial content Ln differnent wornds.

The paniicipanits' responses typlcally strnessed ZLhe
function of a mediator Zeam, close observation of Zhe
chitd, nefernal, and parent Linvolvement. :

Post-Lest: Duning the open-book posi-test the
pariicipants' answens did consistantly conform to
pre-determined fest answen categonles. 8§9% of Lhe
people atiained the desined accuracy.



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

INSTRUCTIONAL OBJECTIVE: 75% of the participants will list four
ways that the mediator might assist the teacher in promoting
a healthy self-concept in children.

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

RESULTS:

Both 4in the pre- and post-test virntually evenry
student answen can concelvably be construed as
eventually atfding a child's self-concept and

cdnfegration. Hlowever, discrete suggestlons which
were emphasized in tLhe instructicn phesentation
will be the chdltenia for Lest evaluation.

Pre-tesit: Puning the closed-book pre-test most

parllicipanits werne hesponding as though Lhe mediaton

would be working dirnectly with fthe child, as a

kind of "thernapist.," 0§ Lhose who falked in Lenrms

0f working with the teacher, many suggestionsd

wene An fLenms of convinedng fteachens aboui propen”

attitudes Zowand childrien. Several suggesilons
Adnctuded formal An-service Trnainding (which LLLustrated

Lhe sequential concepls of presentaiion, demonstraiion,

and folLow-up). Family Linvolvement and redlnforcement

(0§ both chifd and feacher) were also sitrnessed.

Post-test: Of fontly-s4ix people taking the open-book
post-ZLesi, 68% meil the desined penformance. A much
reduced vardety of suggestions among student answers
was evident as most people adhened Lo the same outline
of nesponses, 1L L5 ALLLE noi clean whethen on not
many of the mediators see themselves working dirnectly
with Lhe child. Some suagestions now appearing whicn
did not appearn in <he pre-tesi answers Anclude:
helping AnZenpret specialisits' recommendations;

not overprotecting childrnen with specilal needs; and,
answering questions ralsed by children negarding
special needs,



Discussion

Several aspects of the evaluation are of particular
concern to the Project staff.

Perhaps the most significant concern is the lack
of representativeé 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 participaﬁed in other Project workshop activities.
Also, this group of agencies has experienced particular
difficulty recruiting specialist consultant services.
On the other hand, Mahube agency, which sent no represent-
atives, has had a history of poof participation in
OCD-BEH efforts. Arrowhead agency and South Central
agency also sent no representatives. Because ﬁechnfcaY
assistance from the Project during the coming year
will pivot on the mediator team concept, special and
expens{ve efforts may be neceded to deliver assistance
to those agencies not acquainted with the concept.

0f the participants who attended, a group of
about fifteen people, at various times, missed entire
sessions, entered sessions late and left sessions early.
It 1s 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 outlines of subject matter printed in the Handbook
whfch were not yet discussed in the workshop! It
appeared that people may not have attended a block of
~dinstruction 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
ha]fwday% instruction). Because the presented material
was necessary information, the staff is concerned
that a small 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 anticipatéd and alternative strategies
used to discourage these problems (e.g., not ending the
workshop on a morning, c]eérer, more asﬁertive, early
and repeated statements that attendance is required,
direct and/or indirect confrontation of individuals, etc.).
The fact that three instructional ijectives were
not accomplished is 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 69% of all
people received thé information which was considered
important. In every case, there was a remarkable
improvement in student performance during the course
of instruction. Yet, fewer than the desired number of
participanfs attained sufficient accuracy in three

subject areas. The staff has considergd several



pessible reasons for this, the most probable being the
sporadic attendance of some people. The more serious
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
instrﬁction. In the future, an attempt will be made
to evaluate post-tests on-site.

On one of the post-tests it appeared that
partiéipants actually went out of their way to
Aexclude "program consultant" as a possible role of the
specialist. At first, this observation sounded a
warning to the staff - who's primary role is program
consultation. Paradoxically, the staff has neQer
encountered anything other than willing cooperation
from nearly all the agencies. Several interpretations
of the test results have beeﬁ offered, the most plausible
‘being that what the participants perceive as program consult-
ation is not the same as that percéived 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 perceptions 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'peop1e (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
pefsona] familiarity with agency people; Head Start
staffs know the Project beop1e well, and consequently
do not view their instruction as being so threatening
as an "outside" specialist.
The role of the parent was an interesting aspect
of the evaluation results. Of all the possib]e
specialist ro]es,'"parent education" showed the
greatest increase in popularity duringvthe workshop.
Yet, this role still remained one of the least mentioned.
Despite encouragement of agencies by the Project staff,
parent attendance has been very poor at previous
workshops. Therefore, the resu]fs of thié Mediator
workéhop 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 crecate an "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»dan have a little better appreciation
for the "point of view" (perspective) of each agency
regarding the mediator team concept. In compifing these
profiles, for instance, it is apparent that some
agencies were represented by people whose performance

and opinions were quite consistently similar. Other



agencies had participants who were diametrically
6pposed. Where an agency had similar participants,

it will be easier to anticiﬁate 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 SENT TO MINNESOTA HEAD START/HOME START PROGRAMS



OCD-BEH COLLABO, . IVE PROJECT

‘Agency Checklist for Seven Initial Functions of the Mediator Team

Completed Soon to Experiencing -
be completed difficulty

" Function #1 Establish mediator team
(pp. 12-14, Mediator's Handbook)

(Please check one)
la Designate team coordinator (pp. 39-42)

Function #2 Decide cn types of resource
: specialists needed (pp. 14-15)

2a Complete a needs assessment of
children past and present (p. 14)

2b Decide on specialists needed (p. 14)
2¢ Identify two specialists who can ~
guide you in finding other o "

resources (p. 15)

Function #3 Consider the desirable roles . : . .
for specialists (pp. 16-20) ‘ S S

Function #4 Consider number of centers to be
covered by a specialist (pp. 20-21) oo

Function #5 Consider frequency of a specialist's
visits to centers (pp. 21-22)

Function #6 Meet with specialists to request
services {pp. 23-26)

6f Explore possible roles that
specialists could assume (p. 24)

69 Agree upon roles wﬁich specialists : .
could assume (p. 24) - I



c 2 | |
Agency Checklist for Seven Initial Functions of the mediator Team

Completed Scon to Experiencing
be completed difficulty
Function #6h Make a written or gentleman's
agreement or contract for services
with the specialists (pp. 24-25)
(Please check one)

How many agreements or contracts do you have?

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

Function #7 Make arrangements for screening
procedures (pp. 27-29)

lease 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 START PROGRAMS



Function #1
1a

Function #2
2a
2b
2¢c

Function #3

Function #4

Function #5

Function #6

of

g

0CD-BEH COLLABO. 'IVE PROJECT

Agency Checklist for Seven Initial Functions of the Mediator Team

Compieted Soon to Experiencing -
be completed difficulty

-Establish mediator team

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

(Please check one)
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) R

Coné%der the desirable roles
for specialists (pp. 16-20)

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

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

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

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

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




o p |
Ageﬂcy Checklist for Seven Initial Functions of the mediator Team

Complieted Soon to Experiencing
be completed difficulty
Function #6h Make a written or gentleman's
agreement or contract for services
with the specialists (pp. 24-26)
(Please check one)

How many agreements or contracts do you have?

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

- Function #7 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 3

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



- OCD-BEH PROJECT STAFF'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: Q

1.

(3%

Attendance at Workshop No. 1

How &re records maintained

W1 W2 N of Children in Class

at Workshop No. 2 Other presentations

By whom

N of Spec. Needs Children in Class

Mediator team:
When was it organized

Names of members

Position

Is team meeting

Regularly

When does it meet




Name of mediator team coordinator/leader

jpo

Address of mediator team leader

What is each center's method of communication with parents? Letter

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

How

Regularly meeting parent board B
Parent newsletter
Telephone

Home visits By whom

No formal structure

KODER VISIT

———— 1. Researcher's names: Joanna Koder & Judy Zinc
2. Purpose: to find out if integration happening;
also, does Projrct really help? (focus on us)
3. Not to draw conclusions about T

any one person/agency.




Function #1: Establish Mediator Team and designate Team Coordinator
Evidence: Written Tist 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 nifficulty

.




Function #2.A.1.: Review needs of children identified during previous year
Evidence: Written 1ist indicating children's names, sex, diagnosed by whom, type 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 1ist indicating children's names, sex, diagnosed by whom, type of problem, and what center.
Emphasize: Involve all team members; screening arrangements from Function #7; all areas of disability.

DATA Initials  Sex Diagnosed? By whom? ' Problem A What Center

SUGGESTIONS MADE TO AGENCY

PROPOSED FOLLOW-UP FOR PROJECT STAFF

Compieted Soon to be nifficulty



Function #2.B.: Decide on appropriate and necessary specialists

Evidence: Written 17st of possibie 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 -

PRGPOSED FOLLOW-UP FOR PROJECT STAFF

. ' . Completed Soon to be Difficulty



Function #2.C.: Indentify two specialist advisors to Mediator Team
Evidence: Written 1ist of, and previous dialogue with, two such specialists
Emphasize: Specialists with broad background of child development; frquent visit with team

DATA Names of specialists Profession Employment address previous freq. of
dialogue? visit

SUGGESTIONS MABE TO AGENCY

PROPOSED FOLLOW-UP FOR PROJECT STAFF

Completed ‘ Soon to be Difficulty

At ———————

o




Function #3: Consider desireable roles for specialists

Evidence: Present discussion considering all possible roles for each specialist 1dent1f1ed in #2.
~ Emphasize: Consideration of all roles for every specialist.

DATA Specialist Roles by letter Comments

SUGGESTIONS MADE TO AGENCY

PROPOSED FOLLOW-UP BY AGENCY STAFF

Completed Socon to be Difficulty



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 consideraticn 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 deveTopmenLa? areas for every child.

Emphasize: A1l devpiopm@ntu? areas; each child; prior to November; valid screen1ng procedures; have specialist
roles provided for on-going screening?

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

Medical Hea}th

Dental
Vision

Hearing

Speech/Language
Social/Emotional

Motor

COMMENTS:



Function #7, continued

SUGGESTIONS MADE TO AGENCY

PROPOSED FOLLOW-UP FOR PROJECT STAFF

iICompleted Soon to be Difficulty




APPENDIX 4

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



STATE OF MINNESOTA
GOVERNOR’S
Orrice or Econosxic OPPORTUNITY
404 Metro Square = 7th & Hobert
Str. Pavr, Minwesora 55101

612/296--2367

November 15, 1974

Dear Mediator:

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

The purpose of this workshop 1s 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 language 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 workshop will begin at 9:00 a.m. and conclude at 3:30 p.m.
The workshop dates and sites are:

November 22 (Friday) St. Cloud (final arrangements being made)

December 5 (Thursday) Bemidji State College Ballroom, Bemidji

December 6 (Friday) Thief River Golf Course (North on Hwy. 32
out of Thief River Falls 1 mile)

December 10 (Tuesday Village Inn, 1215 East Superior St., Duluth

December 12 (Thursday) Twin Citles (place to be designated)

December 6 (Friday) Holiday Inn, Mankato

December 9 (Monday) Holiday Inn, Fergus Falls

December 13 (Friday) Donovan's Inn, Redwood TFalls

December 20 (Friday) Owatonna Inn, Owatonna

You may attend whichever workshop is closest to you.



Page 2
OCD-BEH WORKSHOP

Please encourage the parents of special needs children in
your program to attend with your staff, If these parents
cannot attend, use your judgement in asking other parents.
Also, please consider inviting one or two public school
people. TFor example, kindergarten teachers, principals,
special education directors, specialists, etc., might be

your guestsgs. 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 an 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 auny questions,
please do not hesitate to contact us.

Sincerely yours,

@wﬁué%éﬁﬁ cﬁ) Hﬁ/jk";fﬂj(
on Boller, Ph.D. Donald Henry, Ph.D.
Project Director : School Psychologist
5 %
gﬁégg%fﬁ’fg&£2&wf éﬂéﬁfﬁ?@é@aﬁ@g
Fred Aden, M.A. Dave Garwick, M.A,
Speech Pathologist Speech Pathologist

OCD~BEH COLLABORATIVE PROJECT



APPENDIX 5

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 & CLASSROOM:
REHAVIOR 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 way of answering this question 1s to say
that vou might expect a Head Start child to do the things
that most other children of the same age are doing. (For
example, most four yeay olds can correctly point to thelr
eyes, nose, mouth, ears and many other paris of thelr body,
so you might 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 (regardiess of what
most other kids of the came age can do) but also expect
that new things will gradually appear. (Even 1f most

other four vear olds can point to many parts of their

body, the four vear old who can only point to his nose

and mouth will probably need some time to lecarn to point

to other body parts.) Both of these answers are accurate.
It is important to know what to expect in the nermal course
of development, Howevey, It is also ilwmportant to know that
just because a child is not doing some, or many, things
that other children of the same age are dolng you cannot
expect that he or she should automatically be able to do
those things. The progress may come about slowly.

The use of wrltten guldeg when looking at children is one
way of helping to understand what 1s expected 1in the normal
course of child development. Also, written guldes can help
parents, teachers, speclalists, and others flgure 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 ave often called
behavicr chacklists. These checklists have bean put toge-
ther by people who have observed many different things about
children as they develop during the early years of thelr
lives. Some of these things include: 1) the way children
talk, how they use words and make sentences; 2) the way
children take care of thewmselves, how they nut 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 chilldren coordinate their
movements, how they walk, run, hold spoons, etec..

So now vou have an inkling of what the behavior checklist
is all about. It is a teol for you to use, to help you
figure out what kinds of things you see children doing,
and to help you chart or rvecord these things in a meaning~
ful way.

Continue reading. The followling is sowe information we
have put together, telling about some of the developmental
areas that the checklist can help you leok at, some of the
reasons for using a behavior checklist, =zome ways to use a
behavior checklist, and some cautions you might want to be
avare 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.

Examples:

a. Can compare three pictures (which one is prettier).

b. Reassembles a circle which has been cut in four
pie shaped pieces.

c, Imitates folding a six inch square of paper twice

to form a triangle.
2. MOTOR

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't necessarily call for
precision. Small muscle movement (called fine motor) examples
are: working with fingers (tying shoes, writing, picking up
marbles), or perhaps using 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 your idea to someone else.

| Speech is included in as much as it relates to the use of words to
| comnunicate. 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 other 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 company 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 these 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
specific 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 on a child when you use a behavior check-
list.

4, AS AN EDUCATIONAL ASSESSMENT TOOL FOR CHILDREN WITH OBVIOUS
SPECTAL 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 activities
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 provide 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 of 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 (perhaps one month later)
is recommended, :

10.

Use one set of checklists (cognitive, motor, self-help, language,
and socialization) for each child to be observed.

Thoroughly review a checklist prior to using it so you know what
behaviors you will be looking for., It is not necessary, however,
to memorize the sequences of tasks on a checklist.

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.

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.

Obsexrve 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,

Observe the child at different times, over several days, and
during different activities.

Observation periods can be short -~ 5 to 15 minutes at a time,
or less.

Your prior knowledge of how well the child performs should help
you to immediately narrow-down the possible choices on a behavior
checklist, 1In other words, it will usually not be necessary to
start with item #1 and go through every item.

Score a plus (+) or check (¥) if a behavior given on a checklist
occurs fifty percent (50%) of the time in a normal situation
calling for that performance.

A plus (+) or check (+J can be placed by a behavior on the exact
date it is achieved or when observed during periodic skill re-
assessment. Recording the date that the observation was made

is important.




11.

12.

HOW

Move on to the next developmental area checklist, or observe
other children using the same checklist,

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?

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--#5 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 additional observations and
possibly specialist evaluations, can lead to "over-
teaching'". Trying to force a child to 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 =sducational program should be guided by an under-
standing of that child's skills and difficulties. You

observe what he/she is doing and what he/she is not doing ---
and then you plan what you will do based on those observations.
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"A List of Some Behavior/Prescription Checklists"

1. Chapel Hill Training-Outreach Project Products:

A.. Learning Accomplishment 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 Carolina 27514
(check payable to: Chapel Hill-Carrboro City Schools)

2. The Meyer Children's Rehabilitation Institute Prescriptive Teaching Program
for Multiply Handicapped Nursery School Children

A. For an in-depth description of this program:

Handicapped Children in Head Start Series:
Meyer's Children's Rehabilitation Institute
Teaching Program for Young 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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STATE OF MINNESOTA
L-OVERNOR 'S
OFriCE OF INCONGMIC OFPORTUNITY
404 Meiro Zguate - 7th & Robert
St. Pavs, MiNNEsora 55101

612/296-2367

12/%0/ 74

T0: 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'1l1l give your team an
opportunity to meet while we are there to werk 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 197L4-75
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 e
. Our meeting should last no lcnger 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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STATE OF MIWNNESOT A
GOVEH&ORS
Orrice oF Iicowoxic OPPORTUNITY
404 lMetro Sguare — 7ih & Haobert
St. Pavr, Minmesora 55101

612/296-2367

12/30/ 7k

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 prograns.

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»g01ng” 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 meethg “should last no longer than from about

9:00 to perhaps 2:%0. We lock 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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FORMS  USED BY PROJECT STAFF TO MONITOR VISIT TWO PROCEEDINGS
AND COLLECT DATA



OCD-BEH PROJECT STAFF'S EVALUATION FORM FOR SEVEN INITIAL AND ON-GOING MEDIATOR FUNCIIONS

Name of Agency : | Date of Visit

Individuals Present:
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APPENDIX 8

LETTER TO MINNESOTA PROGRAMS ANNOUNCING WORKSHOP 2 (1974-1975)



STATE OF MINNESOTA.
. GOVERNOR'S
Orrice oF Econosiic OPPORTUNITY
404 Metro Square — 7th & Robert
S1. Paur, MINNESOTA 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 Leayning Center
March ‘10 9:00 - 3:30 Education Bldg., St. Cloud State
Maxrch 11 9:00 - 3:30 , Duluth - Village Inn

March 12 9:00 - 3:30 Marshall - Ramada Inn

Marxch 13 10:00 - 4:00 Mankato - Holiday Inn

March 14 9:00 - 3:30 Owatonna - Inn Towne Motel

Maxrch 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 "hyperactive' 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”
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.

DPw-888
(3-72)

@



Hyperactivity is a commonly used, but often misunderstood, term. We will
be attempting to; 1) clarify what hyperactivity méans, 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 classroon or at home. ‘

Some of you will receive extra copies of this letter to distribute 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 help us 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 Fall
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 list 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
each of the second round of workshops.
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MOST COMMON TYPES OF HEARING LOSS

CONDUCTIVE
(Reduced Loudness)
(Outer Ear -- Middle Ear)

--Plugged ear wax

-~Ear -infections

--Hole 1in 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
~-Diseases

External influences
~-~Trauma
--Health
--Drugs

Birth:
--Anoxia

Post-Birth (postnatal):
--Noise damage
-~Disease

~~--High fever
-=-Drugs



Before the age of one year:

Is it Qifficult to awsken the child from sleep without touching or shaking him?
Does the baby respond to comforting only when you hold hinm?

does the gound of speech or footsteps fail to get a response (turning to look,
startls, fright) from the child?

Does he show 1ittle interest in musical toys or noimemakers unless he can touch
or hold them?
Does he dignore his own name unless you motion to him or look at him when you ¢all?

Does he show little interest in babbling or imitating sounds other people make?

o]

Between one and two vears of age:

What

Is the child not talking by the age of two?

Does he dgunore the ring of the telephone or doorbell?

Does he seem startled to look up and see you in the room?

Iwes he use gestures (pointing, pulling, touching, etc.) to express his needs?

Althcugh he atiends to very loud, sudden sounds, does he fail to respond to
ordinary speech sounds or to music or listening on the telephone?

to do 3T concerned:

1) Donit waite

2) Secak medical advicst. See your family physician first. He may wish to refer
you to an otologist (ear specialist) for a more complete exemination. '

3) You may wish to have your doctor request a hearing evsluation by an audiologist

who is certified by the American Speech and Hearing Associations This pro-
fessional has skills to assess your child's hearing even though your child is

very younge



10.

11.»

12,
13‘
14.

15.

16.

~ - MEDIATOR TEAM - ~
~ = SUPPORT TO THE FAMILY -~ -

Does the family understand the immediate and 1ong¥term consequences
of not correcting the hearing problem?

Does the family need help in finding a doctor, in making an appoint-
ment, or with transportation?

What are the famlly's concerns about cost? Who has helpeddthem and how?

Does the family have realistic access to a specialist they can talk to
about the facts of hearing loss?

Then, how many times in the recent past have they talked to this person?
Has this problem caused additional "friction'" within the family?

Is the family having difficulty copilng with the emotional aspects of
tearning that their child 1s hearing impaired?

Do the parents have questions or misunderstandings sbout the cause of
this problem? Ave there questions about the chances of future off-
spring having the same problem?

Do the parents know exactly what the doctor will do and why?

Do the parents have some idea of what to expect with this child
in the near future?

Do the parents need asslstance in helping the child or siblings
understand the sltuation?

Does the family understand the public school's legal responsibilities?
Do the parents know how to check the child's hearing aid daily?
Do the parents know how to 'trouble-shoot' a hearing aid?

Are the parents assisted in learning how to provide their child
with maximum opportunity to learn language in the home?

Are the parente assited in learning how to provide thelr child with
special listening training (i.e., sound awareness, direction of sound,
sound discrimination).



10.
11.
12.

13’

14,

- ~ MEDIATOR TFAM - -
- ~ SUPPORT TO THE TEACHER

Is the teacher aware of thevproblem?

Is the teacher involved in the referral arrangements/plans?

What are the classroom concerns related to the child's hearing problem?

Is the child usually interacting with the other youngsters?

If not, 1s the teacher being helped in ways to include the child
in the activities of other youngsters?

Is the teacher or aide spending an excessive amount of time alone
with the child?

Is the teacher directly receiving classroom suggestions:from:a
speech clinician?

Is the teacher directly meeting with the speech clinician at least
twice a month? ‘ .

Has the speech clinielan helped the teacher conduct e¢lassroom
activitles that address: language development; sound awareness;
sound localization; sound discrimination?

Does the teacher know how to check the child's hearing aild daily?

Does the teacher know how to "trouble-shoot'" a hearing aid?

Is the teacher supplied with an extra packet of hearing aid batteries?

Does the teacher know not to stand in front of a window, cover her
face with her hand, etc.?

Does the teacher provide visual clues (mouth and gesture) when
speaking to the child?



CHECK THAT HEARING AID!

The first thing ian the morning ...
1. Make sure the child 1s wearing the hearing aid (it must be worn all the time);

. If it is a "body borne' aid, make sure that the box unit (on the frout

%]

of the child) is being carried so that the microphone is facing away

from the child (so it can pick up the sounds);
3. Make sure it is turned "oa;"

4, Make sure the hearing aid is working-

hold the receiver (ear plece) to the microphone (where the sound iz

picked up) - it should squeel when you do this.

* keep an extra packet of batteries at home and at school;
* astore 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 batterieg.



TROUBLESHOOTING THE HEARING AID

PROBLEM

1. When you hold the ear pilece to the
microphone, it does not squeal.

2. There is no sound coming out of the
ear pilece,

3. When the child is wearing the hearing
aid, it squeals (it shouldn't do a lot
- of this)

1.

CHECK

a. Is it turned on?

b. Is it mistakenly turned to the
"telephone" switch? .

c. Ias the ear piece plugged with ear wax?

d. Check the battery to make sure:

- the battery is present;

-~ the battery is right side upj3

- the battery and terminals arve
clean (if not, the battery can
be cleaned by rubbing it on paper,
and the terminals can be cleaned
with a pencill eraser - then the
ervaser shavings have to be blown out-
if you do this with your own breath
be careful about leaving moisture’
on the terminals);

- the batteries ave not dead (try new
batterles and see 1if there iz a
difference);

e. If it 1s 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, 1s the
plastic tube broken, bent, or kincked?

Same as #1.

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 1n the ear (trv
re~inserting the mold for a better fitg

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 insevitin:
a special gasket between the receiver and
the ear mold;

If the whistling st1ll does not stop, theu-
there may be a problem with the aild, itself
and it should be seen by a hearing aid deale



PROBLEM

4. There are a lot of scratchy noises or the
aid works some times but not others.

4, a,

CHECK

1f it's a body borne aid, try a new cord;

If 1t's a body borne aid plug and unplug
the wire connections a couple times;

Move all switches back and forth a couple
times to clear connections of dust, etc.;

Make sure battevries and terminals
are clean.



10.

11.

12.

13.

GUIDES FOR HELPING THE HEARING IMPAIRED CHILD

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 and
books down from your face while speaking.

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.

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 that is most advantageous
for the child. ‘

Allow the child to move freely about the room in order to
hear what is going on.

When calling the child, mention his/her name and get visual
attention before proceeding with your question, instruction,
or statement.

Talk in whole sentences about what is going on at the moment,
The sentences should be fairly short -- not complex.

Do not proceed too far in your instructions or statements
without asking 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.

Expect the child to speak, using as complex a language
structure as he is able to at the time.

Help the child be more at ease in a new situation by giving
a brief explanation of an event before it occurs.

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.

If the child wears a hearing aid, check the aid at the begin-
ning of each day to make sure it is operating correctly.

Teach the child to tell you when his/her hearing aid is not
operating properly.

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.
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SPECIFIC IANGUAGE STIMULATION TECHNIQUES

Get down to the child's physical level. The child can miss so much
visual contact when you stand so high above him. And it is more per-
sonal when you are on his level.

Get the child's attention before proceeding with instructions or con-
versation. Attention precedes understanding.

Use model language: full sentences; short seﬁtences; non-complex
sentences. "Baby talk' is definitely out. The child must hear a good
language model several times before he can be expected to use it. ‘

Speak at a moderate rate. Adult-level language is very complex. More
slow speech gives the child more chances to interpret what you are
saying.

Use a normally loud speaking voice. The c¢hild is more likely to respond
favorably to normal loudness than to shouted commands.

Expand the child's receptive language, not always expecting a reply from
him. Keep the complexity of your language at a level where you believe
the child can just absorb it. Keep introducing new concepts and new
language. :

‘Use good questioning techniques. Use content questions as opposed to

"yves'" or '"mo" type questions. Use open-end questions.
Example: '"What do you want?"---as opposed to "Do you want the car?"
' "This is a .

Use choices when questioning. Ask the child to choose between two
items or alternatives.
Example: '"Do you want to play with the car or paint a picture?"

Use self-talking. Talk your way through an activity in the child's
presence. Talk out loud about what you are hearing, seeing, doing,

or feeling whenever the child is nearby. The child needs to hear about
daily events -- the usual, not the unusual.

Use repetition-expansion. Repeat what the child has said, making correc-
tions in language in a very matter-of-fact way.
Example: Child---"Go downtown?"

Adult---"Yes, we are going downtown."

Use expansion. Expand on a language concept.
Example: Child---"That's hot."
Adult~---"Yes, the stove is hot. And you know that fire is
hot. And Mommy's coffee is hot."

Stimulate the child's own self-expansion. Stimulate the child to attempt
to expand his own language by using such directives as, "Say the whole
thing." This techniques can be useful when you are sure the child is
capable of producing the full sentence.

(OVER)
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Use reinforcement when the child says more complex language, e.g., "I like
to hear you say more words."

Use repetition of your own words, phrases, and sentences. Repetition

is one of the more useful techniques for developing new vocabulary and
language.

Use a pleasant speaking voice. A pleasant voice has a calming, soothing
effect. A pleasant voice is easier to listen to -- not distracting.

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.

When you are anpgry with a child, it may be more instructive to that child
to delay your response (as opposed to reacting impulsively with short,
angry answers). A moment's pause may help you to think of a way to use
your anger as a teaching tool, not just an emotion.

Example: '"What you did made me angry. Do you know why I am angry?"

Spaced group seating is sometimes better than closely group seating. A
child is less distracted by his neighbor when there is some space.

Allow time for an individual conversation with each child daily. This is
his personal time with you, even if the anount of time must sometimes be
short.

Keep manipulative objects in the room at all times. A bare room inspires
little interest. Something that can be handled is more interesting than
a poster on the wall.

OCD BEH COLLABORATIVE PROJECT
FOR CHILDREN WITH SPECIAL NEEDS
IN MINNESOTA
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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;
5. Lack of evaluation of equipment immediately after

purchase.

EDUCATION:
f ! 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;
5. Poor guarantees on equipment;
6. Rising costs.

COORDINATION OF SERVICES:

Lack of proper diagnosis;

Lack of information regarding services;
Fragmentation of services;

Professionals do not talk to each other;

. Lack of alternatives;

Lack of services outside metropolitan area.

()RS B~ TS B O



HYPERACTTVITY

WHAT IS IT?

This term, hyperactivity, is used in a variety of ways by different
people. However, it refers generally to certain groups of behaviors which in-
clude many, or all, of the following: restlessness, jirritebility, distract-
ability, aggressiveness, constant talking, poor motor coordination, short atten-
tion spap, difficulty in sharing with other children, etc. The list could go
on but these ave common groups of behaviors that are usually referrved to when
a child is celled "hyperactive'..

BUT WAIT! Before you decide that most of your children are hyperactive, by
this definition, it is important to realize that almost all young children wilil
displqv many of ths above behaviors at one time or another in various circum-
stances. And, this is to be expected in the normal course of any Chl]d‘ JxJ“AOUm
nent. HCUPVCT the tgrn hyperactivity has become very well known and popula
with the general public. Unfortunztely, the peaning of this term 1s much ]@x<
well uvndersteod., As a Lcsult the tern is often used indiscriminate 1), and many
children arc being called hypclvv ive when, in fact, thoiw behavior is not that
atypical for their age, or come other, morc cowplete, diagnostic description
would be more approenriate and useful, :
BEW\R? OP L zaae use of the label, hyperactivity, might be
tebel often cuvrfufq many nogative things to
wears that a "byperactive” child is coning
Fi will be «nnp}otc1v unmanagable, that
o control his beliavior, snd that she cen do lifttle to
help the ciiiid. These things are selcon Complbtcl} true, even wien a child is
extremzly active, but it is not uncommon to find people hho hold this beolief,
Therefore, a good de2) of caution is recomnended when referring to a Ckild's
"active" bCﬂ:”lOf . {For this rcason, the phrase "highly, or extremaly, active
behavior'" will be frequently employed throuchout this handout. It is ugﬁestad
that this be considered as an alternative to the phrase "hyperactive b chavior'.)
The issve of labeling and self-fulfilling prophesy w11} be discussed in greatew
detail elsewhere in this handout.

pccp1~ Io$ s
into her class i
the child cannot learn

ey

(thaet is, medical, JpﬁVdJ health, and educational) there is a great deal of co
fusicen and disagreement as to; 1) what kind of behaviors hould really be given
the diagnosis of hyperactivity, 2j what the underlying causes of cxtremely actiy
behavior might be, and 3) whet kind of manageumcnt or treatment should be use
with children who are extremely active. '

WHAT DO THE EXPERTS SAY? Even within professions and among different professions
1=

T
¢ o

It is probably accurate to say that the majority of professionals would restrict
the diagnosis of hyperactivity to only those children who scem to be almost con-
stantly highly active; children who are constantly restless, wiggling, running
around without any apparent purpose, bothering or fighting with children (ur
adults), not paying attention to imstructions or tasks or T.V., talking all of
tha time, etc. Not cach of these behaviors would have to be occurring., The im-
portant key to this diagnosis is the constancy of the behavwor and the fact

that the behavior has been going on over a long po /1cJ of time. This is why the
professional who is attempting to diagnose & child s ould be careful to determine
just how constant and pervasive thc behavior is (not only by asking parents but
.teachers and other adults as well), and how long it has been this way. A detailc
developmental history of the child should be obtained, Of course, the age cf the




child at the timt of the examination has to always be taken into account.
Two and three year old children will more frequently engage in several of
the above mentioned behaviors than four or five year olds, but this is

to be expected. The active behavior of a two or three year old would
have to be very excessive indeed to be dldvnosed as hyperactivity.

NOTE: Hyperkinesis is another label that is also used by pro-
fessionals to describe constant, highly active behavior.
It is sometimes used almost interchangeably with hyper-
activity, although it 15 not used so wldcly. Medical
professionals are probably more likely to use this term
then others and restrict its use to fewer cases. The
important thing to remember is that a child who is called
hyperkinetic will often be displaying behavior very simi-
lar to the child who is called hyperactive.

Another important factor that professionals often look for (or should) when
considering an actual diagnosis of hyperactivity or hyperkinesis is whether
or not there are signs or concrete evidence of underiying physical problems
like a ncurological, or brain, impairment of somc type. Definite evidence
has been found with some extremely 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,
These children are often thought to have minimal brain damage or dysfunction
and it is theorized that it is this condition which causes or partially
causes the "hyperactive' behaviors

LABELS, LABELS, LARE To this point, three diffevent labels have been men-
tioned, h\npractJVJty hvperkinosic and mintmal brain damage, all of which
are o;ten used interchangeably to describe similar types of behaviors. And,

there are even more labels! Special learning disability and behav1or problen
are two additional ones that sometimes are applied to children who are ex-
tremely active, distractible, aggressive, restless, etc. So, various people
might label these behaviors as hyperactivity or hyperkinesis or minimal brain
damage or a special learning disability or a behavior problem. Perhaps it
will help to clarify matters somewhat if each label is dealt with sepavately
and the similarities and differences among the different labels are presente

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. Medical professionals
probably use this more than other professionals and
certainly more than the general public. There is
usually more evidence of an underlying physical prob-
lem when this label is employed.
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Minimal Brain Damage or Dysfunction - Although not definitely
proven, there is a good deal of theorizing
that minimal brain damage does exist in many
children and that one of the things that this
condition may lead to is the type of behavior
which is called hyperactive or hyperkinetic.

Special Learning Disability - This term is applied to children
who have at least average intelligence but have
difficulty learning because of perceptual prob-
lems and/or poor hand-eye coordination and/or
auditory discrimination problems and/or lang-
vage problems and/or emotional problems, etc.

. Many of these children are also highly active,
distractible, restless, etc.; and are often
thought to have minimal brain damage. Whether
the "hyperactive' behavior causes the learning
problems or is a result of the learning prob-
leuws is not well understood. It is also sel-
dom clear whether the "hyperactive' behaviors
stem from some physical problem like brain
damage or some emotional problem or both,

Behavior Problem -~ This is also @ commonly uzed teym and, like

' hyperactivity, is often vsed indiscriminately
when children ave displayving behavior that is
nct completely acceptable to some adults. Many
professionals would use this tewxm when the
active, disruptive behavior is not so constant
or pervasive and when the cause appears to be
related strictly to social/emotional problems
Tather than physical oncs. However, again €his
Tabel is frequently applied somewhat freely,
and possible physical causes of the problem
have not always been 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 labéls are used by various specialists,

. . L
Also, a discussion of the different labels gives some clues as to thercausca
of extremely active behavior in children. But, there is more to be said
about causes,



WHAT ARE POSSTBLE CAUSES OF EXTREMELY ACTIVE BEHAVIOR?

The main reason that there is confusicn and disagreement as to what
diagnostic label to apply to extremely active children 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
nedical people have tended to emphasize physical or orgenic causes while some
mental health and educaticnal specialists have looked more to environmental
factors (things like the child-rearing practices of parents, family stability,
teachers' approaches to behavior management,. etc.). Unfortunately, this sit-
vation has often resulted in a one-sided and probably simplistic view of the
problem. (For example, 'Johnny 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
anything to help change his awful behavior - it's not our fault'. Or, "The
psychologist says we haven't done the right things with Freddie and that's
why he acts this way - it must be our fauvlt - 1 feel so guilty'.) So, on the
one extreme, you have pcople who feel that the problem is strictly physical
and, thercfore, there is little or nothing that they, or the child, can co
about it - responsibility is abdicated. On the other extreme, physical prob-
lems ere not considered and the full responsibility, or blame, is dirvected at
the vparents.

11 of the "blame" to eiwn,x puysjcal or envivonmental factors
will, in most coses, be counterproductive. there is some type of physical
causc for a child's x*TemD]y active behavior thére is more than likely some
role played by parcats, othor family menbers, and other adults as well, That
is to say, it is quite possible that parents and others have not dealt with
the behavior in the most effective manner. In fact, they may have unknowingly

Assigning ¢
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encouraged or reinforced the negative behavior. 1h1 is not implying that
they are to "blame", simply that they may have a vole in perpetuating the be—
havior without roqllalnp it. Let's look at a hypothetical example.

The Case of Sam, Sam is a four year old boy who is attending Head Start. At
the center he seems to be constantly on the go. He very seldom stays in one'
place for more than a few seconds at a time, and he is often wiggling and
squirming when he is sitting down. Nor does he concentrate on any center
activities for more than a few moments. He runs around the room much of the
time and is constantly pushing, shoving, and hitting other children. Teachers
find themselves scolding him frequently and sometimes shouting at him. On
occasion, they grab hlm, hold him, and try to talk to him but usually both Sam
and the teacher are so upset that nothing nuch seems to be accomplishcu - and
Sam is soon back to his disruptive activities.

Sam is the youngest of three children. His birth was very difficult and the
doctors were fairly certain that some brain damage occurred due to anoxia
(lack of oxygen)., Sam was very active, fussy, and restless as an infant. 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 experlenced these diffi-
culties in such an extreme form with their other children. There was more ten-
sion in the family generally, and Sam's mother was often tense and irritated
when she interacted with him. She was seemingly running to him constantly
because he was crying or, as he grew older, creeping around and getting into
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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 Sam was less active everyone would 'breathe a sigh of
relief' and tend to leave him alone, thinking that this might help him
stay calm and fairly happy. ‘

This pattern ccntinued and became worse as Sam 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 were doing.

Sam's older brother and sister now were even more annoyed with him and

theve was a great deal of bickering, teasing, and fighting among them. All
of this, of course, added to the parents' frustration, with the result being
that they found themselves shouting at Sam much of the time and spanking him
very frequently. It seemed that Sam was doing '"good things' so seldom that
almost all of their interactions with him were negative. And, although Sam's
mother and father felt guilty about it, they actually had to admit that they
had such generally negative feelings about Sam. They had a difficult tine
secing "good things'" even when Sam might have been behaving reasonably well.

By the fime Sam came to Head Start a persistent and negative pattern had been
established. Through most all of his young 1life the majority of his inter-
actions with other people involved being told 'no'", scolded, shouted at, and
hit or spenkcd by people who were irritated or very angivy. In a very r al
sense he learned that the only way to get attention from other people was to
keop on deing cie things that “he did most of the time, even though the atten-

tlon caine in what nost children would consider an unwanted form., He never
learned what positive attention was like, His extrenmely active and esunoying

hehavior made it very difficult for his particular parents end brother and sis-
ter to give him positive attention for doing more acceptable things. They got
to a point where they did not think anything he did was acceptable. Because
this pattern of learning has been so firmly established, Sam continucs to be-
have this way in Head Start. (Possible ways of working with "Sams'" will be
presented elsewhere in this handout.)

But, What About Ceuses? The purpose of this example is to illustrate the cver-
simplicaticn 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 parvents.
In the case of Sam, there was extremely active and other difficult behavior
right from birth on. Whether this was a result of the brain damage that was
strongly suspected cannot be known for sure, but what is certain is that it was

not poor childrearing techniques on the part of the parents which caused this
behavior immediately after Sam's birth. Thus, it appears that there was some-
thing physically (physiologically oxr neurologically) different about Sam at the
outset, The resulting behaviors set up a whole different pattern of interactions
between Sam and his parents which had not existed between the parents and Sam'

brother and sister.

On the other hand, the inability of Sam's parents to deal with his '"hyvperactive"
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 and nonprofessionals alike. The point

is simply that the particular approach that these parents 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 'hyperactive" behaviors. Both underlying physical
- factors and the parents' way of dealing with the behavior were involved,

It should be pointed out that with some modifications in the above example
Sam might have looked different when he got to. Head Start. If, for in-
stance, Sam's behavior had not been quite so extreme and difficult when he
was an infant it is possible that his parents would have been better able
to cope with him and would have established more positive patterns of inter-
action with him. Or, given the same set of difficult behaviors, if Sam's
parents had been the type of people who could tolerate and accept this kind
of behavior without becoming so confused, tense, and irritable, it is con-
celvable that they could have found some positive behaviors to attend to
while ignoring or downplaying the negative ones. Again, this would have re-
sulted in more positive interactions from which Sam might have learned more
acceptable behaviors. He probably would still have been highly energetic
but perhaps in a more constructive way.

Other Causes? This example, and its modifications, suggest only a few of

the many factors which can contribute to development of extremely active be-
havior. Following are several other possible causal factors. It must be
kept in mind that it is often the case that more than one of these factors

are involved at the same time!

Serisory Deficits {For example, hearing and visual impairments) - Children
witli significant problems in these aveas will frequently appear highly active,
I distractable, restlicss, cte. Often theose children cxpericnce a great deal of
| frustration due to their inability to understand many of the things that are

going on around them. Other people's responses to this frustration will play

| a rele in the kind of behavior that results,

This same kind of process can occur when children have other physical or men-
tal handicaps. Some mentally retarded children display extremely active be-
havior. It should not necessarily be inferred that these children behave this

way simply because they are retarded; the majority of retarded children do not
display this kind of bchavior. However, the vetarded youngster, like any other
child, can experience frustrations which sometimes may be more pronounced due
to a lower ability to understand things. Again, the way in which other people
cope with the child's frustration will be 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 handicapping
conditions could also have brain damage which could contribute to the total

picture of causes,

Nutritional Deficits - There is evidence 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 caused by poor dietary habits and which, in‘turn,
way be one cause of highly active, restless behavier. Recently, evidence has
also been found that food additives may be a possible causal factor.




Child abuse or other types of maltreatment of children - Although 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 abused because they are initially so active and completely
frustrating to some pavents. Also, the type of family circumstances that

lead to child abuse may, in many instances, involve other problems (like
poor nutrition, lack of sleep, etc.) all of which may underlie the '"hyper-
active'" behavior,

Overprotection or "spoiling" on the part of parents and others - Just as
physical abuse or harsh treatment caw be a2 cause, or partial cause, so can
unusually permissive treatment. If a child has few restrictions placed on
his activities he will probably fail to learn to control his behavior. He
will have difficulty learning the kinds of things that will be expected of
him as he grows older, This type of child may show the same kind of pur-
poseless running around, shoving, hitting, short attention span, irritability,
etc., that other tvmes of overactive children display. Note: The term
behavior problem is usually employed in a situation like this when there is
no apparent physical cause for the highly active, negative behavior.

Inappropriate expectsztions and poor educational planning by teachers. Some-
times children do not display extremely active behavior until they are in a

school situation. It is likely that in some of these cases the child has, in
fact, been active at home but the parents are not particularly bothered by

this behavior, so they do net see it os being unusual or some kind of problem

for them. llowever, when this type of c¢hild comes to school (or Head Start)

scme ceachers will find this kind of behavior very annoying and difficult te

deal with satisfecterily. 1f the teacher expects the child to be very calm

and quiet and tries to force the child to behave this wav, there may be prob-
lems. Also, if a teacher has unrealistically high expectations of the Kinds

of learning tasks z child can accomplish, this may produce frustration in the
child when he/she fails to perform well, or at all, on those tasks. This could
cause or increase extremely active, disruptive behavior on the part of the

child, Finally, a teacher may fall into the trap of unknowingly reinforcing

the child's active bechavior by constantly saying 'no', scolding, and doing

other things which seem to be punishing. Unfortunately, what appears tc be
punishment to adults may not be so punishing to some children - it may be the main
kind 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 often difficult to discover which causes are involved.

What does all of this mean for Head Start staffs and parents? One obvious con-
clusion is that the various terms, or labels discussed 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 the behavior of other people interacp{gg
with the child, will help present a clearer picture than a diagnostic label (11ki
hyperactivity) alone, 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 thoroughly investigate the ‘
possible causes of a child's highly active behavior. One of the main reasons this

is seldom done satisfactorily is because of poor communication and coordination,
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among the various people who are involved (or should be involved) with a
given child; for exauple, doctors, parents, and teachers. Head Start is in

‘a_unique position to alter this typical "state of affairs'. Especially in

those Head Start programs where good communication and coordination exist
among members of The Mediator Team, there is an cxcellent opportunity to do
a more thorough job of exploring, with the help of parents, the possible
causal factors. Let's look at how this coordinated effort might work.

The Mediater Team's Role in Working with the Extremely Active Child,

At a Mediator Team meeting, cne of the teachers on the staff describes a child
who is causing a great decal of concern to her and her aide. The child's be-
havior is very disruptive because he '----always runs around the center, bothers
other children, doesn't pay attention, and doesn't stay at any task for longer
than a few moments'. In other words, the child is acting very much like Sam
did in the carlier example. At this 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 hcaring screening have recently been done. There has been
no observation at the center by a psychologist or any other specialist.

The first question confronting this Team is, '"What do we rcally know about this
child right now? To attempt to answer this question a first step might be to

have the health coordinator present the results of screening to the rest of the
Team members., Scmz c¢lues could be found in this information, The Tecam wmight

also explere more carefully with the teacher and the aide just what is happen-

ing in the center. Is the child's active, disruptive behavior happening all of
the time? TIs it much more freguent on some days? Is there something happening

in the center that could be frustrating hin a let? VWhat docs his developmental
level seem 1o be? Does ne seem to be tived or hungry when he cocmes to the center?

Are there any appavent hearing or visual problems or other health problems?

After trying to answer these kinds of questions, the next main question is, "What

“further information do we need to find out about this child?" Does the doctor's

report imply that somecone on the Team should talk with him/her to get more in-
formation? Did the doctor recommend 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? 1In 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 preblems? 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's behavior in
the center. The teacher and/or aide could be asked to observe exactly how often
the active and distuptive behavior occurs, when it occurs most often, what others
are doing just before it occurs, and what others do immediately after It occurs,
etc. Someone else from the Team should probably go to the center to help observe
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 it 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 after a Team member has made a home visit., Using
this approach the Team would have much more information to present to the
specialist, which would be very valuable to that perscn.)

Next comes the question, '"Who is going to gather all of this information?"
Obviously, no one person will 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. Scveral people, meeting regularly and
working together zs a team, can share in these varipous reqponbxbilltles Differ-
ent people will do dlfferenL things, but each person knows what everyone else
is supposed to be doing, and each person will find out what others have done
because of the ?gkﬁiar comnunciation at Team meetings. As far as which re-
sponsibilities are carried out by whom is concerned, this will be determined
by the particular circumstances of each Mediator Team. The type of experience
and training represented on the Team, the number of people on the Team, and
the willingness of pcople to assume responsibilities are some of the elements
that have to be considered.

Finally, there is the question of "What is to be done with the information

once it is obtained?" The answer to this question is most critical., It is very
important that each person concerned with the overactive child in this example
be eble to share with one another their observations and other information re-
garding the child. 1Ideally, this would be accomplished by having everyone
(doctor, parents, teacher, teacher aide, other Mediator Team members, psycholo-
gist, etc.) meet together for this purpose. However, this is not always possi-
ble and, in some instances, might not be the wisest approach, at least initially.
Yet, some kind of coordinated communication must take place among all of these
individuals even if they do mot all meet gt cne time. If the licad Start Mediator
Team is well-coordinated itself, then there is a good chance that the members of
the Team will be able to '"mediate" and bring about good communication among all
of the other people involved. This is a very crucial step in the effort to get
as clear a picture as possible of what factors sre 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 communication 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-
fessicnals regarding the use of diagnostic labels and the causes of overactive
behavior, there is also much confusion and disagreement over the use of drugs to
treat children who display this type of behavior. The arguments range from

'"'we are making drug addicts out of our children" on one extreme to '"doctors are
irresponsible if they don't prescribe drugs for 'hyperactive' children' on the
other extreme.
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There is probably less disagreement over the issue of whether drugs are effec-
tive in reducing the highly active behavior of some children and in helping
them to become more attentive to some tasks, concentrate better, become less
irritable, etc. Although medical and pharmocological professionals are not
completely sure how this happens, or with exactly which children it will happen,
it is true that stimulant drugs will often lower the activity level of highly
active childrenr. Obviously, this change in behavior can potentially be very
beneficial to a child in terms of how he gets along with other people, how he
learns, how he feels 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 "slow down' then it is highly probable that he is going to be more
""likable' in the eyes of his parents, brothers and sisters, and other people
with whom he comes in contact. If this attitudinal change on the part of others
occurs, then the child will receive more positive attention for the '"good'" or
more appropriate things he is now doing, and because his active, negative be-
haviors are reduced, he will receive less attention for those things. The re-
sponse of others undoubtedly plays a role in the "cures', just as it does in the
causes.

The real cries of protest come from those people, professionals and lay persons
alike, who are concerned about the possible harmful physical and psychological
side-effects of drug treatment with children and are concerned about the increas-
ingly widespread,and sometimes routine, use of stimulant drugs to treat "hyper-

active' or "behavior probiem” children.

There is apparently no evidence at 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 addiction) 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', or "I forgot to take my pill
this morning and I can't do my school work 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 type of attitude is rather frightening. It suggests that some
children feel the only way to deal with their 'problem'" is to 'take a pill",

In the case of young children, this attitude is probably conveyed to them most
often by their parents, who 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 to shed light on how the reaction of parents and other
people to the child's behavior is also likely to be contributing to the problem.
More importantly, 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 arve 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 underlying cause of their child's problem would make
it extremely difficult for 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
matters into perspective and is a call for responsibility in the prescription
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 labeling, along with the administration of drugs, can poten-
tially lead to a kind of negative self fulfilling prophecy. 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 (c¢hild, parent, teacher) can't
do much about it except take (or give) a pili". Even where there is clear evi-
dence of an underlying physical vroblem it is unlikely that there is nothing
that can be dene 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 ccrrection of a2 sensory impairment (e.g., hear-
ing or visual problem) 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 more easily if drug therapy, surgical correction, 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 bock that we have handed out before, Teaching Your Child. We
- should be able to give one copy of this book to every parent who attends this.

workshop and has not attended others., If for some reason you do not receive,
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 questicns 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 program.
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Teaching Your Child can be very useful to teachers 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. (OHD) 75-1075 entitled, Responding
to Individual Needs in Head Start.

that role should the Mediator Team play in the overall treatment or management
of the extremely active child? The role of the Mediator Team in exploring the
possible causes of extremely 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 heen made and other information has been obtained,
does everyone involved have a chance to communicate with one another? Is there
some kind of on-going system set up for this communication? If the medical
doctor cannot attend meetings is there somecone on the Mediator Team who will
convey 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 with the medical doctor and the psychologist or have arrangements been made
for them to do sc? Will the medical doctor, the psychologist, and Head Start
people say similar things to the parents? TIf not, how can this be handled?

Given the situation where the medical doctor feels that an actual diagnosis of
hyperkinesis (or hyperactivity) 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? (Whether 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 period 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 somecne on
the Mediator Team and/or another specialist (psychologist, social worker) help
parents and teachers to do this? Do the parents feel that the problem is strict-
ly physical (for example brain demage) and that there is little they 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 everyone has agreed that
drug therapy 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 feels
the parents may need some counseling, how can the Mediator Team be of assistance?



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 speclalist visit the center for this purrose?
Will there be communication established between 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?

. A
Concluding Remarks. The whole issue of "hyperactivity', its labels, its
causes, and its "cures'" can be confusing. Hopefully, some guidelines have
been presented here that will be useful. It is important to be careful about
using labels; it is important 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 Children

with Special Needs

et st
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Classroom Management

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 ncisy/active
TOOMm.

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 rTeasonable adaptations can be made which allow you to
accomnodate an overactive child without too much disruption.

Space
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 space which accormmodates everyone simultaneously
is only needed at Junch 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 othe?
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 chasiung you need to do.
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If possible, provide for some sort of indoor c¢limbing 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 btut 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 mskes
it appealing to children. ’

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 day. Another day get out the tricy-
cles. Still another day go for a short walk. 1In the
springtime or early fall, digging and water activities are
fine.

Impulsiveness

g.

10.

Provide other soothing and absorbing materials. Equipment
that prevides a tactile experience usually works best,

Sand boxes, water 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 they keep their appeal.

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 mnext 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,

On rainy days see if you can use an auditorium or gymnasium,
If meither of these is available, you could use a hall for
some rTunning games. Be sure to have a teacher at each end
as a "stop sign.'" 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 dend
themselves well to parades, either musical or dress-up,
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Fostering Concentration and Sustaining Attention
Just having the proper space is only one hurdle. Teaching active
¢hildren when and how to use it to control their behavior is another.

Hyperactive children can and do sit down and concentrate on some

gquiet 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 when a child has been inactive for as long as he
can manage it? You won't know what the child's limits of concentra-

tion are the first day or even the 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 child's 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 rTun 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
activities. Once you have some idea of their capacities, you can
often help them te 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? OQne'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. That

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 te child, but the most frequently noticed
ones 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 signscdon't keep the informa-
tion to yourself, Share it with the child, Often if this is repeated
to him 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 to 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 certain amount of both dedication and consistency.
It is easier for some teachers than others, just becaunse it fits
in with their natural styles of teaching. It helps if the teacher
has a fairly high 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 allows 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 the 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 forxr
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 they 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, orx
managed his behavior well at the time he is doing it. 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 taught hyperactive children 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

Since the last workshop (where we discussed observation skills),
have you epent any btime intentiocnally observing any particular
child?

I A 1=

no

e S Y S R D

If you did make it a point to observe a child, how frequently
do you think you did so?

ONCE / / / / / / / MANY TIMES

Were these observations random, or did you pick a specific tilme
and did you observe on s regular schedule?

__ Observed randouly
___Obgerved (same times everyday day)
__ Observed (on a regular schedule over several times)

2o

5

What kinds of things did you observe

Did you find the observation process useful--did it help to clarify

for you what behaviors to help the child with?

Problem children often act the way they do because they are:

(a) born to be problems

(b) taught to behave that way

(¢) mnot concerned with their parents feelings
(d) children who were not breast fed

Many otherwise pleasant people find themselves "yelling and nagglno"

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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12.

Based on your experiences, and on what we've been discussing in
this workshop, what would you say are some of the common, observ.
able behaviors seen in wost 4 year olds?

During the workshop we specifically talked about five (5) behaviors
which could be clues to speech communication problems., Put an "X
next to each of the 5 most important behaviors which could be clues
to gpeech communication problems:

_the youngster bit another kid
. the child cannot say his/her "R g"
___the child's speech camot be understood by other kids
___the child pouted and said "I'm never going to talk again®
_anybody thinks that this child stutters
___the child hag a harsh or hoarse voice for more than five days
___the child has a lisp--cannot say "S'gh
___the child said & 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
mmgthe child only talks with other kids

A child says "There's a bird!" You should:

(a) look at something else and say "VWhat's this?"
(b) tell the child he is right

(¢) repeat what the child said, name the kind of bird, tell somsthing

& bird does, etc.

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?"
(¢) "You went to the airport, didn't you?"

A child looks at you in a puzzled manner and asks you "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 1t? We'll find it and
put it in your pocket so that it won't get lost."

(¢) "Well, go find it then, honey"
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You want the children to wash their hands for lunch. You should:

(a) announce "Let's go wash our hands,"

(b) befors you make the announcement (as above), first say "Children,
look &t me..." :

(¢) say "It's time for lunch."

You want to cult out a more tricky part of a drawing before giving
it to a cerebral palsied child to finish; you shouvld:

(a) show, and slowly describe what you are doing before giving
the paper to the child,

(b) do your cutting at your speed and talk about what you are
doing.

(¢) do your cutting and then tell the child what it is you want
him to do.
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ON-SITE VISIT THREE
LETTER SENT TO MINNESOTA PROGRAMS ANNOUNCING ON-SITE VISIT THREE



STATE OF MINNRESOTA
GOVERNOR:
Orrice oF Econoyic OpPORTUNITY
404 Metro Square — 7th & Robert
Sr. Pavur, MinNEsoTa 55101

612/296--2367

TO: Mediator Team Members

FROM: Fred Aden and Don Henry
: OCD-BEH Project for Head Start
Children with Special Needs

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) Maunagement 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 will be going to public school next year. It will be
important fer us to look at the individual files of these kids
(confidentiality will be insured by only using children's
initials).

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 information 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. Ve
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 arrangemencs,
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.
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FORMS USED BY PROJECT STAFF TO MONITOR VISIT THREE PROCEEDINGS
| AND COLLECT DATA ’




ftlead Start bgency

Type of
Specialist Name

New

01ld

On—
Site

Non—-on
Site

Arrangements for
Next Year



Was the child 2. Did the child see 3. How thorcughly 4. How will the 5. How complete and 6. How have the

serecned in all the necessary spe- were clinical child exper- ' descriptive zare parents been j

developmental cialists? recommendations lence a2 smooth= the records for involived? i

areas? acted upon? er transition this child? ' ;
into P.S.

et




APPENDIX 12

PROTOTYPE OF JOURNAL ARTICLES FOR
MINNESOTA SCHOOL PSYCHOLOGISTS ASSOCTIATION
AND
MINNESOTA SPEECH AND HEARING ASSOCIATION



SCHOOL PSYCHOLOGY SERVICES FOR HEAD START?

In 1972 Congress crdered Head Start to successfully integrate children
~with all types of handicapping conditions into its classrooms. At least 10% of
the total Head Start enroliment is to be comprised of children with handicap-
ping conditions. This Congressional order is commonly referred to as "the
mandate'.

The OCD-BEH Ceollaborative Project for Head Start Children With
Special Needs is one of Minnesota'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. The Project staff consists of two psychologists and two
speech pathologists. The purpose of the Project is to develop a statewide svs-
tem for helping Head Start programs successfully integrate handicapped chil-

dren into their classroor -, "Handicapped" is defined in the 1972 Amendments
to the Economic Opportuiiicy Act to mean: 'mentally retarded, hard of hearing,
deaf, speech impaired, visually 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 with
special needs and 2) obtain special services for these youngsters when ser-
vices are needed. As such, the Project's activities are infour areas:

) workshop presentation of information; 2) on-site, in-service training/appli-
cation of workshop materials; 3) development of local and statewide referral
systems that actually do work; and 4) development of a core of ""case managers’
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, identifving appropriate referral resources, etc.. The
Project staff does not provide direct services, per se. If a child 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 Project 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 Minnesota 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 and programming, screen-



"2

ing, individual assessments, in-service training, parent education and coun-
seling, membership on educational and health advisory committees, etc.

Unfortunately, in many instances, Head Start programs have had diffi-
culty obtaining specialist services from psychologists as well as other pro-
fessionals working in schools. By directing official attention to handicapped
childremn, "the mandate' may help bring Head Start people one step closer to
services available in school systems and other resource agencies. In its
facilitating 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 cooperation of professional individuals. With direction and encourage-
ment from the Project staff, Head Start people will be approaching school
psychologists with requests for various kinds of service. We hope that many
of you will find ways in which 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 an
important 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 we can be of any assistance in establishing collaborative relationships with
Head Start, please feel free to contact us. Also, we would be interested in
hearing from people who have been offering services in the past.

e

Jon Boller, Ph.D. David Garwick, M. A.
Counseling Psychologist Speech Pathologist
Don Henry, Ph.D.- Fred Aden, M. A.
School Psychologist Speech Pathologist
OCD-BEH Project Address: Phone: 296-5740

404 Metro Square
7th & Robert -
St. Paul, Minnesota 55101
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‘ SPECTAL WORKSHOP PROCESS REPORT
DULUTH HEAD START TEACHERS -— DULUTH SPEECH CLINICIANS
PRIORITIES & ROLES



"Collaboration Between the School Speech Pathologist and the Preschool Teacher"

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 classvoom
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: "What 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 mest direct personal contact) of the speech clinician?”
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: "Which individual is most often the most influential-
to effect change-with the child?"
Result: Both the specch clinicans and the teachers chose the parent most often
and the teacher next most often.

Step 4. Individual work.and large group discussion: Each teacher was asked to inde-
pendently list all problems and needs in the preschool that might involve a
gpeech 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.' 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 flgured 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 priovity 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.



Open discussion: "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 & 4). A significant discovery was that both teachers
and clinicians had parts to play in developing these two clinical roles.

Another major finding was that, in developing the two high-priority roles, both
the pavent support role and the outside~classroom~therapy role (upon which the
clinicians and teachers disagreed) were concurrently reinforced.

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—
this reinforces the two high priority clinician roles agreed upon by both
clinicians and teachers.
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Speech Clinician's
Priority Votes

Teacher's
Priority Votes

Figure 1.

Teacher Needs Involving Speech Clinicians
(as suggested by the Teachers)

4

4
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-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 classvoom activities, materials for parents,
observing teacher activities, exchanging observa-
tions and notes, etc.).

=Formal Teacher Education
(e.g., 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, "How 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. :



Speech Clinician's

Teacher's
Priority Votes

Figure 2.

Possible Speech Clinician Roles
(as suggested by the clinicians)

Priority Votes

0
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~helping parents stimulate child's communication
development and changing child's behavior;

-—conducting formal in-service for teachers;
-helping teachers understand and become conscious=-
ly aware of communication developmenti activities
that are on-going in the classroom, as well as

bow to enrich this;
~gcreening and diagnosis;
~assisting in referrals to other agencies;

—-individual/small group activities in the classrooz:

—~individual, small/large group activities in the
classroom;

—~consulting with teachers regarding the indirect
programming of individual youngsters with wnom
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.



One of Two High Priority Speech Clinician Roles (as perceived by Teachers & Clinicians)

Figure 3.

INITIAL SCREENING
AND
DIAGNOSIS
Y

Teacher's Involvement Speech Clinician's Involvement
Screening phase: Screening activities:

Classroom observation especially for language Articulation

Language checklistst.__  and fluency clinicians 7 Language

Communication with "~ depend to large extent on - Voice

clinicians teachers' input - Motor Fluency
SST's : : teachers didn't know this '

Home visits of
| center staff
| . Home visits of
) Nurse—-Community Aide

Diagnostic phase: Diagnostic activities:
articulation evaluation
receptive language
expressive language
Hearing
Medical Iaformation
Psychological Information

Parent observations
Teacher observations
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One of Twe High Priority Speech Clinician Roles (as perceived by Teachers & Clinicians)

Figure 4.

To Help Teachers understand and Become:
Consciously Aware of Communication
Development Activities that are On- Golng,
as well as How to Envich This

Teacher's Involvement Clinician's Involvement
-reserve time for meetings with ~help design/implement class~
speech clinicians; room games for teachers;
-"tune-in" on specific children who ~exchange notes with teachers;
need particular help in develop- -have teachers observe therazv
ing certain language concepts; —-observe teachers' activities;
~be willing to accept demonstration ~-get specific time for teacher-
(e.g., by Sp.Clin.) of "communica- clinician conmunications;
tive interaction'" (2la’' Rieke); ~help teachers apply materials
-be willing to accept one of their used by speech clinicians;
primary roles as "interaction ~clinicians should be aware
facillitators™ (ala' Rieke) of concepts in curriculum in

the classroom

x
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DECEMBER, 1974

HAPPY NEW YEAR - 1975!! This is the first
issue of the Mediator Mediaz. We on the 0CD-
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 newsletter, the Mediator
Media. In this newsletter we want to include
some general and some specific bits of infor-
mation we come across from wvarious 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

~culd be one way for coordimators 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 will fur-
ther enhance the integraticn 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
have, 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
y Arrangements with Public Schools
’ Managing Space in a Head Start Center
Career Development
(continued, next colummn)
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(continued from column 1)
New Materials
few 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”
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!

0CD
Office of Child Development

/6127 296-5740
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December, 1974

OCD-BEH WORKSHOP #2

Thank you for your work at our first workshop
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

“m December 17th and 18th, Dave Garwick and

. Jed 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 philoscphy.

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 Dosen, 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 cliniciars 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 clinijcal
iterials,

During the past year we have been suggesting
that there may be some better and more effic-
(continued, next column)

(continued from column 1)

ient ways a speech clinician can operate --
other than giving one-to-one clinical sexr-
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.
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#%%%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 children 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-
vative 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
jher 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)

(continued from column 1)

Head Start center and the specialists who
provide services to that school make up a
Special Services Team (SST). The individ-
ual teams from the centers are coordinated
by Head Start administrative personnel

and some other public school personnel.
Mediator Team Coordinator -- Gene Sauter
218/727-8006.

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. Tean 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 scen 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 and
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 individual youngsters. Mediatcr Team
Coordinator -- Chuck Anderson 507/376-4195.
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NIFTY ARRANGEMENTS (continued from column 1) :
(continued) you on the day they receive your order,
. To order: Pay $3.95 for "Your Green Pages'
At Western and Southwestern, the services of to Early Years, Book Services, Box 1223,
speech pathologists have been purchased from Darien,, Connecticut 06820,
the Educational Resource Development Center This does not imply the Project's
in Pipestone. These clinicians meet directly endorsement or commercial/profit
with the Home Start visitors, the Head Start advertisement.

teacher, and the parents to discuss the devel-

opment/management of specific youngsters with @ co ool
communication disorders. Mediator Team Coord-

inators: Western -- Jackie Lovald 507/532-2504;

Southwestern -- Chuck Anderson 507/376-4195. IN THE NEXT ISSUE

MRES has been fortunate in receiving the volun- A special article on 'body painting' for
tary services of a dental hygienist. She preschoolers!! The fold-out is great!!!
visits each classroom, screens each child for

dental health, and teaches the youngsters = = crcccmmmcmmm i e e
(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,

\
.. 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- Fk&

agement team of the public school special ed- The work presented herein was compiled and

ucation cooperative. Mediator Team Coordina- written pursuant to DHEW/OHD/OCD Grant No,

tor -- Jeanne Tonsfeldt 218/385-2900. 5118, The material does not necessarily
reflect OCD position or policy. Official

Goodhue-Rice-Wabasha uses the 204th Medical OCD endorsement should not be inferred.

Battalion of the Minnesota National Guard to il

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-
hers (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)
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February, 1975

® % k% & % % 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. MNeed-

less to say, Jon, Dave, Don and Fred have
been on-the-move and out of the office, One
result is that this issue of the Mediator
Media is a week or 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 '"special-needs' children.
’ @ many by-products have come about, such
«.iat all the children are veaping some bene-
fits 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 usefull

Some people are so nice they wouldn't hurt a

flea. Other exceptionally nice people wouldn't

even hang a '"No-Pest' strip.
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* CHECK MATE ¥

The OCD-BEH Project is very pleased with the
response of teaching and 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
£ behavior checklists, as described in our
workshop, has generated a lot of interest!
Some agencies, such as Indian-CAPs, Minnesota
Valley, Northwest, Inter-County, and others

~navesann'e e~ | Ana METRO SOUARE BIDG. ST. PAUL MN, 55101

(continued from Column 1)

are using some type of behavior checklist
extensively. The checklists are being used
to describe a child's current skill level, to
help plan a teaching approach, and to describe
a child's progress at learning new skills.

By simply describing behavior, the problens
associated with "labeling" a child and making
subjective judgements are avoided. This re-
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, When 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 parental concern that "damaging' stste-
ments are 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 612/296-57¢

/612 296-5740
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“+= is exciting to see Mediator Teams operat- (continued from column 1)

_ug at so many Head Start agencies throughout Some examples of agencies using these variou
the state. More than two-thirds of all the arrangements are given below so that you can
agencies in the state have tcams which have contact them for additional infermation. (Ne

begun to function in ways similar to those most of the agencies named are from the nort
outlined in the Mediator's Handbook. These ern part of the state only because this
teams meet regularly, usually more than once article was written by Don and Fred,}.

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, social
workers, SLBP specialists, etc.).

The coordinator level staffs in scveral agen-
cies are traveling out to centers for meet-
ings held in one 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 are 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 "another approach is being tried in those
agencies that have centers close together or
all in one building. The various staff mem-

Examples of agencies where coordinatros
travel out to centers:

Bi-County
Ruth Wahnschaffe
218/751-4632

and
Puluth
Gene Sauter
218/727-8006

Examples of agencies where teachers
come to the central office for meetings

Inter-County
Kathy Simonson
218/796-2325

and
White Eerth I-CAP
Blanche Niemi
218/983-3285

Examples of agencies meeting with
special education personnel regularly:

Northwest
Doris Miller
218/528-3258

and
Southwestern
Chuck Anderson
507/376-4195

and
Ottertail-Wadena
Jeanne Tonsfeldt
218/385-2900

bers are in constant contact with one another
and formal mecetings are held infrequently,

It is important to point out that even in these
circumstances it is a good idea to occasionally Mille Lacs I-CAP
it oaside & definite block of time to discuss Norma Thompson

vie children with no outside interruptions. 612/532-3358

Examples of agencies whose centers are
close or in one building:

©
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(continued from page 2)

Koochiching-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 for
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???

Jt 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
7o has the most time to influence the devel-
-ohent of these children. With this great
opportunity, are the teachers securing direct
assistance from clinical specialists? Does
the teacher know exactly why a particular
child is in speech therapy and exactly what is

(continued from column 1)

being done in therapy? Has the speech clini-
cian or the psychologist given the teachex
specific things to try in the classroom with the
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 agencies have developed
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 are 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 suggestiqns.

In Meeker-Wright the Health Coordinator and
Education Coordinator interpret to every teache
the screening results of every child in her car
Classroom implications are also discussed at
this time. The nomadic Home Start visitors
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(continued from page 3)

will begin a policy of meeting over a cup of
¢ 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

“ter of observations and concerns to the

5, .¢ialist, When the child is seen by the spe-

cialist, an accompanying team member will

specifically ask 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 Nustad
612/448-2302

The Mediator Team at Ottertail-Wadena is
creating an "Educational Advisory Board" 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

ne 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/spec1a115t
recommendations.

(continued from column 1)

West Central
Chris Spaulding
612/246-3248

In Clay-Wilkin one of the Home Start visitors
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 ideas
with the teachers.

Clay-Wilkin

Dennis Heitkamp

218/233-7514

In summary, there are at least twc 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 ”tescncr -pertinent"
suggestlons
2. The agencies actively encourage
teachers to take time to meet with
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.

SCRECRUMPDILEICIOUS

The OCD-BEH staff is very excited and en-
couraged to find such a positive response tc
the Mediator Team concept. Based on the re-
ports of many Head Start people, we have the
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
developing a Mediator Team but 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.

e e e em em e e e = e oms wm m  ee es  ee e e e e e e e

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 one
of the PICA centers a teacher aide is the
~coordinator,

Duluth

Gene Sauter

218/727-8006

and
PICA
Betty Farrow
\ 612/377-1493

Tri-County has a parent from their policy
council on the Mediator Team. This person vol-
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 screcen-
ing results. And they expect to talk about the
availability of resources in schools to meet
the needs they have uncovered.

Arrowhead

John Vukelich

218/749-2912
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AS PROMISED
In the last issue we promised you an articl
on '"body painting" for preschoolers -- 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!!!!!1!!]

The work presented herein was compiled and
written pursuant to DHEW/OHD/OCD Grant No.
5118, The material does not necessarily r¢
flect OCD position or policy. Official OCI
endorsement should not be inferred.

k%
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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 medication 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".

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 Cities

Marshall

Of course, we appreclate your positive re-~
sponses, of which there were many. One re-
gret we have is that we ususlly 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, we hope
you enjoyed being with us as much as we are

enjoying being with youl!!
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GOVERNOR'S OE O 404 METRO SQUARE BLDG. ST PAUL MN, 55101

PARENT EDUCATION GROUPS

With the near completion of the OCD-BEH Pro-
ject's second (and last) teacher-parent orien
ted workshops for this year, a few comments
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
in the small group discussion sections of the
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 -— not program
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
appropriate times by a psychologist. Of
courée, other resource people, from within
or outside of the agency, could be partici-
pants. THINK ABOUT IT.
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WELCOME TO SPRING

Spring has sprung,
The grass is riz.
I wonder where
The flowers is?

/612 7 296-5740
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THE COUNCIL FOR EXCEPTTIONAL CHILDREN REPORTS

"Parents suspecting their child may suffer from
arning disabilities are able to receive im-
mediate assistance from the American Foundation
on Learning Disahilities. 1In less than an hour
information will be gathered by a computer-based
retrieval 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 Exceptional 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 yield information on all
~ypes of handicapping conditions. Address any
questions cr comments 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 complete 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 in Scott and Carver Counties, in-
cluding group and family day care personnel.

ohirley 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 column 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 gulde 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. Parxr-
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.
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YOUR SCHOOL DISTRICT HELPS

Throughout the state of Minnesota, public

school systems have -- as a rule -- been
tremendously supportive to Head Start in
serving special-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 Members:

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 have 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
.e best placement for a special-needs child
referred to you? 1In most cases the answer
is "YES" -- 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 own
clinical specialists -~ like speech clinic-
ians, special education teachers, SLBP
specialists, etc. It wou: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 financial 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)

(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 own
specialist, are the local school districts
aware of the special services needed by

some Head Start children? If, for scme
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
objectives the identification and development
of services from community resources which
are possibly more permanent --— like

services from public schools, mental health
centers, child development centers, etc,

*

R
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The OCD-BEH staff has been strongly
recommending that Head Start programs
contact specilal education personnel in
those public school systems where special-
needs Head Start children will enroll next
year. It is ecrucial 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
enfire year of experience learning about
these children. The knowledge and insight
gained over a year's time definitely

should be shared with the public schocl
people in order that they might begin now
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 socon be devising tentative
work schedules for mext year. Begin this
month to ask school speech clinicians,
psychologists, and other specialists to
commit a regular amount of time in next
year's schedule for your Head Start program.
Several clinicians in different areas of the
state told us that they will reserve a place
for Head Start on next year's schedule if

P e i i B

you contact them NOW!
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SOLICITED

"2 asked some people who are using the
_ediator team approach -- and like it very

much -- to write an article for the Mediator
Media. Here are two of these articles.

-k

THE SLEEPING BEAUTY WHO WOKE UP
Contributed By
Beverly Schmunk, R.N.
Health Coordinatcr
Bi-County Head Start

She's a healthy, active, normal féur 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

5 on a four week basis, I, the nurse, lead
wost 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 -— flipping through the Kardex with
each component contributing 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)

(continued from column 1)

In addition, a mediator team meeting with

the speech clinician helped toward a

smoother coordination with the classroom

and special help. Our team is still planning
on calling for help from more specialists

for special help for a special little girl.

&

TESTTIMONIAL
Contributed By
Phvilis Bohaty

Health Services Director
Lakes and Pines Head Start

We have been utilizing 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.,
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DID YOU KNOW?

In the United States, '"More than 10 milldion
children are now living with only one
parent, and 2 out of 3 of these are the
product of divorce or separation."
(From U.S. News and World Report,
January 13, 1975)

Certainly parent involvement in Head Start
should address this issue by giving support
to single parents.
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ANOTHER TWIST ON THE
SELF-FULFILLING PROPHECY

So, a 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 would agree that how we

treat any child depends on how we view that
wngster. It may be that what we see in a

ciild largely depends on whether that child

is a boy or a girl.

The January, 1975 issue of Psychology 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, weight, skin color, muscle

hardness, nerve dirritability, 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, littler, 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

ychology Today article reported on other
reseavch at West Virginia University. Eleven
different mothers got a chance to play with
the same six month oid 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 "Adam" who was clothed in 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. Two
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 wouldu't have known,
except for the name and the outfit."
(continued, next column)

{continued from column 1)

So, are we cbserving a child's special
needs that are really present or are we
seeing what we expect of a child? Is the
fact that the child is a boy or a girl
affecting what we see? Do we treat a child
in certain ways because of that clild'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 5Z%.

(From a letter by Raphael Semches,
President of the Council for Exception:
Children, to President Ford) (Printed
in Exceptional Children, January, 1973

L T S T T T

BEWARE

If the same medicine is made by two different
companies, why not buy the cheapest brand
since both products are the same? Right?
RONG !

"The 'same' medicines made by different
companies aren't always comparable,'
according to the Pharmaceutical
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.

Dept. PT-411

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 strongest advocate! This seems to be
especially true for childreéen who have
special needs!! TFortunately, 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 pavents 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's Handbook as a
guide, this group followed the “parent appeal
process" all the way up to the Special
“ducation Regional Consultant (SERC). To
ke a long story short, the child is now
receiving attention from the public school.

West Central
Chris Spaulding
612/246~3248

The Goodhue-Rice-Wabasha Health Coocrdinator
teamed up with a school speech clinician to
petition the school system to provide speech
therapy to several Head 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.

CHEAP

That is not us! We charge for our servicesz!

‘But there is another publication similar to

the one listed in the last Mediator Media,
which lists free and inexpensive materials.
It ie:
"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 refuse!
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
Community Council, headquartered in Oklee,
wanted to provide information re. nutrition
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 putritionists in their area to
devise a questionaire. The questionaire wasg
sent to all low-income families in the arves
because the purchasing and preparing of lcw-
cost, nutritious 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 wi
focus on the canning and freezing of fresh
and home-grown produce.

Inter-County
Lowell Enerson
218/796-2325
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DID YOU KNCW?

| 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 receilving
special services.

(From the Minnesota Child

Development Planning Project,

1974)

POTPOURRI

In addition to a new, large mobile home for
the Head Start center, Grand Portage is
getting some new services from a speech
clinician. Nancy Deans has not been able to
visit the Head Start center as rvegularly or
as often as she would like to. But when
there she has observed, '"...beautiful
interactions between the teachers and the
?ildren," Ton addition te what MNancy thinks
«5 an already good language development
program, she has demonstrated language
stimulation and development techniques. We
are flattered that she used a focus and some
material suggested by our Project!

Grand Portage
Mary Deschampe
218/475-2234

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
612/421-4760

Anoka Head Start
Margaret Douglas
612/755*5080

The Northwest Regional Interdistrict
Cooperative (special education), which meers
regularly with the Northwest Home Start
mediator team, is already trying to arrange
for programs within public schools to
accomodate Home Start special-needs children
when they start classes in the fall, 1975.

Northwest
Doris Miller
218/528-3258

E

One member of the Koochiching-Ttasca mediatc:
team is alsoc 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.

Kocchiching-Ttasca
Delores Bretti
218/326~27606

*

The Red Lake Head Start program is having an
"Open House' and a kindergarten teacher
from the public schoel has asked fo 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 Intevdistrict Cooperative
(special education) to discuss special-needs
children. ‘

And Red Lake has been able to offer a part-
time job to a speech clinician whe recentlv
completed a student-teaching assignment at
the reservation school.

Red Lake

Judy Roy

George Jurgenson
218/679-3396

ES

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 Offenberg
612/377-1493



THE MEDIATOR MEDIA
Page &

March, 1975

POTPOURRI
(continued)
i
Yri-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 tc 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!!!
i

COPY -~ COPY - COPY

PLEASE TEEL FREE TO COPY THE MEDIATOR MEDIA
TO DISTRIBUTE THROUGHOUT YOUR HEAD START/
HOME START AGENCY. THE NEWS IS FOR ALL..
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IT HAS BEEN

YES! It has been & fun and rewarding
year for the OCL-BEH Project. 4nd we

hope it has been equally fun and rvewarding
for all Head Start/Home Start aides,
teachers, parents, coordinators, direc-
tors, advisory council members, etc,

There are usually trials and tribulations
to organizing any event or complating any
objective. That is just part of living
and accomplishing something. Of primary
importance is the eventual cutcome --—- and
the OCD-BEH Project has seen many excite
ing changes and new efforts take place in
tinnesota Head Start/Home Start prograns
during the year, Of course, progress and
innovations are largely the efforts of
individual agency programs, so
CONGRATULATIONS TO YOU ALLI!L

The Project members have just returned

to the office after several weeks on. the
road. During this time we have nearly
completed our thivd round of one~day
visits to each Head Start/Home Start
agency. And we have atiended other events
such as a reglonal meeting of the
Alexander Graham Bell Associlation for the
Deaf and a regional meeting of the
American Speech and Hearing Associatdion.

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 coming year.
Of course we will keep you informed of the
specifics as we formulate our plan of
ietion. And we will continue to work for
‘the establishment of Mediator Teams (case
management teams). Because of all these
(continued, next column)
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(continuved from coluwn one)

different activities, this lssue of the
Mediator Media covers the months of April and
May (even a bit of June). We hope you enjoy
this issue.

T . T T I I e et

A SPECTIAL NOTE

"During the years 1971, 1972, and 1973,

Crippled Children Services provided speech,
language services to 26 geparate Head Start
centers. The services consisted of screening,
diagnosls, limited follow-up, and staff ilun-
service education. We met with limited
success to transfer these tasks to the local
school systems. At the present time, as well
as T can determine, &ll these programs arve
now receiving local "speech' services, and
from the news items in the "Mediator Media,
it appears this is a state-wlde trend. The
switch to local service is a vesult of the
efforts of the OCD-BEH staff and agency
mediator teams. As a result, I'm sure Head
Start children in Minnesota are now recelving
speech and language services as never before,

boih in termg of quantity of children served,
and the opeecb pathologist's contact with tbe
children's parents and Head Start personnel.’

Tom Sweet

Speech Consultant

Crippled Children Services

Minnesota Department of Health

i
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==NOTE~~

This year Minnesota Head Start/Home
Start agencies have recruited sixty-
seven (67) new speech clinicians to
help meet the needs of speech/
language handicapped children.

is nearly a 2007 increase.

This |

/612 /7 296-5743
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Down in the bottom

9f an 1tty, bitty pool
swam three little fishies,
Until they got caught

In the smelt rumn.

—-TRANSITION-~TRANSTTLON-=
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 1
agencies are actually doing to provide for

transition of their children to public a

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 & fewy ldeas to some
agencles re. some transitlon activitiles
they might want to try. As is usvally
the case, we learned alot just by listen-
ing to the things agencies already had in
nlace -~ or weve already consideving
Joing. 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 information 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 arrvangements were
in-place for transition of the children
to public school. This process seemed to
be easier for us when there was some
overall descriptive synopsis of the
child's skill developument 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

218/796-2325

(continued, next column)

(continued from column one)
An example of transition efforts comes from
the Lakes and Pines agency. After a year of
contact with a severely handicapped child
and his family and afier several medlstor
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 quite impressive: Head
Start teacher; Head Start social service
worker; kindergarten teacher; director of the
special education cooperarive; school
psychologist; both parents; Indian
community coordinator; county social service
personnel; and the elementary principal of
the school the c¢hild would attend. Even
then, this writer may have made the mistake
of leaving someone out. In total, everyone
seems to be pulling for this child.

Lakes and Pines

Epger Corbin

612/679-1800

pddy

Several Head Start/Home Start agencies ave
finding it possible to actually visit with
kindergarten teachers -- about all children,
Sometimes this occcurs because the Head

Start center ig located in the school where
the children will go for kindergarten. It
may not be a policy of a lead Start/llome
Start agency to requirve that all teachers
talk with all kindergarten teachersabout all
the children. But this kind of contact does
occur often encugh to be a signiflcant step
in arranging for successful transition.
Several Head Stert/foma Start programs are
located 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 informatiou.

At Grand Portage all children remzmin in the
Head Start program through the "kindergarten'
year. All children are discussed with the
first grade teacher at Crand Portage prior
to a one~day visit of the first grade class
by all children who will be enteving the
class. Any children going to Grand Marais
for first grade are followed by the Grand
Marais elementary principal. In addition,
the Grand Portage first grade teacher will
attend a Head Start 'Open House" for all
parents.

{(continued, next page)
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Grand Portage
Mary Deschampe
218/475-2238

At Red Lake there is a good deal of
contact between two kindergarten teachers
and Head Start teachers. The kindergarten
teacher at Ponemah works with the Head
Start teachers throughout the year to
develop curricula that will be
complementary. The kindevgarten teacher
at Red Lake has attended a Head Start
"Open House'' for parents and has visited
classyooms at other times.

Red Lake

Judy Roy

Geoyrge Jurgenson

218/679-3396

e
In some places we saw mediatoer teams
meeting more often than they usually did
during their mid-year schedule. The
successful transition of speclal-needs
children to public school has been the
béggest factor in Increasing meeting
requency.

fekdk

At Mille Lacs the public health nurse
working with the Head Start program has a
chance to follow-up on a child'as medical
needs when the child enters school. - This
is accomplished primarily through regular
meetings during the school yeavr between
the Head Start nurse and the public school
nurse. '

Mille Lacs

Kay Mickus

612/532-3358

At Yorthwest, Dorls Miller and Celleen
Lorenson have revised the '"Progress Report
suggested by the Portage Project to better
serve their own (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 descriptive
information to be passed on to a child's
wext educational setting, providing
parental approval 1s given. You might
want to take a look at Northwest's
version.

Northwest

Doris Miller

Colleen Lorenson

218/528-3258

THE CONGRESSIONAL MANDATE

When Congress mandated in 1572 that Head
Start make available at least ten percent
(10%) of its enroliment slots to handicapped
children, the interpretation was that each
Gffice of Child Development region had to
meet that figure. During the 1974-75 year
the interpretation was changed to read that
each state had to meet the figure. Tor

1875~-76 the iunterpretation is that esch

Head Start/Home Start agency must meel the
ten percent flpure.

Cevtainly this will be an on-going vequirement

for each agency. Your agency's current
vecrultment processes may be adequate to
meet the requirement. Never the less, your
Policy Councill should be made aware of this
interpretation change.
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FROM ANOTHER PROJECT

You can obtain this publication: "To Give an
Edge: A Guide for New Parents of Downs
Syndrome (Mengoledd) Children."

We are not sure of the cost == buit make
inquiry to:
My. Roger Hegeman
Research, Development and
Demonstration Center in
Education of Handicapped
Children
Pattee Hall
University of Minnescota

Minneapolis, Minnesota 55455
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, e==NOTE =~~~
Have you written, or has somgone
in your agency .written, to all
the specialists who have worked
with your program and/or teachers
this year? GOOD WORK DESERVES
| RECOGHITION! !
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"HEALTH CONTEST'" SO0N
liow can a Health Coordinator encourage Head Start/Home Start will be, for most
parents to get their youngsters in for . agencies, over for the year.
medical and dental check-ups? Jackie AND
Lovald, Western Bome Start Health School will be out.
Coordinator uses a 'Health Contest" to DRIVE CAREFULLY!!!
boost parent cooperation. On a wall chart
each home visitor's group is represented =« = = w o w0 m e e e e e s e e n e e e e e =

by a tall tree. As a visitor has more
families complete check-ups, that visitor's

tree grows tallevw. Silde~by~side these THE BEH IN OUR NAMFE
"trees" compete in growth. The children T
and parents of each visitor are told that Some of you know that the full name of ouvr
all the children in that group will Project is the CCD-HBEH Collaborvative Project.
recelve a prize if thelr tree is the flrst OCh = the Office of Child Development.  BEH =
to reach the top. the Bureau of Education for the Handicapped.
So, how is our Project "Collaborative"
Results? The percentage of completed between OCH and BEH? It goes 1like this.
check-ups quickly accelerated in the first
month. Both parente and children con- OCD has graciously supplied the funds for the
stantly "bugged" the staff to find out how Project itself. Trom these funds come
their tree was coming along. Some parents salaries for the five of us, our travel
even became concerned that theiy doctors expenses when we conduct workshops or wvisit
had not mailled in the completed forms soon Head Start/Home Start agencies, books, films,
enough. : equipment, printing cosbia, etc.
Western Home Start Health Ceordinator
Jackie Lovald, R.N. BEH has funded avother project in Mimnesotsa
P.0. Box 246 for several years now., This is the UNISTAPS
Marshall, Minnesota 56258 Project. Part of that project 1z a
507/532~2504 laboratory school (within the Minneapolis
Public Schools) for low~incidence handicapped
e e children ages 0-6, primarily hearing impaired,

visuwally iwpaired, and severely language
impaired, Ancther part of the UNISTAFS

EPSDT Project concerns the state-wlde systems of
service to young handicapped children. This
Eavly and Periodic Screening, Diagnosis is headed by Dyr. Winifred Northcott, State
and Treatment (EPSDT), a joint effort Consultant, Farly Childhood Education fer the
between the departments of Welfare and Handicapped. Dr. Northcott 1s also the
Health, is supposed to be avallable free UNISTAPS Project director.
to any child in Minnesota whose family
qualifies for medical assistance. Now =-- the COLLABORATION! Dr. Northecott
Arrangements to establish screening clinics participates on the OCD-BEH Project Advisory
are in various stages of development Council. And one OCD-BEH Project person
throughout the state. One place where attends the UNISTAPS Advisory Council meetings.
there has been alot of movement is at Information 1s exchanged about state service
Red Lake. About twenty-six (26) children systems. One collaborative effort is in the
who will be in Head Start next year have form of money given to the OCD-BEH Project
already been screened:! (by the UNISTAPS Project) to pay for some
Red Lake services to hearing impaired, visually
« Judy Roy impaired, and low-incidence handicapped Head
/ 218/679-3396 Start/Home Start children. Some children the
OCD-BEH Project has identified during visits
~~~~~~~~~~~~~~~~~~~~~ to agencies will travel to the UNISTAPS

laboratory progrem for a day. A child's
parents and teacher may go along. For some
(continued, next page)
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(continued from page 4)

cther children, consultants are being
dentified to see the children and consult
with parents and teachers on-site (Head
Start classroom; home). ' ‘

The state level UNISTAPS operation has
anothaey person on-board —---Kathleen
MeNellis.
Major Provider/Consumer Agencies. Kathleen
has been meeting and exchanging information
with the OCD-BEH Project members. She

has a vich background: Education Director
for the Ramsey Actiou Program (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 1s hoped that she
can develop an Information-exchange system
relating to screening, detection, referral,
and community resources ocui of the major
state departments, and consumer agenciles.,

The UNISTAPS Project has also engaged in
other efforts which have, ox will have,
direct relevance for llead Start/Home Start
programs throughout Minnesota. UNISTAPS
:as provided some funding to Mankato State
College and the University of Minnesota
which they are to use for training pre-
school educators, including Head Start/
Home Start personnel. A recent extensive
workshop co-sponsored and co-conducted by
Mankato State College and Minnesota Valley
Head Start is one of the activities which
was made possible by these funds. The
Minnesota Round Table in FEarly Childhood
Education III, which takes place June 6th
and 7th, and the U. of M. course,
"Integrating Children with Special Needs,"
July 7-18; are additional activities made
possible by UNISTAPS funding and their
collaboration with the Center for Early
Education and Development at the University
of Minunesota. DBoth the Round Table and the
University course will have Hedd 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
Jersonnel have always been welcome to
attend these workshops and should
definitely consider doing so in the future.
(continued, next column)

Her title is Ceerdinator/Liaison,

. (continued from column one)
The most recent UNISTAPS, Minnesota Depariment
of Education co-sponsored event was a two-day
workshop focusing on inter—agency collabor-
ationg in Minnescota 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
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PIONEERING

Clay-Wilkin Home Stayt is helping ploneey two
neyw programs. The Scutheast Mental Health
and Retardation Center (¥Favrgo, W.D.) has
developed, and is helping Clay-Wilkin
implement, the '"Land of 02" Screening Propram
and the PACT parent education program. The
"Land of 0Z" is a comprechensive developmental
screening program in which each child procecds
through a2 carnival 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 02
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 education program of child development.
By attending the bi-weekly meetings and
completing assignments, the pavents earn
"PACT dollars" (token money) which are later
exchanged for merchandise in a trading-stawp
fashion. Having been tested on hundreds of
Head Startc parents in several states, the
parent attendance is 847 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

Aécording 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 between parents.

"Nonetheless, the rise in divorces

means we are creating a new socizal
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
noments of normal crisea, people go
through strain. But children, who
have fewer defenses and depend more
upon the adults for security, may feel
more strain.

"Sometimes in the conflict between
divorcing parents, children are used
as Ping Pong balls, flving back and
forth between the parents. Or
children can play the parents against
ecach other in the transitlon created
by divorce.

"Furthermore, adults who divorce and
remarry are seavching consciously fer
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' or ‘'Divorce'.
Children are carried along without
being participants in the decisions,
80 they are confused and mystified --
and this is the yeal 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 marrvy. He

needs not only to establish emotilonal
\ contact and dntimacy 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 with his own children by

(continued, next column)

(conrinued from column one)
a previous marriage.

"Ihis 45 a very complex network with
many built-in problems, and we have
not created sygtems of support to
help remavrying personsg.'

Dy, Minuchin vecowmends that as parents enter
counseling to help thelr own personal
adjustment, they should also be helped to
provide for the emctional suppert of their
children (not just legal support).

{(From an interview with the staff
of U.S. News and World Report,
January 13, 1975)
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VIDEOTAPING

The mediator team at RAP {St. Paul) has used
videotape for observation purposes. As the
team was discussing one chilld, everyone
apparvently thought that the child showad
disturbing social/emotional behavior. Yet,

no one could come up with an objective
description of the behavior. The teanm
coordinator then videotaped the child so that
all team members could simultaneously observe
and discuss the same events.

RAP
Jim Nickoleil
612/227-8954

The OCD-BER Project owns a portable videotape.
camera, recording deck, and monitor. Depending
on the availability of the equipment and a
means fo transport it, this videotape system
can be loaned to your Head Start/Home Start
agency.

Sue DeCorsey
OCD-BEH Project
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-peads children. It is quite in
impressive (and well-proven) program. For
more iuformation write:

Esther Fink, Project Director

Head Start Opportunities for Otsego, Inc.

Cooperstown, New York 13326
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(continued from page 6)

1£ you are seviously considering routine
sideotape observation of children in your
centers/homes, you might alsc contact Dr.
Richard Coder. Dr. Coder recently

directed a research effort involving
videotaping of Head Start children in
Minnesota Head Start classvoows. The
researchers developed videotaping techniques
over several months of practical trial-and-
error practice.

Richard Coderx

612/376-4774

Community-University IHealth Care
Center

2016 - 16th Avenue South

Minneapolis, Minnesota
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POTPOURRT

At Arrowhead the mediator team is meeting
regularly —- the lst and 3rd Fridays of
each month. At a recent team meeting they
met with Sue Stubblebine, Social Worker
for Crippled Children Services and Mary
Lou Crotty, Social Services Supervisor
for Welfare, to discuss thely interaction
with the Head Start program. Trom this
meeting the mediator team believes theve
has developed a better understanding of
how and when to utilize services.

%

Bi-County is getting very good attendance
at their Health Advisory Board neetings.
They were able to increase attendance by
holding meetings at a Head Stavt centevr
at lunch time,

Bi-County

Ruth Wahnschaffe
Bev Schmunk
218/751-4632

W

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

Tri~CAP, headguartered in St. Cloud, is
gearing up to expand servicegs to more
children next yvear. Arrangements for new
Home Start sevvices ave already undey way,
fellowing intensive tralning of new staff by
Portage Project persommel.

Tri-CAP is alsc plaoning a week long pre-
service training session next fall for all
home~based and center-based teachers.
Training efforts aimed at special-needs
children wlll include familiarizing teachers
with agencies and individual specilzlists who
can provide services to teachers and/or
children. Sowme specialists may be presenting
overviews of the kinds of services they
provide.

Tri~-CAP

Kathleen MeCormick
David Miller
612/251~1612

Anoka 1s thinking ahead to next vear. They
are planning a pre-service training program
which will include training for pavents as
well as teachers. Theve Is some thought

that this may be the beginning of an on-going
parent education program.

Anocka may also be looking into some apecial
training for thelr outveach worker and parent
coordinator. The thinking behind this idea
ig that wmost tralning in Head Stavt is aimed
at clasgroom personnel.

Anoka
Michaelline (Mike) Lind
612/755-5080

*

Fred Aden and Dave Garwick will be meeting
with all teaching staff and all speech
clinicians working with Head Start children
in Duluth. The teachers and clinicians 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 clinicians to do the most effective job
of building speech/language skills,
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Next yvear Arrowhead will have a new dental
comsultant who will do dental screening
ind who wants to provide in~service
training to parents regarding dental
health care.

Arrowvhead
Fran Williams
218/749-2912

Arrowhead has held an appreciation dinner
to thenk all non~CAP or Head Start
employees who have worked with the agency
this year. Head Start invited all
specialists who have worked with theilr
special-needs children this year.

Arrovhead
John Vukelich
218/749-2912

bl

NOTE

PLEASE FEEL FREE TO COPY THE MEDIATOR MEDIA
TO DISTRIBUTE THROUGHOUT YOUR HEAD START/
AOME START AGENCY - Parents - Aides -
Teachers - Councils., THBE 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, ''Teach 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 this story: You
do not have to go to the Twin Citles for a
good 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.

Paul) was closing down its preschool, i1t

occurred to West Central that there must

be some available surplus toys. The 0CD-

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 coluim)

(continued from column one)
Hospital for their good will! And
congratulations to West Central for their

- Andustriousness.

West Central
Chris Spaulding
218/685-4486

&

For some new ideas on vecord-keeping, contact
Ottertail-Wadena. Returning from 8t. Louis,
Missouri, the staff modified several vrecord—
keeping ideas discussed at the National Home
Start Conference. Thelr new, reviced forms,
which include on-going logs and referral,
follow=-up checklists, have all been printed
and are ready for use now.

Ottertall-Wadena
Roxanne Hartung
218/385-2900

£

How about a new twist with EPSDT? At Scott-
Carver theve are plans for some school
cliniclans to coordinate their speech/language
screening with EPSDT clinics in late summer.
That will make for a high-powered EPSDT clinic.
And, four school speech clinicians met with
Scott~Carver to plan next year's services.

Scott-Carver
Judy Nustad
612/448-2302

FOR ADULTS ONLY

Because of the OCD-BEH Project's work and
efforts for speclal-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 Handicapped. As a result,
the following page is a questionaire regarding
housing for handicapped people, as it came to
the Preoject office.

Do you know of handicapped people who do not

* have adequate housing because of high cost,

poor accessibility, or poor condition? If vou

do, please make a copy of the questionalre:

have the handicapped people complete it and

return it to the address given on ithe
(continued, next page)
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(continued from page 8

ruestionaire. This is one effective way
sour Head Start/Home Start or Community
Action Agency can outreach to the
comnunity. (Oops, the questicnaire is not
on this page. Try the next!)

EXTRA -

Congratulations to M&R ! A local health
care provider began a meeting by 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 ueeting,
the Head Start director talked her into
conducting two different and free,
comprehensive screening clinics for two
Head Start classvrooms!

M&R
Marvin Rothfusz
507/647-2222

HEAD START RIDES AGAIH

One year ago no one seened aware of any
EPSDT activity in Meeker and Wright counties.
The health coovdinator of Meeker-Wright
inquired throughout the cowmunity and she
became a member of a new EPSDT Advisory
Board. After she attended the Head Start
Health Roundtable, she returned to the
Advisory Board with technlical information
received at the Roundtable., Result? EPSDT
in Wright County will begin its first
clinic operations in September, 1975.

Meeker-Wright
-Jackie Marketon
612/658~4415

o0 e em em em owm em me s e R ea e s mn om Gm m eo B e

The work presented herein was coempiled and
yritten pursuant to DHEW/OHD/OCD Grant

fo. 5118. The material does not
necessarily reflect OCD pogition or policy.
0fficial OCD endorsement should not be
inferred.
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QUESTTONAIRE TO PROFESSIONALS PROVIDING SERVICES
TO MINNESOTA HEAD START/HOME START PROGRAMS



June 11, 1975

TO: Professionalsg providing services to Minnesota Head Start
and/or Home Start Programs

FROM: The OCD-BEH Collaborative Project for Head Start/Home Start
Children with Special Needs
Jon Boller, PH.D. Counseling Psychologist —~ Director
Fred Aden, M.A., Speech Pathologist
Dave Garwick, M.A., Speech Pathologist
Don Henry, PH.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 programg. Thege 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 children, staff,
and parents from various specialists in their own communities or surrounding
areas. Our intent in sending the enclosed questionaire is to obtain in-
formation which can be used to evaluate the above-mentioned objective and

to guide our general efforts to facilitate collaborations between Head Stari/
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 information will be kept confidential.

Please return your questionaire in the enclosed self-addressed envelope.
Feel free to call us if you have any questions, concerns, etc. We estimate

that it will take approximately 15-20 minutes to complete the questionaire.

Thank you for your time and cooperation.




2.

3.

4.

Your Profession

dgency that you work for

Lddress

Fhone

¥or which Head 3tart or Tome Start program did you prdvide sexrvice this vear
(1974-75)7

this program last year (1973-74)7 Yes No Don't know

Did you (or someona of your profession from your agency) provide service to

e

If you provided service on-site in a Head Start Center (i.e., classroom)
where was that ceninr located?

Did you(or someona of your profession from your agency) provide on-site
gservice In this canier last year (1973-74)7 Yes No Don't Know_

If you worked in tiie homes of children in a Home Start or Head Start program
in what general avea were these homes located?
Did you(or someone of your profession from your agency) provide on-site ser-—

vice in children’'s honmes last year (1973-74)7 Yes No Don't Enow

Who made the initial avrangements with you, or your supervisor, for vour ser-
vices this year (19/4-75) (e.g., Head Start Teacher? Director? Health Coor-
dinator? Professioonal Colleague?)

At what point in the school year were these arrangements made?

Which of the following services have you provided this year (1974-75):

&. observed children: yes no
' (1f "yes'", where?) \

in the center
in the children’s homes
in your office

other

b. met with teachers to discuss ways of working with individual children:

__yes no

(if "yes", where?) in the center
~4in the children's homes
in your office

other

c. mnet with teachers to help plan things like curricelum activities, uses -
of space aad equipment, scheduling of activities for all the children,

ete. s yes no

- d. provided the kind of service to teachers in b. and c. above, but
mainly by phone or other written communications:

yes no

e. provided dn-service training to groups:

yes no

(1f "yes", to whom?) staff
parents

___ both



£ provide

{0
i
1]
]
i
¢
]
b
Lo
;

(1f "yes", where?)

g. provided more ccupnletna ¢ 1115

(if "yas8", where?)

h. provided direct servi
to individual childrens

(1f "yes", where?)

were teachers ever present?

were parents ever present?

i. provided counszling to sarents regarding how they mizht

children, or cther matters:

(if "yes", were

jo provided consultaiion at Head Start or Home

Team meetings:

k. provided assistance in identifying and recruiting o
tart children,

with Head Start or Home S

If "yes", could you give

ca (teaching,

taachers ever present?)

1o the center

in the children’s homes

a2t your office

o

other

ostic testing of children:

___yes __ mo
_in the center
in the children's homes

at your office

other

speech therapy, counseling, health

.
R \
sarvice}

yas no

in the center
in the children's homas
at your office

other

yes 0o

. yes ho

work with theirv

ves no
yes no
Start "Hediator" {Case Manzzeman:
yes no

ther specialists to woarx
staff, and/or families:

noe

.. Yes

an example:

If vou (or someone of your profe bSi n f

Start or Homs Start last yearv,
any of tha above services (;L -

(If "yes", please check

a. b. c. d. =,

Comment if you can

“.) different from last

the letter of the new

%
«

gency) provided servi es to Head
new thlnoa this year? That is,
yaar?

¥

yes _ 7o
services offered).

g, h. i. i k.

cocall any other new or different servicas offered
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QUESTIONAIRE TO MINNESOTA HFAD START/HOMF START PERSONNEL
REGARDING PROFESSIONAL SERVICES PROVIDED TO THEIR PROGRAMS
: 1974~1975
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3.

Name of specialist

Type of specialist

Agency specialist works for
Address
Phone

Did somecne ocutside of your program recommend this
specialist to you? (yes ) (no_ ) (don't know )
If "yes," who

In which Head Start center or centers did the specialist
work?

Home address of head teacher: (name, address, zip code)

Other teachers:

Did a teacher or other staff person (director, coordinator)
make the initial arrengements for service from this special-
ist?

Was service provided to you or your children last year
either by this specialist, or another specialist of the
same profession from the same resource agency?
(yes__ ) (no__ ) (don't know_ )
This year (1974-75) has this specialist done the following:
a/ observed children : yes no
(if Yyes," where?) :
__in the center
__in the home
at specialist's
office

_._not sure

b/ met with teachers to discuss ways of working with indi-
vidual children: : yes no
(if "yes," where?)
___in the center
in the home
___at specialist’s
office

not sure

¢/ met with teachers to help rlan things like curriculun
activities, uses of space and equipment, scheduling of
activities for all the children, etc.:

yes

no

ass S

don't know



a8/

e/

£/

h/

provided the kind of service to teachers in b/ and ¢/ =bov.
& R 1

but mainly by phone or other written communications:

yes
noe

don't know

provided in-service training to groups:

(if "yes," to whom?) ___yes
___agency staff __no
____parents ___don't know
_.-both

not sure

provided screening services for children:

(if Yyes," where?) ' yes
in the center no
in the home not sure

at specialist's office

not sure

provided more complete diagnostic testing of children:

(if "yes," where?) yes
in the center no
in the home don't know

at specialist's office

___not sure

provided direct service (teaching, speech therapy, counseling)

to individual children:

. es
(if "yes,'" where?) S—
. no
in the center S

]
in the home u__ﬁon t know

at specialistis office

not sure

were teachers ever present? yes no don't know

were parents ever present? yes no don't know

provided counseling to parents regarding how they might

work with their children, or other matters:

(if "yes,'" were teachers yes
ever present?)
no
es
— : don't know

no

L

don't know

provided consultation at Head Start Mediator Tean
meetings:

yes

no

e e

don't know



v

{a.~k.}, which services would you to spend the moap bl
providing?
{(Crder from 1 through 11 according to your preferences)
re: individual childcaen
‘ation Te: ovarali classroom management
phone or written communication
- o

z} diasnostic testing )

) iundividoal therapy, teaching, health services, etc., to children

1) counseling parents

1) consultation to the case management ceam:

k) recruiting other specialists

'8, If vou provided on-site services in centers or children's homes this year,

approximately how coften did you make visits
| ___less than once every two moriths
once every two months
once a month
once every other week
once a week

more than once a week

9, According to your impressions, what kinds of services did you provids zhis
=] J ks P
year that the children, staff, and/or parents had the most need for and
received the most assistance from?

10. Again, according to your impressions, could you have done other things thz
"would have been helpful:

[P

THANK YOU FOR YOUR COMMENTS AND TIME,

i
PP
-
o
M
e
-




11.

12.

12.

1,

dontt know

exanple:

If this specialist (or somzone of the same profession)
vided services to your children or toe you last yzar, i
had) &l k)
natb y Were any ori ths ¢
e

do any new thinzs this yvaar? Uk
services (a/ - k/) dif

(If "yes," please check the e/ €5
letter of tne new services no

offerred).

a/ b/ of __ 4/ e/ x/ g/

/ i/

P

offerred this year:

J
Comment if you can recall any other new or different se

If this specilalist visited your center this year,

how often did he/cshe make visits:

__less than once every two months
_.once every two months
___ouce a month
_once every other week
___once a week
___more than once a week

In your own words, what kinds of things did this
do that you found most helpful:

ap

speciali

Again, in your own words, could the specialist have dors
other things that would have been helpful to you:
THANK YOU FOR YOUR COMMENTS ANUD TINE; THIS IUNFORMIATICN
WILL HELP US TO BETIER ASSIST ¥OU I THX IUTUzI,

the OCD-B
st.paul,
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FROM: The OCD-BEH Collaborative Project
for Head Start Children with Special Needs
Jon Boller, Fred Aden, Dave Garwick, Don Henry

We are sending you this questicnnaire to obtain information about ths kinds
of services that you have been receiving this vear from non-~Head Start spe-
cialists (for example; nurses, psychologists, speech clinicians,, social
workers, etc.). We want to find out how many specialist services have been
provided to Head Start programs throughout Minnesota. One of our Project's
main objectives is to help Head Start programs 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 no
names (Head Start agencies, resource agencies or individual people) will be
used,

\WAWLU S WA SS &

the g@v‘em@ s office of economic ép@a#wnéey. .

Please return your questionnaire in the enclosed self-addressed envelope.

Thank you for your time and cooperation.

LIIC

jon beller 612-296-5753

don henry 575%
fred aden 5751

dave garwick 5752
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FY76 COLLABORATION
Minnesota OCD-BEH Project/

Minnesota Department of Education-
- UNISTAPS Project

JUNE 17, 1976



This report is written persuant
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-
Tment slots to handicapped children.) The system sug-
gested by the OCD-BEH Project had at its core the develop-
ment of a case management team in each Head Start/Home
Start agency in Minnesota. 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 "collaborative" 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 "Inter-
Governmental Agency Agreement" to which this report is
addressed. The stated goal was:

“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."

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: .

"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
activities:

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
programs, with the assistance of local
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 1

Planning meetings were conducted with the three agencies
which continued to receive the help of the OCD-BEH Project
during FY76. These agencies were 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 rescurce 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
pubTic schoel 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 O0CD-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
order to pravide additional protection of confidential-
ity. The imtricate 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 im Minnesota have developed relationships
which are equally exemplary.

DESCRIPTIONS OF PRACTICAL COLLABORATIONS:

Agency A:

The developmental screening of all children 1is
accompiished 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
children. The special education cooperative per-
sonnel 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 periodically 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 arrangements 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 B:

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 betwecen 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-
jative 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-
gists, SLBP specialists, and a special education
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-
volved in these meetings in the future. Teaching
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 fall. Prescriptions for
classroom activities go directly from the clinical
specialists to the classroom teacher, in most cases.
Some children are seen for individual or small group
procedures, with reports going to the classroom
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 1is
planned for next year.



COLLABORATIVE ACTIVITY 2

In order to further reflect the intricate and strong
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 broaden the reader's view of the local collabor-
ations. They were written by Head Start/Home Start
personnel (with parent permission)s; only minor editing
was performed by OCD-BEH Project staff, in most cases.

CASE STUDIES:

Case Study A:

This last year was the second year this four year
old chiid was enrolled in our program. He has
physical handicaps of oral structure, hands and
feet. The child was initially referred to our pro-
gram by the county nursing service. When he was
enrolled in the proagram 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-
lens, he was not yet eating solid foods. At this
time he was fitted with adaptive shoes and an ankle
brace, and he was visiting an orthopedic surgeon
reqgularily. ‘

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
rehabifitation 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 her 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 local 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-
nician, school nurse, elementary principal 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 sessicn with the speech clinician
before participating in the center based activites.
He would ride the school bus home with his older
sibtings. 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 follow up the pro-
gress.

The December follow 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 were weil satisfied
with the arrangements and that their child was mak-
ing a great deal of progress. The Rehabilitation
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, Home 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 c¢hild was born with a bilateral cleft palate,
strabismus, a hernia and a cardiac lesion. The
child's cleft palate 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 "m"

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 chiid 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 observed
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,
They were screened at the preschool speech and
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 Tack of
understanding of verbal language. The girls had
developed a "language" between themselves. After
being admitted 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 Tan-
guage. This gave the girls confidence to parti-
cipate in Targe 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 qgirls
have ga1ned to the point of other five year olds
ready for kindergarten.

Case Study D:

This girl entered the Head Start program in Octo-
ber, 1975 at age four. It was immediately apparent
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 directions for working with her.
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 Mediator 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
mental health center also observed her and offered
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 have one person with the girl dur-
ing any activity for a large portion of each morn-
ing. Sti1l a lTot of her behavior persisted (fre-
quent masturbation, talking 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 oy 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 "gross motor" evaluation. She will enter kin-
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 this girl's behavior and teach her some new
skills. Hopefully the parents will change their
attitudes about schools and speciaiists so that
their daughter can be even more successfully inte-
grated into her kindergarten ciass.

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 Tittle 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 referral 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 vreluctance 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 health center, the director, health coordin-
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 generally exhibited "strange" behavior. 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
successful. And it seemed that hot meals were a
rare thing in the home.

The mother allowed her son to enter Head Start, but
she participated 1ittle 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 him. Nevertheless, there secemed to be some
"breakthrough" in the sense that the teacher was
the fiwrst person who had been allowed in the home
for twe years.

In November the Head Start Mediator Team decided
that amother meeting was necessary with the wel-
fare department and other specialists. The meet-
ing was attended by the welfare social worker, the
school psychologist, the clinical psychologist,
and the director, teacher, health coordinator,

and education coordinator from the Head Start pro-
gram. The group attempted to arrange priorities:
(1) the grossly substandard housing problem had

to be sonlved; (2) the family was in need of finan-
cial management help; (3) the mother was in need
of the help of a homemaker to learn housekeeping
and meal preparation skills. As it turned out,
the only item the welfare department was willing
to address was the housing issue.

Some pasitive factors developed. The family was
moved to a better house. The mother was finally
persuaded to let her son attend center-based
activities without her direct supervision. In
fact, she consented to let him ride the bus to
center-base. He began to learn new skills and to
increase his rate of learning. He began to act
more imdependently with his peers and adults.

The team meeting to plan for his transition from
Head Start was attended by the afore mentioned
Head Start staff and the school social worker and
psychofoegist. Although the boy would go to par-
ochial kindergarten in the fall, the team discus-
sed his completed program and recommended regular
kindergarten placement (mornings) and day care (af-
ternoons) for the coming year. In addition, the
parochial school kindergarten teacher volunteered
to begin working with the boy during the Tast few
weeks of the summer --- before school began for
all children.

Case Stwudy 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 that 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.
That is, he would not talk to her, he refused to per-
form any simple tasks, he occasionally lashed out

at her physically --- generally refusing to cooper-
ate. The mother seemed exasperated 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's behavior. She
asked for help. The meeting was attended by the
teacher, the Home Start director, health 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 (with the benefit 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 Tater), 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 twec Mediator Team meetings.
But there were no problems to report. In addition,
the school psychologist made two more home visits to
follow-up with the mother. It was obvious that the
mother had lTearned 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 developmental
screening of children than the form of traditional
in-service training. In a sense, it might be called
“systems" 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
care, parent advocacy groups, state councils (Handicapped,
Developmental Disabilities), providers of EPSDT screening,
and others. The collaboration of similar groups, however,
did not appear to be taking place at the Tocal (regional
or countyg levels. The EPSDT Advisory Council determined
that Tocal collaboration might take place if some Advis-
ory Council members acted together as a catalyst to
develop demonstration/exemplary collaboration at three

or feur 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 called by an Advisory Council 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



(or no) duplication of efforts.

One of the demonstration/exemplary collaboration sites
chosen was Cass County. Those chosen to guide this
collaboration included representatives from the State
Departments of Welfare, Health, Education (UNISTAPS),
and Head Start (OCD-BEH). The local organizer was a
social worker 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 previous paragraph acted

as facilitators at a meeting in Walker, Minnesota on
March 2, 1976. Attending the meeting were the facili-
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 their efforts to provide EPSDT screening.
However, several were unclear as to how this practical
level of coordination/collaboration would take place

and how financial responsibility/payments would be
assigned. The group was sufficiently cohesive to vote

to continue meeting at the local Tlevel.

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 representatives have met with the

county social services worker as chairman. School dis-
trict personnel reportedly began to "back-off", 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 Tocated 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 becomz 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 increasing the 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 Tfor the social services worker.

This social services worker expressed an additional
need which was reported to the EPSDT Advisory Council.
The need is for some person(s) at the state Tevel 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 "in-kind" contributions would be a minimum cost
for the provider compared to attempts to operate indi-
vidual, complete screening 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 will probably occur in August, 1976.



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'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, Spec1a] 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 children. 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 b5

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 Supplies

Collaborative Activity 1 $350 - $700 -——
Collaborative Activity 2 - $200 $25
Collaborative Activity 3 $200 $400 $50
Collaborative Activity 4  ---- $550 $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

II.
GATHERING INFORMATION FROM ALL TEAM MEMBERS

ITT.
CHOOSING ALTERNATIVE SOLUTION(S)

1V,
ASSIGNING RESPONSIBILITIES TO TEAM MEMBERS



Plan for

MEDIATOR TEAM STAFFING

o

(Child's Name)

Responsibilities of--

Teacher:

Education Director:

Parent Coordinator:

Social Service Director:

Health Coordinator:

Parent:

Specialist:

DATE




FORM FOR MEDIATOR TEAM

DATE
Center I [Z] Center IV [J Center VIT LI Center x [
Center II [7 Center V. [J Center vIIT &2 Center XI.
Center III i1’ Center VI [ Center Ix Ul Center XIT [

Persons Attending:

Children Discussed:

Other items of concern:



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 '

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, written consent of all parents
or guardians to release information to anyone in the
child's next educational setting. This must be done
prior to talking to kindergarten teachers, specialists,
etc. about children and prior to exchanging written
information, if the information is personally identifi-
able. A "Release of Information" form must be specific
about "who" is releasing "what" 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 (agency name)
to release:

(name or names of reports or information)

about my child (child's name) to

{(name of person and that person's agency) at

(full address of that agency)

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 desire.

Signed (parent or guardian)

Witness (name of witness)

Date (date signed)




[$2]

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
Head Start/Home Start;

Screening and diagnostic information
collected; -

Any diagnostic/therapy referrals which
were not followed through;

What the special-needs child's specific
educational program has been, with
integration as a special focus;

Any special problems or successes the
child may have had learning;

Any special problems or successes the teacher
had integrating the child into the classroom
or home activities;

The child's entry levels of skill development
as compared to current skill levels;

Any special services provided the child, the
teacher, or the parents which were directly

related to the child's educational program;

~ Any special activities or techniques the

Head Start/Home Start teacher has used that
have been especially helpful.



TRANSITION ARRANGEMENTS

SPRING -~ With Fully Informed, Written Parental Consent

FALL

1.

-- Wi

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
arrangements for their child.

Invite the kindergarten teacher to a spring
open-house to meet parents.

Mediator Team members and teachers could visit
the kindergarten teachers at each school (e.g.,
once a week the last couple of months).

Head Start/Home Start could invite the kinder-
garten teacher to meet with the Mediator Team
and Head Start/Home Start teachers.

Meet with kindergarten teachers on a cluster
basis.

Meet together with the kindergarten teachers
and special education personnel who have served
the child while he/she was in Head Start/Home
Start.

Meet with special education personnel =--- such
as members of a special education department

or cooperative (e.g., psychologist, speech
clinician, SLD spec1a11st,»spec1a1ist in retar-
dation, etc.).

Parents could meet with kindergarten teachers --

accompanied by the Head Start/Home Start teacher,
the Mediator Team, etc

th Fully Informed, Written Parental Consent

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

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 shzll be developed by school personnel for the sole purpose of

objectively describirg an individual student's academic, social, and physical
behavior, where such records will be comsidered as part of the total evaluation

of the child In relation to providing the child with a more apprupriate education.

Development of Anecdctal Recovds

All anecdotal records shall describe only observable behavior.
All anecdotal records shall be written, dated, and signed by the observer.

A1l anecdotal records shall be written as soon as possible after the observed
behavior, preferably within 24 hours.

A1l descriptions must specify:

* the time and date of the observation

* the circumstances surrounding the behavier including the setting

* other partilcipants, if any

* prior observable stimuli, 4f any

* resulting behavier

* the relationship of the behavior to the individual child's present edncat*onal
program

All descriptions must specify whether the recorded behavior had been previously
observed and recorded and, if so, with what frequency.

Maintenance and Use of Anecdotal Records

All recorded descriptions must be placed in the child's "education records
(cumulative, permanent) within 5 school days after completion.

411 anecdotal records in the ¢hild's education recofds will be evaluated in rela-
tion to the child's pregent individual educational plan each time that the plan
is reviewed. The review must occur no less than annually.

If, after a determination has been made that an inddividual anecdotal record hzs
no relation to the ¢hild's individual educational plan and program, it shall be
removed from the recoxrd and destroyed.

Anecdotal records shall remaln within the child's official records for as long as
they remain directly related to the child's educational plan and program.

In all instances the collection, maintenance, and use of anecdotal records shall

conform to all other YLquirements relating to the collection, maintenance, and
ugse 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 obligatioms of States and public education agencies. But, the

rules and regulatioms go on to define '"participating agencies':

Any ageney or institution which collects, maintains, or
uses data, or from which data is obtained to meet

P.L. 94-142, the "Education for All Handicapped Children
Act'". This is all part of "due process" legislation.

Head Start/Home 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 te officials who work in a child's next educational setting,
usually the public schools. Head Start/Home Star£ 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 the law, each participating agency shall protect the con-~
fidentiality of data at ail 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/Home Start programs are required by a set of performance
standards té produce certain kinds of screening records (medical, dental and
developmental) on all children and some very specific diagnostic records and

educational plans for special needs children. In addition, information such



as a child's name, address, birthdate, etc., is kept on all children,
Teachers may keep some records that specifically identify a child. 1In
general, IF A PIECE OF INFORMATION IS USEFULiFOR PLANNING AND COMPLETING

A CHILD'S EDUCATIONAL EXPERIENCE, IT SHOULD BE KEPT BY THE EDUCATION PROGRAM.
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 identifiev, such as a social security or student
numbers;
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 INFORMATION ABOUT CONFIDENTIALITY?

According to the law, a participating agency must ensure that employees
are trained in the policies and procedures regarding confidentiality. This
implies training about the law itself and about the agéncy'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 unnecessary delay (nc more than 45 days).

and prior to any hearing related to the identification, evaluation or



-

placement of the child. The parent, by law, has the right to a response to

a reas@nable request for explanation and interpretation.of regulations and
the gggg, and to obtain copies of records.

The Head Start/Home Start program must maintain é record of any '‘third"
parties (from outside the agency) obtaining access to aAchild'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 coﬁsent
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 access to the personally identifiable data. These employees will prob-
ably inelude the agency administrative 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.



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. 1If 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 attormey;



4. Provide 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 and shall include
a summary of the evidence and the reasons for the decision.

If a parent wishes to continue 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 complete 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 pareﬁtal 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. The 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 uunder state law).
6. "Parent" 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 fully 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
written consent of the parent under certain conditions:
1. Appropriate parties in connection with the emefgency must
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



to be pro&idee 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 T¥II 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 CONSULTATICN: November 17-18, 1975

ITEMS COVERED DURING THE 8 HOURS OF CONSULTATION: 7
1. 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 1n1tlal outline
re. the team process to Minnesota Head Start Programs
4. Region IIT cluster workshop concerns:
Time planned
Recreation
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. TFactors for choosing team coordinators (appended)
8. ©Possible activities for the OCD-BEH Project staff at the February clueter
training workshop (appended)
9. Consideration of the broader functions (program-wide concerns) of
the teams
10. OCD-BEH Project proposal for continued funding (submitted 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 technlques
14. Ttems the OCD-BEH Project will attempt to provide to the Region 111
Head Start trainers (appended)

PERSONS ATTENDING CONSULTATION SESSIONS:
Joni Cohan: Region III Head Start Tralnlng Offlce
Brenda Riley: " " " "
Pat Henney: " " " 1" 1" "
Jon Boller: OCD-BEH Collaborative Progect
Fred Aden: " !

GENERAL IMPRESSIONS:

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 TITI staff seemed quite pleased
with the material and discussion help provided by the OCD-BEH Project.

FUTURE:

The Region IIT 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

Questionnaire to be used initially with selected program
Suggested prototypes for team records
Video tape of mock meeting

5024 Allan Road

Bethesda, Maryland 20016

Team organization alternatives

Copy of each mediator media





